New national CQUIN 2017-19:
Indicator 4 – Improving services for people
with mental health needs who present to A&E
Implementation support webinar
Monday 19 June 2017, 14:30-16:00 (14:35 start)
Viral Kantaria, Adult Mental Health, NHS England

***PLEASE PUT YOURSELF ON MUTE***
Mental Health Clinical Policy & Strategy

Overview: this session
14:35-14:45

The CQUIN itself – what do you need to know?
Background, objectives and policy context; key
considerations and pointers
Viral Kantaria, Adult Mental Health team, NHS England

14:45-14:50

Service user perspective
Victoria McGowan, former service user and frequent user of A&E

14:50-15:00

Learning from local initiatives in the Cambridgeshire &
Peterborough Urgent and Emergency Care Vanguard (10 mins)
Dr Caroline Meiser-Stedman, Consultant Psychiatrist, CPFT

15:00-15:15

Learning from local implementation in NW London (10 mins + 5 mins Q&A)
Dr Chris Hilton, Consultant Liaison Psychiatrist, WLMHT

15:15-15:30

Learning from local implementation in Herts (10 mins + 5 mins Q&A)
Dr Nikki Scheiner, Consultant Psychologist, Hertfordshire RAID

15:30-15:45

Working with the police – Serenity Integrated Mentoring
(SIM) (10 mins + 5 mins Q&A)
Sergeant Paul Jennings, SIM & High Intensity Network Leader

15:45-16:00

Q&A (15 mins)
2

1. The CQUIN itself – what do you need to
know? Background, objectives and policy
context; key considerations and pointers

14:35-14:45
Viral Kantaria, Adult Mental Health team, NHS
England
england.adultmh@nhs.net
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Credit: Alex Thomson, Consultant Liaison Psychiatrist, Northwick Park Hospital

Key deliverables
For 2017/18:
Reduce by 20% the number of attendances to A&E for those
within a selected cohort of frequent attenders who would
benefit from mental health and psychosocial interventions, and
establish improved services to ensure this reduction is
sustainable.
For 2018/19:
Sustain the reduction in year 1 of attendances to A&E for
those within the selected cohort of frequent attenders who
would benefit from mental health and psychosocial
interventions.
Reduce total number of attendances to A&E by 10% for all
people with primary mental health needs.
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Key deliverables – what does this break down into?
1.

Identification – of overall cohort of people who attend frequently, and sub-cohort of those who
could benefit from MH/psychosocial intervention.
Establish as the baseline number of people in this cohort & their attendances using 2016/17 data.
This element includes improving coding of primary and secondary needs & using liaison mental
health teams’ expert knowledge of working in acute medicine settings + pathways. Audit of
diagnostic coding (primary & secondary MH needs)
(NB: Our document mentions A&E HES but key codeset is new ECDS expected to go live from
October 2017. Key interface in primary diagnosis & ‘chief complaint’ with 2017/18 ECDS
preparedness element of CQUIN Indicator 8, ‘Supporting proactive and safe discharge’.)

2.
•
•
•
•

•

Care planning & interventions – collaborative, co-produced.
Potential of benefits of named lead to maximise consistency of care.
What do current care plans say e.g. A&E as default?
Importance of sharing plans and accessibility of records.
Understanding key roles liaison mental health teams play: undertaking expert biopsychosocial
assessments, care planning, links to out-of-hospital services; interfaces with other relevant services
e.g. new integrated IAPT services
What other services could patients benefit from e.g. in secondary MH services, physical health care
for people with SMI in primary care settings, voluntary sector, local authorities (e.g. substance
misuse)
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Background and context
 Estimated 5% of ED 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.
 This CQUIN is about improving care for people – their experience and
outcomes – + drawing on expertise of liaison MH teams to move away from
inevitability of certain patients attending frequently where there are often
underlying MH/psychosocial needs. Recognition that more can be done,
better
 One reason for improving the data through audits of diagnostic coding is
improve the evidence around MH need in acute hospitals, to help evidence
the case for improvements in acute hospital liaison MH, out of hospital
community mental health services, integrated IAPT services etc.
 Improved diagnostic data will also support arguments that we hear regularly
that people with mental health needs often breach the 4hr A&E target
(appears most likely to be the case where the proper MH pathways – e.g.
expertise, referral routes – within, and outside, of the acute hospital are not
available).
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Background and context
 According to CQC’s thematic review of mental health crisis care in 2015, only 36% of
people with urgent MH needs had a good experience of ED
 We are very clear that when people do attend EDs with MH needs, acute hospitals
should be equipped with specialist mental health liaison expertise on a 24/7 basis.
 NHS England’s targeted central investment and commitment to expanding acute
hospital liaison mental health services – including leveraging recurrent local
investment – evidences the fact that care for people with mental health needs in EDs
needs to improve.
 Also fair to suggest that A&E is not always the best option for people experiencing
mental health crises – and there are other pathways and options for people that may
be more appropriate for people with primary mental health needs e.g. by having
24/7 Crisis Resolution Home Treatment teams (£43m new monies into CCG
baselines in 2017/18), or models of ‘safe havens’, ‘crisis cafés’ etc – as well as care
plans that refer people with mental and physical health needs to other services, e.g.
IAPT or planned care liaison services that may help reduce future re-attendances,
using Personal Health Budgets/Integrated Personal Commissioning (see Appendix A)
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Principles
 We often talk about patients with ‘complex needs’ – usually means physical,
mental and social needs. Multi-disciplinary approaches in terms of providing
integrated physical and mental health assessment is therefore necessary
 Parity – equality – of access and provision

