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Foreword 
Welcome to the third edition of the Service Standards for Mental Health Rehabilitation 
Units. The AIMS approach is a well-recognised, rigorous and supportive quality 
assurance and accreditation process for mental health services.  Evidence from local 
service policies, reviews of case notes and interviews with front-line staff, service users 
and carers by teams of trained peer reviewers is collated to inform whether a service 
meets adequate standards to be formally accredited.  The original edition of the AIMS 
Rehab standards has been updated through a series of consultations with expert 
stakeholders and existing AIMS Rehab members to produce this third edition; a 
contemporary set of quality standards that will ensure the AIMS Rehab quality mark 
continues to recognise the efforts of services that are delivering good quality care to 
people with complex psychosis.   
 
The new standards herald the launch of AIMS Rehab as a Quality Network for Mental 
Health Rehabilitation Services that provides more than just accreditation for members. It 
will bring together AIMS Rehab members through a number of fora, including regular 
quality improvement events where clinical experiences can be shared and approaches 
and interventions that drive up service quality can be disseminated.   
 
We hope you find both the new AIMS Rehab standards and the Quality Network useful.  
The process depends on the invaluable contributions and enthusiasm of members and I 
would like to take this opportunity to thank you for all your support for AIMS Rehab to 
date.  We now have over fifty inpatient and community based mental health 
rehabilitation services that are members of AIMS-Rehab, a network we hope will grow 
and grow for the benefit of those who use our services.  
 
Professor Helen Killaspy 
Chair, Advisory Group 
AIMS Rehab: a Quality Network for Mental Health Rehabilitation Services  
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Introduction 
This document contains the third edition standards for inpatient mental health 
rehabilitation services (hereafter referred to as rehab services). This is the first edition 
published under the name the AIMS Rehab: a Quality Network for Mental Health 
Rehabilitation Services. This change represents a move to broaden the work done by the 
network to include, amongst other things, a quality improvement peer review process. 
These standards will be used for both quality improvement and accreditation processes 
within the network. For more information on these processes please contact the network 
team on rehab@rcpsych.ac.uk.  

This edition has been developed from key documents and expert consensus, as well as 
drawing from previous editions and work completed within the College Centre for Quality 
Improvement (CCQI). 
 

Who are these standards for? 

These standards are designed to be applicable to all inpatient rehab services. It is 
recognised that there are a wide range of services within the ‘rehab’ umbrella which 
have different functions, purposes and work with different client groups. The majority of 
these standards are applicable to all rehab services, however within the Staffing Levels 
and Skill Mix section (22) some standards specify whether they are applicable to ‘A High 
Dependency Unit, Complex Care Unit or Community Unit that admits detained patients’ 
(22.8) or ‘A Community Unit that does not admit detained patients’ (22.9). Services will 
only be measured against the standards that relate to their specific service, other 
standards will be scored as not applicable.  
 

Categorisation of standards 

Each standard has been categorised as follows: 

Type 1: failure to meet these standards would result in a significant threat to patient 
safety, rights or dignity and/or would breach the law. These standards also include the 
fundamentals of care, including the provision of evidence based care and treatment  

Type 2: standards that a service would be expected to meet 

Type 3: standards that are desirable for a service to meet, or standards that are not the 
direct responsibility of the service 

The full set of standards is aspirational and it is unlikely that any service would meet 
them all. In order to achieve accreditation, a service must meet 100% of type 1 
standards, at least 80% type 2 standards and many type 3 standards. The Quality 
Network facilitates quality improvement and supports teams to achieve accreditation.  
 

References 

Please see the list at the end of the standards for full references. These are referred to 
by their number in the list throughout the document.   
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Standards 
 

No. Type Standard Reference 

1 ACCESS AND REFERRAL  

1.1 1 

Clear information is made available, in paper 
and/or electronic format, to patients, carers and 
healthcare practitioners on:  
• A simple description of the ward/unit and its 
purpose;  
• Admission criteria;  
• Clinical pathways describing access and 
discharge;  
• Main interventions and treatments available;  
• Contact details for the ward/unit and hospital. 

1, 2 

1.2 1 
The ward/unit has an operational policy that makes 
a commitment to rehabilitation and recovery-based 
practice. 

29 

1.3 1 
Staff members discuss the purpose of the potential 
admission with the patient before they are 
admitted, as part of the admission process. 

30 

2 CONTROL OF BED OCCUPANCY  

2.1 1 

Senior clinical staff members make decisions about 
patient admission or transfer. They can refuse to 
accept patients if they fear that the mix will 
compromise safety and/or therapeutic activity 
Guidance: Senior clinical staff members include the 
ward/unit manager or nurse in charge. 

2, 3 

2.2 1 
There is a clear process in place for handling 
situations where agreed bed occupancy levels need 
to be exceeded. 

2, 4 

3 FIRST HOUR OF ADMISSION 
 

3.1 1 Staff members address patients using the name 
and title they prefer. 

5 

3.2 1 On admission to the ward/unit staff members 
introduce themselves and other patients. 

2, 4 

3.3 1 
On admission to the ward/unit, or when the patient 
is well enough, staff members show the patient 
around. 

4 

3.4 1 Staff members are easily identifiable (for example, 
by wearing appropriate identification). 

5 

4 FIRST 4 HOURS OF ADMISSION  
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No. Type Standard Reference 

4.1 2 

The patient is given an age appropriate 'welcome 
pack' or introductory information that contains the 
following:  
• A clear description of the aims of the ward/unit;  
• The current programme and modes of treatment;  
• The ward/unit team membership;  
• Personal safety on the ward/unit;  
• The code of conduct on the ward/unit; 
• Ward/unit facilities and the layout of the 
ward/unit;  
• What practical items can and cannot  be brought 
in; 
• Clear guidance on the smoking policy in smoke-
free hospitals and how to access smoking breaks 
off the hospital grounds;  
• Resources to meet spiritual, cultural and gender 
needs. 

2, 6 

4.2 2 
Staff members explain the main points of the 
welcome pack to the patient and ask if they need 
further information on anything explained. 

2 

4.5 1 

Detained patients are given verbal and written 
information on their rights under the Mental Health 
Act (or equivalent) and this is documented in their 
notes. 

6 

4.6 1 

Patients are given verbal and written information 
on: 
• Their rights regarding consent to care and 
treatment; 
• How to access advocacy services; 
• How to access a second opinion; 
• How to access interpreting services; 
• How to raise concerns, complaints and 
compliments; 
• How to access their own health records. 

