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Crisis & Liaison Network
March 2018
Humber, Coast & Vale STP:
Crisis & Liaison Workstream

Claire Holmes
Interim Transformation Lead Humber NHS FT

Background
Crisis & Liaison is one of the priorities for the Mental Health HCV
STP along with:
 OOA acute & specialist placements
 Dementia
 Community mental health services
 Secure care
 Perinatal MH
 The crisis & liaison workstream was established in November
following an UECN event in September 2017
 There have been 4 meetings to date. A range of representation
from the 4 providers (HFT, Navigo, RDASH & TEWV), CCGs,
police & LAs.

Challenges & How We Overcame Them
As with every other STP there is the capacity issue and travel time
which inevitably impacts on attendance. To try deal with this the
meeting was set up to run straight after the OOA workstream
(already in place) as there were a number of us that attended both.
However we found that people were leaving the C&L workstream
early. At the Feb meeting we decided to change both of these
meetings to bi-monthly face to face with a webinar in between
meetings in order to keep momentum going.
The workplan for C&L has the potential to be massive given the
subject area so we agreed that the focus would be on adults and
that we would prioritise a few areas.

Priorities
The priorities for the group are:
 Oversee the BHBPOS applications for the STP area. 5 were
received; feedback given and all were supported.
 Monitor MH liaison wave 1 bids (TEWV & HFT) and oversee cases
for recurrent funding
 To support and guide further applications for wave 2 across the
STP footprint learning from wave 1
 Review the capacity of existing CRHT services across the STP
 Monitor the impact of A&E liaison frequent attender programmes
across the STP
 To review the effectiveness of all of the crisis care concordats in the
STP, monitor action plans and identify joint working opportunities
 Share models of good practice including around different crisis
models
 Review the impact and ability to deliver in practice following release
of the guidance for urgent & crisis MH community standards

Work plan
Month

Task

Dec 2017

Overview of the Crisis Care Concordats in the STP (excluding York)
provided by Humber Police rep.
Review of BHBPOS bids.

Jan 2018

Presentation and discussion re the new Policing & Crime Act by NHSE
rep.
Presentation of the new Crisis Community standards and on CRHTs;
scoping of each CRHT service in the STP.

Feb 2018

Presentations around crisis models of care (non- statutory); HFT
provided evaluation of Crisis Pad service in Hull

April 2018

Wave 1 MH Liaison updates: TEWV & HFT
Discussion re wave 2 bids

May & June Presentations from CRHT fidelity model peer reviews. This task was
agreed at the Jan meeting and will feed into the crisis network
meeting.
Future meeting will include suicide prevention: PHE representative.

Opportunities
 Ability to share good practice, lessons learned is obvious and to
understand what services are available in other areas. HFT for
example has shared its evaluation of the Crisis Pad service in Hull
across the STP.
 Ability to work together and involve clinicians to improve services
for example peer reviews re CRHT fidelity. 2 providers will “buddy
up” to review each other’s service. This will also provide more focus
on CRHT services; identify good practice, gaps and issues which is
important with the introduction of the new standards particularly
where there may be funding shortfalls.
 Work as a collective group to solve a common problem for example
the C&L workstream has been discussing documentation re MH
liaison. Each provider has had difficulty in this regard and has been
tied by organisational risk & governance issues. But it is now being
raised through the Liaison clinical network and NHSE is aware so
can support this development.

Thankyou for listening.
Any questions/ comments?

Claire.holmes8@nhs.net
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South Yorkshire & Bassetlaw ICS
Marie Watkins
Senior Manager
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15

Liaison mental health
 Task and finish group set up to develop workplan
 Joint workshop held with acute colleagues on
service model design
 Workshop on workforce which fed into the
development of the SYB mental health workforce
strategy
 Workshop on outcome measures planned
 Work will continue in ‘place’ in 2018/19, with
networking / sharing best practice support
16

CYPMH crisis pathway
 Analyse activity across SYB to identify gaps and
opportunities and define standards
 Improve intensive home treatment and other
community crisis services
 Reduce Tier 4 admission and eliminate out of area
placements
 Explore opportunity for new care model
development

17

Integration with UEC workstream
 Concern about creating new silos and recognition of
the contribution of mental health service
developments to reducing pressure on UEC system
 Tasked project manager with picking up the overlap
between mental health and UEC workstreams
 Liaison mental health, paediatric liaison, better
management of patients with dementia on acute
wards, reduction in DTOCs…
 Joint mental health and UEC workshop being
planned
18

19
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West Yorkshire & Harrogate STP
Jo Gott, Head of PMO, Business Support &
Improvement
Bradford District Care Trust
Mark Vaughan, West Yorkshire Mental Health
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Care Closer to Home:
March 2018 Update
Mark Vaughan – West Yorkshire Mental
Health Programme
Jo Gott – HoPMO and Business Support &
Improvement, BDCFT

Care Closer to Home Vision
An enhanced 24/7 community model for acute/crisis mental
health services for patient care that enables care closer to home.
Aligned with our single point of access and partnerships with
Local Authority, voluntary sector, other statutory and third party
providers.

Outcomes and Improvements
• No Acute OOA placements 36 months

• Reduction in MH attendance at A and E
• Reduction in use of s136

• Reduced average length of stay
• Reduction in DTOC
• Diversion from custody + reduced use of cells

WY OOA STP Baseline Position
• October 2017, BDCFT were asked to lead on the
OOA plan for WY
• High numbers of OOA in LYPFT and SWYPFT

Aim:
• To manage the OOA beds within WY footprint
• Set up an operational policy to describe the process of
daily bed management
• Utilise the Criteria Led Discharge Tracker across the
system
• Prevent admissions and promote discharge

The Process
• Utilised the NHSi 90 day approach to rapidly change the
offer across the STP
• Established the baseline (17th Oct 2017 we had 28 people
OOA). This was equivalent to one trip totalling 1686 miles
from local provision.
• Set up weekly telecalls to review the OOA
• Held an STP event November 2017
• Introduced the Criteria Led Discharge
• Agreed the need for an OOA operational policy
• Wrote an overarching memorandum of understanding
• December, integrated the ops policy to include PICU
• Safer Spaces network established.

Breakdown of Regional Placements:

National Placements:

All OOA – end of February
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Next steps …
• Peer review of community services
• Establishing capacity for PICU step down in line
with NAPICU guidance
• Extending Criteria Led Discharge across all 3
providers
• Learning from services in Cheshire and the Wirral;
and Northumberland Tyne and Wear who have
been successful in addressing their own OOAP.

