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Our Commitment

Our work will be undertaken in line with the following values:

• patient and public focus
~ promoting a patient-focused NHS that is responsive to the views of the public

• independence
~ reaching our own conclusions and communicating what we find

• partnership
~ involving patients, carers and the public in all parts of our work
~ working with and supporting NHS staff in improving quality
~ collaborating with other organisations such as public bodies, voluntary

organisations and manufacturers to avoid duplication of effort

• evidence-based
~ basing conclusions and recommendations on the best evidence available

• openness and transparency
~ promoting understanding of our work
~ explaining the rationale for our recommendations and conclusions
~ communicating in language and formats that are easily accessible

• quality assurance
~ aiming to focus our work on areas where significant improvements can be made
~ ensuring that our work is subject to internal and external quality assurance and

evaluation

• professionalism
~ promoting excellence individually and as teams and ensuring value for money in

the use of public resources (human and financial)

• sensitivity
~ recognising the needs, opinions and beliefs of individuals and organisations and

respecting and encouraging diversity
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1.1 NHSScotland Regional Breakdown 
and Index of Visits

1

2
3

4

5

7

6

8

10

16

9

11

14

15

12

13

1 Argyll & Clyde

2 Ayrshire & Arran

3 Borders

4 Dumfries & Galloway

5 Fife

6 Forth Valley
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16 The State Hospitals Board 
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The following NHS organisations were reviewed during August 2003 –
December 2003. Local reports, containing findings of each individual peer
review visit and assessment against the standards, are available on the
website (www.nhshealthquality.org) or in print format from NHS Quality
Improvement Scotland (NHS QIS).

Local Report Area

NHS Argyll & Clyde –
Lomond & Argyll

NHS Argyll & Clyde –
Renfrewshire & Inverclyde

1. Argyll & Clyde

2. Population figures are taken

from the General Register

Office for Scotland mid-year

estimates for 30 June 2002. The

tables can be viewed at:

www.gro-scotland.gov.uk/

grosweb.nsf/pages/

02-mid-year-est 

3. As above.

4. Some of these figures are

approximations and do not

include all those cared for

solely by their GP.

Estimated population2

Area (square km)

Population (per square km)

Population in 15-64 age
group3

Number of people (16-65
years) with diagnosis of
schizophrenia who are
currently cared for by the
Trust4

NHS Organisations Visited

418,750

7,531

56

275,993

326 (Lomond & Argyll)

602 (Renfrewshire &
Inverclyde)

Ayrshire & Arran Primary
Care NHS Trust

2. Ayrshire & Arran

367,060

3,338

110

238,403

1,029
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Local Report Area NHS Organisation Visited

NHS Borders3. Borders

107,400

4,734

23

68,199

214

NHS Dumfries & Galloway4. Dumfries & Galloway

147,310

6,439

23

93,118

368

Fife Primary Care NHS Trust5. Fife

350,620

1,323

265

230,058

600

Forth Valley Primary Care
NHS Trust

6. Forth Valley

279,370

2,652

105

185,154

518
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Local Report Area NHS Organisation Visited

Grampian Primary Care NHS
Trust

7. Grampian

523,290

8,698

60

352,043

256

Greater Glasgow Primary
Care NHS Trust

8. Greater Glasgow

866,080

560

1,547

579,195

3,415

Lanarkshire Primary Care
NHS Trust

10. Lanarkshire

552,910

2,189

253

369,512

1,002

Highland Primary Care NHS
Trust

9. Highland

208,140

25,784

8

135,591

Information currently
not available
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Local Report Area NHS Organisation Visited

Lothian Primary Care NHS
Trust

West Lothian Healthcare NHS
Trust

11. Lothian

779,100

1,296

601

530,353

2,078 (Lothian)

300 (West Lothian)

NHS Orkney12. Orkney

19,210

992

19

12,440

16

NHS Shetland13. Shetland

21,940

1,438

15

14,415

30

Tayside Primary Care NHS
Trust

14. Tayside

387,420

7,558

51

250,818

1,141
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Local Report Area NHS Organisation Visited

NHS Western Isles15. Western Isles

26,200

3,134

8

16,447

62

The State Hospitals Board for
Scotland

16. Scotland and Northern
Ireland5

166

5. The State Hospitals Board for

Scotland is a Special Health

Board which provides in-patient

psychiatric care in conditions of

special security for patients

from throughout Scotland and

Northern Ireland.
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1.2 The NHS Quality Improvement Scotland
Approach to Assessment

NHS QIS uses a methodology which draws upon other quality assurance
models to enable it, in partnership with healthcare professionals and
members of the public, to develop standards for clinical services and to
assess performance across NHSScotland against these standards.

Further information and definitions of the terms used in the standards
and in the assessment of performance are contained in Appendix 2.

Assessment Categories

Each review team assesses performance using the categories ‘met’,
‘partially met’, ‘not met’, and 'not met (insufficient evidence)', as detailed
below:

• ‘Met’ applies where the evidence demonstrates the standard and/or
criterion is being attained.

• ‘Partially met’ applies where the evidence demonstrates that the
standard and/or criterion is either being met in only some areas of the
service, or only some components of the criterion are being met.

• ‘Not met’ applies where the evidence demonstrates the standard
and/or criterion is not being attained.

• ‘Not met (insufficient evidence)’ applies where no evidence is
available for the review team, or where the evidence available is
insufficient to allow an assessment to be made.

A final category ‘not applicable’ is used where a standard and/or
criterion does not apply to the Trust under review.

1.3 Background to the Clinical Standards for
Schizophrenia

The initial condition-specific projects of the Clinical Standards Board for
Scotland (now part of NHS QIS) reflected the national clinical priorities:
cancer; coronary heart disease; and mental health.

It was decided that the first standards to be developed in mental health
should focus on the care and treatment of people with schizophrenia.
This is because this disorder is at the core of the "severe and/or enduring
mental health problems" to which priority was given in the Framework
for Mental Health Services in Scotland (1997). Good care for people with
schizophrenia is not just a matter of good individual professional
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attention, but of systems to promote co-ordination, information, best use
of evidence-based interventions, support where and when it is needed
and, above all, continuity of care. The standards have been written to
reflect the varied and changing nature of the needs of those with the
illness, and their carers, which must be met throughout their ‘journey of
care’.

The research and development directorate at Greater Glasgow Primary
Care NHS Trust was commissioned to establish the evidence base for the
clinical standards for schizophrenia. In addition to being underpinned by
the best evidence available, the standards were influenced by the views
of service users, carers, professionals and the public.

There are eleven schizophrenia standards, most of which fall into two
broad categories. There are specific times/events in the journey of care
which are particularly important. Standards 2-6 focus on these. There are
also specific interventions which are important for the care for people
with schizophrenia throughout the journey of care. These are covered by
Standards 8-11.

Two standards do not fall naturally into either of these categories.
Standard 1 deals with the information on populations and individuals
necessary for the efficient and effective planning and resourcing of
services. Carers play a central role in the care and support for people
with schizophrenia, and Standard 7 focuses on the support and
information that carers require. 

1.4 Introduction to Schizophrenia

What is Schizophrenia?

Schizophrenia is a serious and common mental illness. The lifetime risk of
developing schizophrenia is about 1 in 100. In Scotland, for every 100,000
people in the general population, 20 new cases of schizophrenia can be
expected each year. The illness usually begins in early adult life, later in
women than in men, and most people have their first contact with
mental health services between the ages of 25 and 35. The word
schizophrenia is often misused, and the illness little understood, by the
media and the public.

Schizophrenia is an illness that affects people in different ways. Life for
those with this illness and those who care for them is not easy. It is a
severe illness that can make it difficult to think clearly, to manage
emotions and to relate to, and interact with, other people. 
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Symptoms fall into two groups: negative and positive (psychosis).
Negative symptoms usually appear first and include a lack of motivation,
loss of interest, self-neglect and subdued emotions. There are three main
positive symptoms: delusions; hallucinations; and confused thinking.
Delusions are firmly but falsely held beliefs. The most common delusion
people have is that someone is trying to harm them. Hallucinations are a
perception of something that is not really there and can involve any of
the senses - hearing, sight, smell, taste or touch. The most common
hallucinations are auditory (hearing things) and visual (seeing things).
Confused thought usually results in muddled speech. People with
schizophrenia do not have multiple or split personalities and most are not
violent.

For any one individual it is difficult to predict the course that the illness
will take. Some people experience acute symptoms of the illness, such as
hallucinations and delusions, but do not have any symptoms or
disabilities in the longer term. However, many people will experience
symptoms of varying degree for many years, which are distressing both
for them and their carers, and will require help and support in the longer
term. There is an increased risk amongst individuals with schizophrenia
of misusing alcohol and illicit drugs, as a means of dealing with their
symptoms.

Many people with schizophrenia who continue to experience symptoms
have varied and complex needs that are medical, social and psychological
in nature. Such needs cannot be met by the health service alone. Other
agencies both statutory and voluntary, including social work and housing,
play an important role in providing care and support in partnership with
the health service. The experience of many who have the illness is thus
one of a ‘journey of care’ that brings them into contact with individuals
and services in both hospital and community settings. The challenge for
those providing services is to ensure continuity of care throughout this
journey, and that at each stage of the journey, the person with the illness
and their carer are provided with appropriate treatment and support.