2, 6 

4.8 1 

Patients have a comprehensive assessment which 
is started within 4 hours and completed within 4 
week. This involves the multi-disciplinary team and 
includes patients’: 
• Mental health and medication; 
• Psychosocial needs; 
• Strengths and weaknesses 

30 
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No. Type Standard Reference 

4.9 1 

Patients have a comprehensive physical health 
review. This is started within 4 hours of admission 
and is completed within 1 week, or prior to 
discharge. It includes:  
First 4 hours 
• Details of past medical history;  
• Current medication, including side effects and 
compliance (information is sought from the patient 
history and collateral information within the first 4 
hours. Further details can be sought from medical 
reconciliation after this);  
• Physical observations including blood pressure, 
heart rate and respiratory rate. 
First 24 hours 
• Physical examination;  
• Height, weight;  
• Blood tests (Can use recent blood tests if 
appropriate);  
• ECG.  
First 1 week 
• Details of past family medical history;  
• A review of physical health symptoms and a 
targeted systems review;  
• Lifestyle factors e.g. sleeping patterns, diet, 
smoking, exercise, sexual activity, drug and 
alcohol use. 

2, 8, 9 

4.10 1 
Patients are offered a staff member of the same 
gender as them, and/or a chaperone of the same 
gender, for physical examinations. 

6 

4.11 1 

Patients are informed of the outcome of their 
physical health assessment and this is recorded in 
their notes.  
Guidance: With patient consent, this can be shared 
with their carer. 

10 

4.12 1 

Patients have a risk assessment that is shared with 
relevant agencies (with consideration of 
confidentiality) and includes a comprehensive 
assessment of: 
• Risk to self; 
• Risk to others; 
• Risk from others. 

4, 11 

4.13 1 
The team discusses the purpose and outcome of 
the risk assessment with each patient and a 
management plan is formulated jointly. 

12 

5 COMPLETING THE ADMISSION PROCESS   
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No. Type Standard Reference 

5.1 1 

All patients have a documented diagnosis and a 
clinical formulation. 
Guidance: The formulation includes the presenting 
problem and predisposing, precipitating, 
perpetuating and protective factors as appropriate. 
In rehabilitation services it is expected that a 
working diagnosis would be documented within a 
week of admission. 

2, 13, 30 

5.2 1 
All assessments are documented, signed/validated 
(electronic records) and dated by the assessing 
practitioner. 

4 

5.3 2 

Patients have a formal assessment of their daily 
living skills including meal planning and 
preparation, laundry, bed making, money handling, 
household skills, budgeting, social skills and road 
safety. This is re-assessed at an interval as 
appropriate for each patient. 

29 

5.4 1 

The patient’s carer is contacted by a staff member 
(with patient consent), within 24 hours, to notify 
them of the admission and to give them the 
ward/unit contact details. 

2, 30 

6 REVIEWS AND CARE PLANNING    

6.1 1 
There is a clinical review meeting for each patient 
at least every four weeks, or more regularly if 
necessary, to which they are invited. 

30 

6.2 1 Patients are facilitated and supported to prepare 
for any formal review of their care.  

12 

6.3 2 Patients are supported to lead their own care 
review. 

2, 14 

6.4 1 

There is a documented admission meeting within 
one week of the patient’s admission. 
Guidance: This could take the form of a ward 
round meeting or a Care Programme Approach 
meeting (or equivalent). 

4 

6.5 1 
Multidisciplinary team (MDT) members introduce 
themselves to the patient and carer at every MDT 
review where they are present. 

4 

6.6 1 Patients and carers are able to contribute and 
express their views during reviews. 

4, 12 

6.7 1 

Actions from reviews are fed back to the patient 
(and carer, with the patient’s consent) and this is 
documented. 
Guidance: Where the patient has been present the 
actions should be confirmed with them after the 
review. 

4, 30 
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No. Type Standard Reference 

6.8 1 
Risk assessments and management plans are 
updated according to clinical need and at least 
annually. 

1, 2, 30 

6.9 1 

Every patient has a written care plan, reflecting 
their individual needs. 
Guidance: This clearly outlines:  
• Agreed intervention strategies for physical and 
mental health;  
• Measurable goals and outcomes;  
• Strategies for self-management;  
• Any advance directives or stated wishes that the 
patient has made;  
• Crisis and contingency plans;  
• Review dates and discharge framework. 

1, 2, 11 

6.10 1 
The practitioner develops the care plan 
collaboratively with the patient and their carer 
(with patient consent). 

1 

6.11 1 
The team reviews and updates care plans 
according to clinical need and at least every four 
weeks. 

30 

6.12 1 
The patient and their carer (with patient consent) 
are offered a copy of the care plan and the 
opportunity to review this. 

10 

7 LEAVE FROM WARD/UNIT   

7.1 1 

The team develops a leave plan jointly with the 
patient that includes:  
• A risk assessment and risk management plan 
that includes an explanation of what to do if 
problems arise on leave;  
• Conditions of the leave;  
• Contact details of the ward/unit. 
Guidance: If there are concerns about a patient’s 
cognition, the risk assessment includes 
consideration of whether the patient may be 
driving/using heavy machinery etc. and there is a 
plan in place to manage this.  

2, 10, 15 

7.2 1 Staff members follow a lone working policy and 
feel safe when escorting patients on leave. 

2, 11 

7.3 1 
Patients are sent on leave into the care of carers 
only with carer agreement and timely contact with 
them beforehand. 

3 

7.4 1 The team follows a protocol for managing 
situations where patients are absent without leave. 

2 

8 CARE AND TREATMENT    



 

  Page 10 

No. Type Standard Reference 

8.1 THERAPIES AND ACTIVITIES   

8.1.1 1 

Patients are offered evidence based 
pharmacological and psychological interventions 
and any exceptions are documented in the case 
notes.  
Guidance: The number, type and frequency of 
psychological interventions offered are informed by 
the evidence base. 

6, 16 

8.1.2 1 
Patients’ preferences are taken into account during 
the selection of medication, therapies and 
activities, and are acted upon as far as possible. 

16 

8.1.3 1 Patients have access to occupational therapy. 6 

8.1.4 2 Patients have access to art/creative therapies.  6 

8.1.5 3 Patients have access to complementary therapies, 
in accordance with local policy and procedures. 

