Leading Change in Forensic Services: A Multi disciplinary and Multi agency approach to improve care pathways for forensic service users in Scotland 

Background

“The Leading Change programme” is a Scottish leadership programme firmly rooted in the local mental health systems that will drive the redesign and improvement work around Delivering for Mental Health. The principle behind the programme is that leadership in today's health and social care environment requires leaders to find ways to work together in local teams, challenging and learning from each other and applying that learning in real-time to a significant change project.
The Scottish Government Health Departments’ view, according to Alex McMahon (2008) the then Head of Mental Health Delivery and Services Unit/Mental Health Nursing Advisor, is that people at every level of the organisation, as well as service users and carers can be a mental health leader, and in doing so they will change current policy and practice in order to achieve better, more user-oriented services.
The programme is designed to work with small groups of 8-10 mental health leaders, together with service users and carers from a variety of backgrounds and experiences within Health Board areas who recognise that they need to work together to effect real and sustainable change.

The programme is based around the Mental Health Delivery plan and has three main aims:
· teamwork, 
· personal development,
· improving the patient experience.
The programme has a focus on collaborative leadership and working together to make change. Participants have both reflective time and task focused time during the year. Fundamental to the approach is the importance of challenging each other and their organisations and systems. Nine geographical groups were supported by the programme for the second cohort of 2008/9.

The Forensic Network has been supported by the programme to promote joint working across the different levels of security including community in forensic mental health care as part of the implementation of new Care Programme Approach Guidance; this directly reflects Commitment 12 of the Mental Health Delivery Plan.
Members of staff from Greater Glasgow and Clyde Health Board, The State Hospital, Glasgow Local Authority and a service user made up the team (Appendix 1). Sponsorship for the team was provided by the Chief Executive of the Forensic Network, the Director of Greater Glasgow and Clyde Mental Health Division and the General Managers from The State Hospital and Greater Glasgow and Clyde forensic services.

The project teams original brief was to work towards developing processes which;

· Promoted multi-disciplinary, cross boundary working reflecting the outcomes of the MWC Inquiry into Mr L & Mr M
· Considered the implementation of CPA Guidance as outlined in CEL (2007) 13 focusing on the patient experience through collaborative working and how to make transfers more patient centered

· Enabled model(s) for patient centered care and increased patient involvement in Forensic Services including smooth and consistent patient pathways across the spectrum of care
· Built network/relationships
· Enabled the team to disseminate their findings and share good practice across Forensic Services in Scotland
The Project

The team began their work in April 2008 with a two day workshop as part of the National programme at the Glasgow Youth Theatre. This was designed to set the scene for the programme and introduce outcomes from previous projects to the new cohort. The programme was split into further National days where all groups came together for common learning and geographical days where the team met in Glasgow to work through their specific project. In total there have been eight national days and fourteen geographical days.

Other support provided to the participants during the programme was:
· An e-learning tool which provided on line information on a range of management and facilitation issues
· An opportunity for all group members to undertake a Myers Briggs type indicator  assessment (MBTI) a psychometric questionnaire designed to measure psychological preferences as to how people perceive the world and make decisions;
· National Action Learning sets where individuals from different geographical groups came together to provide an opportunity to learn from each others experiences (discontinued after the first three National days)

The first geographical day was held in May 2008; this event served to introduce all participants to each other in a relaxed setting and to negotiate and agree issues such as the development of a work plan and the style of facilitation and support to be provided to the group. The days were supposed to have as a format two distinct sessions; task and process work during the first session followed by an action learning set for the second session. 

At the end of the second geographical meeting in June 2008 the group brainstormed what they wanted to achieve, this is laid out below in figure 1 and has been grouped into four themes.
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Figure 1 A mind map summarising the June 2008 geographical meeting
The July meeting included a presentation on the "e learning toolkit" and the August meeting provided the group with feedback on their Myers Briggs assessment which the group found useful and appeared to match their perceptions of themselves. During these meetings individuals also began to integrate their desired personal and group learning with the aims of the project. A particular issue which produced significant discussion was the concern about information available to carers and service users about forensic services; whilst there is plenty of written material available to service users on admission, there appears to be little information available prior to admission and this was raised as a significant issue by the service user on the group who described his memories of previous admissions to forensic services and how he would have been re assured more if he had received more information about services prior to admission.
The group agreed that the production of information pre admission which could be available to patients awaiting admission and their carers would be a useful outcome from their work and began to consider how best to produce this, one idea which emerged being the production of a DVD. Funding for a professionally produced DVD did not appear to be an option until a colleague at the Rowanbank Clinic heard about the groups work and submitted a proposal to the National Lottery and secured a grant of £7,000 to provide funding to produce the DVD; he was invited to join the group to lead this part of the project.
Subsequent to this both The State Hospital and Greater Glasgow and Clyde Health Boards agreed to increase this budget to £10,000 which will include premiering the DVD at an International Mental Health Arts festival in Glasgow during October 2009

