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This assessment was commissioned by the WIMHP anmsidered necessary because:

- There was a major NHS redesign process ongoirtanWestern Isles concerning all
service provision.

- There was a need to review the status and progrfdate Mental Health Service locally in
the light of the published National Framework foemal Health Services in Scotland
(1997)

- There was perceived to be a need to prepareetives for the strategic work programme
proposed by NHS Quality Improvement Scotland (Oet&905)
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The National Service Framework

The Framework has been prepared in accordance Gatlernment objectives and policies to

provide clarity and a sense of direction.

The National Framework for Mental Health Servicd997) was created as a performance
monitoring tool, to place emphasis on meeting teeds of service users and providers through
process and service elements. These tools isalsedside commissioning within Health Boards

in Scotland, General Practitioners and Local Autigdoards and Social Work Departments to
measure performance and help to identify oppotnesifor development and enable service
commissioners to establish to what extent theyeaoempassing these elements and thus are able
to meet the identified needs. Staffs in healthjadagork and housing agencies are to develop a
joint approach to the planning, commissioning aralision of integrated mental health services.
Local agencies must work together to deliver coin@nsive mental health services which meet

the needs of their resident population.

The Framework is drawn from current best local ficacand aims to build upon initiatives

already in place. Its purpose is to:

. A general consensus over the key issues in aoeatal health service;

. Provide a template against which the local commissis and providers of mental health
services, in consultation with the people who usesé services and those who care for
them, can agree priorities for action that areteeldo outcomes and to clinical and cost-

effectiveness, and can assess progress;

and

. Establish a yardstick by which The Scottish Offoaa assess local strategies and action

plans and monitor progress.



The Framework is in two parts:

. The Framework itself which sets out the essengatures of a local mental health
strategy; and

. A matrix summarising the elements a comprehensiveice should provide in order to
meet the needs of people with mental health problemd examples of possible service
responses. A further document is available whicbviges wider information and
discussion of each element of the Framework. Teamtext” document is not part of the
Framework and is provided to assist readers wholdvdind it helpful to have

background information on particular aspects offRr@mework.



Introduction

The National Service Framework suggested that iaddilf new resources must articulate well
with existing resources. The NHS Trust Chief hastest previously in the Mental Health
National Service Framework: Workforce Planning, &ation and Training Underpinning
Programme: Adult Mental Health Services documeat there are currently few well-tested
service models of primary care mental health adéed there may be several different ways to

deliver better outcomes.

With this in mind, it is suggested action is neetefbur domains in Health and Social Work:

- Organisation and management of services;
- Education and training;
- New staff;

- Proposals designed to improve the systems irefgtasupport good quality services.

In more specific terms this relates to the follogrin

- Effective two-way communication throughout theviee;

- Involvement of clinical and care staff, integoatiof primary care with secondary and
tertiary services, and joint training across agesici

- Effective involvement of those who receive seegiand of those who care for them;

- The installation of adequate and coherent managestructures within organizations;

- The use of the system for audit and quality cantr

Within this National Framework, actions have beghlighted which can be taken immediately,
and those where change is likely to take longemwier, it is important to remember that
improvements will take time, and change should dmy approached when the appropriate

groundwork has been done, and where it is clearctienge will add value.



Essential Features of a Local Mental Health Strateg

According to the National Mental Health Framewo881, developing an effective local mental

health strategy requires:

. A clear understanding of national policy;

. Effective joint planning and working;

. Multi-agency agreement on local needs and the balahcare;

. An agreed service framework which meets the asdessd; and

. An accurate knowledge of the totality of resouraeailable to provide the service.



STATUS DOCUMENT



The following assessment of Mental Health Servindhe Western Isles has been commissioned
by the Mental Health Partnership. Over the lastyéfars, the Mental Health Partnership has
attempted to change, in conjunction with other nenghips, the provision and expectations of
Mental Health Services in the Western Isles.

The MHP promotes the development of relevant, gpaality services and this is done through

the operation of an integrated liaison system. Trslves the setting up of:

- Joint case registers;
- Good practice protocols;

- Liaison audit of care;

The methods used in the assessment were a reVielecoments produced relating to the
development of Mental Health Services in the Westsles, interviews with the lead people on
Mental Health and direct observation on the develaqts that are currently in process or which

are to be further developed in the near future.

Assessments of progress have been carried ouehbyl¢ntal Health and Well Being group from
the Scottish Executive. This current assessmémttthe elements of the National Framework
for Mental Health Services, published by the Ssbhtixecutive in September 1997 and examines
the expected developments then compares the Welsiesn position with these. Areas good

practice has been highlighted and deficits /suggestor change are noted.
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1.

Process Elements
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1.1

1.2

Interface between primary care, secondary care andocial work

The National Service Framework suggests that atthdbere is lack agreement over the
roles and responsibilities of primary and seconaang and of best methods of working
at the interface, many practices have explorecewdifft ways to work more effectively.
Communication is key and it is important to enstivat patients entering into primary
care have their needs met. A link with the Communiental Health Team is perhaps the
most common means for primary care staff to obtagnhelp they need. In some places, a
named link worker has been employed. Normally asieaal Community Psychiatric
Nurse employed by the trust or the HA, this is songewith a specialised mental health
training who provides some assessment and treataedtworks to facilitate clear lines

of communication between primary and specialisedses.

A key theme for all current health and social cpodicy is partnership working.The
recently published consultation document in EnglaAdQuality Strategy for Social
Care’, published by the Department of Healttith suggestions for modernising Social
Services agendanotes that ‘the current system is too fragmenteih wo many
organisational boundaries getting in the way of \dieould be our principal objective —
seamless services where the needs of patientssansl come first at all times.’ It goes on
to say that 'in future, social services will theref need to be routinely delivered in a
variety of new settings, including GP surgerieseywill need to work alongside other
professionals such as GPs, nurses, community hiealths and housing agencies. Service
teams will need to be closely integrated acrosallaathorities and the NHS; budgets will
be pooled together and care will be provided as @laa fully integrated and effective

system.’

National Development

The proposals set out in the National Service Freonle for mental health services are
among the most radical proposals for change in Hiséory of the health service.
Community care teams will support the most vulnkerakarly Intervention teams will
improve access for people in the critical earlygghaf psychosis and Crisis and home

treatment teams will provide alternatives to haapit
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New investment is being delivered, and togetheh witisting resources, it will make a
difference in time. Ensuring that existing serviees! resources are managed well is also
essential. In particular it is important to build good partnership working, share good

practice, build on the best of what the healthiserlaas to offer, and support staff.

National NHS Standards, Local Action: Health anai8loCare Standards and Planning
Framework 2005/06—2007/08 envisage well integragstiem, involving statutory as well

as non statutory services, that is able to deliver:

- Faster access to effective treatments for peepta common mental health
problems;

- Support for primary care from specialised servipeovided through a re profiled
Community mental health team;

- Faster access to help for people in crisis;

- Care and treatment close to home;

- A rapid response and early intervention in tihgt #pisode of psychosis;

- Better integration of the components of effecivaee, including welfare, housing,
health and social care, and support from the valyrdector;

- Support for minorities and groups with speciagéa® such as women, black and
minority ethnic groups, people with sensory impanth and those with co-

morbidity;

An integrated system of better quality care forgleavith severe mental illness, between

primary care and specialised services for peopénsure:

Care co-ordination in primary care of those needimgtinuing support, rehabilitation and

recovery;

- Organised care to attend for physical needs;

- Co-ordination of support for carers and attentiontheir own vulnerability to
mental health problems;

- Links into assertive outreach, crisis’/home treatmand early intervention in

psychosis.
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1.3

Local Development

The National Framework suggests that general gmkyichiatry and specialist services
must work with local GPs to define their roles e ttare of psychiatric disorders. Clarity
about which interventions should be delivered imgary or secondary care will aid this
process. Effective communication between primarg &econdary care is vital for

ensuring the effective care and efficient use sbueces.

There has also been debate regarding the natutleeafole of primary care in mental
health care. General practitioners are being utgedke a more proactive role. They are
becoming responsible for the care of stable pai&eting up specialists to deal with the

more immediate problems.

Although there is some evidence that neurotic disx can be more cost-effectively
treated in primary care, many general practitioi@i3s), and possibly some patients,
prefer referral to community mental health tean®$ @mmunity psychiatric nurses,
which are provided by the secondary health cangces. Since the latter are provided
with the intention of improving serious mental @ss their involvement in the care of
neurotic iliness can lead to tensions between BEal health authorities and service

providers.

Partnership working will be enhanced by the follogyi

. Protocols defining respective roles in the carpsyichiatric disorders, with agreed

pathways into and out of services.

. Services that give primary care rapid access toialg mental health assessment

and a point of contact.

. Joint education, training and audit

. Good relationships between teams from primary aedrsdary care.

14



The services elements which are suggested shoufdddace are:

. Primary care liaison workers

. Clear care/treatment pathways for a range of méetalth problems.
. An urgent advice and assessment service.

. Assessment and Crisis Resolution available 24 hours

. Primary care to be included in CPA planning,

The CMHT should be fully multi-disciplinary inclualj medical, nursing, social work,
psychology, occupational therapy with access toermtlprofessionals such as
physiotherapy, pharmacy, dietetics, speech, largyaad art therapies as required.

The CMHT should:

. Have a clearly defined role and remit that is usttexd by all local agencies

especially primary care;

. Work from a joint base with a shared operationdicgoand clearly defined

priorities within a local strategic plan;

. Have good links with specialist services such abstnce misuse and forensic
teams;
. Provide effective psychological treatment and darage;

15



1.3.1 The delivery of community care to people with MH poblems by the PHCT to a
suitable standard

The relationship and its effectiveness between gmynsecondary health care and social
work services are influenced by a number of factors

- The appropriateness of referrals from primarggar

- Developing integrated aftercare and follow-umagements;

- The development of Primary Care Trusts (PHCTs)ding new methods of
provision, commissioning and contracting of heakhvices which is not relevant
here as this is done through the Community Heattnership which deals with
everything but acute care;

- The implications on quality of mental health cargeneral practice.