 Patient experience remains paramount – need to be mindful of existing
stigma, including for patients with a label of personality disorder and those
who self-harm, whose experiences of the ED tend to be among the worst –
with self-harm being the biggest predictor of suicide + increasing its risk by
30-100 fold (see Appendices for further stats)
 This CQUIN is about improving patient experiences and outcomes (as
opposed to rationing care). The approach it requires should also have knockon benefits to the health and care system (identifying previously unmet
need, working with patients to deliver care in the most appropriate settings,
using clinical expertise to make previous, collaboration and systems
thinking)
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Which patients could benefit?
 The CQUIN is for all ages – and it is for local areas to determine and segment
the needs of the selected patient cohorts.
 The cohorts of people who could benefit from case management, advance
care planning and community interventions to help reduce A&E
attendances, might typically include:
 People with primary substance misuse problems but with co-morbid
mental health and social needs;
 People with long-term conditions (e.g. COPD, diabetes, heart failure,
chronic pain syndrome) which have a mental health component that has
previously been undetected;
 Older people with a combination of multiple and deteriorating physical
health problems, frailty, cognitive dysfunction and increasing social
need;
 People with primarily complex mental health needs including selfharming behaviour, personality disorders, substance misuse;
 People with medically unexplained symptoms and resultant intensive
health-seeking behaviours; and
 People with complex social needs, including e.g. housing, domestic
violence, loneliness/social isolation, financial difficulties.
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Key considerations: partnership working & joint
governance
 Collaboration is absolutely vital – part of CQUIN’s purpose; without it
CQUIN is completely unachievable. Main relationship is between acute and
mental health providers – who are both remunerated – with liaison mental
health teams playing pivotal role

 However, close working across + outside of the NHS – primary care, police,
ambulance, substance misuse, social care, voluntary sector – also necessary
to maximise benefits to patients.
 Ability to draw on existing Crisis Care Concordat local partnerships should be
helpful; also A&E DBs, UEC Networks, STP UEC workstreams
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Key considerations: role of CCGs & national
submissions
 CCGs to:
 determine allocations between acute and MH providers including
proportionality
 agree with providers number of people in cohort (should be
proportionate to size of hospital and ED footfall)
 receive quarterly assurance reports
 receive assurances around A&E coding of primary and secondary MH
needs
 establish how commissioning and commissioning decisions affect
pathways of care for patient cohorts in both years, acting accordingly –
especially in relation to and in context of STP planning.
 ‘Light touch’ national assurance approach – annual submissions to NHS
England
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Key considerations: information sharing and information
governance
 We know this is seen as a challenge by many. A draft informal guidance note from us is in
development – to be shared imminently once our national IG colleagues are content
 In the meantime, some key principles to bear in mind (+ see Appendix B):
 The ultimate aim of the CQUIN is to ensure that people are receiving the most appropriate
care for their needs. This includes identifying unmet mental health needs and tailoring
interventions accordingly.
 The nature of the CQUIN means that patient-level data is used to improve the direct care
of patients. The Health and Social Care (Quality and Safety Act) 2015 actively puts a duty
on organisations to share information for direct care. Sharing for direct care can take place
across departmental and organisational boundaries.
 The key Caldicott principle to note for this CQUIN is principle 7 from the 2013 Caldicott 2
guidance, Information: To share or not to share? The Information Governance Review
(March 2013): that the duty to share information can be as important as the duty to
protect patient confidentiality.
 Given that the department of liaison mental health directly delivers clinical care in the
Emergency Department, they are not a third party but part of the acute hospital operating
on-site, and a positive approach to internal information sharing should therefore be
adopted.
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Appendices and other key resources
 Appendix A: Information regarding Personal Health Budgets for mental
health
 Appendix B: Resources on information sharing
 Appendix C: Positive practice examples of voluntary sector crisis mental
health services
 Appendix D: Facts and figures on self-harm
 NHS England/NICE/NCCMH acute hospital urgent and emergency liaison
mental health implementation guidance: https://www.england.nhs.uk/wpcontent/uploads/2016/11/lmhs-guidance.pdf
 Moe J et al. Effectiveness of Interventions to Decrease Emergency
Department Visits by Adult Frequent Users: A Systematic Review. Acad
Emerg Med. 2017 Jan; 24(1):40-52.
https://www.ncbi.nlm.nih.gov/pubmed/27473387
 Ness J et al. High-Volume Repeaters of Self-Harm. Crisis. 2016 Nov;
37(6):427-437. https://www.ncbi.nlm.nih.gov/pubmed/27733063
 NHS England, Long Term Conditions and Medically Unexplained Symptoms:
https://www.england.nhs.uk/mental-health/adults/iapt/mus/
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2. Service user perspective
14:45-14:50
Victoria McGowan

