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Policy context and statistics
•
•
•

Only 14% of people had a good experience of crisis care (CQC)
Only 36% of people with mental health needs report a positive experience of A&E (CQC)
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 (CQC)

•

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, Crisp Commission, Crisis Care Concordat, repeated coroners recommendations

•

Mental health attendances to A&E appear to be 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%.

•

‘Behind this is likely to be 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

•

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 (Quality Watch)

•

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)

‘Doing nothing’

is only likely to increase costs to CCGs through increasing A&E attendances and
inpatient admissions (both to general and psychiatric hospitals). These are funds that could be better
spent on mental health services that not only bring better outcomes and experience to people, but also
www.england.nhs.uk
3
reduce
costs to CCGs, acute hospital trusts and mental health trusts.

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 pack 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 24/7 liaison mental services 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
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Warning! Existing A&E data for mental health may be a significant
underestimate
•

A&E activity data is one of the clearest ways to demonstrate financial ROI for CCGs:
through reductions in A&E attendances and emergency admissions

•

However, reporting of A&E data by condition (e.g. ‘mental health’) in national and many
local datasets, has historically required a diagnosis to be made in A&E.

•

However, people would not usually receive a mental health diagnosis in A&E – this is true
even where they see a specialist mental health liaison team.

•

For example, analysis of the A&E HES showed that 27% of type 1 A&Es reported 0
mental health attendances in 2016/17! (this is not credible). Some of the providers
reporting 0 attendances include services that are known to have a very busy core 24
liaison mental health services with a high level of mental health demand.

•

This has historically made it very difficult to demonstrate how mental health services may
reduce demand on A&E / general hospital admissions, and therefore to demonstrate ROI.

NB – the new Emergency Care Dataset is seeking to resolve these historic issues with
reporting A&E activity.
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What does a good quality, timely, 24/7 expert response for people
experiencing MH crisis require?
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 & emergency needs

Primary, community and social mental health services to prevent crisis and support
6
recovery

Financial benefits of community crisis resolution and home
treatment services
•

In some areas, efficiently managed and responsive community crisis services supported by
relatively low cost alternatives to admission have led to significant reductions in MH attendances
to A&E, as well as reductions in hospital admissions

•

Intensive home treatment – only when teams are resourced well with 24/7 hours of operation –
has evidence to support reduction in psychiatric admissions (as well as providing better patient
experience and outcomes)

Where do financial benefits of mental health crisis resolution and home treatment accrue?
• Reduction in A&E attendances and emergency admissions to general hospitals (financial benefits to
CCGs through reduced tariff payments)
• Operational benefits to acute hospitals through reduced mental health activity (saving to acute
hospitals)
• Contribution to reduced out of area placements spend(largely through intensive home treatment,
but also through effective crisis response functions (triage, assessment, gatekeeping and signposting)
• Mental health inpatient bed reductions are likely to be possible in some areas over time following
investment in community based mental health services and improvements to pathway management

The following slides give example case studies to demonstrate how other areas might model
benefits
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Case study: Cambridge & Peterborough First Response Service + Sanctuary (all
ages)
“We now say ‘yes’ to mental health referrals rather
than before when we spent so much time saying ‘no’

24/7 MH
point of
access teletriage with
clinical
supervision
Around 450
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
Reduction in MH demands for Police
20% reduction in home treatment
caseloads

Support, advice on the
phone / signposting
Referral to sanctuary run
by mind

NB- 3%
referrals to
ambulance/
police

80% of
referrals

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

17% of
referrals

Costs: £3.2m (£3.1m for FRS + £360k sanctuary) (878,000 pop)
Savings: £4m (including £2.8m reduction in CCG tariff payments to acute). Business
case made for recurrent funding following 1 year of pump prime / set up costs
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)

NB: local tariff cost assumptions
 £108 per A&E attendance
 Emergency admissions: 70% short stay tariff,
30% long stay tariff
 Assuming (conservatively) that 30% are LoS 2+
days with median cost of £2094, and 70% short
stay, median cost £628.35 this gives us a
blended average cost per admission of
£1068.045
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Cambridge & Peterborough First Response Service (continued)
Will ‘opening the front door’ not just increase demand?
Local staff report that the demand was there before the FRS, but it was either not being met or presenting in less desirable and
probably more costly places – such as via police, ambulance, A&E, ambulance, GP out of hours, NHS111.
The FRS allows earlier intervention and signposting / facilitating access to:
• appropriate ‘pre-crisis’ services, e.g. on-the-phone advice, benefits advice, the Mind sanctuary.
• more appropriate referrals to secondary mental health services, including home treatment
• the effective triage process ‘frees up’ specialist mental health crisis clinicians to carry out face-to-face assessments for the
people who most need them, and ensures people are more likely to being cared for in the right place

Essential to operation of the FRS, is the strong collaboration with other
local services and agencies, including up to date directory of services

“We aim to commission the pathway rather than the service

Open points of access require
well resourced community
services behind it, such as
intensive 24/7 home treatment
and alternatives to A&E

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

10

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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Shifting care from inpatient settings to community-based care

The graphs above (source: NHS Benchmarking) show considerable variation in:
• Inpatient adult acute beds per weighted population
• Balance of activity between inpatient care and community base care
This suggests scope in many areas to invest in intensive home treatment services (and other community mental health
services) while reducing reliance on inpatient care.
Once this investment in community services is made, the financial benefits come through reducing (usually expensive)
out of area placements (OAPs), and over time, reducing the inpatient bed base. It is essential that these financial
savings from reduced OAPs / beds are re-invested into community mental health services, otherwise, it presents a risk
to patient safety, and improvements are unlikely to be sustainable.
The following slides give case studies from areas who have increased investment in community services, reduced bed base,
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implemented tight ‘bed management’ processes. None of the examples cited have any inappropriate out of area placements.

Case studies: Eliminating OAPs through whole system management
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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.



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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