1.3.2 Input from MH Services

The CMHT divides into specialist teams and/or fiort such as:
- Crisis intervention;

- Assertive outreach;

- Continuing care;

- Primary care liaison;

- Integration of most aspects of community menéalltin care within the primary
mental health care team;

- Liaison workers operating between primary and womity mental health services
are crucial;

The JLIP Progress Report from September 2005 sthgedurrent link of Mental Health

with locally delivered joint plans. Service compois are seen between Community

Health Planning, Joint Futures Agenda and Regibleorking. The steering group is

made up of individuals from various health sect8gial Work and the voluntary sector.

16



1.3.3 Communication between Primary and Secondarye®vices

134

Within the MH Services itself the secondary carsdohcommunity mental health teams
(CMHTSs) and primary care is involved with:

- Regular meetings around individual cases;
- An attached mental health professional workinthwrimary care;

- Continuing Local Needs Assessment;

The PHCT and Social Work

This document consults on new or renewed ways okinmg that might have an affect on
social workers taking account of the number of gelicy/practice issues of relevance to
social workers working with children such as thevelepment of the role of lead

professional and the need to safeguard children.

The interface with social services is developingidly, predominantly because of the
development of PCTs and the appearance of CarésTsingle organisation providing
both social care as well as health care allow$uidher development.

The establishment and continuation of the interflaeveen care provisions is further
secured with the consultation between multi-agenaneluding service providers and
users. The Community Well Being Plan links ding¢d this as its Action Team includes:
ADSAT, Mental Health Partnership, Local Health Rl&hildren’s Services Planning

Group etc;

There has also been debate regarding the natutleeafole of primary care in mental
health care. General practitioners are being utgedke a more proactive role. They are
becoming responsible for the care of stable paifating up specialists to deal with the

more immediate problems.
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Although there is some evidence that neurotic dexw can be more cost-effectively
treated in primary care, many general practitiof&Bs), and possibly some patients,
prefer referral to community mental health teamd anmmunity psychiatric nurses,
which are provided by the secondary health careices. Since the latter are provided
with the intention of improving serious mental @ss their involvement in the care of
neurotic illness can lead to tensions between @GfRs) health authorities and service
providers.

1.3.5 Areas for consideration

Should referrals to secondary care should be ldrtibethose most in need of this level of

expertise;

Would this mean GP management skills would impreee)eading to better quality of
care for patients who are not referred,;

What is the nature of their role?

What is the role currently being adopted by generalktitioners in the care of their
patients with mental health problems?

18



1.4

141

Involving people who receive services and those wigare for them

New emphasis on the place for service users dewadlls is provided in the National
Framework. It states clearly that patients needdantifiable person they can turn to if
they have a problem, or if they need informationlsttusing NHS services. By 2002 an
NHS-wide Patient Advocacy and Liaison Service (PAl&s to be established in every
trust. Patient Advocates were to act as an indeggni@cilitator to handle patient and
family concerns, with direct access to the Chiekdrive and the power to negotiate
immediate solutions. They will be able to steerptedowards the complaints system,
where necessary. These developments will also estgdl primary care mental health
services and they provide an opportunity to stiesmgtthe provision of high quality

mental health treatment and care.

National Action

Clearly, when considering the issues around woddporeducation and training it is
important not simply to focus just on the statuteegtor. Whilst they may be the major
players in terms of size and finances, they araghbnly ones providing services. Users
welcome the innovation and flexibility that the uptary sector can provide and if the
wishes of service users are to be met, a more atapproach to workforce, education
and training is required that will fully bring onoérd the needs and wishes of the
voluntary sector. In undertaking their workforceuphing, the statutory agencies should
take account of the level and type of services idexV by the voluntary sector either
independently or by commission, both currently anthe future to see how this fits in
with their future commissioning arrangements andsise provision. In parallel, the
voluntary sector should plan their workforce neddking account of their forward
business plans and likely future commissions fa ttelivery of services. This two
pronged approach, particularly if undertaken toirailar planning cycle which also
matches the service planning cycle, will enableoaeninformed two-way dialogue to take
place not only in terms of numbers of staff reqdibait also their skills, knowledge and

aptitude including their education and trainingasee
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This, in turn, will enable a process to be put lacp whereby a more informed, joint
education and training strategy can be implemeatedss both sectors. As a minimum,
the aim must be to allow and encourage staff froenwvoluntary sector to take part in
education and training provision leading, in duerse to an expectation of their regular
participation if this is not already happening.ded, service users expect that the location
or provider of a service should not be the deteamirof the level and/or quality of what
is on offer and in some forms of care such as éayres for example, these can be found
in both sectors. The introduction of an open amddparent workforce, education and
training strategy and policy across both sectorgjlable to all, will not only reinforce
joint working but should also help to iron out adifferences of quality or lack of

appropriate qualifications wherever these may bado

Similarly, both sectors use volunteers in a varigtyasks to supplement the workforce
and it is important not only to tap into their expace but also to consider what
education and training needs they might have. Theraide of the coin is that usually,
they will have a lot to offer around what might balled “life skills” which might be

useful in the delivery of education to professiomaid other staff. This could be

particularly true if the volunteer is or has beeseavice user.

1.4.2 Local Action

The voluntary sector is becoming increasingly intgatr in the delivery of servicesin
informed, joint education and training strategyoasrsectors is important and workforce

development in the non-statutory sector needs supported and funded.

1.4.3 Involvement of People who Receive Services and tlmowho care for them

One of the main policies of Mental Health Developtand Promotion in the Western
Isles is to ensure the inclusion of Service usatsa@her public representatives to ensure
they are fully involved in the initiatives beingwidoped.

Allies for change

Representatives from user groups/Training Courses

Planning and Project Activity through | Reach

20



1.4.4 Health Promotion

NHS staff working with WIAMH to promote good prac#. Included a 2 day workshop
with an experienced facilitator and a wide crosdise of service users and providers to

develop a MH&WB action plan.

A series of Networking events have been held inr8tway and Benbecula to discuss
issues re MH&WB.

1.4.5 |Invitation to act in Western Isles Course 2003

This course was run back in 2003, with the airmablving service users and participants
to clarify their position within the local actiorlgms and go on to identify changes for
further strategies. The outcome was to increaseanking and thus work towards a
shared vision. The issue was raised that more ceenwsers and carers needed to be
engaged in this work, and this has been tacklexuitiir the JLIP.

1.4.6 Health Forums and re-design

This has been tackled through | Reach and WIAMHviSe Users and Carers were to be

invited to share their experiences.

1.4.7 Close links with other agencies and groups for exaple dementia etc

Mental Health and Well Being Network to be furtlestablished through workshops held
i.e.” Evidence into Practice” and further develdpstthrough feedback form training
questionnaire. This is to be further developedniduide Barra and Uist and then to be
linked back to the MHP.
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1.4.8 Advocacy services

There is a well-developed advocacy service in piadee Western Isles, with the aim of
working in collaboration with the service user guaiw develop collective services. As
regards involving service users and carers, theaaby service has encouraged ordinary
citizens to become involved in the decisions madeut services provided, with an
example of the work of the Advocacy service beimg Western Isles Carers Users and

Supporters Network

1.4.9 Community well-being forum/Community planningpartnership

1.4.10 Patient information project

Worked through | Reach with the aim of includingnta health users on the committee.

1.4.11 Health Promotion link to workforce initiatives

Training questionnaires were developed to idertti§yning needs and focus groups to

help promote understanding and people’s confidence.

1.4.12 Problems relating to stigma etc

One problem which is unclear as to its positiorthis approach of the Mental Health
bodies to stigma, remoteness and isolation froniabo@tworks and support services.
Needs to be clarified.
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1.4.13 Areas for Consideration

Services provided by the voluntary sector haveattheantage of being able to be more
responsive to the needs, and wishes of users. ey the reputation for being more
innovative, creative and flexible than statutoryvemes. Given the current climate in
health and social care, it seems likely that va@mnbrganisations will continue to expand

and develop their role as providers of servicep&mple with mental health problems.

Currently, these voluntary services are not replaatatutory health and social services,
but are complementary to them, filling gaps thauldmot otherwise be filled. Providing
practical, emotional and social support to peogta mental health problems may relieve
the demand on other services for these types ofitgctresulting in a more appropriate

use of professional staff’s time.

Voluntary services should invest time in regulaaidon with potential referrers,
explaining the referral criteria and the servicebto offered, and providing updates on
progress. This should include liaison with hospéiadl community mental health services,
social work staff and general practitioners, anolusth be an ongoing process, continuing
after the service is well established;

Working with the voluntary sector is not just abatgntracting for a service but
commissioning services. This process should prowiplortunities for all agencies to
learn from one another and to respect each othmoidribution. Crucially, clarity

regarding the nature and quantity of referralslbggencies involved is needed.
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1.5

151

Joint commissioning

National Action

Joint agency standards can be used to assess eohmaission mental health services by
primary care organisations. They include the needlémonstrate a commitment to
partnership working, innovation and modernizatiamd to having a commissioning

system that is backed by adequate resources anopaapely trained staff.

Within the National Framework document, particylatthe matrix section, issues that

have been considered are:

- the importance of members of the team understgnah structure, the nature of
leadership, the reporting mechanism, the role amuction of the strategic
overview group, and the financial limits within whi services will have to be

delivered:;

- the team members need to understand the imper@neaching agreement, that
no group, professional or lay, has the right ofoveter the process or decisions
made. The team needs to be sensible of, and sensiti local feelings and the

need to take a proactive approach;

- The team will have to work out a communicatiamatggy to ensure that all key
stakeholders, including elected members, are kepduch with its deliberations

and decisions;

- A timetable will be established for milestones #mas completion of the strategy,

any consultation process, and implementation;

- The team should agree on a policy of appropreteess to each agency's
individual records, and of compliance with natiofedislation and guidance on

access to their records for people receiving sesyic

- The team should contribute to an assessment af teed and the development of

a profile of existing accommodation and servicesisTwill include the current
spend, the current activity, the current layousefvices, and will examine gaps

and overlap in provision;
24



1.5.2 Local Action

On the basis of this process, the local joint cossioning team should consider what
need it will have for a common set of data, to infduture planning. Audit of individual
care plans and the care planning process will fnigbshow up certain needs identified

for individual groups of people who receive sersigéhich have not been met.

Service delivery is required to address the tersstbat have arisen following changes in
government policy. Policy initiatives increasinglynphasize the importance of breaking
down organizational and professional barriers gteoto achieve the delivery of effective
mental health services. In this context, joint cdssioning is seen as providing a way
forward, and GPs are now identified as having a kalg to play, alongside other

professionals and agencies.