In providing such treatment and support, it is important that people are
given the opportunity to express their views and to be actively involved
in decisions about their own care. For some people, independent
advocacy services will have a valuable role to play in this regard.
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Approaches to Care and Treatment

Most people who have a diagnosis of schizophrenia can and do live in
the community. In recent years, the provision of services has moved away
from being hospital-based, and community-based mental health services
have expanded.

Throughout Scotland there are now mental health staff who work in
community-based teams. All teams include nursing and medical staff.
Some teams have occupational therapy, social work and psychology staff
as team members, and others have access to such disciplines. Mental
health staff work closely with other individuals and agencies, and in
particular seek to establish close links with GPs and the staff of local
primary care services.

There is a range of approaches to care and treatment that can be offered
in order to meet the varied needs that service users may have. For most
people, anti-psychotic drugs are a key element of treatment. It is
important that the need for anti-psychotic drug treatment is reviewed on
a regular basis and that side-effects are monitored. People with
schizophrenia also have needs that cannot be met solely by anti-psychotic
drugs. In many cases social and psychological approaches to care, such as
life and social skills training and cognitive behavioural therapies, are
beneficial in treating symptoms of the illness. It is important that people
have access to a range of services and treatments that can offer a holistic
approach to care.

The Role of Carers

Carers play a central role in supporting the person with the illness and
make a valuable contribution to the care provided. Many carers
experience significant difficulties and distress, and have to make
considerable changes to their day-to-day lifestyle. Carers report ongoing
concerns about both the long-term welfare of the person who they are
caring for and the limitations of treatments. Many carers are reluctant to
openly acknowledge the problems they face and to seek help. In part, this
may reflect unsuccessful attempts in the past to obtain help. It is essential
that carers are made aware of, and are able to access, services that can
provide them with information and can offer them practical assistance
and emotional support.
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1.5 The NHS Quality Improvement Scotland
Standards and Your Care

Questions You Might Want to Ask as a Service User or
Carer

The five schizophrenia standards reviewed in Phase 2 have been
summarised below and are shown in blue. Each standard is followed by
relevant questions you might want to ask.

Information on Populations and Individuals

The number of people in a local population who have a diagnosis of
schizophrenia is recorded, together with their needs, both met and unmet.

• What information about me is recorded by the mental health service
or by my general practice?

• How is this information used?

• Who has access to this information?

Initial Assessment and Care Planning

When a person is diagnosed with schizophrenia, a multidisciplinary assessment
of their needs is made and a plan of care, based on the outcomes of this
assessment, is established. This assessment determines the person’s health
needs (physical and psychological), social needs (recreational, occupational,
housing), and their risk of self-neglect and harm to self and/or others. The
particular need which the person and their carer will have, during the first year
after diagnosis, for information about the illness and the services/treatments
available is also assessed.

• Where can I get information about the illness and the services
available?

• How will my care and treatment be planned and who will be
involved in this?

• What treatments are available to me?

• Are there any other therapies in addition to medication?

• Will I have a written plan of care? If so, will I be given a copy?

• How often will my care arrangements be reviewed during the first
year after diagnosis?
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• Who will be involved in these reviews?

• Will my carer’s needs be assessed?

Ongoing Assessment and Care Planning

Every person who has a diagnosis of schizophrenia has access to services
according to their needs. The care provided by these services is planned with
the person, is well co-ordinated and is reviewed regularly.

• How will my care and treatment be planned and who will be
involved in this?

• Will there be a written plan of care? If so, will I be given a copy?

• Can I choose whether my GP shares my care with the specialist
mental health services?

• How often will my care arrangements be reviewed?

• What will be covered in these reviews?

• Will my carer’s needs be addressed?

Transferring Care – Admission to Hospital

A person’s care is transferred from community to hospital when the care and
treatment that is provided within a hospital is required to meet the person’s
current needs and so improve their health and well-being. A person is involved
in all aspects of their care throughout the time that they are in hospital. Those
caring for the person both in the hospital and in the community work together,
with the person, so that the care provided is based on the person’s needs and
will assist their early return to the community.

• Why do I need to be admitted to hospital?

• What will happen to me when I am admitted to hospital?

• Will anyone speak to my carer?

• Who will make sure that my care arrangements are reviewed whilst I
am in hospital?

• Where can I get information about:
- the care and treatment I will receive whilst in hospital?
- the services available to help me?
- my rights?
- when I can be detained against my will?
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• How do I get an independent advocate (someone who can speak with
me or on my behalf) if I wish?

Transferring Care – Discharge from Hospital

When a person who has a diagnosis of schizophrenia is being discharged from
hospital and care is being transferred to the community, those caring for the
person both in the hospital and in the community work together, with the
person, so that the care provided after discharge is well co-ordinated, is based
on the person’s needs, and is reviewed regularly.

• How will my discharge be planned and who will be involved in
planning this?

• How will my GP be involved in discharge planning?

• Will my GP get information about the treatment I have received in
hospital and the plans for my care when I get home?

• Will I get any information on discharge to keep? Will anyone talk to
me about this?

• What do I do if I am worried about my health when I get home?

• How do I go about getting help with things like cooking, managing
my money and doing the housework?

• How do I go about getting respite care?

1.6 Frequently Asked Questions

Q. Who will be involved in helping and supporting me/the person I am caring
for?

A. Family members and friends can be a valuable source of support. In
addition, individuals with a diagnosis of schizophrenia may receive
care from some or all of the following professionals, depending on
their needs:

- GP - Pharmacist
- Nursing staff (hospital- and community-based) - Psychologist
- Psychiatrist - Social worker
- Occupational therapist (OT) - Dietitian
- Voluntary sector support worker - Physiotherapist
- Advocacy worker
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Q. Who else can help?

A. Help is available from various sources, including voluntary
organisations, support groups, self-help groups, and websites. A list of
useful contacts is given in Section 1.7. It is recommended that people
discuss their options with their GP, or other members of the mental
health team, to find out what is available.

Q. Are there things I can do to help myself?

A. Yes, in addition to the sources of help and support mentioned above,
there are a number of things you can do to help yourself. It is always
a good idea to get some information about the illness and how you
can be helped to deal with it. Stable living conditions and a good
network of friends can also help, as can maintaining a healthy lifestyle
in terms of things like diet and exercise. In particular, misusing

alcohol and illicit drugs can have a harmful effect on your mental and

physical health.

Q. Can I, as a carer, get an assessment of my needs?

A. Yes, if you are providing care on a regular basis. When your relative or
friend is being assessed you can also get an independent assessment of
your own needs from the local social work department.

Q. What is advocacy?

A. Advocacy is about speaking with, or for someone who finds it
difficult, or is unable to speak for themselves. Advocacy helps ensure
that the opinions and wishes of the person are heard and taken into
account. Independent advocacy is when advocacy is provided
independently from those providing care, to ensure that there are no
conflicts of interest. Independent advocacy is widely accepted as the
preferred type of advocacy by users of mental health services.

Q. What is the outlook for me/the person I am caring for?

A. Treatment and help for schizophrenia are much better than in the
past. This means that the outlook is much brighter for affected
individuals and families. Although some people have persistent, severe
symptoms, most people will improve. Some will have recurrent
episodes with relatively good functioning at other times, and some
only ever have a single episode.
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1.7 Useful Contacts
The following organisations can provide information about schizophrenia.
GPs, community mental health teams and other healthcare professionals
treating people with schizophrenia can also provide you with information
about local support groups.

1. Advocacy Safeguards Agency

Funded by the Scottish Executive
Health Department, the purpose of
the Advocacy Safeguards Agency
is to make sure that good quality
independent advocacy is available
to anyone in Scotland who needs it.

Advocacy Safeguards Agency
1-2 St Andrew Square
EDINBURGH
EH2 2BD

Tel: 0131 524 9380
Fax: 0131 524 9381
Email: asainfo@advocacysafeguards.org
www.advocacysafeguards.org

2. The British Psychological

Society

The British Psychological Society
(BPS) is the representative body
for psychologists and psychology
in the UK. As a professional
organisation it is responsible for
overseeing, in the public interest,
psychology and psychologists.

The British Psychological Society
St Andrews House
48 Princess Road East
LEICESTER
LE1 7DR

Tel: 0116 254 9568
Fax: 0116 247 0787
Email: enquiry@bps.org.uk
www.bps.org.uk

3. Mental Health Foundation

Scotland

The Mental Health Foundation is a
UK charity working in mental
health and learning disabilities. Its
website contains the latest news
and events on mental health issues,
as well as information on
problems, treatments and strategies
for living with mental distress.

Mental Health Foundation Scotland
5th Floor, Merchants House
30 George Square
GLASGOW
G2 1EG

Tel: 0141 572 0125
Fax: 0141 572 0246
www.mentalhealth.org.uk

1. Setting the Scene
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4. Mental Welfare Commission

for Scotland

The Mental Welfare Commission
for Scotland is an independent
organisation set up by Parliament
with the responsibility of
protecting the welfare of people
with mental disorder (including
learning disabilities and dementia)
in Scotland. It has a duty to
anyone with a mental disorder
whether they are in hospital, in
local authority, voluntary run or
private accommodation or in their
own homes. Its work includes
visiting people in hospital and in
the community, investigating cases
of deficiency in care or treatment,
and providing information and
advice.