10 

8.1.6 1 

Activities are provided 7 days a week and out of 
hours. 
Guidance: Activities which are provided during 
working hours, Monday- Friday, are timetabled.  

4 

8.1.7 2 

Every patient has a personalised timetable of 
meaningful activities to promote social inclusion, 
which the team encourages them to engage with. 
Guidance: This includes activities such as 
education, employment, volunteering and other 
occupations such as leisure activities and caring for 
dependants.  

2, 4, 5 

8.1.7.
1 2 

Timetabled activities include enhancing daily living 
skills and preparation for employment, education 
and leisure, and where possible these are delivered 
in the community or by organisations in-reaching 
to the ward/unit. 

29 

8.1.7.
2 2 

Patients have access to interventions that promote 
self-management of symptoms/problems, relapse 
prevention and psychoeducation. 

29 

8.1.8 1 

Every patient is engaged in active conversation at 
least twice a day by a staff member. 
Guidance: This is an opportunity for patients to 
discuss any issues or difficulties they are 
experiencing. 

2 

8.1.9 1 

Each patient receives a pre-arranged 1-hour 
session at least once a week with their key worker 
(or equivalent) to discuss progress, care plans and 
concerns. 

2, 4, 30 
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No. Type Standard Reference 

8.1.10 1 

Patients and carers are offered written and verbal 
information about the patient’s mental illness. 
Guidance: Verbal information could be provided in 
a 1:1 meeting with a staff member, a ward round 
or in a psycho-education group. 

2, 4 

8.1.11 1 

There is a weekly minuted community meeting that 
is attended by patients and staff members. 
Guidance: This is an opportunity for patients to 
share experiences, to highlight issues on the 
ward/unit and to review the quality and provision 
of activities with staff members. The meeting 
should be facilitated by a professional who has an 
understanding of group dynamics. 

2, 4, 30 

8.1.12 2 
Patients have access to relevant faith-specific 
support, preferably through someone with an 
understanding of mental health issues. 

10 

8.1.13 1 Patients are able to leave the ward/unit to access 
safe outdoor space every day. 

2, 4 

8.1.14 2 

The team provides information, signposting and 
encouragement to patients to access local 
organisations such as:  
• Voluntary organisations;  
• Community centres;  
• Local religious/cultural groups;  
• Peer support networks;  
• Recovery colleges. 

2, 4, 15 

8.1.15 1 All staff members who deliver therapies and 
activities are appropriately trained and supervised. 

2, 16 

8.1.16 1 
The patient and the team can obtain a second 
opinion if there is doubt, uncertainty or 
disagreement about the diagnosis or treatment. 

10 

8.1.17 2 
Patients are supported to plan a menu, shop for 
ingredients and cook a meal as part of their 
rehabilitation programme. 

29 

8.1.18 2 
Patients are able to maintain and develop 
friendships and social networks outside of the 
hospital environment. 

29 

8.1.19 2 Patients are able to pursue personal recovery goals 
outside of the hospital environment. 

29 

8.1.20 3 The ward/unit makes use of Peer Support Workers 
or local equivalent. 

29 

8.1.21 3 
Patients are supported to attend physical health 
(medical) and dental appointments where 
necessary. 

30 

8.1.22 2 
Patients are able to access regular group meetings 
that have a psychoeducational focus either on or 
off the ward/unit. 

29 
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No. Type Standard Reference 

8.2 MEDICATION   

8.2.1 1 

When medication is prescribed, specific treatment 
targets are set for the patient, the risks and 
benefits are reviewed, a timescale for response is 
set and patient consent is recorded. 

2 

8.2.2 1 

Patients and their carers (with patient consent) are 
helped to understand the functions, expected 
outcomes, limitations and side effects of their 
medications and to self-manage as far as possible.  

10 

8.2.3 1 

Patients have their medications reviewed at least 
monthly. Medication reviews include an assessment 
of therapeutic response, safety, side effects and 
adherence to medication regime. 
Guidance: Side effect monitoring tools can be used 
to support reviews. 

2, 10, 30 

8.2.3.
2 2 

The patient’s tolerability and side effects of 
medication is monitored on a daily basis when 
starting new medication, or where medication 
management is an active or current issue. 

29 

8.2.4 1 
When patients experience side effects from their 
medication, this is engaged with and there is a 
clear care plan in place for managing this. 

2 

8.2.5 1 The team follows a policy when prescribing PRN 
(i.e. as required) medication. 

8 

8.2.6 1 

All staff members who administer medications have 
been assessed as competent to do so. Assessment 
is repeated on a yearly basis using a competency-
based tool. 

4 

8.2.7 1 
The team keeps medications in a secure place, in 
line with the organisation's medicine management 
policy. 

2, 17 

8.2.8 1 
Patients have access to a specialised pharmacist 
and/or pharmacy technician to discuss 
medications. 

10, 30 

8.2.9 3 
Carers have access to a specialised pharmacist 
and/or pharmacy technician to discuss 
medications. 

10 

8.2.10 1 

The safe use of high risk medication is audited, at 
least annually and at a service level. 
Guidance: This includes medications such as 
lithium, high dose antipsychotic drugs, 
antipsychotics in combination, benzodiazepines.  

2 

8.2.11 2 

The ward/unit enables the patient to work towards 
managing their own medication as independently 
as possible, including self-administration and self-
monitoring of the desired effects and side effects. 

29 
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No. Type Standard Reference 

9 PHYSICAL HEALTHCARE   

9.1 PHYSICAL HEALTHCARE, PERSONAL HYGIENE AND 
SUBSTANCE MISUSE  

 

9.1.1 1 

Patients have follow-up investigations and 
treatment when concerns about their physical 
health are identified during their admission.  
Guidance: This is undertaken promptly and a 
named individual is responsible for follow-up. 
Advice may be sought from primary or secondary 
physical healthcare services. 

10, 18 

9.1.2 1 

The team gives targeted lifestyle advice and 
provides health promotion activities for patients. 
This includes:  
• Smoking cessation advice;  
• Healthy eating advice;  
• Physical exercise advice and opportunities to 
exercise. 

18 

9.1.3 1 

The team understands and follows an agreed 
protocol for the management of an acute physical 
health emergency. 
Guidance: This includes guidance about when to 
call 999 and when to contact the duty doctor. 

2 

9.1.4 1 

Patients with poor personal hygiene have a care 
plan that reflects their personal care needs. 
Guidance: This could include encouragement to 
have regular showers and to shave, referral to a 
dentist for oral dentition, referral to a podiatrist for 
foot care.  

