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Section 1: Reflections on change

Although many aspects of mental health and social care were identified by contributors as ones which could be improved, numerous voices urged caution about the process - and prospect - of further service redesign: ‘So many changes. Changes all the time. Can’t we just stand still for a bit?’, pleaded one witness. 

Many of these concerns were partly a reflection of the sheer pace of change, including those experienced over the lifespan of the National Service Framework for Mental Health. However, many contributors expressed serious misgivings about the way in which service reforms have been, and continue to be, imposed:

· ‘Changes were made on very limited evidence, or no evidence, and driven through with the idea that the crucial bit was ‘model fidelity’’. 

· ‘Last week I was at a Trust meeting where it was proposed to melt down the CMHTs and replace them with a psychosis service and a non-psychosis service, in terms of service, not just in the functions, by the end of April. So where does the research come from? Where does the assurance about protecting quality come from?’

A number of contributors also made a related point about the importance of taking into account the local setting in which services would be delivered when redesigning services:

· ‘What was dismal about the National Service Framework was it not only insisted that you did it, they insisted they do it to the same level and the same way.’ 

· ‘What irritates me is that a lot of policy comes from a line from south east London, through Birmingham and up to Manchester to be translated into the Fens or rural Cornwall, and we have only got ourselves to blame for accepting this one-size-fits-all approach’. 

· ‘It’s important to have national standards in outcome rather than structures of process’.

Some witnesses were keen to point out that many elements of good service redesign will not in fact save money, ‘not because they are not more efficient but because they will uncover a whole load of unmet need’; this was a stance which echoed views expressed about the importance of looking at the ‘whole social economy around mental health’. 

More than clinical care
Indeed, there was a groundswell of opinion from contributors to the effect that - congruent with the fundamental ethos of New Horizons in England - ‘no one profession, no one organisation, no one public service or no one entity has all of the answers’. It was felt that simply putting in place a good package of clinical care was not enough. Instead, it was incumbent on PCTs and local authorities (and other agencies) to work to address the totality of people’s lives in order to help them achieve better outcomes in spheres of their lives such as employment, education and social inclusion. 

After all, as one contributor pointed out, ‘mental health is determined by a multiplicity of factors, including biological, individual, family and social, and economic and environmental factors’. Indeed, many contributors felt that it behoves those looking at how services can be better delivered to ensure that an increased ambition for service users is embedded into all redesign activity. Furthermore, anyone undertaking service redesign should ensure that clear eligibility criteria and outcomes become key elements, since without these it will be harder to realise those (realistic and consensually-arrived-at) goals for service users which professionals caring for them should have. 

More inclusive, broader in intent
A number of contributors pointed out that for all the major service redesign over the past decade, ‘variations in service related to the ethnic group of the service user remain very large’; that ‘most people with common mental disorders are wholly untreated’ and that meaningful service redesign needs to be far more inclusive and extensive in its scope than ever before. 

‘One fundamental mistake’, observed one witness, ‘which British psychiatry has made over the past 50 years is to make our service synonymous with the treatment of psychosis’. He continued: ‘Service design has to take account of epidemiology. A psychosis service is actually quite easy to develop because the epidemiology is fairly robust. It is extraordinarily difficult to think about how we are going to develop services for people who do not have psychosis. And this is where service lines force us to think about the that vast mass of morbidity, for example depression, which will be the second largest cause of disability across the entire world in 2020’. 

Section 2: Values and ethos

‘You can do as many service redesigns as you like’, observed one service user, ‘but unless you look at the values and the ethos behind the service and its design, you’ll just be reinventing things with different names’.
 
This viewpoint was echoed by other witnesses: ‘I think there is a huge cultural change that needs to happen amongst professions about not being so paternalistic, about releasing people to make choices for themselves about what they do.’

Hope
Fundamental to such a change however, contributors stressed, was a sense of hope. Hope on behalf of service providers and professionals for what individuals can do, and the central importance of this attitude within good recovery-oriented practice was raised frequently during the hearings (Hafal’s Recovery Programme, http://www.hafal.org/hafal/recovery.php; Shepherd et al, 2009). 

Other elements of recovery-oriented practice included an openness to the user-defined outcomes that people want from their care. Furthermore, a greater emphasis also needs to be placed on aspects of social and employment support - rather than solely clinical support - allied to a greater choice and control over treatment (for example medication as envisaged in NICE guidelines or access to psychological therapies, inpatient admission or intensive home treatment). 

Taking account of views
Recovery-oriented practice also extends to taking into account the views of service users on who may be appropriate and acceptable to them to deliver their care: ‘Where there has been loosening of previous restrictive practices’, commented one contributor, ‘and where nurses have been empowered to demonstrate their expanded roles, such as in nurse-led services and prescribing, these areas have proved popular with service users.’ The continuity which some nurse-led services provide – both for service users and between different parts of the healthcare system – was also brought up during the evidence hearings. 

Awareness and negotiation
Recovery-oriented practice furthermore includes awareness on the part of practitioners of the effects which their care have on service users. This can include ensuring that medication dosage is reduced to a minimum in order to help a service user retain employment for example; and ensuring that service users are properly aware of the existence of their plans for treatment and support, and fully understand them (one contributor pointed out that the National Service User Surveys of 2004-2008 demonstrate that this is often not the case) (Healthcare Commission, 2004). 

Contributors also highlighted the fact that clinicians and people using services often lack the negotiation skills necessary to participate in a genuine process of shared decision-making (Deegan & Drake, 2006; Deegan, 2007) and pointed towards the Advanced Development Programme initiative (see http://www.swlstg-tr.nhs.uk/cocreatinghealth/ and http://www.health.org.uk/current_work/programmes/cocreating_health.html for more details) as one way of helping clinicians develop their skills in this area. 

A more fluid approach to service access
Service users and practitioners frequently commented on the widespread and understandable fears which service users have that once they leave the mental health system they will be unable to gain access to it should they become ill again. 

As one psychiatrist vividly described: ‘I’d want to say to a service user who was stable, ‘Instead of giving you an appointment to see you in a month or two months or whatever, just go away and when anything changes or you’re unhappy, pick up the phone and come and see me,’ [but] you can't do that. They have to have a follow-up appointment or you discharge them from the service and the GP has to refer them back.’

‘Many mental health conditions’, stressed another contributor, ‘whether they be ‘common’ or ‘more severe’ typically fluctuate. Fluctuating conditions require easy movement into and out of services.’

If both service users and professionals lack confidence that people using services can leave them in the knowledge that they can return, this can lead to the kind of risk-averse and unambitious care which, in the view of many contributors, characterises a great deal of secondary mental health care. One psychiatrist reported that his own experience of giving service users the ability to choose when they come back to a service (without all the difficulties involved in discharge and re-referral) decreased demand on services. 

Empowering service users through self-management programmes
‘Very few people using mental health services’, suggested one contributor, ‘have access to self-management programmes/advice on developing ways of monitoring their own mental state, developing plans to manage their symptoms themselves, manage their ups and downs, and keep themselves well. There exist numerous effective self-management programmes for people with a range of mental health conditions (such as the Manic Depression Fellowship’s self-management programmes and those of the Hearing Voices and Paranoia Networks) yet these remain available to very few people.’

Understanding the importance to service users of stable relationships with staff
A number of service users and practitioners attested to the importance of being able to build up relationships with health professionals: 

· ‘My CPN is a very nice woman. I am very lucky to have had the same one for a long time’. 

· ‘I guess my CPN was the key person. I learnt to trust her and we built a therapeutic relationship’. 

Nevertheless, as one contributor pointed out, all too often service design and expenditure on services fail to reflect the fact that support workers are frequently the person whom service users rate as having the most impact on them and their recovery (Scottish Association for Mental Health, 2006).

The importance of clear and relevant communication
Communication by service providers to service users was flagged up by contributors as being generally problematic:

· ‘One of my perennial frustrations is letters sent out by mental health services saying, “You’re booked for an appointment with this person” without any explanation of who that person is or what might happen next or even where you might be going and what it might be like. There is a weird paradox, I think, that the people who are experiencing the greatest distress or are at the greatest point of crisis have to deal with the largest uncertainty in regards to their own care. There is a gap there in fully supporting and informing someone’s passage through those services.’

· ’Professionals feel they have given to those whom they serve, but people using services continue to feel ill-informed. In thinking about information provision we must recognise that we are often communicating complicated, emotionally-laden information that is unfamiliar to those whom we serve. We need to become more sophisticated in the way in which we provide information although, at present, little research exists into the communication of information in mental health services.’

Many contributors highlighted the importance of involving service users and carers to plan, steer and oversee the delivery of services. However, they also noted that it is vital that at least some of those service users and carers are currently in a relationship with services as they are developing, rather than trying to address aspects of the sometimes very poor experiences of care they had a number of years ago. 

The danger of believing that by involving only the kinds of people who welcome the opportunity, and are well enough, to sit on committees and feed back about policy, that effective consultation and communication has taken place, is a serious and growing one. Contributors noted that this may risk excluding the broad majority of people who receive services.

Section 3: Taking stock, looking forward

What improvements have resulted from the National Service Framework for Mental Health and other recent policy initiatives?

In general terms, the National Service Framework was credited with having brought mental health into the mainstream (along with a recognition that mental health is the responsibility of many government departments), and with giving due priority to people with severe and enduring mental illness. It was also viewed as providing significant funding for service development, and having enabled the mental health community to learn how to run a combined community- and hospital-based care system, and to deliver a holistic model of support in a more consistent, appropriate and person-centred manner than ever before. 

The National Service Framework also made progress through improving the range and accessibility of services, particularly through the development of functional teams (‘undoubtedly new money and ideas breathed a sense of optimism into the workforce’, observed one contributor). While there was a wide range of opinions about the benefits or otherwise of functionalisation, some contributors spoke powerfully about how services such as assertive outreach, early intervention in psychosis and crisis resolution home treatment had made a significant difference to people’s lives: 

· ‘I think we should applaud a service which has done a lot to engage people. Earlier in my career I would be in situations where you would know that someone was going to develop a psychosis. You could smell it. And you wouldn’t see them, and they would fail and fail again’. 

