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WELCOME
Welcome to the 13th edition of the PLAN newsletter.
It has now been almost two years since the PLAN
team began working at home!
We began a new review cycle in September, and it
has continued to be a learning curve holding these
online. We have received positive feedback on how
these are going, but of course understand people
miss the face-to-face visits. We are continuing to
hold the majority of activities online in 2022,
including peer-reviews, in order to be as safe as
possible in the current environment, with some
exceptions for larger events and meetings.
Since our last newsletter in August, we have held
four Lunch & Learn sessions - one per month - on
various topics, and a Special Interest Day on eating
disorders. The recordings for these are available on
KnowledgeHub. We are already planning next year's
events and, due to the popularity of the Lunch &
Learn sessions, we will be continuing these as
regularly as possible, with the first being held on 21st
January 2022 on alcohol and liver disease, and a
second on 17th February on self-harm intervention, a
follow-up from a session we held this year. Thank you
to all who have attended any PLAN events in 2021, it
has been fantastic to host you all.
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Reflections on Cognitive
Stimulation Therapy:
Adapted and Facilitated on
a Care of the Elderly Ward
at North Tyneside General
Hospital
Roisin McLaughlin - MHSOP Liaison nurse
Pauline Hulbert - MHSOP Liaison healthcare
assistant

Background
We attended a Cognitive Stimulation Therapy
(CST) training day in December 2019 to gain
knowledge and understanding of CST in
practice. The model was then adapted for the
delivery of sessions on a care of the elderly ward
(CoTE) at North Tyneside General Hospital
(NTGH). This was undertaken as part of a
Quality Improvement project.
Rationale for the CST QI project
CoTE wards are managing increasing numbers
of patients with dementia, alongside various
complex physical comorbidities. Staffing
resources are such that it is a challenge to meet
the wellbeing needs of this high-need group.
There is a lack of structured activity focused on
hospital in-patients with dementia and
delirium, and behaviours that challenge are a
common complication of both conditions in
the acute setting.
NTGH utilises a Falls Risk Observation: AFLOAT
Assessment Tool, to help guide observation
levels for patients at risk of falling. Level 3
(imminent risk) patients are then cohorted
within a bay of 4 to 5 patients and observed by
a member of the nursing team on a rotational
basis over 24 hours. Interestingly, we noted an
increase in the number of referrals to the
MHSOP liaison team for patients that were
exhibiting behaviours that challenge, who were
nursed within the AFLOAT bays. We therefore
chose to target this group with CST, with the
aim of positively impacting upon wellbeing and
reducing distress.

CST Objectives
Through collaboration with the wider MDT,
our objective was to create a culture in
which therapeutic engagement becomes an
integral part of the patient experience by
adapting a CST model in practice. The
effectiveness of CST was to be measured via
a patient experience audit (emojis from
‘happy’ to ‘sad’ were used at the start and
end of the session and three hours later) and
observer evaluation. Facilitators’ reflections
were also documented following each
session.
To facilitate engagement, the project was
developed in collaboration with the ward
MDT. Further support was provided by Trust
management, the dementia lead matron
and chief matron. An education programme
was devised which outlined the concept of
CST and its role and purpose in the target
group. This took the form of ward-based
sessions to facilitate optimum attendance,
targeting a cross section of all professions
and personnel involved in care delivery.
Drinks and refreshments were provided.
A programme of CST activities was put
together which would maximise patient
participation, acknowledging that the cohort
would change due to admissions and
discharges from week to week. Sessions
were based upon key CST concepts and
included: group introductions; name
identifiers; warm up song (“You are my
Sunshine”); newspapers; activity; song. We
initially started with twice weekly sessions,
but due to staffing constraints and the
constraints of COVID, this was reduced to
weekly.
The range of activities that we could provide
was limited both by COVID (due to the risk of
cross-contamination when handling
materials) and cost. Thus, our main resources
were Google, a photocopier and a laminator.
Our focus was on the stimulation of sight
and sound, for example via pictures and
sound/word games.
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Our reflections
1. The group dynamic, by virtue of patient
turnover, was something which we managed
without difficulty - we became used to patients
being discharged, admitted and going off for
tests.
2. As we did not have a table, patients sat with
their tray table in front of them which was a
barrier to conversation.
3. Initial teething problems such as patients
not being ready, the lack of a nominated nurse
to co-facilitate sessions and lack of
engagement from the ward team, were
resolved by feedback to the ward manager and
improved as the project progressed.
Although it was, at times, psychologically
challenging, it was a positive experience overall.
To have made a demonstrable impact upon
patients’ emotional wellbeing is hugely
rewarding.
The feedback from observers underlines why
we undertook this project and gives us hope
that it will become a part of the Trust’s future:
Encourages fluid intake
Soothes pain
Relieves emotional stress
Promotes happiness
Opens up quiet people
Everyone talked to each other
Felt part of something

