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m INTRODUCTION

01 | Introduction

1.1 Purpose

This Guide to Commissioning Mental Health Services is the second in a series of guides developed by the National
Primary and Care Trust Development Programme (NatPaCT) to assist Primary Care Trusts (PCTs) and Local Authorities in
the vital role leading ‘Whole System Commissioning’ of health and social care. The structure and content has also been
informed by a wealth of inputs from the National Institute for Mental Health in England (NIMHE) whose aim is to
improve the quality of life for people of all ages who experience mental distress. Working beyond the National Health
Service (NHS), NIMHE helps all those involved in mental health to implement positive change, providing a gateway to
learning and development as well as offering new opportunities to share experiences and providing an access point to
find information on all aspects of mental health. NIMHE's local development centres and national programmes of
work help put policy into practice and to resolve local challenges in developing mental health www.nimhe.org.uk

This Guide has been designed to support PCTs and Local Authorities in understanding how to use their commissioning
activities as a key part of improving the mental health of the communities they serve by:

1. Highlighting key priorities in commissioning services to promote positive mental health as well as treating those
with diagnosed problems.

2. Providing a step by step guide to the commissioning process based on good practice research on commissioning
services published by NatPaCT www.natpact.nhs.uk/cms/99.php#prep, and the Audit Commission’s Making Ends
Meet models and protocols www.joint-reviews.gov.uk/money as well as examples from practice.

3. Adding a series of appendices providing links and information to easily access internet resources and key
publications that provide detailed information on relevant evidence based research, specialist centres and
pressure groups (Appendix C).

THE COMMISSIONING FRIEND FOR MENTAL HEALTH SERVICES 1
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1.2 Scope

The guide adds to rather than replicates the guidance from the original Commissioner’s Friend
www.natpact.nhs.uk/cms/99.php which although primarily addressing the pressing issues of effective commissioning
of Acute and Specialist Services, was designed as a base template for Whole System Commissioning of all services.

There are 2 versions of this document available on CD-rom and on NIMHE’s web site:

e On-screen version Adobe Acrobat PDF file with hyperlinks and quick click links between sections.

* Printable version Adobe Acrobat PDF file for printing to a desktop printer.

It is designed to cover the range of mental health priorities set out in the National Service Frameworks (NSF), NHS
Plans and National Institute for Clinical Excellence (NICE) guidelines. In doing so it takes account of:

* Relevant guidance documents published by the Department of Health.

e Advice and research from a wide range of agencies, universities, charities, pressure groups and voluntary
bodies.

e Good practice case studies.

The guide provides a route map to good practice and links to specialist resources rather than being a comprehensive
encyclopaedia summarising all the research and practice relevant to mental health services. Specifically it provides for
commissioners a framework for thinking about the commissioning issues and how their actions can make a
contribution to the positive mental health of the communities they serve as well as to the effective support of those
with diagnosed problems.

THE COMMISSIONING FRIEND FOR MENTAL HEALTH SERVICES 2



m INTRODUCTION

1.3 Structure

Section 1 sets the policy context

Section 2 explores the levers and alliances to secure improvements in mental health. In many cases there are a
greater range of opportunities than for commissioning other services but these may demand a detailed review of
current practice linked to different perspectives on mental health and certainly new ways of working. In particular
commissioners may need to decommission services from traditional providers in order to commission a range of new
services.

Section 3 sets out how PCTs and Local Authorities can work together, and with other stakeholders, to develop a
strategic vision for their communities.

Section 4 suggests mechanisms for evaluating the effectiveness of current practice.

Section 5 presents a framework for ensuring effective commissioning predominately as a collective activity but also
sets out mechanisms for ensuring that PCT provided services align with the overall strategic direction.

There are web links to relevant sites and publications throughout the document and the Appendices provide a more
detailed route map to specific resources.

Because of the complexity of the approaches needed to promote mental health and provide support to those with
diagnosed problems there can be a temptation to deal with other priorities and maintain the status quo because
acute mental health services are perceived as a ‘small problem’. As Section 2 will explore in more detail promoting
positive mental health has major benefits to communities. Research also indicates that one in four people will
experience mental health problems and much of this is already treated in primary care. Effective commissioning
should therefore be recognised as a priority for PCTs and Local Authorities.

THE COMMISSIONING FRIEND FOR MENTAL HEALTH SERVICES 3
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1.4 The key challenges facing the mental health commissioner

What does this mean for mental health?

FUTURE

Focus on integrated partnership
working

Focus on secondary care services
- Small numbers
- High cost/High risk
- Single local provider
- Discharge difficulties

- Across NHS services
- With social care
- With not for profit and private sector

isati
) Limited partnership Working Organlsa ions

. . Health promotion
¢ Patchy investment in

community based services Focus on Integrated partnership

- Blocked care pathways working

Greater investment in improved
practice-based primary care
services for diagnosis, assessment,
more treatment and care options

- Serious gaps in prevention

TRANSITION

e Little emphasis on primary care
role in health promotion,

diagnosis and assessment
Investment in more community-

* Major unmet need based care management

Changing focus of investment in
in-patient services

J
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Because of the complexity of the approaches needed to promote mental health and provide support to those with
diagnosed problems there can be a temptation to deal with other priorities and maintain the status quo because
acute mental health services are perceived as a ‘small problem’. As Section 2 will explore in more detail promoting
positive mental health has major benefits to communities. Research also indicates that one in four people will
experience mental health problems and much of this is already treated in primary care. Effective commissioning
should therefore be recognised as a priority for PCTs and Local Authorities.

Because mental health services lie outside the first phase of the Payment by Results (PBR) initiative many PCTs have
yet to give it as much attention. We are therefore proposing that PCTs and their partners take the opportunity for a
stock-take of what's going on now (Section 4) as well as planning explicitly for change in the future (Section 5). To
represent the range of support provided to people with mental health issues some PCTs and their partners have
found it useful to adopt the ‘tiered model’ originally introduced in 1995 for Child and Adolescent Mental Health
Services (CAMHS).

It is clear however that this model needs adaptation to meet local circumstances. In Section 4 therefore, we have
proposed an audit approach which enables commissioners to form an accurate picture of current services which can
then be mapped against the tiers (or other models such as the Steps model proposed by the National Institute for
Clinical Excellence - NICE) depending on what best meets their local needs. In using the tiering model it is important
to remember that its main use has been in the analysis and reconfiguration of how services are provided to people
with diagnosed problems. As Section 2 demonstrates there is an increasing emphasis on promoting the positive
mental health of the overall population of whom those with on-going conditions are only a part. Commissioners will
therefore need to incorporate strategies for positive health promotion as well as for early diagnosis and treatment.

THE COMMISSIONING FRIEND FOR MENTAL HEALTH SERVICES 5
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Categorising the different levels of service provision is a technique which allows the mapping of services as they are now and as
it is desired that they will be in the future to clearly identify the specific changes in configuration which are envisaged. One
example is described below:

Level 0 - self care and support from family and friends

Level 1 — primary mental health care (9 out of 10 people with mental health problems receive all of their care at
this level)

Level 2 - community residential, day and home-based services providing a range of short term interventions for
common mental health problems and recovery-orientated services for people with longer term needs

Level 3 — emergency and acute care, including acute inpatient care and crisis resolution and home treatment

Level 4 — highly specialised ‘low volume high cost’ services such as for people who offend, those who need medium
to long term secure settings and people with complex and severe eating disorders

Since this year’s commissioning cycle is already well under way the tools described in sections 4 and 5 can be used in
parallel so that the strategic direction is set at the same time as assembling a robust set of data on current practice

to allow commissioners to determine where current practice and expenditure aligns with the future aspirations and
where there needs to be a rebalancing of resources.

There is no doubt that the issues are complex but a systematic approach should enable commissioners to identify the
most effective pattern of resource distribution and secure some ‘quick wins’ which have the potential to be a positive
benefit to many in the communities they serve.

THE COMMISSIONING FRIEND FOR MENTAL HEALTH SERVICES
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1.5 Balancing local provision and access with “plurality”, “diversity”

and “choice”

A key challenge for commissioners is to establish open book relationships with local providers whilst developing a
range of additional options for providing services, which can appear contradictory. However, a thorough analysis of
needs matched against current capacity will make it possible to develop a mutual benefit approach to developing
capacity by modelling demands for services against current and future performance requirements.

We recommend that this “mutual benefit” approach is based on the following criteria:

1.

2.

Promoting early diagnosis of mental health problems.

Improving the skills of all health professionals who may come into contact with people with mental health
problems so that they follow good practice guidelines to be able to diagnose the problem at the earliest
possible stage and appropriately treat or refer.

. Service users should be treated at the earliest point in the system appropriate top their condition i.e. only

being treated in secondary or tertiary environments when it is appropriate to the needs of their condition.

. Access to care should be appropriate to the diagnostic and treatment needs of the individual.

. An integrated approach is taken to the provision of care to allow appropriate planning and treatment of

patients with multiple health needs.

. Care should be as local as possible.
. Packages of care should meet all the needs of service users and their family/carers.

. All care should represent the best value for money available.

THE COMMISSIONING FRIEND FOR MENTAL HEALTH SERVICES 7
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There is much interdependence and common ground between existing providers and commissioners. High public
expectations and increases in secondary care referrals mean that acute providers need to work in partnership to
ensure that there are appropriate referrals and early discharge schemes in place if they are to meet challenging
performance requirements. There is an increasing policy emphasis on the active management of chronic conditions so
as to reduce the number and length of all forms of inpatient referrals. PCTs and Local Authorities will need therefore
to continually develop good practice models of integrated health and social care management for the majority of
mental health conditions in the community.

1.6 The legislative framework

1.6.1 The Mental Health Act 1983

This is the principal Act governing the treatment of people with mental health problems in England and Wales. The
Mental Health Act covers all aspects of compulsory admission and subsequent treatment. Besides these emergency
procedures, there are other sections of the Act under which a person can be detained in hospital without their
consent.

Only a small number of professionals are involved in applying the Act. These are primarily Approved Social Workers
(ASWs), GPs and doctors approved under Section 12 of the Act - either psychiatrists or others with experience in
mental health who have been certified by the Department of Health. Each professional completing a
recommendation for detention performs a detailed assessment of the client's mental state and circumstances. If any
one of them feels there is insufficient evidence to recommend detention, the person cannot be kept in hospital.

1.6.2 Patients' rights under the Mental Health Act
The Mental Health Act sets out a number of safeguards to protect patients:

e Patients are entitled to an explanation as to why they are being detained. Professionals must ensure that the
person detained understands their detention order, and knows how to appeal or complain; they must help the
person do this if requested.

THE COMMISSIONING FRIEND FOR MENTAL HEALTH SERVICES 8
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¢ People who have been detained for more than a few days have the right to appeal against their detention to a
Mental Health Act Review Tribunal, an independent committee comprising medical, legal and lay people, who
have the power to discharge them in certain circumstances. Patients are entitled to free legal representation in
these appeals.

® The Mental Health Act Commission is a government body established to monitor the care of people who are
detained, and to ensure that their rights are being upheld. The Commissioners make regular visits to all
hospitals, and will also respond to individual requests for visits. Most hospitals also have an independent
hospital managers' committee to protect the rights of detained people.

Details of the legislation, guidance for GPs and relevant case law can be found at:
www.dh.gov.uk/PolicyAndGuidance/HealthAndSocialCareTopics/MentalHealth/MentalHealthList/fs/fen?CONTENT_ID=40
01816&chk=Tg1/Et

1.6.3 Proposed new legislation

In September 2004 a new draft Mental Health Bill was presented to Parliament by the Secretary of State for Health.
The purpose of this Bill is to introduce a new legal framework for the treatment of people with a mental disorder
who meet all the relevant conditions. The powers that the Bill provides are subject to a number of safequards, which
define when a person can be treated without her or his consent; and what that person’s rights are in such a case. The
Bill will be subject to pre-legislative scrutiny by a parliamentary committee, which has been asked to present its
report by the end of March 2005. The full text can be found at:
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsLegislation/PublicationsLegislationArticle/fs/en?CON
TENT_ID=4088910&chk=6GB8PU

Explanatory notes on the Bill can be found at:
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsLegislation/PublicationsLegislationArticle/fs/en?CON
TENT_ID=4088911&chk=/9UE0Q
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1.7 Financing mental health services

1.7.1 Programme budgeting

Programme budgeting is starting across the NHS in 2004 and will start to provide similar information to the current
Care Group analysis. Further analysis should be undertaken within the care group or programme budget of “mental
health”. This is clearly a large area of ‘spend’ and involves a number of significant specialty areas. This can be
analysed as:

e Child and adolescent mental health services (if not in a children’s care group).
e Adult services.

e Services for older people age over 65 (if not in an older people’s care group).
e Alcohol and drug services.

* Forensic/secure services.

Under programme budgeting all of the above is classed as ‘mental health’. As the scheme is undergoing its first
sweep this year it will probably take another two years before the data is sufficiently assured for true comparative
purposes.

THE COMMISSIONING FRIEND FOR MENTAL HEALTH SERVICES 10
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1.7.2 Earmarked funding for mental health services

Currently there are some specific funds designated for mental health, which have been earmarked for the next two
years. The drive to devolve greater commissioning responsibility to PCTs and Local Authority partners has been linked
to an overall a reduction in the level of earmarked funds in order to give them the flexibility to meet locally
identified needs. It will be important for PCTs and Local Authority partners to actively manage the balance of
priorities as mental health competes for resources against high profile performance requirements e.g. waiting time
reductions. Whereas acute performance requirements form part of the PCT’s key performance requirements under
the star ratings, mental health performance requirements are only reviewed in the ‘balanced score card’ assessment.

Historic under-investment in mental health services is now manifesting itself in the high levels of special needs

placements or, non-NHS out of area placements, for people with a wide range of mental health conditions. These
may include:

e Service users who require low security and/or long term rehabilitation.
¢ Individuals who have personality disorders and with eating disorders.
* People who require intensive psychiatric care.

e Children with severe mental health problems.

Many of these areas are deemed to come under the remit of the regional specialist commissioning groups and thus
require service development to occur at a much broader level than within individual or small clusters of PCTs.

THE COMMISSIONING FRIEND FOR MENTAL HEALTH SERVICES 11
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It is important for PCT and Local Authority commissioners and service providers to realise that, although a number
of elements in funding are for specific purposes, there is currently no formal ring fencing of funds by the
Department of Health in PCT allocations. There are, however, a number of Centrally Funded Initiatives and Services
and Special Allocations (CFISSA) budgets held at central level. Two such budgets are described below and they are
being allocated to PCTs in 2004/05 and beyond.

(i) Child and Adolescent Mental Health Services (CAMHS)

A central allocation has been made to all PCTs in 2004/05 for improving CAMHS services. This funding is designed
primarily to improve access to services, particularly those in Tier 3 and to reduce waiting times. The allocation will
increase in 2005/06. The funding is linked to some extent to the special grant funding being given to Local Authority
Social Services Departments, which was first issued in 2002/03 and that will see additional levels of grant up to
2005/06. The key performance requirement measures are

e An expectation that CAMHS services will grow by 10% per annum (this could be measured in a number of
ways, including new staff (capacity).

e Lower waiting lists (activity).

e Expenditure (increase).

PCTs and Social Services Departments are required to work together and jointly commission new/improved services with
this funding to meet these objectives and those set out in Health Service Circular (HSC) 2004/002 CAMHS grant guidance.

(ii) Accelerated Discharge Programme (ADP)

The Department of Health has allocated specific revenue funding to support the early discharge of patients from
Ashworth, Broadmoor and Rampton Hospitals since a number of the service users currently there do not need the
very secure environment that these institutions provide and would be more appropriately treated elsewhere using
medium secure forensic services.
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This discharge programme has necessitated the development of facilities in those trusts that provide forensic services
that PCTs have been required to fund, with specific financial support from the Department of Health. The recurrent
funding starts in 2005/06 and support may be less than the full running costs of the new units so PCTs and Local
Authority partners therefore need to ensure that this is adequately planned for and funded. Some non-recurrent
resources are also available during 2004/05 to help pump-prime elements of the developments and to fund
recruitment as well as enabling a number of interim arrangements to be established.

(iii) Other earmarked funds

A further central allocation is expected to be made for service users with a dangerous and severe personality disorder
(DSPD). This resource is indicated in PCT baselines for 2004-2005 but has not yet been allocated from the centre.
Strategic Health Authorities (SHAs) and PCTs will be required to ensure that this funding goes to high secure
hospitals and is not disbursed generally into the local health systems.

There may be other CFISSA funds for mental health, but these are not yet known or are specific for particular issues
or areas of the country.

THE COMMISSIONING FRIEND FOR MENTAL HEALTH SERVICES 13



m COMMISSIONING TO IMPROVE MENTAL HEALTH

02 | Commissioning to improve mental health

2.1 The performance requirements

The most recent summary of what Government wants to achieve in relation to mental health is set out in
Improvement, Expansion and Reform: The Next 3 Years - Priorities and Planning Framework 2003 - 2006:

“MENTAL HEALTH
Objective

The Mental Health National Service Framework (NSF) and Suicide Prevention Strategy set out a modernisation
programme to:

® Reduce the suicide rate and deaths by undetermined causes by 20% by 2010.

® Improve access to general community mental health services.

Services should be delivered in line with the standards in the Mental Health NSF, the Mental Health Implementation
Guide, national mental health strategies and compliance with NICE appraisals/guidance. Comparative clinical audit
and information from the Mental Health Minimum Data Set (which should be implemented in all trusts by 03/2003)
should be used to develop services, and the National Institute for Mental Health England will support development
work. Modernisation will be supported by a new mental health legislative framework. NHS and Social Services joint
responsibility will be delivered through Local Implementation Team partnership.

The Children’s NSF and its emerging findings will set out the standards and milestones for improvement in child and
adolescent mental health services (CAMHS), including year on year improvements in access.
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Performance requirements
® Reduce the duration of untreated psychosis to a service median of less than 3 months, (individual maximum
less than 6 months) and provide support for the first three years for all young people who develop a first
episode of psychosis by 2004.

e Offer 24-hour crisis resolution to all eligible patients by 2005.

e By Dec 2003, deliver assertive outreach to the 20,000 adult patients with severe mental illness and complex
problems who reqularly disengage from services.

e Increase breaks available for carers and strengthen carer support and networks to the benefit nationally of
approximately 165,000 carers of people on Care Programme Approach (CPA) by 2004.

* Improve mental health care in prisons so that all prisoners with severe mental illness have a care plan by April
2004 (approximately 5000 prisoners nationally) and ensure appropriate use of secure and forensic facilities by
2004, contributing to the national performance requirement of moving 400 patients from high secure hospitals
by 2004.

e Ensure that by April 2004 protocols are in place across all health and social care systems for the care and
management of older people with mental health problems.

National capacity assumptions
e Expanded service capacity in key services, to contribute to national requirements by 2004 of 335 crisis
resolution teams; 50 additional assertive outreach teams; 50 early intervention teams; 140 new secure
personality disorder places.

* Reduced pressure on acute inpatient units by reduction in bed occupancy rate.

e All child and adolescent mental health services to provide comprehensive service including mental health
promotion and early intervention by 2006.
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e Increase child and adolescent mental health services by at least 10 per cent each year across the service
according to agreed local priorities (demonstrated by increased staffing, patient contacts and/or investment).”
www.doh.gov.uk/nhsplan/index.htm

2.2 The resource challenges

The Social Exclusion Unit’s (SEU) report - Mental Health and Social Exclusion published in June 2004 includes a useful
summary of the costs of various forms of mental health services:
www.socialexclusion.gov.uk/downloaddoc.asp?id=134

e “Cost per inpatient per day:
- NHS psychiatric intensive care unit - £420;
- Acute psychiatric ward - £165;
- Long stay hospital £141.
e Cost per average stay in intensive care unit - around £5,169 and annual cost of care around £31,000.
e Community mental health team - around £59 per hour of patient contact.
e Specialist community psychiatric nurse - around £70 per hour patient contact.
¢ Cost of privately obtained talking therapy or counselling — around £732 per year.

® Basic cost of medication treatment for depression - around £170 per year.”
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From these figures it is clear that, with limited resources available to meet the needs, it is in the interests of
commissioners to invest in the less costly early interventions to support people experiencing mental health
problems in order to minimise the use made of the most expensive forms of treatment which people may require if
their conditions are left to escalate.

