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Executive summary 

The purpose of the policy is to support staff in the effective implementation of the 
Mental Health Act (MHA), to ensure patients detained under the Act within the hospital 
receive care and treatment lawfully and that they are able to exercise their rights at all 
times. 

 
The policy sets out the arrangements for use of the MHA, sets out general principles 
and processes for MHA reporting and performance arrangements, defines the training 
requirements for the MHA, and sets out the Trust Hospital Managers Scheme of 
Delegation 
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1. Introduction 

1.1. The Trust is required to deliver services to the people it serves within the legal 
framework of the Mental Health Act and in accordance to the Mental Health Act Code 
of Practice (2015) and guidance. 
 

1.2. The Policy will uphold the Guiding Principles as described in Chapter 1 of the Code of 
Practice (2015). 
 

1.3. There is an expectation that registered practitioners will maintain and be able to 
transfer competency across services, in this core area of their practice. In addition 
practitioners will be able to apply the Guiding Principles of the Act whilst they execute 
their duties. 
 

1.4. The Trust will provide services that meet the quality and safety outcomes required by 
the Care Quality Commission and in particular outcomes 2, 4, 7, 18, and 19. 
 

1.5. The Policy will meet the requirements of the Human Rights Act (1998) and the 
Equalities Act (2010). 

2. Scope 

2.1. Adherence to the Act and the MHA Code of Practice will be supported in the 
Trust through adherence to clear and robust clinical supervision arrangements as 
outlined in the Trust supervision policy. This Policy applies to all staff working with 
individuals with mental health problems. 
 

2.2. Full details of practice guidance and procedures are accessible via hyperlinks 
within this document to the Mental Health Act pages of the Trust Website. 
 

2.3. This policy applies to all staff (including bank and agency staff) and volunteers 
working with adults in the Trust. 

3. Explanation of Terms Used 

3.1. The term ‘patient’ is used throughout to reflect the language of the Code but 
terms such as ‘community patient’ or ‘service user’ may also be used. 
 

3.2. When the Code refers to “children” it means people under the age of 18. 
 

4. Mental Health Act and Mental Capacity Act 
 

4.1. The Relationship between the Mental Capacity Act – 2015 (MCA) and the MHA 

4.1.1. The guidance in Chapter 13 of the MHA Code of Practice [2015] should be considered 
when making a decision about whether the MHA or the Deprivation of Liberty 
Safeguards (DoLS)  are the most appropriate legal framework to treat a patient, who 
lacks capacity to consent, within the hospital or restrict them from leaving.  

4.1.2. For patients who are detained under the MHA (part IV), the consent to treatment 
provisions contained in Part IV will supersede the provisions of the MCA, but only in 
the areas covered in Part IV of the MHA. If you are unsure whether the MHA or the 
MCA should apply, support may be sought from the psychiatric liaison team. 
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4.1.3. For all other patients who lack capacity, any decisions taken with regard to care or 
treatment are governed by the MCA and the Trust’s MCA policy and MCA code of 
practice must be followed. This includes detained patients where the care and 
treatment under consideration is not covered by the MHA. 
 

4.1.4. The MCA is only applicable to patients over the age of 16. 
 

5. Mental Health Act Principles 

5.1. The Principles of the MHA Code of Practice 
 

5.1.1. “In performing functions under this Act persons mentioned in subsection (1) (a) or (b) 
shall have regard to the Code [Code of Practice 2015]”. Section 118. This means that 
when reaching decisions, professionals must follow the advice of the Code or justify 
why they are not able to do so.” 

5.1.2. If a circumstance arises when the care team believe there is justification for practicing 
outside of the Code of Practice, either the Medical Director, or Chief Nurse should be 
consulted so that the risk relating to the decision can be discussed and understood; a 
decision should be made at that point whether there is a need to seek legal advice. 
Out of hours contact should be made with the director on call. Surrey and Border’s 
always have a consultant psychiatrist on call who can be contacted for guidance on 
the mental health act in these cases. 

 
5.2. The five overarching principles are: 
 
5.2.1. Least restrictive option and maximising independence: Where it is possible to 

treat a patient safely and lawfully without detaining them under the Act, the patient 
should not be detained. Wherever possible a patient’s independence should be 
encouraged and supported with a focus on promoting recovery wherever possible. 
 

