NAME:	ANDREW SHAW
DOB:	21/04/67
CHI:	2104673933

MDT:	2023

MDT: 09/01/2023

Patient Name: Andrew Shaw	
CHI: 2104673933
Named Person:  N/A
Primary Nurse: Katie Durcan 
RMO: Dr Steven	
MHO: Claire McCarrison
Community RMO: 	
FCPN: 
Care Provider: 	
Advocacy:
Community GP: 	
Delayed Discharge: 

LEGAL STATUS AND EXPIRY
Is the patient subject to MAPPA referral?  If yes, what level: No
Legal status and expiry date:	Compulsion Order – Expires 18/05/23
T2/T3 Expiry Date:  T3 expires 07/03/2025
Specified Persons: 
RES1 Expires: 05/02/23
RES3 Expires & Specific Restrictions: Revoked on 23.05.22
RES6 Expires & Specific Restrictions:					
Advance Statement Dated & Brief Summary:	No
Next CPA Date:	14/11/22

FINANCIAL & WELFARE INFORMATION
Is patient subject to AWI:	N/A
Is patient subject to Appointeeship:	N/A
Is patient subject to Guardianship:	N/A
Details of Current Benefits:	

PROCEDURAL SECURITY
Current Observation Level:	General
Personal Search:  0712//2022 – Nil found
Room Search:	07/12/2022 – Nil found
Verum or OFT Frequency:  OFT 22/11/22 - negative
Alcometer Testing:  09/09/21 – negative

RISK ASSESSMENT
Level 1 Risk Assessment (Avon & Wiltshire) Review Date: Completed: 08/11/22
Level 2 Risk Assessment (e.g. HCR 20) Review Date:	November 2022

CURRENT MENTAL STATE
Andy has received news this week that his brother has passed away which has affected Andy’s mood, appearing quieter in presentation at times and spending more time within his room. During interactions with staff however Andy continues to appear pleasant and appropriate. Continues to spend the majority of his time when in communal areas of ward with peer SMcG.

Andy’s mental health during the day has been reported as being stable however in the evening Andy often discusses with staff feelings of distress due to auditory hallucinations and frequently utilises PRN Lorazepam and Haloperidol. Andy also reports his sleep hygiene has been poor due to same. 

Andy had a tenancy visit on 04/01 with OT, the following day he stated he was going to accept the property. Andy left the ward on 05/01 for an overnight pass to spend time with his sister in law Meg. Returned without concern stating he enjoyed his time.

Shops access used on one occasion this week. No further concerns noted regarding Andy’s presentation.

1x1 interaction carried out with Andrew on 06/01/23 - Andy reported this week he was not great. He spoke about his brother passing away but did not wish to go in to detail about this. Andy rated his mood as four out of ten. Andy stated he would approach staff if needed or if he had any concerns. No suicidal thought or self-harm thoughts voiced.

Andy reported he continues to experience auditory hallucinations however he does gain benefit from utilising PRN medication when needed. Andy stated he has not been sleeping well recently but relates this to recent events. Andy stated the only concern he has is regarding his physical health and the pain in his knee, writer encouraged Andy to partake in light exercise. Andy does not have any issues currently regarding ward dynamics and remains happy with his current care and treatment. 

Andy was pleasant throughout interaction which was carried out within Andy’s side room.

PRESCRIBED MEDICATIONS
Regular Medication – including times and dosage:
E45 cream 4x daily-self administered 
Zerobase cream BD
Capasal Shampoo 0700-0900
Corsodyl dental gel 07.00-09.00, 22.00-24.00
Metformin MR 500mg @ 0700  
Atorvastatin 10mg nocte
Tamsulosin 400mg mane
Cholcalciferol 800units 0900
Sertraline 200mg @ 0700-0900
Aripiprazole 5mg 0700 
Paliperidone 150mg Monthly 
Procyclidine 5mg @0700 & 2200
Venlafaxine 150mg
Pregaaline 50mh nf

As Required Medication (PRN) – including times and dosage:
Lorazepam 1mg max daily
Ibuprofen 400mg max dose 1.2g/24hr
Ibuprofen Gel 5% top 3 in 24hrs
Zopiclone 7.5mg once in 24hours
Haloperidol 5mg max dose 15mg/24hr

MEDICATION MONITORING
High Dose Monitoring (include percentage of HDM): 116.67%. With PRN 166.67% Checked 08/01/23
Clozapine Monitoring:	N/A
Clozapine Assay Level:	N/A
Lithium Monitoring:	N/A
Side Effect Monitoring (e.g. LUNSERS): 
LUNSERS dated 01/11/22. Score of 33. See assessment for details.
BPRS- 23/07/22 SCORE 29
Score 2- emotional withdrawal, mannerisms and posturing, blunted affect
Score 3- hallucinatory behaviour
Score 4- anxiety, depressive mood
GASS – 33. Every day - Sleepy during the day, restlessness, drooling.

PHYSICAL HEALTH STATE
30/11/22 – Covid and flu vaccination given. 
Height – 173cm  
Weight – 164.5kg on 15/11/22 which is an increase of 4.5kg in 1 month.
BPRS- 23/07/22 SCORE 29
15/12/22 urinalysis NAD. 
15.12.22 Physiotherapy appointment.
Score 2- emotional withdrawal, mannerisms and posturing, blunted affect
Score 3- hallucinatory behaviour
Score 4- anxiety, depressive mood
30/11 – Covid and flu vaccination given. 
17/11/22 urinalysis NAD
Date of annual physical health check: 02/02/2022
Referrals / Appointments: N/A

PSYCHOLOGY
Current Intervention:  Trauma focused CBT 
Planned Intervention: Safety and stabilisation therapy with aim of trauma focussed work
CAT Formulation: Meeting has been held

GROUND ACCESS
Current Grounds Access: 3 x 30 minutes unescorted daily. 
Caird House Access: Escorted 

SUSPENSION OF DETENTION
Current Stage of SUS Plan and Next Review Date: 
2 x 60minutes to shops unescorted daily; Day pass if required
Perimeter Access: N/A
04/01/23 –tenancy view 10.10-11.00 shops 16.30-16.45
05/01/23 overnight pass 17.23- 06/01/23 10.20
Exclusion Zones: N/A

ACTIVITIES/THERAPIES
Andrew utilises his mobile phone, utilises grounds access

HOUSING/SOCIAL WORK INPUT 
House Identified: Housing application completed
Address: N/A	
Community Care Assessment to be completed:	N/A
Welfare Grant to be applied for:	N/A

FAMILY/CARER
Family/ Carer / other visitors in past week: Andrew enjoys visits from his friend Gerry
Family / carer requests or concerns: N/A

PATIENT ISSUES
Any issues or requests raised by patient: Andrew is looking for more SOD time unescorted, at the moment only has 3 x 30 mins shop access.
Does the Patient wish to attend the MDT meeting? YES

NURSING STAFF
Nursing staff to continue to offer Andy support and encouragement to integrate back into the community and for Andrew to engage in gentle exercise and ward activity.

OUTCOME / PLAN
Last week Dr Steven spoke with Andy about the tenancy to be offered – Housing Department are keen for Andy to sign missives for the tenancy the day after he viewed it.  Andy expressed concerns about conditions outside of tenancy and in the communal areas.  He was encouraged to accept the tenancy offer and could pursue private let if this did not work out.  Andy tried to contact Housing on Friday without success and will visit the Housing today.  Once he has signed the missives and has the keys then Dr Steven to draft 12-week transition plan and look at purchasing of furniture etc.    Dr Steven noted that Andy has a lot of social anxiety and struggles to be out in public spaces.  Started Pregabalin last week and to discontinue Venlafaxine and see if any benefits.  Noted that Andy’s stress and anxiety increase at night.

Kevin Jamieson asked if the FCMHT would provide follow-up for Andy if he was housed in Rutherglen.  Mark McElhinney advised that they do not cover this area but he would speak to Michael Hughes regarding input.  Noted that input could also be dependent upon GP when he is registered – nursing staff support to register with GP if tenancy accepted.

MDT: 16/01/2023

Patient Name: Andrew Shaw	
CHI: 2104673933
Named Person:  N/A
Primary Nurse: Katie Durcan 
RMO: Dr Steven	
MHO: Claire McCarrison
Community RMO: 	
FCPN: 
Care Provider: 	
Advocacy:
Community GP: 	
Delayed Discharge: 

LEGAL STATUS AND EXPIRY
Is the patient subject to MAPPA referral?  If yes, what level: No
Legal status and expiry date:	Compulsion Order – Expires 18/05/23
T2/T3 Expiry Date:  T3 expires 07/03/2025
Specified Persons: 
RES1 Expires: 05/02/23
RES3 Expires & Specific Restrictions: Revoked on 23.05.22
RES6 Expires & Specific Restrictions:					
Advance Statement Dated & Brief Summary:	No
Next CPA Date:	14/11/22

FINANCIAL & WELFARE INFORMATION
Is patient subject to AWI:	N/A
Is patient subject to Appointeeship:	N/A
Is patient subject to Guardianship:	N/A
Details of Current Benefits:	

PROCEDURAL SECURITY
Current Observation Level:	General
Personal Search:  0712//2022 – Nil found
Room Search:	07/12/2022 – Nil found
Verum or OFT Frequency:  OFT 22/11/22 - negative
Alcometer Testing:  09/09/21 – negative

RISK ASSESSMENT
Level 1 Risk Assessment (Avon & Wiltshire) Review Date: Completed: 08/11/22
Level 2 Risk Assessment (e.g. HCR 20) Review Date:	November 2022

CURRENT MENTAL STATE
Andy continues to appear quieter in presentation at times and spending more time within his room. Appearing facially flat however during interactions with staff he is reactive, pleasant and appropriate. Continues to spend the majority of his time when in communal areas of ward within the quiet room, attending for meals, and utilising SOD minimally. 

Andy’s mental health during the day has been reported as being stable however in the evening Andy often discusses with staff feelings of distress due to auditory hallucinations and frequently utilises PRN Lorazepam and Haloperidol. Andy also reports his sleep hygiene has been poor due to same however does appear to be asleep during hourly checks and is normally early to rise. 

11/01 Andy reported that peer MG has sent a screenshot of a news article detailing peer JJohn offences to peer DB. It has been reported that peer DB has then showed the screenshots to other peers. Andy stated that peer MG ‘stirs the pot’ in Iona and that they haven’t spoken much.

12/01 Andy visited by physio – no swelling in either leg. Discussed using static bike in gym for 5/10mins. Also identified Andy’s slip on sliders as a falls risk however he was not willing to change footwear.  

13/01 Andy voiced anxiety regarding discharge. Stated his business is being sold this week and cheque to be picked up. He also discussed moving to Ireland, advising he felt it would be a bad idea as he wants a quiet life and feels that he will get involved in trouble should he move to Ireland.  

 
1x1 interaction carried out with Andrew on 13/01/23  
Andy engaged appropriately throughout interaction, facially flat yet reactive at times. He reports no changes to his mood since last review, rating it as 4/10. Pleasant and appropriate throughout engagement. Rate, tone and rhythm normal. Andy reports good effect from PRN medication and agreed to approach staff should he feel a dip in his mood prior to needing PRN with the aim of exploring additional measures to improve mood. Appeared positive regarding future and tenancy advising that he liked that it was ‘out of the way’. Andy denied any thoughts, plans or intent of self-harm at this time. 
BPRS – 05/01/23 score 32

HADS – 14/5/21 – Score 6 for anxiety score 17 for depression

PRESCRIBED MEDICATIONS
Regular Medication – including times and dosage:
E45 cream 4x daily-self administered 
Zerobase cream BD
Capasal Shampoo 0700-0900
Corsodyl dental gel 07.00-09.00, 22.00-24.00
Metformin MR 500mg @ 0700  
Atorvastatin 10mg nocte
Tamsulosin 400mg mane
Cholcalciferol 800units 0900
Sertraline 200mg @ 0700-0900
Aripiprazole 5mg 0700 
Paliperidone 150mg Monthly 
Procyclidine 5mg @0700 & 2200
Venlafaxine 150mg
Pregabalin 50mh nf

As Required Medication (PRN) – including times and dosage:
Lorazepam 1mg max daily
Ibuprofen 400mg max dose 1.2g/24hr
Ibuprofen Gel 5% top 3 in 24hrs
Zopiclone 7.5mg once in 24hours
Haloperidol 5mg max dose 15mg/24hr

MEDICATION MONITORING
High Dose Monitoring (include percentage of HDM): 116.67%. With PRN 166.67% Checked 15/01/23
Clozapine Monitoring:	N/A
Clozapine Assay Level:	N/A
Lithium Monitoring:	N/A
Side Effect Monitoring (e.g. LUNSERS): 
LUNSERS dated 01/11/22. Score of 33. See assessment for details.
BPRS- 23/07/22 SCORE 29
Score 2- emotional withdrawal, mannerisms and posturing, blunted affect
Score 3- hallucinatory behaviour
Score 4- anxiety, depressive mood
GASS – 33. Every day - Sleepy during the day, restlessness, drooling.

PHYSICAL HEALTH STATE
30/11/22 – Covid and flu vaccination given. 
Height – 173cm  
Weight – 164.5kg on 15/11/22 which is an increase of 4.5kg in 1 month.
BPRS- 23/07/22 SCORE 29
15/12/22 urinalysis NAD. 
15/12/22 Physiotherapy appointment.
Score 2- emotional withdrawal, mannerisms and posturing, blunted affect
Score 3- hallucinatory behaviour
Score 4- anxiety, depressive mood
30/11 – Covid and flu vaccination given. 
17/11/22 urinalysis NAD
Date of annual physical health check: 02/02/2022
Referrals / Appointments: N/A

PSYCHOLOGY
Current Intervention:  Trauma focused CBT 
Planned Intervention: Safety and stabilisation therapy with aim of trauma focussed work
CAT Formulation: Meeting has been held

GROUND ACCESS
Current Grounds Access: 3 x 30 minutes unescorted daily. 
Caird House Access: Escorted 

SUSPENSION OF DETENTION
Current Stage of SUS Plan and Next Review Date: 
2 x 60minutes to shops unescorted daily; Day pass if required
Perimeter Access: N/A
09/01 housing 0930-1040
10/01 shop 1940-2000
Exclusion Zones: N/A

ACTIVITIES/THERAPIES
Andrew utilises his mobile phone.

HOUSING/SOCIAL WORK INPUT 
House Identified: Housing application completed
Address: N/A	
Community Care Assessment to be completed:	N/A
Welfare Grant to be applied for:	N/A

FAMILY/CARER
Family/ Carer / other visitors in past week: Andrew enjoys visits from his friend Gerry
Family / carer requests or concerns: N/A

PATIENT ISSUES
Any issues or requests raised by patient: NO
Does the Patient wish to attend the MDT meeting? YES

NURSING STAFF
Nursing staff to continue to offer Andy support and encouragement to integrate back into the community and for Andrew to engage in gentle exercise and ward activity.

OUTCOME / PLAN
Andrew has advised that his mental state is fairly stable during the day but requires PRN medication at night to help with anxiety etc.  

Dr Steven advised that physiotherapist has been out to review Andrew re his knee pain.    It was noted that Venlafaxine was reduced a few weeks ago and Pregabalin 25mgs morning and night was added.     Andrew has advised that he is feeling better since this medication change.     Dr Steven will have a further look at Andrew’s medication regime as it may need to be changed prior to his transition to community setting.

Kevin Jamieson advised that Andrew has the keys for his flat.     MHO has applied for Welfare Fund and provided management with a list of goods that Andrew will need prior to moving into accommodation.      Andrew has advised that he is happy to buy items for his flat.       A 12 week transition plan will be put in place for Andrew’s discharge to the community – it was noted that he will need a bed, fridge etc prior to transition plan commencing.     GP will also need to be sourced prior to discharge.  Andrew has advised that he is not going to attend his brother’s funeral.
Robert Turton advised that he reviewed Andrew last week.   During this discussion Andrew talked about his fears of transitioning towards community living.     Andrew is concerned about which community team he will be placed under as parts of Rutherglen come under Glasgow Health Board and others under Lanarkshire Health Board.    Dr Steven will try to find out if there is a Lanarkshire GP service in the areas near to Andrew’s tenancy.
   


MDT 23/01/23

Patient Name: Andrew Shaw	
CHI: 2104673933
Named Person:  N/A
Primary Nurse: Katie Durcan 
RMO: Dr Steven	
MHO: Claire McCarrison
Community RMO: 	
FCPN: 
Care Provider: 	
Advocacy:
Community GP: 	
Delayed Discharge: 

LEGAL STATUS AND EXPIRY
Is the patient subject to MAPPA referral?  If yes, what level: No
Legal status and expiry date:	Compulsion Order – Expires 18/05/23
T2/T3 Expiry Date:  T3 expires 07/03/2025
Specified Persons: 
RES1 Expires: 05/02/23
RES3 Expires & Specific Restrictions: Revoked on 23.05.22
RES6 Expires & Specific Restrictions:					
Advance Statement Dated & Brief Summary:	No
Next CPA Date:	14/11/22

FINANCIAL & WELFARE INFORMATION
Is patient subject to AWI:	N/A
Is patient subject to Appointeeship:	N/A
Is patient subject to Guardianship:	N/A
Details of Current Benefits:	

PROCEDURAL SECURITY
Current Observation Level:	General
Personal Search:  19/01/23 – Nil found
Room Search:	07/12/2022 – Nil found
Verum or OFT Frequency:  OFT 22/11/22 - negative
Alcometer Testing:  09/09/21 – negative

RISK ASSESSMENT
Level 1 Risk Assessment (Avon & Wiltshire) Review Date: Completed: 08/11/22
Level 2 Risk Assessment (e.g. HCR 20) Review Date:	November 2022

CURRENT MENTAL STATE
Andy appearing facially brighter since last review with interactions pleasant and appropriate. Continues to spend time between his side room and communal areas of ward and utilising SOD minimally. Attending dining room for meals and has enjoyed 2 overnight passes. Andy and peer SMcG counselled on ward policy prohibiting peers in each other’s bed space and have appeared to accept same. No inappropriate interaction was observed.

Andy’s mental health during the day has been reported as being stable however in the evening he continues to voice feelings of distress due to auditory hallucinations and frequently utilises PRN Lorazepam and Haloperidol. His mood has appeared brighter since last review and he has voiced optimism regarding future plans and discharge to tenancy. 

17/01 Andy advised that he had forgot to take his nocte medication whilst utilising pass to the Alona Hotel. He did remember to take Pregabalin though. Counselled on the importance of medication concordance and accepting of same.

18/01 Andy woke around 0300hrs requesting PRN for auditory hallucinations. Haloperidol 5mg and Lorazepam 1mg utilised – no overt distress noted however he remained awake until he left for another overnight pass at 1355hrs. Upon return to the ward 19/01 Andy advised that he had taken nocte medication the night before. He also stated that his business affairs are complete. 

 
1x1 interaction carried out with Andy on 22/01/23  

Andy appeared well kempt and offered good conversation, maintaining eye contact. He did appear agitated however when discussing mental health and tenancy. He spoke of his mental health being at a good level though still requires PRN at night due to distressing voices. He spoke of being pleased that his business is sold during recent overnights. He spoke of his concerns over what he will do for a living now. Writer encouraged Andy to concentrate on his recovery and managing his new tenancy. He reports no concerns over moving to new tenancy as he is aware there will be support in place, stating he only hoped the area was safe. No issues reported regarding medication regime, diet or sleep. He spoke of ‘keeping himself to himself’ on the ward stating that he felt the ward was the worst it had been in months due to certain peers however no elaboration offered. He is content with current care and treatment however did request more time within the local area so he could enjoy a sit down meal.    
BPRS – 05/01/23 score 32

HADS – 14/5/21 – Score 6 for anxiety score 17 for depression

PRESCRIBED MEDICATIONS
Regular Medication – including times and dosage:
E45 cream 4x daily-self administered 
Zerobase cream BD
Capasal Shampoo 0700-0900
Corsodyl dental gel 07.00-09.00, 22.00-24.00
Metformin MR 500mg @ 0700  
Atorvastatin 10mg nocte
tamsulosin 400mcg mane
Cholcalciferol 800units 0900
Aripiprazole 5mg 0700 
Paliperidone 150mg Monthly last given 28.09.22 next due 28.10.22
Procyclydine 5mg @0700 & 2200
Venlafaxine mr 75mg mane
Pregabalin 50mg @0700, 22.00
Acyclovir cream 1 app QDS

As Required Medication (PRN) – including times and dosage:
Lorazepam 1mg max daily 3mg
Ibuprofen 400mg max dose 1.2g/24hr
Haloperidol 5mg max dose 10mg/24hr
Paracetamol 1000mg oral (max dose 4000mg)

MEDICATION MONITORING
High Dose Monitoring (include percentage of HDM): 116.67%. With PRN 166.67% Checked 22/01/23
Clozapine Monitoring:	N/A
Clozapine Assay Level:	N/A
Lithium Monitoring:	N/A
Side Effect Monitoring (e.g. LUNSERS): 
LUNSERS dated 05/01/23. Score of 55. See assessment for details.
BPRS- 23/07/22 SCORE 29
Score 2- emotional withdrawal, mannerisms and posturing, blunted affect
Score 3- hallucinatory behaviour
Score 4- anxiety, depressive mood
GASS – 33. Every day - Sleepy during the day, restlessness, drooling.