It is therefore important for commissioners to take a broad view of addressing mental health issues which goes
beyond the high profile specialist and acute services that are traditionally labelled ‘mental health’ commissioned
primarily from the local mental health trust or ear-marked ‘section 31’ funding of specialised care:
www.dh.gov.uk/PolicyAndGuidance/OrganisationPolicy/IntegratedCare/HealthAct1999PartnershipArrangements/Healt
hAct1999PartnershipArticle/fs/en?CONTENT_ID=4000373&chk=vt%2BrPa

In reality nine of ten adults with mental health problems and 25 per cent of those with severe mental health
problems receive all their care in primary care and 30% of GP consultations concern mental health problems:
www.scmh.org.uk
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2.3 Promoting positive mental health

This same emphasis on the importance of early interventions through promotion and prevention is also captured in
the first standard for mental health (NSF): www.publications.doh.gov.uk/nsf/mentalhealth.htm

“Health and social services should:

a) Promote mental health for all, working with individuals and communities.

b) Combat discrimination against individuals and groups with mental health problems, and promote their social
inclusion.”

The clear message for commissioners is therefore that all the research indicates
www.socialexclusion.gov.uk/downloaddoc.asp?id=134 that investment (with partners) in improving the life chances
and circumstances for all the communities they serve (including vulnerable individuals) will enable them to
successfully manage a range of challenges, including mental health problems.

2.3.1 Defining positive mental health

Mental health is a concept which is defined in a number of different ways. Whilst traditionally there was a deficit
model of mental health i.e. the absence of objectively diagnosable disease increasingly there is the acceptance of a
positive holistic model of mental health as a state of physical, social and mental well-being.

The World Health Organisation has adopted the following definition:
“Mental health is a state of well-being in which the individual realises his or her own abilities, can cope with the

normal stresses of life, can work productively and fruitfully and is able to make a contribution to his or her
community”.
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The Mental Health Foundation has defined a mentally healthy individual as one who can:-

e “Develop emotionally, creatively, intellectually and spiritually.

e Initiate, develop and sustain mutually satisfying personal relationships.
® Face problems, resolve them and learn from them.

® Be confident and assertive.

® Be aware of others and empathise with them.

e Use and enjoy solitude.

® Play and have fun.

e Laugh, both at themselves and at the world”.

A further exploration of these concepts and how health promotion strategies can enable the widest number of
individuals to attain them can be found at the National Electronic Library for Health:
www.nelh.nhs.uk/nsf/mentalhealth/whatworks/default.htm

Increasingly it is being recognised that individuals’ overall social and economic circumstances can dramatically affect
their overall mental health www.socialexclusion.gov.uk/downloaddoc.asp?id=134 and therefore that it is essential
that commissioners align their inputs with the overall strategies for community well-being that are devised and
delivered through local partnership activity. Investment in supporting community outreach and voluntary sector
groups with a prevention and promotion focus will enable the overall needs of vulnerable people to be addressed
and thereby reduce the likelihood of their needing support from specialised mental health services. Certainly there is
evidence of the effectiveness of this approach in working with young people who are the most likely groups to self-
harm or commit suicide. www.nimhe.org.uk/smartsearch/itemdisplay_story.asp?id=654 Such approaches will therefore
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assist in meeting the performance requirement to reduce the death rate from suicide and undetermined injury by at
least 20% by 2010 required by the National Suicide Prevention Strategy for England:
www.nimhe.org.uk/whatshapp/item_display_publications.asp?id=397

2.3.2 Combating stigma and discrimination

Work is being undertaken to operationalise the second part of the first standard described above especially through
proactive approaches to combat the stigma and discrimination associated with mental health problems across a
range of community settings and with at risk and vulnerable groups. These negative attitudes and behaviours can
make it harder for people to acknowledge they have a problem and get the support they need, and can also cause
people with mental health problems to be treated with unwarranted distrust and fear as well as preventing people
with mental health problems from getting equal opportunities in many areas of daily life. NIMHE is taking the lead
in promoting good practice in anti-stigma and discrimination programmes. http:/nimhe.org.uk/antistigma This
research summary indicates that:

e A survey by Mind in 1996 found that almost half of respondents had been harassed or abused in public
because of their mental health problems.

¢ In 2000 a survey by The Mental Health Foundation showed that 56% of people with mental health problems
said that they had experienced discrimination within the family.

® In a March 2000 survey, 24% of the public thought that people with a history of mental health problems
shouldn't be allowed to hold public office, and 19% were frightened at the prospect of people with mental
health problems living in residential neighbourhoods.

e The Mental Health Foundation 2000 survey found that 42% of people with mental health problems didn't tell
some members of their family about their experience, 22% didn't tell partners, 74% didn't mention it on
application forms and 19% didn't even tell their GP.
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People who use mental health services consistently identify the stigma and discrimination linked with their condition
to be one of the most, if not the most, debilitating part of being diagnosed with a mental health problem.
Conventionally stigma has been understood as a relationship between characteristics of a person and socially
constructed negative stereotypes. The active discrimination that often accompanies mental health stigma has been
identified as one part of the stigma problem. Programmes to tackle mental health stigma now place more of an
emphasis on discrimination than stigma. This approach redirects the focus of programmes on to perpetrators of
stigmatising behaviour and away from its victims. The NIMHE review identifies good practice examples already
operating and identifies the critical success factors for any programme to address stigma and discrimination:
http://nimhe.org.uk/antistigma

If members of local communities, health and social care professionals and employers can be encouraged to adopt
more positive attitudes to people experiencing mental health problems the risks of these individuals becoming
increasingly socially excluded will be diminished. The Sainsbury Centre for Mental Health estimates that the current
annual cost of mental health problems in England is £77.4 billion. More than half that figure is accounted for by the
impact on the individual’s quality of life, including premature mortality. Output losses associated with missed
employment opportunities were estimated at over £23 billion and state benefits to adults with mental health
problems were estimated at £9.5 billion: www.scmh.org.uk/8025694D00337EF1/vWeb/fsCPIR4PDJ8T

As section 3 will indicate health and social care commissioners have (with their partners) significant opportunities to
adopt a holistic approach to community development and well-being that will create both the strategic vision and
operational mechanisms to enhance the lives of all the people they serve including those who are suffering from
long and short-term mental health problems.
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2.4 Resource challenges for commissioners

The Adult Mental Health NSF requires substantial transformational changes in the way that mental services are
provided so that the focus is much more on community based care. This expands the service well beyond the
traditional mental health team roles. The new teams are expected to provide a wide range of interventional and
support services to help patients stay at home and avoid hospital stays.

The issues for commissioners and trusts are in balancing the number of beds available with the need for investment
in the new services. The new services may require investment from PCTs and Local Authority partners alongside
transformational savings as wards are closed and services re-engineered. Historically mental health services have been
under-funded and the transformation of existing services cannot happen without additional investment from PCTs
and Local Authority partners.

The key resource pressures that mental health trusts face include:
¢ Shortage of consultant psychiatrists and doctors generally.
¢ Costs of locum and agency doctors.
¢ Shortage of qualified nursing staff.
¢ High levels of expenditure on bank and agency staff.
¢ Drugs costs.

e Implications of NICE guidelines.

* Highly specialised care.
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The NSF require a seamless service framework that incorporates community based treatment for the majority of
service users but can also link effectively with inpatient facilities. If all of these services are in place and effective then
there should be less reason for individuals to be placed in high cost private sector care.

Enabling more people to receive care in community settings means that mainly people with more complex needs will
be admitted to inpatient facilities with the result that case mix on acute wards will focus on those service users who
need considerable support. All mental health inpatient facilities therefore need a Psychiatric Intensive Care Unit

(PICU) to provide a secure environment where individuals can be cared for a short period while their condition is
being stabilised.

Patients with needs beyond those catered for by the above services, would probably fall under the regional specialist
commissioning responsibility and would require PCTs and Local Authority partners to work together in larger
geographic areas to commission appropriate capacity.
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2.5 Payment by Results (PbR) and Choice

Mental health services are currently not included in PbR because:

e Delays in the implementation of a core minimum data set for mental health (MHMDS) and issues of data
quality.

* Many trusts have not met the requirements for data collection as evidenced by the 2004 star ratings exercise.

e Lack of meaningful Health Resource Group (HRG) data for mental health services.

It is not envisaged that PbR will be rolled out to mental health until at least 2007/8 and not until the information
systems are in place to support it. It is therefore likely that the ‘Choice’ agenda will have a greater impact for
commissioners in the short term. Currently most specialist mental health service providers cover a large geographic
area and most of their service users will require continuing follow-up and support while in the community. At
present health commission performance measures assess trust’s performance in keeping patients in-area and
minimising the numbers of out-of-area referrals. This does not appear to be compatible with the choice agenda!

It seems likely that choice in mental health will therefore focus on choosing where there are options for treatment. It
is unlikely to mean a choice of which provider an individual will be referred to as, given the sustained nature of
relationship, there will be difficulties in working with providers at a greater geographical distance. Furthermore
some patients are detained or sectioned under the Mental Health Act and would have less choice about their
placement. Before any such system could be implemented the base data on relative costs needs however to be
established and, as was outlined above, many trusts have some way to go in establishing even the minimum data set.
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2.6 Primary care interventions to help people with mental health problems

Mental Health NSF Standard 2 states that
“Any service user who contacts their primary care health care team with a common mental health problem should:
® Have their mental health needs identified and assessed.

* Be offered effective treatments, including referral to specialist services for further assessment, treatment and
care if they require it.”

Mental Health NSF Standard 3 states that
“Any individual with a common mental health problem should:

* Be able to make contact round the clock with the local services necessary to meet their needs and receive
adequate care.

* Be able to use NHS Direct, as it develops, for first-level advice and referral on to specialist help lines or to local
services.”

Mental Health NSF Standard 4 states that
“All mental health service users on the Care Programme Approach (CPA) should:

® Receive care which optimises engagement, prevents or anticipates crisis, and reduces risk.
® Have a copy of a written care plan which:

— Includes the action to be taken in a crisis by service users, their carers, and their care co-ordinators.
— Advises the GP how they should respond if the service user needs additional help.
— Is regularly reviewed by the care co-ordinator.

— Be able to access services 24 hours a day, 365 days a year”.

www.publications.doh.gov.uk/nsf/mentalhealth.htm
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The most recent national survey of the number of adults (16-74) with mental health problems and living in
households (Singleton et al. 2001) sets out that at any one time:

e One in Six adults has common mental health problems i.e. anxiety, depression, phobias, obsessive compulsive,
stress and panic disorders.

e One in 200 adults has severe and enduring mental health problems including psychotic disorders including
schizophrenia and bipolar affective disorder and one in 25 adults have a personality disorder.

¢ One in ten new mothers experience postnatal depression.

The overall figures are likely to be higher since the research did not include:

® People over 74 who have a greater risk of suffering from dementia.

® Prisoners of whom 72% of male and 73% of female sentenced offenders have two or more mental health
disorders.

® Rough sleepers of whom up to 50% have mental health problems.

In addition research indicates that

“People with severe mental health problems are likely to eat less well, smoke more heavily and take less exercise
than the general population, resulting in a higher risk of cardiovascular disease. They are up to three times more
likely to be dependent on alcohol, and deaths from smoking-related diseases are twice as high among people with
schizophrenia. Adults with common mental health problems have been found to be twice as likely to smoke as those
with no mental health problems. Deaths from infectious diseases, endocrine, circulatory, respiratory, digestive and
genito-urinary system disorders have all been reported as significantly more likely for adults with severe mental
health problems. Similarly sustained stress or trauma may increase susceptibility to viral infection and physical illness
by damaging the immune system:” www.socialexclusion.gov.uk/downloaddoc.asp?id=134

THE COMMISSIONING FRIEND FOR MENTAL HEALTH SERVICES 26



m COMMISSIONING TO IMPROVE MENTAL HEALTH

Since the standards were published PCTs have assumed the responsibility for commissioning mental health services.
Historically these are most easily identified as those provided by specialist mental health trusts. However sine 9 out
10 people who receive treatment for mental health problems in primary care
www.socialexclusion.gov.uk/downloaddoc.asp?id=134 it is important for commissioners to understand fully how that
support is being delivered and how effective it is. Section 4 will provide the audit tools to assist this evaluation so
this section will concentrate on a brief overview of key issues for primary care services.

2.6.1 Treatment options

As was outlined above, 30% of GP consultations concern mental health problems; numerically most of these are
the ‘common’ mental health problems which have the potential of being dealt with effectively in primary care if
the right form of intervention is made. The research indicates that the most common form of intervention is the
prescribing of drugs. The Department of Health Prescription Cost Analysis System indicates that in 2002
£400,000 million spent on prescribing antidepressant drugs (as opposed to £50 million in 1991)! A recent survey
found that 80% of GPs believed that they were over prescribing these drugs to people suffering from depression,
anxiety or stress.

Part of the reason that there is the reliance on prescribing drugs is the lack of access to talking therapies. Although
no statistics on waiting times are collected centrally anecdotal evidence gives a consistent picture of insufficient
provision and therefore long waiting lists so that those who have the means regularly pay for this sort of support
from non-NHS sources. The statistics for those who do benefit from talking therapies show that there are some
anomalies which may need further investigation:
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® Only 25% of those accessing counselling services are male despite the fact that young males are a particularly
high risk group for suicide.

e Adults from minority ethnic communities are less likely to be referred for these sorts of treatments.

* 11% of respondents to the SEU survey referred to below identified the need for more access to these services.

www.socialexclusion.gov.uk/downloaddoc.asp?id=134

2.6.2 Workforce issues

In addition to the overall shortage of people with specific expertise in working with people with mental health
problems NIMHE assessment of current workforce issues indicates many health professionals acknowledge that they
receive less training about mental health issues than for other conditions that they are likely to encounter in primary
care (as well as in other settings). www.nimhe.org.uk/downloads/DOH%20MH1.pdf This has been addressed partly by
the creation of new roles in primary care with a particular focus on mental health which can both provide direct help
to those with common mental health problems and help them access the full range of help available to them both
within health and social care and other forms of support including:

¢ 1,000 new graduate mental health workers to treat and manage common mental health disorders in primary
care.

¢ 500 new gateway workers to link between primary care and specialist services.

e ‘Support, Time and Recovery’ or STR Workers, located in health, social care, housing or employment schemes.

The overall workforce issues are now being addressed through the National Mental Health Workforce Strategy
www.nimhe.org.uk/downloads/DOH%20MH1.pdf (key aspects of this strategy are summarized in Appendix A).
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This Workforce Vision translates into the following principles:

II1.

Services should be commissioned, provided and evaluated with the key purpose of making a positive difference
to people with mental health problems, their family and friends.

. Staff are the means of delivering effective services and need to be valued and supported in doing this.

. Staff within the mental health workforce include professionally qualified and unqualified but trained

practitioners.

. Staff may work in statutory services, NHS, social services at primary, secondary and tertiary levels, housing,

police, probation and prisons or in non-statutory services, voluntary and independent sectors.

. Staff should reflect the culture of the local communities they serve, including the experience of those using

mental health services.

. Staff should have the appropriate education, training and supervision to enable them to deliver person

centred, socially inclusive services.

. Staff should work collaboratively and flexibly across disciplines and teams, overcoming professional and

organisational boundaries, to meet the needs of the people using services.

. Service users’ and carers’ contributions are crucial to delivering effective services and need to be valued and

supported.

. As a key contribution to meeting the above objectives, staff training should include opportunities to develop

the Ten Essential Shared Capabilities (ESC) to support effective decision-making in the context of conflicting as
well as of shared values and needs”.
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2.6.3 Holistic support

As the SEU report on mental health and social exclusion emphasises there is increasing evidence of how providing
overall support to vulnerable individuals can reduce the likelihood of their mental health problems escalating as well
as of them becoming socially excluded. The report presents examples of good practice that have had positive impacts
on the communities where they have been piloted. These include:

e Bradford ‘Health Plus’ is a PCT-funded project with advisers in 30 GP surgeries focusing on benefits, debt,
housing, employment and immigration rights. Staff are provided by local advice agencies. Evaluation
demonstrated that ‘Health Plus’ saved time for GPs and nursing staff, as well as reducing stress/anxiety levels
and improving the clients’ quality of life.

® The National Institute for Adult Continuing Education supports over 20 ‘Prescriptions for Learning’ projects in
England. In the Nottingham pilot, 65% of clients referred had no qualifications, and almost all said that they
would not have taken up learning without the help of the project. One quarter reported improvements in
their mental health.

e ‘Arts on Prescription’ projects arrange referrals to local arts organisations. Early evaluation showed a reduction
in the number of recognisable mental health problems amongst participants.

www.socialexclusion.gov.uk/downloaddoc.asp?id=134
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2.7 Secondary care
Mental Health NSF Standard 5 states that
“Each service user who is assessed as requiring a period of care away from their home should have:

e Timely access to an appropriate hospital bed or alternative bed or place, which is:
* In the least restrictive environment consistent with the need to protect them and the public.
® As close to home as possible.

® A copy of a written after care plan agreed on discharge, which sets out the care and rehabilitation to be
provided, identifies the care co-ordinator, and specifies the action to be taken in a crisis”.

Mental Health NSF Standard 6 states that
“All individuals who provide regular and substantial care for a person on CPA should:

® Have an assessment of their caring, physical and mental health needs, repeated on at least an annual basis.

e Have their own written care plan, which is given to them and implemented in discussion with them”.

2.7.1 Community based services

It appears that the decision to refer individuals to specialist mental health services remains problematical and
research has indicated that up to 28% of referrals from primary care to specialist services are inappropriate.
www.mentalhealthstrategies.co.uk/pdf_filessModern%20Guide.pdf The audit process outlined in Section 4 should
assist in helping commissioners evaluate better the effectiveness of their current practice locally as well as their
overall relationship with the specialist mental health trusts from which they commission services.

The majority of specialist support to adults with mental health problems is provided by multi-disciplinary Community
Mental Health Teams (CMHTs). They support people with complex mental health problems (as well as their families)
in the community when their needs cannot be met by GPs or generic social services. Patients are referred back to
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their GP when their condition has improved. CMHTs also provide long-term care of people with enduring mental
health problems.

In addition the NHS Plan introduced specialist teams in secondary care, with significant potential to build in a
stronger focus on vocational and social issues.

¢ Early intervention teams provide community based treatment and support to young people aged 14-35 years
with first episode psychosis. This should include ensuring that involvement in education and work is
maintained, and future prospects are not unnecessarily jeopardised.

 Assertive outreach teams focus on adults aged 18-65 years with severe and enduring mental health problems,
and additional complex needs such as homelessness, self-harm or neglect, or high levels of disability. Assertive
outreach can achieve better outcomes than standard community care on accommodation status, employment
and patient satisfaction.

e Crisis resolution teams aim to prevent the need for hospitalisation for adults having an acute psychiatric crisis.
They provide 24-hour community-based treatment until the crisis is resolved.

In addition in 2002-03, health and social care spent £140 million on day and employment services for adults with
severe mental health problems in England. Traditionally, day services have often focused on specialist support services
that are solely for people with mental health problems. They often provide a ‘one-stop shop’, providing a practical
place of support during the day, as well as access to other services and advice.

2.7.2 Inpatient services

Investment in more community based mental health services has been paralleled by some disinvestment and
decommissioning of inpatient services. Whilst much of this is appropriate to the modernising of mental health
services, it has, in some health communities, reduced significantly the number and range of inpatient facilities. It is
essential that commissioners maintain a positive, informed and considered approach to the continuing need for
capital and revenue investment in inpatient facilities. There will continue to be some individuals for whom these are
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the most appropriate settings for the delivery of care on a long and short term basis. The benchmarks for these
services were set by Government in 2002 in the Adult Acute Inpatient Care Provision: Mental Health Policy
Implementation Guide www.nimhe.org.uk/whatshapp/item_display_publications.asp?id=310 and NIMHE has been
tasked to assist the implementation of its key requirements which need to inform commissioning decisions and
service level agreements with local mental health trusts:

e “Define the purpose and place of adult inpatient care in their local mental health care system.

e Establish effective means of service co-ordination of acute services in a whole system of service delivery.

® Restructure ward arrangements to better provide a safe and therapeutic inpatient experience.

» Develop effective service user centred decision-making processes and ward arrangements.

* Address the need to enhance the role, status, training, support and career development of inpatient staff.

e Direct clinical leadership and management attention and expertise on the organisation and management of
inpatient services.

e Ensure adequate clinical and support inputs to inpatient wards in order to maximise the time spent by staff
therapeutically engaged with service users.

