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Welcome
Aim of the event
• Following the outcome of the liaison mental health
transformation bidding process, this event aims to support next
steps for all adult and older adult liaison services, including:
• implementation of successful transformation bids
• next steps for those preparing to bid in Wave 2 and support
to develop a strong bid
• understanding the characteristics of smaller services without
the demand to implement a Core 24 model
Outcome of the event
• Delegates will take away practical advice and guidance on next
steps of implementation or enhancement of their liaison mental
health service and have an opportunity for peer learning.

www.england.nhs.uk
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Housekeeping
•
•
•
•

•
•
•

•

Fire alarm
Ladies & Gents
Communal refreshment area throughout the day
WIFI (noted on agenda on tables)
• Name: horizonleeds Wifi
• Password: horizonleeds
Twitter #mentalhealthnorth
Main event closes 14:30
Local liaison clinical network sessions 14:30-16:30
• Yorkshire & Humber
• Northern
• North West Coast
Communal refreshment area can be utilised for informal
discussions throughout the day

www.england.nhs.uk
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Adult Mental Health Crisis and Acute
Care: NHS England’s national
programme
Bobby Pratap, Senior Programme Manager, Crisis and Acute Mental
Health Care, NHS England

Mental Health Clinical Policy & Strategy
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1. Background and policy context: why is NHS England
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1. Background and policy context:
Why is NHS England investing in mental
health crisis & acute care?

CQC thematic review:
 Some excellent examples of innovation and practice;
 Concordat means every single area now has multi-agency
commitment and a plan of action.
However CQC found that…..
 variation ‘unacceptable’ - only 14% of people felt they
were provided with the right response when in crisis – a
particularly stark finding;
 More than 50% of areas unable to offer 24/7 support –
MH crises mostly occur at between 11pm-7am - parity?
 Crisis resolution and home treatment teams not
resourced to meet core service expectations;
 Only 36% of people with urgent mental health needs had a
good experience in A&E - ‘unacceptably low’;
 Overstretched/insufficient community MH teams;
 Bed occupancy around 95% (85% is the recommended
maximum) – 1/5th people admitted over 20km away;
 People waiting too long or turned away from health-based
places of safety
7

Crisp Commission – what did it say? Some of the top
recommendations
 End the practice of sending acutely ill patients long
distances for treatment by October 2017
 Strengthening CR/HTs, with a particular focus on
ensuring that home treatment teams are adequately
resourced to provide a safe and effective alternative to
acute inpatient care where this is appropriate
 A single set of measurable quality standards needs to
be created spanning the acute care pathway, including
a maximum four-hour wait for admission to an acute
psychiatric ward for adults or acceptance for homebased treatment following assessment
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Mental Health Task Force – crisis and acute
recommendations (1/2)
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.

•

Equivalent model to be developed for CYP

Recommendation 18:
•

•

By 2020/21, no acute hospital is without all-age
mental health liaison services in emergency
departments and inpatient wards
At least 50 per cent of acute hospitals are meeting
the ‘core 24’ service standard as a minimum by
2020/21. (currently 10%, up from 7% last year)

www.england.nhs.uk

Recommendation 13:
• Introduce range of
pathways and
standards, including for
crisis & acute care
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Mental Health Task Force – Acute Care
recommendations (continued, 2/2)
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 local acute bed pressures by no later than 2020/21.

www.england.nhs.uk
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Spending Review – 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);
• £247m for liaison mental health services in every hospital emergency
department (over 4 years from 2017/18);
• £15m capital funding for Health Based Places of Safety in 2016-18 (nonrecurrent)
www.england.nhs.uk
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What do we mean by crisis & acute care?

SELF MGT & CARE PLANNNG

USE OF DIGITAL TECHNOLOGY

Crisis Care – urgent crisis
response - (underway, phase 1)
 Primary care response (in and OOH)
 111 (and the DoS) and 999
 24/7 MH crisis line (tele-triage &
tele-health) and 24/7 communitybased crisis response
 ‘Blue light’ response, transport hub,
S135/136 response & health based
places of safety
 Urgent and emergency mental
health liaison in acute hospitals
(A&E and wards) (+alcohol care
teams)

Acute Care - (underway,

phase 2):

•
•
•
•
•
•

Alternatives to admission – crisis
& respite houses, family
placements
24/7 intensive home treatment as
alternative to admission
Acute day care
Acute inpatient services
PICU services
Acute system management, out of
area placements, DToCs

Must ensure that we take a joined up approach for people with co-existing MH and substance
misuse conditions…

www.england.nhs.uk
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2. Scope of national programme
Investment, development of national and
national infrastructure

National programme – crisis & acute mental health
Phase 1: 2016/17:
• National policy development
• Embed crisis & acute care into as many national levers and
incentives, infrastructure to drive local delivery from 2017/18:
Phase 2: 2017/18
Investment begins:
• £43m uplift to CCG baselines for CRHTTs in 2017/18
• £15m transformation funding for liaison in 2017/18
• Shift from national policy to driving regional implementation
preparedness and supporting local delivery
14

Development of national policy
During 2016 /17 multi-agency expert reference groups – service managers, clinicians,
experts by experience, commissioners, social care, policy managers, police, academics
have followed a NICE-guideline type process to develop national policy guidelines for
crisis & acute care :
 Referral to treatment pathway, quality benchmarks / standards, including
response times, interventions, NICE recommended care
 Implementation guidance & helpful resource pack – e.g. service examples
 CCQI England-wide quality assessment and improvement scheme
 Specify england-wide baseline audits & gap analysis
 Articulate key national metrics to measure pathways
5x projects for urgent & emergency, and acute mental health:
 24/7 U&E mental health liaison in acute hospitals – published
 24/7 ‘blue light’ U&E mental health response – draft
 24/7 community U&E mental health response – draft
 24/7 U&E response for children and young people – draft
 Adult acute mental health - draft
15

Crisis & acute now hard-wired and prioritised in many of the
national levers - this has not been the case until now
 Year long CCQI implementation support scheme following publication of new suite of
national quality benchmarks and resources
 CCG Improvement and Assessment Framework – including transformation indicators for
U&E MH in 2016/17, crisis & acute indicators prioritised in 2017/18;
 NHS Planning guidance – U&E MH explicit in 2 of the 9 NHS ‘must dos’ (UEC, MH)
 NHSI Oversight Framework and CQC ratings to be based on new U&E MH pathways;
 Aides memoires and assurances of STPs include U&E MH;
 MH Dashboard, CCG Financial tracker – specific returns and transparency on UEC Liaison
and CRHTT spend and provision of services;
 Changes to national datasets – MHSDS and ECDS; establishment of new national
statistics
 CQUINs (Frequent attenders to A&E), CCG Quality Premium (out of area placements);
 New payment models for UEC and MH;
 NHS England assurance and performance functions
16

3. Urgent & Emergency Mental
Health Liaison
FYFV Deliverables:
- introduce access and quality standards for crisis care
- 50% of acute hospitals at core 24 standard for adults
by 2020/21

Core 24 urgent & emergency acute hospital mental health liaison

• 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 admissions, reduced re-attendance rates
National definition of ‘Core 24’ – minimum ambition for all acute hospitals with 24/7 A&E:
 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 now a minimum, no longer a ‘pilot’ service
18

Core 24 MH liaison: On site, distinct specialty
 MH Liaison teams need to be close to or in the emergency department to achieve response
times;
 Much of their daily work should be in acute hospital wards;
 MH Liaison is about much more than just urgent & emergency response – it is about
working alongside physical health pathways;
 ‘In-reach’ to acute hospitals from community crisis teams is not the same thing as acute
hospital MH liaison;
 People should not need to be ‘medically cleared’ before referrals to MH liaison teams –
they are trained and expert in working alongside physical health pathways;
 On-site services help build relationships between MH liaison teams, ED staff and other
physical health pathways in the acute hospital as well as making it easier to share IT
systems, records, governance;
 Busy crisis teams having to provide U&E MH care to acute hospitals is likely to detract from
their complementary core function to provide community crisis response;
•