5.2.2. Empowerment and involvement: Patients should be fully involved in decisions 
about care, support and treatment. The views of families, carers and others, if 
appropriate, should be fully considered when taking decisions. Where decisions are 
taken which are contradictory to views expressed, professionals should explain the 
reasons for this. 
 

5.2.3. Respect and dignity: Patients, their families and carers should be treated with 
respect and dignity and listened to by professionals. 
 

5.2.4. Purpose and effectiveness: Decisions about care and treatment should be 
appropriate to the patient, with clear therapeutic aims, promote recovery and should 
be performed to current national guidelines and/or current, available best practice 
guidelines. This should be communicated with the patient, and their nearest relative. 
 

5.2.5. Efficiency and equity: Providers, commissioners and other relevant organisations 
should work together to ensure that the quality of commissioning and provision of 
mental healthcare services are of high quality and are given equal priority to physical 
health and social care services. All relevant services should work together to facilitate 
timely, safe and supportive discharge from detention.  
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6. Duties and responsibilities 

6.1. Chief Executive 
The Chief Executive has responsibility for ensuring that all reasonable measures are 
taken in line with the Act and that any concerns are managed appropriately. 

6.2. Chief Nurse and Medical Director 
As Clinical Leads the Chief Nurse and Medical Director are responsible for ensuring 
that the Trust is compliant with legislation and that staff have appropriate training and 
support to carry out their duties under the Act. They also provide senior clinical 
advice and support in cases of conflict or difference of opinion. 

6.3. Divisional Leadership teams 
Along with the supporting team they are responsible for ensuring that all staff under 
their management (including bank, agency, contracted, locum and volunteers) have 
received appropriate training, and are aware of their individual responsibilities under 
the Act, including monitoring compliance. They are also responsible for delegating 
the development of working documents specific to their specialty or department. 
They should also have an overview of specific concerns or issues within their 
division. 

6.4. Professional Head of Safeguarding 
Has responsibility for providing leadership, support and expert advice on safeguarding 
within the Trust. In relation to the MHA this includes: 
Supporting development of policies in relation to the MHA in conjunction with ASPH 
and SABP stakeholders. 
Management of MHA papers within the Trust to ensure papers are held securely and 
monitored closely in conjunction with the MHA office (SABP).  
Include MHA activity information within Trust safeguarding reports, including the 
safeguarding annual report. 
 

6.5. Safeguarding Adults and MHA administrator 
Ensures that section papers are logged on a central spreadsheet to facilitate reporting. 
Will maintain the electronic folders where papers are stored whilst patients are being 
treated within the hospital. 

 
6.6. Patient care areas 

All teams are responsible for: 
MHA practice and compliance with the related policy, procedures and standards in 
their area of responsibility 
Ensuring that all staff know how to access Trust-wide policy and that material changes 
to Trust-wide policy and new policies are brought to the attention of all affected staff. 
Clinical Leads will ensure that the standards of the MHA and this policy are 
incorporated into an annual programme of audit. 
Ensuring that they are aware and understand that patients must be informed of any 
application under the Act, its implications and their rights in a timely manner.  

 
6.7. Registered Practitioners 
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Registered practitioners are required by their relevant codes of professional practice to 
ensure that the care and treatment provided to service users is lawful and recorded. 
Registered practitioners include those staff accountable to a professional regulator 
such as the General Medical Council, Nursing and Midwifery Council and the Health 
and Care Professions Council. 
The list is indicative and does not mean to exclude other regulators not listed. 

 
6.8. Matrons, Clinical Site Nurse Practitioners (CSNPs), shift leaders and Nurse in 

Charge (NIC) 
Provide effective access to appropriate advice and support in relation to completion of 
and acceptance of section papers. 
They will ensure information relating to section papers received are shared with the 
relevant ward/divisional staff so staff are aware of the legal status of the patients they 
are providing care for. 
They will ensure that the MHA administrator is informed of the patient being placed 
under section/ papers received to enable collation of data in relation to MHA patients 
within the Trust. 

 
6.9. The Mental Health Liaison Team 

The Surrey & Border’s (SABP) Mental Health Liaison team (also referred to in this 
document as the psychiatric liaison team – PLT) will provide appropriate advice and 
support in relation to administration processes for all mental health legislation, that is 
easily available to all clinicians and practitioners in the Trust.  
 