® Promote ways is which future acute care provision can project a more positive and socially inclusive and less
disruptive perception of mental health.”

Reports by the then Commission for Health Improvement and the Sainsbury Centre for Mental Health emphasised
that there continue to be key challenges for operating these services that will have an impact on the effectiveness of
the care that can be delivered.
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“Mental health trusts are typically large organisations, with a range of Local Authority and PCT partners, operating
from a multiplicity of sites. This makes the challenge for trust boards of communicating effectively with users, carers
and staff and assuring the quality of services more difficult.

While mental health trusts are moving in the right direction, their ability to develop further the quality of their
services is inhibited by serious capacity problems in management, staffing and the infrastructure and the scale of
change needed. The ability of providers to meet the challenges set out in the national service framework is
dependent on these capacity issues being resolved.

Shortages of skilled staff, problems in recruiting experienced managers and years of under investment in information
systems inhibit progress. Similarly, staff and service users work too often in environments which are unacceptable.
Within the sector itself, the focus on adult mental health services has been at the expense of, for example, services
for older people and child and adolescent mental health services”.
www.chi.nhs.uk/eng/cgr/mental_health/mental_health_report03.pdf

“Inpatient care still consumes some £800m per year, representing some 25% of the total health and social care
budget for mental health. Yet the limited evidence base does not support the use of inpatient care as a therapeutic
intervention — it does however show that excessive lengths of stay are damaging.

There is overwhelming evidence of overcrowding, poor environments, a lack of coherent therapeutic programmes for
service users, too many adverse incidents and staffing problems. Surveys of user views show that they are often
frightened, bored or bewildered by their experiences in inpatient care and that they find it unhelpful and even
damaging. Yet there are many dedicated staff working in the sector”.
www.scmh.org.uk/8025695100388752/GenerateFrameset1?0OpenAgent&doc=wpPCHN4ULFWD
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2.8 Tailoring care to meet the needs of all service users

Research has consistently demonstrated that many people do not receive the care tailored to their particular needs.
www.nimhe.org.uk/whatshapp/item_display_publications.asp?id=689 Adopting the partnership approach described in
Section 3 should ensure that future provision is commissioned with the needs of user groups in mind. As an aide
memoir Appendix B provides links to the major research reports and websites that will help commissioners to ensure
that they learn from established good practice.
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03 | Working in Partnership

3.1 Why partnership working is important

As the SEU report on mental health and social exclusion emphasises people can rapidly become socially excluded and, in
economic terms alone, cost more to re-engage and treat as well as no longer making an economic contribution to society
as a whole. www.socialexclusion.gov.uk/downloaddoc.asp?id=134 The personal and emotional cost is also very high.

Section 2.1 stressed promoting positive mental health as a holistic activity that not only involves effective treatment
but needs also to take account of individuals’ socio-economic and emotional needs including provision of
appropriate housing and employment opportunities. The recent Turning Point and Institute of Public Policy Research
report explores the negative consequences of the current fragmented approach:

“Too often services fail to recognise the inter-connected nature of people’s needs, namely that people have physical,
social and emotional requirements, and that their individual needs are closely related to factors in the wider
community such as poverty and social exclusion. Many services tend to focus on people’s problems in isolation from
the rest of their life. Rather than experiencing a single targeted intervention to meet their whole needs, they receive
multiple interventions that lead them on an unpredictable and repetitive journey around different agencies”.
www.turning-point.co.uk/Information+Resources/Publications

The report then goes on to propose an alternative approach that provides a good basis for partnership working
which should drive what people can expect from health and social care services.
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“Whole Needs: An approach of understanding ‘the whole person’ rather than a single problem should become
embedded in every stage of service delivery, from assessment and treatment to aftercare;

Creative Whole Systems Services: Rather than relying on average ‘off the peg’ methods, service providers need to be
encouraged to be flexible and creative in their response to people;

Single Point of Entry: Users of all public services should be able to access an entire system of integrated support
through a single point of entry;

User Empowerment: Users of social care services need to be recognised as equals and co-producers in their own care.
The agenda of user empowerment cannot stop at the care of the most vulnerable.”
www.turning-point.co.uk/Information+Resources/Publications/

Both the NHS and social service departments have formal statutory responsibilities for people with mental health
problems. In some cases, such as in relation to Section 31 funding, they are required to work together to meet the
needs of service users. To make these arrangements work it is very important for there to be formal agreements so
that a pooled fund can be established that allows full use of the health act flexibilities to be made. Section 31 will
enable the control of all mental health placements and services to be managed by one organisation — the mental
health trust social workers remain employed by the Local Authority pending a new Mental Health Act; all other staff
can be employed by NHS.

Establishing pooled budgets is a performance requirement for PCTs, but there is a need for greater clarity about how
this forms part of the performance management and star ratings measurement. Mental Health Trusts were required to
have a measure of integration at multi-disciplinary Community Mental Health Teams (CMHT) level by 31 March 2004.
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Despite the fact that the NHS and Local Authorities have been required to work together for some time all the
evidence (including the Audit Commission’s report on Transforming Primary Care) is that there is a considerable
differences in the effectiveness of these working relationships including the extent to which each has recognised
how to work effectively with the other’s cultures and established ways of working. www.audit-
commission.gov.uk/reports/NATIONAL-REPORT.asp?CategorylD=ENGLISHA574~ASUBJECTA605*REPORTS-AND-DATAMAC-
REPORTS&ProdID=8AE80592-69BC-48bc-AA1A-C707CFADSDEO&prodType=NATIONAL-REPORT

Unfortunately here are no magic solutions, only the need to work even harder to understand better the communities
that health and social care serve and jointly work through how their needs can best be addressed. Crucial to this
process is the effective involvement of service users and carers who are often in the best position to clarify what
would best help them as well as how current approaches may need changing. Increasingly there is also recognition
that voluntary sector organisations have a major part to play both as advocates and increasingly, as providers of
services.

3.2 Working with stakeholders

3.2.1 Identifying and engaging stakeholders

One way of learning to work more effectively in partnership is to carry out an exercise together and one useful
shared activity for PCTs and Local Authority partners is a stakeholder analysis so that they can be sure in mapping
need that all voices are heard.
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3.2.2 What is a stakeholder?

The term is used in a number of different ways. In simple terms stakeholders are internal or external organisations,
groups or individual who can “throw a spanner in the works”. Effective identification of stakeholders needs to be
systematic, thorough and analytical. The key steps in identifying and engaging stakeholders are:

1. Identify all the stakeholders

a. Establish key individual contacts within organisations.
2. Establish their

a. Power.

b. Influence.

C. Interests.
3. Manage conflicting interests
4. Develop a commitment matrix mapping

a. Where they are now?

b. Where they need to be?

c. Gap analysis to develop individual stakeholder strategies.
5. Develop a plan to manage the transition

a. Communication plan to address their interests.
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Below is an example of categories of stakeholder relevant to how a PCT discharges its commissioning responsibilities

for mental health; each of the cells will need to be carefully populated so that the PCT Board and senior

management team can understand fully how partnership working can best be achieved. A similar exercise can then
be carried out as a shared exercise with all commissioners:

Categories of Stakeholder

Board DoH Local Authority/
Housing/ Education
Professionals SHA Interest/pressure
(WDC's) groups
Managers Provider Trusts ISTC's/Private
Levels 1/2/3 providers
Co-workers Staff organisations Media
Clients & Carers Professional bodies MPs/MEP’s

-

J
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To think of stakeholders in a slightly more sophisticated way it is helpful against each strategic objective to develop a
commitment matrix mapping all of the stakeholders in terms of:

* Who needs to actively be involved in the delivery of the objective?
¢ Who needs to give support?
* Who needs to let it happen without blocking?

* Who is not relevant or important to the delivery of the objective but must not be ignored?
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Below is a framework for mapping stakeholders in terms of where they are now and where you want them to be:

Stakeholder analysis matrix

High

Seek support Involve
& &
keep happy manage carefully

Power

Manage Keep
with in the

minimum effort picture

Low

Low Interest High
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From this analysis a stakeholder map can be developed which identifies the interest of each stakeholder and their
importance to the delivery of the objective. This can be used as a basis for ensuring that all of the stakeholders’
interests can be catered for in the commissioning and delivery programmes.

The content of the map should include:
e A matrix showing all the stakeholders or groups of stakeholders and their particular interest.

- Conflicting requirements should be flagged for resolution.

e Communication routes and frequency for each stakeholder/group of stakeholders.

3.2.3 Communications strategy
The purpose of the communication strategy is:

* To identify by stakeholder their interests.

e To document.
- How they will be kept informed including the content frequency and method.
- How information will be received from them.

¢ To provide common standards of communication.

¢ To plan resources for communication.
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Checklist

1.
2.
3.

Has the information disseminated to stakeholders met their requirements?
Has the information received from stakeholders met the PCTs and Local Authority partners requirements?
Has all the necessary information been disseminated?

Have the roles and responsibilities of individuals carrying out the communications strategy been understood
by them?

. Have the roles been carried out satisfactorily?

. Suggested content

e List of stakeholders and information requirements.

e Communication mechanisms to be used e.g. written reports, emails, workshops, seminars newsletters,
personal briefings.

e Key elements of communications to be distributed by the different mechanisms - including frequency and
information collection and collation.

* Roles and responsibilities of key individuals to ensure that communication is appropriate and timely.

e |dentification of how unexpected information from other parties (including stakeholders) will be handled
within the scope of the activity.

With regard to commissioning mental health services there are particular groups who should have significant roles in
informing the process and the following sections outline suggestions about how this involvement might be best
achieved.
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3.3 Using care pathways

Work sponsored by the NHS Modernisation Agency and its partners has demonstrated that process mapping is one of
the most powerful ways for multi-disciplinary teams to understand the service users’ perspective, and to identify
opportunities for improvement. www.modern.nhs.uk/improvementguides/process

Putting together a map of the care pathway as a collaborative process gives the PCT and its partners:

e Perspectives from all the multi-disciplinary teams from primary, secondary, tertiary and social care as well as
creating a culture of ownership, responsibility and accountability.

e An overview of the complete process which helps people to understand how complicated the systems can be
for service users especially in terms of waits, referrals to different people and multiple requests for the same
information.

e An opportunity to see whether all service users are treated equally through ensuring that diversity data is
collected and used.

e Data on how the care pathway is changed for people with multiple problems.
e A way to identify where to test ideas for improvements that are likely to have the most impact.

e Innovative ideas — especially from staff who don't normally have the opportunity to contribute to service
organisation, but who really know how things work.

e An event that is interactive enabling people to get involved and talking.

e An end product — the map - which is easy to understand and highly visual that can also be shared easily with
colleagues.

The detailed steps to devising new pathways once the mapping process has been completed are set out in Appendix C.
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04 | Audit and evaluation

4.1 Introduction

As was set out in the introduction the activities described in sections 4 and 5 should be carried out in parallel. The
tools and techniques set out in Section 5 will enable commissioners to set the shared strategic direction and
operational frameworks for the future shape of commissioning for their local communities whilst those in this section
should enable commissioners to form a clear picture of what goes on currently and how effective it is.

4.2 Importance of audit

Mental health services differ from other care services because of their complexity, the variety of settings in which
they are delivered and the number of stakeholders who are involved. Whilst the most visible part of the system is the
delivery of acute services, often from a local mental health trust, the vast majority of mental health care is provided
in primary care itself.

Where audits of primary care provision of mental health services have been undertaken it is clear that even within a
single PCT service provision is patchy and there is little sharing of good practice. Furthermore because there are a
wide range of treatment options individual GPs within practices may be addressing mental health issues in different
ways but without systematic evaluation of their relative effectiveness.
www.chi.nhs.uk/eng/cgr/mental_health/mental_health_report03.pdf

In contrast to other areas of care it is likely therefore that most commissioners may have only a limited picture of
how the PCT's resources are being deployed to meet the mental health needs of their communities. Consequently a
detailed audit of how both individual practices and the PCT as a whole addresses mental health issues should provide
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data both to inform service redesign and improvement as well as ensuring best value. The outcomes of these audits
can then be shared with the other agencies in the local health economy whose individual decision-making is likely to
be enhanced by a better understanding of what is happening within the PCT and its constituent elements.

Furthermore both promotion and prevention have a particularly important role to play in addressing mental health
issues. Even more than most care pathways various forms of information services, self-help groups and help lines may
provide early interventions that may prevent mental health problems escalating. From a purely value for money
perspective investment in these services may well reduce the call on prescribing, talking therapies or referral to acute
services. Although these services may be provided by the voluntary sector their focus and expertise means that, in
some cases, they may more appropriately be regarded as ‘specialist’ providers in the same way as some more
traditional ‘acute’ services. Commissioners therefore need to make the audit process as inclusive as possible so that
there can be a clear understanding of what services are available and the future configuration of services that can
best meet the emerging needs of the local health and social care economy.
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4.3 Mapping services

4.3.1 A framework for mapping mental health services
Key resources are:

e Durham University Adult Mental Health Service Mapping Atlas:
www.dur.ac.uk/service.mapping/amh/index.php

e Durham University Child and Adolescent Mental Health Service Mapping Atlas:
www.dur.ac.uk/camhs.mapping

* The National CAMH Service Mapping exercise aims to improve mental health services for children and young
people by:

— Assisting the bid for resources at a local and a national level by providing accurate information on service
provision against population size and deprivation.

— Supporting commissioners and services to manage and develop by providing detailed information about
their individual services.

— Informing and supporting the development and implementation of the National Service Framework for
Children.

— Providing data for NHS Plan implementation.

® The Visual Commissioner has been developed by the West Midland Strategic Health Authority as a software
tool to support the commissioning of services and can be used in conjunction with the Durham data to assist
with mental health commissioning. Details of the system and its application are provided in Appendix G.

THE COMMISSIONING FRIEND FOR MENTAL HEALTH SERVICES a8



m AUDIT AND EVALUATION

4.3.2 Auditing current practice

In order to establish the baseline data collection we have prepared a number of checklists to enable uniform data
collection at three levels:

® The overall system (4.3.3).
* The PCT as a whole (4.3.4).
e Individual practices (4.3.5).

It is likely that the process of data collection itself will identify where links and systems can be improved as well as
where there is good practice to be shared.
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Checklist 1 - Local system audit

1. How is the mental health of the local communities promoted
and how is the strategic vision for its achievement planned?

* Who are the commissioners?

* What are the mechanisms for commissioning?

* How is the Local Implementation Team working?

e What are the other mechanisms?

* How are resources allocated?

* How is the effectiveness of interventions evaluated?
e How are service users and carers involved?

e How is the potential for social exclusion issues
identified and addressed?

* What are the monitoring and evaluation mechanisms?

2. What health promotion/prevention work is undertaken?
¢ By which groups?
* Where?
® How is it funded?
* How is it publicised?
* How is its effectiveness evaluated?

3. What agencies other than the PCT and Social Services are
involved in the provision of support to people with mental
health problems?

e Other trusts?

e Other Local Authority services?

e Statutory services?
* Voluntary services?
¢ Employment services?

¢ How are service users and carers involved?

. How are relationships managed?

e Strategically?

e Operationally?

How does referral between primary, acute and specialist
services work?

¢ Who pays for what and how is cost effectiveness
evaluated?

* What are the mechanisms for joint working and at
what levels does it happen?

¢ What are the quality assurance mechanisms?
* What out of hours’ services are available?
* What help-lines are there?

e How are Early Intervention, Assertive Outreach and
Crisis Intervention interventions working?

¢ How does the criminal justice system fit in?

¢ What happens in relation to substance abuse?
¢ What happens in relation to eating disorders?
* How does care of the elderly fit in?

¢ How are the needs of refugees, asylum seekers and
people whose first language isn't English taken into
account?
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* What happens for children and young people? Checklist 2 - PCT Audit

1. What mental health services did the PCT commission last
year?

¢ How do services for people with learning disabilities fit
in?

* How are the needs of minority ethnic communities o At the practice level?
taken into account? P ’

. ¢ In primary care settings generall

e How are the particular needs of women P y 959 y

accommodated? - From the voluntary sector?

* What happens to support people with physical - From mental health trust(s)?

disabilities especially in relation to communication? - From social services?

* How are the needs of rough sleepers and homeless

- From within the PCT?
people addressed?

. ) - From other sources?
* How are people with complex needs dealt with?

¢ What was the cost of drugs?
6. What service redesign projects have been undertaken? J

_ ¢ What was the cost of talking therapies?
7. What ‘Changing Workforce’ new roles have been

implemented? ¢ What proportion of service users follow Care
. Programmes?
8. How are the needs of people with mental health needs
incorporated in projects to address social exclusion and 2. How was the clinical and cost effectiveness of the various
economic and social regeneration? forms of investment measured?

3. What determines the choice of therapeutic options and how
is the effectiveness of that choice measured?

4. How much was spent on health promotion and, on what
basis and how was their effectiveness evaluated?

¢ Information services.
¢ Help-lines provided by voluntary groups.
¢ Support to voluntary groups.

e Other activities.
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5. What progress has been made to meet the NSF standards
and whose job is it to monitor progress?

6. To what extent have new ways of working been
implemented?

e Early Intervention Teams?

e Assertive Outreach?

e Crisis resolution?

¢ Gateway workers?

¢ Graduate Mental Health workers?

¢ Practitioners with a special interest new General
Medical Services Contract (nGMS)?

7. How are service users and carers involved in decision-
making?

8. What mechanisms are there in place to assess unmet
demand?

9. What mechanisms are there to ensure that the needs of all
users are met?

10.What training and development is provided on mental
health issues and for whom?

Practice level

1. What was the volume and type of last years’ mental health
cases (how does the practice categorise these?)

e On-going.
e ‘Completed'.

2. What is the level of staff knowledge and expertise in mental
health conditions?

3. Who in the staff team are involved in the assessment and
care of people with mental health problems?

4. Who determines the strategic and operational choices about
how mental health conditions are addressed?

5. How is the effectiveness of the various options addressed?

6. What health prevention and promotion initiatives does the
practice provide in relation to mental health?

7. What assessment tools and processes are used?

8. Which care pathways are used for which conditions?

9. What are the protocols for prescribing?

10. What are the protocols for referrals?

11. What treatment resources are available within the practice?
e Talking therapies.
® Drugs.
¢ 'Alternative’ therapies.

12. What relationships are there with other agencies (statutory
and voluntary)?

13. What service user involvement is there?
14. What carer involvement is there?

15. What learning and development has been carried out in
relation to mental health issues?

16. What proportion of the practice budget is spent addressing
mental health issues?

17. Who from the practice is involved in the wider health and
social care economy in relation to mental health issues?
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4.4 Audit of PCT organisational capacity and capability

4.4.1 Where is our PCT now?

Once the audit of practice and resource allocation has been carried out and as a preliminary to the shared activity of
commissioning for the future it is worth the PCT staff responsible for commissioning mental health services checking
out whether the PCT’s internal processes are generally on track using the two self assessment checklists that follow.
The outcomes can then be shared with senior management and the PCT Board to indicate to them the importance of
the systematic strategic process that needs to carried out with the full range of partners.
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Are we making sufficient progress?

1. Are we meeting the Mental Health NSF standards?

Rating your organisations performance:
2. Are we meeting the Children’s NSF performance

requirements? 0 - Doing worse than last year.
3 - Not achieving progress on many performance
3. Are we meeting the Older People’s NSF peformance requirements.
requirements? . .
5 - Meeting some performance requirements but
4. Will we deliver our NHS Plan performance significant gaps.
requirements? 7 -  Achieving most performance requirements.
5. Are we meeting national indicator performance 10 - Achieving all performance requirements.
requirements? .
Evaluating your scores
6. How well are we implementing NICE guidelines? 0-24  You need to get some real pace into your

commissioning or you are heading for failure —

7. How well are we addressing local priorities? never let this guide out of your site!

8. Do we have posititve strategies for both 25-40 Some progress but a lot to do especially in getting
investment in new services and disinvestment/ de- to the action plan - use this guide thoroughly.
commissioning of services which are no longer

required or delivered in other ways? 41 - 67 Reasonable progress - need to focus on gaps and

delivery — dip into some parts of the guide.

TOTAL 68 - 80 Really good progress; if your views are accurate —
\ / you don’t need this guide.
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Is our delivery plan robust?