· ‘Crisis Resolution Home Treatment teams have had a significant impact in our area. More impressive than the significant reduction in the usage of inpatient beds has been the outcomes which people have reported and the preference that service users have set around their having choice with regard to the approach to intensive treatment.’

· ‘Early intervention has worked because its more flexible approach meant that service users who didn’t engage were not abandoned but instead a carer or family member could be trained to work with their relative. Families pulled together, were seen as a unit, and lives were not torn apart by psychosis’. 

Aside from the National Service Framework, contributors highlighted other improvements and modernisations that had been made, for example:

· the Suicide Prevention Strategy’s impact on reducing rates of suicide;
· the growth in provision of long-term low and medium secure rehabilitation services;
· the growth in provision of secure services for women, and for adolescents;
· the growth in provision of services for people with personality disorder;
· better commissioning models, and partnerships, between statutory and voluntary sector providers around substance misuse; 
· ongoing modernisation of the inpatient estate. 

What issues and problems have resulted from the increased specialisation of mental health services in recent years?

Movement of staff away from community mental health and inpatient settings
One of the unintended, but most serious, consequences of increased specialisation has been the widespread exodus of staff members (often the most talented) from community mental health and inpatient settings to the new teams (assertive outreach, early intervention and crisis resolution home treatment). This development, according to numerous contributors, has left community mental health and inpatient staff teams deskilled and demoralised:

‘Well-functioning and effective teams have been cannibalised to provide less well-functioning and inefficient teams’. 

It was also pointed out that other initiatives, such as the development of the Improving Access to Psychological Therapies programme, have provided yet more (better paid and better trained) opportunities to move away from community mental health teams. 

In terms of inpatient wards, policy developments ‘really failed to take account of the fact that these are the wards where people are going to go when other services cannot cope’. Or, as one contributor put it, ‘I saw inpatient services going from something I wouldn’t mind my family members going into to something you wouldn’t want them going anywhere near’. Another contributor, commenting on staff attitudes to delivering inpatient care, said: ‘Inpatient units are seen as the backwater that no-one really cares about and something that you serve your time on to get out of as quickly as possible’. 


Discontinuity of care and barriers between services
Discontinuity and barriers between the pre-existing and new services, and the effects of these on the patient’s experience, were also identified by many contributors as troubling developments in recent years:

· ‘Wherever there is an interface, there is paperwork. Wherever there is an interface, there are arguments. The fewer teams there are, in my view, the easier it is to co-ordinate them’. 

· ‘Look at the discontinuity [which now exists] in mental health care. For somebody with severe mental illness, the GP refers them into early intervention in psychosis but they go into crisis; they are then seen by the crisis team who feel that they need admission so they go to an assessment ward. They then become too disturbed so they go to an intensive care unit, they then come from that to a treatment ward. After all of that they are felt to need more than early intervention in psychosis so they go to assertive outreach and after a few years they then go to the community mental health team and possibly, ultimately, back to the GP.’

· ‘Often the clinical responsibility is unclear. It is not necessarily a single named person that the GP knows to refer to or that the patient knows is responsible for their care. There is a discontinuity of care with people moving between the teams, which didn’t use to happen and tends to happen a lot now.’

Contributors described the problems which occur when patients transfer between teams, such as a lack of follow-up and repeated - though largely pointless – assessments (an aspect of care which service users often complain about, the hearings were informed), and the boundary and gate-keeping issues that arise when service users appear to fall between teams. 

It was also noted that specialist teams have been allowed to develop their own inclusion and exclusion criteria, have a limit on their caseloads, and that joint-working has been largely absent as a result. This territoriality and tendency to adopt a silo mentality are often at the expense of communication, both service users and other contributors explained, and are factors which have contributed to serious untoward incidents in the past. Other contributors noted that since so many service users no longer meet the inclusion criteria which specialist teams have introduced, commissioners are now faced with the task of redesigning whole systems in order to cater for substantial amounts of unmet need. 

‘Recently’, one general adult psychiatrist commented, ‘we have been told by our Early Intervention Service we can’t take any more. We’ve said, ‘Well what will we do?’ And they said ‘Well, you have to take them’. And then the rehab team said ‘We can’t take any more we’re full’. And they said ‘We’re going to refer them back to you’. And I said ‘Well, hang on, we’re full as well. We get 40 referrals a week. What are you going to do about that?’ So there are horrible silly rows between teams.’

The hearings learnt of problems regarding some crisis resolution teams listing learning disability as an exclusion criterion for their service. One contributor, a psychiatrist working in learning disability, outlined moves within his own Trust to address this: through populating crisis teams with staff from learning disability, alongside an education and training programme, he hoped to ‘create an environment and capable workforce that can deal with people with minor learning disability who are in crisis. We recognise that learning disability alone cannot provide 24-hour support - resources won’t be there for that - and it will be even more difficult under the service line concept. This model, we feel, is a good way of achieving equality and access’. 

The paucity of evidence-base for specialisation and concerns about specialist practices
As has been mentioned earlier, some contributors reported widespread unease about the perceived lack, or limited nature, of the evidence used to drive the introduction of specialisation through the NSF. 

As one contributor put it, ‘where we are at the moment isn’t guided by nearly as much evidence as we might have liked for such enormous changes. If you think about a drug that is brought into practice, there is a massive amount of money spent in assessing its safety and relative effectiveness at least against placebo; and yet we make enormous service changes that we roll out across the whole country without that level of requirement of evidence.’ 

One consultant psychiatrist made an allied point, observing that ‘a need for care exists when an individual has an illness or impairment for which there is an effective and acceptable method of intervention’, and that, without such evidence, there could be no justification for many of the interventions which were promoted under the NSF: ‘What you don’t want is people piling in with ineffective treatments and wasting your time and wasting the state’s time and money as well’. 

Furthermore, this contributor questioned the whole basis upon which specialist teams were introduced under the NSF: ‘The fundamental mistake in the interpretation of the analyses and the interpretation of the studies that led to introduction of Assertive Outreach, Crisis Resolution and Home Treatment and indeed Early Intervention teams was they didn’t tell us about the standard care. The standard care was appalling.’ 

Other commentators indicated that some evidence did exist for specialisation, pointing to Cochrane reviews and recent journal publications. And while contributors had differing opinions on the strength of the evidence base for certain types of intervention, the dominant view from contributors who commented on this area stressed that the evidence base for the clinical- and cost-effectiveness of assertive outreach and early intervention services is, at best, patchy, and at worst, non-existent; and while there was greater faith expressed by some contributors in the evidence base for crisis resolution being effective in keeping people out of hospital, this viewpoint was itself forcefully challenged. 

One adult psychiatrist, speaking about crisis teams in a major city, painted a worrying picture of perfunctory care, and carer exasperation: ‘Patients complain about our Crisis Resolution team. All they do is turn up, drop some pills in and drive off again. They are swamped in the inner cities. Great idea when you've got people with a mainly neurotic illness on their caseload. For people who are homeless, psychotic, drug-addicted, i.e. a difficult caseload, how easy is that? We have not had the same bed reductions and I think some reports from Australia seem to show that actually families are now running out of patience. That is to say you can handle a few crises but after the fifth, ‘I can’t take any more of this. Put him into hospital. I need some relief’.’

One leading academic summed up the fundamental dilemma: ‘whether having many specialist teams [is a superior way of configuring services] has not been examined at the system level, because evaluations of assertive outreach, early intervention and home treatment teams have been of those components, not of the whole system. In essence it comes to a trade-off between two key principles: continuity (indicating fewer teams/boundaries/transitions) versus effectiveness (i.e. seeing specialist staff in a separate team). Patients’ views on this trade-off are rarely examined.’ In a similar vein, another contributor pointed out: ‘What nobody has ever done is a controlled trial where you have some services that get the extra staff and keep them in the CMHTs versus the separate teams’. 

Some contributors chose to focus on effects of specialisation on service users. For example, one contributor pointed out that, in his experience, ‘clinicians often feel unable to take any therapeutic risks with patients because they feel they haven’t known the patient – who has been transferred to them from an early intervention or assertive outreach team – for long enough. Whereas if there had been that continuity of care which an enhanced CMHT allows them to have, the teams would have been more able to take risks with those patients’. 

Consequences of specialisation on consultant expertise
This was a topic which was raised on a number of occasions during the hearings. ‘If you are an early invention consultant, how can you explain to people the nature of the illness they are going to have 20 years down the track when you have not seen any people with chronic schizophrenia?’, observed one psychiatrist. ‘If you are just doing crisis intervention’, he added, ‘how can you tell people what it is going to be like in the longer-term if all you see is the immediate crisis? I really think they are de-skilling’. 

Support for more integrated models 
Given the lack of clarity around the evidence base for specialist interventions – with on the one hand those who believe that ‘specialists need to make a better case for themselves in mental health’ and on the other those who feel that increasing specialisation is ‘a sign of psychiatry coming of age’ – it was heartening that a number of contributors pointed towards what may be something of a third way. 

In this model, community mental health services become more integrated and re-absorb the functions currently carried out by specialist teams – either still under the banner of CMHTs or using alternative models such as service lines: 

a) the enhanced CMHT model
One perceived advantage of an enhanced CMHT was that they would integrate the work of crisis teams and early intervention within them, and that the consultant psychiatrist would provide a continuity of care across patients within the community and also in inpatient beds. One contributor put it that in his view most people do not require a range of specialist teams, adding that most of the necessary skills would be within the grasp of the ordinary multi disciplinary team. Indeed as another contributor said people should be encouraged to develop new skills: ‘So it could be nurses who deal with assertive outreach, nurses who deal with crisis, nurses who deal with CBT or rehabilitation services’. Other commentators added:

· ‘I strongly think, particularly in more rural areas, but I do think this applies in the urban environment as well, we need to rethink things and try and say every time an important idea, like first-episode psychosis treatment or assertive outreach comes up, it doesn’t automatically mean you need to set up a new team to do it. You might resource an integrated community mental health team to do it’. 