All monthly meetings of the geographical group were attended by the majority of the members, who prioritised the project in their diaries. By November the group had an outline of the specific outcomes they wished to achieve. They had also reflected on the original brief which was to produce an ICP for Forensic Services, and whilst it hadn’t seemed too daunting a task at the time the group had now realised that they would not be able to achieve this due to the complexity of the task. The group concluded that instead of a new ICP their work would be to produce a discussion document for their sponsors in which they would identify what they believed were areas requiring change; together with suggested changes which could be made to improve services for patients and carers and recommendations about how these changes could be implemented.

Outcomes achieved during the project

The group believe that their work has four distinct themes which are listed below with specific outcomes achieved/ commissioned during the year:
Incidental problem solving
· The group discovered through conversation that the process for access to The State Hospital for clinicians from Glasgow forensic services was fraught with problems; this was solved immediately by a conversation between a member of the group and The State Hospital sponsor who asked the Security Director to review the procedure resulting in a more effective system for both parties

Culture and Process Issues

· The presentation of the work of the group by way of a concurrent paper and a poster to the International Association of Forensic Mental Health Services Conference to be held in Edinburgh during June 2009 (Appendix 2 and 3 (3 enclosed as separate pdf))
· The commissioning of a DVD with a focus on a patient journey through levels of security and into the community. The DVD is for an audience of patients and carers and will describe the strengths, weaknesses and gaps in the current system in respect of a patient centered experience. Work on this project is currently at the pre production stage, with a production company contracted to produce the work for a launch at an International Arts festival on Friday October 9th 2009 (Appendix 4)
· An agreement by a sub group of the group to create an article to submit for publication in a relevant journal
· Utilising the groups sponsors to broker dissemination of the work of the group throughout Forensic and related services

Strategic Issues

· The identification of seven major transitional points in a patients journey through Forensic services with views on how to improve the experience through the description of key elements of the process (Appendix 5 (a to g))

Resource Issues

· Funding may be required to implement transitional points

· Sub group to prepare Journal Article.
Team Learning from the Leading Change Programme

The concept of equality of leadership within the group has given each member a voice of equal standing and respect with the result that opinions were taken seriously not discarded leading to very eclectic solutions to identified problems. This has meant that working together to achieve a common goal has been a rewarding experience for the group. The significant level of user involvement has made an important contribution to this process. Glasgow and the State Hospital have worked quite differently in the past, not always cooperatively, so perhaps the most interesting occurrence was the fact that the expected Forming, Norming, Storming and Performing part of group formation happened but without the Storming factor and the group settled down to the job in hand in a very cohesive and focused way, characterised by the following behaviours:

· Openness to different perspectives,
· Listening to others, 
· Taking turns,
· Respect for others view points,
· Tenacity of purpose,
· Consistent reflection on how our work would benefit patients and improve services,
· Focus on task and the process for change,
· Humour. 
Other matters
Two areas of concern emerged for the group during their work; firstly the lack of a carer representative and secondly the structure of the National days.
In respect of the carer representative the group had identified and reached agreement with a carer from the State Hospital to join the team; this carer attended the first two National days but then withdrew for personal reasons. The group attempted to find a replacement but despite several promising leads could not secure a carer who had the time available during the hours of 0900-1700 to commit to the work. Clearly the input of a carer view is essential for the DVD and therefore groups of carers representatives in the State Hospital and in Glasgow services were approached and contributed towards the storyboard process. 
The National days were a feature of the programme which the team found of least value; unfortunately this resulted in a significantly reduced attendance compared to geographical days. Issues of concern included:

· The team did not believe they gained any value for the time they invested in the action learning part of the day; issues include the style and focus of the facilitators, the changing sets and the lack of apparent purpose; the Action Learning sets received consistently poor feedback from most participants at the national days, resulting in non attendance.
· The presentations did not always meet the needs of carers and service users,

The team did however find some value in the last couple of National days when a leadership expert Simon Weston provided input, apart from that element there was little positive feedback about the days. 