3. Learning from local initiatives in the
Cambridgeshire & Peterborough Urgent
and Emergency Care Vanguard (10 mins)

14:50-15:00
Dr Caroline Meiser-Stedman, Consultant
Psychiatrist, CPFT
caroline.meiser-stedman@cpft.nhs.uk

Cambridgeshire and Peterborough
First Response Service
1. Context to the Service Development
2. What are we doing?
3. Impact so far

“Safer, Faster, Better: Good Practice in
Delivering Urgent and Emergency Care”
NHS England U&E Care team, August
2015

Strong Focus on MH provision, in line
with Crisis Care Concordat:
“an effective local crisis care pathway”
Local Context
• Dependence on A&E for urgent
mental health care, especially OOHs
• High rates of breeches, admissions
• Poor service user and carer
experience of crisis care

First Response Service

How does this work?

How does this work?
does the person need a psychiatric
assessment?
• If so: How quickly?
• If not: what do they need?

If not psychiatric assessment…
Not all crisis = need for urgent psychiatric assessment:
• Some callers may already have an established diagnosis
and benefit from support to use a pre- agreed
contingency plan
• Some callers simply need to be heard and supported
• Some callers need practical signposting
…and lots of other stuff!
Therefore we can prevent crisis escalating and allow early
intervention

UK Mental health Triage Scale
• Based on widely used Australian Tool
• Categories A – F with different responses and
timescales for each
• Allows a consistent response to crisis
presentations
• High inter-rater reliability
• https://ukmentalhealthtriagescale.org/

What’s Happened so far…
We now manage 350 referrals every week:
• 72% were managed by phone (support /
advice and signposting)
• 17% were seen for urgent face to face
assessment by the team
• 8% were referred for review with locality
mental health teams
• 3% required emergency services input

Referral sources

Impact on the wider UEC system
• ED attendance for any “Mental health” need
down 19%
• Admissions to Acute Trusts for MH patients
from ED down 20%
• Ambulance conveyances down at least 11%
• 111 calls and OOH GP appointments down
45% and 39%
• Number of overdoses reported by EDs down
16%

Thank you!!!
For more information please contact us:

Caroline.Meiser-Stedman@cpft.nhs.uk
Hannah.turner@mindincambs.org.uk

4. Learning from local implementation in
NW London
15:00-15:15
Dr Chris Hilton, Consultant Liaison Psychiatrist,
WLMHT
christopher.hilton@nhs.net

North West London:
How we have gone about successfully
planning for and achieving a similar
local CQUIN scheme
Dr Christopher Hilton
Consultant Liaison Psychiatrist | Clinical Lead for Intermediate Care |
Director of Business and Strategy
@drchrishilton | @WLMHT | @WLLiaisonPsych
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Dr Sachin Patel (WLMHT)
Nicola Wilson (WLMHT)
Katherine Murray (CNWL)
Dr Steve Reid (CNWL)

North West London
Overview of Local CQUIN Initiative 2013-14
Outcomes
Challenges
Current activities

2 million people
• 8 Clinical
Commissioning
Groups
• 8 Local Authorities
• 9 A&E departments
in 6 acute trusts
• 2 mental health
providers
•

Background
• Significant investment and expansion of LPS in North West
London (NWL) from 2012/13
• Development of the North West London Optimal Model
(forerunner of Core 24)
• West Middlesex University Hospital & LPS pilot frequent
attenders (FA) programme in 2012/13
• NWL commissioners wanted to incentivise the successes of
the FA pilot at WMUH to see if outcomes translatable across
all 9 A&Es in NWL
• Collaborative development of a CQUIN between MH trusts
and 8 commissioners
• Focus explicitly not only MH patients but FAs due to any
cause – linking with learning from Integrated Care Programme
• GP & A&E Leads nominated on each site to support roll out
• Aim was to create a sustainable model to embed work as
‘business as usual’ by year end

What we did
Q1
• Set up steering and working groups between two MH Trusts
• Completed a literature search/review
• Designed joint operational model, including standardised
attendance plan proforma (electronic and paper)
• Set up working groups between acute and MH trusts on each
site
• Accessed A&E data from acute trusts (formal audit request,
based upon our existing clinical status within the Trusts)
• Reviewed baseline attendance data for top 50 attenders for
period Apr 12 - Mar 13 for each of the 9 A&E sites – used this
to identify specific patient cohorts (~ 15 pts / site) to approach