Routine enquiries relating to administration processes should be undertaken during 
office hours; however the service does operate 24 hours a day. 
 
Supporting the effective functioning of management review and tribunal processes 
through effective booking and clerking (where contracted for tribunals) processes. 
Ensuring effective reporting to the Care Quality Commission (CQC) in those reporting 
areas identified in Regulations 14, 16, 17 and 18. 
 
Providing regular and effective performance data for all Delivery Unit’s and the Trust 
Mental Health Legislation work stream group as required, using and developing 
appropriate data bases to capture and use information (SystmOne and bespoke 
databases) 
 
Providing prompts to clinicians and practitioners with regard to time periods, e.g. 
section renewals, consent to treatment, engagement of a second opinion appointed 
Doctor (SOAD) as necessary to enable adherence to legislation. 
 
Supporting the review of CQC MHA inspection reports and delivery of actions. 
Undertaking ward based audits of MHA compliance, and providing feedback on the 
outcomes of audits and practice updates to wards and teams. 

 
6.10. All other Staff 

Individual staff members have a personal duty to work within the provisions of the Act 
approved Trust-wide policies and their associated procedures and protocols. 
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Failure to observe and implement policy and their related procedures and protocols is 
addressed through performance management mechanisms, training, or where 
appropriate, the Trusts Disciplinary Procedures. 

 
7. Management of Section Papers 

7.1. All patients will have been thoroughly assessed before a decision is made regarding 
application of the MHA. Every patient will have appropriate paperwork regarding the decision 
and these section papers are legal documents and must be handled appropriately. 

 
7.2. The papers will depend on which section is being applied and details of these can be found in 

the clinical guidelines at appendix 3 of this document. 
 
7.3. All papers received however, must be handled, managed and stored appropriately: 
 
7.3.1. A copy of all section papers must be placed in the patient’s clinical notes. 

 
7.3.2. All section papers must be scanned and sent to the appropriate divisional email to ensure 

that the senior team have oversight and scrutiny of patients being held under the MHA within 
their division. 

o SSMSK: asp-tr.DetainedlistSSMSK@nhs.net    
o UEC: asp-tr.DetainedlistUEC@nhs.net    
o GS-ACT:   asp-tr.DetainedlistGSACT@nhs.net 
o WHP: asp-tr.DetainedlistWHP@nhs.net    
o GSM:    asp-tr.DetainedlistGSM@nhs.net 
o DTC: asp-tr.DetainedlistDTC@nhs.net   

 
7.4. Scanned copies of papers will be available to access during the patient’s admission, these 

will be placed in individual folders on T drive (T:\Safeguarding Daily Log\Mental Health 
Electronic Process) which is managed by the MHA administrator. The folder has limited 
access rights to appropriate senior team members. 
 

7.5. Copies of papers may also be held securely in the CSNP office. Any papers being held in the 
CSNP office must also be copied into the patient’s notes and be scanned and shared via the 
divisional email as above. 

 
7.6. ORIGINAL papers received/generated must be stored securely in the CSNP office. The 

original papers must then be sent with the patient if they are transferred to another hospital, 
with copies retained in the patient’s clinical record. 

 
8. Training 

 
8.1. All registered practitioners have an individual professional responsibility 

to keep up to date with the Act and Code of Practice.  
 
8.2. The Learning and Development department will ensure all relevant staff 

required to undertake MHA training are identified on the Training Matrix 
and training compliance will be monitored by the Psychiatric Liaison 
group.  

 
8.3. Each Division will be responsible for ensuring that any identified gaps in 

completion of the training are addressed. 
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9. Stakeholder Engagement and Communication 

9.1. The following stakeholders were consulted during the review of this policy:- 
o Safeguarding adult team 
o Psychiatric liaison group 
o Surrey County Council 
o Mental Health Act office 
o CAMHS services 
o Surrey Police 

 
10. Approval and Ratification. 

10.1. The policy will be ratified at the Trust’s Executive Committee 
 

10.2. All staff should adhere to the policy 
 

11. Dissemination and Implementation 

11.1. The policy will be available on the intranet and managers will be notified through a 
team brief and a notice in Aspire. 
 

11.2. The document will also be available via the quick link on Trustnet 

12. Review and Revision Arrangements 

12.1. This policy will be reviewed every 3 years or earlier if national policy or guidance 
changes are required to be considered.  
 