1. Do we have an overarching control plan for
commissioning?

2. Is there a milestone map with clear review points?

3. Is there a prioritised set of activities with a critical
path?

4. Is there a map of dependencies between activities?

5. Are there clearly identified risks and contingency
plans with associated risk funds?

6. Is there a resourcing plan for each specified set of
activities?

7. Is there a clearly defined benefits realisation
process?

8. Are accountabilities clear and in writing?

9. Have we identified all stakeholders and is there a
communication plan for each of them?

TOTAL

Rating your organisations performance:

0 -
3 -
5 —
7 -
10 -

No

Very poor

Yes but average

Yes and used most of the time

Yes and followed systematically

Evaluating your scores

0-27

28 - 45

46 - 63

64 - 90

You are heading for 0 star status get an
experienced project manager fast!!

You risk missing a lot of your performance
requirements — follow our resource guide on
project management. Appendix E.

Reasonable progress - need to focus on gaps and
delivery - perhaps some training in project
management for key staff.

Using project disciplines well - carry on with what
you are doing.
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As well as understanding where resources are currently spent it is important for the PCT to understand the strengths
and weakness of the people within the organisation who will be involved in planning and implementing what needs
to be done.

4.4.2 Organisational capacity

This is the amount of resource available to the PCT to deliver its key accountabilities - essentially people, money and
systems. The assessment will need to be informed by current and future pressures and priorities, governance
requirements and contingencies. Key to getting this right are:

* Modelling the changes in demand on the PCT over a 1 and a 3 year time frame.
¢ Building in capacity for managing the unexpected and contingencies for risks that go wrong.

e Constantly updating the analysis as new pressures and changes in demands occur.

PCTs and Local Authority partners, faced with an ever increasing agenda will be sorely tempted to “make do and
mend”. However, if proper resource plans are not developed the true pressures and risks will not be capable of
assessment. Even if it is not possible to fund all of the needs it is important to specify them to test other ways of
making up the shortfall and to identify the capacity risks which need to be managed.

It is our experience that many PCTs are still working through the commissioning process for all their services so we
make no apologies for including the organisational context for commissioning. Furthermore given the traditional
‘Cinderella status’ (at best) of mental health services in comparison with the focus on achieving performance
requirements in other areas it is even more vital that there is a systematic assessment of what are the available
organisational resources to address this part of the whole system commissioning process.
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4.4.3 Organisational capacity audit
1. What resources do we have?

2. What additional resources do we have planned?
3. What is required to:

a. Develop the strategy?

b. Commission services?

¢. Manage delivery of commissioning?

d. Manage primary care services?

e. Manage the internal functions of the PCT?

4. Where are the gaps?

4.4.4 Organisational capability audit
An assessment of PCT staff and those who work closely with is needed in terms of their:

e Skills.
e Experience (technical and general).

e Abilities.
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NatPaCT competency frameworks and the Learning Skills Matrix can assist but it will be essential to link these to a
robust appraisal and performance management process which constantly informs and updates the analysis.

Once the key gaps have been identified a range of possible interventions can be explored as part of an
Organisational Development (OD) programme in which each member of staff has a Personal Development Plan.
These may include:

e Recruitment.

e Buying in skills.

e Generic training e.g. team development, communications etc.
e Specialist training in technical and professional skills.

¢ Planned job experience.

e Distance learning.

This is simply the people element of the business plan which identifies the gaps, interventions for addressing them,
performance measures and links to the business plan priorities of the PCT. Key to a robust and effective Organisation
Development (OD) programme are:

1. Every development objective is measurable and can be evidenced.

2. There is a clear link between OD investment and business plan priorities.
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4.4.5 The ten essential shared capabilities for mental health practice

NIMHE has identified a range of skills, attitudes and behaviours which should inform all work carried out in
addressing mental health issues. PCT commissioners need to audit how these capabilities are currently represented
and work through how NIMHE’s suggestions about developing them further in practice can be applied in their local
setting: www.nimhe.org.uk/downloads/78582-DoH-10%20Essentials.pdf

1. Working in partnership. Developing and maintaining constructive working relationships with service users,
carers, families, colleagues, lay people and wider community networks. Working positively with any tensions
created by conflicts of interest or aspiration that may arise between the partners in care.

2. Respecting diversity. Working in partnership with service users, carers, families and colleagues to provide care
and interventions that not only make a positive difference but also do so in ways that respect and value
diversity including age, race, culture, disability, gender, spirituality and sexuality.

3. Practising ethically. Recognising the rights and aspirations of service users and their families, acknowledging
power differentials and minimising them whenever possible. Providing treatment and care that is accountable
to service users and carers within the boundaries prescribed by national (professional), legal and local codes of
ethical practice.

4. Challenging inequality. Addressing the causes and consequences of stigma, discrimination, social inequality and
exclusion on service users, carers and mental health services. Creating, developing or maintaining valued social
roles for people in the communities they come from.

5. Promoting recovery. Working in partnership to provide care and treatment that enables service users and
carers to tackle mental health problems with hope and optimism and to work towards a valued lifestyle within
and beyond the limits of any mental health problem.
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10.

. Identifying people’s needs and strengths. Working in partnership to gather information to agree health and

social care needs in the context of the preferred lifestyle and aspirations of service users, their families, carers
and friends.

. Providing service user centred care. Negotiating achievable and meaningful goals; primarily from the

perspective of service users and their families. Influencing and seeking the means to achieve these goals and
clarifying the responsibilities of the people who will provide any help that is needed, including systematically
evaluating outcomes and achievements.

. Making a difference. Facilitating access to and delivering the best quality, evidence-based, values-based health

and social care interventions to meet the needs and aspirations of service users, their families and carers.

. Promoting safety and positive risk taking. Empowering the person to decide the level of risk they are prepared

to take with their health and safety. This includes working with the tension between promoting safety and
positive risk taking, including assessing and dealing with possible risks for service users, carers, family members,

and the wider public.

Personal Development and Learning. Keeping up-to-date with changes in practice and participating in life-long
learning, personal and professional development for one’s self and colleagues through supervision, appraisal

and reflective practice.
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05 | Effective commissioning

10 tips for commissioners

1. Always think and plan from the experience/perspective of service users as well as those of their carers.
. Ensure that there is a shared understanding of what you are trying to achieve.

. "The perfect is the enemy of the good” — make sure aspirations are achievable.

A W N

. To avoid constraining thinking start from the vision of where you want to get to before looking at where
you are now.

5. Where significant changes are envisaged remember to consider decommissioning services no longer
required as well as developing new/improved services.

6. Avoid terms such as “core and “non-core” as they are do not have an accepted definition and can cause
misunderstandings between partners.

7. As well as a broader vision plan for some “quick wins” to build confidence and motivation amongst
stakeholders.

8. Systematically identify all the potential levers and incentives available and match them appropriately to
the strategic objectives.

9. Constantly focus on integration of services within the NHS, with social care and with all other interested
agencies.

10. Share the effort through partnership and joint commissioning arrangements - be sure to formalise
agreements in advance so that there are no misunderstandings.
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5.1 Introduction

As Section 3 emphasises to be successful the promotion of the mental health of the community and the provision of
services must be a shared activity which is driven by an integrated approach involving all partners. In each health and
social care economy commissioners need to ensure that national performance measures are delivered in the context
of local need. In many cases the commissioning of services will be a formal joint activity between Social Services and
the PCT (as in the case of Section 31 allocations). In other cases Local Authorities and PCTs will plan together but be
responsible for different parts of the commissioning process and their performance will be measured through their
own individual accountabilities.

Because their responsibilities for mental health commissioning have been longer established there is well established
good practice to inform Local Authorities’ commissioning activities. In particular the Audit Commission’s Making Ends
Meet site provides an excellent overview as well as practical tools and techniques to inform commissioning.
www.joint-reviews.gov.uk/money

PCTs can learn much from these models but, because of the different responsibilities for commissioning this guidance
does not cover all the areas for which they are responsible. Similarly although Local Authority Health Scrutiny Panels
have an interest in PCT funded commissioning, PCTs also have performance accountabilities to the Department of
Health, their SHA and the Healthcare Commission. The following sections are therefore specifically aimed at PCTs
Boards, Chief Executives and those responsible for mental health commissioning and build on the models described
in the Commissioning Friend for Acute Services as well as emerging good practice.
www.natpact.nhs.uk/cms/99.php#prep

Given the pressures on PCT’s outlined in the introduction there is a general consensus that in many cases mental
health issues are not as prominent on the board and senior management agenda as other aspects of health. Working
through this section of the guide should help PCTs clarify their role in the network of those promoting positive
mental health and, with the data from the audit mechanisms set out in section 4 identify how resources can be most
effectively deployed.
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5.2 Commissioning framework

The following sections are drawn from the sections of the original Commissioners’ Friend which are of particular
relevance to mental health; they have been updated to take account of our experience of working with PCTs and
their partners since the publication of the guidance and emerging policy trends. We have found that the model set
out below is the best representation of the processes that commissioners need to follow to most effectively
undertake all their commissioning activities. Given the complexity of mental health services undertaking a systematic

process that takes full account of gathering and using evidence to underpin decision making is all the more
important.
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The commissioning framework

(Re) set I Develop

direction strategy
Analysis & i ‘
preparation Commission
Tools services
Learn from
best practice and
P technlques

\

Manage
delivery

Benefits ,
review

) Stakeholder ’

management

For commissioners who feel that they have a well developed commissioning strategy a summary of the process is set

out in Appendix D — the 10 Minute Guide to Commissioning.
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5.3 Developing the vision

The vision sets the direction of travel for services and it should influence all the smaller, shorter term decisions and in
year changes to ensure progress is made in the right direction. It will be influenced by a wide range of factors including:

e National policy & performance requirements.

e National service frameworks.

e Guidance from the National Commission for Clinical Excellence.

® Health needs analysis and priorities identified by local Partnership Boards.
e Service users’ perspectives.

e Outcomes of Local Authority Health Scrutiny Panels.

* The policies of partner agencies and organisations.

® The existing pattern of services.

* Redesigned care pathways.

e Inputs from clinical networks. The vision is likely to comprise a
short list of principles and value
judgements about future direction,
for example “More people with

* Inputs from elected members. mental health problems will be
investigated, treated and managed
in primary care in the future
wherever that can be achieved cost
effectively to an appropriate

e Research evidence. clinical quality standard”.

¢ Views and preferences of local people including carers and families that
include people with mental health issues.

e Expert knowledge and opinion of clinical and management staff in the
local health and social care community.

e Existing good practice established elsewhere.
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To test the quality of your vision complete our self-assessment checklist

Self-assessment checklist - How robust is our vision?

1. How clear is our vision for mental health services?

2. How effective was the process of developing it?

3. Have we systematically identified all of our key Rating your organisations performance:
stakeholders and their interests?
0 - \Very poor
4. How effectively have we involved them? 3 -  Poor
5. Are we convinced that our commissioning strategy 5 - Average
will achieve the vision? 7 - Quite good
6. Have we identified and considered all of the 10 - Excellent

available levers/incentives? ]
Evaluating your scores

7. Do we know what all the potential barriers are? 0-27

You need to get some real pace into developing
your strategy or you are heading for failure

8. Have we identified and made plans to manage all of
our risks? 28-45  Some progress but a lot still to do

46 - 63 Reasonable progress - need to focus on gaps

9. Do we know how we will determine whether we .
and delivery

have achieved our goals?

64 - 90 Either you are making really good progress or
TOTAL you are deluding yourself! — Check it out with
/ colleagues and other stakeholders
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5.4 The strategic story

Each PCT and its Local Authority partner should have a clear short and easily communicated strategic story which is
owned both by policy makers and by the executive team because they created it in partnership with their
stakeholders. The elements of the strategic story should include:

1

5.4.1

. An intelligent (joined up analysis) of NHS and Local Government performance requirements, NSFs, national

policy imperatives and guidance and their relevance to local needs.

. A succinct analysis of the needs of the local population, how they will be met by implementing national

objectives and what else needs to be done to meet local needs not sufficiently emphasised/covered by national
guidance.

. How the PCT and the Local Authority intends to make a positive difference to mental health services

- this year
- over the next 3 years and

- over the next 10 years.

Developing an effective strategic story

. Ask each of the policy makers and the executive team to imagine they are being asked to describe in 10

minutes “What are we doing to promote the mental health of the communities we serve including providing
mental health services?”

2. Get them to write the main points down and then share them with colleagues.

3. Note down the areas of similarity and difference.
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4. Assess the stories against the checklist below.
Checklist:
¢ |s the focus on outcomes i.e. measurable improvements in the range, quality of and access to client services?
e Is it in plain (jargon free) English?
e Can the story be told in less than 10 minutes?
e |s it relevant and interesting to all stakeholders?

e Is it unique to this local health and social care community e.g. meeting national performance requirements is
essential but is a requirement of all Local Authorities and PCTs?

e Would all policy makers and senior managers tell the same strategic story if asked independently?

e Does it give an analysis of the relevance of national policies and performance requirements to local health
needs?

e |s it clear what improvements will be achieved in patient services as a result of the commissioning strategy?
® Does it include relevant, practical examples of achievements?

Share the analysis in the team and develop a team story which is then agreed and communicated to key
stakeholders.

It is vital for all of the partner organisations (including the directors of the PCT) to have a shared understanding of
the key themes of the strategy which are communicated clearly and consistently to stakeholders.
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5.5 Service strategy

Service strategies identify programmes of activity in the Local Delivery Plan (LDP) that are mutually coherent and
affordable within the commissioners’ longer term resource prospects. The strategies should be developed on a broad
brush basis rather than in detail. Major areas for change, the broad process and timescale for making the changes
and the associated financial strategy should be included in the overarching strategy document.

It is recommended that service strategies be developed on a limited range of care group headings in the interest of
keeping them understandable — in this case — the mental health service strategy it will be necessary to drill down to a
more detailed level as one moves into the planning stage (i.e. looking at years 1 to 3). It is vital to keep the vision
and strategy at a high level.
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5.6 Financial strategy - the seven key steps

The main building blocks of a financial strategy are:

1. Resource prospects.

2. Current expenditure.

3. Current deficits (and recovery plans to balance them).

4. Future expenditure forecasts from service strategies.

5. Efficiency and inflation.

6. Non-recurrent resources and expenditure, including capital and trust funds.
7. Risks.

Each element is described in more detail in the Commissioner’s Friend Resource Guide No.2:
www.natpact.nhs.uk/cms/47.php

Service strategies should be developed in the context of a realistic financial strategy. The purpose of the financial
strategy is to ensure that service strategies are affordable against a range of resource prospects and to ensure that
all the available resources are disclosed and made available for strategic service planning.

Openness should be a core principal in developing strategies and therefore all finance staff should work
collaboratively to develop the financial strategy just as their clinical colleagues will on the service strategies.
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It is essential that recurring and non-recurring resources and expenditure be separately identified to minimise the
danger of developing unaffordable strategies where recurring deficits are masked by non-recurring resources.

The key end product of the strategy is a high level summary which should show total expenditure (and percentage of
total resources) by care group reconciled to available resources. It should compare the present position to the
forecast future position highlighting the proposed shifts between care groups. It should also be analysed by provider
to illustrate the proposed changes in commissioning patterns.

It is useful to produce an analysis of where future growth is going (by care group and by provider). This will
highlight areas of net disinvestment and the care groups attracting the highest priority for new resources.

Strategies should be led by needs and quality standards but must also be contained within realistic resource
prospects. Resource guidelines can be produced for each client group to influence the strategy makers’ thinking. One
way to do that is to make a high level judgement, using the principles in the vision, about the future share of total
resources for each care group. For example commissioners may decide that primary care should grow more quickly
than the average rate of growth over the next decade. If so its share of future resources may increase from say 23%
now to say 25% in the future. Other types of care would therefore need to have lower growth performance
requirements. This can be a powerful tool to concentrate minds on achieving the preferred future pattern of care. It
must however be treated with caution as the basis for such guesstimated resource prospects is a series of value
judgements.

The development of a vision, associated service strategies and an underpinning financial strategy will provide
commissioners with a clear direction to inform all the smaller decisions they must take. The documents representing
that vision must be designed to serve widely different audiences and it is critical that they be kept at high level and
be written in an accessible way. They do rely on lots of detailed professional work but those technical professionals
must find simple ways to communicate the import of their technical work. A separate technical exposition booklet
should be produced for the afficienados who want to access the underlying work!
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The vision and strategies depend on being understood if they are to happen and be sustained in times of great
change. A few clear words and some simple graphics in a short overview publication are most likely to succeed and
capture people’s imaginations

5.7 Preparing the commissioning strategy

It is becoming increasingly evident that in relation to a number of key services individual PCTs and their Local
Authority partners do not have the resources or expertise to ‘go it alone’ in relation to their commissioning. It is
therefore very important that mental health commissioners think through the best approach to commissioning to the
variety of services that they are responsible for ensuring are commissioned. This process also makes clear how
commissioning can in itself provide a very powerful lever for change. We would therefore recommend the following
seven steps:

—

. Choosing the right commissioning model.

2. Leading the process.

3. Building in incentives for modernisation.

4. Ensuring a competitive tendering process.

5. Developing mature commercial relationships.

6. Balancing local provision and access with Plurality, Diversity and Choice.

7. Developing a Transition Strategy.
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5.8 Models for delivering whole system commissioning

By whole system we mean:

e Services are designed to be responsive to the needs of service users and carers.
e Stakeholders accept their interdependency and that action by any one of them may affect the whole system.

e There is shared agreement amongst all stakeholders regarding the vision, principles, approach to service
delivery, management of performance and review processes.

® Those using the services do not experience gaps or duplication.

e Relationships and partnerships are enhanced.

A range of approaches to commissioning are emerging which can be summarised as follows:

Independent Commissioning, where individual PCTs and their Local Authority partners undertake all their own
negotiations. A variant on this would be merger retaining a single organisational entity but increasing its size.

Joint or Collaborative Commissioning, where a group of commissioners create a framework within which they
commission services jointly.

Lead Commissioning, where one organisation acts on behalf of a group of PCTs and their Local Authority
partners. A subset of this is Specialist Commissioning, the evolution of different approaches to managing
specialised services previously managed by Regional Specialised Commissioning Groups (RSCGs).

A Formal Consortium, where an organisational entity is created to commission on behalf of a group of
organisations and is funded by them.

Shared Services, where new collaborative organisational arrangements create a one organisation approach to
commissioning.
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5.8.1 Practice led commissioning
In early October 2004 the Department of Health announced that:

“From April 2005, practices will be able to receive an 'indicative budget' from Primary Care Trusts (PCTs) that they can
use to improve the delivery of services.

PCTs themselves will continue to be legally responsible for the contracting process. But any savings which result from
managing referrals more efficiently will be shared between practices and PCTs with all of those savings being
reinvested into patient care. PCTs will also remain responsible for specialist commissioning.

No targets will be set for the numbers of practices to become involved in Practice led commissioning - practices will
be encouraged to respond to it at their own pace. Groups other than practices - such as community based nursing
teams - could also hold indicative budgets for groups like vulnerable adults.

This model is designed to strengthen clinical involvement in commissioning and to increase the emphasis on primary
care by creating financial incentives to reinvest “savings” in local services. The approach is outlined in the
Department of Health publication Practice Based Commissioning: Engaging Practices in Commissioning:
www.dh.gov.uk/assetRoot/04/09/03/59/04090359.pdf

A helpful review of the evolution of this approach to commissioning and the issues which need to be considered is
provided by Richard Lewis in a June 2004 Kings Fund publication: Practice- led commissioning harnessing the power
of the primary care front line: www.kingsfund.org.uk/pdf/practiceledcommissioning.pdf

As the policy is designed to be tested over the next few months it is anticipated that there will be further
clarification at a later date.
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5.9 How to choose the right commissioning model

5.9.1 Decision criteria - the 5 Cs
The following criteria are suggested as a way of deciding which model is right for each group of commissioners:

1. Clout — the commissioning organisation must have the negotiating muscle to be taken seriously.

2. Credibility — what real differences is the commissioning strategy going to make and where are the short term
signs of delivery?

3. Capacity — which model will create the most capacity?
4. Capability — which model will maximise the skills and experience available?

5. Competition/Collaboration — which model most suits the commissioners’ strategy?
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Models of commissioning

Clout | Credibility | Capacity | Capability | Collaborative/ Within each of these models
Competitive there are options for how

administrative and managerial

Pooled Commissioning arrangements are organised
and funded:
Consortium e Remain with each local
health and social care
Lead Commissioner economy.
e Owned by
Joint / Collaborative (LAs) commissioners but work

on joint projects.