What we did
Q2-3
• All patients contacted, offered opportunity to participate / optout
• All patients’ GPs (and some other known clinicians) identified
and offered opportunity to participate / opt-out)
• Training needs analysis completed and bespoke training
rolled out to key staff groups including A&E, and Liaison Staff
• Commenced engagement and intervention with patient
cohorts (mix of patient facing and non-patient facing
interventions) and development of individual attendance plans
shared between providers
Q4
• Evaluation and formulating a plan for embedding as ‘business
as usual’

Case example
•
•
•
•
•

•

59 yr old male, NFA
277 A&E attendances over 6 years
Attendances attributed to alcohol dependence
Suicidal ideation and abnormal health beliefs (?cancer)
Interventions:
– History and collateral –
• Spinal TB diagnosed at another A&E 4 months prior, lost to f/u
• Multi-agency case conference
• Attendance plan - for acute medical admission as unable to
locate/engage
• Further in-patient assessment – social needs, ∆ Korsakoffs
– Outcomes
• supported housing, TB treated, engaging with alcohol services
Attendances post intervention: 5 in 10 months; all relating to physical
health issues (TB)

What we found
• Clinical complexity – high levels of unmet need
(unsurprising)
• Known MH patients were only a minority of the
cohorts
• Mixed buy-in from EDs and GPs – engagement
improved outcomes
• 4 distinct clinical themes of patient groups
• Positive impact on reducing attendances across
the cohorts - extrapolated reduction of 1075 attendances (comparing pre
& post intervention)

• Positive impact on patient’s perceived quality of
life (measured using EQ-5D-3L)
• Improving communication and collaborative
working was a key part of what we were enabling

Clinical Themes

Feedback
•

“It was really useful today to show [our mutual patient] that we communicate
with each other. Thanks again” GP, Ealing

•

“Safer Communities, Ealing Council has been doing some fantastic work
with the Liaison Psychiatry Team… exploring new and innovative ways of
working. In the past there has often been an unfortunate disconnect
between services. The key work of the Liaison Psychiatry Team has, for
example been crucial in a recent case. Together we were able to design a
bespoke [attendance plan, and share this] with the Police and council staff
thereby forward-managing risks” Safer Communities Manager, Ealing

Outcomes (attendances)
No of
attendances
pre
intervention

No of
attendances
post
intervention

Attendance
rate pre
intervention
(per month)

Attendance
rate post
intervention
(per month)

Annual
equivalent
rate of
attendance
pre
intervention

Annual
equivalent
rate of
attendance
post
intervention

Net
difference
in
attendance
rate
(annual)

Hospital site

No. of
pts

Total CNWL

70

2336

329

146.4

86.2

1754

1035

-719

Total
WLMHT

38

863

302

72

42.3

863

507

-356

Total NWL
Sector

108

3199

631

218

128.5

2617

1542

-1075

Overall extrapolated reduction in attendances over 12m across whole cohort
was 1075 fewer attendances per year (-41%)

Challenges
• Patient engagement – particularly patients with
substance misuse
• Involving and engaging primary care
• Information sharing and information governance
• Multiple local projects all attempting to address similar
issue (LAS callers, GP Local Incentive Scheme etc) –
duplication and conflicting priorities
• Enabling attendance plan to be developed required
input from multiple organisations and systems
• Stigma and impact on justified attendance
• Timely review / expiry of care plans after intervention
• Sharing of care plans and version control
• Embedding into routine practice after CQUIN ended

Subsequent developments
• Ongoing work – Charing Cross Hospital
• Subsequent pilot initiative – Ealing Hospital
• Change of provider landscape (two acute trust
mergers, two A&E departments closed)
• Change of commissioner landscape (CCG
collaborations)
• NHS 5YFV and Sustainability and Transformation
Partnerships
• Launch of 24/7 Single Point of Access and enhanced
community Crisis Assessment and Treatment
Teams– impact upon 24/7 LPS on some sites, but
plan to move to parallel fully embedded, distinct
Core24 LPS services with support of NHSE / STF

2017
• NWL Whole Systems
Integrated Care
Dashboard as enabler
• Hammersmith and
Fulham Health and Care
Partners (ACP) –
“Familiar Faces”
• Work with third sector to
provide additional support
interventions (eg
gardening / walks /
befriending)

5. Learning from local implementation in
Herts
15:15-15:30
Dr Nikki Scheiner, Consultant Psychologist,
Hertfordshire RAID
DrNikki.Scheiner@hpft.nhs.uk

HPFT’s Commissioning for Quality and
Innovation: Achieving the Emergency
Departments & Mental Health CQUIN

Dr. Nikki Scheiner
Consultant Psychologist
Hertfordshire Rapid Assessment, Interface & Discharge Service

The Challenge

2016 - 2017: 2.5M people in the UK spent > 4 hours in ED
(Quarterly Monitoring Report, King’s Fund, June 2017);
CCG finance leads state pressures on A & E their highest
operational concern

