Derbyshire Voice

“Working together to improve mental health services”

Summarised representative feedback from strategic meetings

Any comments from people who use or have received mental health services would be greatly appreciated.  We want your views so we can represent you!  To respond to points in this document or ask a representative to raise relevant issues on your behalf please write to: Derbyshire Voice, Park House, 1 Park Road, Ripley, Derbyshire, 

DE5 3EF or phone 01773 748 354. Comments can be anonymous.

Please note that Derbyshire Voice representatives, that attend strategic meetings concerning mental health services throughout Derbyshire provide feedback detailed here.  The information contained is their interpretation of meetings they have attended and should not be viewed as the opinion of either statutory or voluntary service providers.

Derbyshire Voice Representatives Feedback for December 2008.

	Meeting Attended
	Date
	Rep
	Key Points
	Discussion Points

	Adult Care Pathway Board
	16/11/08
	Jonathan Norton
	Aim to give update to board on progress of team towards the Modernisation of Adult Care Pathway/Services. There have now been 2 consultations – one in Chesterfield which was well attended, Derby not so. It would appear that clinicians etc are reluctant to change things pending the implementation of this final pathway.

There seems to be a cultural fault line developed between primary and secondary care: the expectations by GP’s of what Trust does. Trust services have changed to treat more severe cases. Primary care has not developed similarly to take up the slack of less severe cases. Therefore referrals often not ‘suitable’ for secondary care – therefore vacuum.

Sarah Carter emphasised that the assessment will be completed within 7 days of referral. Trying to get a standardised approach from across the whole county. Gayle believes there should be a standard referral form. I emphasised that if 1 in 4 presentations to GP had a MH element then they should be experts and take on bigger load themselves – than referral happy. 

There was concern about exit routes back. So far 2 psychiatrists have been asked (there are 56 in all) they will then map all other clinical teams under PRB categories to analyse case load. Apparently there are big discrepancies from the computer records and the actual case load. Of the 2 psychiatrists mapped the distribution seems to concentrate around PRB’s 3, 4,8 and 9 being

Non – psychotic disorders (very severe) – severe depression / anxiety / high suicide

Non – psychotic disorders of over – valued ideas – PD’s, eating disorders, OCD, enduring depression

On – going recurrent psychoses (low symptoms), on going or recurrent psychosis (high disability)

Ongoing or recurrent psychosis (high symptom and disability)

There is no PRB category for DD. I asked the group where are the DD cases? – are they shunted to specialist services?

We are hoping to get Commissioners support – it is now expected to be Dave Gardner.

Reported that those that know of this project of work are fully committed and enthusiastic. Not known what perception grass roots have of it – as so many proposed changes – change fatigue.

Ifti emphasised time and again that there can be no over run.

All that has been presented to this board are brief flow charts of existing service and very brief suggestions of new ones. No evidence yet of OOHS entries? S136’s, crisis.

It is not for this group to get involved in the minutiae. Not much coherent evidence presented of what has been done. Plenty of assurances. No ideas on DD and has been ignored. Dave Gardner apparently to be Commissioner rep on team.
	

	Modernisation of Adult Care Pathway Board
	16/11/08
	Richey Wheatcroft
	Modernisation of Adult Care Pathway Team do the work and report to this board.

A simple sketch of proposed care pathway from brain storming notes and meetings. It looked very simple. Jonathan asked where dual diagnosis was in it, as drug and alcohol services are just shown as usual as a specialist service. There was not an answer.

Profiled only 2 psychiatrists work so far and put it into PBR records. There are 56 psychiatrists in all, so all the others will have to give results, and then all the clinical teams (not covered). There have been two consultation events open to the public, one in Chesterfield and one in Derby. Clinical staff were holding back changing anything because of this project.

We discussed a rift in perception and practice between what the Trust now does and what GP’s believe they do.

The team were hoping to get a Commissioner on the team. Apparently Dave Gardner will perform that role now Ruth Sargent has left.

There is a time line and it must be stuck to. They have to present to the Trust board at some stage and there cannot be slippage.


	

	DD Comm
	25/11/08
	Richey Wheatcroft
	The impression was given that a meeting had taken place outside the meeting and they had decided that the DHMST should be the preferred provider for the Training and Consultancy service. Jonathan, Peter and I voiced strong opposition to this – that any tendering should be open and transparent.

