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Foreword

Nothing stands still. Not the NHS, not the people we treat or the communities they live in, not
the staff or the many organisations who we work with.

While the NHS continues to evolve, all areas are being challenged to become “Integrated Care
Systems” (ICSs) by 2021, with the aim of health and care organisations working together more
closely in a “pragmatic and practical” way. This will involve complex changes including to
contracting and funding flows.

Changes to “behind the scenes” of the health and care system is not something that most
people who interact with these services will be aware of, and nor should they be.

Patients have no need to keep up with the latest health service acronyms. The only change
they should be aware of is receiving better, more joined up care, which people with mental
illness could stand to benefit most from.

This evolution is likely to change how care is delivered across England and brings opportunity
for mental health services to be incorporated more fully with the wider health and care system
rather than being unhelpfully annexed, with patients’ care often disjointed and partial as a
result.

As ICSs will focus on prevention as much as treatment, there is a key opportunity for NHS
organisations, local councils and other system partners to make progress in reducing
morbidity and mortality rates for people with severe mental illnesses, as well as improving
patient experience and reducing unmet need.

I'm proud that mental health services have made remarkable improvements to the availability
and quality of services provided to patients in recent years, and of the strong track record of
the leaders of these services to deftly work across complex systems and to innovatively
redesign and adapt.

But mental health services remain under exceptional operational, workforce and financial
challenges and have often been relegated to the side lines of local area planning. Our patients
can suffer as a result.

So, while health services are systematically reviewed and re-configured as ICSs develop, it is
essential that the voices of mental health services and their patients are heard, and not diluted
or fragmented, in order to stay on track towards the end goal of delivering better, seamless
care. The very existence of mental health trusts is because of a time when mental health
services, and the needs of their patients, were drowned out by the acute sector. We cannot
move back to that in the name of integration.

This guide aims to understand the priorities and lessons for improving mental health services
in established and emerging ICSs and makes recommendations that reflect the opportunities
and challenges for areas in doing so. | am particularly grateful for the time and patience of
people working in the local areas who have shared their highs, lows, and everything in
between.

There will be no end to this evolution, so | am in no doubt that these messages of advice will
evolve and adapt along the way. | do hope that this provides a useful framework for local areas
at this point in their evolution and that our recommendations to national bodies are acted on
to enable this.

DD I

Dr Adrian James
Registrar, Royal College of Psychiatrists



1. Introduction

In seeking to achieve a sustainable and high-performing health system, the
NHS faces a major challenge of delivering good care through the cost-
effective use of resources; reducing unwarranted variation in outcomes,
quality and safety; and working to prevent disease. Achieving this ‘triple aim’
is dependent on breaking the traditional divide between primary care,
community services, social care, mental health services and hospitals, and
taking full accountability for population health outcomes.

As well as NHS organisations, local authorities and the voluntary sector have
a key role in promoting wellbeing and improving mental health in their
communities. Over the next decade, the population of England is forecasted
to grow by 59%, which will lead to greater demand across public,
independent and third sector services.?

Improving care for vulnerable populations, and those who have complex
health and care needs, is integral to these developments. For example,
delivering integrated whole system care for the increasing population of
older adults, including the very old, will not just need greater capacity across
dementia, old age psychiatry and social care services, but true integration
and new ways of working.

One of the core groups that stand to benefit most from health system
reform are people living with mental illnesses, and alcohol and substance
use disorders; given the associated impact on quality of life, morbidity and
mortality. Mental iliness remains one of the largest single causes of disability
in England® with up to one in five mothers suffering from depression,
anxiety or psychosis during pregnancy or in the first year after childbirth4, at
least one in eight children and young people aged 5-19 have at least one
mental disorder®, one in six adults have a common mental disorder and 1-2%
of adults have a severe mental illness.® Mental illness also disproportionately
affect people living in poverty, those who are unemployed and who already
face discrimination.”

Local health systems are expected to make changes to reduce the
fragmentation of healthcare. The introduction of any new model of care,
whether it be a population-based model,or an accountable provider
collaborative model, is likely to significantly change the delivery of care in
the respective area. As these new models aim to reduce the traditional
divide between primary care, community services, mental health services
and hospitals, there is an opportunity to integrate mental health
comprehensively into the wider health system.

At a time of rapid expansion, there is a compelling case to advance our
understanding of these issues and the associated impact on the delivery of
mental health services and given the mental health sector's experience of
innovation in service redesign and delivery, there is an opportunity for its
leaders to support others in changes across the local system.



