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North East and North Cumbria
Mental Health, Learning Disability and Autism Partnership




Hadrian (Kenneth Day Unit) - North East and Cumbria 
Adult Secure Services
Referral Form
	Please read prior to completing this documentation:  

Thank you for your enquiry.  The North East and Cumbria Adult Secure Services require information in order to proceed with referrals.  This is an agreed regional standard format for NHS England.  
While it is accepted that information may be provided in appended reports, please note that ALL fields (where applicable) on this form are mandatory and require an up-to-date clinical summary rather than referral to supplementary document(s).  
The access assessment service only accepts referrals from a consultant psychiatrist or their delegated clinician, who has assessed the patient in their current setting (eg. the local mental health unit or community setting) and who considers there is a clinical need for a referral to secure care.
Please note the service specification standards for assessment timescales are: 

48 hours for urgent referrals to be assessed. 

21 days for routine referrals to be assessed.

Please note ALL referrals will be reviewed and prioritised upon receipt. 
On completion please return to the following: 


For inpatient referrals please forward completed referral forms to:

securereferrals@nhs.net 

Contact: Admission and Discharge Coordinator on 01642 837512

Inpatient referral form  

Hadrian (Kenneth Day Unit) - North East and Cumbria Adult Secure Services  

All sections must be completed

	Reason for Referral 
	Please select one of the following options.  Failure to do so will result in the rejection of this referral

	

	National Code 
	National Code Definition 
	Guidance 
	√

	
	
	
	

	01
	(Suspected) First Episode Psychosis 
	Includes Schizophrenia 
	

	02
	Ongoing or Recurrent Psychosis 
	Includes Schizophrenia 
	

	03
	Bipolar disorder
	
	

	04
	Depression 
	
	

	05
	Anxiety 
	This include anxious away from care givers, anxious in social situations, anxious generally, panics, avoids going out, does not speak 
	

	06
	Obsessive compulsive disorder
	Includes: repetitive problematic behaviours, compelled to do or think things 
	

	07
	Phobias 
	Includes: avoids specific things 
	

	08
	Organic brain disorder 
	Includes dementia 
	

	09
	Drug and alcohol difficulties 
	
	

	10
	Unexplained physical symptoms 
	Includes somatoform disorders 
	

	11
	Post traumatic stress disorder 
	
	

	12
	Eating disorders
	
	

	13
	Perinatal mental health issues 
	
	

	14
	Personality disorders 
	
	

	15
	Self harm behaviours
	
	

	16
	Conduct disorders 
	Includes behavioural difficulties, poses risk to others, carer management of CYP behaviour 
	

	18
	In crisis 
	
	

	19
	Relationship difficulties 
	Includes family and peer relationship difficulties 
	

	20
	Gender discomfort issues 
	
	

	21
	Attachment difficulties 
	
	

	22
	Self care issues
	Includes medical care management, obesity, does not get toilet in time 
	

	23
	Adjustment to health issues 
	
	

	24
	Suspected Autism 
	
	

	25
	Diagnosed Autism 
	
	

	26 
	Neurodevelopment excluding autism
	
	

	27
	Preconception  perinatal MH
	
	


Demographic Information  

	Date of Referral 

	

	Urgent/Non Urgent (if urgent please include reason i.e. clinical, legal)

	

	Name including any aliases  

	

	Date of Birth

	

	Current Placement 

	

	Sex (Male/Female)

	

	Religion 

	

	Ethnic Group

	

	PARIS/RIO ID (if known)

	

	NHS Number

	

	GP

	

	CCG/GP Consortia Contact

	

	Diagnosis

	

	MHA section or other Detention Order

	

	Timescales of note eg. EDR

	

	Legal Status - 
Remand or sentenced?  Prospective release date.  Current charge or offence

	

	Last address including Postcode 

	

	Referrer’s Details (name, address, telephone number, designation, email)

	

	Responsible Local Authority (S117)

	


	Are the relevant commissioners aware of the referral?