Sue attempted to assure the group that there would be pre-condition criteria before hand – it was not clear whether this would apply to all potential providers or just the MHT.

There was no consensus or agreement that this would be an acceptable way for the serve to develop.
	

	DD Comm
	25/11/08
	Jonathan Norton
	I reminded the group that the Trust are performing a full review of the Adult Care Pathway and they haven’t got a sub misuse rep on it. Record and commitment was poor – there are a spasmodic ad hoc number of DD workers but under no overall strategy. The bulk of DD cases are foisted on to sub misuse services (specialist services), which goes against the very concept of integration.

Minutes review – we have not been contacted as SU’s by Anne Gorry since the last meeting in September as suggested. 

It was anticipated at the last meeting that the final document “Commissioning Training and Support for DD” would be complete – it hasn’t been.

Previously there had been discussion about the tendering or procurement policy – with the swing of opinion that it go out to competitive, transparent tendering – it now seems that there has been a dramatic change.

I maintained as ever that this team must have a distinct identity which cannot be compromised by the trust – that it had a defined identity and purpose – which not only extends to the trust – but in the long term to primary care aswell. Deaf Ears.

Suggestions that we need to do some work on prevalence of DD. I pointed out that those in treatment does not give a measurement of the prevalence of DD in the county.

Gave up after an hour – obviously not going to change the “agenda” which must have been agreed before hand.

Terrible meeting.
	

	ECT Best Practice Group
	26/11/08
	John Shelton
	1. Commission requires that ECT information is submitted to them on a quarterly basis.

2. As part of the quarterly review ECT staff are required to gather data which is then re-audited.

3. They will be unable to “showcase” any information until 2010.

4. A referral form was devised for use from June 2008, but they need to wait 9 months to study the information to assess whether it is of any ongoing use as a data collection tool.

5. ECTAS funding to increase standards within Derby units ECT suite has been agreed.

6. The care pathway audit has been criticised for not having made any progress.

7. They require that patients be assessed for their mental capacity; staff are required to affirm the status of the patients mental capacity.

8. There is a legal grey area between the MHA 1983 and the MCA 2005 in regards to the Trusts ability to administer ECT in an emergency.

9. As a result of the Paul Lumsden review. A new governance structure has been devised and this has had an effect of reducing the number of BPG’s from 27 to 3.

10. Steve Edgerley is the head of risk management and as such, he receives reports from the ECT/BPG.

11. The high risks inherent in ECT is the primary reason for the ECT/BPG surviving.

12. The title of the group is to charge from ECT Best Practice Group to ECT Advisory Group, and may need a level 2 governance substance, i.e. Advisory Group – Governance – Audit.

13. It has been decided to make carer’s group representatives core members of the committee. 
	

	Primary Care MH Steering Group
	26/11/08
	Ruth Brookes
	The meeting was a presentation by Karen Wheeler on Improving the Physical Health of MH Service Users.

Project Objectives where: – 

· Identify people who require physical health monitoring and promotion. Ensure smooth pathways of care between services

· Identify barriers in accessing physical health checks and find solutions.

· Establish accessible Health Promotion and community resources. Establish pathways to accessing these resources.

· Reinforce SU empowerment and recovery focus.

A number of areas were identified communication and engaging with the SU, carers also felt that they needed to be informed regarding the SU health check. A doctor said that GP’s did not have to read lengthy Care Plans and a summary sheet would be more useful. It was also reported that there is no Health Promotions available in the South.
	

	Drugs & Therapeutics
	27/11/08
	Richey Wheatcroft
	Financial Position – Overall expenditure is within budget.

Clozapine – SU’s 2005-2008 only marginal increase in use. Suggested under use!! Will consult with Dr Hay and then report back to D & T.

Anti – Alzheimer’s Meds – A new dementia strategy is awaited – in the interim D & T will continue to monitor activity.

Policies & Procedures – I asked that SU’s not be told ‘this is an expensive’ drug etc… MH professionals must use respect and sensitivity at the point of patient assessment. Of what interest is it anyway? – But it obviously affects clinical decisions on what is prescribed. 