Clinical Networks . ..
e Paid by commissioners

but pooled in an
Independent independent office.

\_ J

e Funded by
commissioners but
appointed to central
office.

In relation to mental health commissioning it is likely that some (and an increasing
number in the future) of services could be funded by direct payments from service
users. It is important therefore to identify how these streams of activity are
incorporated into the resource management framework.
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5.9.2 Agreeing the rules of engagement

It is essential that whichever form of administrative or managerial arrangement is followed that there is a formal
written understanding between the commissioners involved as to how it will operate. To use the example of lead
commissioning a formal agreement will need to specify:

1. Rules of entry into the shared arrangements.
- Criteria of eligibility to join.
2. The rights and responsibilities of the lead commissioner.
3. The rights and responsibilities of each PCT, Local Authority and other commissioners.
4. Resourcing of the commissioning process.
- Funding.
- Staffing.
- Other resources e.g. hosting, physical facilities, managing central resources.
5. Communication processes to keep other commissioners informed.

- Service Level Agreement.

» Frequency, type and quality of communication on key accountabilities.
» From who in the host organisation.
» To who in the receiving organisation.

» Standards for reply e.g. response to routine emails will be within 1 working day.
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6. Trigger mechanisms that alert other commissioners when they need to be involved in the decision-making
process.

7. Process for managing in year changes.
8. Managing disagreements.
9. Process for managing organisations or individuals defaulting on or unilaterally changing obligations.
10. Review points.
11. Rules of disengagement.
- Minimum period of involvement.

- Notice period of disengagement.

5.10 Leading the process

So often the commissioning round starts with providers presenting a list of additional funding requirements for
discussion. It is essential that the commissioning process is designed and led by the commissioners and is focused
upon the commissioning objectives to be achieved. The agenda is challenging and can only be achieved with radical
change.
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5.11 Establish clear business processes

Commissioning processes such as the commissioning business cycle, developing financial and service strategies and
review and evaluation are discussed in more detail later in this guide. However at an early stage it is important to
establish the core business processes within the commissioners’ organisations and the linkages between them. Again
thinking may have gone on with respect to the subset of commissioning that relates to commissioning acute services
however our experience suggests that checking out the applicability of processes and thinking as it relates to mental
health services will pay dividends for all managers, not only those concerned with commissioning mental health
services.

Business process checklist
1. Set up and manage the internal functions of the commissioners’ organisations

a. As relatively new collaborative organisations this is both a significant and difficult set of tasks
- Who manages the internal functions of the PCT and Local Authority Departments?
» Payments.
» Staff management.
» Internal and external communications.
» Information management.
» Performance management.
- How are these coordinated?

b. How do the commissioners calculate and manage corporate overheads?

c. How is the added value of the commissioners’ management overhead demonstrated?
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2. Developing a vision and strategy
a. How is this done?
- Who does it and what are their roles?

» Chair.
» Chief Executive.
» PEC Chair.
» Non Executive Directors.
» Local Authority elected members.
» Scrutiny panel.
» Executive Directors.
» Senior Managers.
» Board.
» Partnership Board.
» Executive Team.

» PEC.
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- What are the business processes?
» What do we mean by vision?
» How does it inform strategic priorities?
» What do we mean by strategy?
Over what timescale?
Range?
Scope?
Level of ambition/challenge to status quo?
- How do we know they are fit for purpose?
» What are our measures of performance?
» How do we calculate them?
3. Delivering the strategy
a. Commissioning
- How do we ensure a whole systems approach?
» What is our transition strategy?
» Which models of commissioning do we adopt and why?
- What resources do we invest in health promotion and prevention?

- How do we incentivise providers?
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- How do we achieve value for money?

- How do we utilise Section 31 benefits?

- How do we ensure service user and carer involvement
- How do we ensure public involvement?

- How do we achieve clinician engagement?

- How do we achieve plurality and diversity of provision and develop constructive relationships with local
providers?

b. Delivery
- How do we identify our major work programmes?
- Which of these are best delivered in a Project Management framework?
- How do we map and control the streams of activity?
- How do we manage changes to contracts?
- How do we incentivise continuous improvement in service delivery?
c. Benefits realisation
- How do we identify and specify measurable benefits?
- How do we track benefit management in the delivery phase?

- How do we ensure benefit realisation?
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d. Review and learning
- What are effective review processes for:
» Strategy.
» Delivery and

e. How do they inform and improve the next commissioning cycle?

5.12 Achieving radical change in health delivery systems

Commissioners have 3 key levers to effect change in health care:

1. Change the model of contract.
2. Extend the range and types of service provision.

3. Incentivise new models of service delivery.

Commissioners must therefore think outside the box if they are to meet the challenging performance requirements
for delivery of health care over the next few years and it cannot be the case that existing models of commissioning,
provision methods of service delivery are the right way to deliver radical change. The first step on the path to change
is from Block Contracts to Cost and Volume contracts. Other options include Weighted Case Mix and Managed Care.
Commissioners will need to improve the sophistication of techniques for assessing needs and ensuring appropriate
levels of uptake of services as Payment by Results (PbR) is rolled out as there will be financial consequences if the
estimates are incorrect and are exceeded.
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5.12.1 Building in incentives for modernisation

The key question when trying to effect change is why would others wish to change? The answer is because there is
mutual benefit in the process. The job of the commissioner is to devise a strategy that incentivises change and
continuous improvement in services.

Incentives need to be included in contract terms. An example of incentives for continuous improvement is decreasing

the price year on year. It is important to bring down costs rather than margins as decreasing margins will act as a
disincentive to providers.

5.13 Different outcomes of commissioning

There has been considerable work done on helping public sector organisations improve the quality of their
procurement processes and this good practice can help commissioners understand how they can obtain best value
from their suppliers as well as nurturing mature commercial relationships. A detailed summary of best practice can be
found at the website of the Office of Government Commerce. www.ogc.gov.uk/ In respect of the specifics of local
authority and NHS procurement:

Detailed advice on social service commissioning can be found at the Making Ends Meet website:
www.joint-reviews.gov.uk/money/homepage.html

and on NHS Service Level Agreements at:
www.dh.gov.uk/PolicyAndGuidance/OrganisationPolicy/FinanceAndPlanning/NHSFinancialReforms/NHSFinancialRefor
msArticle/fs/en?CONTENT_ID=4000333&chk=q8gyyw
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5.14 Developing a transition strategy

Acute mental health services have high fixed elements of cost and will need to plan carefully for when the changes
that Payment by Results, Patient Choice and other national policies begin to directly affect mental health services.
Whilst it is not the job of commissioners to manage the impact of these changes on acute services it will be
important for them to be sensitive to the impact on their acute providers (particularly local providers) and develop
transition strategies with them to ensure managed change that minimises unproductive disruption and maximises
opportunities to modernise services.
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Appendix A | Workforce issues

The NIMHE report sets out the following framework for addressing the workforce issues relating to mental health
services:

1 Aims of workforce strategy
There are six key aims:

“1. To improve workforce design and planning so as to root it in local services planning and make it
understandable and meaningful to people in local services and other key organisations.

2. To identify and use creative means to recruit and retain people in the workforce in order to increase the
overall numbers in successive years.

3. To facilitate new ways of working across professional boundaries. To make the best use of specialist staff
groups to meet the needs of service users and carers.

4. To create new roles to tap into a new recruitment pool and complement existing staff groups.

5. To develop the workforce through revised education, training and development at pre and post qualification
levels and for continuing professional and practitioner development, increasingly focusing on the shared and
distinct capabilities required to meet both staff and user needs.

6. To develop leadership and change management skills within professional and managerial staff in all
stakeholder organisations and multidisciplinary settings.”
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2 Performance requirements

Set out below is the mental health and workforce performance requirements for 2003-2006 to be implemented in
the Local Delivery Plans. Chief Executives of Primary Care Trusts, Specialist Mental Health Trusts, Strategic Health
Authorities, Workforce Development Confederations (WDCs) and Personal Social Services Departments (PSS) are
responsible for meeting these performance requirements.

To achieve the performance requirements, Local Implementation Teams for adult mental health (LITs) and other local
health and social care systems for CAMHS and Older People, need to develop:

¢ A shared vision and common agenda.
e Effective joint working across the statutory and non-statutory sectors.

e Based on explicit priorities and funding.

By 2004

e 335 crisis resolution teams.
¢ 50 additional assertive outreach teams.
® 50 early intervention teams (to be fully operational by April 2006).

* 140 new secure personality disorder places.
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By 2004

¢ 1,000 new graduate workers in primary care.
* 500 “gateway” workers.
e 700 more staff to support carers.

¢ 300 additional prison in-reach staff to ensure prisoners with severe mental health problems have an
appropriate care plan and care co-ordinator on release.

¢ 400 staff to support secure step-down.
By 2006
* 300 more prison in-reach staff.
® 500 community development workers for black and minority ethnic communities (BME).
¢ 200 staff and six outreach teams for personality disorder.

® 3000 Support, Time and Recovery (STR) workers.
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Appendix B | Meeting the needs of particular groups

1 Children

Child abuse and neglect: the role of mental health services Council Report CR120 Royal College of Psychiatrists
London (2004): www.rcpsych.ac.uk/publications/cr/council/cr120.pdf

National child and adolescent mental health service mapping exercise Glover G, Dean R and Hartley C, (2003)
(Durham, Department of Health and University of Durham).

“Reducing psychiatric stigma and discrimination: evaluation of educational interventions in UK secondary schools”
Pinfold, V, Toulmin H, Thornicroft, G Huxley P, Farmer P and Graham T, ‘(2003) , British Journal of Psychiatry, 182: 342-6.

Mental health promotion for children within early years and school settings Department for Education and Skills:
www.dfes.gov.uk/mentalhealth/pdfs/mental.pdf

National Service Framework for children young people and maternity services: Child and adolescent mental
health(CAMHS) Department for Health 2004:
www.dh.gov.uk/PolicyAndGuidance/HealthAndSocialCareTopics/ChildrenServices/fs/en

Whose Crisis? Downloadable from: www.youngminds.org.uk/
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2 Black and ethnic minority communities

Breaking the circles of fear: A review of the relationship between mental health services and African and Caribbean
communities Sainsbury Centre for Mental Health (2002):
www.scmh.org.uk/8025695100388752/GenerateFrameset1?OpenAgent&doc=wpASTN5J3EDV

Culture and care in Dementia: A study of the Asian community in North West Kent, Dr. Viniti Seabrooke & Alisoun
Milne, The Mental Health Foundation (2004):
www.mentalhealth.org.uk/html/content/culture_care_dementia.pdf

Cultural sensitivity audit tool for mental health services, Sainsbury Centre for Mental Health (2001):
www.scmh.org.uk/8025695100388752/GenerateFrameset1?OpenAgent&doc=wpASTN5J3EDV

Ethnicity and mental health, King's Fund (2002): www.minorityhealth.gov.uk/pdfs/ethmen2.pdf

Black people and psychiatry in the UK - an alternative to institutional care. Francis, E. et al (1989) Psychiatric Bulletin
13. 482-485.

Mental health and ethnic minorities: A review of the literature and Housing black and minority ethnic communities:
review of the evidence base, Lelliot E Peck H Cochrane R and Sashidharan SP (1996) Harrison M and Phillips D, Office
of the Deputy Prime Minister (2003):
www.odpm.gov.uk/stellent/groups/odpm_housing/documents/downloadable/odpm_house_608531.pdf

Implications for services in ethnicity and health: Reviews of literature, and guidance for purchasers in the areas of
Cardiovascular disease, mental health and haemoglobinopathies. NHS Centre for Reviews and Dissemination,
University of York, pp. 105-126.
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Inside outside: Improving mental health services for black and minority ethnic communities in England: The National
Institute for Mental Health in England (2003):
www.nimhe.org.uk/whatshapp/item_display_publications.asp?id=330

A guide to mental health promotion for black and minority ethnic communities in London, Making it diverse;
London, Mentality (2004).

Mental Health Foundation and care in Dementia: A study of the Asian community in North West Kent:
www.mhilli.org/dri/asian_people_faqg.htm

3 Older people

Are you listening? Current practice in information, advice and advocacy services for older people: Pat Margiotta,
Norma Raynes, Dimitri Pagidas, John Lawson and Bogusia, Temple Joseph Rowntree Foundation (2003):
www.jrf.org.uk/bookshop/details.asp?publD=548

Care management for older people with serious mental health problems: Department of Health:
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidance
Article/fs/en?CONTENT_ID=4005247 & chk=MCGPse

Forget me not: Mental health services for older people, London Audit Commission (2000).

Building a good life for older people in local communities Joseph Rowntree Foundation (2003):
www.jrf.org.uk/knowledge/findings/socialcare/014.asp

The mental health of older people, Evans, O Singleton, N Meltzer, H Stewart R and Prince M (2003). (London, Office
for National Statistics).
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Implementing and validating guidelines to facilitate the involvement of carers in the care of people with Dementia
Foundation of Nursing Studies (2003): www.fons.org/projects/carers1.htm

Improving older people’s services: Inspection of social care services for older people. (London, Social Services
Inspectorate/Department of Health (2002): www.dh.gov.uk/assetRoot/04/01/13/17/04011317.pdf

Mental Health Foundation and care in Dementia: A study of the Asian community in North West Kent:
www.mhilli.org/dri/asian_people_faqg.htm

National Service Framework for older people. Department of Health (2001): www.doh.gov.uk/nsf/olderpeople.htm

4 People with disabilities

Coming together: Mental health service users and disability rights Disability Rights Commission (2003):
www.drc-gb.org/whatwedo/MHAG1.asp

Disabled students and multiple policy innovations in Higher Education Riddell, S, Tinklin T, and Wilson A (2004)
Centre for Educational sociology (2004): www.ed.ac.uk/ces/PDF%20Files/Brief032.pdf

Mental health and deafness, Hindley PA and Kitson N eds. London Whurr Publications (2000).

An interview study of people with learning disabilities experience of and satisfaction with group analytic therapy.
MacDonald, J., Hollins, S. and Sinason, V. Royal College of Psychiatrists (2003).

Statistics on Learning Disabilities, 2003, The Foundation for People with Learning Disabilities:
www.learningdisabilities.org.uk/page.cfm?pagecode=PRST
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Valuing people: A new strategy for learning disability for the 21st century Department of Health (2001):
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidance
Article/fs/en?CONTENT_ID=4009153&chk=UdWF1u

5 People with multiple issues

Dual diagnosis: Mental health policy implementation good practice guide Department of Health (2004):
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidance
Article/fs/en?CONTENT_ID=4009058&chk=sCQrQr

Out of the maze: Reaching and supporting Londoners with severe mental health problems The King's Fund and the
Sainsbury Centre for Mental Health (2002): www.kingsfund.org.uk/pdf/OutOfTheMaze.pdf

Promoting health, preventing illness: Public perceptions on London's mental health Baljinder Heer and David
Woodhead The King’s Fund (2002): www.kingsfund.org.uk/pdf/Promoting_Health.pdf

5.1 Homelessness and rough sleepers
Psychiatric morbidity among homeless people, Gill, B Meltzer H, Hinds K and Petticrew M(1996), (London, The
Stationery Office).

Rough sleeping Social Exclusion Unit (1998): www.socialexclusionunit.gov.uk/downloaddoc.asp?id=240

Housing black and minority ethnic communities: Review of the evidence base Harrison M and Phillips D (2003),
(London, Office of the Deputy Prime Minister).

Homelessness statistics: March 2004 and addressing the health needs of homeless people, Policy Briefing 7 Office of
the Deputy Prime Minister (2004), (London, Office of the Deputy Prime Minister).
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Housing need in Merton: People with severe mental illness living in households Tarpey M and Watson L (1997),
(London, London Borough of Merton).

5.2 Substance abusers
Tobacco, alcohol and drug use and mental health Coultard M, Farrell M, Singleton N and Meltzer, H (2000), (London,
The Stationery Office).

Nicotine, alcohol and drug dependence and psychiatric comorbidity, British Journal of Psychiatry Farrell, M. Howes,
S. Bebbington, P. et al (2001) 179 432-437.

Alcohol and mental health, Institute of Alcohol Studies (2003), (St Ives, Cambridgeshire), Institute of Alcohol Studies.

Treatment programmes for people with both severe mental iliness and substance misuse Ley A, Jeffery DP, McLaren
S and Siegfried N, (1999) (Cochrane Review, The Cochrane library, Issue 2).

Smoking and mental health — A Review of the literature McNeill A, (2001), (London, Smoke Free London Programme).

Medication compliance and substance abuse among schizophrenic patients, Pristach C and Smith, C (1990) Hospital
and Community Psychiatry, 41 1345-1348.

Barrier to the care of persons with dual diagnosis: organisational and financial issues, Ridgely MS, Goldman HH and
Willenbring M (1990) Schizophrenia Bulletin, 16(1), 123-32.

Alcohol, drug and mental health problems: working with families, London, Social Care Institute for Excellence (2003).
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5.3 People with eating disorders

Eating disorders: Core interventions in the treatment and management of anorexia nervosa, bulimia nervosa and
related eating disorders - understanding NICE guidance: a guide for people with eating disorders, their advocates
and carers, and the public National institute for Clinical Excellence (2004):

www.nice.org.uk/page.aspx?0=101243

Understanding eating disorders Palmer RL Published by Family Doctor Publications, London, available from website:
www.familydoctor.co.uk

6 People in midlife

The forgotten generation: Rediscovering midlife as a route to healthy active ageing. A report of a national
evaluation of eight pilots focusing on promoting health in midlife, Bowers H, Secker J, Llanes M and Webb D (2003),
(London, Older People’s Programme, King's College London).

7 Prisoners and the criminal justice system

Changing the outlook: A strategy for developing and modernising mental health services in prisons: Department of
Health (2001):
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidance
Article/fs/len?CONTENT_ID=4009699&chk=B7wZTU

Developing and modernising primary care in prisons Department of Health (2002):
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidance
Article/fs/len?CONTENT_ID=4006632&chk=N%2B1Z/n Guidance on developing local prison health delivery plans:
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Health promoting prisons - a shared approach Department of Health (2002):
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidance
Article/fs/en?CONTENT_ID=4006230&chk=AgAYAB

Health services for prisoners: Includes information on mental health Department of Health (2002):
www.dh.gov.uk/assetRoot/04/03/42/74/04034274.pdf

Outcome of psychiatric admission through the courts, Research Development Statistics Occasional Paper No. 79,
(London, Home Office 2002).

Statistics on race and the criminal justice system, 2002, (London, Home Office 2003).

Offenders, Ex-Offenders, Prisoners and Mental Health Fact Sheet, Mental Health Foundation (2003):
www.mentalhealth.org.uk/page.cfm?pagecode=PEISCR

Prison health newsletters:

www.dh.gov.uk/PolicyAndGuidance/HealthAndSocialCareTopics/PrisonHealth/PrisonHealthArticle/fs/en?CONTENT_ID=4
002057 &chk=wVUYAB

Prison mental health in-reach collaborative Department of Health and the Prison Service:
www.dh.gov.uk/assetRoot/04/03/42/27/04034227 .pdf

Safer prisons: National confidential inquiry into suicide and homicide by people with mental illness Department of
Health (2001): www.dh.gov.uk/assetRoot/04/03/43/01/04034301.pdf
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8 Refugees and other people needing translation support

Health Needs of Asylum Seekers and Refugees, Burnett A and Peel, M (2001) British Medical Journal, 322:544-547.
Ethnic diversity and mental health in London: Recent developments Frank Keating, David Robertson and Nutan

Kotecha Kings Fund (2003):
www.kingsfund.org.uk/pdf/Ethnic%20Diversity%20and%20Mental % 20Health%20in%20London.pdf

9 Severely mentally ill people who are difficult to engage

Keys to engagement: Review of care for people with severe mental iliness who are hard to engage with services,
Sainsbury Centre for Mental Health (1998):
www.scmh.org.uk/8025695100388752/GenerateFrameset1?OpenAgent&doc=wpASTN5J3EDV

Out of the maze: Reaching and supporting Londoners with severe mental health problems The King’s Fund (2002):
http://www.kingsfund.org.uk/publications/booksales/index.cfm?fuseaction=catalog.aTOz&l=0

Helping the hardest to reach (London, The Prince’s Trust 2004).

