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CONFERENCE REPORT

BACKGROUND

On 14 October, 2008 the Royal College of Psychiatrists’ College Education and Training Centre (CETC) hosted a national conference addressing the mental health care implications of NHS reform over the next ten years. The following notes provide an overview of the presentations and themes to arise from the conference. 

KEY THEMES

A number of themes and questions arose during the course of the day-long conference. Delegates had the opportunity to consider some key issues regarding the implications of NHS reform for mental health care. These included:

· All change will be clinically led – how will this be operationalised?

· How will the workforce be trained to implement this change?

· How will we align clinical led and service-user led change/processes?

· Resources for education and training to maintain standards

· ‘’Needs’’ investment

· Commissioning of services – how do psychiatrists engage in the commissioning process?

· Joined up commissioning (social services)

· Future for long stay placements
Some of the themes of support for reform and change included:

· greater clarity and facilitation of the interface between primary and secondary care services and between health and other third and independent sectors and social services;
· greater ownership and demonstrable change to accommodate and address the ‘no health without mental health’ agenda;
· development of meaningful outcome measures and metrics that have a quality focus; are useful to the individual; and are service based and oriented;
· utilisation of evidence based care pathways that are responsive and appropriate to the needs of the patient;
· social inclusion to be improved through mental health promotion, emphasis upon recovery and addressing the stigma and discrimination of mental ill health. 
CONFERENCE PRESENTATIONS 

Chair’s Welcome
Dr Mike Hobbs, Medical Director, Oxfordshire and Buckinghamshire Mental Health NHS Foundation Trust and Chair of South Central Mental Health Clinical Pathway Group
The NHS Next Stage Review – Implications for Mental Health

Dr Hugh Griffiths, Deputy National Director for Mental Health, Department of Health

Care Pathways: Primary/Secondary Care Interface

Dr Simon Smith, Consultant Psychiatrists, South Staffordshire and Shropshire Healthcare NHS Foundation Trust

Service User Perspective

Ms Emily Brown, Deputy Director for Service User Involvement, Together: working for wellbeing
Mental/Physical Health Interface and Liaison Psychiatry
Dr Malcolm Hawthorne, Medical Director, Surrey and Borders Partnership NHS Trust and Chair of South East Coast Clinical Pathway Group

Workforce and Training Implications

Dr Denise Cope, Associate Medical Director, Dorset Healthcare NHS Foundation Trust and Associate Dean, Wessex Deanery

Early Phases of Implementation
Dr Geraldine Strathdee, Clinical Director, London Mental Health Care Pathway Programme

Mobilising Clinical Leadership: Tools and Approaches 

Dr Suresh Joseph, Acting Medical Director, Northumberland, Tyne and Wear Mental Health Trust and Chair, North East Clinical Pathway Group

Moving Forwards: The use of PbR and incentives to enhance quality in care pathways.

Dr Ian Davidson, Medical Director/Deputy Chief Executive, Cheshire and Wirral Partnership NHS Foundation Trust and Chair North West Clinical Pathway Group

Chair’s Welcome
Dr Mike Hobbs, Medical Director, Oxfordshire and Buckinghamshire Mental Health NHS Foundation Trust and Chair of South Central Mental Health Clinical Pathway Group

As part of the NHS Next Stage Review, led by Lord Darzi, each Strategic Health Authority (SHA) in England was asked to review and develop local solutions to improve NHS service delivery in their communities over the next ten years. Each of the ten English SHAs focused upon eight core clinical pathways: maternity and newborn; children’s services; acute care; long term conditions; staying healthy; planned care; mental health and end of life care. Each Clinical Pathway Group (CPG) was responsible for identifying good practice, local challenges and priorities over the next ten years. 

There was considerable local clinical involvement in each of the care pathway groups, and consultation within each region included events with NHS staff, patients, carers and the public. 

In the South Central Region, the mental health clinical pathway group ensured that mental health was cross referenced to other relevant care pathways. For example in the Maternity and Newborn care pathway, perinatal mental health was considered and child and adolescent mental health was considered within the Children Care Pathway. 
Some of the overarching themes emerging from each of the SHA mental health care pathway reports include:

· the need to place greater emphasis and import upon ‘no health without mental health’ . Dr Hobbs described how mental health and well-being are fundamental to good health;
· the need to recognise the economic impact of mental ill health;
· the need to address the stigma and discrimination that still exists, even within mental health service delivery, but also more broadly within the public and the media;
· need to address the variation in the quality of services and skills level of mental health work force. 

