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Response of the Royal College of Psychiatrists to the Options for the Future of Payment by Results. 
The promotion of high standards of mental healthcare requires an adequate level of funding, used effectively to deliver a high quality of service. Given the inevitable financial constraints there is a need to determine how NHS funding should be equitably distributed between areas and across specialities.  The Royal College of Psychiatrists is mindful of the importance of this issue and agrees with the Department of Health that there are difficulties that arise in applying approaches for funding of acute care to mental health services (as noted in Appendix B).  The College has established a working group so as to be able to support the Department of Health in achieving these goals.  This document can be seen as a first contribution to that process – providing a general reaction as well as detailed comment that may be carried forward into subsequent stages.
We note with concern the lack of progress that has been made in addressing the problems of applying PBR to Mental Health Services, given that this is the only funding mechanism being considered.  It cannot be true that PbR is a force for the good generally but that it is of no consequence that such a major sector of the NHS is excluded for the foreseeable future.  The College believes that the benefits of an improved funding mechanism will be different for mental health compared to the acute sector, but no less significant.

Two recent mental health pilot projects have begun to develop an appropriate mechanism, and have again confirmed the need for an extensive, long term development and implementation programme.  The number of issues which must be addressed, only some of which have been mentioned in this document, is easily underestimated and suggests the need for a long term, incremental approach.
Although the aim of PBR may not be to achieve fair distribution between health sectors, we believe that there is a secondary negative effect of partial adoption which must be addressed.
Professor Louis Appleby, commenting on Mental Health Reform on 11th May, noted that Mental Health Services receive 14% of the NHS budget but account for one third of all illness and 40% of all disability. There is a widely held view that mental health services have been disadvantaged by their inability to compete at local level with acute services, whose case for funding increases is strongly made by activity data that can be set against a tariff.  The College is keen that not only should there be a clear proposal for future funding but that there should be a system in place in the meantime to ensure that services not currently covered by Payment by Results are not financially disadvantaged until that or an equivalent funding mechanism is in place.
The College believes that the principles by which a national mechanism for the distribution of funds should be judged are that:

· It should provide the means to maintain the overall funding of mental health services at a fair level in relation to other care sectors.

· It should provide the means to maintain or enhance the quality of services as a whole. This requires integration with other information-based commissioning and governance approaches.

· It should enhance the ability of mental health services to provide equity of access for service users, across geographical boundaries, between socio-economic and sub-cultural groups, and between people with different types of mental health problems. 

The proposals in the Consultation document have been assessed in terms of these principles. We have attached our detailed response to both the general and specific issues raised in the Consultation document.  Because the document addresses principally the issues facing acute services, unfortunately our responses are often to the effect that the proposals will not be feasible in our sector within the foreseeable future.  That should not be confused with a lack of willingness to tackle the issues. 

We therefore warmly welcome the opportunity to meet with staff of the Department of Health not only to discuss future mental health funding further but to determine how appropriate levels of funding will be allocated in the meantime. 

Yours sincerely,

The Royal College of Psychiatrists Response to 

Options for the Future of Payment by Results 2008/2009 to 2010/2011.

General Points. 

1. Problems in the development of PbR for mental health services. 

Payment by Results is a mechanism designed to facilitate and regulate competition between alternative providers of the same service.  But it leaves providers of different services within the same locality in a competitive relationship, at the discretion of commissioners. 

The Consultation document only devotes pages 14-16 of Appendix B to the specific problems in applying Payment by Results to Mental Health Services, despite identifying the problems that need to be overcome.  Only services for adults of working age are considered, and in future the scope should clearly be extended to include older persons, children and adolescents, addictions and forensic mental health services.  The document notes:

1. The provider variation in treatment patterns

2. Differing views as to what treatments should be used for which conditions

3. Little causal relationship between intervention and outcome

4. Less focus on defining and costing the community element of care

5. No routine collection of core datasets for casemix development

6. Clinician’s scepticism of the benefits. 

The last point implies that clinicians are part of the problem, despite the document identifying the problems hindering the implementation of PbR to mental health services and noting that no country has yet managed to introduce a system for casemix funded payment in this area. We would wish to emphasise that clinicians and care staff are not opposed to the idea that funding should be based upon better information, if that will improve the service. Our scepticism, if any, is around the willingness to prioritise looking at such difficult issues in the development of PbR.
The first three points are the opinions of the authors of an earlier report, which have been challenged and do not appear to be evidence-based.  Together they present an unacceptably negative view of mental healthcare which would tend to inhibit a constructive approach.
The fifth point highlights the fact that mental health organisations have not been given the necessary support to collect information and present their case. They therefore do not compete with other services on equal terms, and without information the process is not open to public scrutiny. Whatever funding mechanism is introduced there must be a commitment to develop the necessary information structure – an architecture of standard, coded clinical and care terms, data definitions, and of course the infrastructure and training necessary to collect and analyse the data.  

Payment by Results is the only funding mechanism considered in the document.  Yet the Mental Health sector has none of the elements necessary to develop such a system.  Section 2.2 notes that:

 ‘…in order to design, calculate and operate a tariff, PbR needs:

· A classification system – to capture information about patient diagnoses and healthcare interventions in a standard format

· A currency – to establish the basis for payment

· Costing information – to inform pricing decisions’

As the document itself notes, we have no national standard classification that is suitable for capturing the many types of problems for which service users require help.  Diagnosis alone is not sufficient.  There is no national intervention classification.  There is no agreed currency, and no adequate costing information.  What is of great concern is that there appears to be no apparent plan to prioritise and commission the necessary development work so that Mental Health Services can catch up with the services to which PbR can now be satisfactorily applied.  

We wish to ask the following questions:

· Will the issue of funding to improve information gathering by mental health services be addressed? 

· How will the development work to apply PbR to Mental Health Services be prioritised so that it can catch up with other services?
· What steps will be taken to include non-NHS providers of mental health services, including social care agencies, or to delineate boundaries to prevent unwanted commercial incentives?
2. Current PbR projects in Mental Health 

 It is regrettable that the report of the Mental Health PbR Project has not been published in this document and is presently only available through personal contacts.  It had been hoped that the reports would be published with the document, and that a policy decision would have been taken accordingly – if a specific tariff is still some way off, then an indication of organisational commitment and resourcing would be welcome.

Successive mental health funding projects have been commissioned in recent years by the Department of Health and carried out by the Casemix Office, the NHS Information Authority and now the Information Centre.  The basis of each project has been similar and each has reached broadly the same conclusions, yet none has been followed by a definite policy commitment.  Furthermore, because each report has been difficult to access, the conclusions do not appear to have been well understood by subsequent programme managers.

The problems repeatedly identified in this country and abroad may suggest that an alternative mental health-specific approach must therefore be devised - that would preserve the benefits of PbR in terms of improved information on quality and outcome of care for commissioners, and allow monitoring to ensure that   identified standards are achieved nationally.  As previous attempts to develop a casemix or tariff-based approach similar to those used in acute services have not been successful it is important that the principles to be adopted in any future attempts to improve the service are made explicit, in a language that is appropriate to this field.  

The College would be pleased to co-operate in the development of a more rigorous and explicit model, for instance by helping to define the parameters to be used in the more sophisticated computerised simulation techniques which are now available.

We wish to ask the following questions:

· When will the outcome of the projects be published in an easily accessible format?

· What alternative approaches to funding, if any, would be considered? 

3.  Use of pricing to improve quality of care. 

It should be emphasised that the College strongly supports the use of information to improve service quality, and also recognises the truth in Section 1.6: ‘...we realise the potential for using price as a lever for change.  However, this leverage must be used to improve the quality of clinical care for patients, rather than simply as a crude attempt to cut costs...’.   The proposals would require substantial modification before applying the model for reforms set out in sections 1.23 – 1.31.  Again this goes back to the key issue of how the quality and effect of care would be measured.

  In particular, 

· It is hard to establish written guidelines or definitions in order to determine which service users should receive specific forms of treatment or care (’interventions’). Patients don’t always fit into the neat diagnostic categories identified in NICE guidance, and timing of interventions is important for them to be effective. 