The group discussed the National day was set up and provided feedback to the organisers as to how future cohorts could be supported in their regular updates and in their final report to the organiser. This included more attention to the following:

· Time provided during the days to meet up with groups doing similar work,

· More discussion and debate about the concept of bringing teams together from diverse settings and the spin offs which can evolve from this in terms of culture change,
· Action learning explained as a concept, illustrated as a working tool and groups established with willing volunteers rather than allocated,
· Discussion and debate with sponsors with reinforcement that the process is evolutionary, and not just about delivering a product. 

Summary and conclusions

Significant spin offs from this work are the positive relationship developments which have evolved during the past eighteen months:
· Between the participants of The State Hospital and Greater Glasgow and Clyde Health Board,
· Between Health Services participants and the Local Authority representation leading to a greater understanding of social care issues. 
· Between all employees on the programme and the service user leading to an improved understanding of service user and carer issues 
Whilst time has always been a big issue for the individuals in the team as they are busy employees and this work has been an addition (with the exception of the facilitator who had the time allocated) to their normal workload, all members have adjusted their diaries and prioritised this project. It was the hope and aspiration of the group that all work required for the project would be completed on the allocated days, however, this has not been possible due to the scale of the task resulting in several members working outwith group meetings to produce work related to the tasks.
Action learning sets were not the preferred style for the group (though they did adapt the concept on several occasions during meetings to good success).  

The task set at the beginning of this project was immense, which is how all significant change projects should be. The team took several sessions (which frustrated the task driven members) to work through process issues, however, as readers will note in this report significant progress has been made which is unlikely to have occurred without the work of the group. The outcomes achieved by the group have the potential if replicated throughout forensic services to significantly improve services to patients.

The team appreciated and valued the skills of the facilitator who, against the odds managed to keep the project on track and succeeded, primarily through his leadership skills in ensuring that there were not onerous demands on group members out with the allotted time.

Finally, in addition, during the course of their work the team discussed many issues which had a strong causal link to the issues they were trying to work on. The team decided that whilst they could not devote time to try to resolve these issues they would list them as possible areas for future commissioning by the sponsors. The list is in no particular order:
· Staff continuing to work with patients through transitions, in particular when this results in a change of location, and the possibility of joint appointments of key posts to reduce these risks,
· Exits out of secure care when delayed discharge occurs; this could occur in relation to transition between levels of security as well as discharge to the community for a number of reasons, not exclusively due to funding

· Long term secure care, mostly low secure and community, very expensive individual packages which need to be considered in terms of affordability compared to  other solutions, especially when there are other patients “stuck” in the system due to lack of funds to support them in the community,
· Ordinary residence issues when someone wants or is required to move out of hospital which requires the marrying of two sets of guidance (under review),
· People at CPA meetings, when a patient is being considered for discharge, who have no authority to make decisions re funding. There is a need to ensure that there are good links between the CPA and commissioning processes in Local Authorities 

· The role of the Network board and the regional planning group and their ability to influence change in the above,

· Look at long term care, joint models between health and social care,  individualized packages, needs led approaches, cost,

· Is direct payment/ personalisation possible in some cases,

· The group would like to present our work to the Forensic Network and Regional Boards,

· The teams major concern is the sustainability of the work following the end of their time together.
Through their work the group has identified many areas of potential development between the State Hospital, Forensic Services in Glasgow and local Authority services. As a group they created a real forum for change that was patient and carer focused and recovery based which should, if received positively, provide a more consistent and less anxiety provoking experience for patients and their carers moving through secure care, resulting in a wider sharing and sustaining of these benefits when the programme finishes.
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APPENDIX 4 - Proposal for Film Festival
Experiences of Mental Health Services

Narratives of Service Users, Carers and Staff 

International Arts & Film Festival 2009

Proposal 

Workshop

This workshop is aimed at raising the public awareness of forensic mental health and secure care in Scotland. 