Slang terms and abbreviations should be avoided – and words used sensitively.

Tetanus injections not current practice by sub misuse service. Refer to BPG for guidance.

Recording, ordering and Security of Prescription Pads is not satisfactory. Each provider must have a system in place for safe keeping and tracking.

Drug testing strips – where does the responsibility lay – D & T or the Unit General Manager – (if fail test? – defer discharge?)
	

	Clinical Research
	27/11/08
	Dave Waldram
	Proposed Research Projects:-

The aetiology and prevention of in patient suicide – Approved.

Oxford Community Treatment Order Evaluation Trial – Approved. 

An evaluation of the Help is at Hand resource – Approved pending ethical approval.

The assessment of dementia severity using non-verbal cognitive tests – Provisionally approved.

Clinical Research Network; funding from the Trent RDSU* has been received for

· the research project involving the SU’s who have been attending the “Network” meetings. 

· for a series of lunch time lectures during 2009. One will be about the mental health capacity act. SU’s are welcome to attend. More information to follow when available.
	

	Clinical Effectiveness Compliance & Assurance Committee
	02/12/08
	Dave Waldram
	The Head of IT (Lisa Welbourn) was not able to attend the meeting to discuss the problems of SU’s using DMHST computers. Information is going to be obtained for the next meeting. The review on the function of Crisis Teams is still on going. Still waiting for the written report from Sarah Carter on the effect of the ward closures in the Radbourne Unit (to be pursued). Meeting yet to be organised to discuss producing a policy of DV reps doing paid work independently in areas where there are vulnerable people (to be pursued). Mark Ridge is now a member of the committee as Head of Patient Experience (HOPE!).

Graham Saxton was present to discuss the proposed UFM Project, Seclusion a patient’s experience which is for both the north and south of the county. It was more like a research project rather than an audit project. It will require approval from the county PCT research unit. The chair presentation of any UFM projects at the meeting in the future would also be welcomed.

What require pursuing:

Sexual issues 

· applies to all clinicians as well as junior doctors

· CPA is lacking in this subject

· Require good practice guides.

The sexual issues responses can be pursued at the D&T committee.
	

	Derby City Mental Health Forum
	03/12/08
	Derryck Shearer
	1. Carer’s Group delivered a presentation. DCMH Carers strategy plan given out.

2. Dawn Longdon (Making Space) can provide financial support for carer’s to get a break or holiday. Funding applies to the county only and £250 is the maximum.

3. Executive summary on Homelessness Report was discussed. Several issues were raised – lack of dentistry etc. 
	

	Suicide Hotspots – meeting
	04/12/08
	Richey Wheatcroft
	A suicide hotspot is “ a specific, usually public site frequently used as means or opportunity for suicide.” CSIP

Suicide needs a multi-agency approach. This could be seen as an inaugural meeting depending on how it developed. 

26 suicides in 2007 City. We concentrated on city – this has the largest number of all local authorities in Derbyshire. The coroner – the number of young people committing suicide is growing the majority still committed in home. He was particularly concerned about the growth in internet sites and the media coverage of copycat suicides.

Of successful suicides – 60% have MHP’s. There is no single approach to reduce suicides. Families often believe that there was little support from health services before the event.

Police have trained 2 negotiators but it takes time to arrive. The negotiators have been called out over 250 times in 5 years and suicide talk downs are over 70% of work. But it isn’t recorded number of times police on scene avert suicide.

Well attended fro m many agencies.
	

	Suicide Hotspots meeting
	04/12/08
	Jonathan Norton
	The list of attendees is very significant – meeting called by Keith Waters as CSIP suicide prevention manager E Mids. 

HM Coroner, Operational Risk Advisor – Network Rail, Police, Crime prevention by design advisor – CSP, Public Health manager – Derby City pct, DV, X3 Westfield Reps, City crisis, Samaritans, Fire Service Rep. 15 in all.

Def of hotspots – specific, usually public site frequently used as means / opp for suicide.

Meeting because NIME guidance / need of multi-agency approach / big impact on families / discuss local issues – share info and approaches.