10 Survivors of child abuse

Impact of Sexual Abuse of Children: A Review and Synthesis of Recent Empirical Studies, Kendall-Tackett KA,
Williams LM and Finkelhor D (1993), Psychological Bulletin, 113: 164-180.
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11 Women

Mainstreaming gender and women's mental health: implementation guidance:
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidance
Article/fs/en?CONTENT_ID=4072067 &chk=uuBKu$S

Mental health services that empower women, Williams, J. and Watson, G. (1996). in T. Heller, J. Reynolds, R. Comm,
R. Muston and S. Pattison (eds) Mental health matters : A reader. MacMillan & Open University Press, pp. 242-251.

12 Young people

Guidelines on student mental health policies and procedures for Higher Education, Committee of Vice-Chancellors
and Principals (2000), (London, Universities UK).

Effects of early interventions in suicide prevention amongst young people:
www.nimhe.org.uk/smartsearch/itemdisplay_story.asp?id=654

National child and adolescent mental health service mapping exercise, Glover G, Dean R and Hartley C, (2003),
(Durham, Department of Health and University of Durham).

Reducing psychiatric stigma and discrimination: evaluation of educational interventions in UK secondary schools,
Pinfold, V, Toulmin H, Thornicroft, G Huxley P, Farmer P and Graham T, (2003) British Journal of Psychiatry 182: 342-6.

Disabled students and multiple policy innovations in Higher Education, Riddell, S, Tinklin T, and Wilson A (2004),
Final Report to the Economic and Social Research Council.

The mental health of students in Higher Education, Royal College of Psychiatrists (2003), (London, Royal College of
Psychiatrists.

Breaking down the barriers: Key findings, Wilson C (2001), London, Youth Access.

THE COMMISSIONING FRIEND FOR MENTAL HEALTH SERVICES



n APPENDIX C

Appendix C| Using care pathways

The following sections have been adapted from the Modernisation Agency’s guidance on best practice and service
redesign: www.modern.nhs.uk/improvementguides/process

1 Analysing the care pathway

1.1 Understanding what’'s going on
Having mapped the service users’ care pathway, get the team to analyse it by considering the following questions:

e How many steps are there for the service user?

* How many times is the service user passed from one person to another (hand-off)?
e What is the approximate time taken for each step (task time)?

e What is the approximate time between each step (wait time)?

e What is the approximate time between the first and the last step?

* When does the service user join a queue or is put on a waiting list?

* How many steps add no value for the service user?

* Where are there problems for service users?

e What do service users and their carers complain about?

e Are the issues the same for all service users?
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e What effects do multiple problems have on service users’ care?

® Where are there problems for staff?

Then ask:

e |s the service user getting the most appropriate care?
¢ |s the most appropriate person giving the care?

e Is the care being given at the most appropriate time?
e |s the care being given in the ideal place?

e How are service-users’ particular needs taken account of in terms of any requirements for interpreters, aids to
address physical disability, cultural or gender support?

2 Case studies from process mapping, analysis and redesign
(Modernisation Agency Improvement Guide)

2.1 Mental Health Service in London

A mental health trust in London and the community mental health trusts realised there were problems with access to
outpatient clinics, which were being described as a 'lottery system'. The team used process mapping to really
understand how new patients were referred, where they had to wait and what the patient experienced. The team
soon realised that there were high non-attendance rates, lengthy waiting lists, misuse of consultant resources and a
high potential for gaps in communication.
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2.2 Department of Psychological Medicine in the Midlands

The Department of Psychological Medicine is a key point of access to mental health. A team from the department,
primary care, local acute hospitals and mental health services got together to map the patients' pathway and the
administrative process. They are using the understanding to develop a referral protocol and an electronic referral
form for the department as well as for access to other mental health services.

3 Understanding blockages and delays

At the steps where there are the longest delays keep asking 'why' to try to discover the real reason for the delay.
Who does what?

Q Why do clinics always overrun so service users have to wait?

A Because the doctor or consultant doesn’t have time to see all the service users.

Q Why?

A Because s/he has to see everyone on the list.

Q Why?

A Because that's what we've always done.......

By analysing the workload it should be possible to distinguish what service users are being seen for and work out
who is the best person to see them depending on how complex their needs are. In many cases routine processes can
be dealt with by other members of the care team leaving the most experienced and skilled team members to deal
with the more complex problems.
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4 Organising backup processes

Estimate the number of queues (groups of people waiting) and the amount of time and effort required to manage
those queues:

* Look to see if administration work or patients are 'batched'. This is when the work accumulates for hours, or
even days, before it is considered to be enough to bother attending to. For example, reporting a whole week's
test results in one go, or allocating appointments for a whole week's referral letters at one time, rather than
dealing with them as they come in.

* Look to see if the 'expert is doing what they should be doing’, or whether they have to do other things that
take up their time. 'Experts' include all staff with expertise including medical, nursing, administration and
technical staff.

* Map in more detail those parts of the process where there are particular waits and delays for patients. These
are often the parallel processes for tests or administration.

5 Redesigning how service are delivered

5.1 Redesign around the service user
e Always focus on the service user and their carer(s) when considering what changes to make.

e Change processes arranged around the needs of staff or organisations at the expense of service user care and
experience.

5.2 Co-ordinate the process of care
e Establish and document formal links between care teams to manage effectively individuals’ transition from
different settings and organisations.
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¢ Create opportunities for all relevant staff to meet, share information and problems as well as develop
integrated care solutions.

e Fax or email orders and clinical information between care settings.

e Reduce the number of hand-offs. Each time there is a hand-off there is potential for delay, duplication of work
and errors.

e Keep the number of steps in the process to a minimum and eliminate those that do not add value.

e Establish the needs for specialist services (such as translation or signing) for service users and share the across
organisations.

5.3 Pre-plan and pre-schedule care at times to suit the service user
e Co-ordinate the scheduling of appointments for service users with multiple providers. For example, if a service
user needs multiple tests, book the test with the longest wait for results first. This way all the results are given
at the same time.

e Provide the service user with a comprehensive care plan with booked, convenient times for future care.
* Create a trigger system so that booking a diagnostic test triggers a future appointment.

5.4 Reduce the number of times a service-user has to travel to visit the surgery, clinic or hospital
e Reduce the number of follow-up appointments freeing up clinic slots to see new referrals.

e Ask if the service user really needs to return to clinic to see a consultant? If not, can the follow-up be done by
someone else in another location — for example, by the GP or community nurse?

e Consider introducing open follow-up appointments where the service user requests a follow-up only if
indicated by the progress of their condition.
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e Are there procedures that could be, done in the same visit?
e Can clinics be held in parallel?
e Could service users or their carers complete a symptom or information form at home before attending a clinic?

e Could service users or their carers carry their own records? This would mean they wouldn't have to fill in the
same information several times.

e Could the care be carried out nearer to the service user's home, or at the place of their patient's choice so as to
reduce or eliminate batching?

* Do work when it arrives, rather than waiting to deal with a whole set of similar tasks at the same time. Reduce
the number of queues to be managed.

5.5 Extend staff roles
e Work out what skills are needed to provide assessment and care.

e Map the skills of the care workforce.

® Provide learning and development to help everyone work to their full capacity.
¢ Allocate care tasks to people with the skills required.

® Encourage staff flexibility in the roles they undertake and the hours they work.

¢ Introduce nurse and mental health worker-led clinics and services to reduce delays and improve the patient
experience.

e Overall match capacity and demand.
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Appendix D | 10 minute guide to commissioning

1 Learning from experience

e What happened locally

— Gather data on what happened in year one of the contracts for which the local commissioners has been
responsible.

— Evaluate outcomes against contracts and performance requirements.
- Identify what worked well and where there were problems.
— Discuss with providers and clients.

— Decide what changes are needed.
e Good practice from a range of sources

— Pact Consultancy’s original research.

The Commissioning Friend was informed by a research project on best practice in procurement and commissioning in
Government. NatPaCT commissioned PACT Consultancy to research established good practice from both within and

beyond the NHS to support PCTs and Local Authority partners in developing excellent Whole System Commissioning.
Natpact or click on the links below:

e Click on the link www.natpact.nhs.uk/cms/99.php to download a PowerPoint presentation on key points of the
Research Findings (899kb) and to download a Presentation and the full text of Research Findings (909kb).

e Office of Government Commerce Successful Delivery Toolkit. www.ogc.gov.uk/sdtoolkit
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2 Integrated planning with partners

® Review competing priorities.
® Ensure stakeholder engagement.

e Evaluate options for commissioning (More detail on Models of Commissioning are explored in the
Commissioning Friend): www.natpact.nhs.uk/cms/19.php

¢ Decide what needs to change to promote joint working.

3 Stocktake

e Audit of current services provided internally and externally.
— Costs.
— Deficiencies/gaps.
- Un-met demand.
- Staff development requirements.
e Using National Benchmarks.
— NSFs.
— NICE.
— Star ratings.
— CHI reviews.
e Local “Business” health and social care needs analysis.

— Establishing local priorities.
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4 Stakeholder Involvement

e Identification —who they are.
e Prioritisation — analysing their power, influence and interests.
e Understanding — what they want.

¢ Planning — how to manage them.

5 Developing a strategy

e Agreeing the Strategic story.
— Inputs:
» National imperatives.
» Local needs analysis.
» Best practice.
a. System redesign.
b. Changing practice.
c. Changing workforce.
— Output:
» Jargon free and capable of being told in 5 minutes.
» Short statement of purpose and direction of travel.
» Examples of what this means for clients and carers, services and staff.
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e Drawing up key plans.
— Services.
— Staffing.
— Finance.

6 Commissioning models

e Development of options for models of commissioning.

7 Agreeing the rules of engagement

It is essential that whichever form of administrative or managerial arrangement is followed that there is a formal
written understanding between local commissioners and any other partners involved as to how it will operate.

8 Commissioning processes

e Deciding what provider(s) best meets need.
- Internal/external provision.
- Securing value for money.
e Evaluation of options.
- New forms of commission from existing providers.
- Identification of alternative/additional providers.
e Risk assessment.
e |s tendering appropriate?

e Drawing up clear specifications.
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9 “Procurement”

e To include.
- Own services.
- Jointly provided services.
- Externally provided services.
¢ Contracting.
- Payments.
- Incentives.
- Review process
» Changes to specification.
» Incentive management.

10 Delivery

® Project management disciplines.
e Overarching control plan.
— For each work programme.
» Board sponsor.
» Executive level manager.

» Benefits management plan.

* Process for in year changes.
e Managing risks and contingencies.

® On-going stakeholder management.
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11 Review

e In year and year end performance management.
e Explicit attention to quality standards.
e Key lessons

— Process.

- Management.

e Input to next planning cycle.

12 Governance

Importance of both clinical and corporate governance.
® Ensuring appropriate
— Reporting lines.
— Monitoring and evaluation.
— Accountability.
- Safety.
— Complaints procedures.
— Training and development.
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Appendix E | Programme and project management

1 Aligning strategy and services

Once the commissioners have agreed the overall strategy it is important to ensure that this informs the
commissioning strategy. The executive team should identify a series of key programmes to deliver the strategic goals.
A programme is a related group of activities such as delivering the NSFs for older people in relation to mental health
provision. This is then broken down into individual projects. Experience in a number of local health and social
economies is that it is often this process can often be very challenging. The following sections draw on established
best practice to spell out the essential steps to establishing effective whole system commissioning programmes.

Key to this process is ensuring that the local commissioners are consistent in their strategy and direction with their
role as provider of services as illustrated in the diagram below.
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Aligning strategy and services

Commissioning objectives

Commissioning strategy

Primary care Service
services programmes
Ensure

alignment

Delivery ﬁ Delivery
plans JELH
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Once the commissioners have established the strategy each partner organisation needs to designate a senior member
of staff to ensure its effective implementation. For example, the PCT Board should designates an Executive Director

who will take the lead on its behalf. This Director will work with other key senior staff to put together the high level
plan that identifies for the Board:

e How the programmes align with the overall strategy.

® The benefits to be achieved (normally in terms of service delivery and improvement).

e Risks and issues to be resolved.

e Estimated costs, timescales and resources to be committed (including a list of associated projects).

Once the Board has agreed the plan in principle the Executive Director then identifies the team to be involved in
developing the detailed operational programme and its constituent elements taking account of:

¢ The skills and knowledge are required.
e Which parts of the organisation need to be involved.

o All of the stakeholders.
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2 Benefits realisation

Identity

Benefits Optimise

mgt

Realise

THE COMMISSIONING FRIEND FOR MENTAL HEALTH SERVICES iv



E APPENDIX E

Benefits management is the identification of potential benefits, their planning, modelling and tracking, the
assignment of responsibilities and authorities and their actual realisation as a result of investing in change. A
benefits management approach has a great advantage over many other planning methods in that it focuses
attention on outcomes i.e. what will be achieved rather than only on inputs and processes. It is of particular benefit
for mental health commissioning where there are a wide range of alternative routes to achieving improvement in
service-users’ conditions. Developing this approach makes it much easier to evaluate the effectiveness of different
interventions on the care pathway. Its main advantages are therefore that it :

e Identifies expected benefits, contributions to business objectives and stakeholders.

e Establishes a benefits management structure defining functions, relationships, communications, roles and
responsibilities.

* Develops models of benefits, including intermediate and final outcomes.
e Defines the benefits, including their attributes and measures, owners and risks.

¢ Assesses value and organisational impact, dependencies and risks; it will also show how the benefits are
interrelated.

e Develops a benefits realisation plan, including a schedule for delivery, assessment or review points,
alignment/linkage/inter-dependencies with other modules, projects or programmes, and business change
processes for implementation and delivery.

e Establishes accountability for realisation and a means of tracking benefit realisation, including any
performance management requirements.

THE COMMISSIONING FRIEND FOR MENTAL HEALTH SERVICES



ﬂ APPENDIX E

2.1 Key factors for success

Benefits management needs to be part of, and not separate from, programme, project and business management
activities. To achieve this, there needs to be:

e Clear definition and acceptance of accountability of those involved, including users, managers and the wider
organisation, in terms of governance, roles and responsibilities.

¢ A benefits management structure and organisation.
In addition, the organisation needs to be able to.
e Identify the totality of potential benefits.
e Recognise the components of the benefits (business, technology, organisation, people and processes).
¢ |dentify measurable benefits from the investment.
¢ Assess their relevance and priority to the organisation.
® Focus on the people aspects that will achieve the benefits.
e Recognise if the benefits are being achieved, by benchmarking current performance.
e Specify the risks in achieving them.
e Specify the risks in not achieving them.
e |Identify and maximise unexpected benefits.

¢ Establish how to achieve more.
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Successful benefits management is not an overhead or separate activity conducted at "arm’s length" from
programme or project management. For it to be effective, it needs to be part of good management practice
throughout the business change lifecycle - from strategic business planning through to eventual disposal of the
service or asset.

As part of this cycle, benefits management performs an important function in capturing lessons over a longer time-
span from a series of comparisons between what was anticipated (in terms of benefits) and what actually happened
after project deliverables were brought into operational use. The lessons learned in the application of benefits
management are also fed back as modifications to the benefits management process itself.

2.2 Checklist

1. Establish the strategy and policies for benefits management as part of the commissioners’ management and
technical policies.

- These should describe how the commissioners wishes to manage and achieve benefits from any
investment in service change.

2. Establish a benefits management framework and ensure all relevant staff know how to use it.
3. Establish benefit management plans for each programme of work.
- Benefits realisation plans should be developed for each project including:
» A definition of the investment and service objectives.

» Details of the benefits tracking process including a clear description of the benefits management
activities in the programme and their sequence.
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» A list of benefits and those assigned responsibility for delivering them.

» Timescale.

» Significant benefit dependencies — e.g. any essential requirements for benefits realisation.
» Resources required for activities and when they are required.

4. Link benefits management to investment appraisal and construction of business cases.

5. Key questions for policy makers, elected members, directors and senior managers:
- How do we identify the potential benefits from each investment?
- How do we assess their relevance and priority?
- How do we know if we are achieving them?
- What are the risks in achieving them?
- What are the risks in not achieving them?
- How do we identify and maximise unexpected benefits?

- How can we achieve more?
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2.3 Benefits Identification and structuring

Step 1- Identify high level benefits.

e Mandatory — National policy, legal requirements.
* Quality of service — benefit to service-users.
e Internal management - improving the quality of decision-making or management productivity.
e Efficiency gains or cost avoidance.
* Workforce motivation — leading to flexibility, increased productivity etc.
e Risk reduction.
e Economy - reducing costs while maintaining quality.
e Strategic fit — enables the achievement of other objectives.
Step 2 - Link to “business” objectives.
Step 3- Identify the benefits and describe them according to benefits criteria.
e Can quantify and value - Financial.
e Can quantify but difficult to value — Direct non-financial benefits.
e Can identify but difficult to quantify and value.

* Wherever possible use S.M.A.R.T. (Specific, Measurable, Achievable, Relevant and Timely).

THE COMMISSIONING FRIEND FOR MENTAL HEALTH SERVICES ix



ﬂ APPENDIX E

Step 3a - Techniques for identifying benefits includes:

e Analysis of current activities, objectives and success factors.

e Consultations with:
- Professions.
- Public and service users.
- Providers.

- The commissioners’ own staff.
¢ Brainstorming.
e Workshops.

e Comparison with best practice case studies.

Step 4 - Identify risks and dis-benefits:

e Poor design and implementation.

e Costs of change.

Step 5 - Understand the structure of benefits.
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Step 5a — Some possible groupings are:
e Sequencing.
¢ Linkages and dependencies.
e Attributable to introducing new technology.
e Realised with the fewest management actions.
® The most easily measurable and quantifiable.

* Not of significant value on their own.

2.4 Benefits review

Typically many of the benefits expected from a programme of service change will not start to materialise until after
the completion of the programme. It will therefore be necessary to conduct a review to check that the benefits
performance requirements are being achieved. The benefits review may form part of a wider post-implementation
review (PIR) of the programme or project.

A benefits review should cover the following topics:

* An internal audit of compliance against benefit performance requirements in the benefits profiles.
* Analysis of the reasons for over or under achievement of benefits.
e |[dentification of opportunities for further benefits.

¢ A review of project and programme plans to ensure that all the activities related to benefits realisation were
successfully completed.

e A review of benefits realisation related to service change management activities.
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The audit of benefits achieved against performance requirements should be initiated immediately after the latest
performance requirement time recorded in the benefits profiles for the project. Interim compliance audits may be
appropriate for large programmes with multiple, significant benefits streams.

Checklist of questions

* Which planned benefits have been achieved? If they have been achieved, were the performance requirements
correct or should they be increased?

e Which planned benefits have not been achieved? Why were the benefits not achieved? Can remedial action be
taken to achieve them or must they be foregone?

e Is there any pattern to the success/failure that can be used to inform other realisation plans or further
exercises/programmes?

e Were the assumptions on which the realisation of benefits based correct? If not, what effect did this have on
the realisation of benefits?

* Were there any unexpected benefits that have resulted? If so, how can they now be planned and maximised
further?

e Have identified dis-benefits been managed and minimised? Have the dis-benefits resulted in achievement of
benefits of a higher value?

e Were there any unexpected dis-benefits that resulted? If so, can they now be managed and minimised?
e Are there any further benefits on offer which warrant a further benefits identification exercise?

* Do the measures applied to specific benefits appear to be the correct ones?

¢ Has the information collection regime worked?

* Do new performance requirements/baselines need to be set for the next review?
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3 Detailed operational planning

This group will work together to develop the detailed operational plan which needs to cover for each programme:

¢ A scheduled Project Portfolio, including costs. The projects should be grouped linked to significant milestones
and review points.

* The Benefit Profiles and Benefits Realisation Plan which sets out clearly what will improvements will be
achieved by when, who will be responsible and how progress will be measured.

e A Programme Risk Log so that everyone involved can identify and share potential problems and how they will
be resolved.

* Programme management resources and costs.

* How stakeholders interests will be identified and how they will be involved.

It is important to include as much information as possible in the programme plan but also to recognise that some
details will not be available at this stage as the plan will develop over the life of the programme.

At this stage, the programme team should also consider the skills profiles for each project and where there may be
skill shortages, e.g. in project management or technical skills. It will also be necessary to think about commissioning
requirements and the possibilities for collaborative commissioning across the projects - even across programmes.