2, 10 

9.1.5 1 

The ward/unit has a policy for the care of patients 
with dual diagnosis that includes:  
• Liaison and shared protocols between mental 
health and substance misuse services to enable 
joint working; 
• Drug/alcohol screening to support decisions 
about care/treatment options; 
• Liaison between mental health, statutory and 
voluntary agencies;  
• Staff training; 
• Access to evidence based treatments; 
• Considering the impact on other patients of 
adverse behaviours due to alcohol/drug abuse. 

4 
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No. Type Standard Reference 

9.1.6 1 

The ward/unit/organisation has a care pathway for 
the care of women in the perinatal period 
(pregnancy and 12 months post-partum) that 
includes:  
• Assessment;  
• Care and treatment (particularly relating to 
prescribing psychotropic medication);  
• Referral to a specialist perinatal team/unit unless 
there is a specific reason not to do so. 

19 

9.2 MANAGING THE PHYSICAL HEALTH OF PATIENTS ON 
MOOD STABILISERS OR ANTIPSYCHOTICS  

 

9.2.1 1 

Long-stay patients who are prescribed mood 
stabilisers or antipsychotics are reviewed at the 
start of treatment (baseline), at 3 months and then 
annually unless a physical health abnormality 
arises. The clinician monitors the following 
information about the patient:  
• A personal/family history (at baseline and annual 
review);  
• Lifestyle review (at every review);  
• Weight (every week for the first 6 weeks);  
• Waist circumference (at baseline and annual 
review);  
• Blood pressure (at every review);  
• Fasting plasma glucose/ HbA1c (glycated 
haemoglobin) (at every review);  
• Lipid profile (at every review). 

20 

9.2.2 1 

For patients who have not successfully reached 
their physical health targets after 3 months of 
following lifestyle advice, the team discusses a 
pharmacological intervention and recommends it to 
them. This is documented in the patient’s notes. 
Guidance: This is done in collaboration with the GP 
and according to NICE guidelines. For example a 
patient with hyperlipidaemia could be prescribed a 
statin. 

20 

10 RISK AND SAFEGUARDING   

10.1 1 

The team receives training, consistent with their 
roles, on risk assessment and risk management. 
This is refreshed in accordance with local 
guidelines. This includes, but is not limited to, 
training on:  
• Safeguarding vulnerable adults and children;  
• Assessing and managing suicide risk and self-
harm;  
• Prevention and management of aggression and 
violence. 

4 
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No. Type Standard Reference 

10.2 1 

Patients are told about the level of observation that 
they are under, how it is instigated, the review 
process and how their own patient perspectives are 
taken into account. 

6 

10.3 1 

If a patient is identified as being at risk of 
absconding, the team completes a crisis plan, 
which includes clear instructions for alerting and 
communicating with carers, people at risk and the 
relevant authorities. 

4 

10.4 1 

The team effectively manages patient violence and 
aggression.  
Guidance: 
1) Staff members do not deliberately restrain 
patients in a way that affects their airway, 
breathing or circulation; 
2) Restrictive intervention always represents the 
least restrictive option to meet the immediate 
need; 
3) Individualised support plans, incorporating 
behaviour support plans, are implemented for all 
patients who are known to be at risk of being 
exposed to restrictive interventions; 
4) The team does not use seclusion or segregation 
other than for patients detained under the Mental 
Health Act (or equivalent); 
5) The team works to reduce the amount of 
restrictive practice used; 
6) Providers report on the use of restrictive 
interventions to service commissioners, who 
monitor and act in the event of concerns. 

21 

10.5 1 

After any episode of control and restraint, or 
compulsory treatment including rapid 
tranquillisation, the team spends time with the 
patient reflecting on why this was necessary. The 
patient’s views are sought and they are offered the 
opportunity to document this in their care record 
along with any disagreement with healthcare 
professionals. 

5 

10.6 1 

After any episode of control and restraint, or 
compulsory treatment including rapid 
tranquillisation, the team makes sure that other 
patients on the ward/unit who are distressed by 
these events are offered support and time to 
discuss their experiences. 

5 

10.7 1 The team audits the use of restrictive practice, 
including face-down restraint. 

21 

10.8 1 Staff members know how often patients are 
restrained and how this compares to benchmarks, 

2 
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No. Type Standard Reference 

e.g. by participating in multi-centre audits or by 
referring to their previous years' data. 

10.9 1 

Staff members follow inter-agency protocols for the 
safeguarding of vulnerable adults and children. 
This includes escalating concerns if an inadequate 
response is received to a safeguarding referral. 

4, 11 

11 DISCHARGE PLANNING AND TRANSFER OF CARE   

11.1 2 
Discharge planning is initiated at the first multi-
disciplinary team review and a provisional 
discharge date is set within 8 weeks of admission. 

2, 10, 30 

11.2 1 
Patients and their carer (with patient consent) are 
invited to a discharge meeting and are involved in 
decisions about discharge plans.  

6 

11.3 1 

A letter setting out a clear discharge plan, which 
the patient takes home with them, is sent to all 
relevant parties before or on the day of discharge. 
The plan includes details of: 
• Care in the community/aftercare arrangements; 
• Crisis and contingency arrangements including 
details of who to contact; 
• Medication; 
• Details of when, where and who will follow up 
with the patient. 

2, 4, 17 

11.4 1 

The team follows a protocol to manage informal 
patients who discharge themselves against medical 
advice. This includes:  
• Recording the patient’s capacity to understand 
the risks of self-discharge;  
• Putting a crisis plan in place;  
• Contacting relevant agencies to notify them of 
the discharge. 

2, 4 

11.5 2 

The inpatient team invites a community team 
representative to attend and contribute to ward 
rounds and discharge planning. 
Guidance: Where they are unable to attend in 
person they should have the opportunity to attend 
via teleconference. 

2, 17, 30 

11.6 1 

The team makes sure that patients who are 
discharged from hospital to the care of the 
community team have arrangements in place to be 
followed up within one week of discharge, or within 
48 hours of discharge if they are at risk.  
Guidance: This may be in coordination with the 
Home Treatment/Crisis Resolution Team. 

7 

11.7 1 When patients are transferred between wards/units 
there is a handover which ensures that the new 

22 
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No. Type Standard Reference 

team have an up to date care plan and risk 
assessment. 