· There is a ‘pyramid of need’, with no easily definable line between those who should or should not receive care.
· The model assumes that the patient is keen to receive care but this is not the case for some of those with severe mental illness. Thus a key issue is that of engagement with the service, rather than the specific intervention. 

· The outcome for each service user depends upon many external factors besides the choice and efficacy of the intervention. 

· The type and way in which care is provided needs to take the risk assessment and not just the mental health and related difficulties into account. 

· Many interventions could potentially be provided by different professions, by volunteers or independent providers 

· Care is shared between carers and agencies such as the NHS, local authorities social care, voluntary and independent providers on an individually-determined basis, and often there is no binding or general definition as to what care is provided by whom.
· When care is fragmented across teams or different service providers the cost of effective communication and liaison needs to be quantified.
· There are very strong socio-economic and sub-cultural determinants of the prevalence of mental health problems of differing sorts and therefore of local population needs.
· Information systems for mental health are available, but implementation has not been prioritised. 

· There is no standard classification of mental health interventions and procedures and therefore no routinely collected information on what happens to service users.
· There are reliable, valid, rapid assessment methods which could be used to improve the quality of routinely held information on severity and thresholds for acceptance into care, but they require endorsement at national level.
· Because the diagnosis of a service user describes only one aspect of many that should be taken into consideration in their care, and no intervention classification has been described, there are currently no data definitions that can be used to form good enough casemix groupings such as the Healthcare Related Groups used in physical health services.

The purpose of the mental health services is not always well understood in this debate.  The custodial care model is outdated, and the medical model too restricted in its scope.  Modern mental healthcare aims to improve a service user’s quality of life across a broad span of domains.  Whereas a physician or surgeon might reasonably expect their patient’s life to improve in many ways (social, occupational, educational, financial, creatively) as a consequence of symptom resolution, mental health services intervene directly in all such domains as well as treating symptoms.  Because many severe mental illnesses have a relapsing course, secondary prevention forms a major part of the work.  In addition, there is an expectation that mental health services will manage the issue of risk of that individual to themselves and others and the risk from others due to their vulnerability.  

We wish to ask the following questions:

· By what means, given the complex issues described above, could quality be measured to ensure that funding delivered a better quality service and not merely more activity? 

· Each of the bullet points above represents a practical issue affecting either the design and implementation or the effects of a new funding mechanism.  Their resolution is necessary, but will involve collaboration with many NHS and social care agencies as well as the Information Centre and National Programme for Information Technology.  How will such a complex programme be organised? 
Consultation questions:

Section 2.  This whole section refers to acute services, effectively excluding mental health services from the development and implementation programme, and therefore from the potential benefits of this NHS reform.

2.1 The strategy for the development of classifications is not sufficiently robust for mental health for the reasons given above.  

2.2 There is no classification system currently available to update.  Mental Health Services have not received a proportionate amount of development funding within the PbR programme, the Information Centre, or for Coding and Classification to enable them to compete effectively for funding with other services.

2.3 and 2.4  We cannot comment on currencies and costings, (see above).  

 The expectation declared in section 2.32 that ‘this work is expected to generate important learning points for non-acute services’ is an example of the thinking which has prevented progress so far.  Firstly, it may be true that some aspects of acute care modelling and costing can be applied to non-acute situations, but that misses the point that our problems are not to do with such component technicalities but with the way the services operate as a whole. For many years now it has been said that once the acute sector has overcome its hurdles, the non-acute services can follow, but that has never happened. In the meantime there is clear evidence that Mental Health Services are under-funded and this may be part of the explanation for that problem. 

2.5 Timeliness of data flows cannot be met if Mental Health Services are included as the necessary casemix criteria have not been identified. In any determination of progression towards the current goal of applying PbR to all parts of the secondary care service it is appropriate that all areas should be covered in the analysis. That will provide the impetus for rectifying the inequalities in the development of an appropriate funding mechanism for those areas where it has been difficult to achieve.  

3.1 There is no agreed dataset suitable for ensuring quality, and not enough providers returning completed MHMDS datasets to provide a good enough sample.  There must be an urgent review of the resources allocated to mental health information systems as well as agreement on what data is required. Exhortations to clinicians to spend increasing amounts of time collecting data will not be sufficient, especially when there is no evidence as yet of its usefulness for the purpose of  PbR.