Yorkshire and the Humber
Mental Health Network

Mental Health Act Review
Viral Kantaria
Senior Programme Manager, Adult
Mental Health
NHS England
www.england.nhs.uk

Mental Health Act Review and s136
Viral Kantaria
Senior Programme Manager, Adult Mental Health
NHS England

Yorkshire and the Humber Urgent &
Emergency Mental Health Network
Leeds, 7 March 2018
www.england.nhs.uk

Independent MHA Review
• Commissioned by the Prime Minister with two specific concerns in
mind:
o Rising dates of detention
o Disproportionate detention of people from BAME communities –
particularly black men
• Chaired by Prof Sir Simon Wessely, former RCPsych President
• Evidence gathering phase ongoing (academic, data, public call)
• Interim report establishing priorities due this spring (soon!)
• Final report to be published this autumn
• Very challenging timescales
• Over 1,500 responses to service user and carer survey
• Significant stakeholder engagement through Advisory Group and
other reference groups e.g. service user & carer group, African
Caribbean group, BAME focus groups
www.england.nhs.uk

MHA Review – some topics under
consideration
•
•
•
•
•
•
•
•
•
•
•

Patient autonomy
Procedural safeguards
Family/carer involvement
CTOs
Discharge and aftercare
CYP
LD/autism
Interface with MCA/DoLS and reform proposals
Criminal Justice System and Part III
Policing
Compatibility with human rights legislation

www.england.nhs.uk

NHSE work on MHA
• Supporting Review through Working Group membership
• Interaction between Review and FYFVMH transformation priorities
• Need to test ‘implementability’ and potential resource
implications of emerging Review proposals
• Involvement in CQC-led evaluation of 2015 MHA Code of
Practice over coming months
• 31 October letter to regions, CCGs providers re: s136 changes
that came into effect on 11 Dec 2017
• Work with police and regional teams around s136 and legislative
changes (more to follow…)
• Enormous challenge around MHSDS MHA data quality and
completeness following transition between official national datasets
– plenty of work required across national bodies to support local
improvements which will accelerate in 2018/19
www.england.nhs.uk

MHSDS MHA data
•
•
•

•

2016/17 first year for which MHSDS official source of MHA data
16/17 NHS Digital annual MHA report showed major data quality and
completeness issues, as expected
Transition has allowed NHS Digital to show there may have been significant
duplicate recording of detentions in the past when an individual was
transferred between hospitals
Huge analytical opportunities with patient-level data e.g.
 Looking at repeat detentions of same individual
 Triangulating MHA data with other patient journey data
 Demographic-based analyses

www.england.nhs.uk

Triangulating data on
the use of Section 136

Data for the North region
March 2018
www.england.nhs.uk

Policy Context
•

•

•
•

•

•

Recent legislative changes came into effect in December 2017
through
Policing and Crime Act 2017 (see 31 October NHSE/I letter:
https://www.england.nhs.uk/mental-health/resources/#changes-s135-s136)
MHA review ongoing; reconvened national Crisis Care Concordat Steering
Group met in December 2017; agreement to work with the police nationally
to monitor how changes are bedding in
Home Office data for 2016/17 the first time shows us why police custody
was used and where
This analysis triangulates NHS Digital data with Home Office policing data
and CQC data on health-based places of safety up to 16/17 to build a
picture over time
Regional slidesets are draft and we intend to:
 include Annex mapping police force areas to STPs
 highlight areas where there appear to be commissioning gaps (which
may have since been addressed)
 overlay details of where we know triage schemes are operating
Next phase is two-fold:
• Overall MHSDS MHA data quality – analysis to shed light on providerlevel situation
• Analytical work to be discussed with AACE and HO about conveyancing
www.england.nhs.uk
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Reported use of s136 per 100,000 population

•
•

Whilst data from other areas shows some volatility over the period, the North region data has
remained relatively stable over the period
The North consistently reported lower usage of s136 per 100,000 population than the
England figure.

www.england.nhs.uk
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Reported use of s136 on people under 18, per
100,000 population

•
•

Slight reduction in 2014/15, but general increase in use of s136 on people under 18 over the
period.
The North generally reported lower usage of s136 on people under 18 per 100,000
population than the England figure.

www.england.nhs.uk
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Reported uses of s136 to a police station,
per cent of total s136 use

•
•

Like the other regions, there has been a consistent decrease in use of police stations as a
place of safety in the North across the period.
Unlike other regions, this downward trend has not levelled off in the North between 15/16 and
16/17.

www.england.nhs.uk
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Reported uses of s136 on people aged under 18
taken to a police station

•
•

Like many of the other regions, there has been a consistent decrease in use of police stations as a
place of safety in the North across the period.
Unlike other regions, this downward trend has not levelled off in the North between 15/16 and
16/17.

www.england.nhs.uk
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Reported uses of s136 on people aged under 18
taken to a police station
Region
North
North
North
North
North
North
North
North
North
North
North
North

•

Police Force
Cheshire Constabulary
Cleveland Police
Cumbria Constabulary
Durham Constabulary
Greater Manchester Police
Humberside Police
Lancashire Constabulary
Merseyside Police
Northumbria Police
North Yorkshire Police
South Yorkshire Police
West Yorkshire Police

2013/14
*
*
*
*
*
*
*
*
*
20
10
10

2014/15
0
0
3
1
0
1
0
0
4
5
5
6

2015/16
1
2
0
0
2
0
0
0
0
0
0
4

2016/17
0
0
0
1
0
0
0
0
0
0
0
1

Data for 2013/14 was rounded and supressed – any value between 0 and 4 was replaced
with an ‘*’

www.england.nhs.uk
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Uses of s136 to a police station due to no HBPoS capacity,
per cent of total s136 to police station (2016/17)

•
•

Nationally, just over half of all uses of s136 to a police station were due to no capacity at a HBPoS.
This was only three per cent in the North, although three police forces reported a significant number
of ‘reason not known’ for use of cells (Durham: 12/18; S Yorks: 21/21; W Yorks: 20/20)

www.england.nhs.uk
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Reported HBPoS capacity on 7/8/2017 per
100,000 population

•
•

The North reported the highest HBPoS capacity
The HBPoS capacity across England is less than one bed for every 200,000 people (before
taking into account age specific places of safety)

www.england.nhs.uk
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Yorkshire & Humber police forces – 16/17 data
Police force Use of
area
custody
(all
ages)

Use of
Reasons for use of custody (all ages)
custody
(u18s)

Humberside

3 (0.3%)

0

3 – joint risk assessment (violent)

Lincolnshire

89
(9.9%)

4 (20%)

89 – not known

N Yorks

38
(4.2%)

0

23 – substantive offence; 5 – joint risk
assessment (violent); 5 – other; 2 – no
capacity at HBPoS; 2 – refused admission
to HBPoS; 1 – not known

S Yorks

21
(2.3%)

0

21 – not known

W Yorks

20
(2.2%)

1 (5%)

20 – not known

England
898
total (40
(100%)
www.england.nhs.uk
forces)

20
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DRAFT Key Lines of Enquiry 1/2
• Is real-time data from the police and AMHPs being
used regionally/locally?
 Are 16/17 trends continuing?
 Are problem areas still problematic?
 Have things improved throughout 17/18?
 What, if anything, has changed since the
legislative changes came into effect on 11 Dec
2017?
 Have these changes led to particular additional
pressures i.e. around:
Use of cells/HBPoS capacity?
Maximum period of detention now 24hrs?
Police officers being able to consult a
healthcare professional (‘where practicable’)?
www.england.nhs.uk
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DRAFT Key Lines of Enquiry 2/2

• Do you have a relationship with a regional
policing lead? (consider potential interactions
with NHSE Health & Justice lead, Regional
Police Healthcare Board)
• Would you welcome any particular national
support?
• What would national support look like in its
most useful form?

www.england.nhs.uk
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Time for a break?