	

	Local Care Coordinator (name, address, telephone number, designation, email)

	

	Consultant Psychiatrist/Responsible Clinician (name, address, telephone number, email)

	

	Next of Kin/Nearest Relative (name, address, telephone number)

	


Clinical Information  

	Other People and Agencies Involved (Nursing, Psychology, Social Work, OT, Speech and Language, Ministry of Justice Case Worker, Probation Officer, Solicitor)

	

	CARE & TREATMENT REVIEW (CTR)

	Please provide the date of last CTR meeting?
	

	If this is a new referral into Secure Inpatient Services, does the CTR panel support this referral? 

Please note that this referral will be delayed should the appropriate CTR documentation not be received. 
	Yes
 FORMCHECKBOX 

	No
 FORMCHECKBOX 


	Tick as appropriate
	Yes 
	No 

	Does the service user have a diagnosis of Learning Disability and/or Autism? (if no continue to “reason for referral/presenting problem (recent history)”
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Has a Community CTR been completed? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Did the Community CTR support the referral? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Date of Community CTR
	

	Name of Contact 
	

	Email/telephone
	

	Any relevant information:



	Has a Local Area Emergency Protocol meeting been completed?
	Yes 

 FORMCHECKBOX 

	No  FORMCHECKBOX 


	Date of Local Area Emergency Protocol meeting
	

	Name of Contact 
	

	Email/telephone 
	

	Any relevant information:

	HoNOS

	Please provide a copy of this patient’s last HoNOS

	

	REASON FOR REFERRAL/PRESENTING PROBLEM (RECENT HISTORY)

	

	ANY OTHER REFERRALS PAST OR PENDING

	

	OFFENCES INVOLVING CRIMINAL PROCEEDINGS 

	

	OFFENDING OR BEHAVIOURS NOT INVOLVING CRIMINAL PROCEEDINGS 

	

	IMPULSIVE BEHAVIOURS (e.g. alcohol/substance misuse, self harm) 

	

	RELEVANT PAST PSYCHIATRIC HISTORY AND MEDICAL HISTORY 

	

	DRUG AND ALCOHOL HISTORY 

	

	RISK HISTORY 

	

	PERSONAL AND/OR FAMILY HISTORY 

	

	VULNERABLE ADULT ISSUES 
	Yes/No

	

	CHILD PROTECTION ISSUES 
	Yes/No 

	

	OTHER SAFEGUARDING ISSUES 
	Yes/No 

	

	MAPPA INVOLVEMENT 

	Yes (please provide information)
	No (please tick) 

	Category - 
	

	Level - 
	

	Last review date - 
	

	Current risk management plan - 
	

	Local MAPPA Coordinator Contact (name) - 
	

	VICTIM ISSUES 
	Yes/No

	

	CURRENT MEDICATION 

	

	CURRENT MENTAL STATE 

	

	FORENSIC CASE MANAGEMENT ISSUES 

	What is the evidence of need for security?



	How has the service user responded to any period of supervision or increased security? 



	What is the service user’s understanding of the risk issues? 



	Please detail any recent use of restrictive interventions i.e. seclusion, rapid tranquilisation or physical interventions 

	

	Is the service user aware of this referral? 

	Yes/No

	Does the service user want carer/family involvement in assessment/care?  Please identify carer/family member(s)

	

	RISK TO ASSESSING TEAM 

	

	Are there any specific factors not mentioned that the referral team should consider if meeting with the person referred (e.g. location, racism, litigious behaviour, unsubstantiated allegations)? 

	


Please complete the following where applicable 
For service users with suspected or confirmed Learning Disability or Developmental Disorder / Autism / Asperger’s, please supply evidence.  

	What is the evidence of intellectual impairment? (eg. psychometric assessment) 

Please note that any assessment should be appended to this referral



	


	What is the evidence of deficit of adaptive functioning? 

(eg. disability living allowance, recent work history, type of residential setting etc)

Please note that any assessment should be appended to this referral 



	

	What is the evidence of developmental onset (eg. delayed developmental milestones, special school) 



	


For service users with suspected or confirmed Personality Disorder, please supply evidence.  
	Where is the evidence of disorder?

Please note that any assessment should be appended to this referral 
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