11.8 2 

Where there are delayed transfers/discharges:  
• The team can easily raise concerns about delays 
to senior management;  
• Local information systems produce accurate and 
reliable data about delays;  
• Action is taken to address any identified 
problems. 

2, 10 

11.9 2 

Patients are able to visit new accommodation 
placements and have graded leave so that they are 
able to stay overnight, where appropriate, before 
discharge. 

29 

11.10 3 
The ward team are able to discharge patients into 
the care of a community rehab team when 
appropriate. 

30 

11.11 3 
At any one time fewer than 10% of patients are 
delayed discharges due to a lack of appropriately 
supported accommodation places. 

31 

12 INTERFACE WITH OTHER SERVICES   

12.1 1 

There are joint working protocols/care pathways in 
place to support patients in accessing the following 
services:  
• Accident and emergency;  
• Social services;  
• Local and specialist mental health services e.g. 
liaison, eating disorders;  
• Secondary physical healthcare. 

2, 6 

12.2 1 

The team follows a joint working protocol/care 
pathway with primary health care teams. 
Guidance: This includes the team informing the 
patient’s GP of any significant changes in the 
patient’s mental health or medication, or of their 
referral to other teams. It also includes teams 
following shared prescribing protocols with the GP. 

7 

12.3 1 

The team follows a joint working protocol/care 
pathway with the Home Treatment/Crisis 
Resolution team in wards/units that have access to 
one. 
Guidance: This includes the team inviting the 
Home Treatment Team to attend ward rounds, to 
screen for early discharge, to undertake joint acute 
care reviews and to jointly arrange supported 
leave. 

23 
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No. Type Standard Reference 

12.4 1 

The team supports patients to access organisations 
which offer:  
• Housing support;  
• Support with finances, benefits and debt 
management.  
Guidance: Housing advice and/or support is given 
to patients prior to discharge. 

2 

12.4.1 3 
The team able to access to supported 
accommodation services for people leaving hospital 
including staffed and floating outreach services. 

30 

12.5 1 
The team follows an agreed protocol with local 
police, which ensures effective liaison on incidents 
of criminal activity/harassment/violence. 

4 

12.6 1 

The ward/unit has a meeting, at least annually, 
with all stakeholders to consider topics such as 
referrals, service developments, issues of concern 
and to re-affirm good practice. 
Guidance: Stakeholders could include staff member 
representatives from inpatient, community and 
primary care teams as well as patient and carer 
representatives. 

3 

13 CAPACITY AND CONSENT    

13.1 1 Capacity assessments are performed in accordance 
with current legislation. 

2, 4 

13.2 1 
Patients have an assessment of their capacity to 
consent to admission, care and treatment within 24 
hours of admission.   

2, 4 

13.3 1 
When patients lack capacity to consent to 
interventions, decisions are made in their best 
interests. 

2, 8 

13.4 1 
There are systems in place to ensure that the 
ward/unit takes account of any advance directives 
that the patient has made. 

15 

14 PATIENT INVOLVEMENT   

14.1 1 

Patients and their carers are given the opportunity 
to feed back about their experiences of using the 
service, and their feedback is used to improve the 
service. 
Guidance: This might include patient and carer 
surveys or focus groups 

7 

14.2 2 Patient representatives attend and contribute to 
local and service level meetings and committees. 

3 

15 CARER ENGAGEMENT AND SUPPORT   
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Note: Carer involvement in the patient’s care 
and treatment is subject to the patient giving 
consent and / or carer involvement being in 
the best interests of the patient  

 

15.1 1 Carers are involved in discussions about the 
patient’s care, treatment and discharge planning. 

17, 23 

15.2 1 
Carers are advised on how to access a statutory 
carers' assessment, provided by an appropriate 
agency.  

2, 7 

15.3 2 

Carers are offered individual time with staff 
members, within 4 weeks of the patient’s 
admission to discuss concerns, family history and 
their own needs. 

2, 7, 30 

15.4 2 

The team provides each carer with a carer’s 
information pack. 
Guidance: This includes the names and contact 
details of key staff members on the unit. It also 
includes other local sources of advice and support 
such as local carers' groups, carers' workshops and 
relevant charities. 

2, 17 

15.5 2 

Carers have access to a carer support network or 
group. This could be provided by the ward/unit or 
the team could signpost carers to an existing 
network. 
Guidance: This could be a group/network which 
meets face-to-face or communicates electronically. 

2, 3 

15.5.1 3 Carers are able to access regular group meetings 
that have a psychoeducational focus. 

29 

15.6 1 
The team follows a protocol for responding to 
carers when the patient does not consent to their 
involvement. 

2 

15.7 2 The ward/unit has a designated staff member 
dedicated to carer support (carer lead). 

10 

16 TREATING PATIENTS WITH COMPASSION, DIGNITY 
AND RESPECT  

 

16.1 1 

Patients are treated with compassion, dignity and 
respect. 
Guidance: This includes respect of a patient’s race, 
age, sex, gender reassignment, marital status, 
sexual orientation, maternity, disability and social 
background. 

15, 23 

16.2 1 Patients feel listened to and understood in 
consultations with staff members. 

24 

17 PROVISION OF INFORMATION TO PATIENTS AND 
CARERS 
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17.1 1 

Information, which is accessible and easy to 
understand, is provided to patients and carers. 
Guidance: Information can be provided in 
languages other than English and in formats that 
are easy to use for people with 
sight/hearing/cognitive difficulties or learning 
disabilities. For example; audio and video 
materials, using symbols and pictures, using plain 
English, communication passports and signers. 
Information is culturally relevant. 

6, 11 

17.2 1 

The ward/unit has access to interpreters and the 
patient’s relatives are not used in this role unless 
there are exceptional circumstances. 
Guidance: Exceptional circumstances might include 
crisis situations where it is not possible to get an 
interpreter at short notice. 

2, 6 

17.3 2 
The ward/unit uses interpreters who are 
sufficiently knowledgeable to provide a full and 
accurate translation. 

2, 11 

17.4 1 
When talking to patients and carers, health 
professionals communicate clearly, avoiding the 
use of jargon so that people understand them. 

10 

17.5 2 Examples of recovery stories are visible/readily 
accessible on the ward. 

29 

18 PATIENT CONFIDENTIALITY   

18.1 1 

Confidentiality and its limits are explained to the 
patient and carer on admission, both verbally and 
in writing. 
Guidance: For carers this includes confidentiality in 
relation to third party information. 