Mental Welfare Commission for
Scotland
K Floor
Argyle House
3 Lady Lawson Street
EDINBURGH
EH3 9SH

Tel: 0131 222 6111
Fax: 0131 222 6112
E-mail: enquiries@mwcscot.org.uk
www.mwcscot.org.uk

5. National Schizophrenia

Fellowship (Scotland)

The National Schizophrenia
Fellowship (Scotland) is a national
charity concerned with
schizophrenia and allied illnesses.
It exists to improve the well-being
and quality of life of those affected
by schizophrenia and other mental
illnesses, including families and
carers. Its mission is achieved
through campaigning, education
and provision of practical help,
support and advice. 

National Schizophrenia Fellowship
(Scotland)
Claremont House
130 East Claremont Street
EDINBURGH
EH7 4LB

Tel: 0131 557 8969
Fax: 0131 557 8968
Email: info@nsfscot.org.uk
www.nsfscot.org.uk

6. Penumbra

Penumbra is a leading Scottish
voluntary organisation working in
the field of mental health. It
provides an extensive range of
person-centred support services for
adults and young people.

Penumbra
Norton Park
57 Albion Road
EDINBURGH
EH7 5QY

Tel: 0131 475 2380
Fax: 0131 475 2391
Email: enquiries@penumbra.org.uk
www.penumbra.org.uk
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7. The Richmond Fellowship

Scotland

The Richmond Fellowship
Scotland provides a wide range of
support services enabling
individuals with mental health
and/or learning disabilities to live
as independently as possible
within their own homes and
communities.

The Richmond Fellowship
Scotland
26 Park Circus
GLASGOW
G3 6AP

Tel: 0141 353 4050
Fax: 0141 353 4060
E-mail: info@trfs.org.uk
www.trfs.org.uk

8. Royal College of Psychiatrists

(Scottish Division)

The Royal College of Psychiatrists
is the professional and educational
body for psychiatrists in the UK
and the Republic of Ireland.

Royal College of Psychiatrists
(Scottish Division)
9 Queen Street
EDINBURGH
EH2 1JQ

Tel: 0131 220 2910
Fax: 0131 220 2915
www.rcpsych.ac.uk

9. SANE

SANE is a UK mental health
charity concerned with improving
the lives of everyone affected by
mental illness. It has a national
telephone helpline, SANELINE,
which offers support and
information to callers throughout
the UK.

SANE
1st Floor, Cityside House
40 Adler Street
LONDON
E1 1EE

Tel: 0845 767 8000 (SANELINE)
0141 568 7000 (admin queries
only)

Fax: 0141 568 7001
Email: london@sane.org.uk
www.sane.org.uk

10. Scottish Association for Mental

Health

The Scottish Association for Mental
Health (SAMH) operates a range of
services across Scotland for people
with mental health problems. It
also strives to influence public
policy as it affects people with
mental health problems.

Scottish Association for Mental
Health
Cumbrae House
15 Carlton Court
GLASGOW
G5 9JP

Tel: 0141 568 7000
Fax: 0141 568 7001
Email: enquire@samh.org.uk
www.samh.org.uk



11. The Scottish Independent

Advocacy Alliance (formerly
Advocacy 2000)
The Scottish Independent
Advocacy Alliance: provides
information, advice and support to
local advocacy organisations;
undertakes training on advocacy
and related issues for agencies in
the statutory and voluntary
sectors; and ensures the 'voice' of
the advocacy movement is heard
at a national level to influence
current and future practice and
policy. 

The Scottish Independent
Advocacy Alliance 
138 Slateford Road
EDINBURGH
EH14 1LR

Tel: 0131 455 8183
Fax: 0131 455 8184
Email: enquiry@siaa.org.uk
www.siaa.org.uk
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5.4 One individual is identified in the in-patient plan of care as having
responsibility for ensuring that: a) this plan of care is reviewed
while the person is in hospital; b) these reviews include all
individuals currently caring for the person both in the hospital and
in the community; and c) discharge planning begins as early as
possible during the period of in-patient care.

This criterion was met in 11/16 Trusts and partially met in 5/16 Trusts.

This criterion was not applicable to 2 Trusts.

5.5 All in-patients are given information about: a) the care and
treatment they receive when in hospital; b) their rights under the
Mental Health (Scotland) Act, if they are admitted on a compulsory
basis; and c) the services that are available to help them both
within and outwith the hospital.

This criterion was met in 7/16 Trusts and partially met in 7/16 Trusts.

This criterion was not applicable to 2 Trusts.

5.6 All in-patients are advised of their right to appoint an independent
advocate, are provided with information on how they can access
an advocacy service and, if requested, are assisted to do so.

This criterion was met in 8/16 Trusts and partially met in 3/16 Trusts.

This criterion was not applicable to 2 Trusts.

Desirable Criterion

5.7 Care is offered within a single sex environment.

This criterion was met in 15/16 Trusts and partially met in 0/16

Trusts. This criterion was not applicable to 2 Trusts.
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2. National Performance Against the Standards

Summary

Around half of the Trusts use standardised documentation to record the
admission procedure, and less than half have admission guidelines. It was
noted, however, that a variety of checklists, flow charts and other such
documents are in use. The use of admission guidelines is audited by only
one Trust.

In the majority of services, a full assessment is undertaken when a person
is admitted to hospital, with the exception of the carer’s needs which are
rarely assessed. An in-patient plan of care is developed, based on the
outcomes of this assessment, although not all services ensure that
information from existing plans of care in the community is taken into
account.

Most Trusts operate a keyworker, named nurse or similar system, and in
this way ensure that the plan of care is reviewed and that discharge
planning begins early. In several Trusts, it was noted that GPs and
community staff are not always involved in the reviews.

A variety of documentation is available to provide in-patients with
information about the care and treatment they receive, the services that
are available to help them, and their rights under the Mental Health
(Scotland) Act. In a number of areas, however, only the information
relating to the Mental Health (Scotland) Act is provided in a systematic
manner. Similarly, in around half of Trusts, there is a lack of a systematic
and proactive approach to providing information and assistance in
relation to accessing advocacy services.

All Trusts, with the exception of one, are reported to be compliant with
the guidance contained in the Report of the Working Group on the
Elimination of Mixed Sex Accommodation (1999). In the remaining
Trust, work is in progress to address this issue.

Strengths

• Comprehensive assessments of service users are undertaken on
admission.

• Detailed plans of care are developed with user involvement.

• Information on the Mental Health (Scotland) Act is given in a
proactive manner.

• Developments are being made in the provision of, and access to,
advocacy services.

• Compliance with national guidelines on single sex accommodation.
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Challenges

• To ensure standardised, Trust-wide admission guidelines,
documentation and audit.

• To develop a systematic approach to the assessment of carers’ needs.

• To ensure information sharing and joint working between hospital and
community staff at the time of admission.

• To provide information on care, treatment and services in a proactive
manner.

• To ensure adequate provision of, and access to, advocacy services.

Recommendations

• Admission guidelines should be developed, as part of an ICP, to
ensure information sharing and joint working between hospital
and community services.

• Trusts should record and audit carer participation in the admission
process.

• Trusts should identify ways of achieving a systematic approach to
the provision of information on care, treatment and services.

• Trusts should build on existing advocacy services to ensure
comprehensive provision.
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2. National Performance Against the Standards

Examples of local initiatives

Borders 

Care cards, using the ePex information system, are in use across the
teams and these contain current information on service users, and can
be accessed in hospital and out-of-hours by a member of the mental
health team. A member of staff based in the community is responsible
for clerking in service users who are admitted to hospital. The same
member of staff will remain involved with the service user throughout
the admission and discharge from hospital. Regular updates from the
information system are sent to GPs.

Dumfries & Galloway

A user and carer resource room exists within the Crichton Royal
Hospital, Dumfries, for users and carers to access and gain information
on a variety of topics which are pertinent to their situation.

State Hospital

A ‘Coping with Mental Illness’ psychoeducation course is in use within
the Hospital, comprising service user education on schizophrenia, legal
issues, and information about family involvement. All service users are
given the opportunity to participate. A similar course has been
developed for carers.

West Lothian

A website, providing information on mental health within West Lothian,
has been developed by Trust staff, service users and staff at West
Lothian College. Service users have been involved in the development
of the website and the ongoing process of updating it.
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2.5 Standard 6: Transferring Care – Discharge from 
Hospital

Standard Statement

When a person who has a diagnosis of schizophrenia is being
discharged from hospital and care is being transferred to the
community, those caring for the person both in the hospital and in the
community work together, with the person, so that the care provided
after discharge is well co-ordinated, is based on the person’s needs, and
is reviewed regularly.

Essential Criteria

6.1 There are guidelines detailing the procedure to be followed when
planning the discharge from hospital of a person who has a
diagnosis of schizophrenia. These guidelines specify that: 
a) discharge planning begins as early as possible after the person is
admitted to hospital; and b) all individuals caring for the person in
the community, especially the general practitioner, are involved in
discharge planning.

This criterion was met in 6/18 Trusts and partially met in 4/18 Trusts.

6.2 When a person is being discharged from hospital there is an
assessment of their mental and physical health needs, their
housing, social care, occupational and recreational needs, and their
entitlement to state benefits.

This criterion was met in 7/16 Trusts and partially met in 6/16 Trusts.

This criterion was not applicable to 2 Trusts.

6.3 When a person is being discharged from hospital their risk of self-
neglect and harm to self and/or others is reassessed. The level of
risk is documented in the casenotes together with details of how
this risk will be managed and reviewed.

This criterion was met in 7/16 Trusts and partially met in 5/16 Trusts.

This criterion was not applicable to 2 Trusts.
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6.4 When a person is being discharged from hospital a discharge plan
of care is developed with them, based on the outcomes of the
needs and risk assessment at the time of discharge. This discharge
plan of care is documented in the casenotes and a copy is given to
all those named in this discharge plan of care.

