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Mental health in the Long Term Plan – an
overview
Our headline ambition is to deliver ‘world-class’ mental health care, when and where children, adults and
older adults need it.
The NHS Long Term Plan published on 7 January 2019 commits to grow investment in mental health
services faster than the overall NHS budget. This creates a new ringfenced local investment fund
worth at least £2.3 billion a year by 2023/24. Further, the NHS made a new commitment that
funding for children and young people’s mental health services will grow faster than both overall
NHS funding and total mental health spending. This will support, among other things:
•

Significantly more children and young people from 0 to 25 years old
to access timely and appropriate mental health care. NHS-funded
school and college-based Mental Health Support Teams will also be
available in at least one fifth of the country by 2023.

•

People with moderate to severe mental illnesses will access better
quality care across primary and community teams, have greater
choice and control over the care they receive, and be supported to
lead fulfilling lives in their communities.

•

We will expand perinatal mental health care for women who need
specialist mental health care during and following pregnancy.

•

The NHS will provide a single-point of access and timely, ageappropriate, universal mental health crisis care for everyone,
accessible via NHS 111.
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Perspective of people trying to access crisis services
58% of MH crisis
services not
commissioned to
accept referrals
from anyone /
don’t accept selfreferrals (adults)
(NHSE audit, 2018)
Only 14% of
people report
positive
experience of
crisis care (CQC,
2015)

Fewer than half of
community crisis
services are 24/7
(NHSE audit 2018)

Credit: Mind our Minds! (service user group)

CRHT highlighted as a priority
service to focus on suicide
prevention (NCISH)

Even the NHS Choices website has no option but to advise
people to call the Samaritans or Mind if experiencing
mental health crisis.
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Reasons for optimism?
After nearly a decade of reported cuts since 2008
and increasing referrals to MH crisis services……

Where community crisis & acute
pathways services are resourced and
arranged well we know they provide
positive experience, e.g. in Sunderland,
Bradford, Cambridge & Peterborough,
Wirral, Gloucestershire

•
•
•
•
•
•

•

£30m more invested in CRHT since 2016
£30m more invested in Liaison MH since 2016
1100 more WTE staff in CRHT since 2016
400 more qualified LMH staff (mainly nurses)
30 more consultant liaison psychiatrists,
For the first time, every hospital with a 24/7
ED, has a liaison MH service
66% of liaison MH services have 24/7 hrs of
operation (39% in 2016)

Features: improved patient experience,
reduced hospital admissions, no out of
area placements, reduced bed base
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NHS Long Term Plan: commitments on crisis and acute mental health
1. Ensure that anyone experiencing mental health 7. Improve ambulance response to mental health
crisis can call NHS 111 and access 24/,7 agecrisis by introducing mental health transport
appropriate mental health community support.
vehicles (subject to future capital funding
settlement), introducing mental health
professionals in 111/999 control rooms; and
2. Continue ambition to ensure that all adult
building the mental health competency of
community crisis resolution and home
ambulance staff.
treatment services are resourced and operating
with high fidelity by 20/21

3. Ensure that by 2023/24, 70% of Mental Health
Liaison services in acute hospitals meet the
‘core 24’ standard for adults, working towards
100% coverage thereafter.

8. Specific waiting times targets for emergency
mental health services will for the first time
take effect from 2020 (Part of wider clinical
review of Standards)

9. Improve the therapeutic offer on inpatient
wards, e.g. more psychologists and occupational
4. All children and young people will have access
therapy
to 24/7 crisis, liaison and home treatment
services by 2023/24
10. Full coverage across the country of the existing
suicide reduction programme.
5. Increase provision of non-medical alternatives
to A&E such as crisis cafes and sanctuaries that
can better meet needs for many people
11. Ensure the every area of the country has a
experiencing crisis.
suicide bereavement support service for
families, and staff working in mental health
services
6. Increase alternatives to inpatient admission in
acute mental health pathways, such as crisis
houses and acute day services.
www.england.nhs.uk

12. TBC: capital funding to improve the mental
health estate (subject to future capital funding
settlement)
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Direction for crisis care in NHS Long-term plan: a standard minimum offer for
community MH Crisis pathways?
•

•

The point of access and onward
services, e.g. HTTs must be
resourced to meet the likely
slight increase in demand on
MH crisis services
By meeting demand earlier
evidence suggests demand on
inpatient, police and other
services will be reduced

NHS 111

Police / ambulance
24/7 mental health single point of
access in the community

Telephone
advice &
support

A&E (with
liaison MH)
24/7 / triage by
trained
professionals

Signpost to nonNHS support: LA
support inc.
housing benefits ,
vol.sector, drug &
alcohol care
Vol sector alternatives
to A&E / specialist
NHS MH services
(havens, sanctuaries).
More suitable for many
people who need to deescalate / dont require
‘medical’ response

Social and non-medical

Denotes possible point
of access for mental health
crisis:

Signposting / onward
referral

Referral
to care
of GP

IAPT

NHS primary care

Refer to secondary
community mental
health services (e.g.
CMHT, CYPMH)

Urgent / emergency
referral for rapid face
to face mental health
assessment (including
gatekeeping function)

24/7 Intensive
home
Treatment /
crisis house

NHS secondary mental health services

Inpatient
admission
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Case study, community crisis response: Cambridge & Peterborough First
Response Service + Sanctuary (all ages)
• “We now say ‘yes’ to all referrals, when we used to say ‘no’
• “We now commission the pathway, not the service”

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 (picture below)

NB- only 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)

Sanctuary is a preferable environment to
A&E for many people with mental health
needs
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Draft criteria for accessing transformation funding for community crisis care
Core urgent & emergency assessment / intensive home treatment functions (not yet confirmed)
1.