Meeting not to find answers today – but to look at potential strat partnerships / interventions. 1/1/2007 – 1/12/08 – 26 suicides in City – however, as coroner stated some will be classed as misadventure or open verdicts – concern over increases in young suicides – role of internet. Need to look at not only ‘successful suicides’ but unsuccessful ones – for true figure. Noted the accidental overdose of people coming out of prison.

Derby City by far highest suicide rate of any LA in County.

Observation that is not just to the intention but the available means that might determine a ‘successful’ suicide. 60% have MHP’s.

Reduction of access to means – to interrupt the suicide process.

Is no single approach to reduce suicides – will never stop all suicides.

Coroner concerns about under 25’s / internet and media. Families often believe that there was little support from health services before the event – particularly if attempted before and seen by MHT crisis team – no care plan.

Police have x 2 negotiators. The negotiators have been called out over 250 times in 5 years and talk downs are over 70% of work. Not recorded is the number of times police avert possible suicides. Police again commented that when people are ‘assessed’ sometimes they can be back trying to commit suicide again within hours of crisis seeing them. Suggested is there not a place people can be admitted overnight.

There is no statutory requirement from the planning authorities that they consider hotspots for suicide. Coroner may support pressure to planning dept as result of meeting. More cost effective to build into design rather than change afterwards.

Network Rail: the effects re not only to the person but the drivers then often cease working and suffer PTSD. Never report reason for delay – only as medical emergency.

High buildings – have identified the x2 Westfield Car Park. There have been more incidents since recent tragedy. Will be changes x2 Westfield Car parks – January 2009. Having been round the new Westfield c’parks it is pretty secure. Never report to public other than police incident.

I don’t know where they will take this from here – whether there will be such meetings in the future? Left open. Very good meeting. Will try to get a lead in city for suicide and see if we can make it more focused.

A Westfield person said the reporting of the most recent conspicuous suicide was not completely accurate.

Fears that the new Westfield c’park because the media coverage will become a hotspot.


	

	North Accommodation Project Team
	08/12/08
	Ruth Brookes
	No minutes were available as the PA is off sick. A mapping exercise is underway to establish travelling distances for SU. The mapping exercise will be done using SU postcodes confidentiality is a priority. Some buildings are more accessible to patient care as against being used for office space. It was reported that work had been done looking at putting together the Chesterfield and Clay Cross Teams and then splitting them into two more evenly spread teams and this would need to be taken into account with regard to accommodation for the Clay Cross Teams.
	

	MHLT A/E
	10/12/08
	Richey Wheatcroft
	No crisis team present.

Crisis team often called when police bring someone in, patient assessed then released only for police to have to pick them up again later.

Crisis problems again, but there is no group where we can hold them to task. Similar problems discussed at previous suicide hotspots meeting. Should not be for police to act as an out of hour’s service for people suffering from distress.

Move to DCGH for A/E – they will not have a S136 suite – A/E will take emergency patients (physical), which presumably means that police will have to wait with them until they can be patched up and then transferred up the road to Phase lll.

I asked for a copy of the Acute Trust’s Suicide Guidelines – possible for SU’s to be involved.

Crisis team should not be involved in S136 – they don’t have enough work to do??

Asked for crisis service to be discussed at next meeting – they were not present again.
	

	Minutes of the Substance Misuse Advisory Group meeting
	10/12/08
	Richey Wheatcroft
	Review of Auricular Acupuncture – Graham has forwarded information from the recent review and client survey.

3 Day pickup guidelines – Methadone – Graham to e-mail to ask how his work has been progressing.

Dual Diagnosis Strategy – no further feedback!!!

Governance Committee – Graham has had no response re the role and function of the group in the light of changes in the governance structure.

Community Alcohol Detoxification – This has now been to D & T.

Prescribing in the City – Only one prescriber. Fall back position for signing prescriptions would be CMHT consultants.

Change in Management Arrangements – Graham has forwarded a letter. At present there has been no response.

GHB – Senthil (psyt) will be developing some guidelines.

Hepatitis Protocol – Discussed some of the blockages in the protocol and progress since this was initially presented in January 2008.

Inpatient Alcohol Protocol – This has been sent out for consultation. Steve will be accepting responses by 24th December 2008 and will bring back to the Advisory Group once these have been incorporated into the protocol.