What is liaison psychiatry? Excellent animation from CNWL ‘Liaison psychiatry bridges the gap between
physical and mental health care’
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Core 24 MH Liaison: 24/7 service
 Where local demand justifies a 24/7 A&E at an acute hospital, it therefore justifies a 24/7
expert mental health response
 5% of attendances for mental health as primary reason for attendance, many more will have
underlying MH needs. Estimated 75% of the most frequent attenders have secondary MH
needs.
 Repeated evidence to show that there is 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)
 Many 24/7 liaison services from rural and urban geographies have data about demand in
these hours
 Cannot meet response times if not 24/7
 Where services are not 24/7, it often results in backlogs and a mass of referrals when service
opens at 8/9am, with knock on impacts to the service, 4hr A&E breaches
 Many testimonies about benefits of becoming 24/7 once it has happened – recently
Northumbria HCFT credited decision to move to 24/7 as one of key factors in outstanding CQC
rating for hospital
 Does not necessarily need to be a full service, staff rotas can be flexed for times of lower
demand – e.g. 2:3:2 rota
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Wave 1 transformation funding for
Core 24 U&E MH Liaison
London

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*
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:
- 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

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 a n
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 from arriving at ED/being referred from an acute general hospital
ward, I should:
 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;
 have been accepted and scheduled for follow-up care by a responding service;
 be en route to next location if geographically different; or
 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)
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More detail and definitions in the guidance. Some examples…
e.g. ‘respond’
The liaison mental health team should respond to a referral within one hour. A
response consists of a review to decide on the type of assessment needed and
arranging appropriate resources for the assessment.
•

The liaison mental health team reviews the person face to face to:
• establish initial mental state
• establish with the person whether they are experiencing a mental health
crisis
• obtain a general history of mental and/or physical health problems
• obtain any existing care or crisis plan and/or advance decision or
statement

e.g. what do we mean by ‘urgent’ or ‘emergency’ ?
•

An emergency is an unexpected, time-critical situation that may threaten the life,
long-term health or safety of an individual or others and requires an immediate
response.

•

An urgent situation is serious, and an individual may require timely advice,
attention or treatment, but it is not immediately life threatening.

NICE-recommended interventions: e.g. what is a biopsychosocial assessment?
The following should be covered in a full biopsychosocial or Mental Health Act
assessment:
 the person’s wishes and feelings about their treatment and care including,
where relevant, any advance decision or statement
 the factors that may have contributed to the mental health crisis
 the physical, psychological and social consequences of the crisis
 the presence and severity of coexisting mental and physical health problems,
including coexisting drug or alcohol use problems
 current risk (physical and/or mental health including self-harm) and whether
inpatient stabilisation or intensive home treatment is needed
 a person’s history including whether they are currently receiving any
treatment for mental or physical health problems and any social factors that
may be impacting on their mental health
 the person’s level of consumption of drugs and/or alcohol
 the level of motivation of the person and, if appropriate, their family/carers, to
engage in appropriate treatment, including:
 aspects of motivation that may not be immediately apparent or are hidden by
feelings of despair and hopelessness
 whether the person feels that they will be able to engage in treatment
 any protective factors with regard to future crises, for example, personal/social
relationships, and the strengths, resilience and capacity of families/carers to
support treatment in the community
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Outcome measurement tools
• Clinician reported outcome measure
- taken from RCPsych’s framework for
routine measurement of liaison
psychiatry
• Patient reported experience
measure : taken from NICE service
user experience guideline
•

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

• If you score high on this PREM , you
are delivering NICE-recommended
urgent & emergency mental health
care!
25

Data: new national reports coming in 2017 for U&E MH liaison,
including response times - transparency at last!!
Requests submitted to NHS Digital for reports from MHSDS*, likely in 2017
Routine report likely to include a number of data items, including:
-

Referrals,

-

Response times

-

Interventions

-

Repeat referrals

*ECDS likely to be able to measure fuller pathways and from arrival at ED –
discharge
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4. 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 an acute
inpatient admission.

CRHTTs – what are their key functions?
Community crisis assessment:
• Accessible 24/7
• Rapid assessment to the community
and people’s homes for urgent and
emergency referrals
•

Gate-keeping function (managing
access to local acute inpatient beds)

Intensive home treatment:
•

Short term intensive care spell: aims to transfer
patients according to an ongoing plan of care

•

As many visits as necessary, 24/7, likely to need
visits of up to three times per day initially, with
frequency reducing as patient recovers

•

Visit duration that meets the person’s needs and
allows for therapeutic care

•

Multi-professional team approach with effective
handover (at a minimum, daily), which allows caseload sharing and the offer of a range of
interventions

•

Partnership working with other community services
to facilitate ongoing care

•

Facilitate early discharge from inpatient settings.

•

Subject to similar ‘bed management’ approaches
as inpatient care

• Initial treatment package (medical and
brief psychological intervention)
• Management of immediate risk

The UCL Core study has a 39 point
fidelity scale for teams to assess
themselves against
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Benefits of CRHTTs when implemented in line with
evidence base











24/7 access to mental health crisis services
Timely assessment in an appropriate place
Avoids unnecessary admission when home treatment may be more suitable
Therapeutic care to support recovery: in people’s home environment, social
triggers to crisis, and barriers to independent living can be more visible, and
therefore assessed and acted upon in situ, providing potential for more
sustainable coping skills - including for instance family relationships, shopping,
banking etc. As such, teams should be multi-disciplinary, not just doctors, nurses
but psychology, pharmacist, social work, OT input in the skill mix
Usually people report a more positive experience of care than for inpatient care
Facilitate early discharge / supports people to go home on leave from the ward
Avoid A&E attendances, free up acute hospital liaison service for ward in-reach
When part of tight bed management process and acute care pathway, can help
reduce out of area placement
Where teams implemented with high fidelity, that incorporates gatekeeping and
has 24-hour community-facing provision have been associated with reduced
admission rates with an associated reduction in costs

Published evidence of impact (1) ; Evidence (2) ; Evidence (3) ; Evidence (4)
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What do we know about CRHTTs – selected stats from
UCL survey, 2016 (1/2)
Response time targets
• 45.4 % have target to commence an assessment in under 4 hours
• 20.0 % have target to complete an assessment in under 4 hours

% teams

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

PR

PR

PSCSU

92.6

91.1

ANRNH
S
84.7

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 30

What do we know about CRHTTs – selected stats from UCL
survey, 2016 (2/2)
Eligible Referrer Adult CRHTTs
n/N (%)
180/184 (97.8)
Psych Liaison
GPs

148/184 (80.4)

NHS 111

108/184 (58.7)

Police

132/184 (71.7)

127/184 (67.4)
Self referral
(known patient)
79/184 (42.9)
Self-referral
(new patient)
Staffing and caseloads
• 35.4 – mean caseload of CRHTTS
• Around 55-65% of teams have staffing: caseload ratio in line with 2000 policy
implementation guidance
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Early thinking from the ERGs on quality benchmarks:
response times and interventions for emergency referrals
• Within a maximum of 1 hour of contact, the urgent and emergency
mental health service should provide the person who contacted the
service with an update/feedback on care and support to be provided;
• Within 4 hours of a request for help, the person in crisis should have
been provided with an assessment and have an urgent and
emergency mental health care plan in place (the assessment should
be biopsychosocial, but if this is not possible, an initial face-face crisis
assessment should be undertaken as a minimum), and
- been accepted and scheduled for follow-up care by an
appropriate service (this could include support provided at home),
or
- been discharged because the crisis has resolved; or
- started an assessment under the Mental Health Act.
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Early thinking from the ERGs on quality benchmarks:
response times and interventions for emergency referrals
• As well as the initial emergency response to a crisis within 4 hours, services should
ensure continuity of ongoing care outside of the 4-hour response (this could
include further assessment if necessary, for example to complete a biopsychosocial
assessment if this was not possible within 4 hours)
• Advice should be sought from an appropriately trained and competent mental
health professional immediately in the event of a mental health crisis. Each
professional should ensure that they:
• 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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Example staffing from IRS & CRHT with high fidelity
•

Funding uplift in CCG baselines secured over 4 years to support similar resourcing
everywhere! Spend / resourcing now being tracked nationally

•

Savings generated (e.g. reduced OAPs, ward closures) have been reinvested in CRHTTs
and community MH services where transformation has worked well

Profession

Grade

Consultant Psychiatrist

Medic

2

Team Manager (CRHT & IRS)

Band 7

1

Clinical Lead

Band 7

1

Crisis Clinicians

Band 6

20

Home Based Treatment Nurses

Band 5

3

Support Workers

Band 3

3

IRS Clinicians (Urgent telephone & face to face triage) Band 6

9

AHPs (pharmacists, social work, OT)

Band 6

3

Call Handlers

Band 3

11

Total

WTE

53

C £2.2m for initial response service, crisis response, HTT for c300,000 population
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Case study: example staffing cover over 24/7 spell from a high performing
home treatment team. (below does not include crisis assessment function)
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Case studies: community urgent &
emergency response
• 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%
• Sunderland Initial response service with big focus on reducing
clinician admin including digital dictation service that clinicians
credit as key enabler of successful service

36

Data: new national reports coming in 2017 for CRHTTs,
including response times - transparency at last!!
Reporting requests submitted to NHSD, likely to include:
No / rates of referrals to CRHTTs
Response times from referral to contact by CRHTTs
NICE-recommended interventions
Total number / rates of ‘admissions’ (i.e. accepted referrals) for home
treatment
• For patients admitted to HTT number of care contacts broken down by
week in care episode (eg how many contacts in week, 1,2,3,4 etc)
• Median duration of care contact by HTT
•
•
•
•
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5. Does mental health fit into the
urgent and emergency care
review?