PLAN 2022
Events
11th January 2022, 2-4pm - Peerreviewer training
21st January 2022, 12-1pm - Lunch
and Learn: Alcohol and Liver
Disease
15th February 2022, all day Special Interest Day: Depression
17th February 2022, 12-1pm - Lunch
and Learn: Self-harm Intervention
12th April 2022, 2-4pm - Peerreviewer training
28th June 2022, all day - Annual
Forum

We are keen to develop this work further and
have recently secured Bright charity funding
with which to purchase more resources.
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Using a Psychodynamic Informed Approach with
Patients in an Acute Liaison Mental Health Service
Vienna Rose, Senior Assistant Psychologist
Joshua Adams, Senior Assistant Psychologist
Dr. Sunil Sthanakiya, Clinical Psychologist

INTRODUCTION
Northampton Healthcare Foundation Trust (NHFT), rated ‘outstanding’ by the Care Quality
Commission in 2018/19, provides county wide community and in-patient healthcare services.
The Acute Liaison Mental Health Service (ALMHS) offers a compassionate, person-centred,
and non-judgmental service to patients aged 18 and over, experiencing acute mental health
problems who present in A&E or as in-patients on wards at either Kettering General Hospital
(KGH) or Northampton General Hospital (NGH). ALMHS is a multi-disciplinary team that
consists of Mental Health Nurses, Clinical Psychologists, Senior Assistant Psychologists,
Psychiatrists, Occupational Therapists, Social Workers, Support Workers and Administration
staff. ALMHS has close connections with other primary, secondary and third sector
organisations to ensure patients are offered support by the most appropriate team/service.
Clinical Psychologists and Senior Assistant Psychologists in the ALMHS service support
patients in acute distress with their mental health in the general hospital. Psychological
assessment and intervention can be offered to consenting patients seeking psychological
support as an in-patient or after discharge. The psychological therapy/intervention offered is
informed by Brief Dynamic Psychotherapy, exploring defence mechanisms and suppressed
emotions to gain a deeper understanding of how they may impact a patient’s mental health
(Frederickson, Messina & Grecucci, 2018). Consenting patients are assessed for 1:1 therapy with
a Clinical Psychologist and/or a Guided Self-Help (GSH) programme with a Senior Assistant
Psychologist based on the book ‘Living Like you Mean it’ (Frederick, 2009). There is existing
research into the effectiveness of Intensive Short-Term Dynamic Psychotherapy in the UK
(Abbass et al., 2020; Abbass, Town & Driessen 2013; Abbass, Town & Driessen, 2012). Research
does not explore the effectiveness of interventions informed by Brief Dynamic Psychotherapy
in reducing psychological distress in the context of mental health liaison teams.
AIM
To explore the effectiveness of interventions informed by Brief Dynamic Psychotherapy on
patients’ self-reported psychological distress pre/post intervention.
METHOD
Patients were referred to ALMHS psychology and accepted for psychological assessment
based on the following inclusion criteria:
· Wanting psychological help now to overcome a problem;
· Curious about their feelings, anxiety, behaviour, and their conscious/unconscious
psychological processes that maintain their difficulties;
· Wanting to learn about their self and explore new ways of relating to their self and others.
Participants who met the above criteria were offered an assessment of their needs. They were
offered 1:1 therapy with the Clinical Psychologist and/or GSH (see Fig. 1) with the Senior
Assistant Psychologist.
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The GSH book consists of eight chapters. It introduces how early
experiences may have impacted upon your ability to connect with your
emotions. It describes a four-step approach that offers techniques and skills
to manage anxiety and relationships by understanding about your
psychological process and emotions.
Sessions are tailored to suit the patients’ needs but on average are offered
four 90 minutes sessions, fortnightly (reviewing two chapters per session).
Eight one-hour weekly sessions were offered for those preferring shorter
sessions (reviewing one chapter per session). Both are in addition to an
assessment and review session.
The four-step process:
Step One: Becoming aware of your feelings and defences (naming feelings
and how you avoid them).
Step Two: Taming the fear (skills to reduce anxiety to get closer to your
feelings).
Step Three: Feeling it through (skills to acknowledge and stay with your
feelings).
Step four: Opening up (communicating feelings to others).
Figure 1: A summary of the GSH material

A review session was offered a month following therapy. The sample only included patients
who attended more than one session (N = 227) which included 81 males and 146 females. Ages
ranged from 17 to 73, (M = 35; SD = 14.72). The Shorter Psychotherapy and Counselling
Evaluation (sPaCE) (Halstead, Leach & Rust, 2007), a 19-item self-report instrument, measured
psychological distress. sPaCE scores were routinely taken and recorded in a database
accessible by the ALMHS psychology team after each session. A within subjects’ design was
used to analyse pre and post sPaCE scores between 02/2015 and 05/2021.