· ‘A lot of what we have come to think of as “specialist” are not particularly special, but rather functions that could feature in any generalist team: rehabilitation, assertive outreach, (perhaps) early intervention, dual diagnosis/motivational interviewing are all undertaken within CMHTs currently, and we may need to consider the relative value/cost of keeping specialist teams separate, with their own exclusion criteria used to excuse the gate-keeping required to maintain a more manageable rate of referral in. If a service offers something specialist, it should be able to “pull through” those service users most likely to benefit from their specialism at the same rate of discharging those who have benefited—otherwise one might wonder whether the specialism is in fact a function which should be built up within a larger generalist team.’

· ‘Within the CMHT I think it is absolutely imperative that people have, and are encouraged to develop, special skills. So it could be nurses who deal with assertive outreach, nurses who deal with crisis, nurses who deal with CBT or rehabilitation services’. 

· ‘Why can’t we have family psychiatry which looks after families across all the ages? Why can’t we have youth psychiatry where you can look at early intervention in various things but embed it within the CMHT? Why don’t we have primary care psychiatry where there is a link between the primary care and the CMHT in a much more fluid way?’ 

Contributors also pointed out the potential savings that might accrue from having an enhanced CMHT rather than specialist teams: 

· ‘Perhaps some further work needs to be done to suggest to the Government and Department of Health that a lot of savings could be made – because communication would be easier and there would be less transition points – with an enhanced community mental health team model’. 

However, one psychiatrist and advocate of specialist teams, questioned the premise of the enhanced CMHT team: ‘once you create your enhanced team to deliver specialist, NICE-concordant care’, he maintained, ‘you will have teams, and if you have teams, you will have interfaces and so on’. Another psychiatrist concurred with this view: ‘when we talk to people who like the whole CMHT approach, what they actually talk about is some specialist teams within CMHTs. So we are actually talking about more or less the same thing’. 

b) Service lines management model
Contributors to the hearings described Department of Health plans to introduce the payments by results system of cluster-based treatments into mental health, and the links between PbR and service lines. One witness explained there would be:

‘twenty-one clusters: a non-psychotic group with nine clusters which are based on severity and complexity; eight for those with psychosis, being first-episode, ongoing or recurrent, crisis, and then engagement problems; and then four around organic, based on cognitive impairment’, explained one witness. ‘But to what extent’, she continued, ‘should services link to clusters? Should we develop down more diagnostic-based groups and, when we do that, what happens to those who do not fit neatly into one or other group and who is going to look after them? Is that not going to just create endless argument and debate for that group?’

One adult psychiatrist described the move towards service line management which is taking place within her trust: ‘With a cluster, pathways-type model, it won’t be about a particular task-based team, but rather about the care to a group of patients with similar needs’. One trust chief executive outlined her organisation’s plans in this respect: ‘Our future plans will be to deconstruct CMHTs, work along service lines and actually redo our skill bases along those lines. Assertive outreach will probably disappear as a pure team and as a function, although the evidence suggests that there are some good elements of that approach, and that we need to be taking what bits the service users liked out of it and some of the methods of working, which were positive, into other sorts of areas for wider groups, and use that as a methodology rather than as ‘the team’’.

Service line management was described by one contributor as ‘about lining up the services to deliver the best care for patients’. Thus ‘Service line management would ensure that, for example, psychotherapy and psychological services care co-ordinate clients whose main needs are psychological interventions’. For example, under service line management, family therapy – ‘instead of sitting somewhere in psychotherapy departments’ – could be based with treatments for psychosis, in order that service managers ‘have the freedom to move those services about and to link them up where we think they should be’. 

Therefore, under a service line approach, ‘instead of someone sitting on a waiting list for psychological intervention when they are actually under the community mental health team, that psychological intervention can be delivered alongside everything else that patient is getting. All service lines lead towards recovery and discharge so there is no discharging from one service line to another’.

Concerns around assessment were raised however, in regard to service lines and clusters, during the hearings: 

· ‘Assessment is an organic process that spreads over time and, with the clustering idea, there is a real worry that people would be put into a box that turns out to be entirely the wrong one’. 

· ‘My concern is that there won’t be adequate investment in the assessment process. We have got really quite junior people making superficial assessments. It doesn’t work very well’. 

Underlining the importance of good initial assessment, one contributor added: ‘If clustering goes ahead, the medic’s role would implicitly be as chief clinician, diagnostician at the very start of the process in order for the system to remain efficient and avoid cross-contamination effects along service lines’. 

Concerns were also raised that the service line model ‘with those boxes and those clusters will cause more rifts and more risky scenarios and the media will be full of stories about our services’. Furthermore, one contributor expressed misgivings about the model: ‘it seems strange to me that, as psychiatrists, we have conspired to create a system of transitions and breed superficial, unsustaining relationships that really don’t get to know people in any depth over time. I wonder where our science is in terms of actually choosing to measure the intensity and value chain of relationships in some of these pathways, because my instinct is that many of these service line models are not going to overcome the fundamental difficulty that is about continuity of personal care, something which we should be measuring with more rigour’. 

Contributors also discussed the possible management structures of service lines, and spoke about the opportunities for clinicians to become involved in managing these as clinical directors or clinical leaders: ‘we are currently recruiting associate clinical directors to work as a pair to lead the service lines, but we will be delivering training so they’ve got the skills to be able to deliver this’. These revised structures could, it was pointed out, create cost-savings opportunities as management structures are revised. 

Failure to adapt service models to local need
A number of people spoke of their disappointment that the National Service Framework had insisted on a particular model and given little room for that model to be adapted to suit local circumstances. Contributors gave examples where services operating only during office hours, on week-days, were nevertheless deemed to ‘tick the box’ in terms of providing a ‘crisis resolution’ service. Others noted – with particular reference to assertive outreach - that while there may be a greater need for more specialism in areas with high morbidity (i.e. urban areas) it makes less sense – and is very wasteful – to be highly specialised in rural areas, and leads to wide variation in service thresholds across regions. 

Consequences for older people’s mental health care
Some commentators have suggested that some specialised teams within older peoples’ services may show better outcomes and cost effectiveness, and this should inform service re-design. However, because the needs of older people are different from younger adults the nature of these services differ. The reasons for this are set out in Age Discrimination in Mental Health Services: Making Equality a Reality (Anderson et al, 2009; Royal College of Psychiatrists, 2009) and explored further in Section XX.

Strengths and weaknesses of community mental health teams

Support for CMHTs
While many contributors expressed deep concern about the purpose and future of community mental health teams, some contributors stressed their support for this model of care: ‘The sectorised multidisciplinary CMHT with responsibility for both inpatient and outpatient care is, in my opinion, the optimal form of basic secondary care’, wrote one leading academic who contributed to the hearings. 

However, some psychiatrists and academics disagreed with this view. They argued that ‘people with chronic psychosis who are not causing any harm, any risk, and not raising anyone’s anxiety levels tend to get forgotten’ under such arrangements, since the efforts and attention of the team are too easily diverted into caring for people in crisis and people with borderline personality disorder who may have more pressing (or expressed) needs. Others however urged caution, arguing that doing away with CMHTs would simply leave a ‘base in primary care with some rather spindly branches into quite rarefied and specialised services’. 

Lack of a clear role for community mental health teams
With comments such as ‘I think CMHTs have more than had their time’, ‘We find, generally, CMHTs to be not terribly helpful’, and ‘CMHTs are past their sell-by date’, contributors voiced great frustration with, and confusion about, the role and focus of community mental health teams. One contributor went so far as to state that he could see ‘no reason why you couldn’t commission out a community mental health team in its entirety’. 

There was sympathy however for the situation which many CMHTs find themselves in, with one contributor noting that ‘CMHTs are incredibly effective; however, the issue for them is the whole system around them didn’t work effectively, so that when people needed and were more than capable of being able to be supported in other settings, those other settings were either unwilling or not there’. Another corroborated this view: ‘CMHTs were so successful they got swamped. Everyone wanted to see them. The GPs wanted them, the patients wanted them, people with chronic schizophrenia wanted them, families wanted them.’ 

One witness, a trust chief executive, argued that: ‘CMHTS have got too much of a mix of things that we are asking them to do at once and I think we need to be clearer about what that is, between the assessment function, the coordination function and the treatment function’, while another bemoaned the fact that CMHTs have ‘made care co-ordination into a treatment rather than co-ordinating what are the active components of work’. 

One psychiatrist described observing colleagues ‘following up relatively stable patients for year after year after year’, while a number of other witnesses highlighted the fact that many people on the caseloads of CMHTs are not given any real hope of recovery; and that little is done to provide them with the kinds of active, intensive interventions which would best address their most challenging problems and to provide them with follow-on support matched to anticipated partial recovery. 

The lack of step-down services from CMHTs has resulted in service users being ‘trapped’ in services and to service users ‘being socialised into having expectations that they will continue to have mental health problems’, the hearings were told. 

While contributors were at pains to recognise the dangers of ‘casting people to the wolves’ as a result of redesigning this aspect of care, they were nevertheless keen to resist the ‘casual, less-than-ambitious or burnt-out practice which can arguably ‘silt up’ a team’. 

Commenting on those with potential to move on from services, one contributor wrote: ‘More work is required to ensure that people can find a straightforward way back into part-time work, therapeutically balanced with receipt of partial benefits, and that services raise their ambition and optimism for recovery and practice in a more focused and intensive approach toward social inclusion. In contrast to the boundary defence one sees mounted by specialist services who struggle to discharge clients (and thus pull up drawbridges rather than ‘pull through’), crisis teams and specialist accommodation teams demonstrate the potential for intensive, short-term involvement which effectively links people from one service to another. It sometimes appears that no team or service within specialist mental health services offers much hope for a “pull through” ethos, but these teams do and we should try to understand what, in their practice, orientation and procedure creates the movement they achieve, with very difficult casework.’ 