Local demographic data, including the existencareés of deprivation, or where services
are lacking, must be identified. In the local seftiit is important to note that
arrangements have been made by the joint commisgit@am to help clarify issues such
as prioritisation, protocols for admission and Herge, compliance with mental health
legislation, care management, the care programnmeoaph, and Community Care

Orders, measures of the quality of the process@gd outcomes, and staff development.

A main area of the work is known as the Joint Feitdgenda. This is an initiative from
the Scottish Parliament. It encourages the orgéoiss within the public sector, to work

together, to provide better care and treatmengdovice users.

The local services being worked on and developé¢hinvihe joint services include:

Mental Health Services

. Learning Disability Services

. Services for people with Physical Disabilities amddensory Impairments
. Services for Older People

. Services for people with Drug and Alcohol Problems

. Services for Children

25



This joint team also leads on the development efHlealth and Community Care Plan.
The plan has several guiding principles, and inetuthe aim to provide as much health
and social care, within peoples own homes and camties, as possible.The task of

implementation measures its effectiveness include:

- Publication and wide circulation of a local mdrtaalth strategy, leading through

structured consultation to the definitive document;

- A robust, timetabled, implementation plan takingcaunt of resources, and

priorities, with flexibility to deal with unforeseecircumstances.

A number of policies have been introduced relatopint commissioning including:
. Joint Funding

. Single Shared Assessment

However, there is evidence that joint commissionmagot yet well established, and a
number of barriers to its development have beemtiiied including Financial

Accountability and the link between operational atrdtegic aspects of commissioning.
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1.6

16.1

Effective leadership and management

Leadership is discussed in the national framewotieims of:

. Providing effective organisational and system |esiuie;

. Managers/professional staff at all levels visibiel accessible to all staff as
appropriate;

. Leaders at all levels demonstrating support foir ttaff;

. Leaders personally practising and seen to be pmagtgood HR policies.

National Action

The structural approach to the Framework has beelefine a vision, guiding principles
and strategies. The vision is the direction in Wwmational health workforce effort should
be focused, the principles are the underlying fomelaals that will guide health
workforce strategic action in achieving the visi@and the strategies are the planned
actions that will deliver the vision and this is o important in an area where the

service is dispersed geographically.

Staffs are the principal resource in deliveringthggiality services to users. All employers
must have in place therefore a framework for tHeveley and monitoring of supervision,

supportive mentoring and appraisal.

Mental health services need effective leadershifhimieach organisation and across
organisations. Mental health leaders need both danage their organisations and work
with networks in partnership, often operating asrasganisational boundaries. They
should be able to build organisations which worthvgervice users and carers, and which
have the confidence of local communities. Staffdnée be inspired, motivated and

supported.
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1.6.2

1.6.3

Local Action

The standards referred to above should be incamgmbranto local service models,
governance arrangements and service agreementsalfEned professional, social and
organisational context in which mental health cerebeing provided reinforces the
necessity for effective and ongoing support to teided for staff to ensure their practice
is relevant and up to date. Systems need to banal&ce, where they are not already, to
ensure this is readily available. Mistakes and rrme&ses’ should be recognised early,

and implications for professional and organisatiéearning are identified and actioned.

The Boards of NHS organisations should, given tk@mewledged recruitment and
retention difficulties in many mental health sees¢ consider requesting early evidence
of action being taken relevant to the ‘Improving Ming Lives’ standard for their mental

health workforce.

Clear Vision and Inspiration leadership

The MHP has had increased and steady membership giwas introduced in 1997.
Key areas for its effective management have beeticeaedesign and clinical leadership,

alongside joint training;

A number of key projects and reports have been dethps regards the leadership and
management of Mental Health Services. As the ecesvioffered are dispersed

geographically there is an efficient service of aaumication with the Southern Isles:

MH&WB Report “Getting it done”
Integrated Care Scheme;

A number of services also run complementary tostaeices offered within the health

board and Social Work mental health services inomdounselling agencies.
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1.7

1.7.1

Quality Assurance

The aim of all National Service Frameworks is tovelrup quality, tackle variations in
access to care, increase the effectiveness oacarenhance user and carer experience by

ensuring changes are systematic and sustainakd@g€l must:

. Be measurable and make a difference to the quliggrvices received by service
users

. Set standards that are ambitious but achievable

. Ensure all the partner agencies work togethercat land national level to secure
change.

Progress will be measured by a number of perforemamticators within the performance
assessment frameworks of health and social seragesgell as by specific performance
targets set within this National Service Frameworkis framework provides 44 key
actions, each setting out the timescale and idemgjfthe organisation responsible for
implementation. Performance targets are set anchéleessary monitoring information

required is identified.

Every local health board (LHB) /unitary authorityea should have a Local Mental Health
Strategic Planning Group to co-ordinate commissigrand each will be expected to
include plans to prioritise and improve local mémtealth services as part of its wider
improvement plans. This group should include regmestion from voluntary/independent
sector service providers. On the wider front, Lddahlth Alliances and initiatives such as

Communities First should also reflect the inclugivedel.

National Action

This highlights the importance of developing a gaudp of local training needs, a
framework for mental health clinical governancesteyns for the evaluation of the

changes proposed, and clear measures of the ougdomeatients and service users.
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Development is needed to improve the integrationsefvices and communication
between them; to promote new service models, amdvnys of working. The service
would be greatly strengthened by the establishroért multidisciplinary primary care
mental health team. During the coming year, meh&alth services will be reviewed
systematically to examine progress on NHS Planamd) Implementation. The extent to
which services operate as an integrated whole vella defining characteristic of their

quality.

1.7.2 Local Action

A quality standard in terms of local response issueed across core activities, including
organisational arrangements; planning process,emghtation, performance monitoring,

and communication with stakeholders have beenegpli

In the treatment field the key indicators includember of clients, waiting times, new
referrals, treatment completion/planned dischamgest and unit costs. In addition to
these quantitative measures, a range of qualitatiemasures are being developed,

referring to the appropriateness of the treatment:

- the establishment of monitoring, and audit sues, with verifiable checkpoints,
to measure standards of service delivery and owtsdimcluding those defined by
people who receive services)

- .a continued cross reference against the implementéimetable set out in the
Framework document

- _internal cross referencing with health, social waikd housing procedures; and

- . a process of self-evaluation using criteria;

1.7.3 Benchmarking

This project seeks to show how the Western IslestdMddealth Services is performing in
comparison to other providers in Scotland with rdgao such issues as the success of
local action plans in meeting national standardgyipion of services in local areas with

regards to future needs and service use.
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1.7.4 Research and Development

Best Practice — MHA

1.7.5 Focus on process

Implementation of Service redesigns Project Board;
To overlook any decisions made and to ensure tiegt are effective and coordinated
correctly;

1.7.6 Continuous Improvement

Service Redesign Committee;
Meet quarterly to provide overview and supervision;

1.7.7 _Partnership

Reviewing joint documentation and protocols invotykey agencies;
Mental Health Partnership

1.7.8 OQutside Consultant

There have been a number of internal and extessdsaments regarding mental health
provision as noted below:

Feedback from Mental Welfare Commission re specdises

1.7.9 External Assessment of ADSAT — Workshop to organizkeadership

The aim of this assessment was to identify thecwphat will form the basis of a
leadership programme, based on the ADSAT membesséssment of the current
effectiveness of the ADSAT;

The group believed they were performing well withireir aims and in particular the
areas they felt they were progressing well in wiemplementing policies and change,

communication between multi-disciplinary agencied aommunication with the public.
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The areas which were to be worked on were:

. Membership - level, representation

. Role of individuals and expectations

. Involvement - attendance at meetings, interestrifarion outside meetings,

. Member training

. More links with all members and the sub group

. Dissemination of information / feedback from tha&ning programme

. And Culture change on alcohol — locally — how canhave an input /implement;

As such this group raised a number of issues regamndonitoring of services and

proactive commissioning;

1.7.10 One Provider Unit — One system

The services provided currently within the Mentaaih Framework have a high degree
of uniformity, with all levels of organization inlked in decision making and appropriate

response.

1.7.11 Areas for Consideration:

A systematic arrangement for assessing the heatlhsacial needs of people accepted
into the specialist mental health services couldbe area for development. Authorities
will need to ensure a fully integrated approachtite CPA and the health and social

services unified approach to assessing and managieg
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1.8

181

1.8.2

Information Systems

National Development:

Communication within and between services must digust. There should also be
effective protocols in place for communication iskrand sharing information both to the
individual and to others including those providisgrvices. The term ‘information’ is
used here in the broad sense, referring to the agement intelligence’ required to
effectively plan, resource, manage and deliver aldmtalth services in a way that best

meets community needs. It therefore refers to bwtcollection and use of information.

This broader view of the information concept redegs that the need for quality
information exists at all levels of the health syst

. At the service delivery level, clinicians need tavl access to a core set of
information to conduct a needs assessment, formwat individual care plan,
monitor progress and evaluate outcome. Consumersaers also need access to
information to evaluate the value of the treatméméy receive;

. At the service management level, access to spetdfia is necessary to manage
resources, monitor workflows, conduct clinical asdiand monitor the overall
efficiency and effectiveness of the service;

. At the policy level, information is necessary t@sess the population needs for
mental health care, plan and pay for servicesriahte priorities and systems for
the allocation of resources and monitor the acheare of outcomes set by
government;

Local Action

Together, the local aim is to build and apply donmation base that:

. Strengthens the focus on consumer outcomes;

. Supports improvements in service quality;

. Shifts the focus of concern from cost to valuerfmmey; and
. Improves our understanding of population needs.
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1.8.3

1.8.4

Communication to the support of care/Clinicabecision making support

Information sharing protocols in place.