Once the operational plan has been developed, evaluated and agreed by the Executive Management Team a
Programme Manager needs to be designated. It is important that this person has been involved in developing the
programme plan but it could be that another senior colleague has more relevant managerial skills to lead the
detailed implementation process than the Executive Director who has led the process to date.
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The Programme Manager is responsible for commissioning projects within the programme portfolio and should
ensure that appropriate individuals are appointed to the key project roles. Each project is accountable to the
programme for the successful completion within specified time, cost and quality parameters.

As each project is about to begin, the Programme Manager should agree the project brief in detail with the project
manager and project team. The brief for each project should provide a clear scope and a measurable definition of its
required deliverables or outputs and should include the following information:

e Description of required services.

e Dependencies on other projects.

e Performance requirement delivery date and key milestone reviews.
e Cost profile.

e Resource profile.

* Benefit profile(s) relevant to the project.

e Any risks identified at programme level relevant to the project.

As projects get underway the Programme Manager is responsible for the oversight of the overall process to resolve
problems and manage the risks. To ensure that this is achieved project reports should align with the information held
at programme level and should be provided regularly to the programme. Any departures from previously published
project plans should be assessed for impact on the rest of the programme. Impact assessment needs to be carried out
as early as possible in order to manage any consequent changes. The Programme Manager is also responsible for
ensuring that learning from individual projects is made available to all the others through an effective
communications strategy.
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The point at which a programme may be closed is determined by the completion and implementation of the last
project or when the new services are stable and operating effectively. There needs to be a rigorous review process
the objective of which is to formally assess and measure the delivery of benefits into the operational environment. It
is very important that the review processes is framed in terms of learning rather than blame so that individuals and
groups will report honesty on what has happened. The Programme Manager is responsible for the reviews and will
need to involve relevant internal and external stakeholders. The Programme Manager is also responsible for ensuring
that any resource or skills gaps are addressed so that staff are appropriately supported for future activities.

The review outcomes will be presented to the Board to inform the next phase of strategic planning as well as being
disseminated as part of the communications strategy.

Linked to the review process will be:
e A review of all programme documentation to ensure that all elements have been covered.

e Any contracts used by the programme should be finalised and closed, or responsibility for continued contract
management handed over to business management/operations.

® Programme closure is confirmed by the responsible Executive Director, the Programme Manager and the
sponsoring group, and all stakeholders informed of the overall outcome.

4 Mapping and managing risk in mental health commissioning

Risk is defined as uncertainty of outcome, whether positive opportunity or negative impact. Risk allocation is the
process of apportioning individual risks relating to projects and service delivery to the party best placed to manage

each risk. Risks are allocated across the supply chain — that is, between the organisation, its customers, its suppliers
and their subcontractors.

www.scmh.org.uk/8025694D00337EF 1/vWeb/fsCPIR4PDJ8T
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Appendix F | Key information and data sources

1 Websites

Durham University Adult Mental Health Service Mapping Atlas: www.dur.ac.uk/service.mapping/amh/index.php
Durham University Child and Adolescent Mental Health Service Mapping Atlas: www.dur.ac.uk/camhs.mapping
Eating Disorders Association: www.edauk.com

The Foundation for People with Learning Disabilities: www.learningdisabilities.org.uk

Healthcare Commission: www.healthcarecommission.org.uk

Improvement and Development Agency: www.idea.gov.uk

King’s Fund: www.kingsfund.org.uk

Making ends meet: www.joint-reviews.gov.uk/money

Mental Health Foundation: www.mentalhealth.org.uk/

Mentality: www.mentality.org.uk/

MIND: www.mind.org.uk

The National Collaborating Centre (NCC) for Mental Health is led jointly at the British Psychological Society and the
Royal College of Psychiatrists, and thirteen organisations form a reference group for the Centre:
www.nice.org.uk/cat.asp?c=73141

National Electronic Library for Mental Health: www.nelh.nhs.uk/nsf/mentalhealth
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National Institute for Mental Health (NIMHE ): www.nimhe.org.uk

National Primary Care Research and Development Centre: www.npcrdc.man.ac.uk
National Primary and Care Trust Development Team: www.natpact.nhs.uk/
Royal College of Psychiatrists: www.rcpsych.ac.uk

Sainsbury Centre for Mental Health: www.scmh.org.uk

2 2004-2005: Health Commission performance requirements

Performance requirements for 2004/5 for Acute Trusts, Mental Health Trusts and PCTs have been released at the start
of the financial year. These provide important focal inputs on commissioning priorities. They can be downloaded by
clicking on the link below:

2005 key target indicators for acute and specialist trusts

2005 key target indicators for trusts providing mental health services
2005 key target indicators for primary care trusts (PCTs)

2005 key target indicators for ambulance trusts

http://ratings.healthcarecommission.org.uk/Indicators_2005
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3 Policy documents

Improvement, expansion and reform: The Next 3 Years - Priorities and planning framework 2003 - 2006:
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidance
Article/fs/en?CONTENT_ID=4008430&chk=IXp8vH

Draft Mental Health Act 2004:
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsLegislation/PublicationsLegislationArticle/fs/en?CON
TENT_ID=4088910&chk=6GB8PU

Fast forwarding primary care mental health:
www.dh.gov.uk/PolicyAndGuidance/HealthAndSocialCareTopics/MentalHealth/MentalHealthArticle/fs/fen?CONTENT_ID
=4001917&chk=vn2rpo

Mental health policy implementation guide, Department of Health (2001):
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidance
Article/fs/en?CONTENT_ID=4009350&chk=THUXgd

National Service Framework for children, young people and maternity services child and adolescent mental health
(CAMHS): www.dh.gov.uk/PolicyAndGuidance/HealthAndSocialCareTopics/ChildrenServices/fs/en

National Service Framework for older people. Department of Health (2001):
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidance
Article/fs/en?CONTENT_ID=4003066&chk=wg3bg0

National Service Frameworks for mental health: Modern standards and service models, Department of Health (1999):
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidance
Article/fs/en?CONTENT_ID=4009598&chk=jmAMLk

Commission for Health Improvement: What CHI has found in mental health trusts:
www.chi.nhs.uk/eng/cgr/mental_health/mental_health_report03.pdf
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4 Key topics

4.1 Assertive Outreach
Assertive outreach and crisis resolution, Sainsbury Centre for Mental Health (2001):
www.scmh.org.uk/8025695100388752/GenerateFrameset1?OpenAgent&doc=wpASTN5J3EDV

Independent and able to cope, Evaluation of working together in London: An integrated mental health initiative
J Lee, P McCrone, R Ford Sainsbury Centre for Mental Health (2002):
www.scmh.org.uk/8025695100388752/GenerateFrameset1?OpenAgent&doc=wpASTN5J3EDV

Transforming mental health care: Assertive outreach and crisis resolution in practice, Anne Chisholm and Richard
Ford, Sainsbury Centre for Mental Health/National Institute for Mental Health in England (2004) downloadable from:
www.scmh.org.uk

4.2 Care Programme Approach

An audit pack for monitoring the care programme approach, Department of Health (1996):
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidance
Article/fs/en?CONTENT_ID=4008226&chk=v7hmYJ

Effective care co-ordination in mental health services care programme approach, Department of Health (1999):
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidance
Article/fs/en?CONTENT_ID=4009221&chk=k0eztB

4.3 Carer Involvement
A commitment to carers, Produced by Rethink for the Department of Health:
www.rethink.org/publications/pdfs/commitment%20to%20carers.pdf

Children caring for parents with mental illness: perspectives of young carers, parents and professionals, Aldridge J
and Becker S, (2003), (Bristol, The Policy Press).
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User and carer participation route map, Allies in Change (2001), (Edinburgh, Scottish Development Centre for Mental
Health).

Developing services for carers and families:
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidance
Article/fs/en?CONTENT_ID=4009233&chk=qDc1ps

Involving users and carers in policy implementation, Foster S and McHarron A (2001), (Birmingham, West Midlands
partnership for mental health).

Developing services for carers and families of people with mental iliness, Department of Health (2002):
www.rethink.org/publications/pdfs/commitment%20to%20carers.pdf

Good practice guidelines for involving service users and carers in Local Implementation Teams, North West Mental
Health Development Centre (2001), Manchester, North West Mental Health Development Centre.

A survey of policy and practice on expenses and other payments to mental health service users and carers
participating in service development, Journal of Mental Health, Ryan T and Bamber C (2002),11 (6):635-644.

Carers and community mental health service, Schneider, J, Carpenter, J, Wooff, D, Brandon, T. and McNiven, F. (2001).
Social.

Psychiatry and Psychiatric Epidemiology, 36, 604-607.

Mental health of carers, Singleton N, Maung, NA Cowie A, Sparks J, Bumpstead R and Meltzer, H (2002), (London,
Office for National Statistics, The Stationery Office).
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4.4 Child abuse
Child abuse and neglect: the role of mental health services, Council Report CR120 Royal College of Psychiatrists
London (2004): www.rcpsych.ac.uk/publications/cr/council/cr120.pdf

4.5 Combating Stigma and Discrimination
Attitudes to mental illness, Taylor Nelson Sofres and National Institute for Mental Health (2003):
www.nimhe.org.uk/downloads/mentalillnessreport.pdf

Changing minds, Royal College of Psychiatrists: www.rcpsych.ac.uk/campaigns/cminds/printed_materials.htm

Stigma, discrimination and social exclusion: What's in a word, Sayce, L. (1998). Journal of Mental Health, 7 (4), pp.
331-343.

From psychiatric patient to citizen: Overcoming discrimination and social exclusion, Sayce, L. (2000), (London
MacMillan).

4.6 Commissioning
Commissioning mental health services: Experiences from the USA, A Cohen, D Light Sainsbury Centre for Mental
Health (2003): www.scmh.org.uk/8025695100388752/GenerateFrameset1?0OpenAgent&doc=wpASTN5J3EDV

Commissioning friend NatPaCT: www.natpact.nhs.uk/cms/99.php#prep

Practice-led commissioning: Harnessing the power of the primary care frontline, Lewis, R (2004), King’s Fund:
www.kingsfund.org.uk/pdf/practiceledcommissioning.pdf

Making ends meet: www.joint-reviews.gov.uk/money

THE COMMISSIONING FRIEND FOR MENTAL HEALTH SERVICES vi



n APPENDIX F

PACT research on procurement commissioned by NatPaCT:

Click on the link www.natpact.nhs.uk/cms/99.php to download a PowerPoint presentation on key points of the
Research Findings (899kb) and to download a Presentation and the full text of Research Findings.

Setting the standard: The new agenda for primary care organisations commissioning mental health services,
Sainsbury Centre for Mental Health (2001):
www.scmh.org.uk/8025695100388752/GenerateFrameset1?OpenAgent&doc=wpASTN5J3EDV

4.7 Complementary therapies for mental health problems,
Mental Health Foundation Fact Sheet (2000): www.mentalhealth.org.uk/page.cfm?pagecode=PMSTCO

4.8 Crisis Resolution
Assertive outreach and crisis resolution, Sainsbury Centre for Mental Health (2001):
www.scmh.org.uk/8025695100388752/GenerateFrameset1?OpenAgent&doc=wpASTN5J3EDV

CGST Eureka: crisis card: www.cgsupport.nhs.uk/Resources/Eurekas/Mental_Health/Crisis_Card.asp

Transforming mental health care: Assertive outreach and crisis resolution in practice, Anne Chisholm and Richard
Ford published by The Sainsbury Centre for Mental Health/National Institute for Mental Health in England (2004).
Downloadable from: www.scmh.org.uk

4.9 Direct payments
Direct what?’ A study of direct payments to mental health service users, Ridley J and Jones L (2002), (Edinburgh,
Scottish Executive Central Research Unit.

Direct payments, independent living and mental health, Spandler H and Vick N, (2004), (London, Health and Social
Care Advisory Service).
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Payments and the benefits system: A guide for survivors and service users involved in improving mental health
services, Scott J and Seebohm P (2001a), Institute for Applied Health & Social Policy, King's College London.

Payments and the benefits system: A guide for managers paying survivors and service users involved in improving
mental health services, Scott J and Seebohm P (2001b), Institute for Applied Health & Social Policy, King’s College
London.

Direct payments: The Impact on choice and control for disabled people, Witcher S, Stalker K, Roadburg M and Jones
C (2000), Scottish Human Services Trust and Lothian Centre for Integrated Living, The Scottish Executive Central
Research Unit.

4.10 Dual diagnosis

Dual diagnosis mental health policy implementation good practice guide, Department of Health (2004):
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidance
Article/fs/en?CONTENT_ID=4009058&chk=sCQrQr

4.11 Early Intervention
Early intervention for people with psychosis, National Institute for Mental Health in England (2003):
www.nimhe.org.uk/downloads/early.pdf

A Window of opportunity: A practical guide for developing Early Intervention Services, The Sainsbury Centre for
Mental Health (2003):
www.scmh.org.uk/website/SCMH_MHT.nsf/59ae2dc0a615100a802567e4004f2d1e/c4658ab5f3f96b1b80256e5c00490b59
/$FILE/briefing%2023%20-%20A%20Window %200f%200pportunity.pdf
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4.12 Employment issues
Vocational rehabilitation: The way forward, British Society for Rehabilitation Medicine (2001), British Society for
Rehabilitation Medicine, (London, British Society of Rehabilitation Medicine).

Managing mental health: Research into the management of mental health in the workplace, Diffley C (2002),
(London The Work Foundation/Mindout).

Mental health and employment, Department of Health (2002):
http://www.dh.gov.uk/PublicationsAndStatistics/fs/en

Employment for people with mental health problems, National Institute for Mental Health in England:
www.nimhe.org.uk/downloads/employment.pdf

Working minds: making mental health your business, Mindout for mental health (2000). (London Mind).

The Pathfinder user employment programme: Increasing access to employment within mental health services for
people who have experienced mental health problems, Perkins R, Evenson E and Davidson B(2000), (London, South
West London & St George's Mental Health NHS Trust).

4.13 Funding
Money for mental health: A review of public spending on mental health care. Sainsbury Centre for Mental Health
(2003): www.scmh.org.uk/8025695100388752/GenerateFrameset1?OpenAgent&doc=wpASTN5J3EDV

4.14 Gays, Lesbians, Bisexuals and Mental Health
Mental Health Foundation Fact Sheet (2004): www.mentalhealth.org.uk/page.cfm?pagecode=PEAMGL
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4.15 Health and Social Care integration

Positive approaches to the integration of health and social care in mental health services, Briefing for Directors of
Social Services providing best practice guidance on the integration of health and social care mental health
management, National Institute for Mental Health in England: www.nimhe.org.uk/downloads/integration.pdf

Meeting complex needs: the future of social care, Jennifer Rankin and Sue Regan Turning Point and the Institute of
Public Policy Research (2004): www.turning-point.co.uk/Information+Resources/Publications

4.16 Improving mental health

Mental health improvement: What works? Report for the Scottish Executive on the effectiveness of improving
mental health for children and young people, in primary care and the workplace, amongst older people and in the
community: www.hebs.scot.nhs.uk/topics/topiccontents.cfm?TxtTCode=1395&TA=topictitles&newsnav=1&topic=mental

4.17 Inpatient care

Adult acute inpatient care provision, Implementation Guidance Department of Health (2002):
www.dh.gov.uk/assetRoot/04/06/91/94/04069194.pdf

Recommendations cover: integrating inpatient care within a whole systems approach, care pathways et al.

Developing positive practice to support the safe and therapeutic management of aggression and violence in Mental
Health Inpatient settings, National Institute for Mental Health in England (2004):
http://www.nimhe.org.uk/archivepolicy/publications.asp

Discharge from hospital: pathway, process and practice: Department of Health (2003):
www.nimhe.org.uk/downloads/78130-DoH-Viol%20Management.pdf

Dual diagnosis mental health policy implementation good practice guide, Department of Health (2004):
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidance
Article/fs/en?CONTENT_ID=4009058&chk=sCQrQr
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Emerging Themes from mental health trust reviews, Commission for Health Improvement (2003):
www.chi.nhs.uk/eng/cgr/mental_health/mental_health_report03.pdf

Protocols for secure services : Protocol for work between high secure hospital social care services and local authority
social services departments, National Institute for Mental Health in England (2003):
www.nimhe.org.uk/downloads/High%20Security % 20Hospital % 20NIMH.pdf

Psychiatric services to accident and emergency departments, Council Report CR118 Royal College of Psychiatrists
British Association for Accident and Emergency Medicine (2004): www.rcpsych.ac.uk/publications/cr/cr118.htm

Self-harm: The short-term physical and psychological management and secondary prevention of self-harm in
primary and secondary care, Clinical Guideline 16 developed by the National Collaborating Centre for Mental Health.
National Institute for Clinical Excellence (2004): www.nice.org.uk/page.aspx?0=213665

4.18 Learning opportunities

Access to adult education for people diagnosed with mental health problems, National Institute for Mental Health in
England and National Institute for Adult and Continuing Education:
http://www.nimhe.org.uk/archivepolicy/publications.asp

Impact of learning on health, Aldridge F and Lavender P (1999), Leicester, National Institute for Adult Continuing
Education.

Guidelines on student mental health policies and procedures for Higher Education, Committee of Vice-Chancellors
and Principals (2000), (London, Universities UK).

Disabled students and multiple policy innovations in higher education, Riddell, S, Tinklin T, and Wilson A (2004)
Centre for Educational sociology (2004): www.ed.ac.uk/ces/PDF%20Files/Brief032.pdf

Reducing psychiatric stigma and discrimination: evaluation of educational interventions in UK secondary schools,
Pinfold, V, Toulmin H, Thornicroft, G Huxley P, Farmer P and Graham T, (2003), British Journal of Psychiatry182: 342-6
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Disabled students and multiple policy innovations in Higher Education, Riddell, S, Tinklin T, and Wilson A (2004),
Final Report to the Economic and Social Research Council.

The mental health of students in higher education, Royal College of Psychiatrists (2003), (London, Royal College of
Psychiatrists).

4.19 Men and mental health
Mental Health Foundation Fact sheet (2003): www.mentalhealth.org.uk/page.cfm?pagecode=PEAMME

4.20 Military personnel and mental health
Mental Health Foundation Fact sheet (2003): www.mentalhealth.org.uk/page.cfm?pagecode=PEAMMP

4.21 Models of health resource groups for mental health
Mental Health Foundation Fact sheet (2003): www.mentalhealth.org.uk/page.cfm?pagecode=PEAMMP

New Zealand mental health classification and outcomes study, Final report by Phillipa Gaines, Alison Bower, Bill
Buckingham, Kathy Eagar, Philip Burgess, Janette Green. Published in July 2003 by the Health Research Council of
New Zealand. Downloadable from: www.hrc.govt.nz/

4.22 Parents with mental health problems
Mental Health Foundation Fact Sheet (2002): www.mentalhealth.org.uk/page.cfm?pagecode=PENZPA

4.23 Payment by results
www.dh.gov.uk/PolicyAndGuidance/OrganisationPolicy/FinanceAndPlanning/NHSFinancialReforms/fs/en
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4.24 Partnership working

Partnerships in mental health directional paper Il - Beyond mental health services: Integrating resources and
supports in the local community, Carling PJ and Allott P (2001), (Birmingham, Centre for Mental Health Policy,
University of Central England).

Community renewal and mental health: Strengthening the links, Marsaili Cameron, Teresa Edmans, Angela Greatley
and David Morris King’s Fund and the National Institute of Mental Health in England (2003):
www.nimhe.org.uk/downloads/Comm%20Renewal %20final..pdf

Dismantling the Berlin wall: The impact of a primary care trust's integrated health and social care services, R Powell
Sainsbury Centre for Mental Health (2004):
www.scmh.org.uk/8025695100388752/GenerateFrameset1?OpenAgent&doc=wpASTN5J3EDV

Meeting complex needs: the future of social care, Jennifer Rankin and Sue Regan Turning Point and the Institute of
Public Policy Research (2004): www.turning-point.co.uk/Information+Resources/Publications/

Protocols for secure services: Protocol for work between high secure hospital social care services and Local Authority
Social Services Departments, National Institute for Mental Health in England (2003):
www.nimhe.org.uk/downloads/High%?20Security%20Hospital % 20NIMH.pdf

Together we stand: Effective partnerships in mental health, M Hancock, L Villeneau, R Hill Sainsbury Centre for
Mental Health (1997): www.scmh.org.uk/8025695100388752/GenerateFrameset1?0OpenAgent&doc=wpASTN5J3EDV

4.25 Pharmaceutical treatment

Practice guidance on the care of people with mental health problems, Royal Pharmaceutical Society of Great Britain (2003):
www.rpsgb.org.uk/members/pdfs/mhealthguid.pdf#xml=fm315.facility.pipex.com/cgi-
bin/pdf_hI?STEMMER=en&RGB=ff00ff&WORDS=practice+guidance+care+people+mental+health+problems+&DB=RPS
GB-members&URL=www.rpsgb.org.uk/members/pdfs/mhealthguid.pdf
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4.26 Primary care services
Bucknall, A (2001) “Integrating psychological therapies in primary care,” Healthcare Counselling and Psychotherapy
Journal. 1. BACP.