Back in 15 minutes please!
www.england.nhs.uk

Yorkshire and the Humber
Mental Health Network

Welcome Back!

www.england.nhs.uk

Yorkshire and the Humber
Mental Health Network

NHSE National update

Bobby Pratap Senior Programme
Manager, Adult Mental Health
NHS England
www.england.nhs.uk

Adult Mental Health Crisis and Acute
Care: NHS England’s national
programme
Bobby Pratap, Senior Programme Manager, Adult Mental Health Care
Adult Mental Health
Mental Health Clinical Policy and Strategy Team
NHS England

Contents
1. Background, investment and policy context
2. Urgent and emergency community mental health care
3. Crisis Resolution & Home Treatment Teams
4. Acute mental health care, including out of area
placements
5. Urgent and emergency mental health liaison in
general hospitals
6. A&E and Mental Health CQUIN

7. Annex: Modelling financial benefits of liaison mental
health
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1. Background, investment and
policy context

Policy Context:
Two key documents published in February 2016 which have shaped the
National Crisis and Acute Care programme
Old Problems, New Solutions: Improving Acute
Psychiatric Care for Adults in England
A report from the independent Commission on Acute Adult
Psychiatric Care

The Five Year Forward View for Mental Health
A report from the independent Mental Health Taskforce to the NHS in
England
• Recommendation 17: By 2020/21 24/7 community crisis response across all areas that
are adequately resourced to offer intensive home treatment, backed by investment in
CRHTTs.
• Recommendation 18: By 2020/21, no acute hospital is without all-age mental health
liaison services in emergency departments and inpatient wards, and at least 50 per cent
of acute hospitals are meeting the ‘core 24’ service standard as a minimum.
• Recommendation 22: Introduce standards for acute mental health care, with the
expectation that care is provided in the least restrictive way and as close to home as
possible.
• Eliminate the practice of sending people out of area for acute inpatient care as a result
of www.england.nhs.uk
local acute bed pressures by no later than 2020/21.

Spending Review 2015 – Headlines for Crisis & Acute Care
“By 2020, there should be 24-hour access to mental
health crisis care, 7 days a week, 365 days a year –
a ‘7 Day NHS for people’s mental health’.”
•

over £400m for crisis resolution and home
treatment teams (CRHTTs) to deliver 24/7 treatment
in communities and homes as a safe and effective
alternative to hospitals (over 4 years from 2017/18) £69m is available through CCG baselines between
2017-2019, distributed on a ‘fair shares’ basis.
Indicative information suggests that this uplift is not all
being spent on CRHTTs – have you seen extra
investment in your area?

•

£249m for liaison mental health services in every hospital emergency department
(over 4 years from 2017/18); (centrally targeted funding)

•

£15m capital funding for Health Based Places of Safety in 2016-18 (non-recurrent)
www.england.nhs.uk
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Refreshed planning guidance for 2018/19: expectations
for mental health funding
•

Now expect universal adherence to the Mental Health Investment Standard (MHIS) at individual CCG
level. Each CCG’s investment in mental health in 2018/19 should rise at a faster rate than their overall
programme allocation growth.

•

Additional resources made available to CCGs for 2018/19 in response to some operational challenges in
delivering FYFVMH savings at the pace originally envisaged.

•

It is for CCGs to determine locally the expenditure required to deliver the standards set out in the FYFV based
on their baseline performance, local need etc. Allocations must be spent on the purposes for which they
were originally intended and cannot be used to cross-subsidise other services or supplant existing
spend.

FYFVMH investment profile (in CCG baselines) for Crisis Resolution and Home Treatment

www.england.nhs.uk

17/18

18/19

19/20

20/21

Net

£43m

£26m

£6m

-

Expected
savings for
reinvestment

£0

£64m

£135m

£168m
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Finance Planning – Further Details
National Support
•

The National team will provide a revised table showing the
national costing of the implementation plan and the
expected savings over the period. This table will clarify net
amounts of funding allocated to CCGs baselines at a
national level and additional funding. Local areas should
use this table for their planning and calculations.

•

National finance colleagues will provide a breakdown of the
indicative allocations at CCG level for transformation
funding that is going into CCG baselines for CYP and CYP
eating disorder services.

•

National finance colleagues will also confirm the
mechanism for delivering the new MHIS commitment
via independent verification, as this is still being worked
through.

•

NHS England and NHS Improvement to widen data
collection and link financial data and operational
performance. A first cut of the triangulation of NHSI mental
health provider income and NHSE mental health
expenditure will be reviewed as part of the planning
process. This will help to estimate variance between
planned and actual spend.

•

A finance planning guidance and FAQ will be available
shortly.
59

Upcoming national guidance on crisis and acute mental
health and increased transparency
New national guidance
•

During 2016/17 multi-agency expert reference groups have developed new national
policy guidelines for crisis & acute mental health care

•

Guidance will contain minimum service expectations and aspirational benchmarks for
all areas to work towards – currently undergoing impact assessment prior to publication

New data collection and transparency
•

CCQI: quality assessment and improvement scheme
on quality of care, interventions, outcome
measurement: with reports for teams on strengths and
gaps

•

NHSE national audits on functions and workforce
(e.g. CRHT and Liaison mental health surveys)

•

Overhauling Mental Health Services Dataset
(MHSDS) – unprecedented data on activity /
performance
www.england.nhs.uk
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2. Urgent and emergency
community mental health care

Policy context and key statistics
CQC thematic review on crisis care, 2015:
• Only 14% of people had a good experience of crisis care
• Fewer than 50% of areas offering 24/7 access to urgent & emergency mental health services
• Only 36% of people with mental health needs report a positive experience of A&E
• Clear imperative for a minimum offer of high-quality, 24/7, timely, expert response for people
experiencing a mental health crisis both in and out of hospital
•

Many high profile policy initiatives dependent on improvements to urgent and emergency mental
health system, including: Five Year Forward View, 10% suicide reduction ambition, Mental Health Act
review, Policing and Crime Act 2017, elimination of out of area placements, urgent and emergency care
programme, Crisp Commission, Crisis Care Concordat, repeated coroners recommendations

•

Mental health attendances to A&E are rising rapidly. Official data suggests that from 2011-12 and 2015-16 the
number of patients attending A&E with a recorded primary diagnosis of mental health, rose by nearly 50%.

•

Massive variation and under reporting of MH activity in general hospitals as it relies on diagnostic coding
which is often not possible to do in A&E. For example: 27% of hospitals- including some very large and busy
A&Es reported 0 MH attendances in 16/17 – which is not credible!

•

Behind this is likely to be a vast amount of further underlying, often unidentified mental health need in hospitals
for people presenting with physical health reasons. 65-75% of the most frequent attenders to A&E are likely
to have mental health needs (either primary or underlying).