There are currently 22 documents in place regardiegtal health in the Western Isles
which have been co-written and implemented by aberrof differing agencies, with the

aim of creating a common information pool and a e@mn protocol to follow;

Single Shared Assessment;
Introduced to improve early intervention and peicagview;

Caldecott Guardian;

Recording of Activity
A database of all who have attended MH&WB trainmgaintained

Basic Admin Support
Information sharing systems have been in placeutiirahe JLIP Mental Health Services
Manual;

Confidentiality
Agreed protocols are in place regarding the cabbectuse and passing on of information;

Areas for Consideration

The following aspects of mental health informatomuld be considered:
. systems for the routine collection of patient-leaald service utilisation data by

mental health service providers;

. the development and use of national collectioni boim routine service delivery

data reported by mental health service providers; a

. the development and use of other data collectiomsform about the population’s
need for mental health care, its use of servides,quality of those services and

the outcomes achieved.
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There should be agreed mechanisms in place to eetisat people cannot, for example,
fall through the services ‘net’ between general apecialist services for drug and
alcohol, criminal justice/forensic mental healthhild and adolescent mental health,
learning disability services and mental health ises/for older people.

Specific jointly agreed protocols must be in plaoeensure effective and seamless
transitional arrangements for individuals (for exdenon transfer of care or discharge to
the CMHT and the GP). Shared care arrangementddsheun place for individuals who

have long term needs.
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1.9

191

Staff supervision, development and training

In commissioning the provision of services from #aoduntary sector, the statutory sector
needs to satisfy itself that the staff are propedined to carry out the appropriate service

functions effectively. A joint training strategy lhelp to ensure this happens.

By having such an underpinning set of joint stregegthe opportunities may allow for a
more innovative use of staff whereby they couldendne opportunity to work across both
sectors, helping either party to close short teapsgn skills and experience or vacancies
for example. This will provide staff with a greatéepth of knowledge and experience, the
opportunity for career and personal developmentelsas giving them a wider portfolio

of skills which, in turn, may help to retain thaterest and motivation.

National Development

Mental health service providers face a number @fllehges as they try to recruit and
retain adequate numbers of qualified staff. Susthiocal action is going to be essential
within the health improvement programme, using llogcgechanisms for workforce

planning, and for education and training, includoantinuing professional development

and lifelong learning.

National standards and service models will reqatditional staff, properly trained and
supported, to provide modern mental health caraeMtaff across all groups, including

care support workers, will be needed. Skill miuess will have to be addressed.

The Department of Health, working with local emp@oy, education consortia and their
higher education partners, and the national trgimirganisations, has commissioned an

action plan that will clarify and endorse:

- key principles for the creation of a sufficieskilled and supported mental health
workforce;

- key skills and competencies required throughoental health services to ensure
services which are non-discriminatory, and sersitiv the needs of all service
users and carers regardless of age, gender, ralkerec religion, disability, or
sexual orientation;
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1.9.2

193

Local Devliopment:

There are targets in the workforce plan to meentifled gaps in roles i.e. Consultant
Psychiatrists and Allied Health Professionals idolg Social Care Workers.

A key priority is to become more focused on serviser need. This will be achieved by
developing a workforce plan from service plans aebgbctives by an integrated approach
to workforce planning, introducing new roles, e8&diing close links with colleges and

the smooth introduction of the Agenda for Chang@nal job evaluation framework.

Examples of Local Practice

-ongoing staff training;

Service redesign — training requirements were toabgessed; added details on the
workforce, retention etc and development of requéets;

Health promotion of work initiatives i.e. SHAW, ntiuhgency training etc;

Relating to new Mental Health Act, change in fuocs of staff relating to key roles in
detention, treatment orders and interaction etgiing undertaken to ensure this is
achieved,;

Training sessions for Advocacy staff;

Training questionnaire identified for training neeaperience and focus groups;

Mental Health First Aid for NHS Staff;

Psychological Therapies — CBT?
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1.10 Measurement of Qutcomes

Outcome indicators are defined as ‘indicators @nges in health status specific to each
priority group. This definition can also includedioators of the changes in risk and
protective factors for individuals, populations, noounities, organisations and
environments. In addition to consensus about tfiaiden of terms, it is also essential to

develop validity around outcomes and indicators:

Outcomes should be congruent with the evidences diliterion makes explicit the need
to ensure that outcomes are consistent with engpieeidence relating to the causes of

and interventions for mental health disorders adlpms.

The relevance of the outcomes for the level ofoacshould be considered - For example,
the outcomes will vary in relation to whether antie to take place at the national level,
the strategic sector level or the local levelsinbt always possible to develop outcomes
that are relevant at all levels of action, rathéatwis useful is if the information collected

at say the local level can inform both local antlamal action, and vice versa.

Outcomes should be stated clearly and conciselyhaud face validity to funders, project
implementers, evaluators and consumers - It id thigt outcomes are stated clearly and
concisely, because they guide action at nationefegjic sector and local levels. It is

therefore best to reduce ambiguity by stating tleahat is to be achieved.

1.10.1 Local Action
Thus as regards measuring local mental health mésdhe following are key areas for

monitoring:

- Reduction of mental health problems and symptamthese relate to a range of
symptomatic presentations and disorders, includimgety, depression, postnatal
depression, substance misuse, conduct disorddvedraVvioural disorders, suicide

and self-harming behaviours, eating disorders, lpssis, and dementia;

- Increased mental health, wellbeing, quality f& And resilience.
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- Increased mental health literacy.
- Further social support and community connectesines

- Increased investment in evidence-based progratesant to promoting mental
health and preventing and reducing mental heabblpms and mental disorders

by governments and non-government agencies;

1.10.2 Local Initiatives

A reliable set of perspectives through which to agss outcomes

QIS is responsible for most of the monitoring amdleating which has been done but this
tends to be conditioned orientated,
Standards of Schizophrenia and Choose life ardadgueported back;

Inter-agency monitoring, evaluation and qualityusgaace and developing plans that arise
from this;

Monitoring development and impact of Mental Heaifthrelation to Joint Futures Agenda
etc;

Clinical and Functional Outcomes;

ICP’s

1.10.3 Existing Outcome Indicators

Evaluation into practice training to encourage aogport a better understanding and a
use of evaluation issues. Evaluation of all tragnand workshops delivered.

Admission and re-admission rates — re-admissi@srate quite high;

Follow up; lag times to specialist services etc

Bed-occupancy;

Suicide mortality rates
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1.10.4 Areas which should have a priority for outcme assessment

Best practice statements in regards to the fivasanghere outcomes are:

. Day care

. Community Mental Health Teams
. Alcohol/Drugs

. Community Psychiatric Nurses

. Psych therapy/Counselling

1.10.5 Areas for consideration:

Monitoring could be measured against the following:

Foroutcomes

. Congruent with the evidence

. Relevant for the level of action

. Clarity, conciseness and face validity

Forindicators:

. Congruent with outcomes and evidence
. Relevant for the level of action

. Clarity, conciseness and face validity

. Sensitive to changes over time

. Measurable

. Affordable

. Unique and comprehensive
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1.11 Service Elements
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1.12

Information and Access to Services

1.12.1 National Development:

This National Service Framework by focusing on ¢éflseams:

. Information on the knowledge-base for service aiv
. Information for those providing individual serviasers cares
. Information to support management decision making.

These will support a healthcare framework to measeeds, resources and outcomes, as
well as the high-level performance indicators, mefee costs and the Performance

Assessment Framework.

The mental health information strategy will incorgie a range of national work: work on
clinical terms and casemix, and expertise in comoations. It will also encompass
initiatives where mental health is an early prigrithe second National Psychiatric
Morbidity Survey planned for 2000; and the MentalaiHh Minimum Data Set (MHMD),
which is being piloted and will be in use natiogdly March 2003. Early priority will be

given to involving all NHS mental health providémbenchmarking.

1.12.2 Local Development

Services are in place locally to ensure that sesviprovide equitable, accessible,
comprehensive mental health services for all theplgebased on need, irrespective of
where they live, their age, gender, sexuality, loigg, race, ethnicity or their social,
cultural and religious background. Due considemati® given to locally implemented
plans and should be sensitive to cultural and soeeads, including the needs of people
from smaller communities, people with disabilitit@meless people, and people caring

for others including their children.

There is good information available to commissisnir support the implementation of
this NSF.
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Any individual with an identified serious mentdh#ss is able to contact local services on
a 24-hour basis in order to have their needs asdemsd receive appropriate advice,
treatment, care and/or support. Authorities ancheigs are to ensure that users and carers
and other organizations (e.g. police, homelessagsacies) are informed about how to
contact local services and are to establish radngtclear routes of referral (including out
of hours) between primary and secondary care torereccess to services.

Minimum data set established and information maddiable.

1.12.3 Examples of Local Practice

Information about local Services

Mental Health and well being workshop “EvidenceiRtractice”;
Mental Health Improvement Strateqy Workshop;

These workshops were held to include residentehitig for people who have direct
experience of mental ill health or were servicevters with the aim of exploring the
impact of mental health in western isles and tsedhe profile and understanding of

mental health. Similarly training and access #dbrvices were improved,;

Access into Services

Specialist Outreach Services — Alcohol Team, Hossgless Action Plan 2002-05

Within these specialists outreach services a numbstrategies have been put in place to
look at how to improve understanding and accesetaices. Training has been provided
for staff, not only to improve and increase avaligbof services but to promote the

awareness of such issues;
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1.13 Individual Planning of Services

1.13.1 National Development:

Planning of services falls to a number of commissibodies:

- The relevant health board:;
- Relevant NHS trust(s);

- Social work department;

Housing department.

The commitment to planning services should relate t

- Setting up a robust and continuing system to lvevéhose who receive services

and those who care for them;

- The philosophy embodied in the Framework and@bgernment’s principles of a
public service which tackles inequalities of healtid access to services, focuses
on better quality and is efficient;

- Achieve a single plan for local comprehensive raem¢alth services;

- The use of resources employed in the delivemxigting mental health services in
the most effective way, avoiding gaps and overlap;

- The delegation of authority to a joint commissianteam;

- The process of identifying an individual to betthoresponsible for, and

accountable for, the functioning of that commisgigrteam;

- Make explicit the nature of the resource allamatiwithin health, social work and
housing, that it follows the requirements of thepliementation of an agreed

strategy, and that they have harmonised theirnatdmancial timetables;
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Define the amount of previous resource transfemfhealth to social work, the

current spend, and the services specified,;

Make each other aware of how far their organisetiare able and ready to go

down the path of joint commissioning at that time.
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1.13.2 Local Action

Within a small local health authority it is impamntafor all those involved to agree the
process by which an individual can be identifiedcily to assume lead responsibility
within the joint commissioning team, including calesation of an independent chair
from the Voluntary Sector;

- Define a set of core values to be adopted byadterned, by which the services
will be developed and shaped, within the outlineose in the Framework;

- Be clear about the function of primary care, sgest mental health services,
social work, housing and voluntary agencies, in dieévery of comprehensive
mental health services, and the resources which edtbe contributing to the
comprehensive service in the future;

- Consider, in the light of individual circumstascevhether an outside consultancy
should be employed to facilitate progress to jaiatking;

- Clarify the relationship between the strategy figveloping mental health

services, the local community care planning arreveggs and children's service
plans.