One witness, a commissioner, described the multi-factorial nature of ‘why people stay so long’ in community mental health services, including ‘poor discharge planning, discharge planning which does not start early enough, poor understanding of what is available, a lack of available accommodation and housing, housing that is available being blocked by people elsewhere in the system who have not moved on’. 

Developments in community mental health teams, primary care liaison and primary care mental health services

Many contributors told the hearings that they would like to see some or all of the activities currently undertaken by community mental health services moved into primary care settings. 

Some contributors, who work as commissioners, outlined their plans to remove the boundary between primary and secondary care in relation to people with serious mental illness who are stable. They described plans to transform community mental health teams into ‘Access and Well-being Teams’ or ‘Health and Well-being Teams ‘which operate from within the community and don’t suck people into secondary care unless it is really needed’. 

Other contributors spoke about fledgling services which act as a bridge between primary and secondary care (primary care liaison services), and which have often been developed where mutual frustration about the appropriateness of referrals between GPs and CMHTs (compounded often by different entry criteria used by different CMHTs) have led to difficult relationships between primary and secondary care, and to less than optimal experiences for service users. 

However – and this was a theme which emerged time and again during the hearings – in the view of some contributors it is more effective to build up good inter-professionals relationships locally than to create yet more interfaces: ‘I think we have to build up that thing of knowing your local general practitioners and the ability to get back to the consultant psychiatrists saying: ‘No, I’m not having that. Sorry, can you see them again’’. 

One consultant psychiatrist described a new primary care liaison service in the Midlands: 
‘Our aim has been to facilitate the single point of entry to psychiatric services; to provide appropriate, timely and consistent response to non-emergency referrals; to provide assessment and short-term intervention. We are averaging 140 referrals a month. Of those, about 43% allocated to the primary care liaison team, 12% going straight to the CMHTs, 15% to other secondary care services, and about 30%, about a third, to IAPT. And they don’t go back to the GP as inappropriate. Their pathway into IAPT is navigated by the primary care gateway workers.’

Contributors from voluntary sector organisations – who pointed out how difficult many clients find obtaining access to secondary level community mental health - were generally positive about the suggestion of moving much of this work into primary care: ‘This would be a better way of engaging particular clients groups who are described as hard to reach – although they are not hard to reach, rather the services are hard to reach’. Such a move, in the view of a number of witnesses, would be beneficial in removing stigma, since so much less stigma is attached to primary care settings than secondary ones. 

‘My idea of a better system’, explained one trust chief executive, ‘is where you go for this big, long, all-day, day-and-a-half assessment, you have sessions with your family, you have a physical health assessment, you do the personalisation, so you can do a personal video to say what you want and keep a kind of very strong user focus part of that, see a range of professionals. There are so many people involved at the moment. We need to do a really good, upfront assessment so that we can set people off on a good treatment pathway.’ Other contributors, while acknowledging the importance of a holistic assessment in principle, felt that ‘the full assessment which involved social care assessment and medical assessment was very time-consuming and resource-intensive. It might not always be appropriate and perhaps having different levels of assessments would be preferable’. 

Commissioner-contributors described these new primary services as being vertically integrated with secondary care ‘so that if people relapse or become decompensated they don’t necessarily have to go back to the GP, be re-referred; they can just have an afternoon session with their care co-ordinator and the psychiatrist or psychologist’. These services would also provide opportunities for ‘increased ‘joined-up’ working with the third sector as well as other statutory agencies such as housing, employment, education, in order to promote social inclusion’. 

One chief executive described her trust’s plans to involve substantial numbers of peer support workers (people with lived experience of mental ill-health) in order to provide sufficient support to be able to maintain people in primary care. Based on the Arizona model, this approach ensures that peer support workers can accompany services users on their journey through services, and provide a level of consistency wherever the person is in the system. 

The concept was supported by other contributors, including one chief executive of a mental health charity, who spoke of the importance of having people working for the service who have the experience and insights of having used services themselves. The hearings also learnt of well-regarded work in Northern Ireland involving the paid employment of peer advocates in home treatment services, while another witness described a growing evidence-base for the user of peer support workers in mental health: ‘Relationships with peer support workers are different from the usual therapeutic relationships and more akin to a coaching or mentoring role helping people to recognise and exploit their own resources and resourcefulness and fostering hope. Peer support workers can help people to feel less alone, offer assistance in managing ongoing symptoms and problems, help to negotiate life with a mental health condition and increase confidence, self-belief and expectations that have become lowered as a consequence of mental health conditions.’ 

The use of peer support workers, one contributor pointed out, can have significant benefits for mental health professionals as well as service users: ‘the first step must be to delineate which elements of support require technical professional expertise and those which do not. Expert professionals can then devote their time to the provision of expert technical assessment and treatment while generic care co-ordination, support and assistance are offered to service users by trained, non-professional, mostly peer support workers who have the expertise of lived experience.’

Primary care psychiatry
The wisdom of developing the specialty of primary care psychiatry where, one psychiatrist explained, ‘a psychiatrist acts as coach to the GP, to foster that personal relationship, to be the single point of access to services, to signpost patients, where necessary, to smaller but more specialised subspecialty services’ was explored during the enquiry. Other contributors stressed the importance of community resources and services being part of the package of options which primary care psychiatry could be connected to, while one contributor noted that ‘outcome metrics designed to measure the quality of what they do together’ should be a key component of any such configuration. 

Such a model - where not only psychiatric expertise is moved out of the CMHT and into primary care but also expertise in occupational therapy and other disciplines - could pay substantial dividends in terms of social inclusion, it was claimed. Also, if GPs are put at the centre of the model and are the people whom care-coordinators are accountable and responsible to, this could lead to improvements in the physical health care of people with mental health problems since their care would be overseen in a far more holistic manner. 

The front-loading of senior clinicians into the system for carrying out assessments was suggested by a number of contributors. There was some debate about whether this should include senior psychologists and nurses, or whether such assessments should be carried out by psychiatrists working alongside other skilled mental health practitioners. However, the importance of having what one contributor described as a ‘fully wise clinical head fairly early on’ to provide early expert assessment was key, many contributors noted: 

· ‘Expertise needs to be front-loaded, right next to the GP, so that a sophisticated and standardised Health and Social Care Assessment enables immediate emplacement of patients on the right level of care. Good HSCA also enables a recovery-orientated approach to be initiated (cemented by appropriate subsequent care planning and outcome indices).’ 

Some contributors were keen to detail the particular role which psychiatry can play within the multidisciplinary team: ‘The whole point of having a multidisciplinary team is everybody has different disciplines. They work together, but they do things which are unique to them: the one that is unique in medicine usually is the preliminary diagnosis and assessment’. 
 
Some expressed qualified support for this however, since it could lead not only to a system where having been assessed at a high level people are then referred to more junior staff who lack the skills and experience to be able to adequately address the totality of that person’s needs. 

There was some support among contributors for having a single point of access into either CMHTs or primary care liaison services, although one contributor pointed out that there is no evidence base to support this (whereas an evidence base does exist, she commented, to support more personal clinician-to-clinician communication). 

One witness outlined a different approach – a multi-disciplinary clinic model to which people could self-refer – which would provide technical assessment, treatment and advice through expert professional input from the outset. ‘There could be an array of different specialist clinics including, for example, first episode psychosis, treatment resistant psychoses, mood disorders, drug and alcohol problems, eating disorders, dementia etc. and a person may attend a range of different clinics depending on their needs. They could also include welfare benefits experts and employment experts who could provide expert consultation and advice in these important areas.’ Under this multi-disciplinary clinic arrangement, care co-ordination and assistance in day-to-day living for those people using such clinics should ‘be provided – through separate Recovery Support Teams – by trained care co-ordinators and trained peer support workers who could provide a brokerage service to help them to access the range of services they require both within mental health services and outside (for example housing departments, colleges, employers, benefits agencies, physical health services etc.). 

Employment support
Although contributors welcomed increased Government focus on employment and mental health with the New Horizons agenda (Perkins et al, 2009) many voiced frustration that so little has been done in recent years on employment support for people with mental health problems. ‘25 years ago’, commented one chief executive of a homelessness charity, ‘86% of [our] hostel residents were in paid employment; today it’s 4%’. ‘Just one per cent of the budget of Access to Work is spent on people with mental health problems’, noted one chief executive of a mental health charity. 

Another contributor added: ‘Services continue to assume that everyone with a mental health condition is out of work (or not engaged in education etc.). Although GP practices are increasingly offering surgeries outside working hours, the availability of out of hours clinics/treatment/support remains largely restricted to crisis, rather than routine treatment/intervention.’

'We want to see a more imaginative approach to supporting people doing things’, observed one chief executive of a mental health charity, ‘because it is tremendously significant for their prospect of recovery. However, it doesn't seem to belong anywhere. Who in government is concerned?’ He continued: ‘I have never been able to understand why the NSF did not include employment/rehabilitation models which actually have a better evidence base than some of the other things that were included. The evidence shows that people with severe mental health problems are more likely to get paid work if their employment support is provided alongside and in close collaboration with their clinical care’ (Latimer et al, 2008; Shepherd et al, 2009).

Developing inpatient services

Problems with staff retention in inpatient services have been touched upon earlier in this report. That it is an area required urgent attention was underscored by one trust chief executive who commented: ‘Inpatients, for us, has to be as big, if not a bigger focus, than redesigning community-based services’. 

Contributors also discussed the findings from the two main evidence bases for the state of acute services (National Audit Office, 2007; Care Quality Commission, 2009), in particular the disappointing statistics from the latter regarding the percentage of trusts that passed the threshold for having services rated ‘good’ or ‘excellent’. 

‘Crisis teams and the ward’, observed one contributor, ‘are both sides of the same coin. If you invest in one at the expense of the other, you don’t do anyone any favours’. He went on to describe an increased role for crisis teams: ‘not just gate-keeping, but far more care planning on admission between those who did the assessment and the admission. I think that would provide much better risk assessment and informed care planning.’ ‘Wards’, he continued – making a point which other contributors raised – ‘should have a very clear idea of a purposeful admission’. He and other contributors also called for more practical support to be given to carers: ‘I think a real value for money investment would be better supporting carers than people who are in crisis and have acute mental health problems’. 