24/7 hours of operation for CR and HTT functions by March 2020

2.

Open access referral by March 2021 e.g. via SPA / 24/7 crisis line

3.

Provision for older adults CR/HT functions by March 2020, in line with local demand, increasing in 20/21 as necessary

4.

Staffing in line with high fidelity services by 2021: expectation of around 1 qualified staff per 9-12k population,
dependent on local MH need.

5.

Proposals to include robust assessment of additional capacity needed to meet local demand, including assessment
of particular local demographics and inequalities, with workforce / skill mix tailored to meet those priority needs.

6.

Clear plan to update and maintain local directory of services

7.

Requirement to publish telephone number / contact details for accessing crisis care on MH Trust / CCG websites, with
a view to being accessible via NHS.UK postcode search by March 2020

8.

TF to be funded only upon demonstration that CCG baseline funds being used for intended purpose, and
commitment to recurrent funding (NB – no expectations around savings, funds will be in CCG baselines after TF)

9.

Planning to move towards access via NHS111 (by 23/24 but sooner if possible)

10. Demonstration of joint planning, co-design, governance and delivery of crisis pathway with local authorities,
voluntary sector, police, ambulance, patient groups (e.g. through Crisis Care Concordat partnerships)

11. Training & education of staff to improve competency in crisis care, e.g. risk assessment, interventions

Crisis and acute alternatives / complementary services in crisis pathway
1. ‘Menu’ of example alternatives to be provided to support planning
2. Local systems have flexibility to choose which services fit local needs
3. Expectation to have a range of options that have different functions and meet different needs
4. Demonstration that alternatives are working in an integrated local crisis pathway, and not as disparate services
5. Identification of particular local needs, inequalities and co-design with population of crisis pathway that meets those
8
needs – e.g. services tailored to black men, young adults, people with PD diagnosis, co-occuring substance use

Clinical review of standards

Setting

Possible access & waiting time standard for urgent and emergency mental health care

Urgent and
emergency
community mental
health care

•
Rapid clinical assessment at point of referral to determine urgency
Where presentation is assessed as ‘urgent’ or ‘emergency’:
•
‘within hours’ from referral to commencement of face to face assessment for ‘emergency’
referrals.
•
24hr from referral to commencement of face to face assessment for ‘urgent’ referrals

Urgent and
emergency liaison
mental health

•

Admission to acute
mental health care

•
•
•

•

1hr from A&E referral to face to face assessment, 4hr total time in A&E to
discharge/transfer/admission
24hr from referral to assessment for referrals from general hospital wards
Potential incentives to avoid long delays for people awaiting admission
Standards to apply to admissions from community settings as well as from A&E
Standards to also apply to ‘admission’ to community care (e.g. home treatment) as well
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as inpatient admission

Adult & older adult crisis and acute mental health:
policy development & implementation priorities for 19/20
•

Investment of new transformation funds for community crisis pathways and liaison mental
health, as well as ensuring CCGs use monies allocated in baselines
Commitment to introduce waiting time targets for urgent & emergency community mental
health response. Pilots to generate learning with selected areas

•
•
•

Consensus that pt experience is best measure of quality of crisis care
But need to generate learning on how to collect PREMs for crisis services, e.g. methods
of collection, timing, data submission
Focus on high quality interventions, quality of biopsychosocial assessments

•
•

Year of data quality improvement: routine MHSDS reports on crisis, liaison, acute
Repeat national audits of CRHT and liaison

•

Policy development, evidence building and development of implementation programmes
for new commitments: NHS111, ambulance, crisis alternatives, open access services

•
•

What should community crisis & acute mental health services look like for older adults?
What is the demand? Types of presentation and access points? Interventions, what
models work to meet demand given limited specialist workforce?

•

Support / guidance for less experienced professionals to carry out initial assessment and
triage of urgency? Or do we always need experienced clinicians at the point of triage?

www.england.nhs.uk
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Mental health crisis care: patient experience measure?
Statements adapted from the Service User Experience in Adult Mental Health NICE
guideline and quality standard. Identified by service users as relevant to crisis
care. (5 meaning the statement completely reflects your experience; 1 meaning it
doesn’t reflect your experience at all)

Please circle one number

If I experience a mental health crisis again, I feel optimistic that care will be effective.

1

2

3

4

5

During the treatment for my crisis, I was treated with empathy, dignity and respect.

1

2

3

4

5

During the treatment for my crisis, I felt actively involved in shared decision-making
and supported in self-management

1

2

3

4

5

I feel confident that my views are used to monitor and improve the performance of
mental health care for crises.

1

2

3

4

5

I can access mental health crisis services when I need them.

1

2

3

4

5

During the treatment for my crisis, I understood the assessment process, diagnosis
and treatment options, and received emotional support for any sensitive issues.

1

2

3

4

5

During the treatment for my crisis, I jointly developed a care plan with mental health
and social care professionals, and was given a copy with an agreed date to review it.

1

2

3

4

5

When I accessed crisis support, I had a comprehensive assessment, undertaken by a
professional competent in crisis working.

1

2

3

4

5

The mental health crisis team considered the support and care needs of my family or
carers when I was in crisis. Where needs were identified, they ensured that they
were met when it was safe and practicable to do so

1

2

3

4

5
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How do we collect patient experience
data (in practical terms)?
• Timing? During crisis episode? After? Both?
• Which method will get highest participation? Paper
questionnaire? Telephone interview? App? Button (like in
airports) a mixture of all?
• Who collects and submits the data and to where? How
do we ensure its valid?
• Can we do this in a consistent way nationally to allow some
benchmarking? Should we try and benchmark between
areas, or just keep it for local service improvement?
• Which measure? Simple friends and family test? 9 point
scale? Airport style button as you leave?
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