VENUE

GMAC (Glasgow Media Access Centre) 103 Trongate, Glasgow G1.

Structure

What is being proposed is that the national Forensic Leading Change Group organizes a forensic mental health workshop. 

1. Introduction- This will provide a background in relation to forensic mental health services, where we are now and what is being considered for the future. Information about the purpose of the Leading Change Group and the idea behind the development of a DVD (10 mins).

2. The Premier of the DVD (1st Public Showing) which will describe ‘a service users journey’ from community, admission into secure care, the rehabilitative stage and discharge  with an central theme on recovery. The script has been compiled by using service user, staff and carer narratives collated by the group.(20 mins) 

3. GMAC. The challenges faced with developing, producing and the making of the DVD. (10 mins)

4. Questions and Answers Session- This will give the audience members an opportunity to ask questions around both forensic mental health issues and the making of the DVD. (20 mins)  

In addition, we hope to exhibit at the venue, various forms of art work developed by service users whilst in secure care.

Appendix 5a - Key Transitional point 1, a new referral to a Forensic Service (not emergency or court referals)

	Essential/ Critical Items (Standard)
	Key elements
	Recommendations
	Resource and other Issues

	The referral must be in written format
	A standardised referral template (Standard bio, local Health board, Local Authority)
	Work to be undertaken to produce the agreed template.
	· Time and membership

· Need for a change to current custom and practice



	The referral must state the level of security thought appropriate
	Level of security thought required with reasons why
	Education to referrers re levels of security 
	· SNAP may be a useful tool

· See Kennedy paper (levels of security on Network publications web page)

	The referral must be sent to a bed manager (or equivalent)
	All referrals will be acknowledged within 7 days.

All referrals will be allocated to an assessing clinical team within 7 days.
	Copy of the referral is sent to a designated person in the local Health Board.

Consider the establishment of regional MDT and Multi agency referral groups comprising all levels of security, Prisons  and Local Authority (in line with MOP)
	· Establishing posts of bed managers in forensic services

· Need for a change to current custom and practice



	The assessing Clinical Team will identify its members and make contact with the referrer
	Within 7 days the RMO to discuss referral with rest of Clinical Team and identify who else is to be part of the assessment.


	Contact is made with Local Health board RMO to involve them in the assessment process.

Contact made with anticipated responsible Local Authority


	· Admin support for the process

· Need for a change to current custom and practice


Appendix 5b - Key Transitional point 2, assessment for admission to a Forensic Service following a new referral (except court referrals with immediate response required)

The intention here is to reduce the number of times a patient is subjected to multiple assessments of the same material by different disciplines

	Essential/ Critical Items (Standard)
	Key elements
	Recommendations
	Resource and other Issues

	The assessment will be conducted jointly between the RMO and appropriate members of the Clinical Team with appropriate input from the MHO
	MDT discussion as to which team members should be involved in the assessment
	A protocol should be developed describing how MDT assessment will be guaranteed in all cases
	· Time for individuals to participate

· Need for a conflict resolution process in the event of disagreements (review the utility of the current process)

	Standardised questions will be reported on as part of the overall assessment; this is to reduce duplication and additional stress for the patient
	Purpose of the assessment, level of security assessed for, bio details etc.

Core information to allow the referral team to make a decision about: 

Detainability, type of order, alternatives, level of information, least restrictive alternative
	A single standardised file for the whole process.

Each profession to review their data gathering methods.

Core data set established
	· time to agree the core data set and file content; a joint piece of work between health and local authority colleagues

	A local service RMO will be invited to be part of the assessment process
	
	Explore concept of linked RMOs to services at regional levels so continuity of care can be achieved by same RMO through levels of security, who are then empowered to make transfer decisions both ways
	· Role of the RMO needs exploring, should they remain with the patient throughout their stay, similar to the MHO role or share areas (high and med, med and low, low and community)

	Other members of the Clinical Team not directly involved with the assessment will establish contact with their referring colleagues to obtain an overview of the case
	
	A single standardised file for the whole process
	

	An assessment report will be produced with 28 days of receiving the referral
	Report submitted to the commissioning bed manager

Decision made re level of security required
	Assessment reports have a shelf life of 6 months, following which a new report will be required if admission has not occurred
	