Purpose of research

Through a combination of research, policy analysis, site visits and interviews,
this report aims to better understand the priorities and lessons for
improving mental health services in established and emerging ICSs and
make recommendations that reflect the opportunities and challenges in
doing so. As ICSs and STPs are evolving, we recognise this is an iterative
process and that further lessons and priorities will emerge as more ICSs are
established across the country.

Ultimately, the Royal College of Psychiatrists (the College) hopes ICSs will:
e enable improvements to mental health services to be made at pace,

in line with national policy priorities, including through the
development of five year plans;

e provide a foundation to sustain improvements made in the Five Year
Forward View for Mental Health® and the NHS Long Term Plan?®
through longer-term outcomes-based plans and contracts;

e provide an opportunity to better integrate mental health into primary
care, urgent care, social care and specialised commissioning,
including delegated commissioning across a region; strengthen
engagement between NHS organisations, local authorities and the
voluntary sector on population health management;

e proactively address the recruitment and retention of the mental
health workforce;

In doing so, we envisage that both long- and short-termm mental health
outcomes are improved for the population through greater coordination
and cooperation across multiple organisations and agencies.

We have been collecting information to understand how mental health
leaders have been working with their local areas to improve mental health
services. We have spoken with 21 leaders working across the following 14
ICSs, STPs and provider collaboratives:

1. Bedfordshire, Luton and Milton Keynes/ North East London

2. Black Country and West Birmingham

3. Devon

4. Frimley Health and Care

5. Greater Manchester Health and Social Care Partnership

6. North Cumbria Health and Care System (formerly West, North and
East Cumbria STP)”

7. North East and North Cumbria”

8. Northamptonshire Health and Care Partnership

9. South East London

10. South London Mental Health and Community Partnership

11. South West London Health and Care Partnership



12. South West Regional Secure Services
13. Surrey Heartlands
14. West Yorkshire and Harrogate Health and Care Partnership

* NB: Cumbria sits across two STP areas — West, North and East Cumbria Health and Care
Partnership in the north and in the south in Healthier Lancashire and South Cumbria. The
former was selected to become an ICS in May 2018, and developed as North Cumbria Health
and Care System. North East and North Cumbria ICS was launched in March 2019 in the 3rd
wave of ICS development, and is an amalgamation of four existing ICSs, including North
Cumbria Health and Care System.

Given the importance of leadership, particularly, clinical leadership, we have
also conducted a survey of psychiatrists through the Royal College of
Psychiatrists’ Research Panel® asking about their understanding of,
involvement in and priorities for ICSs and STPs.

This project builds on our report, Mental health and new models of care:
lessons from the vanguards, developed in partnership with the King's Fund,
which primarily focused on multispecialty community providers and
primary and acute care systems."It also draws on the findings from a
College’s seminar with national and local leaders involved in the formation
of ICSs. Learnings from other integrated models of healthcare from the
United States, Scotland and Wales are also drawn on (see Appendix 5 for
background information).



2. Policy context

This chapter sets out the policy context relating to NHS local planning,
contractual and legislative reforms and considers the important and unique
role of mental health services in ICSs.

Planning processes, contractual and legislative reform

The Five Year Forward View, set out a strategy for achieving the ‘triple aim’,
which included the formation of Sustainability and Transformation
Partnerships (STPs) — collaborations between health and care organisations
across England.”? These partnerships included both NHS organisations and
local councils and, together, they developed proposals to run services in
their area in a more coordinated way.

In 2017, following the formation of 44 STPs, NHS England encouraged
advanced STPs to become Integrated Care Systems (ICSs) (formally known
as Accountable Care Systems) — a more evolved version of an STP. Between
2017 and 2019, 14 ICS, including two devolution deals, were formed across
the country in two ‘waves'.”

ICSs bring together local organisations in a pragmatic and practical way to
deliver ‘triple integration’ of primary and specialist care, physical and mental
health services, and health with social care. Through an ICS, commissioners
make shared decisions with providers on population health, service
redesign and the implementation of the NHS Long Term Plan, as well as
working with local authorities at ‘place’ level (250-500k population size).

In January 2019, the NHS Long Term Plan went a step further and called for
all STPs to become ICSs by April 2021, with funding flows and contract
reform to support the move.”