•

People with mental health needs 3x more likely to attend A&E than general population, and 5x more likely
to have an emergency admission to acute hospitals



Evidence suggests high demand ‘out of hours’:
 most MH ED attendances between 5pm and midnight (Royal College of Emergency Medicine);
 most mental health admissions via EDs are between 10pm and 7am (CQC)

62

Urgent and emergency mental health system
24/7 mental health liaison
teams in A&E & general
hospital wards

Ideally people should be
cared for in the community
but when people do need A&E,
there should be a 24/7 expert
mental health response on site

24/7 community crisis response
and 24/7 intensive home
treatment + alternatives to A&E
(eg crisis cafes)

Some areas have demonstrated success in
meeting urgent & emergency mental health
needs out of hospital. Not only are people
reporting positive experience, but they have
seen significant reductions in A&E attendance
and inpatient admission

Ensuring police and
ambulance have 24/7 access
to 24/7 MH expertise

Without community options or
access to 24/7 MH services,
police and ambulance often have
no choice but to:
• take people to A&E
• take people to police custody
• detain under Mental Health Act

A&E is appropriate when:
• People have mental &
needs
physical needs (e.g.
overdose)
• When there is no other
option available to meet
urgent needs

Primary, community and social mental health services to prevent crisis and support
63
recovery

What should the whole system of urgent and
emergency mental health care look like?

www.england.nhs.uk
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Case study: Cambridge & Peterborough First
Response Service + Sanctuary – 24/7 open access
Support, advice on the
phone
24/7 MH
point of
access teletriage with
clinical
supervision
Around 350
referrals per
week

Activity in first 6 months of FRS
•
•
•
•
•

25% reduction in A&E MH
attendances
19% reduction in emergency
admissions
26% reduction in ambulance
see, treat, convey
39% reduction in OOH GP
45% reduction in NHS111

Referral to sanctuary run
by mind

80% of
referrals

Referral to primary /
community MH service
Face to face assessment
within 4hrs for
urgent/emergency MH
referrals

17% of
referrals

Costs: £3,005,092
Savings: £2.5-£4.8m
~0.8-£1.60 financial saving to CCG for £1 invested

Patient experience
• 72% of people report a good or excellent experience of
the first response service.
• This compared to only 14% of people nationally who report
a positive experience of crisis services (CQC, 2015)
65

Case study: Cambridge & Peterborough (continued)
Impact on crisis and acute mental health system pressures?
Local staff report that the FRS allows earlier intervention and signposting people to appropriate
‘pre-crisis’ services, such as benefits advice, voluntary sector, sanctuary. This allows specialist
staff to carry out mental health crisis assessments rapidly for people who need it, and ensures
people are more likely to being cared for in the right place. Possible indicators of this are:
•
•
•

Face to face assessment within 4hrs for people with urgent/emergency MH needs
c20% reduction in home treatment team caseloads (ensuring right people are on
caseloads, people who need it are getting more intensive care)
No out of area placements for adult acute mental health (suggesting local acute system
pressures being managed). FRS may be one contributing factor towards this.

First response single point of access with links to other local services

Sanctuary is a preferable environment to A&E
for many people with mental health needs

Aldershot safe haven – independent evaluation (1/2)
A place for individuals to drop in without an appointment, operates from 18:00-23:00
Monday to Friday and 12:30-23:00 at weekends and bank holidays, 365 days a year.
Annual running costs £237,000

48% decrease in ED attendances of cohort of 92 people for whom data
could be obtained

• 13% of people attended in crisis,
• 56% attended the service to prevent
themselves from escalating into crisis
• 23% were recorded as presenting at
the service for social reasons

Average reduction of 16% in admissions to acute in-patient
psychiatric beds in the Safe Haven service catchment area.

96% of the service users completing the survey
stated that they were likely, or extremely likely,
to recommend the service to their family or
friends.

Full evaluation document here
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Aldershot safe haven – economic evaluation (2/2)
• If the Service prevented only 5% of the 552 crisis attendances from resulting in a psychiatric admission (with an
average length of stay of 42.2 days), this would equate to £439,088 in costs avoided (Aug 16 – July 17).
• To cover the annual cost of £237,000 the service would need to prevent 15 admissions per year (or just over one
admission per month).
• There may also be avoided costs related to other health services, for example GP attendances or community
mental health resources, and attendances to A&E that may have converted into an emergency admission
• There will also be cost savings related to the reduction in section 136 detentions (that could also result in
admission avoidance)).
• The benefits calculated in this example do not even consider the impact of the much greater number of people
attending to prevention escalation to crisis.
Assume 13% of
attendances
(‘crisis’
attendances) to
Haven would
otherwise have
attended A&E

ED attendance costs
avoided £72,864
(£132 per ED
attendances x 552
crisis attendances)

If only 5% (27.6) of the 552 ‘crisis’ attendances are prevented
from turning into MH admissions

Table of costs used locally:
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3. Crisis Resolution & Home
Treatment Teams
FYFV Deliverable: By 2020/21, NHS England should expand Crisis
Resolution and Home Treatment Teams (CRHTTs) across England to
ensure that:
- a 24/7 community-based mental health crisis response is
available in all areas
- these teams are adequately resourced to offer intensive home
treatment as an alternative to inpatient admission.

Crisis Resolution Home Treatment Teams (CRHTTs) –
what are the key functions?
Urgent and emergency
community mental health
assessment

Intensive home treatment
•

Short term

•

Accessible 24/7

•

As many visits as necessary (likely 2-3
times per day initially)

•

Length of visit to meet people’s needs
and offers therapeutic care

•

Range of interventions / Multi-disciplinary

• Management of immediate risk

•

Support for families & carers

• Gatekeeping function

•

Facilitate early discharge from inpatient
care / post-discharge follow up

• Accessible 24/7
• Rapid assessment in the community
for urgent and emergency referrals
• Initial treatment package (medical &
brief psychological interventions)

• Open / self-referral?
The UCL Core study has a 39 point fidelity
scale for teams to assess themselves against
www.england.nhs.uk
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What is a good quality urgent & emergency mental health response?
•

Rapid response for people with urgent
/ emergency needs

•

As well as the initial emergency
response to a crisis, services should
ensure continuity of care (this could
include further assessment if
necessary, for example to complete a
biopsychosocial assessment)

Professionals should:
 provide a kind, compassionate and
empathetic response
 plan for the short-term safety of the
person, if necessary
 undertake an initial risk
assessment
 plan appropriate observations for
both mental and physical health
 access any existing mental health
Plan, where available
 notify the local authority if the person
is an ‘at risk’ adult or older adult.
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Ambitions for every person in the acute mental health pathway (inpatient
care and home treatment teams)
On the first day of acute care
1. An initial review of physical health to be made. This is an initial assessment of possible
needs, including substance use.
Within two to three days of the start of acute care
2. A care plan to be initiated jointly with the person.
3. A Care Act 2014 - compliant assessment to be completed to identify any social care issues.
4.The discharge destination to be considered, particularly for people with housing needs.
Throughout the episode of care
5. Access to daily meaningful and recovery-focused activities while receiving care.
6. Daily one-to-one face-to-face time with a care professional, ideally someone the person
knows. The frequency may reduce towards the end of a home treatment episode (in
agreement with the person).
7. Feedback on the person’s experience of the service to be sought, to improve the delivery of
care.
8. Review of physical health care needs as necessary.
After discharge
9. Follow-up after discharge from an acute mental health inpatient setting to be made within
48 hours. This requires direct contact with the person, ideally in a face-to-face meeting.
www.england.nhs.uk
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What do we know about access to CRHTTs – selected
stats from UCL survey, 2016
Access and response times
• 45 % have locally set targets to commence an assessment in under 4 hours
• 43% of teams are open to self-referral

% teams

CRHTT 24/7 offers
100
90
80
70
60
50
40
30
20
10
0
Adults

PR

PSCSU

92.6

91.1

ANRNH
S
84.7

PR

ANRH

VCSAH

67.4

69.5

Phone referral

PSC Phone Support to
SU current CRHTT
Service Users
AN Assessment of
RN New Referrals on
HS NHS premises
AN Assessment of
RH new referrals at
home
VCS Visit current
AT CRHTT Service
users At Home
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How does this translate to local data on CRHT functions?