Appendix 5c - Key Transitional point 3, a new admission to a Forensic Service

	Essential/ Critical Items (Standard)
	Key elements
	Recommendations
	Resource and other Issues

	Maintain positive structure/routine of life before hospitalisation using a strengths based approach

Minimise dislocation with social networks
	· Maintain personal strengths

· Home and housing benefits

· Benefits (retain tenancy)

· Family links

· Recovery

· FCPN maintain contact

· Debt management 

· Maintaining contact with significant others
	Need to explore housing options as soon as possible and certainly well before 12 months when housing benefit ends:

· ensure patient not seen as intentionally homeless

· ensure safeguards for protection of patient’s property

· establish an in patient welfare rights clinic in each hospital setting with an appropriate provider
	Establishing the service level agreement to arrange for community services to come to in patient areas to provide advice (money matters, financial advisors, hospital finance)

	Standards for admission for all levels of security
	· Draw up best practice

· support for carers taken into account

· patient wishes taken into account where possible


	Create core data set


	

	Background history agreed/ verified by patient and areas of disagreement noted, (3rd party information, convictions)
	Describe essential components

Process for recording when patient or carer disagree with facts
	Take to risk group of the Network
	Time for the production of the material




Appendix 5d - Key Transitional point 4, care and treatment planning following a new admission to a Forensic Service

	Essential/ Critical Items (Standard)
	Key elements
	Recommendations
	Resource and other Issues

	Assessment by each discipline.  
	Assessments should be complementary not repetitious.


	Protocol should be developed describing which elements should be covered by each discipline including timescales for completion
	Time for MDT members to carry out assessments 

	Preparation of Reports for initial CPA Meeting
	Information must come from multiple sources not only service user.


	Protocol to agree who will access which sources of information and/or summarise existing files
	Administrative support for preparation of file review and reports and time for professional staff to review documents and meet with relevant people

	Maintenance of links with local services
	Early notification and involvement of local services including MHO 


	· early allocation of a local clinical team required

· Invite local service  representatives and local MHO to CPA meeting

· Use of video conferencing materials
	· Enable local services to free up relevant personnel to attend

· Development of video conferencing sites

	Meaningful involvement of carers.
	Provide support and information to carers as well as obtaining information from them, this to be standardised across all levels of security
	Social Work should lead but RMO should  also be available to meet with relatives/carers outwith CPA Meeting
	Sufficient Social Work resources to ensure this happens 

	Assessment of Risk with particular emphasis on deciding level of security required to manage patient safely
	Use of Appropriate Structured Clinical Judgement Tool eg HCR20.RSVP,START, SA07
	Assessment of Risk must link to formulation, scenario planning and identify violence risk factors to be addressed in treatment

Link to risk management strategies including the 4 factors including victim safety 
	Roll out of training to ensure staff from all disciplines are able to prepare documents with reasonable  inter-rater reliability 

	Develop “Treatment Plan” which identifies the assessed needs of the patient and the interventions required to address those needs including involving the patient and specifying what they need to do to move on
	Treatment Plan/ CPA Documentation which is transferrable between  wards and from one service to another
	Develop a template which is transferable between services (probably needs a short life working group similar to this)
	Identify people to represent all disciplines and security levels.  Include medical records staff and medical secretaries


Appendix 5e - Key Transitional point 5, transfer between levels of security

	Essential/ Critical Items (Standard)
	Key elements
	Recommendations
	Resource and other Issues

	Following review, the multi-disciplinary care team recognise that the patient has made good progress in the setting, meeting treatment and care objectives and is ready to be considered for discharge / transfer to the next level
	· The discussion and agreement will  be made during a bi annual case review meeting

· Multi Disciplinary Team 

(All those caring for the patient, the patient themselves and their carers will be able to share information regarding the identified needs, risks, objectives, interventions and treatments.)


	The Forensic Care Team documents the evidence on which the decision to discharge / transfer is based.

· Should form an update of the Single Shared Assessment 

· The documentation will demonstrate that the full team has agreed and understand the parameters of the discharge plan.

· The documentation should provide details of assessment outcomes.

