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CARER PATHWAY FOR INPATIENT ADULT 

MENTAL HEALTH SERVICES

Scope – Pathway applies to all inpatient admissions where a carer has been identified and written consent of service user has been given for carer involvement during the integrated assessment process.

	Service User Details

	Name:


	Address & Phone:



	NHS No:


	GP Details:



	DOB:


	

	Carer Details

	Name:


	Address & Phone:



	Ward Details

	Ward:
	Named Nurse;

Care Co-ordinator;



	Admission Date;
	Consultant;



	Evidence base for Inpatient Carer pathway

	This pathway has been developed in line with the following national guidance;

National Service Framework for Mental Health (1999)

Meriden Programme Plan (2004 – 2007)

	Instructions for completion of the care pathway

	If an intervention occurs on time – enter the date, sign and tick the done box.

If an intervention is late (but is done) – enter the date, sign and complete the reason for the late intervention in the variance box

If an intervention is not done – enter the date, sign tick the not done box and enter the reason in the variance box.

If the intervention is not appropriate (N/A) – enter the date, sign tick the N/A box and write why the intervention is not appropriate in the variance box

	Statement of Clinical Judgement

	This pathway represents usual practice and variations are expected as clinicians use their own professional judgement


This Care pathway was developed by Helen John, Walsall PCT.
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	Standards for Carers                         Date & signature     Variance – please tick box as appropriate and

                                                                                          write reason for   variance                                                                       

	1. Within 24 hours of admission carer details and perspective of admission have been recorded on integrated assessment of health and social care needs (in-patient) by nursing staff
	
	            Done
	

	
	
	            Late
	

	
	
	            N/A
	

	
	
	Other comments

	2. Within 24 hours of admission Carer has been given Ward Information Booklet,  and information about carers support groups. A verbal explanation about ward and care team, has also been given by nursing staff.
	
	            Done
	

	
	
	            Late
	

	
	
	            N/A
	

	
	
	Other comments



	3. Within 72 hours of admission carer has been offered appointment with named or associate nurse
	
	            Done 
	

	
	
	            Late
	

	
	
	             N/A
	

	
	
	Other comments

	4. Within 72 hours of admission named nurse has given carer details about:

· Relevant inpatient policies and procedures

· Times of ward review

· Invitation to attend ward review
	
	            Done
	

	
	
	            Late
	

	
	
	            N/A
	

	
	
	Other comments



	5. Within 72 hours of admission named nurse has given carer verbal explanation and update of current care plan and incorporated carer perspective into care plan.
	
	            Done
	

	
	
	            Late
	

	
	
	            N/A
	

	
	
	Other comments



	6. Within 72 hours of admission Carers needs have been assessed by named / associate nurse.
	
	            Done
	

	
	
	            Late
	

	
	
	            N/A
	

	
	
	Other comments




	Name:


	
	Ward:
	

	System no:


	
	Unit no: 
	

	Carer name:


	