PHYSICAL HEALTH STATE
30/11/22 – Covid and flu vaccination given. 
Height – 173cm  
Weight – 164.5kg on 15/11/22 which is an increase of 4.5kg in 1 month.
BPRS- 23/07/22 SCORE 29
15/12/22 urinalysis NAD. 
15/12/22 Physiotherapy appointment.
Score 2- emotional withdrawal, mannerisms and posturing, blunted affect
Score 3- hallucinatory behaviour
Score 4- anxiety, depressive mood
30/11 – Covid and flu vaccination given. 
17/11/22 urinalysis NAD
Date of annual physical health check: 02/02/2022
Referrals / Appointments: N/A

PSYCHOLOGY
Current Intervention:  Trauma focused CBT 
Planned Intervention: Safety and stabilisation therapy with aim of trauma focussed work
CAT Formulation: Meeting has been held

GROUND ACCESS
Current Grounds Access: 3 x 30 minutes unescorted daily. 
Caird House Access: Escorted 

SUSPENSION OF DETENTION
Current Stage of SUS Plan and Next Review Date: 
2 x 60minutes to shops unescorted daily; Day pass if required
Perimeter Access: N/A
16/01 – shops 1045-1145 overnight pass – 1445
17/01 – returned at 1145
18/01 – overnight pass 1355
20/01 – jobcentre 1220-1310
Exclusion Zones: N/A

ACTIVITIES/THERAPIES
Andrew utilises his mobile phone.

HOUSING/SOCIAL WORK INPUT 
House Identified: Housing application completed, house identified.
Address: N/A	
Community Care Assessment to be completed:	N/A
Welfare Grant to be applied for:	N/A

FAMILY/CARER
Family/ Carer / other visitors in past week: Andrew enjoys visits from his friend Gerry
Family / carer requests or concerns: N/A

PATIENT ISSUES
Any issues or requests raised by patient: Andy requesting longer local access to enjoy an occasional meal.
Does the Patient wish to attend the MDT meeting? YES

NURSING STAFF
Nursing staff to continue to offer Andy support and encouragement to integrate back into the community and for Andy to engage in gentle exercise and ward activity.

OUTCOME / PLAN
Andy’s mental health has remained unchanged since last review, but requires PRN at night for distressing voices.

Dr Steven advised that Andy is sounding more positive about his tenancy.     Dr Steven is not sure why he is hallucinating overnight, but it is noted that Andy keeps waking during the night.      Andy is currently prescribed Pregabalin at night, which helps alleviate symptoms, but if he stops medication hallucinations become worse.     Andy has advised that Pregabalin helps with his social anxiety.   Andy has stated that he will continue to avoid contact with criminal elements, and that is why he is not moving back to Ireland due to concerns re his brother’s alleged criminal activities.

Currently waiting on welfare fund money to purchase items for his flat e.g. white goods, bed etc.     Andy has advised that he is willing to help purchase items for his flat as well.     Once essential items in place a 12 week transition plan will be put in place for his move toward community living.

Maxine MacDougall will be asked to look into which GP Andy will be referred to – will it be a Lanarkshire or Glasgow GP.      Community RMO will be discussed once GP has been sourced.      Dr Steven advised that Glasgow Forensic Service will only take a patient if they are a CORO patient.    If Forensic team in Glasgow ill not take him on it is hoped that Glasgow CMHT will take Andy on to their case load.  Andy will be referred to appropriate services once GP is known.

Caroline Watson asked if Andy needed a support package in place prior to discharge.     It was noted that a Community Care Assessment has been complete and funding has been agreed – 6 hours per week.   It was noted that Andy does not need assistant with tenancy or care needs, but needs assistance with socialising and activities.        Dr Steven will liaise with MHO re Andy’s need for support.

Caroline Watson asked if Andy would move through to Gigha Ward prior to his discharge?   Dr Steven advised that the preference would be not to move Andy through to Gigha Ward, but if a bed on Iona Ward was needed then he could be transferred.



MDT 30/01/23

Patient Name: Andrew Shaw	
CHI: 2104673933
Named Person:  N/A
Primary Nurse: Katie Durcan 
RMO: Dr Steven	
MHO: Claire McCarrison
Community RMO: 	
FCPN: 
Care Provider: 	
Advocacy:
Community GP: 	
Delayed Discharge: 

LEGAL STATUS AND EXPIRY
Is the patient subject to MAPPA referral?  If yes, what level: No
Legal status and expiry date:	Compulsion Order – Expires 18/05/23
T2/T3 Expiry Date:  T3 expires 07/03/2025
Specified Persons: 
RES1 Expires: 05/02/23
RES3 Expires & Specific Restrictions: Revoked on 23.05.22
RES6 Expires & Specific Restrictions:					
Advance Statement Dated & Brief Summary:	No
Next CPA Date:	14/11/22

FINANCIAL & WELFARE INFORMATION
Is patient subject to AWI:	N/A
Is patient subject to Appointeeship:	N/A
Is patient subject to Guardianship:	N/A
Details of Current Benefits:	

PROCEDURAL SECURITY
Current Observation Level:	General
Personal Search:  19/01/23 – Nil found
Room Search:	19/01/23 – Nil found
Verum or OFT Frequency:  OFT 22/11/22 - negative
Alcometer Testing:  09/09/21 – negative

RISK ASSESSMENT
Level 1 Risk Assessment (Avon & Wiltshire) Review Date: Completed: 08/11/22
Level 2 Risk Assessment (e.g. HCR 20) Review Date:	November 2022

CURRENT MENTAL STATE
Andrew was feeling physically poorly at the start of the week, with a varying score his NEWs chart with his obs to be taken 3 times per day. However, after the first day Andy has often declined to have this done. Pregabalin was topped in case of possible sedation. Physical health appears to have improved over the weekend. 

Despite feeling poorly Andy has remained pleasant and appropriate during interactions but reduced presence in the ward due to feeling poorly. No signs of overt psychosis noted this week and no concerns raised regarding Andy’s mental state. 

Diet has been variable but no concerns regarding sleep or medication concordance.  
 
1x1 interaction carried out with Andrew on 26/01/23  
Andrew spoke of seeing the doctor and needing his NEWs taken 3 times per day but not wanting this to be done. He went on to say his memory has been poor recently, forgetting where he put things at times. Rated his mood as 2/10 but denies any thoughts of self-harm or suicidality. Andrew feels that his medications have been ineffective but denies experiencing any side effects at present. No concerns raised regarding current care and treatment. Poor eye contact throughout all though remained well-mannered and appropriate.     
BPRS – 05/01/23 score 32


HADS – 14/5/21 – Score 6 for anxiety score 17 for depression

PRESCRIBED MEDICATIONS
Regular Medication – including times and dosage:
E45 cream 4x daily-self administered 
Zerobase cream BD
Capasal Shampoo 0700-0900
Corsodyl dental gel 07.00-09.00, 22.00-24.00
Metformin MR 500mg @ 0700  
Atorvastatin 10mg nocte
tamsulosin 400mcg mane
Cholcalciferol 800units 0900
Aripiprazole 5mg 0700 
Paliperidone 150mg Monthly last given 28.09.22 next due 28.10.22
Procyclydine 5mg @0700 & 2200
Venlafaxine mr 75mg mane
Pregabalin 50mg @0700, 22.00
Acyclovir cream 1 app QDS

As Required Medication (PRN) – including times and dosage:
Lorazepam 1mg max daily 3mg
Ibuprofen 400mg max dose 1.2g/24hr
Haloperidol 5mg max dose 10mg/24hr
Paracetamol 1000mg oral (max dose 4000mg)

MEDICATION MONITORING
High Dose Monitoring (include percentage of HDM): 116.67%. With PRN 166.67% Checked 29/01/23
Clozapine Monitoring:	N/A
Clozapine Assay Level:	N/A
Lithium Monitoring:	N/A
Side Effect Monitoring (e.g. LUNSERS): 
LUNSERS dated 05/01/23. Score of 55. See assessment for details.
BPRS- 23/07/22 SCORE 29
Score 2- emotional withdrawal, mannerisms and posturing, blunted affect
Score 3- hallucinatory behaviour
Score 4- anxiety, depressive mood
GASS – 33. Every day - Sleepy during the day, restlessness, drooling.

PHYSICAL HEALTH STATE
Height – 173cm  
Weight – 164.0kg on 20/01/23.
Waterlow score 7 15/11/22
Must score 0 15/11/22
30/11 – Covid and flu vaccination given. 
12/01/22 urinalysis NAD. 
15.12.22 Physiotherapy appointment.
Date of annual physical health check: 02/02/2022
Referrals / Appointments: N/A

PSYCHOLOGY
Current Intervention:  Trauma focused CBT 
Planned Intervention: Safety and stabilisation therapy with aim of trauma focussed work
CAT Formulation: Meeting has been held

GROUND ACCESS
Current Grounds Access: 2 x 60 minutes unescorted daily. 
Caird House Access: Escorted 

SUSPENSION OF DETENTION
Current Stage of SUS Plan and Next Review Date: 
2 x 60minutes to shops unescorted daily; Day pass if required
Perimeter Access: N/A
24/1 - Esc Tenancy: 1400-1540
27/1 – Shops: 1725-1800Exclusion Zones: N/A

ACTIVITIES/THERAPIES
Andrew utilises his mobile phone.

HOUSING/SOCIAL WORK INPUT 
House Identified: Housing application completed, house identified.
Address: N/A	
Community Care Assessment to be completed:	N/A
Welfare Grant to be applied for:	N/A

FAMILY/CARER
Family/ Carer / other visitors in past week: Andrew enjoys visits from his friend Gerry
Family / carer requests or concerns: N/A

PATIENT ISSUES
Any issues or requests raised by patient: Andy requesting longer local access to enjoy an occasional meal.
Does the Patient wish to attend the MDT meeting? YES

NURSING STAFF
Nursing staff to continue to offer Andy support and encouragement to integrate back into the community and for Andy to engage in gentle exercise and ward activity.

OUTCOME / PLAN
Andrew’s mental state has been fairly stable since last review, but he has been spending more time within his room since last review.

Katie Durcan advised that fasting BM was taking this morning – level was 8.9.   A further BM will be taken again this afternoon.

 Pregabalin was stopped due to concerns last week.  Andrew complained off sore throat, red eyes etc last week – initial thought was viral infection.     It was noted that due to high BM and Andrew not feeling well last week that he should be checked for diabetes – will wait for blood results to come back before decision made.

Katie Durcan advised that she thinks Andrew will be able to register at the GP service at Rutherglen Health Centre.      It was noted that Maxine MacDougall (FCPN)  accompanied Andrew Rutherglen Health Centre last week to get him registered, but unsure if this was completed.
 
Update from Psychology – Engaged well in appointment this week.   Reported voices are louder at night time due to less distractions.   He plans to put rose essential oil on his pillow at night time to help sleep.  He is hurt by name calling from peers about his weight and states he is keeping away from others to avoid reacting to them.


MDT 06/02/23

Patient Name: Andrew Shaw	
CHI: 2104673933
Named Person:  N/A
Primary Nurse: Katie Durcan 
RMO: Dr Steven	
MHO: Claire McCarrison
Community RMO: 	
FCPN: 
Care Provider: 	
Advocacy:
Community GP: 	
Delayed Discharge: 

LEGAL STATUS AND EXPIRY
Is the patient subject to MAPPA referral?  If yes, what level: No
Legal status and expiry date:	Compulsion Order – Expires 18/05/23
T2/T3 Expiry Date:  T3 expires 07/03/2025
Specified Persons: 
RES1 Expires: 05/02/23
RES3 Expires & Specific Restrictions: Revoked on 23.05.22
RES6 Expires & Specific Restrictions:					
Advance Statement Dated & Brief Summary:	No
Next CPA Date:	14/11/22

FINANCIAL & WELFARE INFORMATION
Is patient subject to AWI:	N/A
Is patient subject to Appointeeship:	N/A
Is patient subject to Guardianship:	N/A
Details of Current Benefits:	

PROCEDURAL SECURITY
Current Observation Level:	General
Personal Search:  19/01/23 – Nil found
Room Search:	19/01/23 – Nil found
Verum or OFT Frequency:  OFT 22/11/22 - negative
Alcometer Testing:  09/09/22 – negative

RISK ASSESSMENT
Level 1 Risk Assessment (Avon & Wiltshire) Review Date: Completed: 09/01/23
Level 2 Risk Assessment (e.g. HCR 20) Review Date:	November 2022

CURRENT MENTAL STATE
Andy has maintained a low profile his week on the ward, however, been more evident than last week and physical health appears to have improved from last week also, attending to his ADL’s without concern. Andy has been utilising the ward quiet room spending time on his phone and engaging with fellow peer in this area or in the dining area whilst having a tea and a sandwich.  Andy continues to remain pleasant and appropriate during interaction

No signs of overt psychosis noted this week and no concerns raised regarding Andy’s mental state. 

Diet has been variable but no concerns regarding sleep or medication concordance.  

1x1 interaction carried out with Andrew on 03/02/2023 - 1x1 took place in Andy’s side room, Andy appearing unkempt, distracted and poor eye contact was evident throughout. Monosyllabic in responses and at times offering no response.
Andy described his mood as low, attributing to this to the recent loss of his brother and not being able to attend the funeral. Re-assurance and validation offered. Attempted to explore ways to improve his mood, suggesting, shopping for a cooking session and preparing a favourite meal, a walk around the park or going out for a meal of his choice. Andy unreceptive to same. He continues to voice auditory hallucinations which are prevalent at night, however advises that he is better equipped to cope with psychotic symptoms and utilises PRN of needed.

Andy was unable to describe how he felt physically in light of recent concerns over his physical health. NEWS 2, O2 – 95 and HR – 97bpm. Nurse spoke to Andy about increasing his level of activity and structure his day to improve mood, however have emphasised that he is in a period of mourning and to take the time to process recent events.

He did appear positive regarding tenancy and thinks it will be good for him. He attended to ADL’s following the discussion, PRN Haloperidol 5mg and lorazepam 1mg utilised and spent time on his phone. No issues with ward dynamics, and no intent to harm himself.

PRESCRIBED MEDICATIONS
Regular Medication – including times and dosage:
E45 cream 4x daily-self administered 
Zerobase cream BD
Capasal Shampoo 0700-0900
Corsodyl dental gel 07.00-09.00, 22.00-24.00
Metformin MR 500mg @ 0700  
Atorvastatin 10mg nocte
tamsulosin 400mcg mane
Cholcalciferol 800units 0900
Aripiprazole 5mg 0700 
Paliperidone 150mg monthly 
Procyclydine 5mg @0700 & 2200
Venlafaxine mr 75mg mane
Pregabalin 50mg @0700, 22.00
Acyclovir cream 1 app QDS

As Required Medication (PRN) – including times and dosage:
Lorazepam 1mg max daily 3mg
Ibuprofen 400mg max dose 1.2g/24hr
Haloperidol 5mg max dose 10mg/24hr
Paracetamol 1000mg oral (max dose 4000mg)

MEDICATION MONITORING
High Dose Monitoring (include percentage of HDM): 116.67%. With PRN 183.30% Checked 05/02/23
Clozapine Monitoring:	N/A
Clozapine Assay Level:	N/A
Lithium Monitoring:	N/A
Side Effect Monitoring (e.g. LUNSERS): 
LUNSERS dated 05/01/23. Score of 55. See assessment for details.
BPRS- 23/07/22 SCORE 29
Score 2- emotional withdrawal, mannerisms and posturing, blunted affect
Score 3- hallucinatory behaviour
Score 4- anxiety, depressive mood
GASS – 33. Every day - Sleepy during the day, restlessness, drooling.

PHYSICAL HEALTH STATE
Height – 173cm  
Weight – 164.0kg on 20/01/23.
Waterlow score 7 15/11/22
Must score 0 15/11/22
30/11 – Covid and flu vaccination given. 
12/01/22 urinalysis NAD. 
15.12.22 Physiotherapy appointment.
Date of annual physical health check: 02/02/2022
Referrals / Appointments: N/A

PSYCHOLOGY
Current Intervention:  Trauma focused CBT 
Planned Intervention: Safety and stabilisation therapy with aim of trauma focussed work
CAT Formulation: Meeting has been held

GROUND ACCESS
Current Grounds Access:30 minutes unescorted daily
Caird House Access: Escorted 

SUSPENSION OF DETENTION
Current Stage of SUS Plan and Next Review Date: 
2 x 60minutes to shops unescorted daily; Day pass if required
Perimeter Access: N/A
01/02 - Esc Tenancy: 14.25 -15.45 
Exclusion Zones:  None

ACTIVITIES/THERAPIES
Andrew utilises his mobile phone.

HOUSING/SOCIAL WORK INPUT 
House Identified: Housing application completed, house identified.
Address: N/A	
Community Care Assessment to be completed:	N/A
Welfare Grant to be applied for:	N/A

FAMILY/CARER
Family/ Carer / other visitors in past week: Andrew enjoys visits from his friend Gerry
Family / carer requests or concerns: N/A

PATIENT ISSUES
Any issues or requests raised by patient: Andy requesting longer local access to enjoy an occasional meal.
Does the Patient wish to attend the MDT meeting? YES

NURSING STAFF
Nursing staff to continue to offer Andy support and encouragement to integrate back into the community and for Andy to engage in gentle exercise and ward activity.

OUTCOME / PLAN
Nursing report concerns regarding Andrew’s physical health and he remains very overweight.  Andrew complained of feeling unwell and feeling lethargic with dizzy spells.  He also noted that he was getting more forgetful than usual.  Obs checked several times over last week.  Heart rate and oxygen levels slightly high.  Andrew advised to try to structure his day to try and improve his mood.  Using PRN Haloperidol and Lorazepam regularly to manage distress.   Pregablin discontinued. Andrew now saying that he is feeling a bit better physically and his mood has improved.  Positive about his discharge and tenancy.    Wait on welfare grant for furniture and furnishings.  Continue to encourage to improve activity levels.   Noted that it has only been just over a month since his brother died.  Andrew still has a brother in Ireland who provides support.  

Dr Turton noted that Andrew reported finding the ward dynamics difficult as people were speaking about his weight.  Andrew reports that he gets frustrated with ward dynamics.  Reassurance given and advised to approach staff for further support.