It should be assumed that all UEC priorities refer to physical AND
mental health

 UEC is described as 1 of 9 the must dos for the NHS
 Mental health is another one of the nine, including U&E MH
https://www.england.nhs.uk/wp-content/uploads/2016/09/NHS-operational-planning-guidance201617-201819.pdf
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A&E improvement plan – 5 priorities
1.
2.
3.

4.
5.

Screening at the front door in the Emergency Department.

This is what MH liaison teams do for people with mental health needs – evidence
that they reduce unnecessary admissions, reduce re-attendances
Increase the proportion of NHS 111 calls handled by clinicians.
 Major NHS111 MH programme to improve training – MH clinicians embedded / colocated with NHS111 or ‘warm transfer’ to crisis lines
Implement the Ambulance Response Programme (Dispatch on Disposition and Clinical
Coding changes).
 Ambulances often first responders to MH crises – do they have training?
 Training, signposting to alternatives, use of MiDOS?
 Non-stigmatising transport vehicles?
Implement SAFER and other measures to improve in-hospital flow.
 MH Liaison teams improve flow and have strong evidence base for reducing length
of stay – e.g. identification, care & discharge planning for people with dementia
Implement discharge best practice to reduce DToCs (Discharge to Assess, Trusted
Assessor etc).
 20% of all NHS delays are from MH providers! Any discharge policies should also
focus on MH providers.
 ‘Integrated discharge teams’ – CRHTTs are multi-disciplinary teams that facilitate
early discharge from MH inpatient care
40
 ECIP now increasing focus on mental health


8 priorities for integrated urgent care
1. A single call to get an appointment out-of-hours (OOHs)
 What are OOH referral options if someone is in MH crisis?
 24/7 crisis lines, 24/7 CRHTTs, 24/7 liaison, Safe havens, Sanctuaries etc.
2. Data can be sent between providers
 Including MH providers
3. The capacity for NHS 111 and OOHs is jointly planned
 DOS should include up to date, complete information on MH services
 24/7 liaison, CRHTTs services, Places of Safety, Street triage
4. The summary care record is available in the clinical hub and elsewhere
5. Care plans and patient notes are shared between providers
 Including MH care & crisis plans… interoperable/integrated electronic records?
6. Appointments can be made to in-hours GPs
 People with urgent MH needs should be able to get same day appt.
7. There is joint governance across local urgent and emergency care providers
 MH providers must be represented in U&E governance arrangements
 Is the local crisis care concordat group linked to UEC networks?
8. There is a clinical hub containing (physically or virtually) GPs and other health care
professionals
 Including MH professionals for advice, warm handovers
 Call handlers trained in mental health triage
41

5. 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

Early considerations from acute care ERG – quality
benchmarks: time from referral to admission
People should start to access evidence-based, NICE-recommended care
within:
 4 hours of the decision for referral to inpatient acute mental health
services, including allocation of named professional and orientation
onto inpatient ward
 24 hours of the decision for referral to Community-based acute
mental health services
 All people who are referred onto the community-based acute
mental health pathway must be accepted for care by a service
within 4 hours of the referral decision.
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Early considerations from acute care ERG what is NICErecommended acute mental health care? (inpatient and community)
1.

A comprehensive physical health assessment made within 24 hours of the
start of treatment;

2.

A care plan to be initiated within 72 hours of the start of treatment

3.

A Care Act-compliant assessment to be completed within 72 hours of the
start of treatment to identify any social care issues

4.

The discharge destination to be considered within the first 72 hours of care
for those who have housing needs

5.

Access to daily meaningful and recovery-focused activities while receiving
care

6.

One-to-one face-to-face time with a care professional that the person knows,
every day

7.

Feedback on service experience to be sought to improve the delivery of care

8.

Follow-up after discharge from an acute mental health inpatient setting to be
made within 48 hours.
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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.
Broader impact:
OAPs are a sentinel indicator of a
mental health system under pressure,
not simply the result of too few acute
mental health beds nationally.
System-wide solutions are therefore
required with a focus on alternatives
to admission, community mental
health services and interfaces with
key partners such as housing and
social care.

www.england.nhs.uk
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Out of area placements: new national definition
An OAP occurs when an adult assessed as requiring acute mental health inpatient care, is
admitted to a unit that does not form part of their usual local network of mental health
services. This includes inpatient units that:
• are not run by the person’s usual provider;
• are not intended to admit people living in the catchment of the person’s local
community mental health service;
• are located in a place where the person cannot be visited regularly by their care
coordinator to ensure continuity of care and effective discharge planning; or
• are located in a place where the person cannot be visited regularly by their family,
friends or support networks.
This definition was developed following considerable engagement with commissioners,
providers and users of mental health services.

Given the varying sizes and geographical footprints of mental health providers, the
definition necessarily places the onus on local sending providers to determine whether
the placement is out of area, based on the key principles above.

www.england.nhs.uk
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Out of area placements: new national definition
It is important that the decision to place someone out of area is documented at the
time of admission by the admissions team (e.g. CRHTTs who ‘gatekeep’ admissions).
Their responsibility for assessing the person’s needs and their involvement in the
placement process means they are best able to decide whether the placement is out of
area in accordance with the definition. The information team within your organisation
should not be relied upon to identify which placements are out of area based on
retrospective analysis of notes or records.
Key Considerations when applying the definition locally:
• Are you paying another provider to place your patient?
• Is the person being placed outside the catchment area of their usual CMHT, or the
CMHT that serves their home area if they are not previously known to services?
• Is the person’s care coordinator able to ensure continuity of care and effective
discharge planning and visit as often as stated in the Trust’s policy?
• Can their friends/family/carers/support networks visit regularly - or is this made
difficult because the person is admitted too far away? We know that in more rural
areas some distances are unavoidable, but it’s important to apply local knowledge
and check that the person has been admitted to their most local unit.
www.england.nhs.uk
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Case study: Sheffield (1/2) – headlines
 In 2011 bed occupancy 120%, 142 beds, almost 3000 bed days out of area
 Wards now reduced in size, (69 beds) staffing has stayed the same, so patient-to-staff
ratios have improved, zero out of area .
 Because of the reduction of wards, SHSC has been able to significantly reduce the use of
agency staff,
 £2 million was invested in community services to ensure its sustainability. This included
investment in IHTTs and new services for people with highly complex problems often
associated with a diagnosis of personality disorder. In addition to this reinvestment,
cost savings of over £1.5 million were made
 No increase in incidents, close monitoring of quality markers – which have improved.
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Case study: Sheffield (2/2) – how did they do this?


Risk-sharing agreement between SHSC and the Sheffield CCG. SHSC took responsibility for
the budget for out-of-area placements.



Efficiency programmes reduction in average length of stay from 56 to 31 days. Work
focused on improving time spent with patients on the wards, discharge facilitators on every
ward, planning for discharge on admission, particularly in relation to social factors and daily
bed management meetings with consultants.



Quality initiatives : included: psychology posts on wards; reflective practice supervision for
staff; reduction in seclusion and restraint; service user-led, all-staff training programme to
improve the management of violence and aggression.



Bed management weekly bed-management meetings chaired by the clinical director, and
including all consultants, ward managers, discharge coordinators, partner services (crisis
house, respite provision, community teams). Meetings use live data and focus on patient
flow.