3.2 For all the reasons outlined the approach cannot be shown currently to increase the delivery of quality of care and value for money in mental health services.  

3.3 and 3.4  PbR should support the commissioning of care pathways, which can be complex in mental health services, going across providers.  Care pathways are not suitable in themselves as either a classification or costing currency without parallel quality safeguards to ensure that entry criteria to each pathway are the same between providers and that the outcomes are monitored across several domains of quality of life.

3.5  It is essential that the tariff can be applied to the same service in different 

      settings for PbR to be achieved in mental healthcare.  It requires identification     

      of the right definition for a spell or episode of care to transcend boundaries 

      between settings – otherwise the system will be open to perverse incentives 

      running counter to care quality. 

3.6 The application of PbR to specialist services is a key question, and requires a serious and properly informed debate between government and mental health bodies. We look forward to participating in this. 

4.1 Since there is no published information on the Secretary of States’ intentions or actions regarding the funding of mental health services under PbR it cannot be said that the arrangements for the service as a whole offer the necessary transparency to operate fairly within a fixed cash limit. 

4.2 The uncertainties about PbR in mental health services have inhibited planning and the lack of any further information in this document is disappointing.     It must be made clear that PbR is not to be implemented within the next five years so that attention can be paid to ensuring an equitable process for resource allocation to meet the Secretary of State’s governance responsibilities.

5.1 There is a credible theory that exclusion from standard (national) tariffs leads to a reduction in quality and/or volume as commissioners find it difficult to withstand calls for funding from services in the face of proven activity and a set tariff.  They must make up their budget by taking from the non-tariff sector.  After all, what is really meant by ‘money follows the patient’ is ‘money follows the data about the patient’!  Of the three models suggested, it would be assumed that most mental health services would set a local currency and price, continuing to leave them highly vulnerable.  However since it is expected that the work ‘in development’ in Mental Health will take many years a process of development must be envisaged which may involve some compromise. Again there is no reference as to how adequate funding of services not covered by PbR will be safeguarded.

5.2  and 5.3  As above.

5.4  These are issues requiring complex discussion, not for mental health as a whole but for each branch in its own right.  This requires an organised approach to decision-making which is currently lacking.  The meetings set up by the PbR programme have not always been successful in getting past the most basic questions and issues. We would wish to see highly experienced, project managers identified for this task. 

5.4 There is hope in the statement ‘we would be interested to hear about how
good  practice in developing currencies in these areas (of integration of health and social care) could be disseminated at national level’. This is one of the most important questions about mental health services and demands a series of discussions rather than the short answers that can be given in such a consultation and we are very keen to participate in this. It will also require serious investment. 

G1  The key issue is how all services will be able to compete for funding on an equal basis so that resources genuinely follow need, when approximately 30% of services are not covered by PbR and will not be for the time period covered by this consultation document. 

B1 See General Points

E1-3  The differential application of PbR across services could be said to be discriminatory unless it can be shown that those services not covered by PbR are not financially disadvantaged. Those with mental health problems account for 40% of the nation’s disabled yet the service receives but 12% of the national funding. It is known that patients do not receive the care recommended under NICE guidance and lack of resources is a key reason for this. A higher proportion of those admitted to hospital and of those detained under the Mental Health Act are from a black and minority ethnic background than would be expected from their representation in the general population.  A lack of funding to mental health services will hinder the introduction of measures to address this issue.  

CONCLUSION -   A systematic and broadly-based incremental development programme is required in order to develop a funding mechanism that will be appropriate to mental healthcare in England.  The programme must do more than design currencies and tariffs.  It must bring together funding and quality measures and it must involve all stakeholders. It will need to encompass many developments in information management and data architecture, and examine new models of care. 

Such a programme presents a very significant challenge, but the potential benefits to the efficiency of mental healthcare delivery are immense.  For the first time, a means of ensuring value for money will maximise the secondary economic benefits
 as well as the direct improvements in health and wellbeing of this most vulnerable sector of the population.






� Currently, 4% of GDP is lost due to mental ill health in European states (WHO).