The Mental Health CPGs emphasised the importance of engagement and third sector partnership and encouraged investment in workforce development. A number of recommendations were proposed by the Mental Health CPGs including:

· emphasis on public mental health awareness, prevention and responsibility;
· evidence based care pathways approach to delivering mental health services;
· greater acknowledgement and awareness of the mental/physical health interface;
· clinical engagement and leadership;
· meaningful outcome measures and metrics that have a quality focus, including patient reported outcome measures  (PROMS);
· Contract currency (PBR)

The ‘Moving Forwards: Pathways to better mental health and well-being’ report, was released subsequent to Darzi’s Final Report ‘High Quality care for All’. Moving Forwards was authored by the chairs of the mental health clinical pathways groups and is structured (as was the work of the CPGs regionally), around three key themes of: 

· what can be done;
· what are the barriers to progress;
· what are the ‘enablers’ of improvement. 
Moving Forwards was designed to ‘stimulate further debate and to help ensure the visions contained within the regional reports are translated into practice in each of the ten English Regions. The Moving Forwards authors make a number of recommendations in which they believe improvements within mental health service delivery can be achieved. These recommendations fall under seven broad headings:

· Quality Focus
· Information

· Incentives

· Innovation

· Workforce, education and training

· Accountability – local and national

· Leadership within organisations. 
The NHS Next Stage Review – Implications for Mental Health

Dr Hugh Griffiths, Deputy National Director for Mental Health, Department of Health
Dr Griffiths gave an overview of the current policy and provision of healthcare including the progress that has been made over the last decade:

· Mental health spend has increased over five years by 31% to £5.1 billion;
· Since 1997 there has been a 60% increase in the number of consultant psychiatrists; a 20% increase in the number of psychiatric nurses and an 80% increase in the number of clinical psychologists;
· NHS Plan teams have reached their targets in crisis resolution assertive outreach and early intervention;
· Suicides are at the lowest level recorded since such records began (in 1861).

A lot more money has now been invested in mental health but there is still some inefficient and inappropriate spending. Some of the existing priorities for mental health include:

· increasing access to psychological therapies;

· improving social inclusion through:

o mental health promotion

o public mental health

o addressing stigma and discrimination 

o supporting recovery ( especially employment and housing)

· delivering race equality

Dr Griffiths described the current model of health reform that aims to achieve better care, better patient experience and better value for money through: 

· transactional reforms;

· demand side reform;

· supply-side reform;

· system management reforms.
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The High Quality Care for All final report highlights variations in quality and the challenges facing health services today. Changing demographics, advances in treatment, rising expectations and the changing nature of some diseases impact on the way services should be planned and delivered. The report emphasises:

· choice (ensure quality assurance information);
· personalisation;
· NICE and quality standards;
· NHS evidence ( a single portal for access);
· promoting innovation;
· measure, publish and fund quality (CQIN)

As part of the recommendations from the action plan, a set of national quality indicators are expected to be published which for mental health may include:

· employment and housing status;
· 7 day follow-up;
· recovery in IAPT;
· CPA review;
· HONOS completion;
· Violence;
· delayed discharge;
· physical needs;
· involvement in decisions

The Moving Forwards report (a summary from the chairs of the mental health pathway groups) outlines what might be done and what the future direction could be. It highlights the barriers to change (such as stigma, inconsistent implementation of evidence, underdeveloped joint commissioning etc) and identifies 'enablers of improvement' (outcome measures, benchmarking, workforce and leadership development etc) which have a quality focus. 

Emerging issues from Moving Forwards include:

· commissioning;

· focus on outcomes;

· social inclusion;

· inequalities;

· stigma and discrimination;

· regional presence.

Care Pathways: Primary/Secondary Care Interface

Dr Simon Smith, Consultant Psychiatrists, South Staffordshire and Shropshire Healthcare NHS Foundation Trust

Dr Smith described the care pathway approach used in South Shropshire and his experiences of working with a generic pathway. Some of the successes within mental health include:
· de-institutionalisation;

· functional teams;

· care closer to home;

· reduced reliance upon in-patient beds;

· growth of service users in planning and delivering services.