1.13.3 Examples of Local Practice

Individual Assessment of Needs

Joint care planning — JLIP. MHP, — number of agesianvolved working alongside each
other;

Assessment

Self-Assessment — Advocacy;

Care Planning

Joint care planning — JLIP. MHP, — number of agemanvolved working alongside each
other;

Joint Protocols;

Care planning — joint care planning procedures leggypredicted outcomes, one key
Worker responsible for co-ordinating delivery;
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1.14 Services to promote wellbeing and social developmien

To actively promote good mental health for all,ktacstigma relating to mental illness
and to promote social inclusion of people with na¢health problems is to :

. Help people develop the skills to stay free of monimise the effects of mental
health problems at stressful times in their lifel aarvive mental health problems;

. Promote the understanding of mental health issnesider to reduce the stigma
associated with mental iliness;

. Ensure that formulation, delivery and revision dhey social and economic
policies and programmes takes account of poteimijg&cts on mental health. For
example, policies and services in education/trgin@mployment and housing;

. Create a society that embraces and welcomes diversil facilitates people with
mental health problems to participate as fullyreeytwish.

1.14.1 National Development

Health and social services should promote menttthéor all, working with individuals
and communities and combat discrimination agaimdividuals and groups with mental

health problems, and promote their social inclusion

Through health improvement programmes and localtahdéealth strategies, local health

and social care communities - local health autiesiitlocal authorities, NHS trusts,

primary care groups and trusts, and the indepenskeetbr - should develop effective

mental health promotion.

Performance will be assessed at a national level by

- A long term improvement in the psychological tiealf the population;

- A reduction in suicide rates;

- Health improvement programmes demonstrating actigthin and linkages
Between organisations to promote good mental héalgchools, workplaces and
neighbourhoods for individuals at risk;

- For groups who are most vulnerable;

- To combat the discrimination against and sockalwsion of people with mental
health problems;
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1.14.2 Local roles and responsibilities

Lead organisation: health authority
Lead officer: chief executive

Key partners: primary care groups, including GRscal authority, NHS trust,
independent sector providers, local employers, a&ilutal establishments, and service

users and carers.

1.14.3 Local Development:

At a local level, it would be now be beneficial develop inter-agency mental health
strategies, which incorporate promotion, preventom care interventions to improve
mental health of whole populations and at risk geoand also reduce mental health
problems such as suicide and self-harm. Such giestavould help provide a more
coherent approach to local mental health plannimyauld be supported as necessary by
more detailed plans on issues such as mental reslifces (which are currently in place)
and suicide and self-harm. In addition, such lenehtal health strategies would inform
the appropriate integration of mental health issuiéisin other local plans such as:

. NHS Health improvement plans

. Joint Mental Health Service Plans

. Joint community care plans

. Joint Children's Services Plans

. Local authority Community Plans

. Local authority service plans, such as education.

1.14.4 Examples of Local Practice

The Mental Health and Well Being Action Plan 20448 part of a strategy which
includes the Choose Life Action Plan, the Mentabhlte Action Plan, the Community

Well Being plan and the Western Isles Local HeRldm;

The 4 key aims were:

- To raise awareness and promote mental health;
- To eliminate stigma,;

- To prevent suicide;

- To promote and support recovery.
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Two training day sessions have been held in Uistirdd and Stornoway with the
objectives for raising awareness, providing infowttnitatives, improving knowledge on

mental health issues and exploring the ways in lwMEl promotion can be monitored,;

1.14.5 Advocacy, Advice and Info Services

The following agencies and initiatives have bedrogtuced to work towards achieving
this;

Mental Health Training for Volunteers — 4 half day sessions with volunteers who work
for a range of agencies. Issues raised by paatitgpincluded confidence, confidentiality,
supervision of voluntary sector, risk managemeogking after yourself etc; More

specific training is planned,

Choose life/WIMHP Suicide Prevention Action Plan— this included statutory and
voluntary agencies. The main aims were to impready intervention through raising
awareness, improving earlier identification of taas risk, develop local responses for
support etc. This was to be measured through laoal joint protocols, screening
mechanisms and a review of existing planning syste@urrently a number of outcomes
have been achieved with networking links estabisirecommendations implemented

through reviews and information sharing protocalglace following this.

Following this as regards the national framewor#t ahjectives which have to be met the
Western Isles Suicide strategy has met the majaiftynilestones. Areas which are

unclear are:

Advocacy Services- Advocacy Western Isles focugrups most at risk from exclusion
etc;

Stigma- focus groups held
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1.14.6 Areas for Development

As the Western Isles Mental Health and Well Beilamps due for renewal, the following

should be considered.

Every Health and Well Being Plan and Social Sessi8ecial Care Plan should include a
comprehensive mental health component. A Local KWlehtealth Strategic Planning
Group should be set up in each LA/LHB area to atir@ate the local planning, design,
monitoring and evaluation of services. This wilsare the adoption of a comprehensive,
integrated and seamless approach. Representativedl relevant authorities and
agencies, including the voluntary sector and uaeds carers should participate in such

strategic planning groups.

Local Authorities, in conjunction with Local HealtBoards and voluntary agencies,
should identify how they will meet the needs of gy which have particular difficulty
accessing services, such as homeless people, etimicities (including travellers) and

people with disabilities.
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1.15 Services for ordinary living and long-term suport

It is widely recognized that people with mental Ilegroblems often face a range of
difficulties securing appropriate housing and sups®rvices. Replacement facilities
following the closure of long-stay psychiatric hita[s have not been adequate to meet
the needs of new long-term mental health servicersusSocial services and health
services increasingly concentrate on the provigbrcrisis, high-need services, and
housing providers do not have sufficient resoutoegrovide housing-related services to
the increasing numbers of people living unsupporiedordinary housing. As a
consequence, people often experience a ‘revolong dituation where they are admitted
to psychiatric hospital when at crisis point, betvéces are withdrawn when they appear
to be well, only to leave people unsupported, ankherable to further readmissions to

hospital.

1.15.1 National Development

By having schemes in place to deal with supporbfdinary living, there are a number of
number of benefits to agencies, including: theifrgeip of mental health professionals to
concentrate on higher level interventions; redutedising management input; and
significant improvements in joint working, partiaualy between health/social services and

housing agencies.

1.15.2 Local Development

Most users felt that Home-Link had made an appbéeidifference to their lives, helping

them to attain and maintain independence. Usetslifel most valuable aspects of the
services were the provision of good quality housthg support with household finances,
the personal contact of visits and knowing thatdh&as someone there to call on. All

users wanted the support to continue on a long-bersrs.
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1.15.3 Providing housing

The housing department agreed to allocate secneamdess, on a priority basis, to users.
Accommodation was arranged within weeks or a femthmof referral and the properties

were generally of a good standard.

1.15.4 Individual support from the Home-Link workers

The Home-Link workers were able to provide assistanith any task related to running
an independent household. Most users requiredtasseswith managing their household
finances (benefits, budgeting, bills, etc.). Th@mrt was very practical in nature and
could include diverse activities such as helpingpbe redecorate or taking the cat to the
vet. The workers appeared to enjoy greater flakyihan professionals, doing things for

people as well as enabling people to undertakes thigmselves.

The workers also provided much general support,pamy and reassurance to users. The
support workers were intentionally not qualifiednagntal health professionals to avoid a
medical emphasis, and both users and agencies\metdbe worker as being closer to a
friend than a formal worker. Relationships betwesers and workers were easy ones,

characterised by mutual respect and trust.

1.15.5 Developing a mutual support network

The Home-Link scheme attempted to address thetigolavhich can be an unintended
consequence of living alone, by introducing pedpleach other and organising social
occasions like lunches and outings. This aspetitetcheme was slow to develop due to
an initial reluctance by agencies, for fear of uiwg people's privacy. However, when
organised, social activities were well attended aedcomed by most users, providing
opportunities for conviviality and the company oéople in similar situations as

themselves.

It was also hoped that, as users lived relativédgecto each other, they would meet up
outside the organised occasions, and perhaps steneghip would develop. However,

few users did see each other outside the orgasizadl activities, unless they knew each
other previously or lived very close to each otiérere appeared to be further scope for

promoting the 'good neighbour' aspect of the scheme
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1.15.6 Working with other agencies

Home-Link complemented rather than replaced prajaas mental health services. The
Home-Link workers, in most cases, were working gide other agencies to deliver
support to users. The Home-Link support workerseapgd to provide a central or pivotal

role in client care:

The main advantages following from the nature @ Bupport scheme is the ability to
enable users to feel that the service had madeppre@able difference to their life,
helping them attain and maintain independence lamdiain areas were:

- The opportunity to live independently

- Assistance with household affairs

- The value of personal and social contact

- Being able to call on someone

1.15.7 Areas for consideration

This scheme offered a number of benefits to agsentlealth and social services felt that
Home-Link freed up some professional time to cotreé@ on higher level tasks or people
with more severe needs. This also brings aboutdwgmments in joint working, despite
some operational challenges. In particular, comeatiun and relationships had been
built up between housing agencies and health/sseraices.

However, pressures on resources and tighter ditgibriteria will make the emphasis on
continuous, low-level support difficult to sustaiunding mechanisms will need to be

closely monitored if long-term provisions of pretiga services are to continue.
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1.16 Services offering psychological therapies, ilucling clinical psychology

1.16.1 National Action

Traditionally, when a mental health problem is ittfeed, a member of the primary health
care team, usually the GP, makes a referral toyahparist, psychologist, Community
Psychiatric Nurse or Social Worker, working in sedary care in a community team base
or a psychiatric hospital. Crises are dealt withodigh involvement of the ‘team’
psychiatrist and in-patients services.