This criterion was met in 2/16 Trusts and partially met in 13/16

Trusts. This criterion was not applicable to 2 Trusts.

6.5 This discharge plan of care details: a) the needs which currently
are and are not being met; b) the roles and responsibilities of all
individuals and agencies involved in caring for the person; c) the
identity of one individual responsible for co-ordinating the care; 
d) the person’s drug treatment; e) the procedures to be followed in
the event of a crisis or emergency; and f) the provision for respite
care.

This criterion was met in 0/16 Trusts and partially met in 15/16

Trusts. This criterion was not applicable to 2 Trusts.

6.6 When a person is being discharged from hospital their need to be
included on the Care Programme Approach is considered. The
decision as to whether a person should or should not be included
on the Care Programme Approach is recorded in the casenotes
together with the rationale for this decision. The use of the Care
Programme Approach is audited.

This criterion was met in 2/16 Trusts and partially met in 11/16 Trusts.

This criterion was not applicable to 2 Trusts.

6.7 Users and carer are given information on discharge planning.

This criterion was met in 2/16 Trusts and partially met in 7/16 Trusts.

This criterion was not applicable to 2 Trusts.

6.8 User satisfaction and carer satisfaction with discharge planning
arrangements are audited.

This criterion was met in 2/16 Trusts and partially met in 1/16 Trusts.

This criterion was not applicable to 2 Trusts.

Desirable Criterion

6.9 The implementation of discharge planning arrangements is audited.

This criterion was met in 1/16 Trusts and partially met in 3/16 Trusts.

This criterion was not applicable to 2 Trusts.
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Summary

Discharge planning guidelines are in place in around half of the Trusts,
although some of these do not specify the involvement of community-
based staff in the discharge planning process.

The needs and risk assessment that is undertaken at discharge is variable,
both between and within Trust areas. Although a discharge plan of care
is developed, based on this assessment, the plan of care is unlikely to be
copied to all relevant individuals, unless the service user is on the CPA.
Throughout Scotland, one or more of the elements specified in the
criterion is missing from the plan of care, the provision of respite care
being the most commonly omitted. Although, in general, individuals being
discharged from hospital are considered for inclusion on the CPA, the
subsequent decision is often not recorded, and a number of Trusts do not
audit the use of the CPA.

While most Trusts reported that information on discharge planning is
provided, evidence of a systematic approach to the provision of
information was often lacking. In addition, carers are less likely to receive
such information than users. Audit of the implementation of discharge
planning arrangements, and of user and carer satisfaction with these
arrangements, is not routinely undertaken.

Strengths

• Discharge plans of care are developed.

• When the CPA is employed, discharge planning is more
comprehensive.

Challenges

• To develop Trust-wide guidelines to ensure co-ordinated discharge
planning.

• To ensure that users, carers and community staff across all agencies
are involved in discharge planning.

• To ensure that needs and risk assessments are undertaken at the time
of discharge.

• To consider, document and audit the use of the CPA.

• To ensure information on discharge planning is given to service users
and carers.
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Recommendations

• Discharge guidelines should be developed, as part of an ICP, to
ensure that risk and the full range of needs are assessed using
standardised methods.

• Trusts should develop comprehensive plans of care, which follow
a standard format and include the management of risk and the
provision for respite care.

• The involvement of users, carers and community staff in the
discharge planning process should be recorded and audited.

• Trusts should ensure that the use of the CPA is considered,
documented and audited.

Examples of local initiatives

Ayrshire & Arran

Discharge facilitators work in in-patient wards at Crosshouse Hospital,
Kilmarnock, and Ailsa Hospital, Ayr, to assist nursing staff with
organising complex discharge cases. The facilitators co-ordinate and
liaise with a variety of individuals regarding a person’s discharge,
allowing a smooth transfer of care. 

West Lothian

There is a homeless support unit West Lothian. Within this unit there
are two community psychiatric nurses (CPNs) who are jointly appointed
by West Lothian Healthcare NHS Trust and West Lothian Council. Ward
staff are able to refer service users to the unit prior to discharge, in
order that their specific housing and social care needs can be
addressed.
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This national overview and the accompanying local reports set out the
performance of NHSScotland as a whole, and of each NHS organisation
visited, against the schizophrenia standards published in January 2001.
This is the first review of Phase 2 of the standards. It also records the
continuing progress made by local services on Phase 1.

In undertaking the national review of performance, difficulties were
encountered due to the fact that, throughout Scotland, there is limited
routine data collection in relation to the care and treatment for people
with schizophrenia. Thus, most of the data underpinning this national
review had to be collected specifically for this purpose, by the labour-
intensive means of self-assessment questionnaires (see Appendix 2). It has
become evident that the use of such questionnaires may not be the most
useful approach to self-assessment.

As was found with the Phase 1 reviews, involving users and carers was a
particularly challenging aspect of the self-assessment exercise. This was
due not only to the structured format of the self-assessment
questionnaire, but also to the impact of the illness itself. The fact that the
current standards are disease-specific does not fit in with the remit of
many user and carer groups. Throughout Scotland, the development of
systems to routinely access users’ and carers’ views about service
provision remains a challenge.

Feedback from those reviewed and those in review teams was sought
after every visit, and 216 people responded. They reported that the
review process has promoted dialogue in the NHS organisations visited,
and has provided members of the review teams with a valuable insight
into other services and examples of good practice, which they have then
been able to take back to their own service.

The review teams were struck by the commitment, dedication and hard
work of staff, and the ways in which staff are actively seeking to
improve their service. During the review process, a number of positive
themes emerged:

• There is evidence that both the development of the Clinical
Standards for Schizophrenia and the self-assessment and peer review
process have been a catalyst, in some areas, for change and service
improvement.

• There are many examples of innovative work being undertaken with
service users to enable them to participate fully in their own care; it is
particularly welcome that service user involvement is now the norm
in the day-to-day work of staff.
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• Following one of the recommendations from the first phase review, a
few services have made considerable progress in the development of
integrated care pathways (ICPs). The steps that have to be taken
towards establishing an ICP have also assisted them to demonstrate
their performance in meeting the standards.

Despite the considerable efforts and progress made, there are five key
areas in which further development is required:

• As highlighted in the Phase 1 national overview, there is a need for
services to ensure the continuous collection of a data set that will
allow the monitoring of standards and the support of day-to-day
clinical care, clinical governance activities and service planning. At
present, electronic systematic data capture is rare, and most services
have poorly developed paper-based patient information management
systems. A number of local initiatives in relation to information
systems have started, but need dedicated and ongoing support to
ensure that they are developed and mainstreamed.

• There is a lack of standardised approaches to documentation that
would enable a continuous record of assessed needs, and resulting
plans of care, to follow an individual with a long-term mental illness
throughout his or her journey of care. In some services each
professional group is still using separate casenotes, held or stored in
different places, and not likely to be available when required. There
are few examples of integrated, inter-agency records being used.

• Across the country, progress in the development of ICPs has been
variable, and there is a need for further planning, development and
implementation of comprehensive ICPs in most service areas.

• There remains a need for services to review the skills and composition
of their multidisciplinary mental health teams, in order to ensure that
people with schizophrenia have access to comprehensive,
multidisciplinary assessments, and to the full range of services to meet
their assessed needs. Very little progress appears to have been made
since the Phase 1 review in meeting the need for psychosocial
therapies.

• The national review has highlighted that improvements are required in
the initial assessment and ongoing review processes, to ensure that risk
and the full range of individual needs are assessed and that the service
user and all relevant disciplines are involved. There is a particular need
to improve the involvement of carers in these processes, as well as to
establish local arrangements to ensure that carers are offered an
assessment and ongoing review of their own needs.
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Considerable momentum has been built up, and it is important to use this
enthusiasm to progress the work on strengthening and improving mental
health services. The public, both locally and nationally, also has an
important role to play in ensuring these changes are made. NHS Quality
Improvement Scotland (NHS QIS) looks to each NHS Board providing
services to individuals with a diagnosis of schizophrenia to ensure that, in
close collaboration with the staff responsible for providing the service,
practice is reviewed in the light of this report’s findings and
recommendations, and appropriate action is taken.

NHS QIS reserves the right to revisit an NHS Board where it considers
there are serious issues that need further external monitoring. NHS QIS
intends periodically to review and raise these standards in light of the
latest evidence about ‘best practice’ and the performance of the service,
and to conduct further national and local reviews where appropriate, so
as to encourage continuing quality improvement.

3. Conclusions
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Appendix 2

The Quality Assurance Process

Two-way presentations covering background on NHS Quality
Improvement Scotland and local service provision

Review team meets stakeholders to discuss local services

Review team assesses performance in relation to the standards

Review team feeds back findings to NHS Board

Standards published 
and issued

Self-assessment framework
finalised and issued

NHS Board undertakes self-assessment exercise and submits outcomes 
to NHS Quality Improvement Scotland

NHS Quality Improvement Scotland sends information from 
self-assessment submission to peer review team

Draft local report produced and sent to review team for comment

Draft local report sent to NHS Board to check for factual accuracy

NATIONAL OVERVIEW AND LOCAL REPORTS PUBLISHED

;;

;

;

;

;

;

;

;

;
Project Group considers findings of local reviews 

and drafts national overview

;



Standards

All standards set by NHS Quality Improvement Scotland (NHS QIS)
comprise a standard statement and related criteria.