Investment in intensive home treatment bed-management processes were applied to
manage the flow of people. Fewer people accessing home treatment, smaller team
caseloads but more intensive treatment for those in HTT.



Whole system approach - vital. Rethink crisis house and helpline, Wainwright Crescent
respite and step-down beds; joined-up management/governance between inpatient and
community services, live data showing flow across the whole system; and engagement
49
with service users, carers and staff throughout.

Common themes from other areas that have / are
attempting to reduce out of area placements
Intensive focus on OAPs as a priority – agreement of system priority at all levels
• Agreement at all levels that OAPs are a priority
• Principle that bed / HTT must always be available where that is the right choice
• Board-level responsibility
• Clinical and/or Service Director who is personally responsible
• Strengthened community services, savings reinvested back into MH
• Financial risk/benefit sharing agreement between providers and commissioners
• Whole system coming together in partnership to redesign pathways and agree
processes – inpatient staff, CRHTTs , social care, AMHPs, CMHTs, vol sector,
patients, IAPT, primary care
• Intensive focus on flow, bed management
• Community and inpatient teams attend regular MDT discharge meetings
• Use of real time data, including info on bed availability, capacity of HTTs,
community alternatives (e.g. crisis houses)
• Info on patients who have passed discharge dates, reviews / new discharge dates
•

Case studies: Sheffield, Bradford , Leeds Flow, NELFT (pp27), Bradford (2)

www.england.nhs.uk
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Data: new national reports coming in 2017-2019 for inpatient acute care
Inpatient activity – split by bed type for the first time:
- Referrals / referral rates
- Gatekeeping
- Admission / admission rates
- Readmission
- NICE-recommended interventions
-

Average length of stay

-

Follow up post-discharge

-

Time from decision to admit to admission

Delayed Transfers of Care - by bed type
- With new categories for mental health
Out of area placements – MHSDS to replace special interim collection
- Numbers, bed days, reasons, distance, duration
Mental Health Act
- Including waiting times
51

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, Crisis & Acute Mental Health, NHS England
Twitter: @BobbyPratapMH
Email: bobby.pratap@nhs.net

Psychiatric Liaison – How we did
it…

Alix Jeavons
Senior Commissioning Manager
Wakefield CCG

How it all began
• Acute hospital reconfiguration – “Meeting the Challenge”

• Coroners report – Serious Incident

In the beginning

Structured process
• Evidenced based – separating fact from fiction
• Whole system agreement of the issue
• Strategic Case for Change
Confirm the
strategic context

Understand the
current service

Identify the case
for change

Identify options
for
transformation

Visualise and
design the future
model of care

Structured process
• External expert validation
• Outline Business Case
o
o
o
o
o

Marginal investment
Clear metrics
Invest to save
Non-recurrent pump prime investment
Senior agreement

Securing investment

Lessons learned
• Impartial role
• Locally designed & patient focussed
• External validation
• Clarity from outset
• Identify your advocates

Q&A session

#mentalhealthnorth
25 April 2017
www.england.nhs.uk

Refreshment
break
Back at 11:40
#mentalhealthnorth
25 April 2017
www.england.nhs.uk
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Dr. Chris Schofield –
Sustainability Modelling
Slides removed due to
sensitive content
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The development of an outcome
measure for liaison psychiatry
Professor Else Guthrie

www.england.nhs.uk

#mentalhealthnorth
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Depression
secondary to
physical illness
which impedes
recovery
Near fatal
self harm

Disturbed
behaviour

www.england.nhs.uk

Delirium and
dementia in
people with
physical health
problems

Psychosis and
related physical
health
problems

Drug and
alcohol related
problems

#mentalhealthnorth

The context
• No general outcome measure in liaison psychiatry
• HoNOS has been tried but does not have face
validity and there has been poor uptake
• Balanced score card approach
• But no way of simply looking at service mix and
outcome

www.england.nhs.uk

#mentalhealthnorth

• No one size fits all measure
• FROM-LP
• Clinical Global Outcome Scale- 7 item scale
• CORE-10
• The person satisfaction
• Referrer satisfaction
• Friends and Families test

www.england.nhs.uk

#mentalhealthnorth

Aim
• To develop a liaison outcome measure
• Clinician rated
• Brief
• Easy to complete
• Cover common and relevant areas of liaison
psychiatry
• Suitable for all adult ages
• Suitable for all liaison settings

www.england.nhs.uk
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Item generation
• Pool of psychiatrists, liaison nurses
• Modified delphi technique
• Independent cycles but also feedback from different
liaison groups
• Field testing over 18 months

www.england.nhs.uk
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Data
•
•
•
•

360 patient contacts
208 individuals
78 before and after assessments
Demographic data on 198 individuals 52.5% male,
mean age 52.6 years (SD 21.7 years).

www.england.nhs.uk

#mentalhealthnorth

• The ease of use of the scale was rated for 228
(63.3%) contacts (x = 2.1; SD 1.1).
• The time taken to complete the measure was
recorded for 233 (64.7%) contacts (x = 2 mins 30
secs; SD 2 mins 8 secs).

www.england.nhs.uk
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Change and stability

www.england.nhs.uk
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Comparison with CORE-10
• 23 patients completed the CORE-10.
• For these patients, there was a significant correlation
between the:
• mood subscale and the CORE-10 score (r=0.60;
95%CI 0.31 to 1.00; p<0.01)
• and the overall liaison measure (r=0.46; 95%CI
0.13 to 1.00; p<0.05).

www.england.nhs.uk
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CORE-10
• There was no significant correlation between the
CORE-10 and any of the other subscales;
• psychosis (r=0.31; 95%CI -0.04 to 1.00);
• cognition (r=-0.15; 95%CI -0.48 to 1.00)
• substance misuse (r= 0.10; 95%CI -0.26 to 1.00);
• behaviour (r=-0.06; 95%CI -0.40 to 1.00).

www.england.nhs.uk
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CAM
• 41 patients had a CAM completed in addition to the liaison
measure, and 11 of these patients received a positive score on
the CAM.
• Patients who scored positively on the CAM had a significantly
higher score on the cognition subscale of the measure than
those who did not
• (mean = 7.18, SD 3.42 versus mean = 0.47, SD 1.43;
p<0.001).
• Also psychosis subscale
• (mean 7.37, SD 3.26 versus mean 1.50, SD 2.56;
• Also Behaviour
• (mean 5.64, SD 1.51 versus mean 0.73, SD 1.68; p< 0.001 ),

www.england.nhs.uk
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Conclusions
•
•
•
•
•
•

Simple measure
Developed by liaison clinicians for liaison clinicians.
Road tested and modified over 2 years.
Good face validity, inter-rater reliability
Shows change
Also shows complexity of patients seen

www.england.nhs.uk

#mentalhealthnorth
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Developing skills and
competency in liaison
(mental health)
Kate Chartres, Nurse Consultant

What are ‘CORE’ services?
3 main areas of work:
 Direct patient care (assessment, diagnosis and
provision of mental healthcare for patients
referred to the team).
 Support and training to general hospital staff
relating to mental health needs.
 Interfacing with other parts of the health and
social care system.

WHAT DO LIAISON TEAMS NEED TO DO?
•
•
•
•
•
•
•

Behavioural management?
Education, advice, positive behaviour support,
Nurse led clinics.
Risk assessment? Intuition, gut feeling.
Formulation? Holistic assessment of needs.
Diagnosis?
Engagement/ presence and individual creative way’s that guide
others back to themselves. In whatever way works for them.
• Liaise and advocate.