Service users report a stigma attached to attersdinge psychiatric services and there are
commonly long waiting times for an appointment;tisay travelling is inconvenient and

they would prefer services to be provided in a 'stog shop.’

Other factors such as the acquisition of a psydbia¢cord may also have a bearing if
patients fear it may impact upon their insurandgil@lity or employment prospects.
These problems and prompt the question of why #tiemt is ‘transported’ from primary
care to secondary care.

1.16.2 Psychologists

Psychologists make important contributions to nmgethe needs of a wide spectrum of
adults with mental health problems, in both acutg @on-acute settings. In recent years,
with the growth in counselling services linked tonpary care, professional oversight of
newly-deployed counselling personnel has often Ipgevided by psychologists. This has
not been matched with a corresponding increasingtaffing, at a time of growing
demand for psychological interventions.
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1.16.3 Local Action

Establishing early intervention services will regusignificant new resources, including
specialist trained staff. Rather than a singlefasm service model, several models of
early intervention services based on locally deireech need might be more realistic and
appropriate, and also allow research into theating efficacy. many teams do not have
adequately trained staff to provide psychosociarirentions. Even where such staff were
available, care was focused mainly on monitoringlicegion and risk assessment, with
half the teams providing psycho-educational prognas and only a quarter offering

individual cognitive-behavioural therapy.

An unmet need for liaison psychiatry services esadly perceived. The general hospital
liasison psychiatry clinic provides an acceptabldisg in which to assess and manage
patients referred from non-psychiatric colleaguBise lack of adequate psychological
treatment services often provided a barrier torogtimanagement of some of the more
disabled patients.

Secondary mental health services are being targetestds the more needy patients. The
provision of special services in practices cantstadfe further away from secondary care
while still meeting patients' needs. Two factonmaeed significant predictors of contact
in a logistic regression model: whether or not gaient's practice offered a special

service on site, and greater patient needs for care

1.16.4 Example of Local Practice

Provision of formal psychological therapy to patgen

Current therapies available in the Western Isles ar

CBT therapist;

CPN'S

Nurse Counsellors (24 hour availability)
Psychotherapy Sessions;

Western Isles Counselling and Family Mediation;
Counsellors based at General Practice;

Lifestyle ADSAT

Substance Misuse;
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Doing well by people with depression service development and positive outcomes;
Clear referral channels, comprehensive assessmenflexibility in treatment, is this
possible with lack of specialist services and smaithand for services?

1.16.5 Local Support, Training and Supervision

Community mental health teams (CMHTSs) are still tbenerstone of specialised mental
health care. Most of the "hands on" work is carnet by Community Psychiatric Nurses
(CPNs) who manage people with varying degrees\areemental illness and those with
complex common mental health problems. Ongoing dexngases are commonly
supported, for example, through the provision cksasve outreach. CPNs also contribute
to the assessment of people identified by the GRPegsiring specialist input and, if

adequately qualified, they will deliver therapies.

However, caseloads are invariably high. CMHTs higtle opportunity to influence the

referrals they receive from the GP, or address rttemtal health needs of a whole
community. There is very little opportunity to atstGPs and others in primary care in
improving and enhancing their ability to manage gdeavith mental health problems.
However, communication between primary and secgndare for patients with mental

illness is commonly poor.

In view of the high risk of death by suicide amadntese discharged from psychiatric

Hospital it is essential that communication arfdrimation systems improve.

The Acute Psychiatric Unit at the hospital to ispilace to deliver assertive outreach,
crisis intervention and home treatment, and eartgrvention teams to offer effective
treatment when the first signs of psychosis apgewiill be essential that CMHTS review
their roles and functioning to ensure that thera oherent approach to the management

of mental illness — in particular the interfacetwptrimary care.

The introduction of two systems — primary and splesed care - to meet demand will

ultimately hinge on their ability to integrate siees.
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There is a shortage of trained clinical psycholsgiss well as a shortage of funded
training posts. These impair the service’s ability meet the current demand for
psychological assessment and support, and to grépaneet future demands. Tackling
this requires both an increase in the number otlpEpgy assistant posts to provide
structured experience prior to training, and amgase in the number of funded training
posts.

1.16.6 Areas for Consideration

The establishment of a primary care mental healld in each region;
.Improved systems for liaison between primary aretggised care;

Performance Target Evidence of case load managenwaiting lists for psychological
therapies;

Independent studies have demonstrated that, foy msychologists in practice, lack of —
or dispersed — management and accountability stestin NHS Trusts relevant to
psychology impairs those organisations’ ability thab attract and retain skilled and
experienced staff. Lack of such arrangements i®, aleo often, associated with
inadequate supervision of professional practice msaifficient focus on continuing
professional development of staff. These furthejuatice staffs’ continued preparedness

to work in such organisations, prompting increasedover.
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1.17 Services offering physical methods of treatmén

1.17.1 National Development

The main areas which are to be considered whenngak physical methods of treatment
in relation to those with Mental Health are:

People who may benefit from treatment are idemtjfie

People who are asked to take a form of treatmenfudly informed and able to
make an appropriate choice;

Care staff working with people receiving treatmard trained adequately;
Strict compliance with legislative framework;

The budget available within a service or localtyftind treatment is used to the
best effect;

The Physical Environment for the Giving of Treatitseis Appropriate.

Certain mental health problems or particular groopsymptoms respond to the use of

medications, in a way which cannot be achieved theroforms of treatment, e.qg.

psychological therapies. Training for Primary Hedliare Team (PHCT) staff, and staff

from partner agencies, in recognition of disordeingch may well respond to treatment

and in the benefits which will flow from this.

The administration of medication and other treatthemgainst an individual's wishes in
certain circumstances is discussed in terms ofiofieeving:

Local audit of the use of Forms 9 and 10 to ensorapliance with 1984 Act,
Sections 97 and 98;

Widespread availability of information and indivalundependent advocacy for
persons subject to detention about their legaksigh

Appropriate use of the Second Opinion Doctor meigmarthrough the Mental
Welfare Commission, as laid down in the 1984 Act.

Multi-disciplinary training, involving people whoeceive services, in the
implementation of the New Mental Health Act;
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When discussing the use of treatment and its usegbmost cost-effective this is

discussed in terms of a balance has to be achketedeen:

. Use of the cheapest available medication;

. The resulting side effects, (the older the drug, tfore inexpensive, but the more
side effect-full);

. The effect of side effects on compliance by thoke veceive the treatment; and

. Efficacy;

It has also been suggested within the National Eveonk that:

. The locality or service formulary group should $eiwith the Health Board and

Joint Commissioning Team on the fiscal implicatiohs new treatment;

. The formulary group should assess the evidencetler effectiveness and

indications for the new treatment;

. Any national or professional guidance should besm®red;

. A protocol should be developed for use of the nemmounds, indicating when
they can be used (often after two different exgtireatments have failed to

produce an improvement);

. Means of assessing any betterment for the persoaivieg the treatment,

including his/her personal experience, should leeifpd,;

. A criterion by which the new treatment should béhdrawn or continued on the
basis of its success or failure - including thewsdeof the person taking the

treatment and the person looking after him/her stve established;

. The view of the GP who may have to continue preswithe new treatment must

be sought.
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Certain treatments, particularly ECT, must be givea safe environment with the correct
equipment available.

. Purpose designed ECT suite.

. Active supervision by a nominated consultant.

. Separation of activities, e.g. waiting, treatmerd gecovery.
. Full range of modern monitoring and treatment eongipt.

. Adherence to protocols and national guidance.

1.17.2 Local Development

Giving more information or giving it in a way whigbeople can understand is the best
way of making a partnership in treatment work. adcognition of side effects, and
awareness of the likely experience of the perskingethe treatment, and of the means to
improve this will enhance the prospect of succésstatment.

Training for the PHCT, staff from partner agen@es staff working within the CMHT;

Support by a member of the CMHT for practice arghtiment room nurses in primary
care settings who give long-term treatments;

Use of outcome measures and feedback from peoggévieg treatment;

Clinical audit focused on areas of risk e.g. loegrt treatments, acute treatments in
urgent situations;

Protocols for the administration of treatments amdaudit of compliance with these
carried out on a regular basis, e.g. ECT;

Benchmarking with comparable service areas elseayher
Use of professional, SIGN guidelines and CRAG/SC@&DBVGood Practice Guidelines.1

A locality or service formulary group composed epresentatives of primary care, the
mental health services, pharmacists and peoplered®ve services;

The possibility for particular persons to receivieeatment not within the formulary if the
responsible doctor can give a reasoned agreemsatllwm enhanced health gain for the
person;

Regular review of the formulary in the light of exygence, audit findings, reported
adverse effects, and the professional literature.
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1.17.3 Examples of Local Practice

People who can benefit identified
Target Groups and levels were determined using Trening Template, Specific

Planning for training etc;

People who are asked to take treatment informed
Advocacy services must too now work with patiemtd aarers for information regarding

legal rights and changes to this;

Care staff trained adequately
Western Isles Training Report - introduced trainideglivery in preparation for the

introduction of the new Act. Information was given how to deliver to small, specific

groups and future training info;

Strict Compliance with legislative framework
Under the direction of the new Mental Health A@arling administration of medicines,

treatment orders etc it must be ensured that atafhow fully trained and versed in multi-

disciplinary approaches;

1.17.4 Areas for Consideration:

New treatments for psychiatric disorders and newdepressants offering fewer side
effects, and sometimes greater efficacy, but aatgreimmediate cost, continue to be
introduced.

61



1.18 Service Profiles
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1.18.1 Adults with Mental Health Problems

Inpatient and community services are providedtifofi purpose environments. These are
to offer dignity, privacy and appropriate space agsburces for purposeful activity for
users and staff. A therapeutic, supportive enviremimmust be created and properly

staffed. People are to be treated in the leagiatst environment possible.

New purpose-designed psychiatric wards can resydositive changes in the perceptions
and behaviour of nursing staff. Community mentakbltie teams are to be fully
multidisciplinary and working from a common bas&ey are to effective liaison with
primary care and specialised services. Communitytahdealth team management is not
inferior to non-team standard care in any importaspects and is superior in promoting
greater acceptance of treatment. It may also bergwpn reducing hospital admission

and avoiding death by suicide.