	

	Corporate records and Freedom of Information Group.
	16/12/08
	Derryck Shearer
	1. Level 2 of the prevention, retention and destruction of records, policy and procedures will not be achieved.

2. Discussion on how to get over the importance of following procedures. Suggested that something more pictorial like a flow chart could bring better results than having to read lengthy documents. Accepted that there was merit in this idea.
	

	DD Comm
	17/12/08
	Richey Wheatcroft
	Last DD meeting on 25th Nov not an accurate record of the proceedings.

Mike Murray chaired he had similar reservations so the meeting was dedicated to going through the minutes of the last meeting and correcting where necessary.

They were agreed to be inaccurate to infer that the Trust would be a preferred advisor of the training and consultancy contract. Since Sue Ryan was not there, we were asked to go back through the service specification and PID again and e-mail amendments to Ann Gorry. In January there will be a meeting to thrash all this out before the next due meeting.
	

	Sub Misuse Perf Review.
	17/12/08
	Jonathan Norton
	Presentations by each group of Trust substance misuse service (ppt overload).

Breakout 

Risks – increase in caseload and small workforce – in case of sickness.

Derby City Drugs

No waiting lists. Risks to delivery: sickness rates are high.

Alcohol City

Trust will be given notice from 01/01/09. 100 on waiting lists. Have tried to reduce waiting times by prioritising. Risks – people will die on waiting list. New tender will be specific targets. Don’t know whether they will be successful in tendering process.

Derbyshire County Drugs (Trust only)

Covers 3 zones.

Zone 1 have high case load. Waiting lists have gone down since staffing has increased. Risks DD clients and lack of primary care exits. Sickness and staff turnover.

Zone 2 Chesterfield – 89% engagement rate. Risks – high case load, bank staff cover, lack of exits to primary care.

Zone 3 NW corridor – 200 clients. Risks – high case loads and lack f primary care exits. Ashbourne is still not operational – do not know extent of problem.

County Alcohol

Since April there have been 1405 referrals. Risk – will be going to tender. Could be exodus of staff.

In City – alcohol services never had an SLA or targets: will be given notice Jan 2009, and County imminently.


	

	Substance Misuse performance Review Meeting
	17/12/08
	Jonathan Norton
	Bal Singh ‘Breakout” – under 18’s drugs and alcohol service 

Based at Ripley – covers south of county. 2 Staff. Consultant 6 hrs per week. Use assertive outreach to see patients. Use mobiles / texts to communicate for appointments – age appropriate. Seen within 5 days. Targets met. 10 days after assessment, treatment starts. Have some problems with consent – therefore try to engage with families. Risks – increase in caseload. Small workforce – in case of sickness.

Derby City Drugs – Tabetha Darmon

Have now included new criteria for non typical drugs. Based at Bradshaw clinic. Accommodation too small. 9 workers – 5 desks. Retention rates good – 60% (8 weeks in treatment is measure) – but target is 80%. No waiting lists. Have improved joint working with CMHT’s. Funding has been agreed for care manager’s post and has gone out to advert. Funding successfully negotiated for band 3 admin support.

Alcohol City

Operates out of St James’. Alcohol is under major review from Commissioners will be given notice from 01/01/09 – 9/12 months notice. 2.5 WTE. 100 on waiting lists. Longest wait > 2 years. Have tried to reduce waiting times by prioritising / plus brief interventions. CSP have released £20,000 for new alc worker.

Derbyshire County Drugs (Trust only)
Covers 3 zones. Zone 1- Greater Chesterfield, Zone 2 – Chesterfield, Zone 3 – North West Corridor. (Zones 3 & 4 are covered by Addaction)

Zone 1 – risks high dd clients. Lack of primary care exits. Sickness and staff turnover.

Zone 2 – risks high caseload, bank staff cover, lack of exits to primary care.

County Alcohol (David Hurn)

Average waiting time is still > DAAT 10 day waiting target. Is 15 days. Are based at Unity Mill. Risks – will be going out to tender. Could be exodus of staff. No present team leader.

Questions to team

Substance misuse is the biggest micromanaged and performance reviewed service in NHS.

North Derbyshire Alcohol Service – were commissioned to do tier 2 and tier 3 work – Commissioners told them to concentrate on tier 3.