· There must be evidence that the full MDT has contributed

· There must be evidence that Carer involvement has taken place

· Reasons and evidence to support the decision must be clearly stated

· Written copy of Outcome of review should be circulated to all interested parties within 10 days
	

	Referral to appropriate level of security.
	Referral to bed manager with proposed security level identified

timescales
	Should reflect key elements and recommendations of key transitional point 1.
	TSH staff and Rowanbank/Leverndale staff / RMO.

	Initial contact with patient by receiving team 
	Attempt to ensure continuity of care team and minimise possibility of RMO change.

Attempt to alleviate anxieties/concerns with initial visits to receiving hospital.

Timescales regarding decision of acceptance and transfer 
	Establish with the patient  what to expect at receiving hospital (Security aspects and therapies available) 

Support from current staff through this period.

Decisions made are communicated to relevant parties as soon as possible
	Rowanbank/Leverndale/TSH staff.

Communication between RMOs


Appendix 5e - Key Transitional point 5, transfer between levels of security (cont)
	Essential/ Critical Items (Standard)
	Key elements
	Recommendations
	Resource and other Issues

	Transfer discharge CPA
	Patient and carer participation

Explanation of traffic light system

Orientation Visits 

Prefered visit protocol 

(Initial day visit-2hrs, day visit , 2 overnights) should be tailored to meet individual need

Flexibility where required.

‘Process should be patient friendly’ through management of meeting; use of advocacy; plain English etc 
	Encourage feedback from patient about visit and relay this to receiving ward staff. Utilise key worker/trained staff from transferring MDT to accompany patient (in depth verbal report.)

Balance required to ensure key personnel are there without the meeting being too large.
	Full multi agency involvement required as well as advocacy

Public protection issues considered

MAPPA referral if required

Supply key – worker for initial visit.

Utilise DVD in the future for info

CPA Management

	Transfer of Care
	Increased info on paperwork (Approved visitors and  authorised telephone numbers)
	Allows for more seamless transfer/ greater continuity
	Core data set agreed.

	Transfer of patient funds to receiving hospital
	Significant lag in the transfer of monies from the state hospital.
	Determine if an alternative process can be utilised to speed up transfer of funds.
	Patient Funds - TSH 

liaision with DWP

	Family involvement/awareness
	Notification of approved transfer to named person or appropriate family member
	Improved communication with family regarding care and inform possible steps and timescales.
	Clinical team member.

Utilise DVD when available




Appendix 5f - Key Transitional point 6, Conditional Discharge

	Essential/ Critical Items (Standard)
	Key elements
	Recommendations
	Resource and other Issues


	CPA, Identification of Multi Disciplinary/ Agency team involvement.
	· Absolute clarity with regard to local authority and health board

· M.A.P.P.A., C.P.A., dates identified and signed off


	· Clarify expectations on client as per conditions of discharge.

· Jointly agreed priorities via protocols 
	Recall to hospital, adverse publicity, negative community reaction, protocol development. 

	Routes of communication with Scottish Government & all agencies.
	M.D.T. communication
	· Surety of shared communication facilitated by M.A.P.P.A. and C.P.A. forums. 

· Ongoing inter agency communication.  
	

	Risk assessment & Risk management plan.
	Multi Disciplinary Involvement.
	· full risk management plan between local authority and MDT in place before commissioning process commences

· Reviewed & updated on a timely basis. 
	· Time management to allow completion of assessments. 

· Clarity of responsibility.

	To ensure positive structured lifestyle via activities of daily living.

Clients/family views, input.
	· Knowledge of community resources

· Functional needs assessment

· Support packages, housing, family support.
	· Access to local support services

· people to support the service user

· Clarify funding & support implications.
	Funding implications from local authority, suitability for mainstream support, links to existing resources




Appendix 5g - Key Transitional point 7, Absolute Discharge (incomplete)

NB loss of compulsion means that the service user no longer has to accept support packages

	Essential/ Critical Items (Standard)
	Key elements
	Recommendations
	Resource and other Issues


	Community Care assessment reviewed


	Scottish Ministers and the MHRT  require reassurance that services will remain in place for the service user
	
	

	Risk management plan changed


	
	The patient remains subject to CPA with regular reviews 


	

	Annual review completes the CORO form variation


	Annual report states intention to recommend absolute discharge
	
	

	Scottish Ministers commission independent report if deemed appropriate


	
	
	

	MHRT hearing


	Evidence assessed and a decision is made
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