Standard Statement

Describes the agreed performance for the specific area, determined by
those who are involved in the delivery/receipt of the service.

Criteria

State exactly what must be done for the standard to be reached.

Some criteria are essential as it is expected that they will be met
wherever a service is provided. Others are desirable/aspirational in that
they will promote continuous quality improvement as they are being met
in some parts of the service and demonstrate levels of quality which
other providers of a similar service should strive to achieve.

Self-Assessment

Each set of clinical standards has an accompanying self-assessment
framework. To assist Trusts in undertaking the self-assessment exercise in
relation to the Clinical Standards for Schizophrenia, a self-assessment
manual was produced. The manual provides guidance on the
methodology for the self-assessment exercise and contains the five self-
assessment questionnaires which were completed by members of the
Trust management team, multidisciplinary mental health team, primary
care team, users and carers. These questionnaires reflect the criteria
detailed in the standards themselves. In addition to the information
gathered via the questionnaires, the Trust submitted relevant
documentation relating to the standards. The evidence obtained from this
self-assessment exercise comprises the main source of written evidence
considered by each peer review team.

Peer Review

Peer review is the process by which a multidisciplinary review team,
including members of the public, carries out a visit to validate the
quantitative data submitted through the self-assessment. This is done by
means of gathering qualitative information through discussions with staff.
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The composition of each review team varies, and all review team
members come from outwith the geographical area they are reviewing.
Although this presents challenges in achieving consistency of process, it
promotes the sharing of good practice and ensures that each review team
assesses performance against the standards rather than make comparisons
between one Trust and another.

In order to determine whether a particular criterion is ‘met’ or ‘not met’,
each review team requires to identify evidence on a variety of levels. For
example, to demonstrate that a particular issue is addressed in a local
protocol, evidence is sought during the peer review process as follows:

• description of the issue and how it should be managed in a local
written protocol (submitted as part of the self-assessment);

• confirmation of awareness of the location and content of the protocol
through staff interviews;

• evidence of a process in place for the protocol to be regularly updated;
and 

• collection of data through an integrated care pathway/audit sheet,
leading to provision of collated audit data confirming compliance with
the local protocol.

Until a legal interpretation of the Data Protection Act is made as to
whether patient records can be accessed for purposes other than
managing patient care, NHS QIS review teams are not scrutinising
individual patient records. Therefore, in cases where it is stated that
information is recorded in individual patient casenotes, and the claim is
corroborated in staff interviews during the visit, an assessment of ‘met’
will be made.

During each schizophrenia review visit, the review team is guided by a
team leader to ensure a multidisciplinary consensual assessment is
reached. At the conclusion of the review, the review team provided
feedback to the Trust giving a broad overview of its assessment, which is
based on the written self-assessment, and on evidence obtained during
the review visit.

To enhance the consistency of the process, an NHS QIS manager and
project officer accompany each visit.

80



The schedule for a schizophrenia external peer review visit included:

• initial meeting with key personnel responsible for the service under
review;

• dialogue with clinicians, audit staff and managers based on the written
evidence;

• scrutiny of documentation;

• interviews with staff members, service users and carers;

• regular team briefings throughout the day to assess progress and to
compile the local report; and

• feedback to the Trust representatives on conclusion of the visit.

Reports

A local written report is drafted following each visit by NHS QIS. The
draft report is then circulated to the review team for comment, and to the
NHS Board concerned to allow a check for factual accuracy. 

On conclusion of the peer review programme, the Project Group is
reconvened to study the findings and examine trends in order to draw
conclusions and make recommendations to NHS QIS.

The responsibility of NHS QIS is to report whether the services provided
by NHSScotland, both nationally and locally, meet agreed standards, but
not to review individual cases or the work of individual healthcare
professionals. In achieving this aim, variations in practice (and potential
quality) within a service will be encountered. Where such variations exist,
this will be stated, but patients or healthcare professionals will not be
identified.
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Examples of Local Initiatives

During the national review process, many examples of good practice in
relation to the standards were identified, some of which are described
below. This list is not exhaustive, and it is acknowledged that, in each case,
other organisations may be currently undertaking, or may have already
completed, similar work.

Further examples of innovative work are given in Sections 2.1–2.5.

Standard 1: Information on Populations and Individuals

Dumfries & Galloway
The NHS Board manages, and has access to, a number of databases
which record details of people with a diagnosis of schizophrenia.
These include the Nithsdale schizophrenia audit database and
computerised community mental health team database.

Lanarkshire
A mental health needs assessment project is being piloted to assist the
development of services within the Clydesdale and
Cumbernauld/Kilsyth resource networks. The project is funded by the
Scottish Executive via the Mental Health Development Fund, and is a
joint health and local authority initiative. The aim is to work with
service providers, users and carers to develop a database of
individuals aged 16-64 years experiencing severe and/or enduring
mental health problems. A random sample of service users will then
be approached in order to carry out a detailed assessment of met and
unmet needs.

Lothian
The Camberwell Assessment of Need Short Appraisal Schedule
(CANSAS) is in use across the Trust to determine the met and unmet
needs of service users. The Patient Information Management System
(PiMS) has the capacity to record the met and unmet need data
arising from the CANSAS as part of each individual’s record, and at
the time of the review visit, CANSAS data had been entered onto
PiMS for over 400 service users. This provides individual clinicians
with the opportunity to look at the level and types of unmet need for
their caseloads. It also allows sector teams, and the Trust as a whole,
to utilise needs assessment data for a number of issues relating to
clinical governance, such as clinical effectiveness and service redesign.
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Standard 3: Initial Assessment and Care Planning

Ayrshire & Arran
An integrated care pathway (ICP) was introduced following funding
from the Mental Health and Wellbeing Development Fund. The ICP is
being implemented on a phased basis across the three local authority
areas - North, East and then South Ayrshire. Electronic software to
support the ICP has now been introduced into the community setting
in North and East Ayrshire. The implementation of the ICP in South
Ayrshire is to begin shortly. 

Dumfries & Galloway
The NHS Board began the introduction of the ICP in June 2002 as a
successor to the Care Programme Approach (CPA). The ICP was
developed by a project team which was set up with assistance from
the Mental Health Development Fund. 

The ICP is being implemented in phases throughout the NHS Board.
Currently, four out of five community mental health teams are now
using the system and 80% of ward staff have been trained in its use.
Implementation of the ICP is continuing in the areas not currently
using it. 

Grampian
A care information card has been produced for service users and
carers detailing important contacts and information regarding the care
of the service user. The introduction of this card allows service users
and their carers to see at a glance the contact details of those
responsible for their care and a variety of other important contact
numbers.

Renfrewshire & Inverclyde
There is a 3-year specialist nurse initiative pilot project under way in
Renfrewshire. Three GP practices have been identified to be the focus
of the pilot liaison community psychiatric nursing service, and a
community psychiatric nurse (CPN) was recruited to fulfil this role.
Primary care staff can directly refer individuals to the CPN, who
provides brief therapeutic intervention sessions. The liaison CPN has 2
half-day sessions with each of the three general practices. One session
is dedicated to assessment and consultation, the other to therapeutic
intervention.
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Tayside
A multidisciplinary working group has developed a schizophrenia
checklist to ensure that a number of tasks, corresponding with the
NHS Quality Improvement Scotland (NHS QIS) standards, are
completed and documented for each service user and carer in Tayside.
The use of the checklist will support the assessment process,
documentation and the provision of information to service users and
carers. The checklist is currently being piloted and is planned to be
implemented throughout the Trust in the near future.

Western Isles
As part of the I-Reach Project, which is service user centred and led,
CPNs and social workers can provide service users with goods or
services which may offer better quality of life, eg computers, art
classes. 

Standard 4: Ongoing Assessment and Care Planning

Ayrshire & Arran
GPs are sent a comment form before a review, which they are asked
to complete and return in advance if they are unable to attend, in
order that their comments are part of the review session.

Ayrshire & Arran
A ‘positive support break’ flat situated in North Ayrshire is available to
service users and carers throughout the Trust area for respite
purposes. The flat is owned by the local authority and managed by
the local community mental health teams. 

Borders
The mental health teams have a systematic approach to annual
reviews for service users, whereby the relevant professionals and the
GP are invited to attend. A series of checklists ensure that the process
is uniform for all service users. The checklists also ensure that if GPs
are not involved, they are sent an update following the review.

Borders
The schizophrenia project team has researched and approved
particularly helpful websites in order to assist users and carers in
discriminating between and accessing the most useful sites. 

There is a user-led helpline for people with mental health problems.
This is an innovative source of assistance for service users.
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Forth Valley
The Trust has developed a psychosocial interventions training
programme, which approximately 40 registered nurses have
completed. This is a 10-day skills-based course, which includes training
in family interventions, social skills programmes and cognitive
behavioural therapy for psychotic symptoms. All participants are
provided with clinical supervision for the duration of the course, and
there is a follow-up day for evaluation. At the time of the visit, the
Trust had involved a local police officer in this programme, and
reported plans to involve other voluntary and partner organisations in
future. 

Greater Glasgow
Some areas have an established ‘fast-track’ system which enables
service users, who, for whatever reason, no longer have contact with
the mental health service, to be quickly reinstated onto the caseload
of the multidisciplinary mental health team, if necessary.

Highland
A mental health service is provided by the East Highland travelling
day service to smaller towns in the East Highland area. This routinely
involves a CPN, occupational therapist and support worker travelling,
from Inverness, to set up a drop-in centre for service users in a
number of remote towns. Service users from each town are able to
access this service on a weekly basis.