DD workers – there are 2.5 DD staff in north only, nothing in city and south.

In city – alcohol services never had an SLA or targets – will be given notice 1/09 for 9/12 months.

In county – notice to be given immediately.

General 

Staff are working very hard in uncertain times. The alcohol services in City and County will be going out for tender. Staff morale is at rock bottom. Sickness rates are high and fear of exodus. Workers are not sure the Commissioners actually appreciate the work that they do or have the knowledge to draw up realistic specifications.
	

	Refocusing CPA Project Group
	17/12/08
	Ruth Brookes
	Funding has bee n agreed to print information resources needed to support the project this includes 10,000 leaflets for SU they will be finalised and ordered soon. The Crisis Card is in the final stages, which will have relevant information for SU. 

Audit: the audit is well under way.

A one-day meeting is to be organised with care co-ordinator representatives from across the trust, This is to take place in February to begin work on their changed role and workload management. It was reported that the South doesn’t follow the discharge policy SU are being discharged without a follow up plan. There has been 700 staff trained in new CPA.
	

	Clinical Research
	18/12/08
	Derryck Shearer
	1. Very short meeting and nothing of any real significance to report.
	

	Privacy & Dignity
	18/12/08
	Jonathan Norton
	2. 1. 1st meeting with Colin Kelly (nurse Hartington) to start privacy and dignity audit of acute wards north and south.

3. 2. Most trust have a privacy and dignity policy – I believe the MHT don’t.

4. 3. Health Care Commission will criticise Trust if they don’t have one.

5. 4. The ‘audit’ is based on a standard proforma from the Department of Health but it can be performed as a perfunctory exercise or more expansively within the sprit of the document. 

6. 5. Will cover Phase lll and Hartington unit acute wards.
	

	DD Commissioning
	18/12/08
	Jonathan Norton
	Not included due to sensitive tendering information.
	

	Section 136
	22/12/08
	Richey Wheatcroft
	1. Usual issues – the police do take time of arrest and time taken to custody suite. Under 18’s can and do get taken to psy (phase iii – Radbourne) and Hartington for assessment.

2. s135’s are where they have a warrant – therefore planned operation.

3. From 01/04/2009 “the deprivation of liberties act” comes in.

4. Odd that though Derby is much bigger than Chesterfield – always get more s136 results. Chair will get in touch with acute trust about lack of new s13.6 suite when move to DCGH. This has been raised numerous times and occasions. 
	

	Substance Misuse BPG
	13/01/09
	Richey Wheatcroft
	1. Group did not know where we are up to.

2. Chair has written to Trust about role of the group from last time – Trust still has not got back.

3. Screening for GHB is very difficult because can only be detected just a few hours after taking.

4. Some think this group is only preserved because of the pending alcohol contracts to tender. CQSIT now finished.
	

	Psychological Therapies Project Board
	13/01/09
	John Shelton
	1. Conversation focused on the fact that locality and accessibility are not the same thing. Although take up of service provision within IAPT has actually been rather poor, due possibly to resistance within BME communities.

2. Further discussion centred around the funding of the extension of Psychological Therapies Services and their justification that by expanding talking therapies, they hope to reduce the medications budget and hope that by demonstrating a reduction there, that funding will accrue directly from funds allocated to the drugs budget. This is a hope rather than a certainty. Asked whether Psychological Services were just acting as the ‘gate-keeper’ to referral of patients onto possible inclusion within Psychiatric Services.

3. I questioned the viability of the (above) assumptions., whether in fact a substantial expansion of the P.T. service would in fact have a knock on effect of more patients being referred onto psychiatric services, which in turn would lead to more service users being put on medication and therefore there would actually be the reverse of a saving from the medications budget.
	

	Social Inclusion, Recovery, Vocation & Education
	13/01/09
	Derryck Shearer
	1. Going to deliver WRAP for free. The Trust are looking at where and how. One of the most important parts of WRAP is peer support and peer counselling. This has not been provided for. Dick Harris is going to feedback this point to Eli Lilley.

2. College courses for SU’s they have backtracked and made funding available for 5 courses. The Croft are working with SU’s to build up art portfolio’s to access college courses. 8000 SU’s in Derbyshire need to be brought up to Level 1 standard (GCSE grade D, F).