MDT – 13/02/23

PATIENT INFORMATION
Patient Name: Andrew Shaw	
CHI: 2104673933
Named Person:  N/A
Primary Nurse: Katie Durcan 
RMO: Dr Steven	
MHO: Claire McCarrison
Community RMO: 	
FCPN: 
Care Provider: 	
Advocacy:
Community GP: 	
Delayed Discharge: 

LEGAL STATUS AND EXPIRY
Is the patient subject to MAPPA referral?  If yes, what level: No
Legal status and expiry date:	Compulsion Order – Expires 18/05/23
T2/T3 Expiry Date:  T3 expires 07/03/2025
Specified Persons: 
RES1 Expires: 05/02/23
RES3 Expires & Specific Restrictions: Revoked on 23.05.22
RES6 Expires & Specific Restrictions:					
Advance Statement Dated & Brief Summary:	No
Next CPA Date:	20/02/23




FINANCIAL & WELFARE INFORMATION
Is patient subject to AWI:	N/A
Is patient subject to Appointeeship:	N/A
Is patient subject to Guardianship:	N/A
Details of Current Benefits:	

PROCEDURAL SECURITY
Current Observation Level:	General
Personal Search:  10/02/23 – Nil found
Room Search:	10/02/23 – Nil found
Verum or OFT Frequency:  OFT 22/11/22 - negative
Alcometer Testing:  09/09/22 – negative

RISK ASSESSMENT
Level 1 Risk Assessment (Avon & Wiltshire) Review Date: Completed: 09/01/23
Level 2 Risk Assessment (e.g. HCR 20) Review Date:	November 2022

CURRENT MENTAL STATE
Andrew continues to self-isolate within his side room, he has required encouragement and prompting to attend for meals however he has mostly declined same. Andrew has engaged with staff mostly on a needs led basis despite encouragement. Andrew continues to utilise his mobile phone within his side-room. Andrew’s mental health has appeared fragile at times and he has utilised PRN lorazepam 1mg and Haloperidol 5mg when in distress from auditory hallucinations. Andrew’s mood appears low and he has been facially flat, he has stated everything is happening at once and regarded this to his brothers passing and his new tenancy. Andrew has reported feeling physically unwell this week, stating he has experienced loose stools and fatigue. NEWS score of 2 recorded. Andrew has not utilised his time off the ward despite staff encouragement and support. Poor diet accepted, sleep pattern has been broken on a few occasions since his last review. Andrew was escorted to his tenancy on 10.02.23 to collect some paperwork, no concerns raised during this.

1:1 interaction carried out with Andrew on 03/02/2023 – 1:1 took place in Andy’s side room, Andy appearing unkempt, distracted and poor eye contact was evident throughout. Monosyllabic in responses and at times offering no response. Andy described his mood as low, attributing to this to the recent loss of his brother and not being able to attend the funeral. Re-assurance and validation offered. Attempted to explore ways to improve his mood, suggesting, shopping for a cooking session and preparing a favourite meal, a walk around the park or going out for a meal of his choice. Andy unreceptive to same. He continues to voice auditory hallucinations which are prevalent at night, however advises that he is better equipped to cope with psychotic symptoms and utilises PRN of needed. Andy was unable to describe how he felt physically in light of recent concerns over his physical health. NEWS 2, O2 – 95 and HR – 97bpm. Nurse spoke to Andy about increasing his level of activity and structure his day to improve mood, however have emphasised that he is in a period of mourning and to take the time to process recent events. He did appear positive regarding tenancy and thinks it will be good for him. He attended to ADL’s following the discussion, PRN Haloperidol 5mg and lorazepam 1mg utilised and spent time on his phone. No issues with ward dynamics, and no intent to harm himself.

PRESCRIBED MEDICATIONS
Regular Medication – including times and dosage:
E45 cream 4x daily-self administered 
Zerobase cream BD
Capasal Shampoo 0700-0900
Corsodyl dental gel 07.00-09.00, 22.00-24.00
Metformin MR 2g @ 0700  
Atorvastatin 10mg nocte
Tamsulosin 400mcg mane
Cholcalciferol 800units 0900
Aripiprazole 5mg 0700 
Paliperidone 150mg Monthly 
Procyclidine 5mg @0700 & 2200
Acyclovir cream 1 app QDS 



As Required Medication (PRN) – including times and dosage:
Lorazepam 1mg max daily 3mg
Ibuprofen 400mg max dose 1.2g/24hr
Haloperidol 5mg max dose 10mg/24hr
Paracetamol 1000mg oral (max dose 4000mg)
Betahistine 8mg (max dose 24mg/24hr)

MEDICATION MONITORING
High Dose Monitoring (include percentage of HDM): 116.67%. With PRN 183.33% Checked 12/02/23
Clozapine Monitoring:	N/A
Clozapine Assay Level:	N/A
Lithium Monitoring:	N/A
Side Effect Monitoring (e.g. LUNSERS): 
LUNSERS dated 05/01/23. Score of 55. See assessment for details.
BPRS- 23/07/22 SCORE 29
Score 2- emotional withdrawal, mannerisms and posturing, blunted affect
Score 3- hallucinatory behaviour
Score 4- anxiety, depressive mood
GASS – 33. Every day - Sleepy during the day, restlessness, drooling.

PHYSICAL HEALTH STATE
Height – 173cm  
Weight – 164.0kg on 20/01/23.
Waterlow score 7 15/11/22
Must score 0 15/11/22
30/11 – Covid and flu vaccination given. 
12/01/22 urinalysis NAD. 
15/12/22 Physiotherapy appointment.
Date of annual physical health check: 07/02/2022
Referrals / Appointments: N/A

PSYCHOLOGY
Current Intervention:  Trauma focused CBT 
Planned Intervention: Safety and stabilisation therapy with aim of trauma focussed work
CAT Formulation: Meeting has been held

GROUND ACCESS
Current Grounds Access:30 minutes unescorted daily
Caird House Access: Escorted 

SUSPENSION OF DETENTION
Current Stage of SUS Plan and Next Review Date: 
2 x 60minutes to shops unescorted daily; Day pass if required
Perimeter Access: N/A
10/02/23 - Escorted Tenancy: 11.25 -12.00 
Exclusion Zones:  None

ACTIVITIES/THERAPIES
Andrew utilises his mobile phone.

HOUSING/SOCIAL WORK INPUT 
House Identified: Housing application completed, house identified.
Address: N/A	
Community Care Assessment to be completed:	N/A
Welfare Grant to be applied for:	N/A

FAMILY/CARER
Family/ Carer / other visitors in past week: Andrew enjoys visits from his friend Gerry
Family / carer requests or concerns: N/A

PATIENT ISSUES
Any issues or requests raised by patient: Andy requesting longer local access to enjoy an occasional meal.
Does the Patient wish to attend the MDT meeting? YES

NURSING STAFF
Nursing staff to continue to offer Andy support and encouragement to integrate back into the community and for Andy to engage in gentle exercise and ward activity.

OUTCOME / PLAN
Nursing staff report that Andy complains about being very fatigued but can’t explain why. Dr Turton advised he did not attend his recent session which is very unlike him.  Dr MacFarlane explained he was very flat and had not shaved when she met with him last week. NEWs scores have been done and are within his normal range. Staff have been taking food up to his room again. Staff wonder if due to his Pregabilin and Venlafaxine being stopped this may be the cause for his fatigue. There has a lot been a lot going on for Andy recently so this may have had an effect. Staff to monitor and Dr Steven will visit him today. Dr Steven is considering prescribing Venlafaxine again. 

Andy’s Welfare grant has now come through. 





MDT 20/02/2023

PATIENT INFORMATION
Patient Name: Andrew Shaw	
CHI: 2104673933
Named Person:  N/A
Primary Nurse: Michael Martin 
RMO: Dr Steven	
MHO: Claire McCarrison
Community RMO: 	
FCPN: 
Care Provider: 	
Advocacy:
Community GP:  Maxine will identify GP 
Delayed Discharge: 

LEGAL STATUS AND EXPIRY
Is the patient subject to MAPPA referral?  If yes, what level: No
Legal status and expiry date:	Compulsion Order – Expires 18/05/23
T2/T3 Expiry Date:  T3 expires 07/03/2025
Specified Persons: 
RES1 Expires: 05/02/23
RES3 Expires & Specific Restrictions: Revoked on 23.05.22
RES6 Expires & Specific Restrictions:					
Advance Statement Dated & Brief Summary:	No
Next CPA Date:	20/02/23

FINANCIAL & WELFARE INFORMATION
Is patient subject to AWI:	N/A
Is patient subject to Appointeeship:	N/A
Is patient subject to Guardianship:	N/A
Details of Current Benefits:	

PROCEDURAL SECURITY
Current Observation Level:	General
Personal Search:  10/02/23 – Nil found
Room Search:	10/02/23 – Nil found
Verum or OFT Frequency:  OFT 22/11/22 - negative
Alcometer Testing:  09/09/22 – negative

RISK ASSESSMENT
Level 1 Risk Assessment (Avon & Wiltshire) Review Date: Completed: 09/01/23
Level 2 Risk Assessment (e.g. HCR 20) Review Date:	November 2022

CURRENT MENTAL STATE
Andrew had a visit from his MHO on 14.02.23. Andrew continues to self-isolate within his side room, he has required encouragement and prompting to attend for meals however he has mostly declined same. Andrew has engaged with staff mostly on a needs led basis despite encouragement. Andrew continues to utilise his mobile phone within his side-room. Very little activity from Andrew despite nursing staff giving encouragement and support. Andrew’s mental health has appeared fragile at times and he has utilised PRN lorazepam 1mg and Haloperidol 5mg when in distress from auditory hallucinations. On 15.02.23 some paranoid ideation voiced by Andrew, he approached staff to voice he thought people were talking about him, given reassurances from staff however PRN utilised at this time. Andrew’s mood appears low and he has been facially flat. Andrew has reported feeling physically unwell this week, stating he has experienced loose Lethargy and diarrhoea. Andrew has not utilised his time off the ward despite staff encouragement and support, he has attended Caird House for cooking session with OT. Poor diet accepted, sleep pattern has been broken on a few occasions since his last review. Andrew engaged with psychology this week on 15.02.23. 

Brief 1x1 interaction carried out with Andrew on 12/02/2023. Andrew has been noted to be self-isolating within his side-room and he has been declining 1x1 interactions with staff. Andrew reports feeling ‘fed-up’ and he would rather be discharged to his tenancy already. Andrew spoke about feeling physically unwell over the past few days, he complained of lethargy and diarrhoea and attributing recent self-isolation to this. Andrew appeared facially flat and subdued in manner. He was unreceptive to suggestions regarding raising his activity levels. Andrew reports no current thoughts, plan or intent to harm himself or others, no suicidal ideation voiced. Andrew denies any issues with ward dynamics. Andrew continues to report auditory hallucinations which cause him distress and agitation.

PRESCRIBED MEDICATIONS
Regular Medication – including times and dosage:
E45 cream 4x daily-self administered 
Zerobase cream BD
Capasal Shampoo 0700-0900
Corsodyl dental gel 07.00-09.00, 22.00-24.00
Metformin MR 2g @ 0700  
Atorvastatin 10mg nocte
Tamsulosin 400mcg mane
Cholcalciferol 800units 0900
Aripiprazole 5mg 0700 
Paliperidone 150mg Monthly 
Procyclidine 5mg @0700 & 2200
Acyclovir cream 1 app QDS 
As Required Medication (PRN) – including times and dosage:
Lorazepam 1mg max daily 3mg
Ibuprofen 400mg max dose 1.2g/24hr
Haloperidol 5mg max dose 10mg/24hr
Paracetamol 1000mg oral (max dose 4000mg)
Betahistine 8mg (max dose 24mg/24hr)





MEDICATION MONITORING
High Dose Monitoring (include percentage of HDM): 116.67%. With PRN 166.67% Checked 19/02/23
Clozapine Monitoring:	N/A
Clozapine Assay Level:	N/A
Lithium Monitoring:	N/A
Side Effect Monitoring (e.g. LUNSERS): 
LUNSERS dated 05/01/23. Score of 55. See assessment for details.
BPRS- 23/07/22 SCORE 29
Score 2- emotional withdrawal, mannerisms and posturing, blunted affect
Score 3- hallucinatory behaviour
Score 4- anxiety, depressive mood
GASS – 33. Every day - Sleepy during the day, restlessness, drooling.

PHYSICAL HEALTH STATE
Height – 173cm  
Weight – 164.0kg on 20/01/23.
Waterlow score 7 15/11/22
Must score 0 15/11/22
30/11 – Covid and flu vaccination given. 
12/01/22 urinalysis NAD. 
15/12/22 Physiotherapy appointment.
Date of annual physical health check: 07/02/2022
Referrals / Appointments: N/A

PSYCHOLOGY
Current Intervention:  Trauma focused CBT 
Planned Intervention: Safety and stabilisation therapy with aim of trauma focussed work
CAT Formulation: Meeting has been held

GROUND ACCESS
Current Grounds Access:30 minutes unescorted daily
Caird House Access: Escorted 

SUSPENSION OF DETENTION
Current Stage of SUS Plan and Next Review Date: 
2 x 60minutes to shops unescorted daily; Day pass if required
Perimeter Access: N/A
17/02/23 - shop: 0852-0905
18/02/23 – Tenancy 0800-1340
Exclusion Zones:  None

ACTIVITIES/THERAPIES
Andrew utilises his mobile phone.

HOUSING/SOCIAL WORK INPUT 
House Identified: Housing application completed, house identified.
Address: N/A	
Community Care Assessment to be completed:	N/A
Welfare Grant to be applied for:	N/A

FAMILY/CARER
Family/ Carer / other visitors in past week: Andrew enjoys visits from his friend Gerry
Family / carer requests or concerns: N/A

PATIENT ISSUES
Any issues or requests raised by patient: Andy requesting longer local access to enjoy an occasional meal.
Does the Patient wish to attend the MDT meeting? YES

NURSING STAFF
Nursing staff to continue to offer Andy support and encouragement to integrate back into the community and for Andy to engage in gentle exercise and ward activity.

OUTCOME / PLAN
Nursing staff report that Andrew has been down the last few weeks but that he is looking forward to discharge. 

Dr Steven advised Venlafaxine will be reintroduced this week. 

Delivery of furniture will be rearranged. Kevin Jamieson will assist Andrew with this. 



MDT 27/02/2023
PATIENT INFORMATION
Patient Name: Andrew Shaw	
CHI: 2104673933
Named Person:  N/A
Primary Nurse: Michael Martin 
RMO: Dr Steven	
MHO: Claire McCarrison
Community RMO: 	
FCPN: 
Care Provider: 	
Advocacy:
Community GP:  Maxine will identify GP 
Delayed Discharge: 

LEGAL STATUS AND EXPIRY
Is the patient subject to MAPPA referral?  If yes, what level: No
Legal status and expiry date:	Compulsion Order – Expires 18/05/23
T2/T3 Expiry Date:  T3 expires 07/03/2025
Specified Persons: 
RES1 Expires: 05/02/23
RES3 Expires & Specific Restrictions: Revoked on 23.05.22
RES6 Expires & Specific Restrictions:					
Advance Statement Dated & Brief Summary:	No
Next CPA Date:	20/02/23

FINANCIAL & WELFARE INFORMATION
Is patient subject to AWI: N/A
Is patient subject to Appointeeship: N/A
Is patient subject to Guardianship: N/A
Details of Current Benefits: TBC	

PROCEDURAL SECURITY
Current Observation Level:	General
Personal Search:  10/02/23 – Nil found
Room Search:	10/02/23 – Nil found
Verum or OFT Frequency:  OFT 22/11/22 - negative
Alcometer Testing:  09/09/22 – negative

RISK ASSESSMENT
Level 1 Risk Assessment (Avon & Wiltshire) Review Date: Completed: 09/01/23
Level 2 Risk Assessment (e.g. HCR 20) Review Date:	November 2022

CURRENT MENTAL STATE
Andrew continues to self-isolate within his side room, he has required encouragement and prompting to attend for meals however he has mostly declined same. Andrew has engaged with staff mostly on a needs led basis despite encouragement. Andrew continues to utilise his mobile phone within his side-room. Very little activity from Andrew despite nursing staff giving encouragement and support. Andrew’s mental health has appeared to improve since his last review, there have been no overt signs of psychosis, no reports of auditory hallucinations from Andrew, despite this Andrew’s mood continues to appear low and he remains facially flat. Andrew denies any current thoughts, plan or intent regarding suicidal ideation, harm to himself or harm to others. Dr Steven has recommenced Venlafaxine medication for low mood. Andrew’s CPA on 20/02/23 was cancelled as he does not require a CPA until his discharge date. Andrew has not utilised his time off the ward despite staff encouragement and support, he has attended Caird House for a cooking session with OT on 20/02/23. Poor diet accepted, sleep pattern has improved since his last review. Andrew engaged with the FCMHT on 23/02/23 regarding future care in the community.

Brief 1x1 interaction carried out with Andrew on 25/02/23. Andrew agreed to interaction however this was within his side room. Andrew appeared relaxed and settled, poor eye contact maintained. He did not appear distracted or preoccupied. Andrew voiced no concerns with his mental health, mood remains unchanged since commencement of Venlafaxine medication, however Andrew accepts this is just after a week. Andrew was optimistic regarding his discharge, he is happy to have most of his furniture insitue and is awaiting carpets. Andrew continues to voice some distress from auditory hallucinations, they continue to worsen at night, Andrew will seek out staff for support and utilise PRN medication when required. Andrew spoke about keeping himself to himself once discharged when exploring potential social network within the community. Andrew appearing unreceptive to pro-social community group support. Encouraged Andrew to utilise his time off the ward more often, suggesting lunch with peers or participating in the walking group. Andrew content with current care and treatment plan, no concerns raised regarding ward dynamics. Andrew denies any thoughts plan or intent regarding suicidal ideation self-harm or harm to others.

BPRS – 21/02/23 score 39
6= emotional withdrawal. Depressive mood. 4= blunted affect, hallucinatory behaviour. 3= somatic concern, anxiety. 2= uncooperativeness

HADS – 14/5/21 – Score 6 for anxiety score 17 for depression

PRESCRIBED MEDICATIONS
Regular Medication – including times and dosage:
E45 cream 4x daily-self administered 
Zerobase cream BD
Capasal Shampoo 0700-0900
Corsodyl dental gel 07.00-09.00, 22.00-24.00
Metformin MR 2g @ 0700  
Atorvastatin 10mg nocte
Tamsulosin 400mcg mane
Cholcalciferol 800units 0900
Aripiprazole 5mg 0700 
Paliperidone 150mg Monthly 
Procyclidine 5mg @0700 & 2200
Acyclovir cream 1 app QDS 

As Required Medication (PRN) – including times and dosage:
Lorazepam 1mg max daily 3mg
Ibuprofen 400mg max dose 1.2g/24hr
Haloperidol 5mg max dose 10mg/24hr
Paracetamol 1000mg oral (max dose 4000mg)
Betahistine 8mg (max dose 24mg/24hr)

MEDICATION MONITORING
High Dose Monitoring (include percentage of HDM): 116.67%. With PRN 166.67% Checked 26/02/23
Clozapine Monitoring:	N/A
Clozapine Assay Level:	N/A
Lithium Monitoring:	N/A
Side Effect Monitoring (e.g. LUNSERS): 
LUNSERS dated 05/01/23. Score of 55. See assessment for details.
BPRS- 23/07/22 SCORE 29
Score 2- emotional withdrawal, mannerisms and posturing, blunted affect
Score 3- hallucinatory behaviour
Score 4- anxiety, depressive mood
GASS – 33. Every day - Sleepy during the day, restlessness, drooling.

PHYSICAL HEALTH STATE
Height – 173cm  
Weight – 164.0kg on 20/01/23.
Waterlow score 7 15/11/22
Must score 0 15/11/22
30/11 – Covid and flu vaccination given. 
12/01/22 urinalysis NAD. 
15/12/22 Physiotherapy appointment.
Date of annual physical health check: 07/02/2022
Referrals / Appointments: N/A

PSYCHOLOGY
Current Intervention:  Trauma focused CBT 
Planned Intervention: Safety and stabilisation therapy with aim of trauma focussed work
CAT Formulation: Meeting has been held

GROUND ACCESS
Current Grounds Access:30 minutes unescorted daily
Caird House Access: Escorted 

SUSPENSION OF DETENTION
Current Stage of SUS Plan and Next Review Date: 
2 x 60minutes to shops unescorted daily; Day pass if required
Perimeter Access: N/A
22/02/23 – Tenancy 1235-1440Exclusion Zones:  None

ACTIVITIES/THERAPIES
Andrew utilises his mobile phone.

HOUSING/SOCIAL WORK INPUT 
House Identified: Housing application completed, house identified.
Address: N/A	
Community Care Assessment to be completed:	N/A
Welfare Grant to be applied for:	N/A

FAMILY/CARER
Family/ Carer / other visitors in past week: Andrew enjoys visits from his friend Gerry
Family / carer requests or concerns: N/A

PATIENT ISSUES
Any issues or requests raised by patient: Andy requesting longer local access to enjoy an occasional meal.
Does the Patient wish to attend the MDT meeting? YES

NURSING STAFF
Nursing staff to continue to offer Andy support and encouragement to integrate back into the community and for Andy to engage in gentle exercise and ward activity.

OUTCOME / PLAN
Andrew’s mental state has remained unchanged since last week, but his mood continues to be low.