Lomond & Argyll
The position of ‘service user support worker’ has been established in
Lomond & Argyll. Part of the remit of this role is to support and
empower service users to manage their own condition. Service user
awareness and involvement in completing questionnaires and
expressing views and opinions on the service they receive has
increased significantly since the creation of this post.

Orkney
The ‘Orkney Blide Trust’ provides drop-in facilities in Kirkwall, and
travelling day services to South Ronaldsay and Dounby. It also
provides trained support to Glaitness Farmhouse, which consists of
three flats with shared kitchen facilities for people with severe and
enduring mental illness. The Trust provides 24-hour support, 7 days a
week, until the resident is ready to live independently.
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Renfrewshire & Inverclyde
The Trust has implemented a ‘staying well’ sheet which is used as a
relapse prevention measure. This involves the keyworker working
through a questionnaire with the individual, carer and service
involved, to ascertain how the individual is coping, and help them to
identify early warning signs. The aim is to empower the individual to
identify their needs and gain control. 

Shetland
The mental health community support service, based at Annsbrae
House, Lerwick, provides social support to the clients of the
community mental health team, and is an example of the good liaison
that exists between the health and social care services. The staff, who
are employed by the social care service and line managed by the
community mental health team manager, provide a range of services,
including life skills training, tenancy maintenance, problem solving
skills and symptom management. Supported tenancies, a respite flat,
kitchen, workshop and garden facilities are among the resources
available at the Annsbrae development.

Tayside
The Trust has developed a 7-day training programme, ‘Working with
People with Schizophrenia’, which is offered to all mental health
professionals in Tayside. The course aims to increase the
understanding of: the experience of schizophrenia for service users
and carers; the assessment process; intervention; management; assertive
outreach; and the support groups and agencies available to service
users. It was reported that 38 staff have been trained in the 2 years
since the course was initiated.
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Standard 5: Transferring Care – Admission to Hospital

Forth Valley
Carer groups have been established in several wards within the Trust.
These groups give carers the opportunity to share and receive
information about schizophrenia, and offer a supportive environment
for carers to ask questions and give their views. 

Lothian
The Trust has adopted a staged approach to care pathway
implementation, beginning with the use of the CANSAS and gradually
adding to this. Many areas have reached the stage at which they are
using the care pathway fully, and have been collecting information
about variations from the pathway. The subsequent analysis of these
variations, due to commence in 2004, will facilitate ongoing service
evaluation and planning, and will fulfil many of the audit
requirements contained within the standards.

Renfrewshire & Inverclyde
The Trust has established a psycho-education group which is an eight-
session programme of meetings, incorporating stress management,
relapse identification/prevention and problem solving, in addition to
focusing on education specific to diagnosis, symptom management
and medicines. The structure, format and content of this group was
devised following a large literature review by a multidisciplinary
planning group. An audit of the effectiveness of this process has also
been undertaken. Staff reported that they are now looking to expand
the referral sources for this group so more patients can benefit from
this. The review team was informed that there are plans to increase
the advertisement of this group and provide education sessions for
staff who are interested in facilitating the group. 

State Hospital
There are dedicated telephone lines on all wards. These allow service
users to contact the advocacy service directly without having to
approach a member of staff. Information and guidance on how to use
the telephones is widely available.

Western Isles
The Western Isles Hospital, Stornoway, offers a holistic approach of
care to in-patients. This includes services such as a library, tai chi and
art therapy.
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Standard 6: Transferring Care – Discharge from Hospital

Fife
To ensure a person’s discharge from hospital is communicated in a
timely manner to the general practice where they are registered, ward
staff telephone the practice to inform them of the discharge prior to
the event. This is in addition to a formal discharge letter which is sent
to GPs. 

Grampian
A discharge co-ordinator works with one consultant team, meeting
with patients on the ward before discharge, and then following them
up in their own homes for up to 8 weeks after discharge. This scheme
allows patients to have one person who they can contact for support
and advice before, at and after discharge.

Orkney
Videoconferencing is used to overcome some of the difficulties faced
due to the geography of the islands. For example, carers in Orkney
are able to remotely ‘visit’ their relative at the Royal Cornhill Hospital,
Aberdeen, using this technology. 

Shetland
Videoconferencing is used to good effect by NHS Shetland to
overcome some of the difficulties faced due to the geography of the
islands. For example, this technology is sometimes used when
planning a complex discharge package jointly with the service user
and the staff based at the Royal Cornhill Hospital. Videoconferencing
also allows relatives and carers to ‘visit’ in-patients when this may not
otherwise be possible.
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Glossary of Terms

accreditation A process, based on a system of external peer review

using written standards, designed to assess the quality

of an activity, service or organisation.

acute sector Hospital-based health services which are provided on

an in-patient or out-patient basis.

addiction services Specialist services for people who misuse alcohol

and/or illicit drugs.

advocacy Advocacy is about speaking with or for someone who

finds it difficult, or is unable, to speak for themselves.

Advocacy helps ensure that the opinions and wishes of

the person are heard and taken into account.

Independent advocacy is when advocacy is provided

independently from those providing care, to ensure

that there are no conflicts of interest. Independent

advocacy is widely accepted as the preferred type of

advocacy by users of mental health services. An

advocate is an individual (paid or voluntary) who will

support another person to speak for themselves, or

stand alongside the person and speak for them. In this

context an advocate is not a legally qualified person

but may be trained and supported by an advocacy

project.

AHP See allied health professions.

algorithm A set of agreed or binding routines by which a process

can be carried out.

allied health Healthcare professionals directly involved in the

professions (AHPs) provision of primary and secondary healthcare.

Includes several groups such as physiotherapists,

occupational therapists, dietitians, etc. Formerly known

as professions allied to medicine (PAMs).

anti-psychotic A drug used to alleviate the symptoms of a psychotic

drug illness, such as schizophrenia. Anti-psychotic drugs are

sometimes called neuroleptics. Atypical anti-psychotic

drugs are a newer type of anti-psychotic drug which

have a different way of acting in the brain from older

drugs.

assessment The process of measuring patients' needs and/or the

quality of an activity, service or organisation.
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audit Systematic review of the procedures used for:

diagnosis, care, treatment and rehabilitation, examining

how associated resources are used and investigating

the effect care has on the outcome and quality of life

for the patient.

AVON AVON Mental Health Measure.

biochemical and Blood tests.

haematological 

tests

BNF See British National Formulary.

British National A medical reference book which provides healthcare

Formulary (BNF) professionals in the United Kingdom with authoritative

and practical information on the selection and clinical

use of medicines.

CAN Camberwell Assessment of Need Schedule.

care plan See plan of care.

Care Programme A process which aims to ensure that people with

Approach (CPA) severe and enduring mental illness (such as

schizophrenia) who also have complex social care

needs are provided with co-ordinated care and

supervision.

carer A person who has had to change their lifestyle in

order to care for and/or take responsibility for another

individual who is experiencing health problems. A

carer may be a relative, partner or friend. A carer does

not necessarily live with the individual who is ill, or

even contribute to daily support (perhaps because of

their own health, age, or where they live). Such a

person is still a carer if they are concerned for the

person who is ill and know their history. Some people

do not identify with the term ‘carer’ and prefer the

term ‘supporter’.

clinical Clinical effectiveness is the extent to which specific

effectiveness clinical interventions, when deployed, do what they

programme are intended to do, ie maintain and improve health,

securing the greatest possible health gain from the

available resources. This is assessed through clinical

effectiveness programmes.
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clinical A framework through which NHS organisations are

governance accountable for both continuously improving the

quality of their services, and safeguarding high

standards of care, by creating an environment in which

excellence in clinical care will flourish.

Management of clinical risk at an organisational level is

an important aspect of clinical governance. Clinical risk

management recognises that risk can arise at many

points in a patient’s journey, and that aspects of how

organisations are managed can systematically influence

the degree of risk.

clinical A clinical psychologist is a non-medical professional

psychologist who has completed special advanced training and is

therefore qualified to undertake psychological research,

treatments and therapy.

Clinical Resource CRAG was the lead body within the Scottish Executive

and Audit Group Health Department promoting clinical effectiveness in

(CRAG) Scotland. The main committee, together with its

subcommittees provided advice to the Health

Department, acted as a national forum to support and

facilitate the implementation of the clinical

effectiveness agenda, and funded a number of clinical

effectiveness programmes and projects. On 1 January

2003, CRAG was merged with four other clinical

effectiveness bodies to create NHS Quality

Improvement Scotland. See NHS Quality Improvement

Scotland.

clinical service Service provided by healthcare professionals.
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Clinical Standards The Clinical Standards Board for Scotland was a 

Board for Scotland statutory body, established as a Special Health Board in

(CSBS) April 1999. Its role was to develop and run a system of

quality control of clinical services designed to promote

public confidence that the services provided by the

NHS met nationally agreed standards, and to

demonstrate that, within the resources available, the

NHS was delivering the highest possible standards of

care. On 1 January 2003, CSBS was merged, along with

four other clinical effectiveness bodies, to form NHS

Quality Improvement Scotland (NHS QIS). See NHS

Quality Improvement Scotland.

cognitive Cognitive behavioural therapies are a collection of

behavioural therapeutic approaches carried out with the aim of

therapy (CBT) changing behaviour and altering thought patterns. The

therapist helps the person to identify their own untrue

or destructive beliefs in order to reduce distress and

develop coping strategies.

community A group of professionals from a variety of different

mental health disciplines (eg medical, nursing, social work) who 

team work together to provide a range of mental health

services outwith the hospital setting.

compulsory When a person with a mental illness is admitted to

admission hospital without their informed consent then the

admission is compulsory. Compulsory admission to

hospital may be thought necessary when a person’s

illness is of a sufficiently serious nature or degree that

they can only be treated in hospital and treatment in

hospital is necessary in the interests of the health or

safety of the person or for the protection of other

people. There are provisions for compulsory admission

in both the Mental Health (Scotland) Act 1984 and the

Criminal Procedure (Scotland) Act 1995.

consultant A qualified doctor who has completed special

psychiatrist advanced training in diagnosing and treating mental

illnesses.