3. Initiative starting at wards and day centres. 1 or 2 years o learn how to manage and receive anxiety. Next stage will be doing their chosen subject at a centre. Next stage possible college access. All stages the individual will receive support.
	

	Derbyshire County Comm
	13/01/09
	Jonathan Norton
	1. Massive agenda presented – only got half way through, dumped all these LOP (Local Operation Plans) for approval – too many and no depth of discussion – fait accompli – they don’t know the difference between info and d/making.

2. Dual Diagnosis – controversy on the LOP summary. Not open and transparent competition- this is a source of clear difference in the DD sub group.

3. Enhanced Care Ward – already shut x2 wards and now are asking for 1.96 million to fund a new ward (it will be an old ward) – LAUGHABLE PROPOSITION – what happened to the savings by the closure of x2 wards? How much was returned to commissioners?

4. 20 minutes spent arguing with the Chair about Dual Diagnosis.

5. General idea of meeting was to approve LOP projects for 2009/2010 to compete with other LOP submissions of PCT (non MH).
	

	Patient Survey Action Group
	15/01/09
	Clare Hallsworth
	Tracey Shewan leaving at the end of Jan. Steve Dickson will be taking her place title to be arranged.

Crisis Care to be carried forward until the end of Feb. Cards should be printed and distributed by then.

Time of Patient Survey meeting has been moved to 12pm – 2pm.

Terms of Reference has been amended and will be forwarded to us.
	

	Patient Survey Action Group
	15/01/09
	Frances Eyre
	The Community Mental Health Service Users Survey will not be running in 2009 and the Healthcare Commission will base their assessment of Trust performance (and benchmarking) on the results of the Inpatient Survey. However the Trust on consultation with the Action Group wish to carry out both surveys in order to provide continuity. Details around Inpatient Survey are to be available soon. Over 65’s data to be included.

Claire Grainger gave the group a short presentation in how the Patient Survey fits into the Trust Auditing Framework.

Paul Lumsden (Director of Nursing and Governance) spoke in the effectiveness and hard work of the group praising our achievements.

It is satisfying to now we as a group are making a real difference to improve the patient experience for us and carers.

Caution! “We have set ourselves a high standard” – Paul Lumsden
	

	Refocusing CPA
	19/01/09
	Ruth Brookes
	Funding bids were discussed as there is some money available the three the group thought was a priority were Crisis Cards, Sticky Labels & Carers Confidentiality, The Crisis Card to be distributed by the lead professional the sticky label is for the SU to put it were they feel is most appropriate they both have contact details in the event of a crisis.

If there is any money left it is hoped that three self-help books can be printed Eating Disorder, Domestic Violence & Postnatal Depression.

A risk and records audit is underway.

Need to look at caseload management and workload management with the new way of working with CPA.

It was felt that staff, SU, carers and partner agencies are involved informed and updated on the policy changes.
	

	Deprivation of Liberty Safeguards
	21/01/09
	Derryck Shearer
	1. Issues around individuals work load that prevent them dealing with D.O.L.S issues. The Chair is to meet with their supervisor to resolve this issue.

2. The County has split from the City. This means the budget has to be re-arranged D.O.L.S service is to be completed by mid Feb and there will be no designated posts. Derby City is one of the few trust’s that have the acute side of the trust on board.

3. The private care section are not taking up their training requirements. Difficulty in getting them to engage. 
	

	Mental Health Act Implementation Forum
	21/01/09
	John Shelton
	1. Derbyshire County Council no longer feel it is appropriate to attend this forum. Also, - nobody from any care homes present at any of the forums.

2. Forum reports back to the ‘Safeguarding Vulnerable Adults Partnership’. Also, to the ‘Derby City Health & Social Care Performance Improvement Forum’. They are supported by ‘Corporate and Adult Social Services’ and oversee the budget and any expenditure on the M.C. Act 2005.

3. Overarching concern of the coordination of the activities of all professionals involved in implementing the ‘Mental Capacity Act 2005’, including all of the Deprivation of Liberty Safeguards. They are unfortunately seem / perceived to be just a body to complain to.