A number of other areas within mental health that needed improvement included:

· delivering evidence based services;
· consistency of quality;
· promotion and prevention of mental health;
· support for carers;
· management of medications;
· greater awareness of the interface between physical and mental health care. 
Utilising this generic pathways template, Dr Smith described the principles of care and explained how the pathway could be adapted. The template enabled the Trust to identify gaps and needs in their existing systems
. By having a care pathway that contains all the essential parts of a high quality service results in a more flexible and adaptable pathway which reflects the changing needs of the individual. Mental health promotion and prevention, and a focus upon early signposting and assessment were also critical in a care pathway. 
The principles of care pathways should allow the patient a choice of evidence based interventions, and these interventions should be both readily available and have clear outcomes. These outcomes should be based on recovery model and should meet the patients’ aspirations and expectations. It is important to consider the stepped care model within care pathways. 
Some of the potential difficulties in the primary/secondary care interface included:

· unmet need

· inappropriate medicalisation

· lack of capacity in primary care

· lack of specialist skills in primary care

· confusion within existing care pathways
Care pathways need to consider all alternate points of access (GP, MH teams). Commissioning services also need to consider all aspects of the Care Pathway. 
Indirect factors within a catchment area can also be influential in the way mental health services are delivered. In South Shropshire, with a population of approximately 40,000 people and a geographical region of 400miles2, poor public transport infrastructure is incredibly influential given that in patients and Crisis Resolution/Home Treatment and Psychological Therapy services are based 30 miles away. In South Shropshire there is greater historical reliance upon the use of crisis mental health teams. With little historical investment in primary care mental health services and inappropriate use of crisis services to deal with common mental disorders, change was required in order to address the needs the region. 
Some local solutions to address these gaps and barriers in service delivery included: 
· Use of secondary care expertise in primary care setting for signposting and short interventions 

· Utilisations of primary care information systems

· Investment in education and mental health awareness of staff (an ongoing process)
· Clarification of care pathways ‘signposting is the key’

· Triaging referrals into secondary care 

Outcomes from this pilot include:
· High GP satisfaction

· Quicker access (primary care)

· Improved signposting

· Reduction in CMHT referrals and caseloads

In relation to primary care he reported on the relevance of the absence of CPA for less severe mental health problems. 
Service User Perspective

Ms Emily Brown, Deputy Director for Service User Involvement, Together: working for wellbeing
Ms Brown spoke of the importance of service user involvement in the development of services and health care reform. 
Commissioning

Services need to be commissioned to meet the needs of service users to measure quality of life rather than use of service: “we don’t base our lives around services”. 

Unnecessary variation in services and unfair access to services still exists; as exemplified by the ‘post-code’ lottery. Two service users, living one street apart, as a result of their postcode are required to access different services, offering different standards of care. The emphasis should be on the service user rather than the service. 

In terms of the evidence base for commissioning effective services, service user’s experiences and views of the benefits and difficulties should be taken more into account. 
Clinical Pathways

Equality of opportunity and experience through the clinical pathways should be expected and good quality services should be the norm rather than examples of good practice. 
Primary and Secondary Care

In terms of primary and secondary services a number of areas need to be addressed:
· Services being reactive rather than proactive. Crisis often comes before care.

· Services are fragmented and unnecessarily and unhelpfully distinguish between ‘wellness’ and ‘un-wellness’. A continuum is needed.
· Services need to consider the value of ‘self help’. Self defined communities and people are very positive because the service user is empowered by their decision to be involved. Self help can be useful at any stage along a mental health continuum. 
· Services need to be aware of stigma. Ms Brown recalled some comments about the ‘‘difficulty in “handing-over” service users. These comments convey the idea that service users are ‘not wanted’ even by the people who are paid to care for them. 
Mental health and physical health 
A more common sense approach needs to be employed in looking at the mental health and physical health needs of service users. For example some walk-in centres do not have any liaison psychiatry services available which has resulted in people with mental illness not being treated for injuries that can be completely unrelated to their mental illness. 