Shifting to a consultation-liaison relationship rieases rates of referral of patients with
serious mental illness, including those who cantrbesefit from the skills of CMHTSs.
Increasing the provision of primary care-based psiagy might improve practice use of

mental health services, reducing avoidable outpgfisychiatric referrals.

The overall impression of primary care teams entsung high levels of need for which
they felt unprepared, and of a community psyclaattrse (CPN) service torn in two by
the opposing demands of general practitioners (@Rs}their employing trust.

Each LA/LHB is to have a range of alternatives timésion and facilities to support
individuals after discharge, including day servicéBis should include supervised short
or medium term accommodation with residential cstedf on site and mechanisms to

support people in their own accommodation:

Acute day hospitals: Caring for people in acute Hagpitals can achieve substantial
reductions in the numbers of people needing inpatoare, whilst improving patient

outcome.
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Day hospital versus outpatient care: There was donieed evidence to support the use
of day treatment programmes for patients with agx@ depression who have not

responded to standard outpatient treatment.

Home treatment / crisis resolution: The benefihome treatment over admission in terms

of days in hospital was clear.

Partial hospitalisation: Although partial hospigaliion is not an option for all patients
requiring intensive services, outcomes of part@dgitalisation patients in these studies
were no different from those of inpatients. A ceadefinition of partial hospitalisation

will help consolidate its role in the continuumroéntal health services.

The use of short-stay admission coupled with exdndiay care and crisis line support

can provide a viable alternative to admission &abute ward.

Clinicians have a strong gate-keeping role in whiohective views about appropriate
patients, and the need to ensure turnover of placesilominant considerations. The gate-
keeping role involves managing expectations ofrrefe and managers, and the level of

risk taken on by the medium secure service.

The aim of all National Service Frameworks is tovelrup quality; tackle variations in
access to care, increase the effectiveness oacarenhance user and carer experience by

ensuring changes are systematic and sustainakd@g€l must;

. Be measurable and make a difference to the quals$grvices received by service
users

. Set standards that are ambitious but achievable

. Ensure all the partner agencies work togethercat land national level to secure
change.

Every local health board (LHB) should have a Loglntal Health Strategic Planning
Group to co-ordinate commissioning and each will éxpected to include plans to
prioritise and improve local mental health serviasgart of its wider improvement plans.
This group should include representation from vtdwylindependent sector service

providers.
64



The revised Care Programme Approach (CPA) will bgplemented to provide
systematic arrangements for assessing the healtsamal needs of people accepted into
the specialist mental health services. This wilistsin he formulation of a care plan that
identifies the health and social care requireméris a variety of providers. It will
ensure regular review of the care plan and it ftisea the appointment of a care co-
ordinator to keep in close touch with the serviseruand monitor and co-ordinate care.
This should ensure effective care co-ordination alhalw access for individual service
users to the full range of health and communityises they need to promote their
recovery and social inclusiorAuthorities will need to ensure a fully integrai@oproach

to the CPA and the health and social servicesath#ipproach to assessing and managing

care.

Services are expected to follow the aims set ouhénStrategy and to work together in

order to provide a spectrum of care appropriatevel of need. This will require:

- Close co-operation between social services, healthorities and the voluntary
and private sectors in order to commission effegtisomprehensive and co-

ordinated mental health services which are acdesisiball;

- Specific arrangements to be in place to ensueectinstructive participation of
users and carers in the planning, design, mongaaumd evaluation of services in

order to empower them in relation to service prexsd

- Clinical governance and best value arrangemenbgtin place in order to ensure
that matters of effectiveness and quality are gikgh priority in mental health

services

- Good communication and co-ordination within ardween different parts of the

mental health services in order to provide effit@md responsive care

- Provision of effective and high quality medicaijrsing, psychological and social

care for service users and carers based on belenee and practice

- Mental health services in settings that areditgurpose and provide dignity and

privacy
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The provision of seamless care for users irrdspeof who is delivering the
service and where, e.g. whether they are in-patiesttending the community

mental health team (CMHT) or utilising day services

Clear, appropriate and helpful information foretss and carers on aspects of
mental health problems and accessing support anitss

1.18.2 Local Development

In-patient beds
Staff in Community Mental Health Teams

Day services and Day Treatment Units for adults aloiér adults with mental
health problems

Psychology services
Therapeutic services for people with learning digss
Services for people with alcohol problems

Services for young people with mental health protsle

In developing services the following should be d¢desed. Firstly, the development of

community crisis resolution/home treatment seryides hospital admission and when

admission is necessary facilitate safer and mooept hospital discharge. Secondly,

improvements in inpatient environments through émhancement of staffing and the

reconfiguration of wards, as such improvements haeen demonstrated to improve

patient safety, privacy and dignity and therapeaotittomes.

Secondary mental health services are being targeteatds the more needy patients. The

provision of special services in practices cantstafe further away from secondary care

while still meeting patients' needs. Two factonmaened significant predictors of contact

in a logistic regression model: whether or not gaient's practice offered a special

service on site, and greater patient needs for care
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Implementation of the plan needs to be organisetl aordinated in such a way that
allows individuals and organisations to take itit@s of their own whilst working within
a common framework. This will only be achieved tilgh the work of clinicians and

other staff directly in contact with service users.

This includes:

- Planning, development and management based onmstedo care for service
users in their journey through the system meaniggeater emphasis be placed on
the creation of networks of people and pathwaysawsé and where investment
follows the service user rather than be targeteldeabrganisation or institution;

- An organisational framework based on common vedysperating;

- A value base shared by all

- Recognition and facilitation of best practice ah@ring of knowledge;

- Shared and effective communication across thérhaad social care community;
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1.19 Children and young people with mental health problens or behavioural
problems

1.19.1 National Development

Many of the issues addressed in relation to thekfeore needed for mental health
services for working age adults are of relevancehitdd and adolescent mental health
services (CAMHS), too. The national strategy fopioving CAMHS, has a different

emphasis and its implementation is being considsepdrately from but in parallel with

the NSF for adult mental health.

The Government priorities for CAMHS are set outthie National Priorities Guidance
1999/2002. To improve provision of appropriate,hhiguality care and treatment for
children and young people by building up locallséa CAMHS through improved
staffing levels and training provision at all tiettse following should be considered;
improved liaison between primary care, specialitMES, social services and other

agencies; and should lead to users of the sereice lable to expect:-

- A comprehensive assessment and, where indicatgdn for treatment without a
prolonged wait;

- A range of advice, consultation and care withimary care and Local Authority
settings;

- A range of treatments within specialist settingsdd on the best evidence of
effectiveness; and

- In-patient care in a specialist setting, apprdpria their age and clinical need.

1.19.2 Perinatal Mental Health

Perinatal mental health problems are common, mamgerious and they can have long-
lasting effects on maternal health and child dgwalent. Perinatal mental health
problems present at all levels of health care gioa. Every health authority should have
a perinatal mental health strategy that aims tarenshat the knowledge, skills and
resources necessary for detection and prompt drdtige treatment are in place at all
levels of health care provision.
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Every health authority should identify a consultanth a special interest in perinatal
psychiatry. This consultant should take a lead ialgpromoting these aims and in
establishing a specialist multi-disciplinary tea&ll women with perinatal psychiatric
disorder who require specialist psychiatric careusth irrespective of their place of
residence, have access to a consultant and othrgalnfealth professionals with a special
interest in their condition. Mother and baby utiserve the needs of a number of health

authorities should be established.

1.19.3 Local Development:

Child and Adolescent Mental Health is an area witihie Western Isles which has been
developed over the years. Compared to the reScofland is has received positive

feedback but the need for specialist services Voeieed at.

Local Development for the CAMHS Mental Health P=ion has included the following:

- Strong inter-agency commitment over the mediumlaieg-term, including a
steering group willing to tackle tricky issues, andommitment to consulting with
and acting on children's and families views;

- Links with existing services within CAMHS, includy the integration of the
service within the CAMHS tiered framework and CAM&velopment strategy;

- Links with other services and initiatives outsi@&MHS e.g. education, the

voluntary sector and area-based initiatives;

1.19.4 Areas allowing for further development

- An ability to attract new sources of funding;

- Retention of a stable, multi-disciplinary staff gpowith opportunities for training
and development;

- Positive commitment to continued evaluation andtaadd

- Balance between providing a direct service to ugrdsinfluencing the broader
network.
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1.19.5 Example of Local Practice

Organisation
A comprehensive CAMHS service operates at manyldevehis has been filled with the

following:

Tier 1: problems which require non-psychiatric professional help at the primary
care level, in schools or the wider community;

- Child mental health worker employed;

- Assisting teachers and youth groups contribude®nh-psychiatric help;

- There is a gap where there is no supervision fbove;

Tier 2: More serious problems which require the inervention of professionals with
specialist knowledge of child mental health in suppt of Tier 1 care staff;

Tier 3: Serious and complex disorders which requirespecialist help;

- Done through outpatients;

- CPN Barra

Tier 4: Extremely severe and complex problems;
- policies on admittance;
- the CAMHS team consists of an educational psyudist, NCH, speech

therapist, CH occupational therapist, Child nusd Counsellors.

| dentification of Services and Availability of Services

The service provided is multi-agency, collaborat@rel planned to a protocol to health.
The medicilisation of social problems should beidgd especially in an area as small as
this.

Children and Drugs

This is primarily dealt with through health pronuoti
Are there drug workers on the street?

No specialised ADSAT worker for adolescents;
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1.19.6 Areas for Discussion

Improved identification, referral & tracking proaees, integrated assessment and
targeted prevention work;

Consolidate the work of the Joint Agency Teams @A include mental health and
better links;

Support the implementation of the Children's Nadlddervice Framework (NSF.)

Strengthen staff skills development and trainingparfunities within early years
provision;

Simplify and improve joint planning and commissiogiarrangements between agencies
working with vulnerable adolescents;

1.19.7 Areas for Development

The number of training placements in some speanali®.g. clinical chilgpsychology, is

limited by the lack of available and eligible supsors. Other specialisms, e.g. Child
Psychiatry, are experiencing difficulties to tranglaces. Child Psychotherapy training,
whilst becoming more widely available, is largelntred Social workers in children’s
services have a range of skills in working withldtgn and their families but may not
have had any specific mental health training. Intast, mental health expertise within

social services is mainly located within the adwitial work service.