CRAG See Clinical Resource and Audit Group.
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crisis A broad range of situations where a person is not able

to see the way forward. For example, a crisis could be

a situation where a person receives bad news, has

financial problems, feels anxious, frightened or

depressed. A crisis could last from a few hours to a few

days.

criterion(sing)/ Provide the more detailed and practical information on

criteria(pl) how to achieve the standard, and relate to structure,

process or outcome factors.

CSBS See Clinical Standards Board for Scotland.

data source The source of evidence to demonstrate whether a

standard or criterion is being met.

desirable Good practice that is being achieved in some parts of

(criterion/criteria) the service and demonstrates levels of quality to which

other providers of a similar service should strive.

diagnosis Identification of an illness or health problem by means

of its signs and symptoms. This involves ruling out

other illnesses and causal factors for the symptoms.

discharge A discharge marks the end of an episode of care.

Types of discharge include in-patient discharge, day-

case discharge, day-patient discharge, out-patient

discharge and allied health professions (see AHPs)

discharge.

essential A criterion that should be met wherever a service is

(criterion/criteria) provided.

evaluation The study of the performance of a service (or element

of treatment and care) with the aim of identifying

successful and problem areas of activity.

evidence-based Evidence-based clinical practice is an approach to

practice decision-making in which the clinician uses the best

evidence available, in consultation with the patient, to

decide upon the option which suits that patient best.

FACE Functional Assessment of Clinical Environment.

family therapy Family therapies are supportive interventions which

are intended to help a person and their family cope

better with their illness. Programmes of family

therapies can have several different elements, eg an

education programme, analysis of family relationships,

family sessions to address problems identified in this

analysis, and support groups for relatives.
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Form 9 and Special forms which are used to record a person's drug

Form 10 treatment. These forms are used when a person has

been given drug treatment for a mental illness on a

compulsory basis for 3 months. If a person gives

informed consent and is agreeable to taking their drug

treatment, then a Form 9 is completed by the doctor

responsible for their care. If a person is unable to given

informed consent and/or does not agree to the drug

treatment prescribed, then a Form 10 is completed by

an independent doctor from the Mental Welfare

Commission.

generic standards Standards that apply to most, if not all, clinical services.

See healthcare governance standards (formerly known

as generic clinical governance standards).

GP General Practitioner.

GPASS General Practice Administration System for Scotland.

guidelines Systematically developed statements which help in

deciding how to treat particular conditions.

HDL See Health Department Letter.

Health Formal communications from the Scottish Executive

Department Letter Health Department to NHSScotland (formerly known

(HDL) as Management Executive Letter - MEL).

health promotion Providing information in an accessible way in order to

support people in making informed choices about

activity which will affect their health.

Health The Health Technology Board for Scotland (HTBS)

Technology Board worked to improve Scotland's health by providing for

Scotland (HTBS) evidence-based advice to NHSScotland on the clinical

and cost-effectiveness of new and existing health

technologies (medicines, devices, clinical procedures

and healthcare settings). On 1 January 2003, HTBS was

merged, along with four other clinical effectiveness

bodies, to form NHS Quality Improvement Scotland

(NHS QIS). See NHS Quality Improvement Scotland.

healthcare The NHS QIS healthcare governance standards

governance provide a framework for the continuous improvement

standards of the quality, safety and effectiveness of clinical

services. These standards are 'generic' in that they

apply to all NHSScotland services.
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healthcare A person qualified in a health discipline.

professional

history When a healthcare professional obtains an account

from a person and usually a carer/relative, of how an

illness or disorder has developed, together with details

of the person’s social and personal background. A

diagnosis is usually made on the basis of the history

that has been obtained, a physical examination and

other necessary investigations, eg blood tests.

HTBS See Health Technology Board for Scotland.

ICD See International Classification of Diseases.

ICP See integrated care pathway.

illicit drug Drug that is not legally available or has not been

prescribed by a doctor for the individual.

induction Learning activities designed to enable newly appointed

programme staff to function effectively in their new job.

informal When a person with a mental illness is admitted to

admission hospital on a voluntary basis with their informed

consent then the admission is informal.

Information and The Information and Statistics Division is part of the

Statistics Division Common Services Agency, NHSScotland. Health service

(ISD) activity, manpower and finance data are collected,

validated, interpreted and disseminated by the Division.

These data are received from NHS organisations.

Website: www.isdscotland.org

informed consent Consent obtained freely and without coercion, after

appropriate and understandable information has been

given and questions answered.

in-patient A person who is admitted to hospital for observation,

examination or treatment.
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integrated care An integrated care pathway is an explicit agreement by

pathway (ICP) a local group, both multidisciplinary and multi-agency,

of staff and workers to provide a comprehensive

service to a clinical or care group on the basis of

current views of good practice and any available

evidence or guideline. It is important that the group

agree on communication, record keeping and audit.

There should be a mechanism to pick up when a

patient has not received any care input specified by

the pathway so that the omission can be remedied.

The local group should be committed to continuous

improvement of the integrated care pathway on the

basis of new evidence of service developments or of

problems in implementation.

internal validation When an assessment of one service or procedure is

made by several groups of observers, and their

methods and findings carefully checked against each

other for consistency, then the conclusions can be

described as having undergone internal validation.

International A medical reference book which provides information

Classification of about clinical descriptions and diagnostic guidelines, to

Diseases (ICD) assist clinicians in classifying and diagnosing illnesses

and disorders.

ISD See Information and Statistics Division.

Island NHS Board There are three Island NHS Boards (Orkney, Shetland

and the Western Isles). They have always had a

combined strategic and operational role. See NHS

Board and NHS operating division.

LHCC See Local Health Care Co-operative.

Local Health Care In Scotland, Local Health Care Co-operatives (LHCCs)

Co-operative are voluntary groupings of GPs and other local 

(LHCC) healthcare professionals intended to strengthen and

support the primary healthcare team in delivering local

care.
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managed clinical A formally organised network of clinicians. The main

network (MCN) function is to audit performance on the basis of

standards and guidelines, with the aim of improving

healthcare across a wide geographic area, or for specific

conditions.

Each MCN is required to have a Quality Assurance

Framework describing the standards the service will

meet. The Framework has to be accredited by NHS QIS

and an annual report on progress is also required.team

Management Formal communications from the Scottish Executive

Executive Letter Health Department to NHSScotland, now known as

(MEL) Health Department Letters (HDLs).

MEL See Management Executive Letter.

mental illness A general term for a wide range of disorders where

mental functioning (such as perception, memory,

emotion or thought) is impaired.

monitoring The systematic process of collecting information on the

performance of clinical or non-clinical activities, actions

or systems. Monitoring may be intermittent or

continuous. It may also be undertaken in relation to

specific incidents of concern or to check key

performance areas. Monitoring is used to appraise

strengths, weaknesses, opportunities and threats.

multidisciplinary A group of professionals from a variety of different

mental health disciplines (eg medical, nursing, social work) who work

team together to provide a range of mental health services. 

The composition of such teams varies from area to 

area. A multidisciplinary mental health team can work 

in a variety of settings, such as in the community, 

when it is termed a community mental health team.

neurological Relating to the structure and functioning of the

nervous system, including the brain.

NHS National Health Service.
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NHS Board NHS Boards are responsible for strategic planning,

performance management and governance of each of

Scotland’s 15 local health systems. Most NHS Board

areas (excluding Island NHS Boards) contain one Acute

and one Primary Care Trust, with operational and

employment responsibilities, but since 2001 they have

operated within a strategic framework drawn up by

the NHS Board. On 31 March 2004, Trusts will be

abolished and replaced by operating divisions of the

NHS Board (see also NHS Trust).

NHS operating On 1 April 2004, NHS Trusts in Scotland were replaced

division by NHS operating divisions. NHS operating divisions

are committees of an NHS Board, with schemes of

delegated authority setting out operational freedom for

the delivery of services. While they are successors to

the NHS Acute and Primary Care Trusts, they have no

separate legal identity from the NHS Board. See NHS

Board and NHS Trust.

NHS priorities The three national clinical priorities are mental health;

coronary heart disease and stroke; and cancer.

NHS QIS See NHS Quality Improvement Scotland.

NHS Quality NHS Quality Improvement Scotland is a statutory body,

Improvement established as a Special Health Board in January 2003.

Scotland Its role is to focus on improving the quality of patient

(NHS QIS) care and the health of patients. It will have a particular

emphasis on the quality of care and the patient

journey for vulnerable groups. Website:

www.nhshealthquality.org

NHS Trust NHS Trusts were organisations responsible for

providing a group of healthcare services for the local

population. An Acute Trust provided hospital services.