Trust

MH Trust 1

Accept
selfreferrals
24/7 home from new
HTT Team/ Catchment area treatment patients?
Anonymised

Y

Y

Y

Y

0.59

Anonymised

Y

Y

N

Y

0.63

Anonymised

Y

Y

N

Y

0.51

Anonymised

Y

Y

N

Y

0.65

N

Y

N

N

0.57

N

Y

N

N

0.66

Y

Y

Y

Y

0.84

N

Y

N

N

0.38

N

Y

Y

N

0.65

N

Y

Y

N

No data

Anonymised

N

N

N

N

0.66

Anonymised

N

Y

N

N

0.44

Anonymised

Y

Y

N

Y

0.47

Anonymised
Anonymised

MH Trust 2

Anonymised
Anonymised
Anonymised
Anonymised

MH Trust 3

4 hour
target for 24/7 FTE staff
new
crisis to upper
assessmen assesm caseload
ts?
ent? ratio
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Case studies: well performing CRHTTs meeting core functions

• Sunderland Initial response
service with big focus on
reducing clinician admin
including digital dictation service
that clinicians credit as key
enabler of successful service
• Bradford First Response
service, Haven – whole system
approach including acute,
community, social care and
police services
• Cambridge & Peterborough has
replicated Bradford crisis model,
including Sanctuary - mental
health attendances at all three
EDs in the area have reduced
by 20%

www.england.nhs.uk
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Case studies: well performing CRHTTs meeting core functions

www.england.nhs.uk

•

2gether NHS Foundation Trust:
Hereford Crisis Assessment and
Home Treatment Team

•

Central and North West London
NHS Foundation Trust: Westminster
Older Adults Integrated Community
Mental Health and Home Treatment
Team

•

Rotherham Doncaster and South
Humber NHS Foundation Trust
(RDaSH): CRHTTs
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4. Acute mental health care, inc.
out of area placements
FYFV Deliverables:
- the practice of sending people out of area for acute inpatient care
due to local acute bed pressures eliminated entirely by no later
than 2020/21
- standards for acute care introduced

- full response to the Independent Commission on Acute Adult
Psychiatric Care, established and supported by the Royal College
of Psychiatrists

Ambitions for every person in the acute mental health pathway (inpatient
care and home treatment teams)
On the first day of acute care
1. An initial review of physical health to be made. This is an initial assessment of possible
needs, including substance use.
Within two to three days of the start of acute care
2. A care plan to be initiated jointly with the person.
3. A Care Act 2014 - compliant assessment to be completed to identify any social care issues.
4.The discharge destination to be considered, particularly for people with housing needs.
Throughout the episode of care
5. Access to daily meaningful and recovery-focused activities while receiving care.
6. Daily one-to-one face-to-face time with a care professional, ideally someone the person
knows. The frequency may reduce towards the end of a home treatment episode (in
agreement with the person).
7. Feedback on the person’s experience of the service to be sought, to improve the delivery of
care.
8. Review of physical health care needs as necessary.
After discharge
9. Follow-up after discharge from an acute mental health inpatient setting to be made within
48 hours. This requires direct contact with the person, ideally in a face-to-face meeting.
www.england.nhs.uk
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Eliminating acute mental health out of area placements (OAPs)
•

In their reports published last year, both the Commission on Acute Adult
Psychiatric Care and the Mental Health Task Force called for an end to the
practice of sending acutely ill people long distances for treatment, which leads
to poor patient experience, outcomes and unnecessary costs to the NHS.

•

We have committed to eliminating the practice completely by 2021 for those
requiring non-specialist acute care.

Out of area
placements are an
indicator of a
whole mental
health system
under pressure, not
simply the result of
too few acute mental
health beds.

www.england.nhs.uk
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Adult acute out of area placement national data
Headline Q3 data
Inappropriate
OAP days

Inappropriate
OAPs started

Costs of
inappropriate
OAPs

Avg cost
per OAP
bed day

% OAPs
with an
external
provider

% with
private
provider

60,265

2000

£24,785,328

£540

88
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NHS / Private OAPs activity

•

•
•

OAP days

Costs

OAPs with LoS
>31 days

OAPs with
distance of 100km
or greater

NHS

20,297

£3,713,930

124

62

Private

50,909

£22,879,200

308

739

The table shows that:
•

over 70% of all OAP bed days are in private sector beds

•

these placements account for over 85% of the recorded costs

•

they also tend to have longer lengths of stay

•

and require people to travel further from their homes (Q2 data suggests over 10 times
more likely to travel over 100km).

This money could be better spent on strengthening local mental health provision
NHS Digital publish OAP data monthly and all reports can be found here
www.england.nhs.uk
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Data quality efforts over the past year – OAP bed days

No. of OAP days in the England region

72,911
66,489
55,503

67,550

Total OAP days

76,455
71,206

57,908

67,891

www.england.nhs.uk

68,655

65,610

61,975

63,145

58,935

60,265

Inappropriate
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Case studies: Eliminating OAPs through whole system management

www.england.nhs.uk



Sheffield – blog from clinical lead, Dr Mike Hunter –
now associate national clinical director at NHS
Improvement. Further detail can be found here.



North East London Foundation Trust – NELFT has
eliminated out of area placements for many years,
with one of the lowest bed bases in the country through investment in community services and
intensive focus on acute pathway management.



Leeds and York Partnership NHS FT: Efforts
underway in ‘Leeds mental health flow’ project with
write up of the how the whole system is coming
together to reduce out of area placements to save
£1.5m for the local health economy.



Bradford: adopted an approach with similar
principles to Sheffield. Highlights include:


Vital partnership working with social care and
local authority services to reduce delayed
transfers of care, mental health act detentions,
admissions and recovery in the community



Whole system approach to eliminating out of
area placements in Bradford.



Focus on acute inpatient ward flow, DTOCs,
including a 10 point discharge tracker (below):
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Key questions for local systems seeking to address OAPs - taken from areas
who have successfully transformed their acute mental health systems
Whole system priority
1.
Agreement at all levels that OAPs are a priority / Board-level responsibility
2.
Clinical and/or Service Director who is personally responsible
3.
Whole system coming together in partnership to redesign pathways and agree processes – inpatient staff,
CRHTTs , social care, AMHPs, CMHTs, voluntary sector, patients, IAPT, primary care
4.
Financial risk/benefit sharing agreement between providers and commissioners
5.
Long-term planning – whole system transformation may take over 2 years to sustainably and safely
eliminate OAPs
NHS and LA service provision
6.
Strengthened core community mental health services
7.
Ensuring a system-wide approach to 24/7 crisis and home treatment services that interface with key
external stakeholders, particularly A&E, police and ambulance
8.
Investing in alternatives to admission through innovative models such as crisis recovery cafes and intensive
home-based services.
9.
Well resourced, personalised social care packages, AMHPs integrated with NHS teams
10. Housing, including specialist supported housing for mental health
Intensive focus on pathways, length of stay, bed management, patient ‘flow’
11. Admissions are therapeutic and purposeful (not simply risk-driven ‘containment’)
12. Discharge supported by high quality community services that are engaged in discharge planning from the
point of admission
13. Use of real time data, including info on bed availability, capacity of HTTs, alternatives
14. Info on patients who have passed discharge dates, reviews / new discharge dates
15. Principle that bed / HTT must always be available where that is the right choice - similar bed management
approach to HTT as for inpatient beds
www.england.nhs.uk
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5. Urgent & Emergency Liaison
Mental Health

www.england.nhs.uk
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Core 24 acute hospital urgent & emergency liaison
mental health: the basics