An academic who contributed to the hearings said: ‘The introduction of the modernisation teams has disrupted the continuity of care which is the hallmark of successful British mental health care. This is now being exacerbated by the unplanned move to separating inpatient and outpatient consultant roles’. ‘Inpatients now will often not be under the care of the psychiatrist who has known them in the community’, observed one contributor, reflecting on changes brought about by the increasing functionalisation of role in recent years. This point was echoed by another contributor who described models of care which have attempted to remove the breaks in continuity of care between crisis teams and inpatient wards by appointing ‘urgent care consultants across the acute pathway’ and ‘consultants who are responsible for crisis teams and an assessment ward’. 

A number of contributors highlighted the increase in acuity which NSF-related developments have brought about. Although an unintended consequence of reform, the introduction of crisis resolution home treatment teams have resulted in those people who are treated in inpatient wards being more ill, on average, than before these services were available, the enquiry heard. 

Developing youth mental health services

A range of contributors – from child and adolescent psychiatry, child and adolescent mental health policy, the voluntary sector and academia – were of one voice in highlighting the lack of progress that has been made in recent years on the area of young people’s transitions from child and adolescent mental health services (CAMHS) to adult mental health services (AMHS). 

Developing out of different paradigms almost – CAMHS originating from ‘concern over juvenile delinquency and adopting a very social, family processes-oriented model of care’ and AMHS originating from ‘the asylum movement addressing psychopathology in the individual’ – these two systems of care have ‘ended up as different species’, according to one contributor. 

Furthermore, patchy provision of CAMHS for 16/17 years olds – ‘despite the fact that the NSF, both in England and in Wales, has been saying that really we should be working up to 18 by now’ – means that some young people do not have a transition to make from CAMHS to AMHS but rather face a complete gap in services during this crucial period of their lives. 

Given that, as one contributor pointed out, ‘50% mental disorders start before the age of 16, and 75% begin before of the age of 25’, it is extremely worrying that ‘the maximum weakness in the care system is at the point where it should be most robust’; another added: ‘our service discontinuities bear absolutely no relation to what is going on biologically or sociologically’. 

The differing concerns and values of CAMHS and AMHS, contributors told the hearings, often mean that young people reaching older adolescence (16 to 18) ‘may not meet the criteria for an adult mental health service which, on the whole, is a serious mental illness service these days. So unless they have a co-morbid schizophrenia or bipolar illness, they are more likely to end up being supported by social services’. 

‘The thresholds’, commented one contributor, ‘in AMHS are too high compared to what young people have been experiencing. The services are not the same so they don’t have any levels of continuity and the approach is different’. 

These points led to calls from contributors for services to ‘ensure that we have flexibility around developmental level’, so that age cut-offs for transition from CAMHS to AMHS are not applied rigidly: ‘after all, an 11 year-old can be like a 15 year-old, and an 18 year-old like a 14 year-old’. Furthermore, there was support among the contributors for the practice whereby CAMHS ‘extend their remit to work with adolescents and young adults for whom the diagnosis is not clear’ rather than simply transferring them to AMHS on the basis of age. A number of psychiatrists who contributed to the hearings stressed however that although they fully supported such flexibility around age cut-offs, clinical responsibility should nevertheless be dictated by the young person’s age: ‘The idea of having a shifting age concerning responsibility is nonsense I think. You have to have clarity about the age. The moment you have finished full-time schooling or are eighteen, the responsibility shifts to me as an adult psychiatrist. But I, as an adult psychiatrist, could negotiate through the CAMHS consultant if there was a particular reason why this patient shouldn’t be dealt with in adult services.’

Contributors also expressed support for the more widespread adoption of the shared care model (between CAMHS and AMHS), which has been successful in early intervention in psychosis services and some eating disorders services. 

The experience of the contributors surrounding this latter approach has been largely positive: ‘In the area of psychosis we seem to have bridged the divide between CAMHS and adult services, because we have had a focus [i.e. the NSF and the Newcastle Declaration], and highly-skilled staff. It has worked well because it fits the adult model where you have to have the illness.’

However, a different view was offered by one contributor regarding the reason for early intervention in psychosis’ success: ‘I would describe early intervention in psychosis as in many ways a very good CAMHS service because what it demonstrates is a psychosocial, holistic model that looks at the person in the round, tries to maintain them in education and tries to maintain them to achieve their dreams and opportunities’. She continued: ‘If you have an opportunity to completely reconfigure services, what we should be doing is getting the AMHS model to follow much more of a CAMHS model’. 

Developing this idea further, a number of contributors told the hearings of the need to develop family mental health services, and family psychiatry as a discipline: ‘In a family mental health service what we should hope to do – and what CAMHS does – is also work with the family since just because one child is showing distress doesn’t mean to say the distress is not being felt within the family’. One general and adult psychiatrist commented during the hearings: ‘I have never understood why there is no family therapy in adult services but you get it in children’s services. And there we have children’s services working with parents who often have mental health problems and it always makes me wonder why adult and child services don’t work together’. 

This related point was made by one contributor: ‘I think we need a refocusing on adolescent psychiatry and developmental psychiatry within both psychiatry and nursing; after all, I think we have an opportunity here to move the early intervention paradigm early on in life to other disorders and to also tie that in with training and development so we can then develop different models of care transition across services’. 

Work to extend the early intervention in psychosis model into other areas of mental health is already being undertaken in some areas, the hearings were told: ‘We are developing a youth service which will look at 14-25 year olds and we will have a front-end high expertise assessment. If the young person has a disorder that can be managed through a short-term intervention then that will be delivered; it he or she has a clear disorder requiring longer-term care, there are disorder-specific pathways’. 

One of the drivers for this development is data from long-term follow-up studies, looking at depression in adolescence, which show that ‘it is possible to build resilience in individuals, particularly young people, where these depressions tend to start, to either prevent the onset or progression of depression. So, much the same logic that people were talking about 10 or 15 years ago in relation to psychosis seems also to be valid in depression’. This contributor also discussed epidemiological data concerning the development of eating disorders and borderline personality disorder which, he suggested, added weight to the argument for providing discrete youth mental health services, while other contributors pointed out that ‘bipolar disorder, major affective disorders, all have their origins in early life and the teenage years’. 

Another driver to the establishment of these youth mental health service is the desire to address the very high rates of non-engagement in people under 25. The hearings learnt, for example, that although 25% of referrals to CMHTs in one youth psychiatrist’s area are people under 25, this group make up only 7% of CMHTs caseload. However, this contributor was keen to demystify what these services do: ‘the effectiveness of these early intervention teams [which are a key element of this 14-25 service] is not rocket science. All they are doing is going out there, finding them and making friends with them and maintaining engagement over a period of time. Once you engage people, your capacity to deliver interventions goes up.’ 

One psychiatrist related an experience from his own practice which strikingly brought home the importance of services being able to provide a more equitable range of interventions: ‘I work in an early intervention service, and I went round to the home of a 17 year old with a CPN to assess someone that we were pretty sure had a psychotic illness. He was holed up in his bedroom surrounded by filth, faecally-stained clothes and tissues and we thought this person probably had schizophrenia and was going to come into our service. And it turned out that he had very severe OCD and we were left, after this story played out for a few days and weeks, thinking well if only he had schizophrenia because he would have been able to come into the shiny Early Intervention service whereas what actually happened was the CMHT didn’t take him on.’

Concerns were raised however during the hearings about transitions from early intervention services. For example, commenting on the time-limited intervention carried out by early intervention teams, one psychiatrist said: ‘You shouldn’t ditch them after three years and you are being naïve if you honestly think that’s them sorted.’ And there was general agreement with the statement made by one psychiatrist running an early intervention programme that ‘going through these specialised teams and then being discharged to a low intensity team is not necessarily in the interests of young people’. 

The role which the voluntary sector already plays in youth mental health services, and which could be further developed, was mentioned by several contributors, as was this sector’s ability to engage young people more effectively often than statutory services. ‘We partnered with organisations outside the healthcare system, particularly Fairbridge which is really a very good service engaging and working with troubled inner city youth. We are also working very closely with Unity FM, a Muslim radio station and thinking about how we can engage with that group, since their engagement with services tends to be very low’. 

However, concerns were expressed by some around the need to be careful ‘how we mix children and adults together so that we are not putting vulnerable children with people who have also got a serious mental illness and need another sort of support’, and ‘that we don’t simply create two transitions rather than one [i.e. one from CAMHS to a youth mental health service at 14 or 16, and another from a youth mental health service to AMHS at 25].’

A large-scale study (Singh et al, 2009) – the findings of which were presented by one contributor – demonstrates why concerns about transitions are justified. Of the 100+ young people in the study who made the transition from CAMHS care to adult care, only four of them experienced the four most basic aspects of continuity care identified in the transition protocols which the services themselves were using: ‘It’s not a high bar’, the author of the study explained: ‘We said that some information should have gone about them from one service to the other; there should have been discussion or information with the child and the parents or the carer saying you are going to be transferred; there should have been one joint session between CAMHS and adult clinicians about transition; and then three months after the transition the young person should still be engaged with adult services’. 

‘Good protocols and joint working are perfectly possible’, added one contributor, a child and adolescent psychiatrist: ‘I routinely do it, working jointly with the adult team for six months. It is quite a lot of hard work, breaking through other people’s different ways they manage waiting lists, but it should be possible. But – apart from kids with severe mental illness – it isn’t happening’. 

One reason for the paucity of good transitional arrangement between CAMHS and AMHS is, all the contributors on this area agreed, the widespread lack of services for young adults with neuro-developmental disorders: ‘The majority of adult teams do not provide and do not have the expertise to treat the neuro-developmental disorders, including attention deficit hyperactivity disorder [ADHD] and the autistic spectrum disorders [ASD) – those that don’t fit into the learning disability teams. They also tend not to pick up on those young people with emerging borderline personality disorder, despite their being evidence-based interventions for these groups of people’. 