The Facts

Two CCGs in Hertfordshire:

East & North Hertfordshire CCG: 580,000 registered
patients
Herts Valley CCG: 629,000 registered patients

Before the CQUIN
Twice monthly meetings of Core Group:
Liaison Psychiatry consultant psychiatrist & consultant
psychologist; ED consultant & senior nurse;
Drug & Alcohol hospital-based nurse;
EoE senior paramedic

Problematic/complex patients referred by ED and
RAID;

Multi-agency meeting -> Care Plan;
Distributed to all services accessed by patient;
Reviewed after 6 months or less

24 month results in Herts Valley
 HV: 79 problematic/complex patients referred in 24 months;
 c. 70% known to mh services;
 12 did not meet criteria for Pathway
 c.40 MDTS/ multi agency meetings
 26 Care Plans;
 8 referred to Persistent Physical Symptoms group
programme; others offered psychoeducation or therapy
 18 months later, 6 remain in top 25 attenders ( 3 alcohol, 1
Malingerer, 1 opiate seeker, 1 diabetic);
 Costing incomplete but analysis of first cohort showed 74%
decrease in attendance in 12 months post- intervention as
compared to 12 months pre-intervention; £7,000 savings
per patient in the 12 months following an intervention

Achieving the CQUIN: a strategic approach

Monthly meetings of Steering Group led by Managing
Director (HPFT):
Liaison Consultant psychologist
Service Line Lead Acute Services;
Quality Facilitator;
Liaison Psychiatry Operational Manager;
Liaison consultant psychiatrists covering both hospitals;

Core group twice monthly meetings continue with
additional input from assistant divisional managers for
Unscheduled Care in the Acute Trusts
Frequency of attendance is now key, rather than solely
complexity

Both CCGs: top 50 FAs
3
13

5
1

Not known to HPFT

4

Infants
20

Adolescents
Physical co-morbidities

14

Homeless
s. 136
Drug & Alcohol
8

MH
LD
Criminal justice

23

13

Not known to HPFT
Infants
Adolescents
Physical co-morbidities
Homeless
s. 136
Drug & Alcohol
MH
LD
Criminal justice

3
5
1
20
8
13
23
14
4
13

TOTAL Females

TOTAL Males
>70
55-69

3
4

3
1

40-54
26-39
18-25

7
6
0

2
10
5

What we don’t yet know…

Number of patients who attend Urgent Care centres;
Number of attendances to out-of-county hospitals

Who might benefit from a
psychosocial intervention?
24 new patients identified plus one adolescent (17.3):
Lack of previous LP intervention, i.e. a reactive response, rather
than a plan;

The possibility that a multi-service/multi agency response might
reduce attendances;
Patient’s day lacks structure which may result in ED attendances;
Psycho-education re. appropriateness of ED attendances either
not documented, or could be reinforced with good effect;
Mild Learning Difficulties or Average + intelligence

Obstacles to delivering the CQUIN

Availability of GPs to attend multi-agency meetings;
Lack of Care Co-ordinators;
Achieving co-production;
Resources

Thank you

Nikki.scheiner@hpft.nhs.uk
Nikki.scheiner@nhs.net

6. Working with the police – Serenity
Integrated Mentoring & High Intensity
Users Network

15:30-15:45
Sergeant Paul Jennings, SIM & High Intensity
Network Leader
simenquiries@gmail.com

The Problem
The Problem

REPEAT CALLERS
FAMILIAR FACES
FREQUENT FLYERS
HIGH INTENSITY USERS
SUPER UTILIZERS

COMPLEX NEEDS
CHALLENGING BEHAVIOUR
RISK AND TENSION!!

Escalating Costs

£19800

ED Attendances
MH Ward bed days

The National Problem
65 MILLION PEOPLE
11ininevery
18,556
people
13948
people
‘intensive’ at any point in time

3502 people

x
£19,800 a year

=
£69.3 million

The SIM Model
The Solution
clinical behaviour
medical risk
bio-medical
treatment & advice
consent

social behaviour
community risk
psycho-social
consequences
boundaries

Police
Officer

MH Nurse
Service User

COMPLEX
CHAOTIC
HIGH RISK

A FUSION OF SKILLS using a MENTORING MODEL
that is
integrated, personalised, consistent, resilient and supportive.

De-escalating Costs

£19800

Outcomes
SERVICE USER
•
•
•
•
•
•
•
•
•
•
•

Volunteering
Custody of Children
Gender re-assignment support
Safe accommodation
Improved relationship with nurse
Consistent support in community
Better transition from CAMHS
Reduction in offending
Re-connecting with family
Self esteem/healthy identity
New network of friends

SERVICES
•
•
•
•
•
•
•
•
•

Elimination of police s136
Appropriate attendances at ED
Reduction ambulance calls
Reduction in missing person events
Transfer from Offender Teams
Spare bed capacity
Discharge of cases not needing MH
Therapeutic Wards
MH Staff Sickness improved

From Reaction to Prevention

1
2

TIER 1
TIER 2

De-escalate service users with high intensity behaviour.