Continued…

•
•
•
•
•
•
•

Urgent and Emergency Care?.
With long term conditions?
With unexplained symptoms?
Psychology
Low intensity workers…
Support workers
Peer support

‘Growing your own Liaison
nurses’
The concept

Using the competency
framework

Competency Framework for LMHN

PLAN education/ training

assessment and consultation

Conducting MH assessment (18.1), person-centred care planning
(18.2), Use of therapeutic approaches in assessment (18.2)

assessment of risk including self-harm

Awareness of risk (17.2), Conducting MH assessment (18.1),
Assessing & managing risk (18.1), Understanding self-harm &
suicide (18.1), Suicide awareness (18.1), Use of therapeutic
approaches in assessment (18.2)

nursing assessment and patient’s capacity

Conducting MH assessment (18.1), Use of legal frameworks
(18.1), Use of therapeutic approaches in assessment (18.2)

identifying and considering ethical issues
providing nursing advice on legal issues

Use of legal frameworks (18.1)

interventions used in LMHN

MH & stigma (17.5), awareness of LMHT response to major
incident (18.2)

admission and discharge of patients
maintaining accurate records, documentation and report writing

Information sharing & confidentiality (17.3)

advice on the management and care of patients with complex psychosocial and/or challenging presentations

Detecting & Managing Acute disturbance (18.1)

nursing advice on medication
working with people with specific physical illnesses

Understanding the interface of complex physical & psychological
problems (18.2), Adjustment to illness (18.2)

working with older adults

Ageism & stigma (17.6), working with older people (18.1),
Detecting & Managing Acute disturbance (18.1), Protection of
vulnerable adults & children (18.1), Suicide awareness (18.1)

working with people with a substance misuse problem

Detecting the misuse of drugs & signposting (18.1)

working with people with specific psychosomatic disorders

Recognising & managing medically unexplained symptoms (18.2)

working with people with learning disabilities

Protection of vulnerable adults & children (18.1), needs of people
with learning disabilities (18.2)

working with mothers and babies

Protection of vulnerable adults & children (18.1)

working with children & young people

Working with 16-18 (18.1), Protection of vulnerable adults &
children (18.1), Suicide awareness (18.1)

education, training, and supervision
evaluating LMHN provision
Diversity and equality issues (17.4 /18.2), Recognising special
needs (17.6) , Emotional responses to trauma (18.2) Organic
disorders (18.2)
Nutrition and diet (18.2), Eating disorders (18.2), Pain
management. (18.2)
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Training skills star for liaison
• Developed based on review of the band 6
workforce.
• Using competency framework
• Gap analysis based on what we think we need,
still being developed.
• We know who needs what training, reviewed
annually.
• Currently developing this for support staff and
wider team.

1. Not Stated
2. In Training
3. Completed Standard

SKILLS TRAINING STAR LIAISON PSYCHIATRY

Recovery Training
WRAP/Belief in
recovery

DBT Skills

Dual Diagnosis –
awareness Understanding
and Intervention session

Behavioural family
work
Communication skills
Difficult situations

Medication legal
issues

1
Assessment/ formulation and
recovery care planning

2
3
Specialist level training i.e.
1 of or more
CBT/Family intervention/ Dual diagnosis/
structured clinical management/solution focused
therapy/ acupuncture and/ NLP/ EMDR

Physical health training
Foundation
Intermediate
Advanced

Dementia
Awareness and
managing
challenging
behaviour

Training and induction…
• New starters come in to a weeks
induction.
• The trust wide induction is a weeks course
trained by our experts within Liaison
Services and our wider trust colleagues for
specific areas.
• Enhanced by simulation and PLAN
suggested areas of training.

The induction week is enhanced by
• Working half time across each part of the
service.
• Emergency and Liaison.
• Initial Assessments are completed jointly,
initially observed, then as skill is developed.
• Brief psychological intervention’s are
developed over time and with training
available in house and externally for Liaison
Visits.

Build in work with other specialist
nurses where possible
• Stroke nurses
• COPD/ respiratory nurses
• Cardiac speciality/ Diabetes and Renal as
we develop.
• Use the competency framework in
supervision and review annually.

Core 24 Liaison Mental Health Training
Package
•

Health Education England North West in collaboration with NHS England and the North West
Coast Strategic Clinical Network wish to engage with training providers with the ability to provide
high quality and innovative multi-professional clinical skills training

•

Training will be aimed at all mental health professionals working in liaison mental services in acute
hospital settings

•

Training providers will be required to build effective collaboration with local clinical leaders in order
to develop a robust and clinically relevant skills based curriculum that will be deliverable within the
demands of clinical practice
Expressions of interest are invited to be submitted by
12pm 22nd May 2017
Please register expressions of interest directly to Alex Griffith (alexandra.griffith@srft.nhs.uk)

https://www.contractsfinder.service.gov.uk/Notice/545e3a33-7b04-48ca-b77ad75bcd200798
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Lunch
Straight into workshops at 13:45
1) How to develop a strong liaison transformation bid – learning
from Wave 1 (‘Think’ room)
2) What’s next for successful Wave 1 sites – implementation
support (‘Create’ room)
3) Understanding the characteristics of smaller liaison services
without the demand for Core 24 – discussion group supporting
development of national guidance (‘Inspire’ room)

#mentalhealthnorth
25 April 2017
www.england.nhs.uk

Workshop 1
How to develop a strong
liaison transformation bid –
learning from Wave 1
#mentalhealthnorth
25 April 2017
www.england.nhs.uk

Writing a strong bid for the
Liaison Transformation
funds
Kate Chartres, Nurse Consultant

Funding is to
• Expand upon already existing services to
bring them in-line with CORE-24 services.
• Onsite
• Distinct
• 24/7
How might you clearly demonstrate this?

How will you demonstrate the response to
targets… do you have the information?
• 1 hour response to emergency referrals
• 24 hour response to routine/ non emergency.
• Full bio-psychosocial assessment completed
within 4 hours of referral.
• Ongoing care plan in process/ the patient has a
copy of their emergency mental health care
plan.

Recruitment/ retention and training?
• We had the following plan
• Some staff we could move in from at risk
services with relevant experience.
• A clear plan to recruit within 3 months of
notification of receiving the funds.
• A robust training plan…
• Credible delivery time table?

Quality
• Specific specialist older persons
component.
• PROMS, CROMS, PREMS specifically
PREMS- LP FROM
• Nice concordant interventions

Other considerations?
• Link with your clinical network- we are
here to help.
• Ensure a cohesive bid involve all partners.
• Submitted via STP and clearly linked to
STP plans.
• Joint governance? Link with A and E
delivery boards.

Key Criteria

NHS England said- Successful bids will
•

•

•

•

The funding is to pump prime and accelerate existing plans to expand acute
hospital liaison mental health services so that they operate at the core 24
standard within one year of receiving the funding.
The closer the service is to core 24 (and therefore the smaller the amount of
funding requested) and the more robust the delivery plans that are in place,
the greater the likelihood of the bid being successful (within the webinar
they said around £500,000.
Applications should not be submitted for acute hospitals that are unable to
reach the core 24 service level in 2017/18 or 2018/19. • Successful
applicants will receive funding in either 2017/18 or 2018/19, and not both
years.
Applications will need to confirm that the service will be commissioned
sustainably and funded locally recurrently. In addition the bid will need to
demonstrate how savings will be reinvested to sustain the core 24 liaison
mental health service at a minimum, and how any of the expected further
savings will be reinvested.

Successful bids will
•

•

•

Proposals are expected from A&E Delivery Boards and must be submitted
via STPs. These should: ‒ confirm involvement of senior membership from
acute and mental health trusts in A&E Delivery Boards; ‒ confirm senior
engagement and sponsorship from the relevant STP partnership; and ‒
clearly lay out collaborative arrangements between neighbouring CCGs as
appropriate.
The strongest bids will demonstrate local collaboration and joint ownership
between acute and mental health providers, and support from other local
structures e.g. UEC Networks, mental health Clinical Networks, Crisis Care
Concordat groups, and UEC PMO involvement in developing bids.
The strongest bids will demonstrate partnership with other non-NHS
partners e.g. social care, public health, housing.

Workshop 1 Outputs
How to develop a strong
liaison transformation bid –
learning from Wave 1
#mentalhealthnorth
25 April 2017

Workshop Outputs and Q&A
The following key points were highlighted:
•
•
•
•
•
•
•

Data collection to demonstrate response to targets
Importance of engaging with acute Trusts
Evidence of investment and CCG commitment
A joint approach to the application between clinicians and managers is more successful
A whole systems approach is required
There was good support from the centre for wave 1 which can be accessed
There is more time to prepare for wave 2 – Start now!

Q: How do you prove that there is a care plan copy given?
A: This is clinician-rated. In some places there is a tick box on the system. If a copy of the letter to
the GP is given to patients then change the content to include that the care plan has been given and
ensure that the letter is saved on file.
Q: Where does governance come in? What if a person with delirium or toxic confusion loses the plan
on the ward?
A: This refers to an emergency mental health care plan. A care plan on the ward would be different.