In its subsequent guidance for health and care leaders — 'Designing
integrated care systems (ICSs) in England' — NHS England set out the
different levels of management that make up an ICS, describing their core
functions, the rationale behind them and how they will work together.’® A
ICS maturity matrix outlines the core capabilities expected of emerging
ICSs, developing ICSs, maturing ICSs and thriving ICSs (see Appendix 3). For
a system to be formally named an ICS, it needs to meet the attributes of a
maturing ICS.

The national implementation framework for the NHS Long Term Plan',
published in June 2019, aims to support STPs/ICSs to undertake strategic
planning for their local system five-year plans to be agreed by mid-
November 2019. It sets out broadly what the NHS needs to deliver from
2020/21 through to 2023/24, including national ‘must dos' and how local
areas build capacity to deliver and phase progress in line with their STP. NHS
England's national mental health programme team published detailed



implementation guidance for mental health providers and commissioners'®
to support this. 2019/20 is a transitional year to start implementation of the
LTP. Key deliverables for mental health in the 2019/20 operational planning
and contracting guidance for the NHS can be found in Appendix 4.

NHS England proposes that service integration can be delivered locally in a
number of ways, such as through collaborative arrangements between
different providers, local ‘alliance’ contracts and through Integrated Care
Provider (ICP) contracts.

The development of these reformed contracts is underpinned by the 2016
New Care Models Programme where 50 ‘vanguard’ sites tested out one of
five new models of care.”

Service integration occurs horizontally and vertically. Horizontal integration
allows services to be coordinated by grouping organisations providing a
similar level of care under one management umbrella, consolidating
resources to increase efficiency. This can include GP federated models,
provider collaboratives and mergers between NHS trusts.

Vertical integration coordinates services by organisations delivering care at
different levels of the health system, such as primary medical care,
community services and hospital services, under one management
umbrella. Examples include multispeciality community providers (MCPs),
primary and acute care systems (PACSs), and primary care networks and
ICPs that are central to the NHS Long Term Plan. This is crucial in delivering
joined up care and new ways of working — for example, delivering better
outcomes for older adults across Long Term Plan commitments to improve
community-based integrated mental and physical health care and
community and crisis mental health care for older people.

In addition, NHS England and NHS Improvement are proposing legislative
change to reduce the fragmentation of care. While reforms to
commissioning, public health and regulation by the Health and Social Care
Act (2012), aimed to make the NHS more responsive, efficient and
accountable, fragmented services still remain.

NHS England argues that service improvements through ICSs can be
achieved within the current statutory framework, but legislative change
would allow this to happen more quickly.?® NHS England and NHS
Improvement’'s recommendations to Parliament and Government for
legislative change are included in Appendix 7. In the October 2019 Queen'’s
Speech the government committed to consider these proposals and
subsequently bring forward legislation.”



The case for change: why do mental health services matter in
an ICS?

Demand and use of mental health services

ICS leaders have a clear role to identify and quantify the drivers and
outcomes for addressing local population health through population health
management approaches and reducing unwarranted variation. This aligns
with the role local councils have in working with NHS organisations and the
voluntary sector to support and influence mental health through
prevention, early intervention and tackling inequalities.?? %

Across the country growth in population and incidence of mental illness will
lead to greater demand for mental health services.

Ahead of the NHS Long Term Plan the College argued that more children
and young people in the population suggests capacity will need to be
increased for child and adolescent mental health services (CAMHS),
parenting programmes, self-harm, substance misuse and criminal justice
liaison services. %4

An increase in people aged 30-45 indicates a greater demand in the future
for Improving Access to Psychological Therapies (IAPT), maternal wellbeing,
workplace wellbeing and early intervention service.

A greater number of older adults, including the very old, means that there
will be an increased need for capacity in dementia, old age psychiatry and
social care support services.?

When applying these demographic changes to the current age-gender
profiles of patients receiving care in each ‘care cluster’, a more detailed
estimate of where increased demand for specialist adult mental health
services may present over the next 10 years is given (Figure 1).2¢

Demographic changes such as these are reflected in the NHS Long Term
Plan and the Mental Health Implementation Plan. ICSs now have a critical
role when developing their five year plans to take this into account while
adapting to local needs and health inequalities.

Figure 1. Estimated percentage growth in care cluster caseload in England
(Male and female), 2018-2029
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ICSs also need to assess the use of healthcare resources across a system that
goes beyond their individual organisation.