TIER 3

Supporting behavioural management, risk management, data
sharing, investigation standards or effective partnership.

Early intervention of service users at risk of escalating.

Police mental health detentions
s136 Mental Health Act 1984

STREET TRIAGE RESPONSE

AVERAGE 15.6

AVERAGE 12.6

AVERAGE 8.5

AVERAGE 5.33

AVERAGE 4.25

AVERAGE 1.33

20+ NHS teams connecting

Morecombe Bay NHS
Leeds and York NHS
Greater Manchester Police
North West Boroughs NHS
Merseyside Police
Cheshire Wirral NHS

Buckinghamshire High Sheriff
Oxford Health NHS
Berkshire Healthcare NHS
Avon & Wiltshire NHS
Avon & Wiltshire NHS 2

Northumbria Police
Northumberland Tyne & Wear NHS
Durham Police
Cleveland Police
North Yorkshire Police
Derbyshire Healthcare NHS
Nottinghamshire Crisis Care Concordat
Birmingham & Solihull NHS
Leicester Partnership NHS
Northants Police and Crime Commissioner

Norfolk & Suffolk NHS
Cambridgeshire & Peterborough NHS
Essex Partnership NHS
N&Cent London CCG
SW & St Georges NHS
SLAM NHS
Oxleas NHS

LIVE
SETTING UP
FORMING TEAM

Surrey & Borders NHS
Solent NHS
Southern Health NHS
Dorset Healthcare NHS

IOW NHS

VISIT ARRANGED
READING MATERIAL

OUR 5 SERVICES

1: Universal Policy & Governance

PRESENT

SET UP

GOV’NCE

DATA

PLAN
LAUNCH

SELECT

BRIEF

TRAINING
WEEK

CONNECT

CCG
FUNDS

TEAM
FORMED

OP
GUIDE

ADMIN
STAFF

PLAN
TEAM

ADVERTISE

BRIEF NHS
STAFF

IOW
3 DAYS

MENTOR
VISITS

POLICE
APPROVAL

FUNDING
AGREEMENT

I.G
DOCS X3

HIU
GROUP

PLAN
SUPV’N

INTERVIEW

BRIEF
POLICE

HOME
1 DAY

BUDDY
CONNECT

PROJECT
NAME

S.USER
AGREEMNT

DATA
PROCESS

PLAN
TRAINING

TEAM
STRUCTURE

COMMS
PLAN

COHESION
COURSE

PORTAL
CONNECT

TIME
PLAN

LEAFLETS
X3

2

3

6

7

8

9

1

PLAN
INDUCTION

4

TASKING
TASKINGWORKSHOP
WORKSHOP

5

FINISHING WORKSHOP

VIDEO RESOURCES AND DOCUMENT LIBRARY

2: Monthly Webinar Programme

3: National Training Course
MENTAL HEALTH
MENTORING

MANAGING RISK
STAYING SAFE
DATA AND ADMIN
LEGAL TOOLS

4: National Case Connection

Scaling Up
Improvement
£75K Grant

@SIMintensive
SIMenquiries@gmail.com

www.vimeo.com/179883091

www.highintensitynetwork.org
PAUL JENNINGS
Email: paul.d.jennings@Hampshire.pnn.police.uk

@MHinnovator
VICKI HAWORTH
Email: vicki.haworth@iow.nhs.uk

@vickshaworth

Q&A
15:45-16:00
For policy queries relating to the CQUIN: NHS
England Adult Mental Health policy team –
england.adultmh@nhs.net
For technical queries relating to the CQUIN:
national CQUIN team – e.cquin@nhs.net

Appendices
Appendix A: Information regarding Personal Health
Budgets for mental health
Appendix B: Resources on information sharing

Appendix C: Positive practice examples of voluntary sector
crisis mental health services
Appendix D: Facts and figures on self-harm

Appendix A
Information regarding Personal Health
Budgets for mental health

What is a personal health budget?
“A personal health budget is an amount of
money to support a person’s identified health and
wellbeing needs, planned and agreed between the
person and their local NHS team”.
• Personal health budgets are not about new
money, but about using resource differently.
• They give people greater choice, flexibility and an
opportunity for people to work in equal
partnership with the NHS.
• NHS England PHB mental health team contacts:
Janet.blair@nhs.net and Gill.ruecroft1@nhs.net

Some learning from a Mental Health
Personal Health Budget pilot in A&E:
• ‘People who made up the group of frequent attenders
targeted (aged 16-30) relied heavily upon costly
emergency services ..(but).. did not want to engage
with a traditional service..’
• Pilot showed:
1. Reduction in attendance at Emergency Department
2. Reduction in unwarranted GP appointments
3. Reduction in use of NHS supplies i.e. dressings,
sutures and sundries
4. Estimated saving to the NHS following 144 prevented
ED episodes = £16,416