Workshop Outputs and Q&A cont’d
Q: Our Service is trying to fulfil the KPIs, but due to low staffing and other issues this is a challenge.
A: There is a need to record the data, no matter what it is.
Comment: Bobby stated this morning that unsuccessful bids were ones where the money couldn’t be
committed in future years. It is essential that there is CCG commitment that money will move from
physical health to mental health.
Comment: The savings that Chris Schofield illustrated in his presentation are only for staff and do not
include other overheads such as estates.
Comment: Clinical Network support for the applications was key; from the CCG-side it was important
to engage with the whole system, include Acute Trusts.
Q: Was the original service developed as a result of a serious incident?
A: Yes, in Sunderland. Interesting that Alix Jeavons also mentioned that this was a contributing factor
to the development of the Wakefield service.
Comment: The Bradford First Response service followed the Sunderland model and aims to keep
people away from A&E.
Response: The Sunderland model works because it is a whole systems approach.

Workshop Outputs and Q&A cont’d
Q: In our area there is one A&E Delivery Board for two hospitals and two CCGs. One hospital meets
Core24 but the other is struggling. Does it have to submit one bid?
A: No. The bid should include the context and focus on bringing the one site up to standard.
Comment: The aim of Wave 1 was to get services that are close to Core 24 over the line, so Wave 2
will focus on those who are not as close and there is more money. It also allows these services more
time to move towards Core24.
Q: What is required in the bids regarding proving the worth of the service?
A: As part of the bid it was necessary to demonstrate that the service would pay for itself within 12
months and that extra money should be re-invested in Mental Health. This reinvestment could be
about moving from Core 24 to enhanced or comprehensive. There is also an opportunity to focus on
medically unexplained symptoms. Sunderland is employing research assistants to demonstrate
savings and outcomes.

Workshop Outputs and Q&A cont’d
Q: What was the process for applying in Wave 1? Did CCGs have an indication of which services
would be successful?
A: A benchmarking survey was undertaken in the North which, along with the LSPE3 survey, provided
information on Services close to Core 24. There was also some local knowledge provided by Clinical
Networks as part of the assurance of bids. Overall there was a thorough process of regional and
national scrutiny of the applications.
Q: What are the contingencies in the event of failure to spend?
A: There are anxieties about this, particularly in relation to recruitment of staff. This is not likely to be
a problem in Sunderland, although there is an acknowledgment that staff will be moving from other
parts of the system.
Q: What is the definition of a distinct Liaison Mental Health Service?
A: On-site and dedicated.

Workshop 2
What’s next for successful
Wave 1 sites –
implementation support
#mentalhealthnorth
25 April 2017
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NHSE regional teams:
implementation support –
consultation with North Clinical
Networks
Bobby Pratap, Senior Programme Manager, Crisis and Acute Mental
Health Care, NHS England, 25.4.2017

Mental Health Clinical Policy & Strategy

What are the phases of policy development and
implementation?
A new way of working has been
proposed by the mental health
1. National Team
2. Regional Teams
3. DCO Level
The ‘delivery model’ focuses on developing the detail and providing clarity on each stage of implementation.
Outlined are the functions that are required to successfully implement upcoming policy priorities on the
ground.
National team

Regional team

DCO level (DCO, CN, AHSN)

Development

• Commission, develop EBTP
• Develop data set

• Facilitate baseline data
collection

Provide clinical expertise and SU
& carer engagement

Preparing for
implementation

• Launch self-assessment
process
• Develop preparedness KLOE
• Launch data collection
• Manage allocation of
transformation funding.

• Commission and oversee
delivery of regional
preparedness programme
• Support process to allocate
transformation funding

• Deliver or support regional
preparedness programme
• Assure KLOE

Implementation

• Develop risk stratification

• Commission regional
implementation support
programme
• Engage STP/CCG/provider
based on risk stratification

• Deliver or support regional
implementation support
programmes
• Engage STP/CCG/provider
based on risk stratification

Phasing of the AHM workstreams over the next 5 year period
Development

Community
EIP standard
SMI physical health

Pre-implementation

2017/18
£11m
140,000£41m
more people

IPS

Implementation

2018/19

2019/20

2020/21

53%,£20m
all Level 2

£30mLevel 3
56%, 25%

£70m
60%, 25%
Level 3

£83m
280,000
more people

£83m

£83m

25% access increase

60% access increase

100% access increase

EBTP fundamentals

Integrated pathway launched, CPA reviewed

EBTP specialist –
phase 1

++ access to NICE
interventions

EBTP specialist –
phase 2
£13m

UEC MH
Liaison: EBTP
and expansion
Blue light: EBTP
Community
crisis: EBTP

13%£15m
Core 24

20%
Core 24
£30m

£33m
40%£84m
Core 24

£50m
50%£120m
Core 24

Pathway launched for implementation
Pathway launched
for implementation

Pathway launched for implementation

Acute
EBTP
CRHTT expansion
OAPS elimination

Pathway launched
for implementation

£43m

£90m
£140m
£146m
24/7 crisis response and
intensive home treatment
in all areas
Elimination of inappropriate acute OAPS

Phase 1: Development
What is the purpose of this phase?
•
To develop policy and evidence-based treatment pathways (EBTP) and implementation support tools
•
To understand current performance and scale policy ambitions accordingly.
What are the required outcomes?
1.
Development of EBTPs
2.
Collection of baseline data to analyse gap between current and desired system performance
Who needs to do what?
National Team
• Convene a multistakeholder ERG
• Specify national dataset
changes and reporting
requirements
• Commission baseline
data collection

Regional Team
• Identify current gaps in service
• Coordinate feedback on early drafts
of implementation support tools,
help to improve and co-own
forthcoming national policy
• Facilitate baseline data collection

DCO Level (DCO,
SCN, AHSN)
• Undertake regional
service user and
public engagement
with a focus on
addressing relevant
health inequalities

ALBs
• Develop
accompanying
competency
framework and
workforce tools
(HEE)
• Develop required
data set - (NHSD)

What have we learnt are the critical aspects of success?
•
Circulation of early drafts of implementation guides to the regional teams (and their networks) to provide
feedback to allows improvement to guidance, feedback on feasibility and challenges of new
recommendations, and early sight and understanding of forthcoming national ERG recommendations
•
Input from colleagues with a system wide perspective to understand how this pathway sits within
context of wider mental health system
•
Broad service user engagement and consultation , including representation from groups who experience
114
inequalities in relation to mental health

Phase 2: Preparation for implementation
What is the purpose of this phase?
•
To prepare local systems, commissioners and providers for implementation stage
•
To establish regional preparedness programmes
What are the required outcomes?
1.
Appointment of clinical leaders
2.
Establish or commission a regional preparedness programmes
3.
Support transformation funding bids
Who needs to do what?
National Team
• Launch MHSDS data
collection
• Publish EBTP Guidance
• Launch self-assessment
process
• Develop key lines of
enquiry (KLOE) and
assurance process
• Transformation funding:
communicate bid criteria
and timelines

Regional Team
• Establish or commission a
regional preparedness
programme
• Support improvements to data
quality and data submission
• Transformation funding:
support preparedness for bids
and assure bids.
• Coordinate with other
programmes (e.g. UEC and
primary care) and link with
ALBs

DCO Level
• Deliver and
support
regional
preparedness
programme

ALB
• Align regulatory
frameworks to support
implementation (NHSI,
CQC)

• Support data
collection

• Commission required
workforce programmes
(HEE)

• Collect and
coordinate
KLOE

• Ensure preparedness
for data collection
(NHSD)

What have we learnt are the critical aspects of success?
•
Elements for successful preparedness programmes include - raising awareness, supporting
understanding of data, submission and quality, workforce and training, events/face to face meetings.
•
Ensuring economic case is made clearly to support change
115
•
Robust workforce engagement

Phase 3: Implementation
What is the purpose of this phase?
•
To implement policy to ensure delivery
•
To roll out regional implementation support programme, a continuation of the preparedness programme
What are the required outcomes?
1.
EBTP support tools published
2.
Data collection, monitoring and assurance begun
3.
Introduce regional support programme
4.
Support effective use of transformation funding and evaluation of its impact
Who needs to do what?
National Team
• Risk stratification
• Support Regional & DCO
Teams
• Commission IST
• Transformation funding:
account management for
successful bidders

Regional Team

DCO Level (DCO, SCN,
AHSN)

ALB

• Engage STP/CCG/provider
• Commission regional
implementation support
programme
• Assurance and monitoring
• Share good practice, enable
peer review and networks.