4. Also exist to – approve, implement and monitor the communication strategy and its operational plan. To attend regional MCA meetings to ensure best practice is developed. To develop a support structure for the Best Interest Assessors.

5. To commission specific training events. To receive progress reports and voice any concerns from members on implementation. To ensure best practice through case reviews. To ensure a fair and equitable complaints and appeals process within the terms of the MCA 2005.
	

	Clinical Research
	22/01/09
	Dave Waldram
	1. Paul Lumsdon now has the roll of Chief Knowledge Office (CKO). This is due to one of the recommendations in the Report of the National Review of NHS Library Services in England. The report recommends that every NHS organisation should have a CKO. The purpose of this role is to provide leadership and oversight to enable all NHS staff to access and apply the best available evidence in supporting every aspect of the clinical care of patients. For more info there is the DMHST document “the role of the Knowledge Officer”. 

2. There is a National Scientific Conference on mental health and social care to be held at the East Midlands Conference Centre at Nottingham University campus on 20-22 May 09. There are a limited number of free places for service users and carers. Contact joanne.greenwood@nottshc.nhs.uk Tel no 01158231282 to register.

3. There was a proposed research project on spirituality, which was accepted. This study is to investigate the experiences of third year trainee clinical psychologists to determine whether they feel equipped to deal with spiritual issues within clinical practice.
	

	Care Pathway Planning Meeting
	22/01/09
	John Shelton
	1. Meeting was held primarily to plan for the consultation event, which is to be held on 29/01/09.

2. Comments made about the need for some measure of transparency within the care pathway, and frankly around the whole process.

3. Focused on the need to fill n the gaps around provision within the system.

4. Focused on the need to establish ‘ needs based clusters’.
	

	Clinical Research
	Derryck Shearer
	22/01/09
	1. Role of ‘Chief Knowledge Officer’ has been given to Paul Lumsden. The aim is that good research and best practice methods become known and used by providers to improve meeting the needs of SU’s. Paul Lumsden will be asked to a C.R. meeting to address some points raised.

2. The inappropriate use of drugs for people suffering from dementia is being curtailed. A study is being done to asses how staff on wards cope with their emotions when dealing with difficult behaviours of this SU group. Good time for this study in light of drug control reduction.

3. Dates of this years ‘Research and Audit Showcase’ are 7th May at Derbyshire County Cricket Ground, Derby and 15th May at Agricultural Business Centre, Bakewell.
	

	Strategic Partnership Group
	22/01/09
	Jonathan Norton
	1. 3 in Derbyshire under 18’s treated on acute wars have 1:1 care and shifted out ASAP. All under 18’s reported as untoward incidents.

2. Move, not drawn up yet for an intermediary ward between acute and ICU.

3. SU strat: was passed at SCG need to check on final insertions and agree it outside SPG and then action plan to be written and taken to SPG.

4. Darzi: thinking is that Local Implementation Team is SPG and has been consistent with Darzi and out 10 year vision.

5. Mental Health Act 2007 – need monitoring and recording protocols. Independent advocacy – has to be by 01/04/09. Additional resources to existing advocacy services then contemplating tender in 2010.
	

	Dual Diagnosis Commissioning Group
	23/01/09
	Jonathan Norton
	1. Still not resolved the tendering process – under current of opposing views between county commissioners (Trust preferred provider) versus others (free, open competitive tendering)

2. This issue has now been avoided and ‘parked’. Chair questioned the authority of the group and the terms of reference.

3. The group therefore moved to a draft spec – to study for next meeting.

4. The atmosphere at the meeting was awful again – hidden agendas have not been exposed merely delayed.
	

	DD Comm
	23/01/09
	Richey Wheatcroft
	1. Another very tense meeting – under current of mistrust.

2. Was decided to ‘park’ the major disagreements on tendering and procurement but is bubbling away underneath. Established that this group working on the Training and Consultancy project had no formal mandate other than that which is inherited from the DD strategy group.

3. Produced a draft service specification for the training and consultancy project, which would be the next step.

4. Not a nice meeting to attend at all anymore – under current of opposed positions with regard to the favoured provider (Trust) v open tendering – not resolved. No integrity by so called professionals. Some attitudes and style is rude and abrasive.
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