12.2. If the changes needed are of a minor nature the policy will not need to be subject 
to a review and re-ratification. If the change is a major change the policy will need 
to be subject to review and re-ratification.  
 

12.3. This policy will be archived in accordance with this document. The Assistant 
Director Regulation and Improvement’s team is responsible for ensuring that 
archive copies of superseded working documents are retained in accordance with 
the Records Management NHS Code of Practice, 2009. 

 
13. Document Control and Archiving 

13.1. This policy will be uploaded to Trustnet when the policy has been ratified by the 
Safeguarding Committee and previous policies will be archived appropriately. 

 
14. Monitoring Compliance with this Policy 

Measurable Monitoring/ Frequency of Responsibility Monitoring 
Policy Audit monitoring for performing reported to 
Objective method   the monitoring which groups/ 

committees, inc 
responsibility for 
reviewing action 
plans 
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MHA 
Training 
figures will 
meet Trust 
compliance 
target 

Via regular 
review at 
psychiatric 
liaison 
meetings 

quarterly Deputy Chief 
Nurse 

psychiatric 
liaison meetings 

Activity data 
reviewed at 
safeguarding 
committee 

Inclusion 
within bi-
monthly 
safeguarding 
reports 

 Bi-monthly Deputy Chief 
Nurse 

Safeguarding 
Committee 

 

15. Supporting References / Evidence Base 

 Human Rights Act 1998 placed a positive duty on public bodies to act in compliance 
with the 1950 European Convention on Human Rights 

 Equality Act 2010  

 Health and Social Care Act  

 The Mental Health Act 1983 

 MHA Code of Practice 2015  

 MCA Policy 

 DoLS Policy  

All related Procedures of the Mental Health Act are located on the Mental Health Act  
pages on the Trust website. 



Volume 13  
Safeguarding 

Current version is  
held on the  

Intranet 

First Ratified  
November 2021 

Next Review  
November 2024 

Issue 2 Page 11 of 32 

 

Appendix 1: EQUALITY IMPACT ASSESSMENT 

Equality Impact Assessment Summary 

Name and title: Mental Health Act Policy 

 

Background 
 Who was involved in the Equality Impact Assessment 

The authors completed the EIA. 

Methodology 
 A brief account of how the likely effects of the policy was assessed (to include 

race and ethnic origin, disability, gender, culture, religion or belief, sexual 
orientation, age) 

 The data sources and any other information used 
 The consultation that was carried out (who, why and how?) 

The effects to different race and ethnic origin, disability, gender, culture, religion or belief, 
sexual orientation and age have been considered, the policy increases awareness of 
those with disabilities and ensures appropriate processes are in place 

Key Findings 
 Describe the results of the assessment 
 Identify if there is adverse or a potentially adverse impacts for any equalities groups 

This policy does not have an adverse effect on any equalities group 

Conclusion 
 Provide a summary of the overall conclusions 

This policy does not have an adverse effect on any equalities group 

Recommendations 
 State recommended changes to the proposed policy as a result of the impact 

assessment 
 Where it has not been possible to amend the policy, provide the detail of any 

actions that have been identified 
 Describe the plans for reviewing the assessment 

N/A 
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Appendix 2:  CHECKLIST FOR THE REVIEW AND APPROVAL OF DOCUMENTS 

To be completed (electronically) and attached to any document which guides practice 
when submitted to the appropriate committee for approval or ratification. 
Title of the document: Mental Health Act Policy 
Policy (document) Author:  
Executive Director: Andrea Lewis 

    Yes/No/ 
Unsure/ 
NA 

Comments 
  

1. Title     
  Is the title clear and unambiguous? Yes  
  Is it clear whether the document is a 

guideline, policy, protocol or standard? 
Yes  

2. Scope/Purpose   
  Is the target population clear and 

unambiguous? 
Yes  

  Is the purpose of the document clear? Yes  
  Are the intended outcomes described? Yes  
  Are the statements clear and 

unambiguous? Yes  

3. Development Process   
  Is there evidence of engagement 

with stakeholders and users? 
Yes  

  Who was engaged in a review of 
the document (list committees/ 
individuals)? 

Yes Safeguarding committee 
Psychiatric Liaison interface group 

  Has the policy template been followed 
(i.e. is the format correct)? 