Proven clinical benefits: NICE-recommended care, expert, compassionate response,
better patient experience, care planning and links to community mental health services,
identify and treat (many) underlying mental health needs of physical health
presentations in acute hospitals



Proven financial / productivity benefits: reduced length of stay, reduced emergency
admissions via A&E, reduced A&E re-attendance rates

National definition of ‘Core 24’ – minimum ambition for all acute hospitals with 24/7
A&E departments:
 24/7 hours of operation;
 1hr response times to emergency referrals from ED, 24hr response to urgent
ward referrals;
 Staffed in line with or close to recommended levels to cover 24/7 rota, including
access to older adult expertise;
 Funded recurrently – this is no longer a ‘pilot’ service.
www.england.nhs.uk
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Return on investment: liaison mental health
Full details of case study and assumptions in annex
Liaison mental health financial modelling: Admission avoidance
(based on real examples, tested with RCPsych and multiple liaison MH services)
•
•
•
•

Approximate cost of 24/7 fully staffed core 24 service £1-1.2m
Assume MH Admission costs: £1664-2525, Short stay admission (30%) £499-758
An A&E with 30,000 attendances per year would expect around 1500 MH attendances per year (c5% of all attendances
would be primarily for MH needs) (NB – most A&E data vastly underestimates MH activity).
With no liaison mental health service at all:
•
at least 1200 (80%) of the 1500 attendances would need to be admitted, assume 50% short stay, 50% full tariff
•
Cost to CCGs in tariff payments for mental health admissions: £1,297,920 - £1,969,500

A liaison mental health service that
operates Mon-Fri 9-5:
• 960 MH admissions, assume 70% short
stay, 30% full tariff
• Cost to CCGs in tariff payments for mental
health admissions: £1,149,888-£1,236,576
• Saving from 9-5 Mon-Fri service
compared to no service: £61,344-

A full Core 24,24/7 service:
• 120 MH admissions, 95% short stay, 5% full
tariff
• Cost to CCGs in tariff payments for mental
health admissions £59,880 – £101,562

• Saving from core 24 service:

£1,196,358 - £1,909,620

£819,612
(Assumption: 9-5 Mon-Fri liaison MH service may be
able to prevent c20% of the 1200 people who would
have been admitted if no service were there as it is
available to assess around a quarter of MH
attendances, and not open during peak attendance
times for mental health)

(Assumption: Core 24 liaison MH service will be able to
prevent c90% of the 1200 people who would otherwise
been admissions and is available to ensure that as
many as possible can be discharged within 24hrs)

Liaison MH services largely pay for themselves through admission avoidance alone (before considering reductions in length of stay) with much
www.england.nhs.uk
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higher
savings and clinical benefits once services are operating 24/7. The more attendances to an A&E, the greater the financial and clinical benefits
be of having a core 24 MH liaison service.
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Wave 1 transformation funding
for Core 24 U&E Liaison MH

Areas that currently have access to
core 24 liaison services’
Areas that have successfully bid in
Wave 1 to meet core 24 liaison
services by the end of 2017/18*

London

Areas that have successfully bid in
Wave 1 to meet core 24 liaison
services by the end of 2018/19*
Areas with liaison services that are
not yet at core 24 service level
*at the time of publication,
funding awards are
provisional

Wave 1 bidding process now
complete:

www.england.nhs.uk

-

17 hospitals already at Core
24 (10%)

-

£30m funding to 74 acute
hospital sites to achieve
‘Core 24’ from 2017-2019

-

By 2019 – 81 aim to have
achieved Core 24 standard
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National quality benchmarks for urgent and emergency liaison
mental health – recommended response times and interventions


Within a maximum of 1 hour of a liaison mental health service receiving an
emergency referral, any person experiencing a mental health crisis receives a
response from the liaison team (aka an ‘urgent and emergency mental health service’)



Response within 24 hours for urgent referrals from wards



Within four hours (NB works within existing 4hr A&E standard) from arriving at
ED/being referred from an acute general hospital ward, I should:
o

have received a full biopsychosocial assessment and jointly created an urgent
and emergency care plan, or an assessment under the Mental Health Act should
have started;

o

have been accepted and scheduled for follow-up care by a responding service;

o

be en route to next location if geographically different; or

o

have been discharged because the crisis has resolved.



Quality as important in terms of delivering evidence-based NICE-concordant care &
outcomes measurement



NHSE, NICE, NCCMH implementation guidance and helpful resources (right click to
open hyperlinks)
www.england.nhs.uk
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6. National CQUIN: A&E and
Mental Health

www.england.nhs.uk
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What was the aim of the CQUIN?
1. To improve care for some of the people with the most complex needs whose
needs are not being met, and are often deemed ‘too hard to deal with’ or fall
between gaps in multiple services
2. To build evidence base, encourage innovative approaches to ‘do something
different’ for this small group of people with very high healthcare use
3. As a lever for investment in out of hospital mental health services that support
people in the community
4. As a lever for mental health trusts and acute trusts to collaborate more together,
with joint governance and ownership of patients with mental health needs.
5. For acute hospital services, e.g. A&E and liaison mental health teams to work
more closely with community based services, and to identify where there may be
gaps in community provision that are leading to people ending up at A&E so
frequently.
6. To improve data about mental health activity in A&E / general hospitals
www.england.nhs.uk

A&E and Mental Health National CQUIN – what was it?
Full CQUIN specification here. CNWL infographic of
milestones below:

National webex, mini-conference, including:
•

Service user perspective, Victoria McGowan
Frequent user of A&E

•

Cambridge & Peterborough First Response Service

•

West London MH Trust, local CQUIN example

•

Hertfordshire, local CQUIN example

•

SIM High Intensity model

Recording on the following hyperlinks: (Stream online)
(Download) Slide pack here
The SIM High intensity network is now employed by
NHS England to provide direct implementation support
to any area that wishes to learn about its successful
model and join its learning network. More detail can be
found here.

Information sharing guidance to support the CQUIN

www.england.nhs.uk

Credit: CNWL
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Measuring MH activity in A&E:
the historic problem (1)
• Splitting patient data by condition has historically relied on a
diagnosis to be made in A&E
• But we would not usually expect diagnoses to be made for
mental health attendances to A&E
• This means it has been very difficult to know through national
datasets how many MH attendances, admissions, waiting times
for MH etc.
• e.g. currently 27% of acute hospitals report ZERO mental
health attendances! (This includes some hospitals that we
know for a fact have very busy core 24 liaison MH services)

www.england.nhs.uk
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A ‘definition’ of mental health attendances
in A&E – new ECDS – hope for better data
in the future!
The definition of
‘Mental Health’ ED
presentations include
all ED patients with:
1. a ‘mental health’
chief complaint OR
2. a ‘mental health’
diagnosis (whether
'suspected' or
'confirmed’ ) OR
3. an injury intent of
‘intentional self
harm’
www.england.nhs.uk
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Feedback: what hasn’t gone
well
– top themes
1. Implementation is very time consuming, and requires significant resource
to attempt to do well. Especially with winter pressures.
2. Lack of guidance over some key issues including: clinical coding audit,
cases of attrition, etc. CQUIN drafted poorly!
3. Timing and lack of guidance around changing data set to ECDS.
4. Difficulty engaging with this cohort of patients
5. Complexities of information sharing agreements, establishing patient
consent processes, different IT and clinical record systems
6. No financial incentives to other services e.g. ambulance service, drug and
alcohol, primary care, social services, police, to engage with process.
7. Milestones / deadlines too rigid and did not always suit local context.
8. Not outcome-focussed: should measure patient satisfaction
9. Many mental health patients arrive at A&E as there are limited services
available in the community. The acute trust has no influence over how the
CCG commission services and how MH Trust distributes resources.
10. Year 2 too hard to achieve 10% reduction overall
www.england.nhs.uk

Feedback: what has gone well
–
top themes
1. Effective collaborative and partnership working. Allowed for
2.