• Deliver or support
regional support
programmes
• Engage
STP/CCG/Provider
• Monitor performance
and data quality
• Assurance and
monitoring

• Delivery of improvement offer
(NHSE & NHSI)
• Implement use of levers and
incentives to drive delivery
(NHSE & NHSI)
• Incorporate EBTP within
inspection and intelligence
frameworks (CQC)
• Monthly performance and data
quality reporting - NHS Digital

What have we learnt are the critical aspects of success?
•
Transparent displays of high quality data to drive conversations about improvement
•
Peer- peer learning about how to improve performance and create change
•
Bespoke support for areas facing greatest challenge – involving diagnostic conversations and high quality
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support / coaching

Who has done this well previously?
Below are some examples of how regional teams and clinical networks have facilitated and supported some of the functions
outlined in the suggested model:
Development
•
North region crisis care guides – a number of very pertinent considerations and questions came from the liaison
network in the North that the ERG did not think of. This directly informed the implementation guidance and liaison
transformation funding bidding process.
•
London Stolen Years project – London clinical network established steering group supported by Darzi Fellow to support
improvement of physical health for people with SMI. Project has established physical health leads network,
commissioning guidance and CCG assessment tools.
Preparing for implementation
•
London EIP programme – London SCN commissioned a regional EIP preparedness programme which commissioned
NHS Benchmarking to undertake workforce and service benchmarking exercise.
•
South region EIP programme - In 2015, the South Region EIP Programme was commissioned by South region and
tasked with preparing the system to deliver the EIP standards. The programme established a board to oversee
governance and a Clinical & Technical Group to deliver required actions.
•
North region EIP programme - North region Medical Directorate convened EIP steering group and coordinated regional
support and established regional clinical leads.
•
York and Humber AHSN – Economic evaluation of physical health checks, and development of an e-learning module.
Implementation
•
Mental Health Intensive Support Team - The IST continue to support regions and providers to improve reporting
against the EIP standard through the MHSDS.
•
Midlands and East EIP clinical leads – Three clinical networks in the Midlands and East have appointed clinical leads
to support delivery and continued monitoring of the EIP standard.
•
North region liaison mental health network - Brings together representatives from commissioners, providers and
clinical networks under the leadership and stewardship of the regional mental health team. Supports regular workshops
and events to enable peer-to-peer learning, sharing of best practice, regional baselining and place-based planning.
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Regional preparedness and implementation support NHSE
regional teams and clinical networks likely to include:
1.

Dedicated clinical expert time to support delivery in each region has proven essential in previous
implementation programmes, as well as dedicated project management resource.

2.

Bring together local experts and establish quality improvement networks between CCGs, providers, and
patients, ensuring effective links with clinical networks, including partners such as local authorities

3.

Raising awareness of the new recommended pathways following publication implementation guides

4.

Benchmark baseline performance against the new pathway requirements and make use of data from
national audits and new national reports in MHSDS to identify strengths and gaps locally and share
learning.

5.

Support data quality improvements and the effective use of data, preparing for the introduction of new
data collection requirements, and ensuring the routine effective use of existing and emerging national
statistics

6.

Create local workforce development programmes, in particular sharing good practice in training and
retention of staff

7.

Conduct evaluation and developing commissioner capability on financial and benefit modelling in line
with the aims of the emerging NHS England commissioning capability programme.

Delivery Plan Adult MH: Crisis resolution home treatment teams

Milestone

Implementation activities

Responsibility

Timeframe

Publish CRHTT quality
benchmarks and support packs
(recommended response
times, NICE-concordant
interventions, data collection
and outcome measurement)

Publish acute and community crisis quality benchmarks and supporting
resource pack

National team

July 2017

Launch CCQI self-assessment quality improvement scheme for CRHTTs, and
coordinate responses

National team Regional
teams/STPs/

July – Oct 2017

Determine KLOEs for fully operating CRHTTs for regional assurance role

National Team. Regional teams

May 2017

(1) Feed back data from national audit of CRHTTs, CCG financial tracker; and
(2) CCQI self-assessment scheme(s) for crisis/acute

National Team , regional teams

(1) May 2017
(2) Oct 2017

Establish stratification of services in region (using available data)

National Team , regional teams

June 2017

Refining of MHSDS dataset changes and national reporting priorities for
CRHTTs

National team, NHS Digitial

Sept 2017

Supporting comms and guidance to support data submission/quality and
provide routes for local feedback to national team, assurance of data quality

Regional Team/National Team

June 2017March 2018

Establish routine use of MHSDS reports for CRHTTs in regional teams,
including ensuring analytical expertise is available

Regions/STPs/ National Team

June 2017March 2018

Raise awareness of quality benchmarks and evidence base for CRHTTs

Regions/STPs/National

July 2017

Benchmark baseline performance against the published quality benchmarks for
urgent, emergency and acute mental health care

Regions/STPs/National

July-Nov 2017

Appoint dedicated clinical expert time to support CRHTT delivery in each region

Regions/STPs

May 2017

Bring together local experts, CCGs and providers to establish quality
improvement networks for urgent mental health care

Regions/STPs

May 2017

Create local workforce development programme

Regions/STPs/regional HEE

May 2017

Conduct evaluation of innovative approaches , including economic and financial
modelling

Regions/STPs/ National Team

May 2017-March
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Establish national and regional
baseline of CRHTT activity,
and drive increased investment

Establish new routine national
statistics report for liaison /
acute / CRHTTs (NHSD)

Regional capability and
networks established to drive
CRHTT implementation

www.england.nhs.uk

Delivery Plan
Adult MH: acute MH care, including out of area placements (1/2)
Milestone

Implementation activities

Responsibility

Timeframe

Publish acute care quality
benchmarks and support
packs (recommended
response times, NICEconcordant interventions, data
collection and outcome
measurement)

Publish acute care quality benchmarks and supporting resource pack

National team

July 2017

Launch CCQI self-assessment quality improvement scheme for acute care
and coordinate responses

National team Regional
teams/STPs/

July – Oct 2017

Establish national and
regional baseline of acute
care activity, and drive
increased investment

Determine KLOEs for acute care, for regional assurance role

National Team. Regional
teams

May 2017

Publish / feedback data from (1) national audit of CRHTTs, CCG financial
tracker and (2) CCQI self-assessment schemes to regional teams, CCGs,
providers

National Team , regional
teams

(1) May 2017
(2) Oct 2017

Establish stratification of services in region

National Team , regional
teams

June 2017

Refining of MHSDS dataset changes and national reporting priorities for
acute pathway

National team, NHS Digitial

TBC – 2017/18

Supporting comms and guidance to support data submission/quality of
MHSDS reports for acute pathway

Regional Team/National
Team

TBC – 2017/18

Establish routine use of MHSDS reports for CRHTTs in regional teams,
including ensuring analytical expertise is available

Regions/STPs/ National Team

June 2017March 2018

OAPs: (1) improve data quality of new collection, (2)phase out special
bespoke OAPs collection for routine MSHDS collection

Regions/STPs/National

(1) Apr 2017
(2) Mar 2018

Establish new routine national
statistics report for acute care,
including OAPs

www.england.nhs.uk
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Delivery Plan
Adult MH: acute MH care, including out of area placements (2/2)
Milestone

Implementation activities

Responsibility

Timeframe

Regional capability and
networks established to drive
acute pathway implementation

Raise awareness of quality benchmarks and evidence base for acute mental
health pathway

Regions/STPs/National

July 2017

Benchmark baseline performance against the published quality benchmarks
for acute mental health care

Regions/STPs/National

July-Nov 2017

Appoint dedicated clinical expert time to support acute pathway in each
region

Regions/STPs

May 2017

Bring together local experts, CCGs and providers to establish quality
improvement networks for acute mental health care

Regions/STPs

May 2017

Create local workforce development programme for acute mental health

Regions/STPs/regional HEE

May 2017

Conduct evaluation of innovative approaches , including economic and
financial modelling of acute care

Regions/STPs/ National Team

May 2017March 2018

Local and national OAPs activity baselines established

National Team / regions /
STPs

July 017

STPs to develop local trajectories for eliminating OAPs by 2021

STPs (via regional teams)

Oct 2017

National trajectory established

National Team

Nov 2017

STPs to establish trajectory to
eliminate OAPs by 2021,
aggregated to inform national
baseline and trajectory

www.england.nhs.uk
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Delivery Plan Adult MH: urgent and emergency mental health
(UEMH) liaison
Milestone