Yes  

4. Evidence Base   
  Is the type of evidence to support 

the document identified explicitly? 
Yes  

  Are local/organisational supporting 
documents referenced? 

Yes  

5. Approval   
  Does the document identify which 

committee/group will approve/ratify it? Yes  

  If appropriate, have the joint human 
resources/staff side committee (or 
equivalent) approved the document? 

N/A  

6. Dissemination and Implementation   
  Is there an outline/plan to identify 

how this will be done? 
Yes  

  Does the plan include the necessary 
training/support to ensure compliance? 

Yes  
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   Yes/No/ 
Unsure/ 
NA 

Comments 
  

7. Process for Monitoring Compliance     
  Are there measurable standards or 

KPIs to support monitoring 
compliance of the document? 

 Yes   

8. Review Date     
  Is the review date identified and is this 

acceptable? 
 Yes   

9. 
Overall Responsibility for the 
Document 

    

  Is it clear who will be responsible 
for coordinating the dissemination, 
implementation and review of the 
documentation? 

 Yes   

0.   Equality Impact Assessment (EIA)     
  Has a suitable EIA been completed?  Yes    

Committee Approval - TEC 
If the committee is happy to approve this document, please complete the section below, date it 
and return it to the Policy (document) Owner 
Name of  
Chair 

 Suzanne Rankin 
 Chief Executive Officer 

Date  11/11/2021 

Ratification by Management Executive (if appropriate) 
If the Management Executive is happy to ratify this document, please complete the date 
of ratification below and advise the Policy (document) Owner 
Date: n/a 
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Appendix 3 CLINICAL GUIDELINES 
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Appendix 4: CARE FOR PATIENTS IN A&E UNDER MHA    
 

 Accident and Emergency (A&E) as previously highlighted can not provide a bed for a 
patient to be formally detained to. 

 A patient may be brought to A&E from another hospital, where they have already been 
detained, for acute medical treatment. If this is the case they will have been given formal 
leave to attend the department, called Section 17 leave. This will come with specific 
instructions and restrictions, for example to be accompanied by a member of staff at all 
times.  

 A patient in A&E has not been formally been admitted to St Peter’s hospital, so would not 
be liable for detention under Section 5(2) of the Mental Health Act (MHA). 

 A patient may be assessed for detention under the mental health act whilst in A&E. Once 
the 2 medical pracitioners, at least one of which must be a section 12 approved doctor, 
have completed the medical recommendations for detention under the MHA, the Approved 
Mental Health Professional (AMHP) can then complete the application outling the specifics 
of the unit and bed allocated to the patient. 

 If no bed has been identified but the AMHP is minded to complete the paperwork for 
detention and has medical recommendations, then the the patient is still an informal 
patient. This does not give any powers of the MHA, until a suitable bed has been identified 
and the application for detention completed, with the 2 medical recommendations. At this 
stage the patient is not detained under the MHA 1983. 

 If the patient requires treatment in St Peter’s or Ashford Hospital a bed would be provided, 
which they could then be detained to, for example a patient with an eating disorder 
requiring refeeding. 

 A patient who is awaiting detention in A&E, should already be under the care of the Liaison 
Psychiatry team, who will complete a High Risk Care Plan. This will include making 
arrangements for regular reviews as well as highlight any regular medication the patient 
may need, and recommend additional as required medication. The patient will highly likely 
require 1:1 supervision. A psychiatric bed would be sought via the Surrey and Borders 
Trust bed management team (unless from out of area). 

 In cases where a patient is awaiting detention but is not yet detained due to no bed being 
identified, the psychiatrist involved will identify if use of the Mental Capacity Act 2005 may 
be appropriate to hold someone whilst awaiting a bed in their best interest. 

 A Deprivation of Liberty Safeguard (DoLS) can not be applied for, for a patient within the 
A&E department. 

 If a patient is distressed then they could be given treatment using the authority of the 
Mental Capacity Act 2005, provided it is in their best interests, and they have been 
deemed to lack capacity.  

 If a patient is subject to any section or order under the MHA and is subsequently admitted 
to a ward, A&E MUST inform the receiving ward of this and send the paperwork with the 
patient to the ward. 
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Appendix 5: CARE FOR PATIENTS IN A&E AWAITING A BED  
 

 Patients in A&E can have protracted waits whilst a Mental Health Bed is identified. Whilst 
they lack a bed, and the application for detention completed by an AMHP they are not 
detained, even if 2 medical recommendations have been completed. 