2, 6 

18.2 1 

All patient information is kept in accordance with 
current legislation. 
Guidance: Staff members ensure that no 
confidential data is visible beyond the team by 
locking cabinets and offices, using swipe cards and 
having password protected computer access.   

6 

18.3 1 

The patient’s consent to the sharing of clinical 
information outside the clinical team is recorded. If 
this is not obtained the reasons for this are 
recorded. 

6 

19 WARD/UNIT ENVIRONMENT   

19.1 2 The ward/unit entrance and key clinical areas are 
clearly signposted. 

17 

19.2 1 
Male and female patients (self-defined by the 
patient) have separate bedrooms, toilets and 
washing facilities. 

2, 4 
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19.3 2 All patients have single bedrooms. 25 

19.4 2 Patients are able to personalise their bedroom 
spaces. 

17 

19.5 2 The ward/unit has at least one bathroom/shower 
room for every three patients. 

17 

19.6 3 Every patient has an en-suite bathroom. 2 

19.7 2 Laundry facilities are available to all patients. 10 

19.8 1 

Patients are supported to access materials and 
facilities that are associated with specific cultural or 
spiritual practices, e.g. covered copies of faith 
books, access to a multi-faith room. 

4, 18 

19.9 2 

All patients can access a range of current 
culturally-specific resources for entertainment, 
which reflect the ward/unit’s population.  
Guidance: This may include recent magazines, 
daily newspapers, board games, a TV and DVD 
player with DVDs, computers and internet access 
(where risk assessment allows this). 

10 

19.10 3 All patients can access a charge point for electronic 
devices such as mobile phones. 

2 

19.11 1 

The environment complies with current legislation 
on disabled access. 
Guidance: Relevant assistive technology 
equipment, such as hoists and handrails, are 
provided to meet individual needs and to maximise 
independence. 

4, 17 

19.12 1 Patients can wash and use the toilet in private. 4 

19.13 1 
Staff members respect the patient’s personal 
space, e.g. by knocking and waiting before 
entering their bedroom. 

4 

19.14 1 Patients can make and receive telephone calls in 
private. 

4 

19.15 1 

Staff members follow a policy on managing 
patients’ use of cameras, mobile phones and other 
electronic equipment, to support the privacy and 
dignity of all patients on the ward/unit. 

6 

19.16 1 

There is a visiting policy which includes procedures 
to follow for specific groups including:  
• Children;  
• Unwanted visitors (i.e. those who pose a threat 
to patients, or to staff members). 

2, 6 

19.17 1 Staff members follow a protocol when conducting 
searches of patients and their personal property. 

12 
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19.18 1 

An audit of environmental risk is conducted 
annually and a risk management strategy is 
agreed. 
Guidance: This includes an audit of ligature points. 

4, 17 

19.19 1 

There are clear lines of sight to enable staff 
members to view patients. Measures are taken to 
address blind spots and ensure sightlines are not 
impeded, e.g. by using mirrors. 

4 

19.20 1 
Patients are cared for in the least restrictive 
environment possible, while ensuring appropriate 
levels of safety and promoting recovery. 

4 

19.21 1 Furniture is arranged so that doors, in rooms 
where consultations take place, are not obstructed. 

4 

19.22 1 There is an alarm system in place (e.g. panic 
buttons) and this is easily accessible. 

6 

19.23 2 
Alarm systems/call buttons/personal alarms are 
available to patients and visitors, and instructions 
are given for their use. 

4 

19.24 1 
A collective response to alarm calls and fire drills is 
agreed by the team before incidents occur. This is 
rehearsed at least 6 monthly. 

2, 6 

19.25 1 
All rooms are kept clean. 
Guidance: All staff members are encouraged to 
help with this. 

2, 17 

19.26 2 Staff members and patients can control heating, 
ventilation and light.  

4 

19.27 2 

There are sufficient IT resources (e.g. computer 
terminals) to provide all practitioners with easy 
access to key information, e.g. information about 
services/conditions/ treatment, patient records, 
clinical outcome and service performance 
measurements. 

2, 6 

19.28 1 
Emergency medical resuscitation equipment (crash 
bag), as required by Trust/organisation guidelines, 
is available within 3 minutes. 

4 

19.29 1 The crash bag is maintained and checked weekly, 
and after each use. 

4 

19.30 2 The ward/unit has a designated room for physical 
examination and minor medical procedures. 

4 
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19.31 1 

In wards/units where seclusion is used, there is a 
designated room that meets the following 
requirements:  
• It allows clear observation;  
• It is well insulated and ventilated;  
• It has direct access to toilet/washing facilities;  
• It is safe and secure – it does not contain 
anything that could be potentially harmful;  
• It includes a means of two-way communication 
with the team;  
• It has a clock that patients can see. 

4 

19.32 2 The ward/unit has at least one quiet room other 
than patient bedrooms.  

4 

19.33 2 

There is a designated space for patients to receive 
visits from children, with appropriate facilities such 
as toys, books. 
Guidance: The children should only visit if they are 
the offspring of or have a close relationship with 
the patient and it is in the child’s best interest to 
visit.  

4 

19.34 2 

There is a designated area or room (de-escalation 
space) that the team may consider using, with the 
patient’s agreement, specifically for the purpose of 
reducing arousal and/or agitation. 

4 

19.35 2 There are lounge areas that may become single-
sex areas as required. 

4 

19.36 1 
The ward/unit has a designated dining area, which 
is reserved for dining only during allocated 
mealtimes. 

4 

19.37 2 There are facilities for patients to make their own 
hot and cold drinks and snacks. 

17 

19.38 1 

Patients are provided with meals which offer 
choice, address nutritional/balanced diet and 
specific dietary requirements and which are also 
sufficient in quantity. Meals are varied and reflect 
the individual’s cultural and religious needs. 

12 

19.39 2 Staff members ask patients for feedback about the 
food and this is acted upon. 

2, 4 

19.40 2 Where smoking is permitted, there is a safe 
allocated area for this purpose. 

4 

19.41 2 Ward/unit-based staff members have access to a 
dedicated staff room. 

4 

19.42 3 Patients are consulted about changes to the 
ward/unit environment. 

17 

20 LEADERSHIP AND CULTURE   
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20.1 1 
There are written documents that specify 
professional, organisational and line management 
responsibilities. 

18 

20.2 2 
Staff members can access leadership and 
management training appropriate to their role and 
specialty. 