A Primary Care Trust provided primary

care/community health services. Mental health services

(both hospital- and community-based) were usually

provided by Primary Care Trusts. Since 2001, Trusts

operated within an overall framework drawn up by

their NHS Board. Trusts were dissolved on 31 March

2004, becoming operating divisions of the NHS Board.

See NHS Board and NHS operating division.
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NHSScotland The National Health Service in Scotland.

NMPDU See Nursing and Midwifery Practice Development Unit.

nurse A person who is specially trained to provide services

that are essential to or helpful in the promotion,

treatment, maintenance, and restoration of health and

well-being.

Nursing and NMPDU was set up in December 1999 in response to

Midwifery Practice the White Paper 'Designed to Care' (1997). The overall

Development Unit aim of the Unit was to ensure that practice/role

(NMPDU) development is taken forward across Scotland in a

consistent and cohesive way, so that benefits gained

from new practice in one area can be easily identified

and shared within the profession. On 1 January 2003,

NMPDU was merged with four other clinical

effectiveness bodies to create NHS Quality

Improvement Scotland. See NHS Quality Improvement

Scotland.

occupational The treatment of mental and physical health problems

therapy by encouraging people to participate in specific

activities that will help them to reach their maximum

level of function and independence in all aspects of

their daily life. An occupational therapist is a person

specially trained to provide such assessment and

treatment.

PAMs See professions allied to medicine.

patient A person who is receiving care or medical treatment. A

person who is registered with a doctor, dentist, or

other healthcare professional, and is treated by him/her

when necessary. Sometimes referred to as a user.

patient journey The pathway through the health services taken by the

patient (the person who is receiving treatment), and as

viewed by the patient.

PCRG See Primary Care Reference Group.

PCT Primary Care Trust. See NHS Trust and primary care.

peer review Review of a service by those with expertise and

experience in that service, either as a provider, user or

carer, but who are not involved in its provision in the

area under review. In the NHS Quality Improvement

Scotland approach, all members of a review team are

equal.
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Performance The method used within NHSScotland to measure the

Assessment performance of Trusts (see NHS Trust) and NHS

Framework (PAF) Boards against agreed indicators.

pharmacist A qualified professional who understands the nature

and effect of medicines and how they are produced

and used to prevent and treat illness, relieve symptoms

or assist in the diagnosis of disease. Pharmacists use

their expertise for the well-being and safety of users

and the public.

physician A specialist in medicine.

PiMS Patient Information Management System.

plan of care A written document which is developed with the user,

and which details the roles and responsibilities of all

individuals involved in the person's care and when

their care arrangements are to be reviewed. The plan

of care developed when a person is diagnosed with

schizophrenia is termed the initial plan of care. The

plan of care developed when a person is admitted to

hospital is termed the in-patient plan of care. The plan

of care developed when a person is discharged from

hospital is termed the discharge plan of care.

prescription A set of written instructions from a doctor to a

pharmacist regarding the preparation and dispensing of

a drug, etc for a particular patient. The term can also

be used to describe the drug, etc prescribed in this way,

or a set of written instructions for an optician stating

the type of lenses required to correct a patient's vision.

primary care The conventional first point of contact between a

patient and the NHS. This is the component of care

delivered to patients outside hospitals and is typically,

though by no means exclusively, delivered through

general practices. Primary care services are the most

frequently used of all services provided by the NHS.

Primary care encompasses a range of family health

services provided by family doctors, dentists,

pharmacists, optometrists and ophthalmic medical

practitioners.
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Primary Care The group was established to help the Clinical 

Reference Group Standards Board for Scotland (now NHS Quality

(PCRG) Improvement Scotland) ensure that the component of

care delivered to patients outside hospitals is included

in its standards, and to promote the accreditation of

general practices.

professions allied Healthcare professionals directly involved in the to

medicine (PAMs) provision of primary and secondary healthcare.

Includes several groups such as physiotherapists,

occupational therapists, dietitians, etc. Now called allied

health professionals (AHPs). See allied health

professions.

protocol A policy or strategy which defines appropriate action

in specific circumstances. Protocols may be national, or

agreed locally to take into account local requirements.

psychiatry A branch of medicine concerned with the diagnosis,

care and prevention of mental illnesses.

psychodynamic A psychological treatment which aims to help a person

psychotherapy talk about their thoughts and feelings so that they can

understand more about themselves and how they can

change things for the better.

psychological A range of skills, competencies and interventions based

interventions on identified psychological concepts and theory, which

have been acquired through training and maintained

through supervision. This type of service is provided

by a wide range of professionals, eg clinical/counselling

psychologists, counsellors, psychiatrists, specialist and

mental health nurses, psychotherapists, members of

primary care teams, social workers, voluntary

organisation workers with special skills, and a wide

range of other mental health and non-mental health

professionals working in a variety of services and

settings.

psychologist See clinical psychologist.

psychology The scientific study of human behaviour and the

corresponding mental processes.

psychosis A type of major mental illness associated with loss of

insight. The signs and symptoms of psychosis may

include hallucinations, delusions and agitated

behaviour. Episodes of psychosis may be short-lived or

recurring. Schizophrenia is one type of psychosis.
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qualitative Qualitative data can include personal evidence or

information statements, samples of documentation, and is presented

in non-numerical form.

quality assurance Improving performance and preventing problems 

(QA) through planned and systematic activities including

documentation, training and review.

Quality Assurance Document outlining the methods and procedures to be

Manual used in setting standards and reviewing services.

quantitative Quantitative information is data presented in numerical

information form.

rationale Scientific/objective reason for taking specific action.

referral The process whereby a patient is transferred from one

professional to another, usually for specialist advice

and/or treatment.

relapse The worsening of symptoms which a person is

experiencing, or the return of symptoms associated

with an illness.

respite A break from a person's normal routine, which can be

provided for the benefit of a user and/or carer. Periods

of respite can last from a few hours to a number of

weeks, and can be provided in a variety of settings.

review See peer review.

SAMH See Scottish Association for Mental Health.

schizophrenia A psychotic illness. It is a complex mental illness which

affects different people in different ways. The first

symptoms of schizophrenia usually develop in early

adulthood.

Scottish A voluntary body which: "aspires to be the leading

Association for provider of best practice services in communities

Mental Health throughout Scotland to people with mental health and  

(SAMH) related difficulties and to be the major strategic 

influencer in our field."

Scottish The Scottish Executive Health Department is 

Executive Health responsible for health policy and the administration of

Department NHSScotland. Website: www.show.scot.nhs.uk/sehd

(SEHD)
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Scottish Health The Scottish Health Advisory Service was an 

Advisory Service independent body, originally set up in 1970, and 

(SHAS) reporting to the First Minister. SHAS existed to help to

improve the quality of health service care and the

quality of life for people with a mental illness; people

with a learning disability or physical disability; and frail

older people. On 1 January 2003, SHAS was merged

with four other clinical effectiveness bodies to create

NHS Quality Improvement Scotland. See NHS Quality

Improvement Scotland.

Scottish SIGN was established in 1993 by the Academy of Royal

Intercollegiate Colleges and Faculties in Scotland, to sponsor and

Guidelines support the development of evidence-based clinical

Network (SIGN) guidelines for NHSScotland. Where a SIGN guideline

exists for a specialty or service for which NHS Quality

Improvement Scotland is setting standards, it will be

referenced. For further information relating to SIGN

guidelines or the methodology by which SIGN

guidelines are developed, contact: SIGN Secretariat,

Royal College of Physicians, 9 Queen Street, Edinburgh,

EH2 1JQ. Website: www.sign.ac.uk

secondary care Care provided in an acute sector setting. See acute

sector.

SEHD See Scottish Executive Health Department.

self-assessment Assessment of performance against standards by

individual/clinical team/NHS operating division/NHS

Board providing the service to which the standards are

related.

SHAS See Scottish Health Advisory Service.

side-effect An effect of treatment in addition to its desired

therapeutic effect. A side-effect is usually unpleasant

and unwanted.

SIGN See Scottish Intercollegiate Guidelines Network.

SIGN guideline Scottish Intercollegiate Guidelines Network guideline.

See guidelines and Scottish Intercollegiate Guidelines

Network.

SMR04 record The SMR04 record is used to collect information about

all in-patients and day cases admitted to and discharged

from mental health or learning disability specialties in

Scotland. This information is used for national and local

planning and a range of other applications.
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social inclusion Helping people to feel and be part of the society in

which they live.

social work Social work services provide advice and practical help

for problems resulting from social circumstances. A

social worker is a person who has obtained a

professional qualification in social work. A social

worker supports vulnerable people and their carers,

including people who have mental health problems,

with the aim of enhancing the quality of all aspects of

their daily lives.

Special Health The name given to Health Boards with a national

Board remit. These boards are focused on specific areas, eg

NHS Education for Scotland, or NHS Quality

Improvement Scotland. Special Health Boards match

regional NHS Boards in terms of administrative grading.

standard Agreed level of performance.

standard An overall statement of agreed performance.

statement

statutory Enacted by statute; depending on statute for its

authority as a statutory provision. Required by law.

symptom A reported feeling or observable physical sign of a

person’s condition that indicates a physical or

psychological abnormality.

team leader Senior clinician who leads a review team during visits

and plays a key role in drawing together the

assessments of all team members.

Trust See NHS Trust.

unified Board See NHS Board.

user A user (or service user) is a person who uses services,

eg a person with a diagnosis of schizophrenia who

uses health services. Some people do not identify with

the term ‘user’ and may instead prefer terms such as

‘patient’ or ‘client’.