 If a patient remains in A&E as noted the psychiatrist involved in the MHA assessment will 
assess the patient’s capacity, and whether it is proportionate and justifiable for the patient 
to remain in A&E in their Best Interests under the Mental Capacity Act whilst a bed is 
identified. 

 A patient who has had a Mental Health Act assessment, and is awaiting a bed will require 
a High Risk Care Plan and 1:1 staffing (which may need to be a RMN). 

 At a minimum they will have a daily review by the liaison psychiatry service. 
 The liaison psychiatrist will review to consider starting treatment in A&E, rather than just as 

required medication, whilst a patient remains in A&E. 
 As previously noted patients can only receive treatment if they are able to give consent for 

that treatment, or lack capacity and given in their Best Interests under the MCA 2005. 
 A bed will be sourced when the patient does not need to be detained to a St Peter’s bed, 

for example in A&E – ASPH will need to liaise with PLT and/or Surrey and Border’s Bed 
Management team in relation to identifying a suitable bed. 

 Once a bed is identified the AMHP will arrange transport for patients detained under the 
Mental Health Act. 
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Appendix 6: CARE FOR PATIENTS ON THE WARDS UNDER MHA  
   

 A patient detained to a bed in Ashford or St Peter’s hospital, will need involvement of the 
liaison psychiatry team, and the patient will require a High Risk Care Plan. They will 
usually require 1:1 nursing and daily input from the liaison team, based on their risk 
assessment. 

 A patient may be transferred under section to the acute trust from a private mental health 
hospital if they have medical needs requiring attention and an episode of acute inpatient 
care – for example the Woking Priory or Woking Cygnet hospitals. In these cases their 
private psychiatrist remains their Responsible Clinician, and will provide psychiatric input. 
However please contact the liaison psychiatry service if unsure. 

 The Mental Health Act only allows for treatment for mental disorder, or conditions resulting 
from a mental disorder. It does not allow for treatment of other co morbid conditions.  

 A patient may receive treatment for physical conditions under the Mental Capacity Act 
2005, if they are found to lack capacity. This assessment should be undertaken seperately 
from the MHA assessment. 

 Please refer to the trust intranet for the Mental Capacity Act 2005 policy. All patients are 
assumed to have capacity unless there appears to be an impairment, and then should 
have their capacity assessed for that specific decision, which is also time specific. It needs 
to be documented, and the decision arrived at is the responsibility of the clinician providing 
that treatment. 

 If a patient has complex mental health needs and it is felt their mental health condition is 
impacting their capacity the liaison psychiatry service can be contacted to support  in the 
Mental Capacity Act assessment. As with all patients a decision can only be made in their 
Best Interests and the MCA 2005 policy must be followed. 

 A patient detained under Section 3 of the MHA (1983) treatment in accordance for a 
physical health condition predicated on the basis that the individual’s mental health needs 
prevent appropriate intervention and as such negate the needs for a deprivation of liberty 
assessment. 

 If a patient is detained to another hospital, and has been transferred to St Peter’s or 
Ashford hospital under Section 17 leave, then their capacity must be assessed. As they 
are detained to another hospital, any agreement to remain in this hospital and receive 
treatment (unless specifically for the consequences of a mental disorder) must follow the 
MCA 2005, and they would be elligible for a DoLS if appropriate – e.g. a patient detained 
under Section 3 to the Abraham Cowley Unit, who is transferred under Section 17 leave for 
treatment of pneumonia. If they were felt to lack capacity to remain in ASPH they would be 
eligible for a DoLS in addition to their Section 17 leave, and medical treatment coud be 
given under MCA 2005 in their best interests. In these cases the consultant liaison 
psychiatrist must be consulted to enable a decision to be made. 

 A patient on Section 17 leave from another hospital will likely be formally transferred to St 
Peter’s if they will likely need a prolonged admission, and would then be detained to the 
acute hospital. See Section 17 discharge flowchart for further information. 

 The Responsible Clinician, usually the liaison service psychiatrist, will work closely with the 
Mental Health Act office to ensure that the patient has clearly documented capacity with 
respect to mental health treatment and the treating authority if up to date. As noted if a 
patient has been detained for over 3 months then a T2, T3 or Section 62 form will be 
completed by the Responsible Clinician – a copy will be placed in the patient’s notes and a 
copy shared with the CSNP team. 