2, 4 

20.3 2 
Staff members have an understanding of group 
dynamics and of what makes a therapeutic 
environment.  

2 

20.4 3 

The organisation’s leaders provide opportunities for 
positive relationships to develop between 
everyone. 
Guidance: This could include patients and staff 
members eating together or using shared facilities. 

2, 24 

20.5 2 
Ward/unit managers and senior managers promote 
positive risk-taking to encourage patient recovery 
and personal development.    

2, 3 

20.6 1 

Staff members and patients feel confident to 
contribute to and safely challenge decisions. 
Guidance: This includes decisions about care, 
treatment and how the ward/unit operates. 

2, 24 

20.7 1 Staff members feel able to raise any concerns they 
may have about standards of care. 

2, 7 

21 TEAMWORKING    

21.1 1 
When the team meets for handover, adequate time 
is allocated to discuss patients’ needs, risks and 
management plans. 

2, 4 

21.2 2 
Staff members work well together, acknowledging 
and appreciating each other’s efforts, contributions 
and compromises.   

2, 26 

21.3 2 
The team has protected time for team-building and 
discussing service development at least once a 
year. 

6 

22 STAFFING LEVELS AND SKILL MIX   

22.1.1 1 

A High Dependency Unit, Complex Care Unit or 
Community Unit that admits detained patients with 
up to 14 beds has at least one qualified nurse and 
one unqualified member of staff on shift at all 
times. 

30 

22.1.2 1 

A Community Unit that does not admit detained 
patients with 14 beds has at least one qualified 
nurse and one unqualified member of staff on shift 
during the day and one unqualified member of staff 
at night. 

30 
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22.1.3 1 
The ward operates according to their staffing 
paper, which outlines the number of staff needed 
according to the number and acuity of the patients. 

30 

22.2 1 

The ward/unit has a mechanism for responding to 
low staffing levels, including:  
• A method for the team to report concerns about 
staffing levels;  
• Access to additional staff members;  
• An agreed contingency plan, such as the minor 
and temporary reduction of non-essential services. 

2, 27 

22.3 2 

The ward/unit is staffed by permanent staff 
members, and bank and agency staff members are 
used only in exceptional circumstances, e.g. in 
response to additional clinical need. 

17 

22.4 2 

If the ward/unit uses bank and agency staff 
members, the service manager monitors their use 
on a monthly basis. An overdependence on bank 
and agency staff members results in action being 
taken. 

2, 4 

22.5 1 

There is an identified duty doctor available at all 
times to attend the ward/unit, including out of 
hours. The doctor can:  
• Attend the ward/unit within 30 minutes in the 
event of a psychiatric emergency;  
• Attend the ward/unit within 1 hour during normal 
working hours;  
• Attend the ward/unit within 4 hours when out of 
hours.  

2, 6, 28 

22.6 2 

There has been a review of the staff members and 
skill mix of the team within the past 12 months. 
This is to identify any gaps in the team and to 
develop a balanced workforce which meets the 
needs of the ward/unit. 

27 

22.7 1 There is a Consultant Rehabilitation Psychiatrist 
who is the clinical lead for the service. 

30 

22.8.1 1 
A High Dependency Unit, Complex Care Unit or 
Community Unit that admits detained patients has 
0.5 WTE consultant psychiatrist for every 14 beds. 

30, 32 

22.8.2 1 
A High Dependency Unit and Complex Care Unit or 
Community Unit that admits detained patients with 
14 beds has 1 WTE medical input including senior 
and junior staff. 

30 

22.8.3 2 
A High Dependency Unit, Complex Care Unit or 
Community Unit that admits detained patients has 
1 WTE junior doctor or equivalent for every 14 
beds. 

30 
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22.8.4 1 
A High Dependency Unit, Complex Care Unit or 
Community Unit that admits detained patients with 
14 beds has 1 WTE Occupation Therapist as part of 
the MDT. 

30 

22.8.5 1 

On a High Dependency Unit, Complex Care unit or 
Community Unit that admits detained patients with 
14 beds there is a registered Clinical Psychologist 
who has 4 sessions dedicated to psychological 
interventions for patients. 
Guidance: This excludes any formal supervision 
sessions for staff and can be provided as a split 
post. 

30 

22.9.1 1 
A Community Unit that does not admit detained 
patients has input from a consultant rehabilitation 
psychiatrist and junior doctor medical input 
including senior and junior staff. 

30 

22.9.2 1 
A Community Unit that does not admit detained 
patients has 0.1 WTE Consultant Psychiatrist for 
every 14 beds. 

32 

22.9.3 2 
A Community Unit that does not admit detained 
patients has 0.6 WTE junior doctor or equivalent 
for every 14 beds. 

30 

22.9.4 1 
A Community Unit that does not admit detained 
patients with 14 beds has 0.4 WTE Occupation 
Therapist as part of the MDT. 

30 

22.9.5 1 

On a Community Unit that does not admit detained 
patients with 14 beds there is a registered Clinical 
Psychologist who has 4 sessions dedicated to 
psychological interventions for patients. 
Guidance: This excludes any formal supervision 
sessions for staff and can be provided as a split 
post. 

30 

22.10 2 All types of unit have input from an activity co-
ordinator. 

30 

23 STAFF RECRUITMENT AND INDUCTION   

23.1 2 
Patient or carer representatives are involved in 
interviewing potential staff members during the 
recruitment process. 

4 
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23.2 1 

Staff members receive an induction programme 
specific to the ward/unit that covers:  
• The purpose of the ward/unit;  
• The team’s clinical approach;  
• The roles and responsibilities of staff members;  
• The importance of family and carers;  
• Care pathways with other services. 
Guidance: This induction should be over and above 
the mandatory Trust or organisation-wide induction 
programme. 

2, 23 

23.3 1 

New staff members, including bank and agency 
staff, receive an induction based on an agreed list 
of core competencies. 
Guidance: This should include arrangements for 
shadowing colleagues on the team; jointly working 
with a more experienced colleague; being observed 
and receiving enhanced supervision until core 
competencies have been assessed as met.   

6, 27 

23.4 1 

All newly qualified staff members are allocated a 
preceptor to oversee their transition onto the 
ward/unit. 
Guidance: This should be offered to recently 
graduated students, those returning to practice, 
those entering a new specialism and overseas-
prepared practitioners who have satisfied the 
requirements of, and are registered with, their 
regulatory body.  
See 
Http://www.rcn.org.uk/__data/assets/pdf_file/001
0/307756/ Preceptorship_framework.pdf for more 
practical advice.   