Dr Steven advised that she will increase Andrew’s Venlafaxine to 150mgs this week.       Andrew will be encouraged to keep active and to leave the ward, at least once per day, for exercise and fresh air.      Dr Steven will review Andrew this week.       Andrew advised that he has asked for a one-hour slot to be allocated for his furniture to be delivered – no date/time for this has been advised.      Dr Steven will encourage Andrew to purchase soft furnishings for his flat.      It was noted that Andrew is currently not interested in buying items for his flat, it is believed he may have low mood due to his current level of Venlafaxine medication – it is hoped that once this has been increased that Andrew’s mood will increase and his anxiety levels will decrease.

Kevin Jamieson advised that he has also offered to support Andrew with purchasing items for his flat.

Dr Steven estimated that Andrew’s transition to the community would take around 12 weeks.    Andrew is noted to have said that he feels that the ward is his safe place.     Andrew has been advised that he needs to spend time in his tenancy to make this his new safe place.

MDT 06/03/23

Patient Name: Andrew Shaw	
CHI: 2104673933
Named Person:  N/A
Primary Nurse: Michael Martin 
RMO: Dr Steven	
MHO: Claire McCarrison
Community RMO: 	
FCPN: 
Care Provider: 	
Advocacy:
Community GP:  Maxine will identify GP 
Delayed Discharge: 

LEGAL STATUS AND EXPIRY
Is the patient subject to MAPPA referral?  If yes, what level: No
Legal status and expiry date:	Compulsion Order – Expires 18/05/23
T2/T3 Expiry Date:  T3 expires 07/03/2025
Specified Persons: 
RES1 Expires: 05/02/23
RES3 Expires & Specific Restrictions: Revoked on 23.05.22
RES6 Expires & Specific Restrictions:					
Advance Statement Dated & Brief Summary:	No
Next CPA Date:	20/02/23

FINANCIAL & WELFARE INFORMATION
Is patient subject to AWI: N/A
Is patient subject to Appointeeship: N/A
Is patient subject to Guardianship: N/A
Details of Current Benefits: TBC	

PROCEDURAL SECURITY
Current Observation Level:	General
Personal Search:  10/02/23 – Nil found
Room Search:	10/02/23 – Nil found
Verum or OFT Frequency:  OFT 22/11/22 - negative
Alcometer Testing:  09/09/22 – negative

RISK ASSESSMENT
Level 1 Risk Assessment (Avon & Wiltshire) Review Date: Completed: 09/01/23
Level 2 Risk Assessment (e.g. HCR 20) Review Date:	November 2022

CURRENT MENTAL STATE
Andrew has maintained a low profile on the ward this week spending long periods of time within his side room.  Andrew has required prompting and encouragement to attend for meals this week but has declined to attend on a number of occasions.  Andrew has appeared dishevelled and slightly unkempt on appearance.  Staff continue to encourage Andrew to attend to ADL’s.   Andrew has been pleasant during interactions with staff but continues to engage on a needs led basis.   Andrew continues to utilise his mobile phone within his side-room and spent a short period of time within day area socialising with peer SMcG on 03/03.  Andrew has utilised his SOD shops access on one occasion this week despite prompting and encouragement from staff to go for a walk or to the shops.  Andrew declined to attend ward walking group this week.  Andrew spent time at his tenancy on 28/02 for carpets to be delivered and fitted but carpet fitter did not turn up, Andrew made contact with carpet fitter, carpets due to be fitted late this month.  Andrew attended Caird House on 27/02 and participated in a meal preparation session with occupational therapy. There have been no overt signs of psychosis or distress although Andrew did report auditory hallucinations during 1:1 interaction, accepting of staff reassurance. Andrew’s mood continues to appear low and he remains facially flat. Andrew denies any current thoughts, plan or intent regarding suicidal ideation, harm to himself or harm to others.  No PRN medication utilised this week. Poor diet accepted, good sleep hygiene this week and all routine medication accepted.   




1: 1 Interaction carried out on 03/03/23

1:1 interaction with Andy to assess metal state and develop therapeutic rapport.  Interaction took place within the quiet room of the ward.   Andy was casually dressed, wearing a pair of shorts and flip flops.   He appeared distracted throughout the engagement with poor eye contact and restlessness.  Andy was able to converse with writer however his speech would occasionally reduce in volume making it difficult to hear what he was saying.  There was no delusional speech content evident throughout Andy’s interaction and he was able to demonstrate insight into his symptoms; Andy reported experiencing auditory hallucinations during his 1:1 interaction however was able to continue.  Andy spoke about his brother who’s recently deceased stating that his death had an impact on his mental health.  Andy said he has been thinking about the way his brother worked prior to his death describing him as “not in very good shape.” Andy also spoke about his business and the ongoing situation relating to financial matters, solicitors and business meetings which he described as “dragging on”.  Andy seemed to recognise that this situation was also affecting his mental health.  Andy reports that he has been managing his symptoms by sitting in the quiet room and counting the cars.  He said he felt medication only “worked” to a point and said that he prefers not to take PRN medication if he can help it.  Andy said he would prefer to move into his accommodation once the carpets are fitted but did not appear enthusiastic about the prospect.  Andy denies any suicidal ideation or thoughts of self-harm.

BPRS – 21/02/23 score 39
6= emotional withdrawal. Depressive mood. 4= blunted affect, hallucinatory behaviour. 3= somatic concern, anxiety. 2= uncooperativeness

HADS – 14/5/21 – Score 6 for anxiety score 17 for depression

PRESCRIBED MEDICATIONS
Regular Medication – including times and dosage:
E45 cream 4x daily-self administered 
Zerobase cream BD
Capasal Shampoo 0700-0900
Corsodyl dental gel 07.00-09.00, 22.00-24.00
Metformin MR 2g @ 0700  
Atorvastatin 10mg nocte
Tamsulosin 400mcg mane
Cholcalciferol 800units 0900
Aripiprazole 5mg 0700 
Paliperidone 150mg Monthly 
Procyclidine 5mg @0700 & 2200
Acyclovir cream 1 app QDS 

As Required Medication (PRN) – including times and dosage:
Lorazepam 1mg max daily 3mg
Ibuprofen 400mg max dose 1.2g/24hr
Haloperidol 5mg max dose 10mg/24hr
Paracetamol 1000mg oral (max dose 4000mg)
Betahistine 8mg (max dose 24mg/24hr)

MEDICATION MONITORING
High Dose Monitoring (include percentage of HDM): 116.67%. With PRN 166.67% Checked 05/03/23
Clozapine Monitoring:	N/A
Clozapine Assay Level:	N/A
Lithium Monitoring:	N/A
Side Effect Monitoring (e.g. LUNSERS): 
LUNSERS dated 05/01/23. Score of 55. See assessment for details.
BPRS- 23/07/22 SCORE 29
Score 2- emotional withdrawal, mannerisms and posturing, blunted affect
Score 3- hallucinatory behaviour
Score 4- anxiety, depressive mood
GASS – 33. Every day - Sleepy during the day, restlessness, drooling.

PHYSICAL HEALTH STATE
Height – 173cm  
Weight – 164.0kg on 20/01/23.
Waterlow score 7 20/01/23
Must score 0 20/01/23
30/11 – Covid and flu vaccination given. 
13/02/22 urinalysis NAD. 
15/12/22 Physiotherapy appointment.
Date of annual physical health check: 07/02/2022
Referrals / Appointments: N/A

PSYCHOLOGY
Current Intervention:  Trauma focused CBT 
Planned Intervention: Safety and stabilisation therapy with aim of trauma focussed work
CAT Formulation: Meeting has been held

GROUND ACCESS
Current Grounds Access:3 X 30 minutes unescorted daily
Caird House Access: Escorted 

SUSPENSION OF DETENTION
Current Stage of SUS Plan and Next Review Date: 
2 x 2 HOUR to shops unescorted daily; Day pass if required
Perimeter Access: N/A
28/02 Tenancy 1000-1910
03/03 shops 0930-0940, 1850-1905

ACTIVITIES/THERAPIES
Andrew utilises his mobile phone.

HOUSING/SOCIAL WORK INPUT 
House Identified: Housing application completed, house identified.
Address: N/A	
Community Care Assessment to be completed:	N/A
Welfare Grant to be applied for:	N/A

FAMILY/CARER
Family/ Carer / other visitors in past week: Andrew enjoys visits from his friend Gerry
Family / carer requests or concerns: N/A

PATIENT ISSUES
Any issues or requests raised by patient: Andy requesting longer local access to enjoy an occasional meal.
Does the Patient wish to attend the MDT meeting? YES

NURSING STAFF
Nursing staff to continue to offer Andy support and encouragement to integrate back into the community and for Andy to engage in gentle exercise and ward activity.

OUTCOME / PLAN
Andrew’s mental health has been variable since last review.

Dr Steven advised that Venlafaxine is being reintroduced to Andrew’s medication regime – dose increased last week and will be increased again this week to 225mgs and it is hoped that his will help alleviate symptoms of anxiety/stress within 3-4 weeks.     

It is hoped that Andrew’s tenancy will be habitable within the next few weeks (carpets are due to be fitted next week).

Robert Turton advised that Andrew had been frustrated that the carpet fitters had not arrived and that this had annoyed him.     Robert Turton is encouraging Andrew to be more active.         Andrew has stated that he still needs some items for his flat e.g. kettle, cutlery etc.       Andrew will be encouraged to look for these items and purchase them.  Andrew is noted to still be positive about moving into his accommodation.  It was noted that Andrew is still having issues around his brother’s death – Dr Steven asked if bereavement counselling could be commenced.   Robert Turton advised that this would normally be offered after around 6 months.       Robert advised that he could commence some work re psycho-education around bereavement.

Caroline Watson advised that the Community Team may be better able to assist Andrew in sourcing items for his flat.      It was noted that Andrew’s GP is in Rutherglen Health Centre and that this falls under Glasgow Health Board.      Dr Steven will complete a referral to Glasgow Services to transfer Andrew’s care.


    

MDT 13/03/23
PATIENT INFORMATION
Patient Name: Andrew Shaw	
CHI: 2104673933
Named Person:  N/A
Primary Nurse: Michael Martin 
RMO: Dr Steven	
MHO: Claire McCarrison
Community RMO: 	
FCPN: 
Care Provider: 	
Advocacy:
Community GP:  Maxine will identify GP 
Delayed Discharge: 

LEGAL STATUS AND EXPIRY
Is the patient subject to MAPPA referral?  If yes, what level: No
Legal status and expiry date:	Compulsion Order – Expires 18/05/23
T2/T3 Expiry Date:  T3 expires 07/03/2025
Specified Persons: 
RES1 Expires: 05/02/23
RES3 Expires & Specific Restrictions: Revoked on 23.05.22
RES6 Expires & Specific Restrictions:					
Advance Statement Dated & Brief Summary:	No
Next CPA Date:	20/02/23

FINANCIAL & WELFARE INFORMATION
Is patient subject to AWI: N/A
Is patient subject to Appointeeship: N/A
Is patient subject to Guardianship: N/A
Details of Current Benefits: TBC	

PROCEDURAL SECURITY
Current Observation Level:	General
Personal Search:  10/02/23 – Nil found
Room Search:	10/02/23 – Nil found
Verum or OFT Frequency:  OFT 23/02/23 - negative
Alcometer Testing:  09/09/22 – negative

RISK ASSESSMENT
Level 1 Risk Assessment (Avon & Wiltshire) Review Date: Completed: 09/01/23
Level 2 Risk Assessment (e.g. HCR 20) Review Date:	November 2022

CURRENT MENTAL STATE
Andrew continues to maintain a low profile on the ward this week however, more time spent within the quiet room and also attending dining hall for meals more frequently. Andrew still requires encouragement and prompting to attend for meals this week however. 

Andrew continues to be pleasant during interactions with staff however minimal conversation offered.   Andrew has spent time using his mobile phone within his side-room and periods of time spent within the quiet room socialising mostly with peer S. McG.  

Andrew has utilised his SOD shops access a number of times this week and also visited Morrisons with peer S. McG for breakfast.  

Andrew also spent time at his tenancy on two occasions this week.

There have been no overt signs of psychosis or distress although Andrew continues to report auditory hallucinations and agitation, PRN utilised on occasions for same. Andrew’s mood continues to appear low and he remains facially flat. 

Noted on 06/03/23 that Venlafaxine will be increased to 225mg though remains at 150mg.

1:1 with nursing staff on 07/03/23 - Interaction took place within his sideroom. Poor eye contact was given throughout the interaction with Andy appearing distracted throughout. 
Andy voiced feeling optimistic around his discharge, speaking of his carpets being fitted later this month and also that there would be a slow transition period to living in the community. Andy stated he was unfamiliar with the area he was moving to and it would take him time to get to know it. 
Andy continues to experience auditory hallucinations and reported these are keeping him awake at night. Andy counselled on distraction techniques, with Andy stating he finds listening to the traffic helpful. 
Andy reported he does not always like to utilise PRN medication as he does not always find it helpful and that they only work to a certain extent. 
Andy is happy with the current care and treatment he is receiving. No current thoughts of self-harm or suicide. No concerns voiced regarding ward dynamics. No delusional speech content evident. 

BPRS – 21/02/23 score 39
6= emotional withdrawal. Depressive mood. 4= blunted affect, hallucinatory behaviour. 3= somatic concern, anxiety. 2= uncooperativeness

HADS – 14/5/21 – Score 6 for anxiety score 17 for depression





PRESCRIBED MEDICATIONS
Regular Medication – including times and dosage:
E45 cream 4x daily-self administered 
Zerobase cream BD
Capasal Shampoo 0700-0900
Corsodyl dental gel 07.00-09.00, 22.00-24.00
Metformin MR 2g @ 0700  
Atorvastatin 10mg nocte
Tamsulosin 400mcg mane
Cholcalciferol 800units 0900
Aripiprazole 5mg 0700 
Paliperidone 150mg Monthly 
Procyclidine 5mg @0700 & 2200
Acyclovir cream 1 app QDS 

As Required Medication (PRN) – including times and dosage:
Lorazepam 1mg max daily 3mg
Ibuprofen 400mg max dose 1.2g/24hr
Haloperidol 5mg max dose 10mg/24hr
Paracetamol 1000mg oral (max dose 4000mg)
Betahistine 8mg (max dose 24mg/24hr)

MEDICATION MONITORING
High Dose Monitoring (include percentage of HDM): 116.67%. With PRN 166.67% Checked 12/03/23
Clozapine Monitoring:	N/A
Clozapine Assay Level:	N/A
Lithium Monitoring:	N/A
Side Effect Monitoring (e.g. LUNSERS): 
LUNSERS dated 05/01/23. Score of 55. See assessment for details.
BPRS- 23/07/22 SCORE 29
Score 2- emotional withdrawal, mannerisms and posturing, blunted affect
Score 3- hallucinatory behaviour
Score 4- anxiety, depressive mood
GASS – 33. Every day - Sleepy during the day, restlessness, drooling.

PHYSICAL HEALTH STATE
Height – 173cm  
Weight – 164.0kg on 20/01/23.
Waterlow score 7 20/01/23
Must score 0 20/01/23
30/11 – Covid and flu vaccination given. 
13/02/23 urinalysis NAD. 
15/12/22 Physiotherapy appointment.
Date of annual physical health check: 07/02/2023
Referrals / Appointments: N/A

PSYCHOLOGY
Current Intervention:  Trauma focused CBT 
Planned Intervention: Safety and stabilisation therapy with aim of trauma focussed work
CAT Formulation: Meeting has been held

GROUND ACCESS
Current Grounds Access:3 X 30 minutes unescorted daily
Caird House Access: Escorted 



SUSPENSION OF DETENTION
Current Stage of SUS Plan and Next Review Date: 
2 x 2 HOUR to shops unescorted daily; Day pass if required
Perimeter Access: N/A
Time out:
06/03 – Home visit with OT: 1245-13345. Shops: 1730-1740
07/03 – Shops: 1220-1230
09/03 – Esc Tenancy: 0940-1030. Shops: 1610-1620
10/03- shops 10.00-10.15

ACTIVITIES/THERAPIES
Andrew utilises his mobile phone.

HOUSING/SOCIAL WORK INPUT 
House Identified: Housing application completed, house identified.
Address: N/A	
Community Care Assessment to be completed:	N/A
Welfare Grant to be applied for:	N/A

FAMILY/CARER
Family/ Carer / other visitors in past week: Andrew enjoys visits from his friend Gerry
Family / carer requests or concerns: N/A

PATIENT ISSUES
Any issues or requests raised by patient: Andy requesting longer local access to enjoy an occasional meal.
Does the Patient wish to attend the MDT meeting? YES

NURSING STAFF
Nursing staff to continue to offer Andy support and encouragement to integrate back into the community and for Andy to engage in gentle exercise and ward activity.

OUTCOME / PLAN
Minor improvements in presentation observed. 

Venlafaxine will be reviewed by Dr Steven 

Kevin Jamieson reports that his tenancy is currently not ready for overnights yet. Kevin Jamieson recently accompanied Andy to his to check measurements for blinds. Andy will buy furniture when flooring is done. There have been problems with deliveries and they are taking a long time. The road in his street is very narrow which is causing problems.     



















MDT 20/03/2023

PATIENT INFORMATION
Patient Name: Andrew Shaw	
CHI: 2104673933
Named Person:  N/A
Primary Nurse: Michael Martin 
RMO: Dr Steven	
MHO: Claire McCarrison
Community RMO: 	
FCPN: 
Care Provider: 	
Advocacy:
Community GP:  Maxine will identify GP 
Delayed Discharge: 

LEGAL STATUS AND EXPIRY
Is the patient subject to MAPPA referral?  If yes, what level: No
Legal status and expiry date:	Compulsion Order – Expires 18/05/23
T2/T3 Expiry Date:  T3 expires 07/03/2025
Specified Persons: 
RES1 Expires: 05/02/23
RES3 Expires & Specific Restrictions: Revoked on 23.05.22
RES6 Expires & Specific Restrictions:					
Advance Statement Dated & Brief Summary:	No
Next CPA Date:	10/05/2023

FINANCIAL & WELFARE INFORMATION
Is patient subject to AWI: N/A
Is patient subject to Appointeeship: N/A
Is patient subject to Guardianship: N/A
Details of Current Benefits: TBC	

PROCEDURAL SECURITY
Current Observation Level:	General
Personal Search:  17/03/23 – Nil found
Room Search:	17/03/23 – Nil found
Verum or OFT Frequency:  OFT 23/02/23 - negative
Alcometer Testing:  09/09/22 – negative

RISK ASSESSMENT
Level 1 Risk Assessment (Avon & Wiltshire) Review Date: Completed: 09/01/23
Level 2 Risk Assessment (e.g. HCR 20) Review Date:	November 2022

CURRENT MENTAL STATE
Andrew’s mental health has remained stable since his last review. There have been no overt signs of psychosis, no evidence of distress or agitation, Andrew continues to suffer from auditory hallucinations however he is coping with these by utilising his distraction techniques. Andrew continues to state the voices are worse during the night, no evidence of distress during the night since his last review. Andrew continues to maintain a low profile on the ward, he socialises with select peers within the quiet room on occasion. Andrew requires prompting to attend the dining room for meals, no concerns regarding dietry intake however Andrew remains clinically obese, nursing staff continue to encourage some light exercise and short walks or time to the local shop. Andrew has visited his tenancy this week, he continues to await carpets which will be put down on 23.03.23. Andrew has spent an overnight in the local hotel to sort out his business arrangements, overnight medications given.

1: 1 Interaction carried out with Andrew on 14/03/23. Andrew stated he is doing okay in mood and denies any issues at present. Andrew continues to experience auditory hallucinations, he is managing these during the day, they continue to cause him some distress during the night. Andrew advised his carpets will be fitted soon in his tenancy, he also advised that all items that are financed are being accounted for, sold and his money will then be settled. Andrew is unsure how long this will take. Andrew has no concerns regarding his medication regime or his diet. Andrew displaying good humour and was pleasant throughout the interaction, enjoying conversing in relation to his tenancy and cars.
 