The results of this service disconnect – going from ‘a good package of care from CAMHS to nothing’ - can be severe for the young people concerned, one contributor explained: ‘A lot of the people who don’t meet a diagnostic criteria agreed for adults like ADHD and high-functioning ASD end up in the criminal justice system, a lot of them end up as parents of extremely dysfunctional families, end up losing their jobs, homeless, and not coping very well’. 
 
Over and above the need however for a greater range of services for young people transferring into AMHS is ‘the importance of the young person’s involvement and participation in sign-up to any transitional process’, the chief executive of a children’s mental health charity explained. ‘We have proposed’, she continued, ‘an assessment, a statement of need which looks at all a young person’s needs, not just their immediate mental health needs, and which is held by either CAMHS or AMHS, but there is a person who has responsibility for the buy-in of all the other parts of it, whether that is education, employment or leisure activities’.

Developing older age mental health services 

In the opinion of a number of witnesses, having separate National Service Frameworks for working age and for older age has led to ‘a difference in the way Government policy was framed and implemented based on age’, and that, as a result, ‘people over 65 do not have the same access to specialist mental health services as those under 65’. 

Contributors outlined the short-sightedness of this approach by describing some of the demographic changes predicted over the next decade: ‘The number of people aged over 65 in the UK is projected to increase by 15% in the next 10 years. The number of people aged over 85 is expected to increase by 27%’. 

‘An arbitrary age’, the hearings were told, ‘is not a satisfactory criterion to determine the service a person receives. Age is a continuous variable and there is no point at which populations become discretely separate – and the old practice of transferring people between services based solely on age is therefore inappropriate’. 

The alternative – a needs-base service – ‘will still require the development of comprehensive specialised-based older people’s mental health services’, contributors pointed out. ‘Redesign of older people’s mental health services along these lines will’, contributors informed the hearings, ‘achieve greater quality, better clinical outcome, cost-effectiveness and cost savings of at least £1.7million for each PCT in England’. Furthermore, contributors pointed out, evidence from controlled trials and good practice sites demonstrates why such changes should take place (Anderson et al, 2009; Royal College of Psychiatrists, 2009).

Although recent legal and policy developments (for example the Equality Bill and New Horizons) demonstrate Government recognition, one contributor argued, of the need to address such inequality, ‘it is local commissioning arrangements which are key to developing services which are better able to meet the needs of older people.’ A one size fits all response will not be a satisfactory solution and would perpetuate indirect discrimination.

Indeed it will be important, contributors stressed, to challenge indirect discrimination that may arise from service reconfigurations which superficially aim to respond to these policy and legal developments (for example, as can be said to occur when older people are given access to services which previously only catered for patients of working age, but these services make no attempts to meet the needs of older patients). ‘The particular needs of service users should be considered at all times, so while a move to ageless services is understandable at one level, mixing frail older people with potentially disturbed and aggressive younger psychotic patients is something that needs to be avoided’, observed one contributor. 

Witnesses did highlight, however, some encouraging progress which has taken place in recent years, and some are these are described on pages 23-26 of The need to tackle age discrimination in mental health: a compendium of evidence (Anderson et al, 2009).

Much remains to be done though, in particular regarding:

· home treatment
· care home liaison (in collaboration with the voluntary sector)
· general hospital liaison (to address the needs of the high numbers of older people with mental health problems in general hospitals), and 
· out of hours crisis provision (to a level comparable to that available for younger adults). 

Other areas for development, the hearings learnt, relate to:
· improving access to mental health services, for example having a single point of access which is then triaged, rather than GPs having to contact multiple teams (furthermore each patient’s journey should be facilitated through flow from one service to another and not by referral back to the GP), and
· properly planned transition (ideally made during a stable period when people are well) which is facilitated by having members of the community team present on ward rounds, holding discharge meetings to ensure continuity, and ensuring a clear flow of information using structured and promptly available discharge summaries with key information.

Section 4: The wider picture

Increasing the role of the voluntary sector

While contributors working in Scotland, and in the field of addictions throughout the UK, reported that partnership-working between the statutory and voluntary sectors is more advanced in their areas than in others, and that standards and efficiency have improved under these arrangements, many contributors called for increased involvement of the voluntary sector in mental health care generally.

Other contributors told the hearings about financial savings that were being made by decommissioning services such as day services from mental health trusts and replacing them with services provided by the voluntary sector. The development of partnerships/ compacts between health and social care services and the voluntary sector was also described during the hearings., Positive experiences were also shared from pilot programmes such as Total Place (www.localleadership.gov.uk/totalplace/), a joined-up approach to health and social care which incorporates housing, employment and personalisation.

One contributor described the current situation as ‘a pioneer’s market’ where partnerships were being formed between different voluntary sector organisations, between Foundation Trusts and voluntary sector organisations, and between private and voluntary sector organisations. While, he noted, ‘it is too early to gauge the outcome of these different arrangements, the evidence shows that demand for the services provided is huge’ and that ‘an interesting by-product is a growing degree of trust between different agencies’. 

The medical director of an independent sector hospital provided an example of this: ‘As a charity we were able to establish a good enough relationship with the NHS to risk a £25m investment in a new hospital. This was procured at about half typical NHS cost, but is a spacious and well-equipped facility praised by the Department of Health. Local people are treated much closer to home, with many returning from far-flung secure facilities and now in contact with their families’. 

Commenting on issues of clinical governance within the voluntary sector, one contributor presented data from a Care Commission study in Scotland which found that quality scores against a number of criteria were appreciably higher for voluntary sector providers (92%) than private sector (75%) and public sector (73%) providers. Other contributors pointed to the highly developed skill-sets which exists within the voluntary sector, and that ‘there is a good argument now for opening up commissioning so that sensible, logical partnership models can be developed which draw the best from the different skill-sets of different organisations’.

One sector where greater partnership between social care agencies and the voluntary sector is urgently required is housing; a chief executive of a homelessness charity painted a bleak picture in which the vast majority of move-on accommodation is independent sector, no-support housing, and entirely inappropriate to peoples’ needs: ‘There should be more high-support housing which should include permanent, or at least not time-limited housing. At present it is mostly temporary, two-year stay accommodation which is available, and the move-on option from that for homeless people is private rented sector with floating support. That is a tough trajectory for people who are pretty vulnerable’. The hearings learnt of some progressive work by the voluntary sector, and a model whereby commissioners and local housing organisations can build effective local partnerships was submitted (Hafal, 2010).

Integrating health and social care

Contributors told the hearings that while some areas of the UK have a long history of integration between health and social care (this has been the case, for example, in Northern Ireland for the past thirty years) and other areas, such as Wales, have made developments to the extent that it is not uncommon for directors of social services to sit on health boards, many areas have made little progress to date: ‘We have £10million worth of services split between mental health, homelessness and addictions commissioned through 24 individual contracts, with almost no overlap or cross-referencing between services’, one contributor told the hearings. 

Reasons for this reluctance to develop more integrated systems, the hearings were informed, are various but include the tendency for organisations to ‘perceive that greater integration will lead to a loss of power, influence and control – especially over budgets’. The lack of financial incentive to integrate was raised by more than one contributor: ‘One of the best ways of promoting inter-agency working is to combine it with inter-agency funding. Organisations are generally much more likely to engage when their own money is at stake and not just other people’s.’ 

More specifically, the absence of financial sanction on local authorities who fail to provide accommodation for those ready to leave inpatient care – and the discharge problems and system blockages which this gives rise to - was raised by one contributor as an area which should be addressed, especially in light of the fact that such a duty exists on local authorities in regard to those leaving general hospitals. One trust chief executive however described how concerted efforts to improve links between trusts and accommodation teams can lead to results in terms of smoothing pathways and pulling people through towards greater levels of independence:

‘ Where we have got blockages in the system because we’ve got too many people stacked up at this one and they can’t get down to that level to pull through in terms of independence, we have a system, a team, that will go and see who could be moved on’. 

Some of the commissioners who gave evidence to the hearings also outlined the benefits they have already seen accrue from joint-arrangements: 

· ‘We are pooling budgets and have seen some of the benefits already around reduced duplication between social care services and NHS services’; 

· ‘We are doing joint commissioning to some extent now, and when we have got a pooled budget working under the mandate of a legal agreement we can then do joint service specifications and can specify what we want, such as integrated information systems or, if that is not possible, shared information’. 

Another contributor commented: ‘We have noticed since greater flexibility was provided that there has been a greater willingness among social services department to purchase intensive therapies in order to keep families together, something which may have been rather more difficult if everything had come through health purchasing alone’. 

Others who contributed to the hearings - while being very supportive of integration in terms of its benefits for service users through reducing repeated assessments, sharing skills among professionals and bringing a more social model of care - highlighted some of the practical difficulties for the social workers themselves which can make for an unsuccessful experience. 

For example, one social worker commented: ‘For many of my social work colleagues [in Mental Health trusts and Physical Disability teams] integration has not been done well for them as a profession. Not that they don’t integrate and work for users, but the experience of professionals is that when integration has not been properly planned and thought through, it works very badly for those staff and they feel de-skilled, disempowered… Their background, skills and culture as social workers are not respected, they are in a predominantly medical model and the organisations in which they are placed do not look at the governance needs for those staff or the detailed process of how you integrate staff from different cultures and training’.

Managed clinical networks were described by contributors from primary care and learning disability services as possibly pointing the way to more effective joint-working arrangements for mental health service users. Commonly employed in the learning disability sector, these networks can involve a range of services and agencies (for example child and adolescent mental health services, learning disability services, general adult services, police, housing and other agencies as appropriate) to facilitate information-sharing and knowledge of individual complex cases. The common assessment framework is used and provides reference thresholds for involvement of services, delineates roles and responsibilities, and outcomes. ‘So, for example, if an adult is referred to secondary services by a GP and it is not clear what the diagnosis is – people are beginning to think there is a bit of Asperger’s around him or schizophrenia – this will trigger a specialist assessment – which will be undertaken by a managed clinical network for autistic spectrum disorders and which will take place within a defined timeframe.’