RESULTS
A paired samples t-test was
conducted to evaluate the impact
of psychology interventions with
patients using their sPaCE scores.
There was a decrease in patient’s
sPaCE scores from Time 1 (M =
45.35; SD = 17.03), to Time 2 (M =
26.08; SD = 19.77), t(226) = 16.03, p
<0.001 (see Fig 2) suggesting a
highly significant reduction in
sPaCE scores (psychological
distress) following therapy.
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DISCUSSION
To our knowledge, this is the first research to explore the impact of interventions informed by
Brief Dynamic Psychotherapy on psychological distress within the context of an ALMHS
service in a general hospital.
Psychology interventions informed by Brief Dynamic Psychotherapy had a positive impact
on patients who reported a significant reduction in their psychological distress, as measured
by sPaCE scores. The current research included patients who engaged in two or more
sessions, however, did not explore the relationship between psychological distress and
number of sessions.
Other variables including (but not limited to) additional support offered, gender and comorbidities were not considered in analysis and could be explored in the future. Qualitative
analysis of patients' feedback would also provide rich information to support the results as
well as whether the reduction in psychological distress was maintained longer term. This
could be achieved by offering a review session 6 or 12 months post-therapy. Finally, future
research could examine whether the psychological interventions significantly reduce the
frequency of contact with mental health services.
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Follow us on twitter to keep updated
with the latest news and events from
the network and the College:
@rcpsychCCQI
#ccqiplan

6

What happens whilst
waiting: experiences of A&E
A Patient Representative from the College
Centre for Quality Improvement

Rightly, we want people to wait as little
time as possible to see Psychiatric Liaison
after coming into A&E for urgent mental
health support. I want to highlight some
things that can be difficult for patients
during this waiting period, separate from
how long it lasts. These reflections come
from speaking to lots of patients over the
years, who have seen Psychiatric Liaison
services via the A&E route, as well as my
own lived experiences.
I want first to touch upon what it can be
like to go to A&E front desk/reception to
ask for psychiatric help. We all know how
hard it can be to talk to others, even people
close to us, about difficulties in our lives.
Imagine how difficult it can be (you may
already know) to tell a stranger behind a
desk that your mental health is seriously
bad, and perhaps that you feel unsafe.
In this conversation, you’re quite likely to
need to project your voice more loudly
than your usual, which can make you feel
self-conscious from the off. It’s hard to
compete with a Perspex screen, likely at
least one mask between you and the
person you’re talking to, and any
background noise and chatter in A&E.
Speaking more loudly increases the
likelihood that other patients will overhear
what you’re saying. Here, the reality of the
stigma, misconceptions, and sometimes
unhealthy fascinations that still endure
around mental illness rear their ugly heads.
Other patients may mutter or gossip about
you noticeably.

Some will move not to sit next to you
(perhaps by returning to a different seat via
a dubious ‘toilet trip’) or quickly ‘occupy’
adjacent seats with their bags or coats.
(As a quick aside: I think it’s so important
not to assume that the patient is anxious or
paranoid in thinking these things are
happening. You may well be the one
making the wrong assumption if you do.
Navigating stigma is part of day-to-day life
for many patients.)
What could help with these issues? It
seems to me that A&Es could think more
about their physical spaces, to maximise
the distance and hence degrees of
confidentiality between patients. For
example, could reception desks be spaced
out more, to increase the gap between any
parallel lines of queuing patients? Could
more be done to ensure that patients stand
back from one another properly, when in
line?
As a ‘quick win’, could devices to
communicate through those Perspex
screens please be properly maintained and
ensured fit for purpose? Needing to bellow
repeatedly into a barely audible silver box
or grille about what’s brought you to A&E
doesn’t help the situation. Perhaps there
are already solutions and initiatives out
there that match or better my suggestions.
Next, how a member of staff on A&E
reception responds to a visitor sets a tone
and sends a message about what ‘kind of
place’ it is a patient has come to for help.
Being asked questions brusquely or
unkindly can foster a sense of guilt or
unworthiness in a patient seeking support.
Imagine if a person is struggling with these
feelings anyway.
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Even if not, the notion of being unwelcome
is an unfair one to give to any patient.
What could help those members of staff on
A&E reception, who don’t always convey the
empathy they might, to patients seeking
psychiatric help? Starting from a ‘good
faith’ assumption that the great majority of
NHS staff want to know how best to
support their patients, I wonder if these
staff hearing directly from them about their
lived experiences might help:
What are times of crisis and breakdown like
to go through? How is it to contend with
gaps in community mental health support,
such that an A&E visit becomes an
undesirable necessity? What is it like to feel
undeserving of help, and have that
reinforced?
Finally, I want to touch upon some of the
language I’ve occasionally heard medical
staff use around mental health as they
gather around their station in the
Emergency Department. In that space, I
have overheard phrases used about other
patients like “another PD one” (and so, too,
have patients I know heard these types of
dismissive remarks made about them).
It’s advantageous to me personally, in
getting help, that my diagnosis seems to
hold more ‘credibility’ amongst medical
staff than other diagnoses, when I compare
my experiences in the ED to patients
differently ‘labelled’.
Setting aside my own self-interest, however,
it’s fundamentally wrong.