BPRS – 21/02/23 score 39
6= emotional withdrawal. Depressive mood. 4= blunted affect, hallucinatory behaviour. 3= somatic concern, anxiety. 2= uncooperativeness

HADS – 14/5/21 – Score 6 for anxiety score 17 for depression

PRESCRIBED MEDICATIONS
Regular Medication – including times and dosage:
E45 cream 4x daily-self administered 
Zerobase cream BD
Capasal Shampoo 0700-0900
Corsodyl dental gel 07.00-09.00, 22.00-24.00
Metformin MR 2g @ 0700  
Atorvastatin 10mg nocte
Tamsulosin 400mcg mane
Cholcalciferol 800units 0900
Aripiprazole 5mg 0700 
Paliperidone 150mg Monthly 
Procyclidine 5mg @0700 & 2200
Acyclovir cream 1 app QDS 
Venlafaxine 150 mg sustained release 7am.

As Required Medication (PRN) – including times and dosage:
Lorazepam 1mg max daily 3mg
Ibuprofen 400mg max dose 1.2g/24hr
Haloperidol 5mg max dose 10mg/24hr
Paracetamol 1000mg oral (max dose 4000mg)
Betahistine 8mg (max dose 24mg/24hr)

MEDICATION MONITORING
High Dose Monitoring (include percentage of HDM): 116.67%. With PRN 166.67% Checked 19/03/23
Clozapine Monitoring:	N/A
Clozapine Assay Level:	N/A
Lithium Monitoring:	N/A
Side Effect Monitoring (e.g. LUNSERS): 
LUNSERS dated 05/01/23. Score of 55. See assessment for details.
BPRS- 23/07/22 SCORE 29
Score 2- emotional withdrawal, mannerisms and posturing, blunted affect
Score 3- hallucinatory behaviour
Score 4- anxiety, depressive mood
GASS – 33. Every day - Sleepy during the day, restlessness, drooling.

PHYSICAL HEALTH STATE
Height – 173cm  
Weight – 164.0kg on 20/01/23.
Waterlow score 7 20/01/23
Must score 0 20/01/23
30/11 – Covid and flu vaccination given. 
13/02/23 urinalysis NAD. 
15/12/22 Physiotherapy appointment.
Date of annual physical health check: 07/02/2023
Referrals / Appointments: N/A

PSYCHOLOGY
Current Intervention:  Trauma focused CBT 
Planned Intervention: Safety and stabilisation therapy with aim of trauma focussed work
CAT Formulation: Meeting has been held

GROUND ACCESS
Current Grounds Access:3 X 30 minutes unescorted daily
Caird House Access: Escorted 

SUSPENSION OF DETENTION
Current Stage of SUS Plan and Next Review Date: 
2 x 2 HOUR to shops unescorted daily; Day pass if required
Perimeter Access: N/A
Time out:
14.03.23 shop 1915-1925
15.03.22 home visit 0815-0915
17.03.23 shop 0945-1000, local café 1045-1115, overnight pass 1400

ACTIVITIES/THERAPIES
Andrew utilises his mobile phone.

HOUSING/SOCIAL WORK INPUT 
House Identified: Housing application completed, house identified.
Address: N/A	
Community Care Assessment to be completed:	N/A
Welfare Grant to be applied for:	N/A

FAMILY/CARER
Family/ Carer / other visitors in past week: Andrew enjoys visits from his friend Gerry
Family / carer requests or concerns: N/A

PATIENT ISSUES
Any issues or requests raised by patient: Andy requesting longer local access to enjoy an occasional meal.
Does the Patient wish to attend the MDT meeting? YES

NURSING STAFF
Nursing staff to continue to offer Andy support and encouragement to integrate back into the community and for Andy to engage in gentle exercise and ward activity.

OUTCOME / PLAN
Minor improvements in presentation observed. 

Continue with current care and treatment plan. 

CTO3A will be processed in the near future.  



MDT 27/03/2023
Patient Name: Andrew Shaw	
CHI: 2104673933
Named Person:  N/A
Primary Nurse: Michael Martin 
RMO: Dr Steven	
MHO: Claire McCarrison
Community RMO: 	
FCPN: 
Care Provider: 	
Advocacy:
Community GP:  Maxine will identify GP 
Delayed Discharge: 

LEGAL STATUS AND EXPIRY
Is the patient subject to MAPPA referral?  If yes, what level: No
Legal status and expiry date:	Compulsion Order – Expires 18/05/23
T2/T3 Expiry Date:  T3 expires 07/03/2025
Specified Persons: 
RES1 Expires: 01/08/23
RES3 Expires & Specific Restrictions: Revoked on 23.05.22
RES6 Expires & Specific Restrictions:					
Advance Statement Dated & Brief Summary:	No
Next CPA Date:	10/05/2023

FINANCIAL & WELFARE INFORMATION
Is patient subject to AWI: N/A
Is patient subject to Appointeeship: N/A
Is patient subject to Guardianship: N/A
Details of Current Benefits: TBC	

PROCEDURAL SECURITY
Current Observation Level:	General
Personal Search:  17/03/23 – Nil found
Room Search:	17/03/23 – Nil found
Verum or OFT Frequency:  OFT 23/02/23 - negative
Alcometer Testing:  09/09/22 – negative

RISK ASSESSMENT
Level 1 Risk Assessment (Avon & Wiltshire) Review Date: Completed: 09/01/23
Level 2 Risk Assessment (e.g. HCR 20) Review Date:	November 2022

CURRENT MENTAL STATE
Andy’s presentation remains consistent with previous week. Andy appears settled on the ward and has offered no management issues this week. As per nursing notes, Staff have observed no overt psychotic features or agitation from Andy this week. However, Andy woke up at 0500 on the 22/3 complaining of distress due to auditory hallucinations. PRN 5mg haloperidol and 1mg lorazepam noted to have settling affect. No other PRN use this week and no further reports of distress from Andy. Continues to engage with peers/staff on the ward without issue. Sleep hygiene good and no concerns regarding dietary/fluid intake. Andy has also utilised shops access several times, also went on pass to his tenancy on the 21/3 for carpets to be fitted, no issues documented.

GP application form completed by nursing staff on the 23/3.

22/3- Psychology appointment with Rob. Andy discusses his recent trip to a hotel where he met his brother to ‘discuss business’. Andy rated his mood a ‘3/10’ but didn’t identify a trigger. Andy stated he spends time in his side room and also browses gumtree as ways to cope. Andy also denied any issues with peers, however did state he is keeping away from them and that ‘they can be bullies’. No specific information disclosed.


1: 1 Interaction carried out with Andrew on 25/3/23.

Andy presented as well kempt and was happy to engage with 1x1, although minimal eye contact throughout and he appeared agitated. Andy stated he had his carpets fitted this week, now requires blinds to be fitted. Also needing smaller items such as cutlery. Andy continuing to appear ambivalent about moving to his flat, stating ‘I just need to get on with it’. Andy also expressed worry regarding having to interact with old friends upon discharge. Reassurance given regarding notifying people he is comfortable with. Writer mentioned to Andy that it was good to see him in communal areas and more visible on the ward compared to previous weeks, Andy responded ‘things are just the same’. Andy also reported no change in mood since being on Venlafaxine. Andy stated he continues to experience auditory hallucinations and poor sleep hygiene.
BPRS – 21/03/23 score 31

5- hallucinatory behaviour. 
4- emotional withdrawal.
3- blunted affect, depressive mood.
2- anxiety, mannerisms and posturing.

HADS – 14/5/21 – Score 6 for anxiety score 17 for depression

PRESCRIBED MEDICATIONS
Regular Medication – including times and dosage:
E45 cream 4x daily-self administered 
Zerobase cream BD
Capasal Shampoo 0700-0900
Corsodyl dental gel 07.00-09.00, 22.00-24.00
Metformin MR 2g @ 0700  
Atorvastatin 10mg nocte
Tamsulosin 400mcg mane
Cholcalciferol 800units 0900
Aripiprazole 5mg 0700 
Paliperidone 150mg Monthly 
Procyclidine 5mg @0700 & 2200
Acyclovir cream 1 app QDS 
Venlafaxine 150 mg sustained release 7am.

As Required Medication (PRN) – including times and dosage:
Lorazepam 1mg max daily 3mg
Ibuprofen 400mg max dose 1.2g/24hr
Haloperidol 5mg max dose 10mg/24hr
Paracetamol 1000mg oral (max dose 4000mg)
Betahistine 8mg (max dose 24mg/24hr)

MEDICATION MONITORING
High Dose Monitoring (include percentage of HDM): 116.67%. With PRN 166.67% Checked 26/03/23
Clozapine Monitoring:	N/A
Clozapine Assay Level:	N/A
Lithium Monitoring:	N/A
Side Effect Monitoring (e.g. LUNSERS): 
LUNSERS dated 05/01/23. Score of 55. See assessment for details.
BPRS- 23/07/22 SCORE 29
Score 2- emotional withdrawal, mannerisms and posturing, blunted affect
Score 3- hallucinatory behaviour
Score 4- anxiety, depressive mood
GASS – 33. Every day - Sleepy during the day, restlessness, drooling.

PHYSICAL HEALTH STATE
Height – 173cm  
Weight – 164.0kg on 20/01/23.
Waterlow score 7 20/01/23
Must score 0 20/01/23
30/11 – Covid and flu vaccination given. 
13/02/23 urinalysis NAD. 
15/12/22 Physiotherapy appointment.
Date of annual physical health check: 07/02/2023
Referrals / Appointments: N/A

PSYCHOLOGY
Current Intervention:  Trauma focused CBT 
Planned Intervention: Safety and stabilisation therapy with aim of trauma focussed work
CAT Formulation: Meeting has been held

GROUND ACCESS
Current Grounds Access:3 X 30 minutes unescorted daily
Caird House Access: Escorted 

SUSPENSION OF DETENTION
Current Stage of SUS Plan and Next Review Date: 
2 x 2 HOUR to shops unescorted daily; Day pass if required
Perimeter Access: N/A
Time out:
20/3- shops 0800
21/3- shops 1330-1440.
22/3 shops 1645-1700.
23/3- shops 0815
25/3- shops 1445-1500.

ACTIVITIES/THERAPIES
Andrew utilises his mobile phone.

HOUSING/SOCIAL WORK INPUT 
House Identified: Housing application completed, house identified.
Address: N/A	
Community Care Assessment to be completed:	N/A
Welfare Grant to be applied for:	N/A

FAMILY/CARER
Family/ Carer / other visitors in past week: Andrew enjoys visits from his friend Gerry
Family / carer requests or concerns: N/A

PATIENT ISSUES
Any issues or requests raised by patient: Andy requesting longer local access to enjoy an occasional meal.
Does the Patient wish to attend the MDT meeting? YES

NURSING STAFF
Nursing staff to continue to offer Andy support and encouragement to integrate back into the community and for Andy to engage in gentle exercise and ward activity.

OUTCOME / PLAN
Andy’s mental state remains unchanged since last review and no management issues noted.

Dr Steven advised that Andy still has residual hallucinations and it was felt that these are linked to trauma, it was noted that PRN medication does not help with these hallucinations.   Dr Steven will speak to relevant CMHT team and negotiate with them to leave PRN medication available for Andy.   Dr Steven to ascertain which CMHT team Andy will be allocated to.

Andy’s house is nearly ready for his transition to the community, some small items are still needed for the flat.   Kevin Jamieson will be contacted and asked to check and see if the flat is ready for Andy to move in to.    An 8 week transition plan will be drawn up.

Dr Baboumian will update Compulsion Order.






MDT 03/04/23
Patient Name: Andrew Shaw	
CHI: 2104673933
Named Person:  N/A
Primary Nurse: Michael Martin 
RMO: Dr Steven	
MHO: Claire McCarrison
Community RMO: 	
FCPN: 
Care Provider: 	
Advocacy:
Community GP:  Maxine will identify GP 
Delayed Discharge: 

LEGAL STATUS AND EXPIRY
Is the patient subject to MAPPA referral?  If yes, what level: No
Legal status and expiry date:	Compulsion Order – Expires 18/05/23
T2/T3 Expiry Date:  T3 expires 07/03/2025
Specified Persons: 
RES1 Expires: 01/08/23
RES3 Expires & Specific Restrictions: Revoked on 23.05.22
RES6 Expires & Specific Restrictions:					
Advance Statement Dated & Brief Summary:	No
Next CPA Date:	10/05/2023

FINANCIAL & WELFARE INFORMATION
Is patient subject to AWI: N/A
Is patient subject to Appointeeship: N/A
Is patient subject to Guardianship: N/A
Details of Current Benefits: TBC	

PROCEDURAL SECURITY
Current Observation Level:	General
Personal Search:  17/03/23 – Nil found
Room Search:	17/03/23 – Nil found
Verum or OFT Frequency:  OFT 23/02/23 - negative
Alcometer Testing:  09/09/22 – negative

RISK ASSESSMENT
Level 1 Risk Assessment (Avon & Wiltshire) Review Date: Completed: 09/01/23
Level 2 Risk Assessment (e.g. HCR 20) Review Date:	November 2022

CURRENT MENTAL STATE
Andy’s presentation remains consistent with previous week. 

Andy has appeared settled on the ward and has offered no management issues this week. 

Staff have observed no overt psychotic features or agitation from Andy this week however Andy has utilised PRN Lorazepam and Haloperidol for same. This has mostly been at night, Andy reports hearing voices which are distressing and causes him to have broken sleep.

Engaging well with peers/staff on the ward without issue. Continues to be more evident within the ward socialising with select peers and appearing brighter in mood.

Shops access used this week as well as visits to his tenancy and an overnight to a hotel with his brother. Continues to organise his tenancy, blinds measured this week.

Requested staff take him to Rutherglen job centre for an appointment, due to ward dynamics this could not be facilitated with Andy deciding not to visit himself.

No concerns regarding dietary/fluid intake.

30/3/23 1:1 carried out with Andrew today to assess his mental health and build a therapeutic relationship. Andrew had recently returned from an overnight pass with his brother. He stated he was tired as the stayed up until 4.00am talking about businesses’. He stated his mental health is the same continues to hear auditory hallucinations and medication does not help. Andrew stated he still keeps in touch with his ex-wife and she has the family home. He has sold his business so she will be wanting money from him soon. He has a 28-year-old daughter who has her own family now but Andrew rarely keeps in contact. Andrew stated his flat is nearly ready for passes. Just waiting for blinds to be fitted and is going out today with OT to buy curtains etc. Andrew feels he is not ready for passes yet and feels his mental health remains poor. Denies any suicidal ideation plan or intent. Andy appeared settles, no distress noted. Good eye contact, speech rhythm and tone all at normal range. Smiling and joking throughout conversation. All care plans relevant.

BPRS – 21/03/23 score 31
5- hallucinatory behaviour. 
4- emotional withdrawal.
3- blunted affect, depressive mood.
2- anxiety, mannerisms and posturing.

HADS – 14/5/21 – Score 6 for anxiety score 17 for depression

PRESCRIBED MEDICATIONS
Regular Medication – including times and dosage:
E45 cream 4x daily-self administered 
Zerobase cream 0700, 1700
Capasal Shampoo 0700-0900
Corsodyl dental gel 07.00-09.00, 22.00-24.00
Metformin MR 2g @ 0700  
Atorvastatin 10mg 2200
tamsulosin 400mcg 0700
Cholcalciferol 800units 0700
Aripiprazole 5mg 0700 
Paliperidone 150mg Monthly 
Procyclydine 5mg @0700 & 2200
Aciclovir cream 1 app QDS 
Venlafaxine 225mg sustained release 7am.

As Required Medication (PRN) – including times and dosage:
Lorazepam 1mg max daily 3mg
Ibuprofen 400mg max dose 1.2g/24hr
Haloperidol 5mg max dose 10mg/24hr
Paracetamol 1000mg oral (max dose 4000mg)
Betahistine 8mg (max dose 24mg/24hr)

MEDICATION MONITORING
High Dose Monitoring (include percentage of HDM): 116.67%. With PRN 166.67% Checked 02/04/23
Clozapine Monitoring:	N/A
Clozapine Assay Level:	N/A
Lithium Monitoring:	N/A
Side Effect Monitoring (e.g. LUNSERS): 
LUNSERS dated 05/01/23. Score of 55. See assessment for details.
BPRS- 23/07/22 SCORE 29
Score 2- emotional withdrawal, mannerisms and posturing, blunted affect
Score 3- hallucinatory behaviour
Score 4- anxiety, depressive mood
GASS – 33. Every day - Sleepy during the day, restlessness, drooling.

PHYSICAL HEALTH STATE
Height – 173cm  
Weight – 164.0kg on 20/01/23.
Waterlow score 5 20/01/23
Must score 0 20/01/23
13/03/23 urinalysis NAD. 15/12/22 Physiotherapy appointment.
Date of annual physical health check: 07/02/2023
Referrals / Appointments: N/A

PSYCHOLOGY
Current Intervention:  Trauma focused CBT 
Planned Intervention: Safety and stabilisation therapy with aim of trauma focussed work
CAT Formulation: Meeting has been held

GROUND ACCESS
Current Grounds Access:3 X 30 minutes unescorted daily
Caird House Access: Escorted 

SUSPENSION OF DETENTION
Current Stage of SUS Plan and Next Review Date: 
2 x 2 HOUR to shops unescorted daily; Day pass if required
Perimeter Access: N/A
Time out:
27/3- tenancy 15.15-18.30
28/3- shops 08.00-08.35, 15.45-16.00
29/3 overnight pass 18.15- 30/03 10.30
30/3- tenancy 12.55-14.10
01/04- shops 15.00-15.20

ACTIVITIES/THERAPIES
Andrew utilises his mobile phone.

HOUSING/SOCIAL WORK INPUT 
House Identified: Housing application completed, house identified.
Address: N/A	
Community Care Assessment to be completed:	N/A
Welfare Grant to be applied for:	N/A

FAMILY/CARER
Family/ Carer / other visitors in past week: Andrew enjoys visits from his friend Gerry
Family / carer requests or concerns: N/A

PATIENT ISSUES
Any issues or requests raised by patient: Andy requesting longer local access to enjoy an occasional meal.
Does the Patient wish to attend the MDT meeting? YES

NURSING STAFF
Nursing staff to continue to offer Andy support and encouragement to integrate back into the community and for Andy to engage in gentle exercise and ward activity.

OUTCOME / PLAN
Andrew’s presentation remains unchanged since last review.

Dr Steven advised that an 8 week transition plan will be made for Andrew, but this can be extended if felt necessary.    Dr Steven advised that Andrew can have a 2 x day pass and one overnight this week, if he is unwilling to take an overnight pass he can have 3 x day passes instead (one pass to be at the weekend).  MHO advised that she is due to review Andrew at some point this week and to enquire whether Andrew has everything for his flat.      It was noted that Andrew’s blinds have still be fitted.

Kevin Jamieson advised that there are outstanding issues with the water supply.   Kevin Jamieson also advised that there is a privacy issue as Andrew’s blinds have not yet been fitted.  Kevin thinks that Andrew is hesitant about moving to the community.

Support package is in place.    Support staff will be asked to come and introduce themselves to Andrew.   Day and night passes to commence this week.

Dr Steven will fill out 2 pass scripts in case Andrew agrees to an overnight pass.


MDT 10/04/23
Patient Name: Andrew Shaw	
CHI: 2104673933
Named Person:  N/A
Primary Nurse: Michael Martin 
RMO: Dr Steven	
MHO: Claire McCarrison
Community RMO: 	
FCPN: 
Care Provider: 	
Advocacy:
Community GP:  Maxine will identify GP 
Delayed Discharge: 

LEGAL STATUS AND EXPIRY
Is the patient subject to MAPPA referral?  If yes, what level: No
Legal status and expiry date:	Compulsion Order – Expires 18/05/23
T2/T3 Expiry Date:  T3 expires 07/03/2025
Specified Persons: 
RES1 Expires: 01/08/23
RES3 Expires & Specific Restrictions: Revoked on 23.05.22
RES6 Expires & Specific Restrictions:					
Advance Statement Dated & Brief Summary:	No
Next CPA Date:	10/05/2023

FINANCIAL & WELFARE INFORMATION
Is patient subject to AWI: N/A
Is patient subject to Appointeeship: N/A
Is patient subject to Guardianship: N/A
Details of Current Benefits: TBC	

PROCEDURAL SECURITY
Current Observation Level:	General
Personal Search:  17/03/23 – Nil found
Room Search:	17/03/23 – Nil found
Verum or OFT Frequency:  OFT 23/02/23 - negative
Alcometer Testing:  09/09/22 – negative

RISK ASSESSMENT
Level 1 Risk Assessment (Avon & Wiltshire) Review Date: Completed: 09/01/23
Level 2 Risk Assessment (e.g. HCR 20) Review Date:	November 2022

CURRENT MENTAL STATE
Andrew’s mental health continues to appear stable, there have been no overt signs of psychosis, Andrew did report auditory hallucinations causing him some distress on 04.04.23 with night staff. Haloperidol 5mg and Lorazepam 1mg utilised with desired settling effect noted. There have been no other reports of psychotic symptoms or distress. Andrew’s mood has appeared stable with his rating this 7/10 at this time. Andrew continues to go to his tenancy, he is reluctant to utilise public transport and is being supported with this by OT and FCPN. Andrew’s physical health has not raised any concerns, he remains morbidly obese, Andrew reports he will lose weight once settled in the community. Andrew has mostly slept well overnight, he has been awake on two occasions at night, some reassurances and support given by nursing staff and Andrew has returned to sleep afterwards. 