 A patient will regularly need to be read their Section 132 rights in hospital, by a senior 
member of the nursing staff, and this must be documented in their notes. What is 
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determined as regular may vary between patients depending on their level of 
understanding, this can be discussed with the liaison service for guidance. 

 A patient may have their section rescinded whilst in the acute hospital, most usually via 
their Responsible Clinician, or via a tribunal. 

 If a patient passes away under any section it is the duty of the Responsible Clinician to 
contact the coroner. For patients under section to other providers, ASPH staff must notify 
the holder of the section that the patient has died. Divisional MHA notification email to be 
used to ensure that all parties are updated and aware of patient status. 

 A patient who has a CTO recalled, or revoked a copy of the CTO3 or CTO 4 form will need 
to be provided to the hospital managers, and a copy held in the patient’s medical notes. 

 
Transfer 

 A patient may be transferred between hospital trusts whilst under section 2, 3, 37 or 47. 
Section 37 and 47 are forensic sections, and will require additional support from mental 
health services. If a patient is medically fit for transfer to a psychiatric hospital and are 
under section 2 or 3, they can be transferred under section 19 of the MHA, using a H4 
form. See discharge flowchart for more information. 

 The H4 form (part 1) must be completed prior to leaving the ward and a copy held within 
the patient’s notes. The patient is transferred with this, and then part 2 is completed by the 
receiving ward, to take the patient into their authority. A covering letter regarding 
completion accompanies the H4 form and must be requested from the Matron or CSNP.  

 The receiving hospital must be aware of the patient’s physical state, and receive a 
discharge letter, and hand over. Please also send a photocopy of medical and nursing 
notes in addition to the drug chart. It is important to remember most psychiatric hospitals 
are unable to give any IV fluids or medication. 

 The receiving team must be aware, and the patient informed, as well as family if the patient 
consents. The liaison psychiatry service will usually be involved helping source a 
psychiatric bed via the SABP bed managers. 

 The original section papers will be transferred with the patient, but copies must be kept for 
the MHA office 

 A patient can only be transferred to a hospital in England or Wales. 
 Prior to transfer a risk assessment must be undertaken, as secure transport may be 

necessary. 
 It is good practice to send an appropriate supply of medication as a TTO – this should go 

with the staff escorting a patient under the Mental Health Act, rather than be given to the 
patient directly. In the event that the patient is not escorted, then a risk assessment relating 
to supplies of medication must be undertaken by an appropriately trained clinician. 

 The Responsible Clinician (RC) will liaise with their new RC to hand over at the time of 
transfer. 

 Please follow the usual transfer and discharge policy. 
 If a patient is in St Peter’s Hospital under Section 17 leave, but detained to another 

hospital, they can return to their original hospital without a H4 form, it would be good 
practice to follow the rest of the transfer guidelines. 
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Appendix 7: CARE FOR PAEDIATRIC PATIENTS     
 

 The Mental Health Act (unlike the Mental Capacity Act) does not have a minimum age 
cut off for use. Please see the Mental Capacity Act policy for guidance on this. 

 St Peter’s currently has an in-hours Paediatric Liaison Nurse service, who can 
undertake mental health assessments for young people in A&E, or those admitted to 
hospital – the service can be contacted via email asp-tr.paedpln@nhs.net or via the 
paediatric ward. 

 They will arrange follow up, and liaise with appropriate community services, as well as 
SABP CAMHS psychiatrists to discuss medication if appropriate. 

 The CAMHS Crisis Intervention Service, may support with assessments if the young 
person is known and they are complex, at busy periods or out of hours. They work 
across Surrey, based in Guildford and Redhill, to try to offer an alternative to A&E. They 
contact the paediatric wards at 9am on Weekends and Bank Holidays to identify Young 
People in need of assessment. 

 The Crisis Intervention Service will also offer a 7 day follow up to at risk individuals. 
 Surrey also has the HOPE service which helps prevent CAMHS mental health hospital 

admissions by providing intensive support to individuals at high risk or with complex 
needs.  

 Child and Young People’s Eating Disorders Services are a working hours service but 
will provide support to the Paediatric Liaison Team and may provide in reach if 
necessary. 