Further, there needs to be an increase in knowledge and awareness regarding capacity. Ms Brown outlined the importance of the Mental Capacity Act with its assumption of capacity. Training of staff is needed in order particularly to ensure that a refusal of consent must be accepted.
Staff
Ms Brown commented on stigma and disrespect that still persists within the health care system and the need to address this as it has the potential to make the greatest difference to people’s experience of services. She was very supportive of 360 degree appraisals. Training should be service user led, both in the planning and delivery phases. 
Service User Involvement 

Meaningful and effective engagement should consider the needs and views of carers and services users separately. Often these groups are categorised together and service users and carers have very different needs and perspectives

A proposed development of a set of minimum standards in service users and carer involvement was suggested. Meaningful and measurable outcomes need to be useful to the individual and need to be service based and oriented. However they also need to focus on the service user. Meaningful measures should be related to the quality of life.

Quality of life measures should include issues such as whether a person has returned to work or come off certain benefits.
Ms Brown asked delegates to re-evaluate the ultimate aim of a service? It is necessary to ensure that the environment is good for the staff but there is also a need to emphasise that the service is for service users.

Mental/Physical Health Interface and Liaison Psychiatry
Dr Malcolm Hawthorne, Medical Director, Surrey and Borders Partnership NHS Trust and Chair of South East Coast Clinical Pathway Group

Dr Hawthorne discussed the inter-relationship between physical health and mental health. He reminded delegates of the fundamental premise “A healthy mind in a healthy body”. He gave examples of physical effects of mental illness and conversely, the psychological effects of physical ill health. Recognition, assessment and treatment of mental health problems are important in any setting. 
Key imperatives from the High Quality Care for All report include: 
· Quality for all metrics (clinical dashboard)
· Clinical lead and engagement

· World class commissioning priorities
· Health promotion and public awareness

· Learning from experience (mental health first aid - car park attendants example)

World Class Commissioning ‘ As world class commissioners, primary care trusts must take on the mantle of trusted community leaders, working with their local population, partners and clinicians, leading local NHS’.  

In many areas within mental health, the 11 World Class Commissioning competencies are not being achieved:

1. locally lead the NHS

2. work with community partners

3. engage with public and patients

4. collaborate with clinicians

5. manage knowledge and assess needs

6. prioritise investment

7. stimulate the market

8. promote improvement and innovation

9. secure procurement skills

10. manage the local health system

11. make sound financial investments

Some of the available quality data includes:
· public health observatory data;

· knowledge management unit;

· Care Quality Commission (CQC);

· quality accounts/reports;

· quality metrics including best practice and benchmarking across regions and NHS.

Commissioning

· Where do commissioners receive their advice and expertise from?
· Attrition can present some problem within commissioning – the positions can be very transient, with some commissioners not in for a very long period of time, as with boards

· How do commissioning processes work?

· Desire for joined up social and health care

· Choice agenda needs to be reiterated as for users of services
Workforce and Training Implications

Dr Denise Cope, Associate Medical Director, Dorset Healthcare NHS Foundation Trust and Associate Dean, Wessex Deanery

Dr Cope presented on the educational and workforce implications for mental health services and summarised the key themes emerging from ‘A High Quality Workforce NHS Next Stage Review’. The core principles informing workforce planning, education and training included:
· A focus upon quality

· Patient centred approach to care

· Clinically driven

· Flexibility

· Recognise the value of people

· Promote life-long learning

As part of the reform of the NHS, clinicians are not only expected to be practitioners, but also partners and leaders. A clinicians’ primary duty is to clinical practice, however their responsibilities also lie in the appropriate management of finite resources, to commit to joined up working and interagency collaboration and to take the lead in both local and in senior positions to change the standard of care to benefit patients. 
The workforce training and planning needs to be quality focused and centred upon patient care and to respond to the individual needs of the patient by respecting the diversity and differences of each and every patient. Dr Cope supported Ms Browns’ sentiments by reiterating that services need to consider the individual needs of the patient in driving appropriate clinical service delivery and care.

Clinicians themselves need also to be engaged in order to develop any meaningful workforce planning. The systems in place to educate and teach need to be reactive and responsive to change and new developments – this underpins the ethos of life-long learning. Clinicians need to be supported and training and career pathways should be sensitive and responsive to their needs. 