1x1 interaction carried out with Andrew on 04.04.23. Andrew engaged at a good level, maintaining eye contact, speech congruent and normal in rate rhythm and tone. Andrew feels his mental health is okay although he continues to experience auditory hallucinations which can cause him distress and unrest. Mood appearing euthymic which he rates 7/10 at this time. No suicidal ideation, plan or intent, no thoughts of self harm or harm to others. Andrew is happy with his current care and treatment regime. Andrew is looking forward to spending more time at home with eventual discharge. No physical health concerns at this time. Andrew reports he will start to lose weight once discharged home. Andrew did state he needs time to adjust to community living and does not want his discharge process rushed.  Andrew reports he understands the legal rights and his detention order. . Compliant with all RES1 legislation.  Andrew feels supported by the team in Iona ward. 
BPRS – 21/03/23 score 31

5- hallucinatory behaviour. 
4- emotional withdrawal.
3- blunted affect, depressive mood.
2- anxiety, mannerisms and posturing.

HADS – 14/5/21 – Score 6 for anxiety score 17 for depression

PRESCRIBED MEDICATIONS
Regular Medication – including times and dosage:
E45 cream 4x daily-self administered 
Zerobase cream 0700, 1700
Capasal Shampoo 0700-0900
Corsodyl dental gel 07.00-09.00, 22.00-24.00
Metformin MR 2g @ 0700  
Atorvastatin 10mg 2200
tamsulosin 400mcg 0700
Cholcalciferol 800units 0700
Aripiprazole 5mg 0700 
Paliperidone 150mg Monthly 
Procyclydine 5mg @0700 & 2200
Aciclovir cream 1 app QDS 
Venlafaxine 225mg sustained release 7am.

As Required Medication (PRN) – including times and dosage:
Lorazepam 1mg max daily 3mg
Ibuprofen 400mg max dose 1.2g/24hr
Haloperidol 5mg max dose 10mg/24hr
Paracetamol 1000mg oral (max dose 4000mg)
Betahistine 8mg (max dose 24mg/24hr)

MEDICATION MONITORING
High Dose Monitoring (include percentage of HDM): 116.67%. With PRN 166.67% Checked 09/04/23
Clozapine Monitoring:	N/A
Clozapine Assay Level:	N/A
Lithium Monitoring:	N/A
Side Effect Monitoring (e.g. LUNSERS): 
LUNSERS dated 21/03/23. Score of 31
GASS – 33. Every day - Sleepy during the day, restlessness, drooling.

PHYSICAL HEALTH STATE
Height – 173cm  
Weight – 164.0kg on 20/01/23.
Waterlow score 5 20/01/23
Must score 0 20/01/23
13/03/23 urinalysis NAD. 
Date of annual physical health check: 07/02/2023
Referrals / Appointments: N/A

PSYCHOLOGY
Current Intervention:  Trauma focused CBT 
Planned Intervention: Safety and stabilisation therapy with aim of trauma focussed work
CAT Formulation: Meeting has been held

GROUND ACCESS
Current Grounds Access:3 X 30 minutes unescorted daily
Caird House Access: Escorted 

SUSPENSION OF DETENTION
Current Stage of SUS Plan and Next Review Date: 
2 x 2 HOUR to shops unescorted daily; Day pass if required
Perimeter Access: N/A
Time out:
04.04.23 shop 1720-1725.
05.04.23 shop 1655-1700.
06.04.23 tenancy 1025-1405
07.04.23 shop 1125-1145. Tenancy 1340-1630. 
08.04.23 shop 1320-1352

ACTIVITIES/THERAPIES
Andrew utilises his mobile phone.

HOUSING/SOCIAL WORK INPUT 
House Identified: Housing application completed, house identified.
Address: N/A	
Community Care Assessment to be completed:	N/A
Welfare Grant to be applied for:	N/A

FAMILY/CARER
Family/ Carer / other visitors in past week: Andrew enjoys visits from his friend Gerry
Family / carer requests or concerns: N/A

PATIENT ISSUES
Any issues or requests raised by patient: No
Does the Patient wish to attend the MDT meeting? YES

NURSING STAFF
Nursing staff to continue to offer Andy support and encouragement to integrate back into the community and for Andy to engage in gentle exercise and ward activity.

OUTCOME / PLAN
No MDT held due to Public Holiday


MDT 17/04/23
Patient Name: Andrew Shaw	
CHI: 2104673933
Named Person:  N/A
Primary Nurse: Michael Martin 
RMO: Dr Steven	
MHO: Claire McCarrison
Community RMO: 	
FCPN: 
Care Provider: 	
Advocacy:
Community GP:  Maxine will identify GP 
Delayed Discharge: 

LEGAL STATUS AND EXPIRY
Is the patient subject to MAPPA referral?  If yes, what level: No
Legal status and expiry date:	Compulsion Order – Expires 18/05/23
T2/T3 Expiry Date:  T3 expires 07/03/2025
Specified Persons: 
RES1 Expires: 01/08/23
RES3 Expires & Specific Restrictions: Revoked on 23.05.22
RES6 Expires & Specific Restrictions:					
Advance Statement Dated & Brief Summary:	No
Next CPA Date:	10/05/2023

FINANCIAL & WELFARE INFORMATION
Is patient subject to AWI: N/A
Is patient subject to Appointeeship: N/A
Is patient subject to Guardianship: N/A
Details of Current Benefits: TBC	

PROCEDURAL SECURITY
Current Observation Level:	General
Personal Search:  17/03/23 – Nil found
Room Search:	17/03/23 – Nil found
Verum or OFT Frequency:  OFT 23/02/23 - negative
Alcometer Testing:  09/09/22 – negative

RISK ASSESSMENT
Level 1 Risk Assessment (Avon & Wiltshire) Review Date: Completed: 09/01/23
Level 2 Risk Assessment (e.g. HCR 20) Review Date:	November 2022

CURRENT MENTAL STATE
Andrew’s mental health continues to appear stable, there have been no overt signs of psychosis, Andrew did report auditory hallucinations causing him some distress on 11/04/23 with night staff. Haloperidol 5mg and Lorazepam 1mg utilised with desired settling effect noted. There have been no other reports of psychotic symptoms or distress. Andrew’s mood has appeared stable with his rating this 6/10 at this time. Andrew declined to go to his tenancy this week and has not been since last review. Andrew’s physical health has not raised any concerns, Andrew had a urinalysis obtained and no abnormalities shown.  Andrew remains morbidly obese, with current BMI score of 54. Andrew continues to report he will lose weight once settled in the community. Andrew has mostly slept well overnight, he has been awake on two occasions at night, some reassurances and support given by nursing staff and Andrew has returned to sleep afterwards. 

1x1 interaction carried out with Andrew on 11.04.23. Andrew engaged at a good level, maintaining eye contact, speech congruent and normal in rate rhythm and tone. Andrew feels his mental health could be better in light of still experiencing auditory hallucinations and traumatic nightmares, no evidence of preoccupation or distraction. Mood appearing euthymic which he rates 6/10 at this time. No suicidal ideation, plan or intent, no thoughts of self-harm or harm to others. Andrew is happy with his current care and treatment regime. Andrew is looking forward to spending more time at home with eventual discharge. No physical health concerns at this time. Andrew reports he will start to lose weight once discharged home. Andrew did state he needs time to adjust to community living and feels his discharge plan is not long enough to help with his transition to community living. Reassurances given all supports will be in place for his discharge.     Andrew reports he understands the legal rights and his detention order.  Compliant with all RES1 legislation.  Andrew feels supported by the team in Iona ward. 
BPRS – 21/03/23 score 31

5- hallucinatory behaviour. 
4- emotional withdrawal.
3- blunted affect, depressive mood.
2- anxiety, mannerisms and posturing.

HADS – 14/5/21 – Score 6 for anxiety score 17 for depression

PRESCRIBED MEDICATIONS
Regular Medication – including times and dosage:
E45 cream 4x daily-self administered 
Zerobase cream 0700, 1700
Capasal Shampoo 0700-0900
Corsodyl dental gel 07.00-09.00, 22.00-24.00
Metformin MR 2g @ 0700  
Atorvastatin 10mg 2200
tamsulosin 400mcg 0700
Cholcalciferol 800units 0700
Aripiprazole 5mg 0700 
Paliperidone 150mg Monthly 
Procyclydine 5mg @0700 & 2200
Aciclovir cream 1 app QDS 
Venlafaxine 225mg sustained release 7am.

As Required Medication (PRN) – including times and dosage:
Lorazepam 1mg max daily 3mg
Ibuprofen 400mg max dose 1.2g/24hr
Haloperidol 5mg max dose 10mg/24hr
Paracetamol 1000mg oral (max dose 4000mg)
Betahistine 8mg (max dose 24mg/24hr)

MEDICATION MONITORING
High Dose Monitoring (include percentage of HDM): 116.67%. With PRN 166.67% Checked 16/04/23
Clozapine Monitoring:	N/A
Clozapine Assay Level:	N/A
Lithium Monitoring:	N/A
Side Effect Monitoring (e.g. LUNSERS): 
LUNSERS dated 21/03/23. Score of 31
GASS – 33. Every day - Sleepy during the day, restlessness, drooling.

PHYSICAL HEALTH STATE
Height – 173cm  
Weight – 164.0kg on 20/01/23.
Waterlow score 5 20/01/23
Must score 0 20/01/23
13/03/23 urinalysis NAD. 
Date of annual physical health check: 07/02/2023
Referrals / Appointments: N/A

PSYCHOLOGY
Current Intervention:  Trauma focused CBT 
Planned Intervention: Safety and stabilisation therapy with aim of trauma focussed work
CAT Formulation: Meeting has been held

GROUND ACCESS
Current Grounds Access:3 X 30 minutes unescorted daily
Caird House Access: Escorted 

SUSPENSION OF DETENTION
Current Stage of SUS Plan and Next Review Date: 
2 x 2 HOUR to shops unescorted daily; Day pass if required
Perimeter Access: N/A
Time out:
11/04/23 shop 1815-1825
12/04/23 shop 1350-1400
13/04/23 shop 1820-1825
14/04/23 OT 1325-1440

ACTIVITIES/THERAPIES
Andrew utilises his mobile phone.

HOUSING/SOCIAL WORK INPUT 
House Identified: Housing application completed, house identified.
Address: N/A	
Community Care Assessment to be completed:	N/A
Welfare Grant to be applied for:	N/A

FAMILY/CARER
Family/ Carer / other visitors in past week: Andrew enjoys visits from his friend Gerry
Family / carer requests or concerns: N/A

PATIENT ISSUES
Any issues or requests raised by patient: No
Does the Patient wish to attend the MDT meeting? YES

NURSING STAFF
Nursing staff to continue to offer Andy support and encouragement to integrate back into the community and for Andy to engage in gentle exercise and ward activity.

OUTCOME / PLAN
Andrew’s mental state continues to remain stable since last review.

Dr Steven asked if he had used any passes in the last 2 weeks?   Caroline Watson advised that he cancelled the pass to be present whilst his blinds were due to be fitted.       It was felt that Andrew may be trying to delay his discharge into the community.   Dr Steven will speak to him this week re his transition to the community and if he does not complete discharge plan he will be advised that he will just be discharged to the community without completion of full transition plan.

Kevin Jamieson advised that last pass was Good Friday.     Blinds were due to be fitted on Friday 14th April.      Andrew rearranged to get blinds fitted as he wanted Kevin to take him to Benefits Agency to sort out his finances.       Andrew is going to phone Emergency Repair Centre to ask for issues with his water to be resolved.  Andrew is also refusing to take bus to Rutherglen or taxi, he prefers to get staff to take him.

Andrew is now on Stage 2 of his SUS plan – he will have 2 day passes and 2 overnights to his tenancy this week.    Passes to be used to have his blinds fitted and issues around water resolved.  Dr Baboumian will complete pass scripts.

Dr Steven will ascertain which CMHT Andrew will be referred to and complete referral letter.









MDT 24/04/23

PATIENT INFORMATION
Patient Name: Andrew Shaw	
CHI: 2104673933
Named Person:  N/A
Primary Nurse: Michael Martin 
RMO: Dr Steven	
MHO: Claire McCarrison
Community RMO: 	
FCPN: 
Care Provider: 	
Advocacy:
Community GP:  Maxine will identify GP 
Delayed Discharge: 

LEGAL STATUS AND EXPIRY
Is the patient subject to MAPPA referral?  If yes, what level: No
Legal status and expiry date:	Compulsion Order – Expires 18/05/23
T2/T3 Expiry Date:  T3 expires 07/03/2025
Specified Persons: 
RES1 Expires: 01/08/23
RES3 Expires & Specific Restrictions: Revoked on 23.05.22
RES6 Expires & Specific Restrictions:					
Advance Statement Dated & Brief Summary:	No
Next CPA Date:	10/05/2023

FINANCIAL & WELFARE INFORMATION
Is patient subject to AWI: N/A
Is patient subject to Appointeeship: N/A
Is patient subject to Guardianship: N/A
Details of Current Benefits: TBC	

PROCEDURAL SECURITY
Current Observation Level:	General
Personal Search:  17/03/23 – Nil found
Room Search:	17/03/23 – Nil found
Verum or OFT Frequency:  OFT 23/02/23 - negative
Alcometer Testing:  09/09/22 – negative

RISK ASSESSMENT
Level 1 Risk Assessment (Avon & Wiltshire) Review Date: Completed: 09/01/23
Level 2 Risk Assessment (e.g. HCR 20) Review Date:	November 2022

CURRENT MENTAL STATE
Andrew’s mental health continues to appear stable, there have been no overt signs of psychosis. Appeared settled this week, engaging well with psychology and OT. Had a cooking session and bought household items for his flat. Went on pass to his tenancy on Thursday night and returned with no concerns. Friday was his 56th birthday which he appeared quiet in presentation however no signs of distress noted. Weight taken on the 20/4   and since January Andrew has lost nearly 10kg in weight. 

1:1 with nursing staff on 20/04/23 - Andrew stated his tenancy is ready and overnight passes are being commenced this week. Andrew stated to writer that he has been in Iona ward for two years now and his side room “provides a place to keep himself to himself”. Andrew stated his blinds have now been installed and his gas meter is sorted after previous tenants run up debt. Andrew denied any current issues with peers but stated you get dragged into politics even if you try and avoid it but Andrew never gave explanation of same. No side effects from current medication, did state he is a poor sleeper and early cups of tea with RMN KD helps. Stated his mood is fine but objectively appearing erythematic in mood. Reports he gets on well with patient’s RS and SM. No problematic/disturbed thoughts and denies any suicidal ideation or intent. Remained good eye contact and speech rhythm and tone all at normal range.

BPRS – 21/04/23 score 29
3- Anxiety, emotional withdrawn, depressive mood, hallucinatory behaviour.
2-Tension, mannerism and posturing, blunted affect.
HADS – 14/5/21 – Score 6 for anxiety score 17 for depression

PRESCRIBED MEDICATIONS
Regular Medication – including times and dosage:
E45 cream 4x daily-self administered 
Zerobase cream 0700, 1700
Capasal Shampoo 0700-0900
Corsodyl dental gel 07.00-09.00, 22.00-24.00
Metformin MR 2g @ 0700  
Atorvastatin 10mg 2200
Tamsulosin 400mcg 0700
Cholcalciferol 800units 0700
Aripiprazole 5mg 0700 
Paliperidone 150mg Monthly 
Procyclydine 5mg @0700 & 2200
Acyclovir cream 1 app QDS 
Venlafaxine 225mg sustained release 7am.

As Required Medication (PRN) – including times and dosage:
Lorazepam 1mg max daily 3mg
Ibuprofen 400mg max dose 1.2g/24hr
Haloperidol 5mg max dose 10mg/24hr
Paracetamol 1000mg oral (max dose 4000mg)
Betahistine 8mg (max dose 24mg/24hr)

MEDICATION MONITORING
High Dose Monitoring (include percentage of HDM): 116.67%. With PRN 166.67% Checked 23/04/23
Clozapine Monitoring:	N/A
Clozapine Assay Level:	N/A
Lithium Monitoring:	N/A
Side Effect Monitoring (e.g. LUNSERS): 
LUNSERS dated 21/03/23. Score of 31
GASS – 33. Every day - Sleepy during the day, restlessness, drooling.

PHYSICAL HEALTH STATE
Height – 173cm  
Weight – 154.3kg on 20/04/23.
Waterlow score 5 20/04/23
Must score 0 20/04/23
13/03/23 urinalysis NAD. 
Date of annual physical health check: 07/02/2023
Referrals / Appointments: N/A

PSYCHOLOGY
Current Intervention:  Trauma focused CBT 
Planned Intervention: Safety and stabilisation therapy with aim of trauma focussed work
CAT Formulation: Meeting has been held

GROUND ACCESS
Current Grounds Access:3 X 30 minutes unescorted daily
Caird House Access: Escorted 

SUSPENSION OF DETENTION
Current Stage of SUS Plan and Next Review Date: 
2 x 2 HOUR to shops unescorted daily; Day pass if required
Perimeter Access: N/A
Time out:
18.04.23 shop 0935-1030- escorted OT 13.30-16.50
20.04.23 shop 10.22-10.35 then overnight pass 1430
21.04.23 returned from pass at 12.35

ACTIVITIES/THERAPIES
Andrew utilises his mobile phone.

HOUSING/SOCIAL WORK INPUT 
House Identified: Housing application completed, house identified.
Address: 14 Hillhead Avenue, Rutherglen, Glasgow, G73 4NJ	
Community Care Assessment to be completed:	N/A
Welfare Grant to be applied for:	N/A

FAMILY/CARER
Family/ Carer / other visitors in past week: Andrew enjoys visits from his friend Gerry
Family / carer requests or concerns: N/A

PATIENT ISSUES
Any issues or requests raised by patient: No
Does the Patient wish to attend the MDT meeting? YES

NURSING STAFF
Nursing staff to continue to offer Andy support and encouragement to integrate back into the community and for Andy to engage in gentle exercise and ward activity.

OUTCOME / PLAN
No concerns raised regarding mental state with MDT in agreement that Andrew’s mental state is currently at optimal level. 

Kevin Jamieson explained Andrew continue to make comments suggesting he does not want to leave Iona ward. Kevin 
Informed staff that Andrew has given away his white goods and has not got blinds yet. Andrew has been giving different information to nursing staff. 

MDT discussed the above and are in agreement for transition plan to continue due to Andrews good mental state. 

Discharge date will be set to end of transition plan 

Dr Steven will ascertain which CMHT Andrew will be referred to and complete referral letter.

Dr Steven will contact Rutherglen staff to see if they can attend May CPA and if they can this will be treated as a discharge CPA. 

Kevin Jamieson will arrange for Maxine to visit Andrew at home. 