For example, we know that adult and older adult mental health service
users utilise acute emergency services disproportionately — 7% of the adult
(over 15) population in England utilise mental health services, but 17% of all
A&E attendances and 24% of all non-elective inpatient admissions are for
patients who are also mental health service users (Figure 2). The difference
in spend on a subset of A&E and inpatient activity for mental health patients
compared to the rest of the population suggest significant opportunities to
reduce spend on potentially avoidable emergency care — nationally around
£65m on A&E and £1.4bn on inpatient services.?” 28

Figure 2. Proportion of England population and acute health point of
delivery

All mental health service users 7.0%

Cognitive impairment including dementia 1.8%

Psychoses 1.8%

Personality disorders 0.2%
Common and other mental health 1.8%
Mental health, unassigned 1.5%

Rest of population 93.0%

Acute physical health services only 44.2%

‘Well population’ (no acute demands) 44.8%




Accident & Emergency attendances 17.2%

Non-Elective admissions 23.7%
Elective (overnight) admissions
8.9%
8.1%
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Outpatient attendances 9.3%
Diagnostic imagin
9 ging 13.0%

Despite the prevalence of mental illness, two-thirds of people do not have
access to evidence-based treatment?® and people with severe mental
illnesses die 15-20 years earlier than the rest of the population. Based on
data from 2012/13 to 2014/15, the gap in life expectancy in England is 19 years
and 16 years respectively for male and female mental health service users
when compared with the rest of the population. Prior to this, the gap had
only reduced marginally over the preceding 7-8 years.*°

Users of specialist mental health services are more likely to die from any
physical health causes than those who don’t. Many ‘excessive’ deaths could
be prevented or delayed by the more widespread use of evidence-based
interventions, including health checks and extended lifestyle support,
medicine reviews and community falls prevention.

Given the focus of ICSs on prevention as much as treatment, this should
provide an important opportunity for NHS organisations, local councils and
other system partners to make progress in reducing mortality for people
with severe mental illnesses.

Capacity and capability of mental health services

For ICSs to make changes leading to the best possible patient outcomes,
the capacity and capability of mental health providers must be considered.

Three years into the Five Year Forward View for Mental Health®, local
services have made remarkable improvements to the availability and
quality of services provided to patients, namely in children and young
people’s eating disorder services, perinatal services and improving access to
psychological therapies (IAPT) services.?? The introduction of the first waiting
time standards for mental health means increasing numbers of people are
now accessing treatment and support, with an estimated 2.5 million people
in contact with NHS-funded secondary mental health, intellectual disability
and autism services in England during 2017/18.3

But mental health services are at a critical point in their evolution and under
exceptional operational, workforce and financial challenges. While the Long



Term Plan seeks to shift towards a longer term planning process, some of
the building blocks that underpin these policy changes, such as funding,
workforce and data, may remain susceptible to in-year planning and
operational changes.

Mental health trusts are overall, financially stable organisations with a
posted overall surplus of £297m in 2017/18, compared to a planned surplus
of only £125m. Given the payment mechanism between commissioners and
mental health trusts is predominantly via block contract, this is likely to
represent underspending. This is important for mental health trusts when
considering their position in the wider health economy, particularly
regarding system control totals. Mental health trusts should play a key role
within ICSs to influence decisions over new investment and ensure funding
reaches frontline mental health services.

It is also evident that the mental health workforce is particularly challenged.
There are, however, promising signs of growth in the psychiatric workforce
with a 2.5% increase in psychiatrists in the NHS in the past year* and an
increase of 31% in doctors choosing to train in psychiatry after the first and
re-advertised recruitment rounds in 2018 compared to 20173 But a high
proportion of vacant posts remain across psychiatry, nursing and allied
health professional roles.

The College has argued that the mental health workforce plan, Stepping
Forward to 2020/21: Mental Health Workforce Plan for England, came too
late in the planning cycle. There are now significant difficulties in translating
this at a local level, which impacts on the delivery of the mental health
programme.*®

Senior health leaders have argued there is too much variety in the quality of
relationships between Health Education England and NHS providers and
have called for a closer relationship between arm’'s-length bodies,
universities and employers.®” The College agrees that the separation of
service planning, workforce planning and financial planning has had a
negative impact on NHS services. Coordinating workforce planning and
training at national and local levels must be given far greater priority.*® ICS
leaders have an opportunity to consider the workforce challenges across a
larger geography, use updated workforce data to track progress and put
joint plans in place to recruit and retain NHS staff, taking into account
indictive figures from the Long-Term Plan Mental Health Implementation
Plan, and ensure sufficient mental health leadership capabilities.