Dr Cope spoke about some of the challenges facing education and workforce planning. She emphasised that the NHS needs to recognise that mental health and well being cannot be considered in isolation from physical health and well-being. Some of the key challenges further include:

· tackling the problems that lie with the variation of service delivery;

· greater emphasis upon service user outcomes

· greater focus upon the use of evidence based care pathways  

· lack of appropriately skilled practitioners in areas of mental health need

· existing delays in assessment 

· involving and engaging clinicians in influencing and reshaping commissioning services and practices and working as partners to facilitate choice 
· training and CPD needs to be driven by evidence based service design not existing skills influencing service design.

Continuing Professional Development (CPD) needs to enhance its focus so that clinicians acquire skills in areas of:

· commissioning

· service redesign

· workforce planning

· pathway development

· change management

· focus on population health 

Some of the discussion surrounding Dr Cope’s presentation included a fear by psychiatrists that Trusts are interpreting New Ways of Working that may result in greater utilisation of ‘cheaper labour’ that does not include psychiatrists. 

Early Phases of Implementation
Dr Geraldine Strathdee, Clinical Director, London Mental Health Care Pathway Programme

London has a significant burden of mental health, disproportionate to other English regions. Some of this is partly due to a greater impact of greater asylum and refugee populations, higher levels of homelessness and unemployment. 

The London Care Pathway Group, led by Dr Graham Thornicroft was a clinical advisory group for London and included 30 members from a variety of specialities including ambulance, offender services etc. The Mental Health Care Pathway had a clinical advisory group of 36 experts. 

The London Care Pathway Group focused upon four areas:

· Chaotic Care/complex needs (the name of which will be likely to change in future)

· Dementia :supporting people and their carers

· Medically unexplained symptoms

· Psychological impact of physical illness and surgery
For each Care Pathway there was:

· PCT Executive

· Clinical Director and

· Project Manager

Forty-two MPs influence the decisions made in London. The Clinical Pathway leads therefore developed a briefing pack to influence MPs.

London chose to focus upon the critical points within clinical care pathways where outcomes improvement could occur. These were developed from examples of existing good practice/outcomes and included: 

· prevention/promotion of mental health - What works? Where/how does it work?;
· identification and assessment – are we identifying the problem and equally importantly are we doing the right assessment. This then predicates the treatment. We need to develop better screening tools and better assessment tools are needed;
· easy access;
· evidence based intervention;
· quality and safety;
· prevention/staying healthy.
Development of the Care Pathway strategies evolved over two phases:

Phase 1

· identified the core principles that run through all care pathways, service models of commissioning specifications, developed by all stakeholders including services users and carers;
· undertook high-level strategic analysis of policy to ensure alignment with recent policy decisions and objectives;
· reviewed of evidence base for both service models and technologies;
· examined the data (HCC – analysis by region – differences/difficulties experienced by acute services);
· development of a service provision map.
Phase 2
Phase two examined the commissioning specification for each care pathway. These were based around deliverables:
· Commissioning specification (tool-kit for commissioners for IAPT – advice for reorganising services and resources)

· Computer generated models of service delivery
· Integrated impact assessment

· concept of E-Care
For London a major challenge within mental health services is the attrition of trained senior staff: ‘We educate and then export’. By the time staff reach senior positions within services lifestyle factors often influence their decision to leave London (housing, commuting distance, access to schools, perceptions of greater dangers in city). This leaves London with a severe shortage in senior level staff. 
Mobilising Clinical Leadership: Tools and Approaches 

Dr Suresh Joseph, Acting Medical Director, Northumberland, Tyne and Wear Mental Health Trust and Chair, North East Clinical Pathway Group

Engaging clinicians in change 
Dr Joseph identified problems at several different interface levels. At a ‘people’ level, there can be problems in the boundaries between clinicians, managers and support functions. At an ‘intra-organisational level’, these difficulties can exist in the interface between primary and specialist care, between and within sub-specialities and the distinctions between physical and mental health and well-being. At an inter-organisational level, problems can also exist between authorities, other health care systems and third and independent sectors.
Barriers or resistance to change can include scepticism or cynicism of change; the passiveness or powerlessness that might be experienced by staff and service users alike; ‘inward looking’ attitudes or the acceptance of failures, defects in the system.
The North East Transformation System for mental health services consists of three components, each of which contribute to the transformation and all of which are totally interdependent.
1. Vision: the ideology or ethos that underpins change, such as ‘leaders must lead’ and ‘something better and a better place to be’. If the vision is created jointly and is shared, with key crosscutting themes
2. Compact or Engagement: 