Appendix B
Resources on information sharing

Resources on information sharing
•

NHS England, A Quick Guide to Sharing Patient Information for Urgent
& Emergency Care: http://www.nhs.uk/NHSEngland/keoghreview/Documents/160203-qucik-guide-Sharing-Patient-Information-forUrgent-Care.pdf

•

The Information Governance Alliance (hosted by NHS Digital):
http://systems.digital.nhs.uk/infogov/iga/resources/infosharing

•

The Centre of Excellence for Information Sharing:
http://informationsharing.org.uk/isp/ (for template agreements)
http://informationsharing.org.uk/our-work/learning-good-practice/ &
http://informationsharing.org.uk/our-work/resources/
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Appendix C
Positive practice examples of voluntary
sector crisis mental health services

Leeds Survivor Led Crisis Service (LSLCS) – Dial House
•

•

Visitor/caller qualitative feedback from 2012 service evaluation
(http://www.socialvalueuk.org/app/uploads/2016/03/LSLCS%20full%20report%20
final%20assured%20version_May12.pdf)
•

"Dial House keeps me safe, out of hospital, and away from A&E“

•

“I haven’t taken an overdose since January. Last year I had 18 overdoses –
18 hospital admissions. Since using Dial House I haven’t taken one. I
haven’t been in hospital once.”

•

“This time last year, my A&E admissions were much higher. I was there
nearly every other night. This is drastically reduced. You help me manage it
[crisis] better”

“Feedback from visitor surveys and comments indicates that about two-thirds of
visitors would have sought or needed alternative provision for each visit had Dial
House not been able to accommodate them. Some even assert that they would
use A&E services much more frequently - in other words one attendance at Dial
House might save avoid several visits to A&E.” (p 29)

Link: https://www.equalityhumanrights.com/en/inquiries-andinvestigations/preventing-deaths-detention-adults-mental-health-conditions/casestudy
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The Sanctuary, Greater Manchester
•

24-hour support service for people experiencing a crisis – initial
phonecall, physical space available 8pm-6am: safe, non-clinical
environment with staff who have lived experience to support the service
user

•

We have worked closely with our partners in Greater Manchester Police
(GMP) and the North West Ambulance Service (NWAS) to assist in the
diversion of people using A&E as a default.

•

The main challenge has been embedding a different way of working with
mental health crisis care. Historically people may have migrated to busy
A&E departments & police staff have used Section 136 and custody
suites.
• Self Help have been passionate in showing that with The Sanctuary
there are alternative ways of working that reduce demand on already
overstretched services and also hopefully improve the patient
experience.
Link: http://positivepracticemhdirectory.org/adults/self-help-sanctuary-24hour-mental-health-crisis-support/
www.england.nhs.uk
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Haven Crisis Service, Bradford
•

Haven has been set up for the people of Bradford as an alternative to A&E
for people in crisis or emotional distress.

•

Haven is a non-clinical setting which is designed to feel calm, welcoming
and much more like a cafe or sitting room rather than a hospital. Open every
day of the year 10am-6pm, Haven is a safe place where people can come
to receive one to one and group support.

•

An important part of the service, which is specifically for time limited crisis
support, is ensuring that we empower individuals to develop their own action
plans to stay safe and well, and that we do not create an over reliance on
Haven.

•

We have evolved our referral criteria over the months of operation, and also
extended our referral pathways. We are commissioned as an A&E Diversion
Service which is key, however, it is clear that there are different types of
diversion and preventative work – getting people before they hit crisis point
– is also important.

Link: http://positivepracticemhdirectory.org/adults/haven-crisis-service/
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Bristol Sanctuary
•

“When I first came, I was in A&E near enough on a daily basis because I’d
taken overdose…As soon as the A&E doctor gave me the leaflet for this
service, I started coming. I’ve found it amazing. It has saved my life.”

•

Managed by the charity St Mungo’s, the Sanctuary provides a safe
environment and non-clinical support outside normal working hours to
prevent mental health patients ending up in A&E.

Link: https://www.theguardian.com/society/2016/jan/26/mental-health-crisiscentres-keeping-people-out-of-a-and-e
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Safe Haven, Aldershot, Surrey
•

“I don’t know where I’d be without it. In A&E, it was just painful to be sitting and waiting to speak to
someone. But here, you walk through the door and there are three members of staff who are really
supportive.”

•

Independent research found that in the first six months after its launch, psychiatric admissions from
the cafe’s catchment area fell by 33%. While not all admissions come through A&E, there were 63
confirmed reports of people using the Safe Haven cafe as an alternative to A&E in its initial threemonth trial, resulting in savings of £20,223.

•

Lisa Tilston, assistant team leader of MCCH, a mental health charity, that runs the cafe in
partnership with Surrey and Borders Partnership NHS trust and Catalyst, a charity which supports
those with alcohol and drug addiction as well as people with mental health problems, says: “It’s not
clinical like A&E, so people really enjoy coming here and they use it as a preventative measure. It’s
become hugely popular.”