Previously, many improvements and challenges faced by mental health
providers occurred in isolation from the wider local health and social care
system. This might reflect why the quality of STP mental health plans has
been variable. There has also been a lack of guidance from the centre on the
best way to do this at a ‘place-based’ level in an organisationally-agnostic
way.
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The College’s previous research looking at the mental health components
of MCPs and PACS, found that while many vanguard sites included some
mental health components in their care models, with several reporting
promising early results, the full opportunities to improve care had not been
realised. The level of priority given to mental health in the development of
new models of care has clearly not always been sufficiently high, which is
inconsistent with the spirit of the commitment in Five Year Forward View
for Mental Health.*®

As the introduction of any new model of care is likely to significantly change
the delivery of care in an STP/ICS area, it is essential that mental health is
considered at the beginning of the process.

Tackling the major policy challenges

Ultimately, the development of ICSs needs to help solve the well-
established, large-scale challenges noted previously and support successful
delivery of the Long Term Plan’s ambitions. At a local level, examples of
successfully doing so would be:

- ending inappropriate out of area placements for acute inpatient
treatment or rehabilitation

- delivering integrated whole system care across different types and
tier of services for complex conditions such as dementia and for
people with learning difficulties

- aworkforce that meets the demand for mental health services, is fully
valued and supported and working in multidisciplinary teams to
deliver high quality care

- development of culturally competent mental health services with full
engagement across minority groups.

As part of our research, RCPsych's Research Panel members were asked
what they thought the markers of success would be for their Integrated
Care System in 5 years’ time. A range of markers was suggested, with many
centring around more joined-up ways of working and patient care
pathways — further details of their feedback can be found in Appendix 10.

N



3. Mental health in integrated care systems

This section describes the changes happening across local health systems
and the impact on the mental health of the population. This covers
approaches to population health management and contractual models for
greater cooperation and integration.

These changes are occurring across different ‘tiers’ of the health and care
system (figure 3). Case study snapshots illustrating the breadth of changes
happening across the country are included in this section, with more detail
in Appendix 8.

Approaches to population health management

Population health means the health outcomes of a group of individuals,
including how these outcomes are distributed within the group. It is an
approach that combines patterns of health determinants, health outcomes,
and policies and interventions that link the two.4°

Population health management aims to improve physical and mental
health outcomes, promote wellbeing and reduce health inequalities by
focusing on the wider determinants of health and the role of people and
communities.”

The King's Fund framework for population health centres on four pillars:

« the wider determinants of health

« health behaviours and lifestyles

« the places and communities we live in, and
* anintegrated health and care system.*?

The role of ICSs in the first three of these pillars needs to acknowledge that
the reach of the NHS does not extend easily to all these areas — ICSs need to
strengthen the way NHS organisations work with local authorities and the
voluntary sector in implementing effective action in this area, based on best
practice® %

The fourth pillar is a central component for ICS development, supported by
population health management techniques that use big data to drive
planning and delivery of care. With quality data, this can involve identifying
local ‘at risk’ groups through segmentation and risk-stratification.
Interventions then can be targeted at preventing ill-health, improving care
and support for people with ongoing health conditions and reducing
unwarranted variations in outcomes.

ICSs can use population health management approaches by:4

1. Better understanding the needs of the population

12



« Joint Strategic Needs Assessment (JSNA), undertaken in partnership
between the NHS and the local authority

* Individual patient timeline creation

+ Patient pathways in real life

« Unwarranted variations (underuse/overuse of services).

2. Analysing opportunities to improve the quality of care:
« Find duplication in healthcare costs, any gaps in care, triple fail events

(instances where all three aspects of the triple aim fail to be achieved)
and address them.

3. Maximising the predictive power of intervention:

« ‘Impactibility’ modelling: identify those who will and will not respond to
preventive interventions before intervening.

4. Financial impact assessment:

« Assessing long-term financial viability and capturing multi-sector
financial impacts outside of healthcare costs, enabling a single budget
for a broad scope of healthcare services.

13



Figure 3. NHS health system ‘tiers’

Population Purpose

size

Typical model of
care

Priorities from the Long Term Plan*
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Acute Care
Systems
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