3.
4.
5.

development of improvements in relationships and joint
ownership between acute & mental health providers
Encourages more system-wide thinking and resulted in good
examples of multi-agency working e.g. with CMHTs, drug &
alcohol, voluntary sector, ambulance
Care plans increased confidence for clinical staff to care for this
cohort of patients.
Meaningful improvement in process and quality of care plans for
patients.
Approach to collaborative care has had a positive impact on the
patients experience and journey.

www.england.nhs.uk
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Support suggestions
Guidance on clinical
coding audit

Guidance on ECDS
implementation plan
and more support about
how data set change
could affect delivery

Write up case studies of
how others have tackled
the CQUIN

Develop ‘communities
of practice’ for people to
discuss approaches e.g.
network meetings,
online forum

National team led
webinars to offer
guidance/support e.g.
Q&A webinars

Suggestions around
longer term
implementation i.e.
additional staffing
resources

www.england.nhs.uk
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Service gaps have been
identified
• “Demonstrated a clear lack of services in the community for drug and
alcohol and clinical teams to support housing support workers, with no
clear options of how these recruitment gaps will be filled”
•

“The work has highlighted a need for an environment people can access if
they are experiencing difficulties with their mental health, such as ‘crisis cafes’.”

•

“In addition, we predict a 24 hour helpline, staffed by clinicians who have
access to IT systems would have an impact in the number of A&E attendance

•

“Improved understanding of the complex reasons why people attend the ED –
not always clinical – shelter, social isolation, food.”

•

“As frequent attenders often attend late at night and in the early hours of
the morning when other services are less accessible, ED is often the only
option. Hence more services available for ED to deflect to at these times would
be helpful.”

www.england.nhs.uk
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“Any other general reflections?
Selected Quotes (1)
The expectation that Acute & MH Trusts will be able to organise professional
meetings with individuals whose lives are (by definition) chaotic, to discuss their
use of services, agree with them a management plan for their care and get them
to consent to it and then keep it, is risible. The patients that are expected to be
included in this CQUIN are not the sort of people who will engage with any of this.“

“… have found this CQUIN extremely insightful and rewarding and are currently
creating a frequent attenders protocol to ensure that the monitoring of frequent
attenders continues once this CQUIN is completed”

“I feel that these improved lines of communication and established working
relationships will continue have a lasting positive impact beyond this CQUIN cycle”

“It has been a genuine delight and I really hope that this initiative becomes ‘business
as usual’ nationally.”
www.england.nhs.uk
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“Any other general reflections?
Selected Quotes (1)
“There is nothing positive to say about this CQUIN”

Not only has the CQUIN led to improving individuals quality of life, it is also highlighting areas
for service development in conjunction with commissioners.

The CQUIN intention is excellent; Putting theory into practice is the challenge; getting all
stakeholders to the table at the same time and making sure they are on the same page and
working at the same pace as well as a change agent.

Very interesting CQUIN – MH attendance at A&E shows there is a need for
alternative thinking with regard to crises management and support. When you
have patients with 40+ attendances in a year and numerous episodes of ‘left
without being seen’ we need to change something.
www.england.nhs.uk
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Social Care + Housing + SMS + Vol Sector + Leisure

Rehab Care

Acute Care

Crisis Care
Primary
Care
Recognition
& referral

Primary
Care
Community MH Care

PC treatment

IAPT
Social
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Step-down
care
Sustaining
recovery

Primary Care
Physical health, dental health

Care + Housing + SMS + Vol Sector + Leisure

Soc Care + Housing + SMS + Vol Sector + Leisure

Soc Care + Housing + SMS + Vol Sector + Leisure

Secure Care

…. thank you and questions

Bobby Pratap
Senior Programme Manager, Adult Mental Health Care
Twitter: @BobbyPratapMH
Email: bobby.pratap@nhs.net

Annex A - modelling financial benefits of
24/7 mental health liaison services in
general hospitals (adults) – support pack
- this pack has been developed in response to requests from a number of commissioners for examples of
how to demonstrate the financial benefits of mental health liaison services in general hospitals.
- the assumptions and costs in this slide pack have all been checked and endorsed by RCPSych and a
number of expert clinicians and commissioners

- the example case studies are all derived from real business cases and data from local areas (unless
specified as a hypothetical example for illustrative purposes)
- the examples in this pack are intended as illustrative only – where local areas have robust activity data
or local prices that differ, these should be used.

Contents:
1. Policy context and key statistics
2. CCG tariff payments to acute hospitals
3. Examples of financial modelling including assumptions for modelling purposes
www.england.nhs.uk
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Tariff payments for mental health attendances and admissions to general hospitals
HRG4+ prices for 2018/19 can be found here: https://improvement.nhs.uk/resources/proposed-national-tariff-prices-1718-1819/
NB: local prices may vary. The national prices used in this slidepack are intended as an illustrative guide based on the national
tariff prices: where locally agreed prices, data and modelling assumptions differ they should take priority
A&E attendances for MH – possible prices to use for financial modelling
• ‘typical’ presentations to A&E are likely to be an episode of self-harm (e.g. overdose)
• A conservative estimate of the cost of MH attendance to A&E would be category 1 or 2 attendance: (£93-£144).
• NICE and NHSE guidance* states that people with mental health needs should receive a biopsychosocial assessment when they
attend A&E. Biopsychosocial assessment in A&E is estimated to cost £228 for adults and £392 for CYP**
• For modelling purposes a very conservative cost estimate may therefore be £100-£120 per MH attendance

Emergency mental health admissions to general hospitals via A&E- possible prices to use for financial modelling
• Reasonable HRG codes for a ‘typical’ MH admission to acute hospitals are Poisoning Diagnosis with Single Intervention, with CC
Score 0-1 or 2+ : The price for this is £1664 - £2525 per admission for people attending with mental health needs.
• However, many mental health admissions are subject to a short stay tariff (0-1 days) (30% of the payment) (£499-£758),
• Without a 24/7 core 24 liaison mental health service that is able to send people home on the day of admission or the following
day, the proportion of these admissions that are subject to full tariff payment (e.g. stay of 2+ days) is likely to be higher.
• Where MH bed pressures are high people can often end up being admitted to general hospitals to keep them safe while a bed is
found.
• Depending on availability of liaison mental some reasonable assumptions for most areas may be:
•
50-70% of admissions would usually be subject to a short stay tariff (£499-758).
•
30-50% of admissions would have LoS of 2+ days with full tariff payment of (c£1664-2525)
•
Where there are core 24 liaison MH services and MH system bed pressures well managed, this could reasonably be
assumed to be 80% short stay tariff, 20% full tariff cost
•
Another possible cost to inform modelling is that mean cost of self harm in general hospitals is cited as £809**
*https://www.england.nhs.uk/mental-health/adults/crisis-and-acute-care/
**General hospital costs in England of medical and psychiatric care for patients who self-harm: a retrospective analysis (2017), Tsiachristas A., McDaid D., Casey D., Brand F., Leal J., Park A-L., Geulayov G., Hawton
103
K.