Is it overambitious to think that all ED
staff could have the opportunity and a
space to reflect on the significance of
language and power imbalances in
mental health? One of our PLAN
standards is around the Psych Liaison
team covering stigma in training to
hospital colleagues, so hopefully not.
I want to end on a positive note in
saying that I’ve noticed a definite
improvement over the past twelve years
or so in the ways ED seem to be with
patients there for support with their
mental health. I’d suggest this is driven
by a generational ‘changing of the
guard’ as younger staff, growing up into
steadily more inclusive attitudes around
mental health, cycle into the ED and
A&E.
The ‘bottom up’ impact of this will make
the greatest difference of all to patients
around some of the issues I’ve discussed
and feels, at least for now, wonderfully
inevitable.

Would you like to feature in
one of our upcoming
newsletters?
Articles may be:
- Area of good practice
- An achievement/award
- A quality improvement plan
- An area of research
- Response and learning during COVID
- Experience working with PLAN
If you would like to contribute to the
newsletter please email us at:
PLAN@rcpsych.ac.uk.

8

Mental health coding in
an acute trust
Authors: Dr Debbie Bull CT3, Dr Janet Butler
Consultant Liaison Psychiatrist, and Dr Shriya
Deshmukh FY2, Avon and Wiltshire Mental
Health Partnership Trust

Background
The CQC report ‘Assessment of mental
health services in acute trusts programme:
How are people’s mental health needs met
in acute hospitals, and how can this be
improved?’ (2020) emphasises the
increasing need for acute hospitals to take
responsibility for the mental health
component of care in their organisations.
One of the recommendations is that
"improving system-wide mental health
care requires improved aligned coding and
sharing of data". To be useful for clinical
work or service provision, the coding needs
to be accurate.
Coding is based upon the International
Classification of Diseases (ICD). Locally
acute Trust coding is completed by trained
coding staff using the medical records and
may be different to the ICD codes provided
by medical staff in the discharge letter to
GPs. The mental health advice to the acute
Trust staff comes mainly from a specialist
mental health nursing team with some
patients being seen directly by a
psychiatrist. The mental health Trust does
not require diagnostic codes to be
documented by nursing staff who write
the majority of discharge letters in the
Liaison Psychiatry team.

Aims and objectives
The aim was to compare codes used for
mental health conditions against
diagnosis made by review of the mental
health record (most of which is copied in
the acute notes).
The mental health notes were reviewed by
a Core Trainee in Liaison Psychiatry, in
consultation with a Consultant Liaison
Psychiatrist in cases of uncertainty. This
diagnosis was used as the ‘gold standard’.
The primary objective was to identify the
proportion of cases where the acute trust
coding matched the identified diagnosis.
The secondary objective was to identify
the proportion of cases where the mental
health liaison team (MHLT) discharge
letter and acute trust discharge letter
recorded the identified diagnosis.
Method
The notes of 54 adults seen by the MHLT
in a two month period March-April 2021
were reviewed. Patients who were only
seen in the Emergency Department were
excluded. The diagnosis for clinical coding
was obtained from the acute trust
electronic record system, the diagnosis on
the acute trust discharge summary was
taken from the section for diagnoses in
the discharge template.
Since the MHLT do not routinely use a
template with diagnosis, the letter was
recorded as correctly identifying the
diagnosis if it was either included in a
summary box with a diagnosis section or
was stated as a diagnosis in an
impression/formulation at the end of the
letter.
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Results
In terms of the primary objective, the
acute trust coding matched the identified
diagnosis for 34/54 patients (63%). Six out
of 54 (11%) were deemed to be partially
correct, as one aspect of the mental
health presentation had been coded, but
others were missing, for example, coding
for an overdose, but not the associated
depression.
Although this coding may appear
relatively accurate, qualitative analysis
illustrated a less clear result. Many
patients with correct codes also had
multiple additional codes that were
incorrect and it was unclear whether
there had been true recognition of the
key diagnosis for that episode.
There were also inconsistencies in coding
between patients, for example, some
were coded for current problems only,
while others also included historical
diagnoses. In some cases, separate codes
were given for a diagnosis and its
associated symptoms, for example, one
patient received codes for both ‘alcohol
withdrawal’ and ‘agitation’. None of the
three patients with a diagnosis of delirium
received a diagnostic code for delirium.