Implementation activities

Responsibility

Timeframe

Disseminate liaison quality
benchmarks and support
packs (recommended
response times, NICEconcordant interventions, data
collection and outcome
measurement)

Disseminate UEMH liaison quality benchmarks and supporting resource pack

Regional teams

April 2017

Launch CCQI self-assessment quality improvement scheme for UEMH
liaison and coordinate responses

National team Regional
teams/STPs/

July – Oct 2017

Determine KLOEs for UEMH liaison for regional assurance role

National Team. Regional
teams

May 2017

Publish / feedback data from 4th national audit of liaison psychiatry, CCG
financial tracker and CCQI self-assessment schemes to regional teams,
CCGs, providers

National Team , regional
teams

Oct 2017

Establish stratification of services in region, including regional centres of
excellence for UEMH liaison of services at Core 24 to support other services

National Team , regional
teams

June 2017

Refining of MHSDS dataset changes and reporting priorities for UEMH liaison

National team, NHS Digitial

TBC – 2017/18

Supporting comms and guidance to support data submission/quality and
provide routes for local feedback to national team, assurance of data quality

Regional Team/National
Team

TBC – 2017/18

Establish routine use of MHSDS reports for UEMH liaison n regional teams,
including ensuring analytical expertise is available

Regions/STPs/ National Team

TBC – 2017/18

Raise awareness of quality benchmarks and evidence base for UEMH
liaison

Regions/STPs/National

April 2017 –Mar
2018

Benchmark baseline performance against the published quality benchmarks
for urgent, emergency and acute mental health care

Regions/STPs/National

April 2017- Mar
2018

Appoint dedicated clinical expert time to support UEMH liaison delivery in
each region

Regions/STPs

May 2017

Bring together local experts, CCGs and providers to establish quality
improvement networks for UEMH liaison

Regions/STPs

April 2017

Create local workforce development programme

Regions/STPs/regional HEE

May 2017

Conduct evaluation of innovative approaches, particularly of liaison wave 1

Regions/STPs/ National Team

May 2017-

Establish national and
regional baseline of CRHTT
activity, and drive increased
investment

Establish new routine national
statistics report for liaison /
acute / CRHTTs (NHSD)

Regional capability and
networks established to drive
liaison implementation for all
urgent & emergency liaison
services, including:
-

Assurance of successful
wave 1 bidders;

-

Support for potential wave
2 bidders to submit
successful bids and
expand services in the
interim to move towards
www.england.nhs.uk
core 24

122

Workshop 2 Outputs
What’s next for successful
Wave 1 sites –
implementation support
#mentalhealthnorth
25 April 2017
www.england.nhs.uk
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Workshop Output and Q&A
Slide 118 describes a regional programme proposal to support
successful Wave 1 sites – yet to be signed-off
Q. What is required to release quarterly transformation funding?
A. Initial email response to letter to A&E delivery boards (both those
with or without conditions attached) confirming acceptance to
deliver against requirements. Further discussions are ongoing with
Simon Stevens and Paul Baumann regarding control totals as
described in letters to successful bidders. No current plans from
central mental health policy team to undertake bespoke assurance
of delivery of plans. NHS England regional team to confirm if being
led by assurance and delivery or urgent and emergency care teams.
The intention at a national level is to track progress (e.g. response
times, referrals etc.) through new routine performance and activity
reports from NHS Digital and through the annual survey of liaison
psychiatry. It is intended that in time, it will form part of the routine
work of clinical networks to use the new data sources to drive
improvement efforts locally.
www.england.nhs.uk
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Workshop Output and Q&A cont’d
Q. More clarity requested on sustainability and why liaison services
need to justify the benefits of the service, when there is already clear
evidence to demonstrate this, and what savings do they need to make?
A. As a condition of a successful transformation bid, NHS England
central team have only requested that the liaison service is funded
recurrently and there is no central requirement to demonstrate
additional savings. There is strong evidence that mental health liaison
services should bring clear financial benefits once operating at core 24
service level. CCGs may therefore want to demonstrate these benefits
to support either reinvestment or evaluation of the programme.
Q. What happens if the service does not deliver the requirements due
to external factors outside of their control i.e. recruitment issues?
A. This will require a local conversation to understand the root cause
and it may help to compare this to other areas to understand how they
overcame the same issues. Clinical networks and regional NHS
England team can offer support during the year to mitigate such risks
such as acting as a liaison with local Health Education England offices
to understand current and future workforce.
www.england.nhs.uk
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Workshop Output and Q&A cont’d
Q. How will achievement of Core 24 be measured in future? Will this
be based on workforce only or functionality of the service?
A. The national LPSE-4 survey will be used to measure achievement of
Core 24. Recognising concerns that this is self-reported, primarily
based on a set of workforce numbers and does not include liaison team
functionality questions – NHS England central team will liaise with the
developer of the LPSE-4 to consider how this could capture a more
comprehensive picture of liaison services. Performance of mental
health liaison services (e.g. response times, referrals etc.) will be made
transparent through new routine national reports that are due to
become available during 2017/18.
Requests for support
• Evaluation of the Wave 1 bids should focus on system-wide
approach – integrating both physical and mental health.
• Work to include acute providers and commissioners in liaison MH
networks, future learning events and as part of the evaluation.

www.england.nhs.uk

Workshop 3 Outputs
Understanding the
characteristics of smaller
liaison services without the
demand for Core 24
#mentalhealthnorth
25 April 2017
www.england.nhs.uk
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The Group were asked to describe
what a ‘’small service’’ looks like
• Where a site is one of a number but affiliated to the
same Trust
• Small numbers of referrals/beds/staff
• Rural/semi-rural geography
• Some ‘small’ providers may cover other borders so
their footfall is not ‘small’ but as a building/team are
classed as small

www.england.nhs.uk
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Challenges of a small team
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Covering A/L, S/L and maternity leave
Training and development- the lack of opportunity for backfill
Clinical priorities vs. teaching and training
Single handed assessments on complex patients
Having to do own paperwork between patients with no down time
Narrowness of ability to respond and potentially refer elsewhere for support
Ability for MDTs is compromised
Lack of availability of Liaison Psychiatrists
Higher risk management thresholds
Adults and OP being managed to different commissioning specifications
Access to s136 suites
Estates/infrastructures often outdated/ IT systems not aligned
Offsite working becomes problematic
Multi-site working: is more tricky / needs careful modelling

www.england.nhs.uk
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What are the Potential Solutions for
smaller hospitals
•
•
•
•

•
•
•
•
•
•
•

Monitor referral rates by day/time to establish any patterns although some
Trusts felt that referrals can be very unpredictable
Upskilling staff who work in EDs/acute setting (e.g. MHFA training/Triage
skills etc.) to free up MH qualified staff
Training supervision to small teams
Publish minimum guidance for non-Core 24 services (specification/KPIs) but
non-Core 24 services should have access to transformation monies to bring
standards up to ensure patients are not given a 2nd class service if in a
rural area /small trust
Consider telemed for rural areas such as video links
Hub and spoke models
First responder models
Central POA and single contact numbers
Hospital at Night schemes – one central resource
Flexibility on out of hours
Develop KPIs and payment systems to encourage innovation for smaller
sites

www.england.nhs.uk
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What might need to be included in
any national guidance
• Very clear specification but not one that relies on firm bed
numbers (as some trusts have low bed numbers but high footfall
due to neighbouring boundary issues) so a service specification
based on population need
• Encourage a Single commissioner model to ensure all
specifications are congruent and cover all ages
• Minimum staffing/skill mix advice for non-Core 24
• Training, development and education advice
• Advice on single point of access/pathways
• Access to telemed for assessments from Comprehensive/Core
24 centres and incentives for both providers to collaborate
• Ensure non-Core 24 sites are part of a recognised collaboration
of providers (e.g. like hyper acute stroke units and stroke / rehab
units) so hub and spoke with access to telemed/IT opportunities
are seen as being acceptable and not 2nd class services
www.england.nhs.uk

Local liaison
networks 14:30
Yorkshire & Humber (‘Create’ room)
Northern (‘Think’ room)
North West Coast (‘Inspire’ room)
Greater Manchester (Coffee area)

#mentalhealthnorth
25 April 2017
www.england.nhs.uk