MDT 01/05/2023
Patient Name: Andrew Shaw	
CHI: 2104673933
Named Person:  N/A
Primary Nurse: Michael Martin 
RMO: Dr Steven	
MHO: Claire McCarrison
Community RMO: 	
FCPN: 
Care Provider: 	
Advocacy:
Community GP:  Maxine will identify GP 
Delayed Discharge: 

LEGAL STATUS AND EXPIRY
Is the patient subject to MAPPA referral?  If yes, what level: No
Legal status and expiry date:	Compulsion Order – Expires 18/05/23
T2/T3 Expiry Date:  T3 expires 07/03/2025
Specified Persons: 
RES1 Expires: 01/08/23
RES3 Expires & Specific Restrictions: Revoked on 23.05.22
RES6 Expires & Specific Restrictions:					
Advance Statement Dated & Brief Summary:	No
Next CPA Date:	10/05/2023

FINANCIAL & WELFARE INFORMATION
Is patient subject to AWI: N/A
Is patient subject to Appointeeship: N/A
Is patient subject to Guardianship: N/A
Details of Current Benefits: TBC	

PROCEDURAL SECURITY
Current Observation Level:	General
Personal Search:  17/03/23 – Nil found
Room Search:	17/03/23 – Nil found
Verum or OFT Frequency:  OFT 23/02/23 - negative
Alcometer Testing:  09/09/22 – negative

RISK ASSESSMENT
Level 1 Risk Assessment (Avon & Wiltshire) Review Date: Completed: 09/01/23
Level 2 Risk Assessment (e.g. HCR 20) Review Date:	November 2022

CURRENT MENTAL STATE
Andrew’s mental health continues to appear stable, with no changes to presentation and no overt signs of psychosis. Appeared settled this week, engaging well with psychology and OT. Andy went on pass to his tenancy with week with no concerns noted from same. Andy continues to spend most of his time in his side room but has gone to the shops on a few occasions this week. No concerns regarding diet, medication regime and sleep pattern remaining disjointed. 

1x1 – Andy spoke about his tenancy saying it is good order and has enjoyed his time out to the flat including overnights. Andy commented that his side room has been a quiet space to keep himself to himself. Andy stated he has no issues at present although said ‘you get dragged into politics, even if you try to stay away’ with no expansion on same. Andy reported having continued sleeping issues but finds sitting with RMN Durcan in the mornings relaxing. Stated his mood is fine and denied any suicidal ideation or thoughts of self-harm. 

BPRS – 21/04/23 score 29
3- Anxiety, emotional withdrawn, depressive mood, hallucinatory behaviour.
2-Tension, mannerism and posturing, blunted affect.



HADS – 14/5/21 – Score 6 for anxiety score 17 for depression

PRESCRIBED MEDICATIONS
Regular Medication – including times and dosage:
E45 cream 4x daily-self administered 
Zerobase cream BD
Capasal Shampoo 0700-0900
Corsodyl dental gel 07.00-09.00, 22.00-24.00
Metformin MR 2g @ 0700  
Atorvastatin 10mg nocte
Tamsulosin 400mcg mane
Cholcalciferol 800units 0900
Aripiprazole 5mg 0700 
Paliperidone 150mg Monthly 
Procyclidine 5mg @0700 & 2200
Acyclovir cream 1 app QDS 
Venlafaxine 150 mg sustained release 7am.

As Required Medication (PRN) – including times and dosage:
Lorazepam 1mg max daily 3mg
Ibuprofen 400mg max dose 1.2g/24hr
Haloperidol 5mg max dose 10mg/24hr
Paracetamol 1000mg oral (max dose 4000mg)
Betahistine 8mg (max dose 24mg/24hr)

MEDICATION MONITORING
High Dose Monitoring (include percentage of HDM): 116.67%. With PRN 166.67% Checked 30/04/23
Clozapine Monitoring:	N/A
Clozapine Assay Level:	N/A
Lithium Monitoring:	N/A
Side Effect Monitoring (e.g. LUNSERS): 
LUNSERS dated 21/03/23. Score of 31.
GASS – 33. Every day - Sleepy during the day, restlessness, drooling.

PHYSICAL HEALTH STATE
Height – 173cm  
Weight – 154.3kg on 20/04/23.
Waterlow score 5 20/04/23
Must score 0 20/04/23
13/04/23 urinalysis NAD. 
15/12/22 Physiotherapy appointment.
Date of annual physical health check: 07/02/2023
Referrals / Appointments: N/A

PSYCHOLOGY
Current Intervention:  Trauma focused CBT 
Planned Intervention: Safety and stabilisation therapy with aim of trauma focussed work
CAT Formulation: Meeting has been held

GROUND ACCESS
Current Grounds Access:3 X 30 minutes unescorted daily
Caird House Access: Escorted 

SUSPENSION OF DETENTION
Current Stage of SUS Plan and Next Review Date: 
2 x 2 hours to shops unescorted daily; Day pass or overnight pass if required
Perimeter Access: N/A
Time out:
24/4 – Shops: 1000-1010. Shops: 1910-1920
25/4 – Shops: 1815-1825
26/4 – Overnight: 1220
27/4 – return from overnight

ACTIVITIES/THERAPIES
Andrew utilises his mobile phone.

HOUSING/SOCIAL WORK INPUT 
House Identified: Housing application completed, house identified.
Address: N/A	
Community Care Assessment to be completed:	N/A
Welfare Grant to be applied for:	N/A

FAMILY/CARER
Family/ Carer / other visitors in past week: Andrew enjoys visits from his friend Gerry
Family / carer requests or concerns: N/A

PATIENT ISSUES
Any issues or requests raised by patient: Nil noted
Does the Patient wish to attend the MDT meeting? YES

NURSING STAFF
Nursing staff to continue to offer Andy support and encouragement to integrate back into the community and for Andy to engage in gentle exercise and ward activity.

OUTCOME / PLAN
Andrew’s mental state has remained stable since last review.

Andrew has had 2 overnight passes to his tenancy and no issues were noted by nursing staff upon his return.

Dr Steven advised that Andrew will have 3 overnights this week and 2 days passes – same time out for following week.  Dr Baboumian has completed necessary pass scripts for Andrew.   Nursing staff will speak to Andrew and ascertain which days he will be going out on overnight pass.

CPA meeting has been scheduled for Wednesday 10th May 2023.

Dr Steven has completed a referral letter for Rutherglen CMHT (Eastvale Resource Centre).   Dr Steven has already spoken to Rutherglen CMHT and they have advised that they will be his responsible CMHT provider.    Dr Steven has asked that they attend next CPA meeting – to date no response has been given to this request.   Off note: referral letter was forwarded to Rutherglen CMHT today (01/05/23) by admin staff.

Robert Turton advised that HCR20 is in the process of being updated.     Robert Turton met with Andrew last week and he agreed to take part in risk review interview to discuss completion of this document.  Robert Turton is due to meet with Andrew this afternoon (01/05/23).     Robert Turton to set date for risk review meeting.



MDT 08/05/23














MDT 15/05/2023

PATIENT INFORMATION
Patient Name: Andrew Shaw	
CHI: 2104673933
Named Person:  N/A
Primary Nurse: Michael Martin 
RMO: Dr Steven	
MHO: Claire McCarrison
Community RMO: 	
FCPN: 
Care Provider: 	
Advocacy:
Community GP:  Maxine will identify GP 
Delayed Discharge: 

LEGAL STATUS AND EXPIRY
Is the patient subject to MAPPA referral?  If yes, what level: No
Legal status and expiry date:	Compulsion Order – Expires 18/05/23
T2/T3 Expiry Date:  T3 expires 07/03/2025
Specified Persons: 
RES1 Expires: 01/08/23
RES3 Expires & Specific Restrictions: Revoked on 23.05.22
RES6 Expires & Specific Restrictions:					
Advance Statement Dated & Brief Summary:	No
Next CPA Date:	10/05/2023

FINANCIAL & WELFARE INFORMATION
Is patient subject to AWI: N/A
Is patient subject to Appointeeship: N/A
Is patient subject to Guardianship: N/A
Details of Current Benefits: TBC	

PROCEDURAL SECURITY
Current Observation Level:	General
Personal Search:  18/04/23 – Nil found
Room Search:	18/04/23 – Nil found
Verum or OFT Frequency:  OFT 23/03/23 - negative
Alcometer Testing:  09/09/22 – negative

RISK ASSESSMENT
Level 1 Risk Assessment (Avon & Wiltshire) Review Date: Completed: 09/01/23
Level 2 Risk Assessment (e.g. HCR 20) Review Date:	November 2022

CURRENT MENTAL STATE
Andrew’s mental health continues to appear stable with no overt signs of agitation or distress. Andrew has only utilised PRN Haloperidol 5mg and Lorazepam 1mg oral (09.05.23) on one occasion since his last review. Andy has appeared bright in mood this week interacting at a good level with staff.

Andrew continues on his discharge process however, this week stated he was not going to be using his overnight passes. Staff discussed the importance of using his passes however Andy mentioned he has visitors coming this week form Ireland and he does not want them to know he is close to discharge.
Whilst in the ward Andy has spent the majority of his time within his side room using his mobile phone. Short periods spent interacting with peers within the quiet room.
No concerns raised regarding sleep hygiene and good diet had this week with Andy attending the therapy room for meals. Shops access used daily this week and time spent at Caird. Escorted time had to his flat to complete forms and to visit his lawyer on 12/05/23. 




12/05/23 - After supper Andy approached nursing staff requesting to have a private conversation. Andy raised concerns that peers SMcG has been sending him bizarre texts and that he has ending up blocking his phone number. Andy also raised concerns that SMcG has falsely accused Andy of stealing £165 from him.

1:1 with nursing staff on 10/05/23 - Andy was provided with feedback on his CPA meeting as he did not wish to attend. He was made aware of all aspects of support upon discharge (as documented in MDT notes). Andy is happy with plans and all care plans updated to reflect this period in his journey towards discharge. He expressed some concern about new community psychiatrist and CPN but he was made aware all plans will be in place before handover is completed. 
Kevin (OT) will work with Andy post discharge and he was happy with this. He has a new GP which was arranged by FCPN Maxine MacDougall. Andy reports his friend Gerry and his wife have been washing his clothes and cooking his meals and this is why he gave them his washing machine and cooker. 
Andy plans to stay in his home for a year and then move to Ireland and buy a house close to his family. 
All new care plans relevant and Andy knows of support pre and post discharge. Mental state stable and Andy continues to cope with residual symptoms (voices). 
Sleep is at a good quality, personal care is good and Andy’s mood has been bright.

BPRS – 21/04/23 score 29
3- Anxiety, emotional withdrawn, depressive mood, hallucinatory behaviour.
2-Tension, mannerism and posturing, blunted affect.

HADS – 14/5/21 – Score 6 for anxiety score 17 for depression

PRESCRIBED MEDICATIONS
Regular Medication – including times and dosage:
E45 cream 4x daily-self administered 
Zerobase cream BD
Capasal Shampoo 0700-0900
Corsodyl dental gel 07.00-09.00, 22.00-24.00
Metformin MR 2g @ 0700  
Atorvastatin 10mg nocte
Tamsulosin 400mcg mane
Cholcalciferol 800units 0900
Aripiprazole 5mg 0700 
Paliperidone 150mg Monthly 
Procyclidine 5mg @0700 & 2200
Acyclovir cream 1 app QDS 
Venlafaxine 150 mg sustained release 7am.

As Required Medication (PRN) – including times and dosage:
Lorazepam 1mg max daily 3mg
Ibuprofen 400mg max dose 1.2g/24hr
Haloperidol 5mg max dose 10mg/24hr
Paracetamol 1000mg oral (max dose 4000mg)
Betahistine 8mg (max dose 24mg/24hr)

MEDICATION MONITORING
High Dose Monitoring (include percentage of HDM): 116.67%. With PRN 166.67% Checked 14/05/23
Clozapine Monitoring:	N/A
Clozapine Assay Level:	N/A
Lithium Monitoring:	N/A
Side Effect Monitoring (e.g. LUNSERS): 
LUNSERS dated 21/03/23. Score of 31.
GASS – 33. Every day - Sleepy during the day, restlessness, drooling.

PHYSICAL HEALTH STATE
Height – 173cm  
Weight – 154.3kg on 20/04/23.
Waterlow score 5 20/04/23
Must score 0 20/04/23
13/04/23 urinalysis NAD. 
15/12/22 Physiotherapy appointment.
Date of annual physical health check: 07/02/2023
Referrals / Appointments: N/A

PSYCHOLOGY
Current Intervention:  Trauma focused CBT 
Planned Intervention: Safety and stabilisation therapy with aim of trauma focussed work
CAT Formulation: Meeting has been held

GROUND ACCESS
Current Grounds Access:3 X 30 minutes unescorted daily
Caird House Access: Escorted 

SUSPENSION OF DETENTION
Current Stage of SUS Plan and Next Review Date: 
2 x 2 hours to shops unescorted daily; Day pass or overnight pass if required
Perimeter Access: N/A
Time out:
08.05.25 shops 16.10-16.20
09.05.23 shops 15.35-16.00, 18.55-19.05
10.05.23 shops 15.39-
11.05.23 shops 09.45-
12.05.23 esc to lawyers 11.15-12.00, shops 14.45-14.58

ACTIVITIES/THERAPIES
Andrew utilises his mobile phone.

HOUSING/SOCIAL WORK INPUT 
House Identified: Housing application completed, house identified.
Address: 14 Hillhead Avenue, Rutherglen, Glasgow, G73 4NJ
Community Care Assessment to be completed:	N/A
Welfare Grant to be applied for:	N/A

FAMILY/CARER
Family/ Carer / other visitors in past week: Andrew enjoys visits from his friend Gerry
Family / carer requests or concerns: N/A

PATIENT ISSUES
Any issues or requests raised by patient: Nil noted
Does the Patient wish to attend the MDT meeting? YES

NURSING STAFF
Nursing staff to continue to offer Andy support and encouragement to integrate back into the community and for Andy to engage in gentle exercise and ward activity.

OUTCOME / PLAN
No meeting held due to annual leave. 







MDT 22/05/2023
Patient Name: Andrew Shaw	
CHI: 2104673933
Named Person:  N/A
Primary Nurse: Michael Martin 
RMO: Dr Steven	
MHO: Claire McCarrison
Community RMO: 	
FCPN: 
Care Provider: 	
Advocacy:
Community GP:  Maxine will identify GP 
Delayed Discharge: 

LEGAL STATUS AND EXPIRY
Is the patient subject to MAPPA referral?  If yes, what level: No
Legal status and expiry date:	Compulsion Order – Expires 18/05/23
T2/T3 Expiry Date:  T3 expires 07/03/2025
Specified Persons: 
RES1 Expires: 01/08/23
RES3 Expires & Specific Restrictions: Revoked on 23.05.22
RES6 Expires & Specific Restrictions:					
Advance Statement Dated & Brief Summary:	No
Next CPA Date:	Discharge CPA held 10/05/2023

FINANCIAL & WELFARE INFORMATION
Is patient subject to AWI: N/A
Is patient subject to Appointeeship: N/A
Is patient subject to Guardianship: N/A
Details of Current Benefits: TBC	

PROCEDURAL SECURITY
Current Observation Level:	General
Personal Search:  16/05/23 – Nil found
Room Search:	16/05/23 – Nil found
Verum or OFT Frequency:  OFT 23/03/23 - negative
Alcometer Testing:  09/09/22 – negative

RISK ASSESSMENT
Level 1 Risk Assessment (Avon & Wiltshire) Review Date: Completed: 07/04/2023
Level 2 Risk Assessment (e.g. HCR 20) Review Date:	November 2022

CURRENT MENTAL STATE
Andrew’s mental health has been mostly stable however there was one occasion on 16.05.23 when Andrew reported distress from auditory hallucinations and he received 5mg Haloperidol and 1mg Lorazepam (nocte) for relief of same, desired settling effect noted. Mood also appearing stable with no suicidal ideation voiced, no thoughts, plan or intent to self-harm or cause harm to others. Andrew continues on his discharge plan to community living and he is utilising his 4x overnight tenancy pass this week. Andrew did change the planned tenancy pass dates and he declined to have 5 nights in his tenancy.  Andrew remains reluctant to adhere to his transition plan however he understands his discharge date will go ahead. No concerns regarding diet or sleep pattern. 

21/05- Peer GG stated that he owed AS £600 for a car which he will get when GG is discharged form Iona ward. AS is on Pass at the moment returning on the 22/05.

1x1 interaction with nursing staff on 17.05.23 - Andrew reported feeling tired, sick and unwell today. He related this to the weather when asked why he was feeling this way. Physically Andrew confirmed to be fine. Speech and tone was appropriate. Andrew reports sleeping and dieting well. Andrew stated when asked about his medication, he cannot say yes or no with regards to medications being effective. Andrew reported he was going on 4 overnight tenancy pass and appeared happy with this. Andrew stated he will be relaxing for the 4 days. When asked about his plans once discharged, Andrew replied “I want to live one day at a time sweet Jesus”. Mood appearing stable, no overt signs of psychosis, no distress or agitation.

BPRS – 21/04/23 score 29
3- Anxiety, emotional withdrawn, depressive mood, hallucinatory behaviour.
2-Tension, mannerism and posturing, blunted affect.

HADS – 14/5/21 – Score 6 for anxiety score 17 for depression

PRESCRIBED MEDICATIONS
Regular Medication – including times and dosage:
E45 cream 4x daily-self administered 
Zerobase cream BD
Capasal Shampoo 0700-0900
Corsodyl dental gel 07.00-09.00, 22.00-24.00
Metformin MR 2g @ 0700  
Atorvastatin 10mg nocte
Tamsulosin 400mcg mane
Cholcalciferol 800units 0900
Aripiprazole 5mg 0700 
Paliperidone 150mg Monthly 
Procyclidine 5mg @0700 & 2200
Acyclovir cream 1 app QDS 
Venlafaxine 150 mg sustained release 7am.

As Required Medication (PRN) – including times and dosage:
Lorazepam 1mg max daily 3mg
Ibuprofen 400mg max dose 1.2g/24hr
Haloperidol 5mg max dose 10mg/24hr
Paracetamol 1000mg oral (max dose 4000mg)
Betahistine 8mg (max dose 24mg/24hr)

MEDICATION MONITORING
High Dose Monitoring (include percentage of HDM): 116.67%. With PRN 166.67% Checked 21/05/23
Clozapine Monitoring:	N/A
Clozapine Assay Level:	N/A
Lithium Monitoring:	N/A
Side Effect Monitoring (e.g. LUNSERS): 
LUNSERS dated 21/03/23. Score of 31.
GASS – 33. Every day - Sleepy during the day, restlessness, drooling.

PHYSICAL HEALTH STATE
Height – 173cm  
Weight – 154.3kg on 20/04/23
BMI: 54.8
Waterlow score 5 20/04/23
Must score 0 20/04/23
13/04/23 urinalysis NAD. 
15/12/22 Physiotherapy appointment.
Date of annual physical health check: 07/02/2023
Referrals / Appointments: N/A

PSYCHOLOGY
Current Intervention:  Trauma focused CBT 
Planned Intervention: Safety and stabilisation therapy with aim of trauma focussed work
CAT Formulation: Meeting has been held

GROUND ACCESS
Current Grounds Access:3 X 30 minutes unescorted daily
Caird House Access: Escorted 

SUSPENSION OF DETENTION
Current Stage of SUS Plan and Next Review Date: 
2 x 2 hours to shops unescorted daily; Day pass or overnight pass if required
Perimeter Access: N/A
Time out:
15.05.23 shop 1235-1250, 1830-1845
18.05.23 shop 0930-0940, tenancy pass x 4 1310-
21.05.23 returned from tenancy
ACTIVITIES/THERAPIES
Andrew utilises his mobile phone.

HOUSING/SOCIAL WORK INPUT 
House Identified: Housing application completed, house identified.
Address: 14 Hillhead Avenue, Rutherglen, Glasgow, G73 4NJ
Community Care Assessment to be completed:	N/A
Welfare Grant to be applied for:	N/A

FAMILY/CARER
Family/ Carer / other visitors in past week: Andrew enjoys visits from his friend Gerry
Family / carer requests or concerns: N/A

PATIENT ISSUES
Any issues or requests raised by patient: Nil noted
Does the Patient wish to attend the MDT meeting? YES

NURSING STAFF
Nursing staff to continue to offer Andy support and encouragement to integrate back into the community and for Andy to engage in gentle exercise and ward activity.

OUTCOME / PLAN
No change in presentation since last review. 

7 overnights per week to start this week. 

Dr Steven to contact Eastvale regarding community follow up. 

Dr Turton is currently working on the HCR20. RR meeting is due to be held 12/06/23. 

Estimated discharge date 12/06/23.