The role of personalisation and personal budgets

Contributors were generally supportive of the move towards personalisation although they accepted that this was an approach which was more advanced in the social care agenda than in the mental health one. 

The control which personalisation offers service users was a key factor in many people’s appraisal of its potential: ‘If we’re looking at the large group of people who we trap in services and don’t help their recovery, then personalisation is one of the keys that gives them personal control’. 

The advent of personalisation also offers, it was argued, opportunities for professionals as well as service users to be more creative in their approach: ‘Personalisation may help people to raise the bar a little bit on their expectations and maybe take a few risks’; although such enthusiasm should, one contributor suggested, be tempered by an acknowledgement that ‘personalisation is not the new nirvana. Not everybody wants it. There’s almost a movement saying ‘You will be personalised or else’’. There is a risk, one contributor stressed, of translating the good principles of personalisation as only meaning direct payments, which may not always be what service users want. 

Other caveats were advanced concerning how far professions may be supportive of ‘putting public money towards interventions that are solely of a service user’s choosing and which don’t have any evidence or are actually not-evidenced’. Contributors from the addictions field came at this point from a slightly different angle however, describing how ‘this is a decision we make in our service all the time. There is very little hard evidence that, for example, acupuncture, helps people long-term, but the logic of providing this service is to engage people’. 

Another contributor cited evidence from a recent trial of personalisation in London(29) which found that ‘the proportion of customers who said that they have increased levels of control over their lives (around half) correlates with the proportion of customers who at that point had actively been choosing, designing and purchasing their own support to meet their assessed needs’. 

One chief executive of a large mental health trust observed that ‘there is anecdotal evidence that service users will use personalisation to purchase services which are different from those currently provided, and will begin to use some of the resources to address their social circumstances as well as their clinical circumstances’. This view was backed up by a report from Scotland of ‘1,000 service users opting en masse for direct payments and taking their business away from the local authority’s preferred provider, who has gone bust as a consequence’, a situation, it was noted, that could only have arisen because of inadequate service user involvement in commissioning arrangements.

Dual diagnosis

Unsurprisingly, the paucity of dual diagnosis services and the reluctance of mental health services to engage with people with substance misuse problems, were issues raised on numerous occasions throughout the hearings:

'Something that is a constant irritant to us', commented the chief executive of a homelessness charity, 'is the poor quality of dual diagnosis services, people being passed from pillar to post. If someone has a drink problem then they will not get seen by mental health services'. This contributor went on to cite user-led research where 100% of respondents said they used drugs and alcohol because of their mental health problems (St Mungo’s, 2009), and highlighted the dangers that such exclusion criteria around substance misuse on behalf of mental health services pose, 'particularly since the drugs and alcohol they use are very opportunistic'. 

The hearings were told by many contributors about the high levels of substance misuse among people with a mental health problem (NHS Confederation, 2009), and also the role of substance misuse in the development of secondary mental illness. Worryingly, one contributor explained, 'dual diagnosis teams are only dealing with a very small part of the issue. In primary care you have a whole ocean of alcohol misuse and either pre-existing or consequent or concurrent depression and anxiety, and more severe disorders, where the person doesn't meet the criteria for a dual diagnosis team but may have significant substance misuse.'. 

Despite such enormous levels of needs however, in the experience of many contributors, 'services continue to work in silos, with people still falling through the gaps'. Substance misuse services are commissioned, the hearings learnt, 'through Drug Action Teams which are outside Primary Care Trusts, and this has the effect of, in many ways, disconnecting some addiction services from other mainstream health care aspects'. 

On a more positive note, evidence was submitted by some commissioners and heads of voluntary sector organisations about radical progress occurring with regard to dual diagnosis: 

'Over the last few years our PCT has funded a huge training programme within the mental health trust whereby all staff in all teams are trained in dual diagnosis work. One of the things we have now done in all our service specifications is taken out substance misuse, primary diagnosis of substance misuse, alcohol, drugs. We have made it absolutely clear that we don't consider it an exclusion for anything'. 

'It has been the experience of our charity that health staff often lack the required specialist knowledge of the triggers that affect people's mental health. However, our staff are now working in some areas with NHS colleagues to break down misconceptions surrounding people with mental health and substance misuse issues and work closely with them to ensure people's transition between staff teams is as seamless as possible'.

Physical health and mental health, and services for medically unexplained symptoms

'The physical health needs of people with mental illness are often badly neglected, as are the mental health needs of people with physical conditions', commented one contributor, a sentiment echoed by others who attended the hearings, underling the need of strong psychiatric liaison services within general hospitals.

The consequences of such unmet need are serious and costly, the hearings were told: 'Stroke patients who are depressed are four times as likely to die within six months as those who are not depressed, while individuals with diabetes who also have depression incur costs of care that are typically three times greater than those for individuals who have diabetes alone.'

The costs involved in treating medically unexplained symptoms are also significant, contributors noted: 

· 'About 30% of consultations in general practice are about medically unexplained symptoms for which there may be some important mental health issues that need addressing as well'; 
· 'Medically unexplained symptoms cost the NHS (in excess or unnecessary health service use) over £3billion a year. All of this is a waste as it involves treating people for non-existent physical health problems, and could be saved by relatively cheap and simple mental health interventions such as CBT which address the underlying psychological causes';
· 'I regularly see patients who have been, or are, receiving a lot of quite intensive care through medical colleagues, but where some of that attention is probably a reflection of the severity of their psychiatric difficulties rather than their medical ones. Yet we are almost frozen into a system whereby people receive exhaustive investigation and treatment in the general hospital or in the mental health services, but the capacity to combine them just isn't there'. 

Progress is being made in some parts of the country however, with reports from some contributors of growing interest in, and commissioning of, liaison psychiatry and psychology services, and consultant-led services such as Birmingham and Solihull Mental Health Foundation Trust's Raid programme, a consultant-led service which aims to reduce acute medical and surgical bed occupancy and acute attendances of persons with unexplained physical symptoms. 

The potential for progress, and savings, which addressing these issues opens up was explained by one consultant psychiatrist in psychotherapy: 'When you present the analysis of the costs of avoidable medical care to commissioners, they do then sometimes change their behaviour and say 'OK, let's have an intensive treatment service for these people on the basis that it's going to save our money because we have to pay it either way'. And it seems that providers can make decisions based on these figures too; for example, one trust that runs a specialist hospital for people with gastroenterological difficulties has chosen to employ a full-time psychiatrist on their staff rather than a gastroenterologist because their own audit shows that that is a more effective use of their money.'

Mental health and the criminal justice system

This broad topic area was raised on many occasions throughout the hearings. A number of contributors spoke about the importance of implementing the findings of the Bradley report, for example. Particular recommendations which they highlighted included the creation of criminal justice mental health teams, the need for courts to set up service level agreements with mental health trusts to provide high quality court reports, better mental health in-reach services in prisons, and the need for a 14-day transfer target for patients to be transferred from prison to hospital.

Contributors did however point to some encouraging developments in these areas: 

· ‘Integrated Offender Management pilots or Diamond initiatives are showing positive results. In Lancashire, for example, one entire floor of Burnley police station is devoted to a team of multi-agency professionals from drugs workers, mental health professionals, counsellors, probation officers, social workers and the like.’
· ‘Delays in psychiatric reports can lead people to spend longer in prison than necessary, in particular on remand, and block the use of a mental health treatment requirement. A pilot in the South West of a service level agreement between the courts and health has helped to reduce delays and increase use of the mental health treatment requirement as an alternative to a short prison sentence’. 

The issue of resettlement, particularly after short sentences, was also raised during the hearings: ‘Resettlement after a spell in prison is a particularly badly-managed transition, especially for those finishing short sentences who are therefore not subject to statutory probation supervision after release. Problems in this area such as poor or non-existent inter-agency working are often made worse by the regrettable reluctance of community-based mental health services to take on people with a criminal record’. 

Echoing discussions in other hearings about the role of CMHTs and the availability of move-on services, contributors stressed the need for commissioning to take a lead on ‘unblocking’ the forensic system so that step-down, intermediate care from high, medium and low secure settings is available:

‘There’s a real problem of not having that middle-ground with well-staffed, well-supported, non-secure care, from 24 hour staffing through to fairly intensive daytime staffing and below, that key area where people need to be discharged but have pretty good support 24 hour, maybe sleep-in staff. Not hugely expensive.’

The hearings did however learn of some good practice being carried out in Wales whereby forensic services and CMHTs use shared care arrangements for six months while people are coming out of secure settings in order to manage risk and facilitate integration. Another contributor spoke about a Trust which had resolved long-standing disagreements between general adult and forensic services by convening a meeting between the different teams – at which the patients whom the teams could not agree about were present – and ‘found that they could come to agreement between them immediately on virtually all of the patients’. 

One contributor working in forensic psychiatry outlined some of the issues resulting in a lack of through-put from forensic services: 

‘A major challenge is whether we have got the right sort of expert workforce needed for the type of specialist care pathways that will make up forensic mental health services in the future, and we need to think much more about how we improve throughput in services. When you create a specialist service you immediately set up exclusion criteria of how you are going to keep people out of that service, and one thing we need to do is to find a way of providing services that are properly integrated with the rest of the mental health services’. This contributor also questioned whether the distinctions between levels of low, medium and high security are really valid, and spoke of developments in women’s secure services where the distinction between medium and low security has largely been abolished. 

Another contributor highlighted the need for 'proper commissioning arrangements’ to address the needs of the large numbers of people within the prison service who need to transfer to forensic services: ‘We need to look at the forensic services and identify where the problems are, because it’s blocked up at the moment and there is a lot of spend in England on low, medium and high-secure services. 20% of the entire specialist mental health budget is spent on forensic, medium- and high-secure, and that is for only 4,000 people’.