· Understanding of mutual positions
· Articulation of mutual expectations
· Engagement and comprehensive discussions
· Management of cultural issues (promote positive, tackle maladaptive)
· Shared agenda

· Remove waste and re-deploy resources to improve our services

· Foster a work environment that ‘brings out the best in all of us’
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3. Method: sources of learning. Dr Joseph described the ‘Toyota Way’ methodology of production and service delivery:

· Starts with quality and safety, not cost
· Places trust and faith in the clinician

· Encourages learning and experimentation to deliver better care

· Tackles waste and creates capacity. 

· “outside in” expertise to initiate inside out change’
Moving Forwards: The use of PbR and incentives to enhance quality in care pathways.
Dr Ian Davidson, Medical Director/Deputy Chief Executive, Cheshire and Wirral Partnership NHS Foundation Trust and Chair North West Clinical Pathway Group
Dr Davidson outlined some of the policy and financial impetus that contributed to the development of Moving Forwards. There is a large variation within and between regions in the mental health spend although the percentage of total budget has remained stable over the last few years. The main policy message is that change should always benefit patients and be clinically led. Patients, carers and the public must be involved and this is a powerful tool to ensure clinical engagement. 
The National Clinical Advisory Group is part of the regulatory framework ensuring that there will be accountability if required processes- are not followed. 

Moving Forwards acknowledges basic principles of a focus on quality and on the premise “No health without mental health”. Evidenced based interventions should be clearly articulated and available as choices to service users and carers. 
World class commissioning requires that benchmarked information should be made available on quality and value for money regardless of provider sector. Information must be adequate to underpin transparent and equitable commissioning decisions. A lot of data is not being used due to a lack of robust systems with which to analyse the data collected. The incentives to make improvements include the development of a currency and tariff system for mental health which supports care pathways through a stepped care approach which incentivises quality and promotes meaningful outcomes for service users. If a provider is showing persistent and serious quality issues on benchmarking commissioners would be required to explain.  
Currently there is a lack of incentives because of block contracts. Acute care PbR leads to a requirement to pay for activity delivered but, as it has some element of mental health, payment is available for this to acute trusts. Also the Quality Outcome Framework (QOF) does deliver some payments for mental health in primary care.  There is no incentive for quality without PbR – indeed no incentive to treat because there is no more money for treatment.
Some pointers to the way forward: four mental health trusts have piloted service line reporting and the Care Cluster model is now being tested – while it doesn’t answer the issue of quality it does move towards PbR. The IAPT initiative is a stepped approach which more closely ties inputs and outcomes. Also the new mental health contract gives an explicit recognition of the need for quality measures to be locally determined.
There are key risks, in particular that the mental health share of the NHS budget falls in the time of economic hardship even as demographics lead to an upsurge in need . Mental health may miss out on quality incentives and the inequalities are perpetuated. Key opportunities are to get the MH currency in place nationally, ensure that the contract and QOF are used to reduce inequalities. Currency plus reduced inequalities will allow the tariff so enabling quality as well as cost to be included in value for money assessments. 
The next 18 months are a critical time giving the opportunity to improve mental health and reduce inequalities. The regional implementation groups need support and input from stakeholders including the College. A currency and tariff base on value for money and incentivising delivery of quality outcomes is essential.S budget HS
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Promotes/sustain maximum health and well-being





Promote/sustain maximum health and well being





Well-being; best quality of life or end-point





Recovery* focused outcome





Review





Problem





Self Help/Practical Help





Offer choice of most effective intervention (evidence based)





Specialist pathway (e.g. psychological trauma)





Branching (multiple needs, crisis, potential range of agencies, i.e. primary/specialist mental health care), social care 3rd sector 





Signposting





Self Help/Practical Help








Formulation (including recognized diagnosis for those with a mental disorder) as soon as possible





Early delivery of effective interventions





* Recovery in the above context is defined as a personal process of tackling the adverse impact of experiencing mental health despite their continuing or long-term presence. Used in this sense, recovery does not mean ‘cure’ (Rethink, “Recovery Learning”. 2005) 





Access – easy and swift



































� See Appendix A
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