MDT 29/05/2023

PATIENT INFORMATION
Patient Name: Andrew Shaw	
CHI: 2104673933
Named Person:  N/A
Primary Nurse: Michael Martin 
RMO: Dr Steven	
MHO: Claire McCarrison
Community RMO: 	
FCPN: 
Care Provider: 	
Advocacy:
Community GP:  Maxine will identify GP 
Delayed Discharge: 

LEGAL STATUS AND EXPIRY
Is the patient subject to MAPPA referral?  If yes, what level: No
Legal status and expiry date:	Compulsion Order – Expires 18/05/23
T2/T3 Expiry Date:  T3 expires 07/03/2025
Specified Persons: 
RES1 Expires: 01/08/23
RES3 Expires & Specific Restrictions: Revoked on 23.05.22
RES6 Expires & Specific Restrictions:					
Advance Statement Dated & Brief Summary:	No
Next CPA Date:	Discharge CPA held 10/05/2023

FINANCIAL & WELFARE INFORMATION
Is patient subject to AWI: N/A
Is patient subject to Appointeeship: N/A
Is patient subject to Guardianship: N/A
Details of Current Benefits: TBC	

PROCEDURAL SECURITY
Current Observation Level:	General
Personal Search:  16/05/23 – Nil found
Room Search:	16/05/23 – Nil found
Verum or OFT Frequency:  OFT 23/03/23 - negative
Alcometer Testing:  09/09/22 – negative

RISK ASSESSMENT
Level 1 Risk Assessment (Avon & Wiltshire) Review Date: Completed: 07/04/2023
Level 2 Risk Assessment (e.g. HCR 20) Review Date:	November 2022

CURRENT MENTAL STATE
Andy’s mental state remains unchanged since last review. Voices that he continues to experience auditory hallucinations which can cause him distress at times with PRN  5mg Haloperidol and 1mg Lorazepam utilised on 23/5. No other use documented. Remains pleasant and appropriate during interactions with staff and peers. 







Sleeping and eating well, no change to diabetic care, engaging well with staff and aware of discharge date on 12/6/23. Andy states he is ready for discharge but has moments when he does struggle with the change. Also anxious about too much change as medical and nursing staff will change at the same time, alongside change of living setting being daunting.    

1:1 with nursing staff – Andy has been making changes to his overnight passes such as the days he is out and delaying leave. He stated he was having difficulty being at home on his own but when offered a lift becomes animated and excited. Andy states he continues to experience auditory hallucinations of a derogatory nature and appears preoccupied at times whilst in the ward. Andy spoke to staff about providing former patient SMcG with finances. Showed numerous transfers of £30-£40 to other patients ban account. However, other patients have made transfers to Andy (one of £160). Other patients allege Andy has supplied drugs for money to which he denies it. Andy is managing his household tasks and bills well but is getting support from his friend Gerry and wife. 

BPRS – 21/04/23 score 29
3- Anxiety, emotional withdrawn, depressive mood, hallucinatory behaviour.
2-Tension, mannerism and posturing, blunted affect.

HADS – 14/5/21 – Score 6 for anxiety score 17 for depression

PRESCRIBED MEDICATIONS
Regular Medication – including times and dosage:
E45 cream 4x daily-self administered 
Zerobase cream BD
Capasal Shampoo 0700-0900
Corsodyl dental gel 07.00-09.00, 22.00-24.00
Metformin MR 2g @ 0700  
Atorvastatin 10mg nocte
Tamsulosin 400mcg mane
Cholcalciferol 800units 0900
Aripiprazole 5mg 0700 
Paliperidone 150mg Monthly 
Procyclidine 5mg @0700 & 2200
Acyclovir cream 1 app QDS 
Venlafaxine 225 mg sustained release 7am.

As Required Medication (PRN) – including times and dosage:
Lorazepam 1mg max daily 3mg
Ibuprofen 400mg max dose 1.2g/24hr
Haloperidol 5mg max dose 10mg/24hr
Paracetamol 1000mg oral (max dose 4000mg)
Betahistine 8mg (max dose 24mg/24hr)

MEDICATION MONITORING
High Dose Monitoring (include percentage of HDM): 116.67%. With PRN 166.67% Checked 28/05/23
Clozapine Monitoring:	N/A
Clozapine Assay Level:	N/A
Lithium Monitoring:	N/A
Side Effect Monitoring (e.g. LUNSERS): 
LUNSERS dated 21/03/23. Score of 31.
GASS – 33. Every day - Sleepy during the day, restlessness, drooling.








PHYSICAL HEALTH STATE
Height – 173cm  
Weight – 154.3kg on 20/04/23
BMI: 54.8
Waterlow score 5 20/04/23
Must score 0 20/04/23
13/04/23 urinalysis NAD. 
15/12/22 Physiotherapy appointment.
Date of annual physical health check: 07/02/2023
Referrals / Appointments: N/A

PSYCHOLOGY
Current Intervention:  Trauma focused CBT 
Planned Intervention: Safety and stabilisation therapy with aim of trauma focussed work
CAT Formulation: Meeting has been held

GROUND ACCESS
Current Grounds Access:3 X 30 minutes unescorted daily
Caird House Access: Escorted 

SUSPENSION OF DETENTION
Current Stage of SUS Plan and Next Review Date: 
2 x 2 hours to shops unescorted daily; Day pass or overnight pass if required
Perimeter Access: N/A
Time out:
22/05/23 – Shops: 0920-0930, 1450-1500
23/05/23 – Shops: 0935-0945, 1355-1415
24/05/23 – Tenancy: 1015-1930. Shops: 1605-1620 
25/05/23 – Shops: 1605-1620 
26/05/23 – Shops: 1125-1130. Home pass: 1330

ACTIVITIES/THERAPIES
Andrew utilises his mobile phone.

HOUSING/SOCIAL WORK INPUT 
House Identified: Housing application completed, house identified.
Address: 14 Hillhead Avenue, Rutherglen, Glasgow, G73 4NJ
Community Care Assessment to be completed:	N/A
Welfare Grant to be applied for:	N/A

FAMILY/CARER
Family/ Carer / other visitors in past week: Andrew enjoys visits from his friend Gerry
Family / carer requests or concerns: N/A

PATIENT ISSUES
Any issues or requests raised by patient: Nil noted
Does the Patient wish to attend the MDT meeting? YES

NURSING STAFF
Nursing staff to continue to offer Andy support and encouragement to integrate back into the community and for Andy to engage in gentle exercise and ward activity.

OUTCOME / PLAN
No meeting held due to annual leave. 





MDT 05/06/2023
Patient Name: Andrew Shaw	
CHI: 2104673933
Named Person:  N/A
Primary Nurse: Michael Martin 
RMO: Dr Steven	
MHO: Claire McCarrison
Community RMO: 	
FCPN: 
Care Provider: 	
Advocacy:
Community GP:  Maxine will identify GP 
Delayed Discharge: 

LEGAL STATUS AND EXPIRY
Is the patient subject to MAPPA referral?  If yes, what level: No
Legal status and expiry date:	Compulsion Order – Expires 18/05/23
T2/T3 Expiry Date:  T3 expires 07/03/2025
Specified Persons: 
RES1 Expires: 01/08/23
RES3 Expires & Specific Restrictions: 
RES6 Expires & Specific Restrictions:					
Advance Statement Dated & Brief Summary:	No
Next CPA Date:	10/05/2023

FINANCIAL & WELFARE INFORMATION
Is patient subject to AWI: N/A
Is patient subject to Appointeeship: N/A
Is patient subject to Guardianship: N/A
Details of Current Benefits: TBC	

PROCEDURAL SECURITY
Current Observation Level:	General
Personal Search:  16/05/23 – Nil found
Room Search:	16/05/23 – Nil found
Verum or OFT Frequency:  OFT 22/05/23 - negative
Alcometer Testing:  09/09/22 – negative

RISK ASSESSMENT
Level 1 Risk Assessment (Avon & Wiltshire) Review Date: Completed: 07/04/23
Level 2 Risk Assessment (e.g. HCR 20) Review Date:	November 2022

CURRENT MENTAL STATE
Andy returned to Iona Ward on Wednesday 31st May @ 18.30. He had been on overnight passes to tenancy from Friday 26th May. No contact was made while Andy was on pass. However, he did return to the ward on Monday 29th May @8.50am for the administration of his depot injection and returned to his tenancy afterwards. No further contact was made while Andy remained on pass. Andy’s mental state remains unchanged, he reports that he continues to experience auditory hallucinations which can cause him distress and agitation at times. PRN  5mg Haloperidol and 1mg Lorazepam utilised on 01/06. No other use documented. Remains pleasant and appropriate during interactions with staff and peers. 

Sleeping well and maintaining a good diet, offering no complaints. No change to diabetic care, continues to engage well with staff and aware of discharge date on 12/6/23. Andy continues to state that he’s ready for discharge, however he states it will be a big change for him as medical staff and nursing staff will all be new to him also. 

1x1 – Andy appeared visibly agitated, restless, appeared to be fidgeting, and staring around the room, maintaining poor eye contact. Andy was asked about his premature return to the ward from his tenancy pass, he managed 6 overnights, not 7 as discussed. He spoke of not liking his tenancy or the area and reported the neighbours were too noisy. He found it overwhelming and stated he did not want to utilise any more passes until he was discharged on 12/06/23. Andy expressed anxiety about the changes to come re health and social services, GP, MHO and CPN’s, However Andy appeared reassured when it was reiterated that he will maintain input and support from current services during and after the transition to ensure a smooth and supportive discharge. Andy spoke of being ready for discharge however admitted that he may be relying on @the safety net’ provided by inpatient status.

Despite encouragement, Andy was reluctant to continue on agreed discharge plan, however going forward he has agreed with RMN and RMO to utilise 3 x 2 o/night passes to tenancy leading up to discharge.

Sat 3rd & Sun 4th June, returning to war 5th June,
Tues 6th & 7th and Fr1 9th and 10th before discharge date, 12th June.

Andy has agreed to this renewed plan and accepts the rationale of a smooth transition from ward to community to ensure he is properly supported.

BPRS – 21/04/23 score 29
3- Anxiety, emotional withdrawn, depressive mood, hallucinatory behaviour.
2-Tension, mannerism and posturing, blunted affect.

HADS – 14/5/21 – Score 6 for anxiety score 17 for depression

PRESCRIBED MEDICATIONS
Regular Medication – including times and dosage:
E45 cream 4x daily-self administered 
E45 cream 4x daily-self administered 
Zerobase cream 0700, 1700
Capasal Shampoo 0700-0900
Metformin MR 2g @ 0700  
Atorvastatin 10mg 2200
Tamsulosin 400mcg 0700
Cholcalciferol 800units 0700
Aripiprazole 5mg 0700 
Paliperidone 150mg Monthly 
Procyclydine 5mg @0700 & 2200
Venlafaxine 225mg sustained release 7am.

As Required Medication (PRN) – including times and dosage:
Lorazepam 1mg max daily 3mg
Ibuprofen 400mg max dose 1.2g/24hr
Haloperidol 5mg max dose 10mg/24hr
Paracetamol 1000mg oral (max dose 4000mg)
Procyclidine 5mg every 4 hours
Betahistine 8mg (max dose 24mg/24hr)

MEDICATION MONITORING
High Dose Monitoring (include percentage of HDM): 116.67%. With PRN 166.67% Checked 04/06/23
Clozapine Monitoring:	N/A
Clozapine Assay Level:	N/A
Lithium Monitoring:	N/A
Side Effect Monitoring (e.g. LUNSERS): 
LUNSERS dated 21/03/23. Score of 31.
GASS – 33. Every day - Sleepy during the day, restlessness, drooling.

PHYSICAL HEALTH STATE
Height – 173cm  
Weight – 154.3kg on 20/04/23.
Waterlow score 5 20/04/23
Must score 0 20/04/23
08/05/23 urinalysis NAD. 
Date of annual physical health check: 07/02/2023
Referrals / Appointments: N/A

PSYCHOLOGY
Current Intervention:  Trauma focused CBT 
Planned Intervention: Safety and stabilisation therapy with aim of trauma focussed work
CAT Formulation: Meeting has been held

GROUND ACCESS
Current Grounds Access:3 X 30 minutes unescorted daily
Caird House Access: Escorted 

SUSPENSION OF DETENTION
Current Stage of SUS Plan and Next Review Date: 
2 x 2 hours to shops unescorted daily; Day pass or overnight pass if required
Perimeter Access: N/A
Time out:
29/5 – Tenancy – on o/night passes as from Fri 26th May
30/5 – Tenancy o/night pass
31/5 – Tenancy pass – returned to ward 18.30, 
01/6 – Shops: 1343-1355
02/6 – Shops: 2030-2045

ACTIVITIES/THERAPIES
Andrew utilises his mobile phone.

HOUSING/SOCIAL WORK INPUT 
House Identified: House Identified
Address: 14 Hillhead Avenue, Rutherglen, Glasgow, G73 4NJ	
Community Care Assessment to be completed:	Completed
Welfare Grant to be applied for:	Welfare grant received

FAMILY/CARER
Family/ Carer / other visitors in past week: Andrew enjoys visits from his friend Gerry
Family / carer requests or concerns: N/A

PATIENT ISSUES
Any issues or requests raised by patient: Nil noted
Does the Patient wish to attend the MDT meeting? YES

NURSING STAFF
Nursing staff to continue to offer Andy support and encouragement to integrate back into the community and for Andy to engage in gentle exercise and ward activity.

OUTCOME / PLAN
Andrew’s mental state has remained unchanged since last review.

Andrew is currently out on pass, but will return for his psychology appointment at 1pm.

Kevin Jamieson has arranged to help Andrew moved items to his flat tomorrow (06/06/23).

Pass medication has been arranged for this week.

12th June will be Andrew’s discharge date.  Follow up arrangements will be FCMHT input for the first few weeks whilst further discussions take place regarding the team who will provide long term follow up.     RMO and OT will provide cover.

Andrew did not attend today’s meetings as he was out on pass.

Risk review for HCR 20 will be held on Wednesday 7th June 2023.   Maxine MacDougall will be sent invite to this meeting.











MDT 12/06/23

PATIENT INFORMATION
Patient Name: Andrew Shaw	
CHI: 2104673933
Named Person:  N/A
Primary Nurse: Michael Martin 
RMO: Dr Steven	
MHO: Claire McCarrison
Community RMO: 	
FCPN: 
Care Provider: 	
Advocacy:
Community GP:  Maxine will identify GP 
Delayed Discharge: 

LEGAL STATUS AND EXPIRY
Is the patient subject to MAPPA referral?  If yes, what level: No
Legal status and expiry date:	Compulsion Order – Expires 18/05/23
T2/T3 Expiry Date:  T3 expires 07/03/2025
Specified Persons: 
RES1 Expires: 01/08/23
RES3 Expires & Specific Restrictions: 
RES6 Expires & Specific Restrictions:					
Advance Statement Dated & Brief Summary:	No
Next CPA Date:	10/05/2023

FINANCIAL & WELFARE INFORMATION
Is patient subject to AWI: N/A
Is patient subject to Appointeeship: N/A
Is patient subject to Guardianship: N/A
Details of Current Benefits: TBC	

PROCEDURAL SECURITY
Current Observation Level:	General
Personal Search:  23/05/23 – Nil found
Room Search:	23/05/23 – Nil found
Verum or OFT Frequency:  OFT 22/05/23 - negative
Alcometer Testing:  09/09/22 – negative

RISK ASSESSMENT
Level 1 Risk Assessment (Avon & Wiltshire) Review Date: Completed: 07/04/23
Level 2 Risk Assessment (e.g. HCR 20) Review Date:	November 2022

CURRENT MENTAL STATE
Andrew has been on his pass to his tenancy since 06/06/23. 

Phone call received from Andrew on 08/06/23 inquiring if his FCPN would be visiting him at home, Andrew informed FCPN was on way to his. Andrew reports his tenancy pass is going well and he is coping okay. Andrew is due to be formally discharged from Iona Ward on 12/06/23. There were no overt signs of psychosis, no evidence of distress or agitation prior to commencing his tenancy pass. 

1:1 with nursing staff on 01/06/23 - Andy appeared visibly agitated, restless, appeared to be fidgeting, and staring around the room, maintaining poor eye contact. Andy was asked about his premature return to the ward from his tenancy pass, he managed 6 overnights, not 7. He spoke of not liking his tenancy or the area and reported the neighbours were too noisy. He found it overwhelming and stated he did not want to utilise any more passes until he was discharged on 12/06/23. Andy expressed anxiety about the changes to come re health and social services, GP, MHO and CPN’s, However Andy appeared reassured when it was reiterated that he will maintain input and support from current services during and after the transition to ensure a smooth and supportive discharge. Andy spoke of being reay for discharge however admitted that he may be relying on @the safety net’ provided by inpatient status.

BPRS – 21/04/23 score 29
3- Anxiety, emotional withdrawn, depressive mood, hallucinatory behaviour.
2-Tension, mannerism and posturing, blunted affect.

HADS – 14/5/21 – Score 6 for anxiety score 17 for depression

PRESCRIBED MEDICATIONS
Regular Medication – including times and dosage:
E45 cream 4x daily-self administered 
Zerobase cream 0700, 1700
Capasal Shampoo 0700-0900
Metformin MR 2g @ 0700  
Atorvastatin 10mg 2200
Tamsulosin 400mcg 0700
Cholecalciferol 800units 0700
Aripiprazole 5mg 0700 
Paliperidone 150mg Monthly 
Procyclidine 5mg @0700 & 2200
Venlafaxine 225mg sustained release 7am.

As Required Medication (PRN) – including times and dosage:
Lorazepam 1mg max daily 3mg
Ibuprofen 400mg max dose 1.2g/24hr
Haloperidol 5mg max dose 10mg/24hr
Paracetamol 1000mg oral (max dose 4000mg)
Procyclidine 5mg every 4 hours
Betahistine 8mg (max dose 24mg/24hr)

MEDICATION MONITORING
High Dose Monitoring (include percentage of HDM): 116.67%. With PRN 166.67% Checked 11/06/23
Clozapine Monitoring:	N/A
Clozapine Assay Level:	N/A
Lithium Monitoring:	N/A
Side Effect Monitoring (e.g. LUNSERS): 
LUNSERS dated 21/03/23. Score of 31.
GASS – 33. Every day - Sleepy during the day, restlessness, drooling.

PHYSICAL HEALTH STATE
Height – 173cm  
Weight – 154.3kg on 20/04/23.
Waterlow score 5 20/04/23
Must score 0 20/04/23
08/05/23 urinalysis NAD. 
Date of annual physical health check: 07/02/2023
Referrals / Appointments: N/A

PSYCHOLOGY
Current Intervention:  Trauma focused CBT 
Planned Intervention: Safety and stabilisation therapy with aim of trauma focussed work
CAT Formulation: Meeting has been held


GROUND ACCESS
Current Grounds Access:3 X 30 minutes unescorted daily
Caird House Access: Escorted 

SUSPENSION OF DETENTION
Current Stage of SUS Plan and Next Review Date: 
2 x 2 hours to shops unescorted daily; Overnight passes to tenancy as per discharge plan.

Time out:
29/05/23 - Tenancy – on o/night passes as from Fri 26th May
30/05/23 - Tenancy o/night pass
31/05/23 - Tenancy pass – returned to ward 18.30, 
01/06/23 - Shops: 1343-1355
02/06/23 - Shops: 2030-2045

ACTIVITIES/THERAPIES
Andrew utilises his mobile phone.

HOUSING/SOCIAL WORK INPUT 
House Identified: House Identified
Address: 14 Hillhead Avenue, Rutherglen, Glasgow, G73 4NJ	
Community Care Assessment to be completed:	Completed
Welfare Grant to be applied for:	Welfare grant received

FAMILY/CARER
Family/ Carer / other visitors in past week: Andrew enjoys visits from his friend Gerry
Family / carer requests or concerns: N/A

PATIENT ISSUES
Any issues or requests raised by patient: Nil noted
Does the Patient wish to attend the MDT meeting? YES

NURSING STAFF
Nursing staff to continue to offer Andy support and encouragement to integrate back into the community and for Andy to engage in gentle exercise and ward activity.

OUTCOME / PLAN
Andrew’s mental state has remained unchanged since last review.

Andrew is being discharged today.  Dr Steven will visit him on Friday. 

CPA meeting to be arranged for around 6 weeks to discuss handover from Forensic to Eastvale General Adults. Dr Steven explained that there will be a 6 week period of joint working and then Forensic staff will disengage. 

Dr Turton reports that the HCR20 is nearly complete and will be sent out in the near future.

Pass medication has been arranged by Dr Steven. Nursing staff will liaise with Maxine and inform her that only 1 weeks’ worth of medication is to be taken to Andrew at a time. 
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