4 

23.5 2 All new staff members are allocated a mentor to 
oversee their transition onto the ward/unit. 

2, 4 

24 APPRAISAL, SUPERVISION AND SUPPORT   

24.1 1 

All staff members receive an annual appraisal and 
personal development planning (or equivalent). 
Guidance: This contains clear objectives and 
identifies development needs. 

4 

24.2 1 

All clinical staff members receive clinical 
supervision at least monthly, or as otherwise 
specified by their professional body.    
Guidance: Supervision should be profession-
specific as per professional guidelines and provided 
by someone with appropriate clinical experience 
and qualifications.  

2, 4 

24.3 2 Staff members in training and newly qualified staff 
members are offered weekly supervision.  

2 
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24.4 2 
The quality and frequency of clinical supervision is 
monitored quarterly by the clinical director (or 
equivalent). 

2, 4 

24.5 2 
All supervisors have received specific training to 
provide supervision. This training is refreshed in 
line with local guidance.  

16 

24.6 2 All staff members receive monthly line 
management supervision. 

2, 4 

25 STAFF WELLBEING   

25.1 1 

The ward/unit actively supports staff health and 
well-being. 
Guidance: For example, providing access to 
support services, monitoring staff sickness and 
burnout, assessing and improving morale, 
monitoring turnover, reviewing feedback from exit 
reports and taking action where needed.  

16, 27 

25.2 1 
Staff members are able to take breaks during their 
shift that comply with the European Working Time 
Directive.  

2, 4 

25.3 2 Staff members have access to reflective practice 
groups.  

4 

26 STAFF TRAINING AND DEVELOPMENT    

26.1 2 

Staff members have access to study facilities 
(including books and journals on site or online) and 
time to support relevant research and academic 
activity. 

6 

26.2 1 

Clinical staff members have received formal 
training to perform as a competent practitioner, or, 
if still in training, are practising under the 
supervision of a senior qualified clinician.  

16 

26.3   

Staff members receive training consistent with 
their role, which is recorded in their personal 
development plan and is refreshed 
in accordance with local guidelines. This training 
includes: 

  

26.3A 1 
The use of legal frameworks, such as the Mental 
Health Act (or equivalent) and the Mental Capacity 
Act (or equivalent); 

17 

26.3B 1 

Physical health assessment;  
Guidance: This could include training in 
understanding physical health problems, physical 
observations and when to refer the patient for 
specialist input.  

7 

26.3C 1 
Recognising and communicating with patients with 
special needs, e.g. cognitive impairment or 
learning disabilities; 

2, 11 
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26.3D 1 
Statutory and mandatory training; 
Guidance: Includes equality and diversity, 
information governance. 

4 

26.3E 2 Clinical outcome measures; 4 

26.3F 2 
Carer awareness, family inclusive practice and 
social systems, including carers' rights in relation 
to confidentiality. 

7 

26.3G 1 The basic principles of rehabilitation and recovery-
oriented practice. 

29 

26.4 2 Patients, carers and staff members are involved in 
devising and delivering training face-to-face.  

7 

26.5 3 
Shared in-house multi-disciplinary team training, 
education and practice development activities 
occur on the ward/unit at least every 3 months. 

3 

27 GENERAL MANAGEMENT   

27.1 2 The team attends business meetings that are held 
at least monthly.  

15 

27.2 3 
The team reviews its progress against its own 
plan/strategy, which includes objectives and 
deadlines in line with the organisation’s strategy. 

2 

27.3 2 Front-line staff members are involved in key 
decisions about the service provided. 

2, 24 

27.4 2 

Managers ensure that policies, procedures and 
guidelines are formatted, disseminated and stored 
in ways that the team find accessible and easy to 
use. 

4 

28 CLINICAL OUTCOME MEASUREMENT    

28.1 1 
Clinical outcome measurement data is collected at 
two time points (admission and discharge) as a 
minimum, and at clinical reviews where possible. 

17 

28.1.2 2 Clinical outcome monitoring includes specialist 
rehabilitation measures and metrics. 

30 

28.2 2 
Clinical outcome monitoring includes reviewing 
patient progress against patient-defined goals in 
collaboration with the patient.  

16, 17 

28.3 2 

Outcome data is used as part of service 
management and development, staff supervision 
and caseload feedback.  
Guidance: This should be undertaken every 6 
months as a minimum. 

17 

29 AUDIT AND SERVICE EVALUATION   

29.1 2 
A range of local and multi-centre clinical audits is 
conducted which include the use of evidence based 
treatments, as a minimum. 

6 
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29.2 3 
The team, patients and carers are involved in 
identifying priority audit topics in line with national 
and local priorities and patient feedback. 

6 

29.3 2 

When staff members undertake audits they;  
• Agree and implement action plans in response to 
audit reports;  
• Disseminate information (audit findings, action 
plan);  
• Complete the audit cycle. 

2, 6 

29.4 2 

Key information generated from service 
evaluations and key measure summary reports 
(e.g. reports on length of stay) are disseminated in 
a form that is accessible to all. 

2 

30 THE WARD/UNIT LEARNS FROM COMPLAINTS AND 
SERIOUS INCIDENTS  

 

30.1 1 
Systems are in place to enable staff members to 
quickly and effectively report incidents and 
managers encourage staff members to do this. 

2, 18 

30.2 1 

Staff members share information about any serious 
untoward incidents involving a patient with the 
patient themselves and their carer, in line with the 
Duty of Candour agreement. 

7 

30.3 1 
Staff members, patients and carers who are 
affected by a serious incident are offered a debrief 
and post incident support.  

7, 28 

30.4 1 Lessons learned from incidents are shared with the 
team and disseminated to the wider organisation. 

12 

30.5 2 

Key clinical/service measures and reports are 
shared between the team and the organisation’s 
board, e.g. findings from serious incident 
investigations and examples of innovative practice. 

12 

31 COMISSIONING AND FINANCIAL MANAGEMENT   

31.1 2 

The ward/unit is explicitly commissioned or 
contracted against agreed ward/unit standards. 
Guidance: This is detailed in the Service Level 
Agreement, operational policy, or similar, and has 
been agreed by funders.   

27 

31.2 3 Commissioners and service managers meet at least 
6 monthly. 

2, 11 
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