•

In its first year just under 3,000 people used it; now 300 people a month visit the café. Opened in
2014 with £70,000 from NHS North East Hampshire and Farnham CCG for the three-month trial,
the cafe has since won a string of awards and has secured annual funding of £237,000. More cafés
have since been funded to open up across Surrey.

•

“The first time I came to the café, I stood outside in the rain smoking for 20 minutes plucking up the
courage to go in…Now I come here most nights. I still self harm, but less so and I haven’t had to go
to A&E since coming.”

Link: https://www.england.nhs.uk/mental-health/case-studies/aldershot/ &
https://www.theguardian.com/society/2015/dec/01/mental-health-problems-late-night-cafe-not-a-and-e
www.england.nhs.uk
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Appendix D
Facts and figures on self-harm

Suicide prevention and self harm care in acute hospitals
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Self harm care in acute hospitals
•

Hawton and colleagues (2007) estimated there were 220,000 episodes
dealt with by hospitals in England each year

•

However, a more recent study (Clements et al., 2016) suggested that
there is a consistent significant underestimation of presentations for
self-harm recorded by HES Emergency Department data – by
approximately 60%

•

Approximately one in five people who attend an emergency department
following self-harm will harm themselves again in the following year
(Bergen et al., 2010); a small minority of people will do so repeatedly

•

Repetition of self-harm may occur quickly with up to one in ten repeat
episodes occurring within 5 days of the index attempt (Kapur et al.,
2005)

•

27% of hospital attendances resulting from instances of self-harm are
associated with repetition of self-harm

www.england.nhs.uk

94

Self harm care in acute hospitals – cont’d
• Self-harm is associated with an extremely high
mortality risk, including from physical health
issues (Bergen et al., 2012)
• The risk of suicide is elevated by between 30and 100-fold in the year following self-harm
(Hawton et al., 2003; Cooper et al., 2005)
• Self-harm is also a key risk factor, and the
strongest predictor, for suicide (Sakinofsky,
2000)
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Self harm care in acute hospitals – NICE-recommended
care
•

Providing a psychosocial assessment to those who present to A&E
having self-harmed has long been part of national guidance (NICE) and
there is evidence that doing one reduces the risk of future selfharm (Hickey, 2001) – it can start a therapeutic relationship with the
healthcare professional and be used to form an effective management
plan

•

Psychosocial assessment is beneficial in reducing repeated self-harm in
people both with and without a history of psychiatric care

•

In one Multicentre Study for Self Harm study, psychosocial assessment
reduced the risk of a single repeat episode by 51% in individuals without
a history of psychiatric treatment, and by 26% in individuals with a
history of psychiatric treatment. For recurrent repetition of up to 5
episodes, psychosocial assessment decreased risk of a further episode
by 13%

www.england.nhs.uk

96

Self harm care in acute hospitals – further evidence
•

A recent systematic review of risk factors and risk scales (Chan et al.,
2016) concluded that the evidence points to a comprehensive
psychosocial assessment of the risks and needs that are specific to the
individual as the only clear intervention central to the safe
management of people who have self-harmed

•

Nielssen et al (2017):
…since risk assessment cannot be a practical basis for
interventions aimed at reducing suicide, the alternative is for
…services to carefully consider what amounts to an adequate
standard of care, and to adopt the universal precaution of
attempting to provide that to all…patients.

…AND YET…
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Self harm care in acute hospitals – room for
improvement

The proportion of self-harm episodes following
which patients received a psychosocial assessment
from a specialist has shown little change, despite
guidance from NICE that an assessment should be
conducted in all cases. The latest research
suggests that still only 53% of people who selfharm and present to Emergency Departments
receive a psychosocial assessment by specialist
mental health staff (Geulayov et al., 2016)
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So – what is the relation of all of this to liaison?
• Almost all existing urgent and emergency liaison mental
health teams provide self-harm care in acute hospitals

• They make a direct contribution to improving self-harm
care through:
a) the provision of skilled, evidence-based psychosocial
assessments
b) educating and training acute staff.
• Timely referrals between A&E staff and liaison staff are
vital in optimising the care of people who self-harm and
present to A&E – there is no such thing as ‘medically fit’ or
‘medically cleared’!
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Some further reading/watching…
What your Patient is Thinking: Self harm and the emergency
department.
BMJ 2016; 353 www.bmj.com/content/353/bmj.i1150 (Published 13
April 2016)

Attitudes towards clinical services among people who self-harm:
systematic review.
Taylor et al. The British Journal of Psychiatry Jan
2009, 194 (2) 104-110 http://bjp.rcpsych.org/content/194/2/104
Video: WLMHT Mental health awareness e-training for emergency
staff - Self harm https://www.youtube.com/watch?v=3KzzCS5b-cI
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