Clinical / patient / operational benefits of mental health liaison services
Before considering the financial benefits, it is important to focus first and foremost on the benefits to
patients. There are also operational benefits to hospitals that are harder to quantify financially:
 Patients receive timely, expert mental health assessment, intervention and care planning
 Better patient experience: lack of compassionate, expert response can cause further distress and
escalation of needs
 Operational benefits to acute hospitals – commonly reported that people with MH needs that
aren’t being met effectively can require disproportionate staff resources in A&E and may
sometimes cause distress to other unwell patients
 Without core 24 liaison mental health services, the 4hr standard for people presenting with
mental health needs (c5% of all attendances) unlikely to be met without significant compromise in
quality and safety
 Adherence to national clinical and commissioning guidelines for mental health liaison
 Mental health liaison now contributes to CQC ratings of general hospitals
 The National Confidential Inquiry into Patient Outcomes and Death emphasised the importance
of mental health liaison in general hospitals
 Supports suicide reduction plans (24/7 mental health liaison has repeatedly been called for by the
National Confidential Inquiry into Suicide and Homicide
 Reduced admissions and length of stay will improve patient ‘flow’ in general hospitals
 Meet needs of older adults: the majority of the hospital population is likely to be older adults and
a very large proportion of those people are likely to have dementia, depression or delirium.
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Assumptions for modelling purposes: avoiding emergency admissions
/ ensuring as many admissions as possible are short stay
 Mental health liaison services can safely assess people with mental health needs in general hospitals
 A large proportion of mental health attendances and emergency admissions will be people who have selfharmed. The tariff prices for self-harm are therefore reasonable to use as a ‘typical’ mental health A&E
attendance / emergency admission to inform financial modelling.
 Where people who have self-harmed do not receive a psychosocial assessment, this care is unsafe
 Assume 80%-90% of MH attendances need assessment by MH liaison team to be cared for safely
 Otherwise, with no MH liaison service, around 80-90% of MH attendances would result in admission to care
for people safely.
 Regardless of MH liaison availability assume 10-20% of people may leave on their own, be safely
discharged or referred to another MH service by ED staff
 Only around 5-10% of MH attendances to A&E result in an emergency admission where there is a 24/7
liaison mental health service available.
 Some people are kept under observation in general hospitals due to unavailability of a mental health bed
while a bed is found. This may be subject to a short stay or full tariff payment.
 Based on the above, local areas could flex assumptions around proportion of MH attendances that convert
to admissions based on opening hours of the MH liaison service and local activity data.
 When people with mental health needs do need to be admitted, 24/7 liaison mental health services can help
to assess and discharge people by assessing that day / the next morning to ensure a short stay of under
24hrs (i.e. 70% reduction in tariff payment)
 Where fully resourced MH liaison services are not available 24/7 it is likely that people will need to be
admitted via A&E who could otherwise have been sent home.
 It is also more likely that the length of stay may be 2+ days resulting in full CCG tariff payment for the
admission.
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Liaison mental health financial modelling: admission avoidance hypothetical worked example (based on
real examples, tested with RCPsych and multiple liaison MH services)
•
•

Approximate cost of 24/7 fully staffed core 24 service £1-1.2m
Assume MH Admission costs (see slide 3): £1664-2525, Short stay admission (30%) £499-758

An A&E with 30,000 attendances per year would expect around 1500 MH attendances per year (c5% of all attendances
would be primarily for MH needs) (NB – most A&E data vastly underestimates MH activity).
With no liaison mental health service at all:
•
at least 1200 (80%) of the 1500 attendances would need to be admitted, assume 50% short stay, 50% full tariff
•
Cost to CCGs in tariff payments for mental health admissions: £1,297,920 - £1,969,500
A liaison mental health service that operates Mon-Fri 9-5:
(Assumption: 9-5 Mon-Fri liaison MH service may be able to prevent c20% of the 1200 people who would have been admitted
if no service were there as it is available to assess around a quarter of MH attendances, and not open during peak attendance
times for mental health)
•
960 MH admissions, assume 70% short stay, 30% full tariff
•
Cost to CCGs in tariff payments for mental health admissions: £1,149,888-£1,236,576
•
Saving from 9-5 Mon-Fri service compared to no service: £61,344-£819,612
A full Core 24,24/7 service:
(Assumption: Core 24 liaison MH service will be able to prevent c90% of the 1200 people who would otherwise
been admissions and is available to ensure that as many as possible can be discharged within 24hrs)
•
120 MH admissions, 95% short stay, 5% full tariff
•
Cost to CCGs in tariff payments for mental health admissions £59,880 – £101,562
•
Saving from core 24 service: £1,196,358 - £1,909,620
•
Saving compared to 9-5 service: £1,048,326-£1,176,696

Liaison MH services largely pay for themselves through admission avoidance alone, with much higher
savings and clinical benefits once services are operating 24/7. The more attendances to an A&E, the greater
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the financial and clinical benefits will be of having a core 24 MH liaison service.

Assumptions for modelling purposes: reducing length of
stay in general hospital
•
•
•
•

•

•
•
•
•

•

Evidence is clear that MH liaison teams can help to reduce length of stay.
Centre for mental health suggested this might be 2-5 days
However, in general hospitals it is not straightforward to attribute reductions in length of
stay solely to liaison mental health services.
A more reasonable estimate might therefore be that presence of core 24 MH liaison
services can reduce length of stay:
• by 1-2 days for people admitted during the week
• by 2-3 days for people admitted at weekends
Any reduction in length of stay brings benefits to patients as well as operational benefits to
acute hospitals.
Immediate financial savings to CCGs come from reduction in excess bed days beyond the
‘trim point’.
In the medium – long term savings may be realised through contracting for a number of
beds provided.
CCGs pay an excess occupied bed day tariff in the region of c£260 for every day beyond
the trim point. (local prices may vary)
The biggest financial gains may be from patients who may not have presented for mental
health reasons – older adults and working age people with long term conditions - both
groups have a higher chance of having underlying mental health needs that liaison teams
can identify and treat
Where services are not resourced to a core 24 level, they are likely to be ‘firefighting’ in
A&E and therefore unable to discharge this valuable ward-based work
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Liaison mental health: reducing length of stay for working age and older adult
referrals
Real example – data from an acute hospital (anonymised - looking only at +65s)
Over 65 referrals per
annum in acute
hospital

Over 65
referrals
per
annum

Av LoS
reduction
(days)

Total
reduction
LOS (days)

Av Tariff per excess
OBD £ (18/19 prices)

Total reduction £

CCG A

442

2.05

906

260

235,560

CCG B

884

2.05

1812

260

471,120

CCG C

819

2.05

1679

260

436,540

CCG D

66

2.05

135

260

35,100

Totals

2211

2.05

4533

260

1,178,580
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Real example: liaison MH team intervention to support people returning to
usual place of residence
The data below are from a real MH liaison service, where patients were due to be discharged
from hospital with nursing or residential care packages. After intervention (assessment,
treatment and care planning) by the liaison mental health team, people were instead able to
return home with domiciliary care packages.

Estimated savings per CCG given
referral patterns and based on general
nursing costs

Further savings of up to £3,251k have been
identified which relate to 24hr care other
than nursing care. Given funding
arrangements these costs would be
attributed to both Social and Health Care
commissioners
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