In terms of secondary objectives, the
MHLT discharge letter recorded the
identified diagnosis for 24/54 (44%)
patients. Nine patients (17%) had no
discharge letter at all. The acute trust
discharge letter included the correct ICD
code for 34/54 patients (63%). A partially
correct code occurred in 9/54 (17%) cases;
these were mostly cases involving
overdose or deliberate self-harm, where
these were correctly coded but the
underlying mental health diagnosis was
not.
Discussion
The first audit cycle brought up more
questions than it answered. It indicates
that at present coding is not a reliable
indicator of morbidity. One of the most
unexpected findings were the large
number of mental health diagnoses that
were often attached to a patient’s
admission by acute trust coding staff.
Similarly the lack of coding of delirium
was surprising.
The results of this audit cycle will be
discussed with the Head of Coding to
discuss ways to improve accuracy.
Following the secondary results, we will
discuss these within the team to consider
whether it is possible to provide a more
consistent diagnostic indicator for GPs.
The audit cycle will then be reviewed.

References
Care Quality Commission. Assessment of mental health services in acute trusts programme: How are people’s
mental health needs met in acute hospitals, and how can this be improved? 2020.
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PLAN SPECIAL INTEREST DAY,
NOVEMBER 2021
On Tuesday 16th November PLAN hosted their their second Special
Interest Day of the year. Over 70 delegates tuned in to the event.
The programme included a variety of thoughtful and engaging
presentations, including eating disorders and diabetes, managing
difficult conversations, working in partnership with eating disorder
services, gastroenterology, and an interesting and informative panel
discussion. A huge thank you to all those who attended and
presented, we hope to see you at our upcoming events.
PLAN members can access recordings of the presentations of
KnowledegeHub.

UPCOMING PEER REVIEW
OPPORTUNITIES
We are currently looking for peer reviewers to take part in these upcoming virtual
peer reviews.
Team
Leeds Liaison Psychiatry Service

Mersey Care Core 24 Service

Mental Health Liaison Team Guys
and St Thomas'

Torbay Hospital Liaison Psychiatry
Team

South West London and St.
George’s Mental Health NHS Trust

Trust

Leeds and York Partnership NHS
Foundation Trust

Mersey Care NHS Foundation Trust

PR Date

18/01/2022

27/01/2022

South London and Maudsley NHS
Foundation Trust

01/02/2022

Devon Partnership NHS Foundation
Trust

02/02/2022

St Helier Hospital Liaison Psychiatry
Service

03/02/2022

If you are a trained peer reviewer and would like to attend any of these
reviews then please email us at PLAN@rcpsych.ac.uk.
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Useful links

Centre for Mental Health
https://www.centreformentalhealth.
org.uk/

Department of Health
www.doh.gov.uk

College Training
https://www.rcpsych.ac.uk/training
Offers courses for professional
development in mental health care.

Institute of Psychiatry
www.iop.kcl.ac.uk
National Institute for Health and
Clinical Excellence
www.nice.org.uk

CARS
www.cars.rcpsych.ac.uk

Contact the team
We love hearing from our
members and helping to facilitate
communication
amongst
our
teams — after all, it’s what being
part of a network is all about!
PLAN shared mailbox:
PLAN@rcpsych.ac.uk
You can reach us on:
0208 618 4210

College Address:
21 Prescot Street
Whitechapel
London
E1 8BB

Find all updates related to the
network, including upcoming
events, published reports and
webinars on the College website.

KnowledgeHub
The Psychiatric Liaison Accreditation Network discussion forum
has now moved to Knowledge Hub! On this platform members can
share ideas, post threads, and learn from colleagues by directly
posting queries and information.
To join KHub simply email ‘Join’ to PLAN@rcpsych.ac.uk
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