Section 5: specific issues and interventions

The use of evidence-based interventions 

Contributors put forward a range of policies and procedures which they felt would increase the use of evidence-based interventions. These included:

· making funds available to PCTs to help implement NICE-recommended treatments: ‘When recommendations or guidance is issued to PCTs saying they have got to provide this type of drug or this type of service, there is no guidance on what should be taken away in order to pay for that and usually there is no money attached to these recommendations either’; 
· developing the role of clinical champions: ‘As a medical director I have created clinical champions for each service line; these are people who have been carefully selected and have the necessary gravitas, respect from other members of staff, enthusiasm, and would not hesitate to say what can be done and what cannot be done in terms of resource issues’; 
· linking NICE-compliance to payment by results: ‘On current plans for PbR in mental health, all patients will be classified into one of twenty or so clusters, each with an associated care pathway and package of care. In negotiating payments to providers for these packages, commissioners should seek to ensure that they are always NICE-compliant’ (although one contributor pointed out that ‘At present there is still a dearth of information on the effectiveness of implementing care pathways in mental health and on their use for financial purposes’);
· Incorporating NICE requirements into performance indicators for Trusts. 

Some reservations were voiced during the hearings about the translation of NICE guidelines on the ground: ‘All people look at is the key recommendations. You know, if you have schizophrenia, you must be offered talking therapies. They don’t look at the fact that coping strategies, including understanding hearing voices, are also there, but are somewhat buried in the NICE guidance’. 

Many contributors cautioned against a kind of fundamentalist view when it comes to the use of evidence-based intervention: 

· ‘It is important not to lose other yardsticks of best practice (such as Royal College of Psychiatrists’ guidance) in the pursuit of NICE compliance’;
· ‘We should remain in favour of guidance rather than prescription. This correctly recognises that evidence is transient and based on probability not certainty. Furthermore, it does not and never will take account of all situations’;
· ‘The absence of NICE approval does not necessarily mean that practices are inappropriate’. 
· ‘All our guidelines [in mental health] are much less robust than some of the ones for physical illnesses because the understanding is less advanced’. 

The provision of psychological therapies

Many contributors testified to the effectiveness of psychological therapies, and were supportive of the Increasing Access to Psychological Therapies programme. 

The hearings were told of how a range of voluntary sector providers, including homelessness and substance misuse charities, have gained experience of providing IAPT-based models: 

· ‘We are desperate to see our IAPT services extended to the rest of our projects; they have had great success in retaining people, and have exceeded our expectations in terms of the way it has engaged people and offered some initial help to them’. 

· ‘By supporting access to lower-level cognitive behavioural therapy, those suffering common mental health difficulties can avoid specialist interventions which are more expensive. Our model of IAPT supports individuals to find and remain in employment and strengthens their ability to participate in everyday life’. 

· ‘Attendance rates [to a 25 week psychotherapy service pilot] are around 75% and outcomes include 75% reporting improvements on the CSIP Well-being Impact Assessment’. 

A number of contributors expressed frustration at the partial roll-out of psychological therapy programmes across the UK: 

‘IAPT is a half-finished task. There are many, many thousands of people where it is just not happening at all’. 

‘We are still behind’, commented one contributor on the availability of CBT in Northern Ireland, while one from Wales admitted: ‘the lack of psychological therapies for adult mental health teams is dreadful’. In Scotland, the hearings were told, ‘access to psychological therapies is getting worse, not better, with waiting times in some parts of the country at 18 months’. 

This mixed picture regarding availability of psychological therapy may go some way to explaining the disparity between the very high availability of evidence-based pharmacological interventions across adult care pathways compared to the much lower availability of evidence-based psychological therapies, it was suggested. 

However, the increase in primary care triage/liaison services providing integrated care from psychology and psychiatry for common mental health disorders and delivering IAPT is an encouraging development, the hearings were told. Indeed, the potential for the robust assessment procedures involved in IAPT to lead to a focused intervention ‘which in turn directly addresses psychological distress and social inclusion needs to both reduce the impact of mental health difficulty and the reliance on mental health services, through linking service users with the next stage in their recovery journey’, was noted by one contributor.

Reducing the use of out of area treatments

The burgeoning expenditure by PCTs and local authorities on out of area treatments was highlighted by Mental health and the economic downturn (Royal College of Psychiatrists et al, 2009) as being a prime area for concern. 

Contributors to the hearings also raised this issue, highlighting the impact of a lack of focus on rehabilitation has had on service provision: ‘With risk management, hospital care is coming back. It is not called asylums. It is a re-institutionalisation known as a medium secure unit or the low secure unit or low secure rehab and any private placement. It’s big business lately, they are expanding massively.’

Contributors also highlighted how ‘expansion of out of area placements in inpatient, nursing and residential care settings in the independent sector’ has resulted from a ‘lack of policy for mental health rehabilitation services’, and spoke of their ‘concerns about the lack of rehabilitation focus in some out of area placements, poor links with local care managers and the social dislocation that being placed many miles from home represents.’ Witnesses also commented on the size of the expenditure on out of area treatments, with placements costing around 66% more than local ones; and of the need ‘for all individuals with complex mental health problems to have access to local rehabilitation services in order to expedite their recovery and social inclusion’. Reference was also made to recent guidance for commissioners from the Rehabilitation and Social Faculty of the Royal College of Psychiatrists (Wolfson et al, 2009). 

This situation has been compounded, contributors noted, by too little planning being undertaken into provision for those few service users ‘at the very top point of the pyramid’ whose needs are the most complex and who are the most difficult to place. While some contributors, who were commissioners, commented that it was important for them to explore and develop a different range of inpatient establishment, without a critical mass of service users needing such treatment it remains difficult to avoid the use of expensive out of area inpatient provision in the independent sector: ‘We need to get something for those people with the most complex, most challenging needs. At the moment we’ve got relatively small PCTs and local authorities and we need to aggregate across a bigger population’.

One psychiatrist working in learning disability services outlined the problems: ‘there is no joined-up approach, and stepping down – when it’s appropriate – doesn’t happen. Once someone reaches independent sector care, very seldom will the local health services be willing to have that person back. The reasons for this are because they have not invested enough resources locally to create a capable workforce and team to deal with this stepping-down approach, and they don’t have a low secure facility so that if someone is stepping down from medium to low secure there is no such place to offer’. 

Echoing this point, one contributor suggested that a way forward on this issue might be ‘to better develop supported housing/hospitals on a regional basis, perhaps through the reorganisation of PCTs into sector health authorities. Many clients live in supported tenancies and this work well, and provide social inclusion and personalisation’. She added: ‘Addressing out of area treatments expenditure is key to providing resources to create and improve local services for people with long-term needs through repatriation into their home/local area. Commissioners need to be fully engaged with this process.’ 

The chief executive of a substance misuse charity spoke of the role which the voluntary sector can play in reducing the need for out of area treatments: ‘Our Floating Support Service provides support for people with mental health problems, including dual diagnosis and learning disabilities. This service supports people in their own home to live independently by providing advice around housing issues and health, providing a link into education and training opportunities, linking into local community groups, and helping to build up the skills needed to deal with the requirements of everyday living’.

Outcomes measurement

A general consensus emerged during the hearings and seminar that there was a need to properly get to grips with outcome measurement in mental health, despite the lack of consensus to date on which tools should be used. 

‘There’s a real diversity in approaches and outcomes’, observed one commissioner. ‘The opportunity to performance manage and compared to other trusts is very difficult from a commissioner’s standpoint’. 

In a similar vein, one contributor exhorted the sector to better acknowledge the importance of outcome measurement and to meet the challenges it throws up: ‘one of the dangers in mental health is because we don’t have the same level of robustness in terms of outcome measures that some of the other specialties do, we are really vulnerable to being seen as a low impact health area if you cut our services.’ 

How great the challenges are was well-demonstrated by one contributor who explained that despite the mental health national minimum dataset mandating the return of HoNOS scores, returns were nationally at only 3-6% level; however, when the return of HoNOS scores was linked to a Commissioning for Quality and Innovation (CQUIN target in this clinician’s area, the return rate leapt to 85%. One contributor expressed frustration at this state of affairs: ‘I expect in a private sector organisation a return of something like 7% wouldn’t be acceptable. It seems ridiculous to me that the NHS tolerates that’. 

Although a number of outcome measurement tools exist, and others are in development, contributors were on the whole sceptical about whether they were truly fit for purpose: 'DREEM and Recovery Star take far too long to do in clinical practice’, noted one psychiatrist. ‘Recovery Star’, observed another, ‘doesn’t have any psychometrics done on it yet so we actually don’t know if it is any good at all as an outcome measure, despite it having been put in New Horizons; whereas DREEM - though multi-faceted in its approach - is really a sort of complex audit tool, and is not going to be something that could easily be used as a quick outcome tool’. 

Some witnesses expressed a desire for more nuanced outcome measures, particularly relating to social functioning, since the established Health of the Nation Outcomes Scores (HoNOS) instrument‘ is not a measure that picks up a lot of change for people who have quite severe disability and impairment.’ Outcomes which could usefully be measured include, contributors suggested, ‘improved housing stability, reducing unemployment, improving independence, taking part in activities, work and education in the community’. Service user and carer satisfaction should also be included in any measures, it was observed. 

Some contributors admitted to outcome measurement fatigue, and a disjunct between the data and clinical work: ‘I feel fatigued by the various suggestions of outcome measures that we may have to deal with and by the multitude of abbreviations that are associated with them’, commented one psychiatrist. ‘But’, she added, ‘I think we’ve got to understand what outcomes are relevant to us as a general specialty of psychiatry. So we need a coherent approach. Who is going to collate all this data and feed it back to the teams and interpret it? And who decides in how many particular scores on the HoNOS or other measure you need to be improving over a certain period of time?'

‘What we need from all these different approaches,’ suggested one contributor, ‘is to get them to measure what they are doing in a similar way so that in five years time we will be able to compare these different approaches and see which ones we think have been the most effective in terms of patient outcomes, symptoms, function, and patient and carer satisfaction’. 
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