Discharge from hospital: pathway, process and practice, Department of Health (2003):
www.publications.doh.gov.uk/hospitaldischarge/

Dismantling the Berlin wall: The impact of a primary care trust's integrated health and social care services, R Powell
Sainsbury Centre for Mental Health (2004):
www.scmh.org.uk/8025695100388752/GenerateFrameset1?OpenAgent&doc=wpASTN5J3EDV

Doing well by people with depression, Health Department Scottish Executive (2003):
www.show.scot.nhs.uk/sehd/publications/DC20030521Depression.pdf

Dual diagnosis Mental Health Policy Implementation Good Practice Guide, Department of Health (2004):
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidance
Article/fs/en?CONTENT_ID=4009058&chk=sCQrQr

Eating disorders: Core interventions in the treatment and management of anorexia nervosa, bulimia nervosa and
related eating disorders - understanding NICE guidance: a guide for people with eating disorders, their advocates
and carers, and the public, National institute for Clinical Excellence (2004): www.nice.org.uk/page.aspx?0=101243

Improving the recognition and management of depression in primary care, Effective Health Care Bulletin (2002) Vol.
7. No. 5. NHS Centre for Reviews and Dissemination. The University of York.

Fast forwarding primary care mental health:
www.dh.gov.uk/PolicyAndGuidance/HealthAndSocialCareTopics/MentalHealth/MentalHealthArticle/fs/fen?CONTENT_ID
=4001917&chk=vn2rpo

The general practitioner, the psychiatrist and the burden of mental health care, Goldberg, D. and Gournay, K. (1997),
Maudsley Hospital. Institute of Psychiatry.
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The role of GPs in sickness certification, Hiscock J and Ritchie J (2001), Department for Work and Pensions research
report 148 (Leeds, Department for Work and Pensions).

Sickness Certification in the United Kingdom: Qualitative Study of Views of General Practitioners in Scotland, Hussey
S, Hoddinott P, Wilson P, Dowell J and Barbour R, (2004), British Medical Journal, 328, 88.

Improving quality in primary care: A practical guide to the national service framework for mental health, Linda Gask,
Anne Rogers, Martin Roland, David Morris National Primary Care Research & Development Centre (2000):
www.npcrdc.man.ac.uk/Publications/mh-h-bk.pdf

First national GP survey of mental health in primary care, London, Maca (1999): www.maca.org.uk/

National survey of counsellors in primary care, Mellor-Clark,J, Simms-Ellis, R and Burton, M(2001), Occasional paper
79 Royal College of General Practitioners.

Meeting complex needs: the future of social care, Jennifer Rankin and Sue Regan, Turning Point and the Institute of
Public Policy Research (2004): www.turning-point.co.uk/Information+Resources/Publications/

Mental health services in primary care: A review of developments in London, Rebecca Rosen and Clare Jenkins King's
Fund (2003): www.kingsfund.org.uk/pdf/MHSIinPC.pdf

Practice guidance on the care of people with mental health problems, Royal Pharmaceutical Society of Great Britain
(2003): www.rpsgb.org.uk/members/pdfs/mhealthguid.pdf#xml=fm315.facility.pipex.com/cgi-
bin/pdf_hI?STEMMER=en&RGB=ff00ff&WORDS=practice+guidance+care+people+mental+health+problems+&DB=RPS
GB-members&URL=www.rpsgb.org.uk/members/pdfs/mhealthguid.pdf

Older people: Implementing telecare, Audit Commission (2004): www.audit-commission.gov.uk/reports/NATIONAL-
REPORT.asp?CategorylD=ENGLISHA574ASUBJECT~605&ProdID=BDBE0111-764C-44a4-8A66-1CB25D6974A4

Primary care guide: Managing severe mental illness, A Cohen, S Singh, J Hague, Sainsbury Centre for Mental Health
(2004): www.scmh.org.uk/8025695100388752/GenerateFrameset1?0OpenAgent&doc=wpASTN5J3EDV
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Primary solutions: An independent policy review on the development of primary care mental health services,
Sainsbury Centre for Mental Health (2003):
www.scmh.org.uk/8025695100388752/GenerateFrameset1?OpenAgent&doc=wpASTN5J3EDV

Psychiatric services to accident and emergency departments. Council Report CR118 (2004) Royal College of
Psychiatrists.

British Association for Accident and Emergency Medicine, London: www.rcpsych.ac.uk/publications/cr/council/cr118.pdf

Computerised, interactive, multimedia cognitive behavioural program for anxiety and depression in general practice,
Proudfoot J, Goldberg, D, Mann, A, Everitt, B, Marks, | and Gray JA (2003), Psychological Medicine 33 217-227.

Self-harm: The short-term physical and psychological management and secondary prevention of self-harm in
primary and secondary care, Clinical Guideline 16 (2004) developed by the National Collaborating Centre for Mental
Health. National Institute for Clinical excellence: www.nice.org.uk/CG0O16NICEguideline

Setting the Standard, The new agenda for primary care organisations commissioning mental health services,
Sainsbury Centre for Mental Health (2001).
www.scmh.org.uk/8025695100388752/GenerateFrameset1?OpenAgent&doc=wpASTN5J3EDV

The role of the practice nurse in mental health: a survey, Thomas, R. et al (1993), Journal of Mental Health. 2; 65-72.

Transforming Primary Care: The Role of PCTs in shaping and supporting general practice, Audit Commission 2004:
www.audit-commission.gov.uk/reports/NATIONAL-
REPORT.asp?CategorylD=ENGLISHA574ASUBJECT~605&ProdID=8AE80592-69BC-48bc-AA1A-C707CFAD8DEOQ

4.27 Promoting positive mental health
A model of mental health promotion resource development: Top ten tips, Mentality (2002):
www.mentality.org.uk/services/resources/tipprint.htm

Effectiveness of mental health promotion interventions, Health Development Agency:
www.hda-online.org.uk/html/research/effectivenessreviews/effectived4a.html
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Promoting mental health: The role of faith communities — Jewish and Christian perspectives, London, Health
Education Authority (1999).

Making it Happen - A guide to delivering mental health promotion, Department of Health (2001):
www.dh.gov.uk/assetRoot/04/05/89/58/04058958.pdf

Spirituality and mental health, Update, Volume 4 Issue 6, London, Mental Health Foundation (2002).
Mental health promotion: Index of resources, Mentality: www.mentality.org.uk/services/promotion.htm

Mental health promotion: Strategic statement, Strategic direction for mental health promotion in Scotland,
including models of promotion and effectiveness, Health Scotland (2003):
www.hebs.scot.nhs.uk/topics/topiccontents.cfm?TxtTCode=202&TA=topictitles&newsnav=1&topic=mental

Mental health promotion for children within early years and school settings, Department for Education and Skills
www.dfes.gov.uk/mentalhealth/pdfs/mental.pdf

National Service Framework for Children Young People and Maternity Services: Child and Adolescent Mental
Health(CAMHS), Department for Health (2004):
www.dh.gov.uk/PolicyAndGuidance/HealthAndSocialCareTopics/ChildrenServices/fs/en

Promoting health, Preventing illness: public perceptions on London's mental health Baljinder Heer and David
Woodhead King’s Fund 2003: www.kingsfund.org.uk/pdf/Promoting_Health.pdf

Toolkit for mental health promotion in the workplace, Mentality (2002):
www.mentality.org.uk/services/resources/toolkit.htm
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4.28 Psychiatric intensive care units

National minimum standards for Psychiatric Intensive Care Units and Low Secure environments standards for
psychiatric intensive care units and low secure environments to deliver high quality PICU services, Department of
Health (2002):
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidance
Article/fs/en?CONTENT_ID=4010439&chk=XB8C8w

4.29 Risk assessment
Clinical risk management: a clinical tool and practitioners’ manual, Morgan, Steve (2000) London. The Sainsbury
Centre for Mental Health: www.scmh.org.uk/8025694D00337EF1/vWeb/fsCPIR4PDJ8T

4.30 Section 31 funding
www.legislation.hmso.gov.uk and the HSC/LAC Implementation of Health Act.

Partnership arrangements www.doh.gov.uk/coin.htm and on the joint unit website:
www.doh.gov.uk/jointunit/index.htm

4.31 Self harm

Self-harm: The short-term physical and psychological management and secondary prevention of self-harm in
primary and secondary care, Clinical Guideline 16 (2004) developed by the National Collaborating Centre for Mental
Health. National Institute for Clinical excellence: www.nice.org.uk/CG0O16NICEguideline

4.32 Self help
Self-Help interventions for mental health problems, National Institute for Mental Health in England (2003):
www.nimhe.org.uk/downloads/self_help.pdf
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4.33 Service-users’ perspectives and involvement
Allies in Change (2001) User and carer participation route map, (Edinburgh, Scottish Development Centre for Mental
Health).

Doing It for Real: A guide to setting up and undertaking a user-focused monitoring (UFM) project, Sainsbury Centre
for Mental health (2003):
www.scmh.org.uk/8025695100388752/GenerateFrameset1?OpenAgent&doc=wpASTN5J3EDV

Strategies for living: a report of user led research into people’s strategies for living with mental distress, Faulkner,
Alison (2000), (London The Mental Health Foundation).

Involving users and carers in policy implementation, Foster S and McHarron A (2001), (Birmingham, West Midlands
partnership for mental health).

Finding the ways to a service user-centred mental health service: Improving in-patient services at North Essex
Mental Health Partnership NHS Trust, Modernisation Agency Clinical Governance Support Team:
www.cgsupport.nhs.uk/Case_Study_Downloads/PDF/Mental_Health/North_Essex_MHP.pdf

User involvement in care planning: The Care Programme Approach, Lawson, M., Strickland, C. and Wolfson, P (1999),
Psychiatric Bulletin, 23, pp. 539-541.

Meeting complex needs: the future of social care, Jennifer Rankin and Sue Regan, Turning Point and the Institute of
Public Policy Research (2004): www.turning-point.co.uk/Information+Resources/Publications/

Good practice guidelines for involving service users and carers in Local Implementation Teams, North West Mental
Health Development Centre (2001), (Manchester, North West Mental Health Development Centre).

Patient survey report 2004: mental health, Health Commission:
www.healthcarecommission.org.uk/NationalFindings/Surveys/PatientSurveys/fs/fen?CONTENT_ID=4005569&chk=TtTYsg
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User Involvement in mental health service development: How far can it go? Pilgrim, D and Waldron, L. (1998),
Journal of Mental Health, 1, pp. 95-104.

Real Lives, Real people, Sainsbury Centre for Mental Health (2004):
www.scmh.org.uk/8025695100388752/GenerateFrameset1?OpenAgent&doc=wpASTN5J3EDV

Adjusting the focus of mental health nursing: Incorporating service users’ experiences of recovery, Repper, J. (2000)
Journal of Mental Health, 9 (6), 575-587.

Users’ Voices: the perspectives of mental health service users on community and hospital care, Rose, D. (2001),
(London: Sainsbury Centre for Mental Health).

Treated as people. An overview of mental health services from a social care perspective, 2002-2004, Robbins D Social
Services Inspectorate/Department of Health (2004):
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsinspectionReports/PublicationsinspectionReportsArti
cle/fs/en?CONTENT_ID=4077639&chk=EYwt17

A survey of policy and practice on expenses and other payments to mental health service users and carers
participating in service development, Ryan T and Bamber C (2002), Journal of Mental Health, 11 (6):635-644.

Shaping our lives — from outset to outcome: What people think of the social care services they use, Michael Turner;
Joseph Rowntree Foundation (2003): www.jrf.org.uk/bookshop/eBooks/185935114X.pdf

4.34 Social inclusion

Community renewal and mental health: Strengthening the links, Marsaili Cameron, Teresa Edmans, Angela Greatley
and David Morris, King’s Fund and the National Institute of Mental Health in England (2003):
www.nimhe.org.uk/downloads/Comm%20Renewal%20final..pdf

Counting the cost : The economic and social costs of mental iliness in Northern Ireland. Sainsbury Centre for Mental
Health (2004): www.scmh.org.uk/8025695100388752/GenerateFrameset1?0penAgent&doc=wpASTN5J3EDV
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Mental health and social exclusion, Social Exclusion Unit (2004): www.socialexclusion.gov.uk/downloaddoc.asp?id=134

Meeting complex needs: the future of social care, Jennifer Rankin and Sue Regan, Turning Point and the Institute of
Public Policy Research (2004): www.turning-point.co.uk/Information+Resources/Publications/

Promoting health, preventing illness: Public perceptions on London's mental health includes a special focus on
vulnerable groups, Baljinder Heer and David Woodhead King’s Fund 2003:
www.kingsfund.org.uk/pdf/Promoting_Health.pdf

Working for inclusion: Making social inclusion a reality for people with severe mental health problems, The
Sainsbury Centre for Mental Health (2002).

The economic and social costs of mental illness, Policy Paper 3, London, The Sainsbury Centre for Mental Health
(2003).

4.35 Statistical data on numbers of people with mental health problems
Psychiatric morbidity among adults living in private households, 2000, N Singleton, R Bumpstead, M O’Brien, A Lee
and H Meltzer, The Stationery Office, London (2001).

4.36 Suicide prevention
Effects of early interventions in suicide prevention amongst young people:
www.nimhe.org.uk/smartsearch/itemdisplay_story.asp?id=654

National suicide prevention strategy for England:
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidance
Article/fs/en?CONTENT_ID=4009474&chk=sr1kpe

Safer Prisons: National confidential inquiry into suicide and homicide by people with mental iliness, Department of
Health (2001): www.dh.gov.uk/assetRoot/04/03/43/01/04034301.pdf
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Choose life: A national strategy and action plan to prevent suicide in Scotland, Scottish Executive (2002):
www.scotland.gov.uk/library5/health/clss.pdf

Preventing Suicide: A toolkit for mental health services, The National Institute of Mental Health in England (2003):
www.nimhe.org.uk/downloads/SuicidePreventionToolkitweb.pdf

4.37 Talking therapies

Choosing talking therapies, Department of Health (Dec 2001):
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidance
Article/fs/en?CONTENT_ID=4086100&chk=72vikq

Treatment choice in psychological therapies and counselling: Evidence based practice guideline, Department of
Health (2001):
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidance
Article/fs/en?CONTENT_ID=4007323&chk=kb4u%?2BA

National survey of counsellors in primary care, Mellor-Clark, J, Simms-Ellis, R and Burton, M (2001), Occasional paper
79 Royal College of General Practitioners.

Organising and delivering psychological therapies, Department of Health (2004):
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidance
Article/fs/en?CONTENT_ID=4086100&chk=72vikq

Guidance for best practice: the employment of counsellors and psychotherapists in the NHS, Sharman, K.and Seber,
P (2004): www.bacp.co.uk

4.38 Transsexuals, Transvestites, Transgender People and Mental Health
Mental Health Foundation (2004): www.mentalhealth.org.uk/page.cfm?pagecode=PENZTS
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4.39 Volunteer involvement
A real asset: A manual on supported volunteering, P Bates National Centre for Volunteering (2002):
www.volunteering.org.uk/hsc/mentalhealth/index.php?id=62&section=3

Volunteering for mental health, Institute for Volunteering Research (2003): www.ivr.org.uk/mentalhealth.pdf

You Cannot Be Serious: A Guide to Involving Volunteers with Mental Health Problems, London National Centre for
Volunteering (2003): www.volunteering.org.uk/hsc/mentalhealth/index.php?id=62&section=3

4.40 Workforce and skills

Fast-forwarding primary care mental health: Graduate primary care mental health workers - best practice guidance,
Department of Health (2003):
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidance
Article/fs/en?CONTENT_ID=4005784&chk=5cCbHf

The national occupational standards in mental health: www.skillsforhealth.org.uk

The capable practitioner framework: A framework and list of the practitioner capabilities required to implement the
National Service Framework for mental health, London, The Sainsbury Centre for Mental Health (2001):
www.scmh.org.uk
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Appendix G | The Visual Commissioner: A software tool to
assist both commissioners and service providers

This appendix describes a tool developed by West Midlands Strategic Health Authority and its partners to support the
commissioning process.

Commissioning and service modernisation
e The health care commissioning process requires careful attention in that it spans the clinical and management
issues ranging from identifying the need for care and treatment, to the monitoring of standards in the services
made available.

e This process is just as relevant for commissioning of mental health services as it is for acute (surgical, medical
etc) specialities.

e Mental health services are being modernised in a concentrated and intensive way. Delivering benefits to
service-users, their families and carers through the implementation of new service models continues to be the
focus of both PCTs and Provider Trusts.

This work and its planned achievements is typically expressed in the Local Delivery Plan (LDP).

Software to assist, and its principal functions
® So the need for a robust commissioning process becomes ever more important. This software can be used in
that part of the local process that requires a ‘contract / service level agreement’ to set out what services are to
be provided over the period under review; and how these will change at agreed times as part of the service
improvement / service modernisation actions.
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e The software has four principal functions and uses;

— its design is consistent with that of the National Mental Health Service Mapping and Finance Mapping
exercises which cover all parts of the English N.H.S.

— it works as a project planning and monitoring tool so that changes, either proposed or agreed, for
current services can be shown. Current services are set out in activity and finance terms, and staffing data
can also be added if required.

— the potential impact that one change in service provision may have on another can be modelled and
incorporated in to the ‘project plan’.

— the risks relating to the ‘contract/service level agreement’ and all of the associated service improvement
changes can be built into the commissioning project plan. Any risk described in this function is also
expresses in financial terms (‘how much will it cost to ‘buy-out’ this risk?’).

The software and its uses

The tool will neither solve problems nor generate a strategic direction for service delivery, but it provides a project
framework for setting out proposals, to take into discussion, or for confirming joint agreements. In this way the LDP
can be directly built into the patterns of current services and can cover either one year, or all three.

By using the service and financial mapping data in combination, and adding the associated staffing data if required,
then the effect of agreed and timed changes on the (annual) cost, activity, and manpower, can be quickly and easily
seen through the standard reports generated by the tool.

Each change is readily entered into the project framework at its planned implementation date, and so the individual
and collective effect on cost, activity, outcome, staffing are produced.

Each time a ‘main change’ is made to a current service the tool encourages careful and deliberate consideration on
the effect this will, or could, have on other services. This function is built-in to avoid the framework having a simple
‘incremental’ approach to service change.
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Each service line in the project framework (the same structure of ---lines as in the maps) has a prompt / text box
which offers the facility of encouraging a range of other service-lines to be considered for change. For example, a
service change relating to the introduction of part of an early intervention service might prompt a consideration of
the impact on: CMHT (activity); drug prescribing (costs); in-patient facilities. Each impact can be expresses in text form
plus cost / activity / outcome as required.

Often these impacts will carry a level of risk and in considering the extent of risk it may have lead us not to change
that affected service and so avoid any risk - for example, not actively planning to close in-patient facilities as a result
of a crisis resolution service becoming established locally.

The software allows a value to be put on the risk associated with any change, and this is particularly useful for risks
linked to ‘impacted services’. The standard report on ‘risks’, linked to individual changes or a whole year, provides a
schedule of the type of risk, and the estimated cost of reducing or avoiding them; perhaps a useful tool when
negotiating proposals for change.

Moving forward and using the software

PCTs and NHS Trusts involved in commissioning and delivering mental health services are currently monitoring the
LDP year 1 position and reviewing the Years 2, 3 outlines as these come closer to being the ‘new Years 1, 2’; and
preparing the updates for the service mapping and financial mapping exercises as part of the National Mental Health
Autumn assessment for 2003.

The software provides a valuable tool for all parties to use in the preparations for such joint reviews and discussions,
and for project planning the agreements that will certainly result.

For further information contact: David Clarke
Email: david.clarke@wmsha.nhs.uk
Mobile phone: 07939 037339
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