The provision of social services for children ar@liyg people with more complex or
severe mental health problems may, nonethelessireeloth types of skill. At present,

opportunities for such dual training are limited.
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1.20

Older people with mental health problems, includingearly onset

dementia

The National Service Framework for Older Peopldalighed in March 2001, has four

main themes

- Respecting the individual

- Intermediate care

- Providing evidenced-based specialist care, and
- Promoting an active, healthy life

1.20.1 National Development

All these themes will impact on the desired improeats in health and social care
services for older people with mental health protde Within the general theme of
evidenced-based specialist care there is a foctisame® conditions which are particularly
Significant for older people and which have notrbesldressed elsewhere, in other
frameworks or strategies. This includes a spedftendard that addresses the major
mental health problems associated with older ageecbgnises that conditions such as
dementia are not limited to older people, and that standards and service models it
describes will apply for all who need the particulservices, regardless of their

chronological age.

Although the focus tends to be on depression amded#da, which are particularly

common in older people, illnesses such as schieoydralso occur. Where an older
person has a severe mental illness due to a psychieess such as schizophrenia, they
will require packages of care set out in the NSAMental Health and the same standards

should apply as or working age adults.

1.20.2 Local Development

The planning of workforce requirements and thetesgias needed to ensure that these are
met will be a vital aspect underpinning delivery thie NSF standards. There are
considerable overlaps in the workforce issues fmuinger and older adults including,
generic and joint training across the specialismishim psychiatry, considerable
movement and responsibility of staff between the gnoups and the varied

configuration of services at local level.
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The Joint Strategy for Services for people with datia was introduced. Their baseline
principles were as follows:

- People with dementia can choose to live in thein home;

- Needs of unpaid carers needs to be considered;

- Emphasis placed on people maintaining structuwréseir day to day lives;’

- Help to maintain a good quality of life for peepkith dementia and those around

them;

In the WIMHP report a number of key issues wereculised to ensure service
improvement:

- Locally based services needed to minimize csgigations;

- The need for comprehensive yet flexible home supgervice;

- Multi-agency dementia teams;

- Training for workers;

- Development of day care;

The reconfiguration of existing services alongsieev structure for care and assessment
would be critical and the development of the folilogvpriorities will gauge this:

- Establishment of a specialist nursing home amdpttovision of sufficient respite
care,

- All care homes to have systems in place to da#h weople with dementia
supported by the establishment of one specialssisssnent bed in each hospital;

1.20.3 Example of Local Practice

Psych/Physical and Psycho-Social Assesment

Specialist multi-disciplinary assessment team idiclg GP’s, Social Work, Family Carer
and CPN'’s

Outpatient Assessment Facilities

Liaison Assessment
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Specialist treatment and | ntervention

There are at the moment in patient/Residental @ack Nursing Home Care offered
through long stay beds, respite care beds, assesbets, emergency beds.

One consultant psychiatrist specialising has jeistad;

One community Psychiatric nurse specialising in eletia;

Alzheimer Scotland Action

Similarly a number of key recommendations were made

- Specialist dementia teams should be established;
- These teams would consist of CPN, Social Workeran OT;
- This team would be responsible for setting up arantaining information data

base and links with other organizations;

- This team would work in partnership with othecdbteams, with families and
carers in decision making and reviewing;

- The devolution of a purchasing budget;

- Regular specialist clinics for people with demeim all localities;
Support to remain in own home

Specialist teams
Day hospital

Respite
Current services offered are in patient/residemtiaking, non specialist services,
Alzheimer Scotland Action;

Continuing Care
Nursing homes
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1.20.4 Areas for Consideration

Working with partners to map preventive services.

Develop a framework for monitoring the progressdiemes and the outcomes achieved
to ensure consistent approach in commissioningpaodsion.

Develop and implement an information sharing precdsout preventive services, which
is up to date and shared with staff, users, camsother stakeholders.

To improve preventive health care to BME persons.
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1.21 Mentally disordered offenders

Workforce development confederations have beemuctstd to reflect the needs of NHS
and non-NHS organisations involved in the deliveirhealth careThe guidance specifies
that a Prison Service representative must be ieduth the membership of the
Confederation, where appropriate. Although thedprisealth care workforce is relatively
small, prisoners suffer from high levels of mentasalth morbidity and it will be
important for confederations to take into accour# heeds of this group of staff in
workforce planning and development. Consideratiooukl be given to developing joint
learning opportunities to reduce the professiosalation of prison health care staff and
also to allow staff in the community to benefitrfrsome of the specialist skills gained by
staff working in custodial settings.

1.21.1 National Development

Mental health services are increasingly providedrti-disciplinary community teams

or by other specialised community services. Printamg services also link with the care
provided by local authority community care servjcehich in turn are supported by a
range of partners including housing, education aoldintary and independent sector
organisations. Most mentally disordered people wiawve, or are alleged to have,
offended are not in hospital but are in the cardeaidlth professionals and social work

staff in the community.

It follows that there is a need for comprehensivell-integrated community services
which operate in a variety of settings, with suéfidt flexibility to respond to individual

needs, whether or not the offender is under amm fafr statutory supervision.

Health boards and social work authorities will #fere already be including mentally
disordered offenders in their local assessment Gard management procedures. The
available services and possible development prépstauld be identified in a section in
their community care plans devoted to this clienoiug and in annual and strategic plans
for 100% funded criminal justice social work seesc
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NHS staff play an important role in contributingdommunity-based assessments and in
the development of programmes of community caren@anity care planning teams in
developing their joint links between social workpdements, housing agencies and health
boards should ensure that local psychiatric andchmdggical services have an
opportunity to contribute to the planning proceshese links will also assist in the
development of a joint approach to assessment emvite delivery. Planning for social
work services in the criminal justice system shdogdaligned as far as practicable with
planning for community care services to ensure #pgiropriate access to social care

services is available.

Each case must be jointly assessed with crimingtiget and community care interests

closely involved to determine an outcome which mé¢et following aims:

(a) safeguards public safety;
(b) delivers any statutory requirements (such abation, etc);

(c) meets the needs of the offender in a way thbkely to reduce offending behaviour.

In the majority of cases there are no special fireneeds arising from the offending
behaviour. Decisions about the provision of lo@abies must therefore take account of
the need to cater for mentally disordered offendams for ensuring that they gain access
to them. All mentally disordered offenders, espgcthose who require services that take
account of their "special needs", should be praviddth a properly co-ordinated
programme of specialised care, treatment or sugierviand effective multi-disciplinary
pre-release planning undertaken before dischaaye frospital or release from custody.
In all cases service provision is tailored to mieelividual needs while ensuring that

public protection is a key consideration.

1.21.2 Individual Care Plans

The Care Programme Approach specifies arrangenien@nsuring that people in the
community who have severe and enduring mentalsfirend complex health and social
service needs are provided with individual carenplavhich set out the support and care

they will receive.
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All severely mentally ill people whether in the commity or in hospital prior to
discharge should be assessed for the Care Progr&ppteach. This applies to patients
in all hospitals including the State Hospital.

1.21.3 Local Development

Local government re-organisation provided oppottesifor building fresh links between
the new councils and health boards. Services fartailg disordered offenders require
multi-agency working as recommended in the Framkvi@mr Mental Health Services in
Scotland. The health board could act as the baseltiwal forum to consider the needs of
this group. This would provide a source of co-oatia expertise and guidance for local
developments; it would also be able to identifywser needs and gaps in provision. The
local forum should include nominees from the hebltlard, social work, criminal justice
and community care services and housing departmeapgpropriate voluntary
organisations should also be included as well aspiblice, procurators fiscal and the
courts. The forum should communicate directly viatdth general and forensic psychiatric
services in the health board area and also withs#reices provided for people with
learning disabilities. Agencies should work on ategrated basis to secure better results

for those who use community care services.

As this is a smaller health board area we will b®t@able to support a viable multi-agency
approach to the provision of the more specialisetvises for mentally disordered
offenders. When this is the case, a joint appraeithh social and health care agencies in
adjacent health board areas should be pursuede®&loaiectives and on setting agreed
strategic targets and priorities at a local leskhuld where possible have the authority to
commit agencies to action on services for men@ibprdered offenders and to resource
contributions. There should be a mandate to delitier committed action, to devise
practical arrangements for securing collaboratsseasments and to develop both service

provision and monitoring requirements.

Services for mentally disordered offenders are idexy on a case-by-case basis with

support services working to monitor and review jpesg.
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1.21.4 Example of Local Practice

Focus

For example, an individual who is transferred frprmson to hospital and subsequently
discharged could become subject to the Care PraogeaApproach. This would involve
already established links being utilised betweenGlurt system, Criminal Justice Social

Work, the CPA core group, psychiatric services aitners, such as housing.

Assessment

The JLIP plan highlighted the need to include &sste for functions relating to the new
Mental Health Act including emergency detentionmed persons etc and more

importantly Section 22, approval for GPs and atéeee at Tribunals;

Accessto Services

Access to structured day activities is centrahi duccessful habilitation or rehabilitation
of many mentally disordered offenders. These imlligls have difficulty in obtaining
employment and the day services should enableingtgato take place alongside any
continuing rehabilitation or educational initiatss@vhich were begun in hospital. Multi-
agency centres, providing "drop in" and timetaldedess to psychiatric, general medical,
nursing, and social work support, will be particlylavaluable. As voluntary bodies will
contribute significantly to these day services, hbttrough their own provision and
through support to statutory services, their regmegtives should be involved at the
earliest possible stage in the planning process.Sdctial Work Services Inspectorate has
reported on day services for people with mentale@s. This includes much valuable

information on good practice.

79



Objectives

Appropriate Response

Services for mentally disordered offenders requineulti-agency working as

recommended in the Framework for Mental Health 8esvin Scotland (9). The health
board could act as the base for a local forum tusicier the needs of this group. This
would provide a source of co-ordinated expertisg gmdance for local developments; it
would also be able to identify service needs amp$ ga provision. The local forum should
include nominees from the health board, social worikninal justice and community care
services and housing departments; appropriate tavjrorganisations should also be
included as well as the police, procurators fiseatl the courts. The forum should
communicate directly with both general and forenssgchiatric services in the health

board area and also with the services providegdople with learning disabilities.
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1.22 Homeless people with mental health problems

1.22.1 National Development

Each Local Authority area are to ensure there imr@ge of housing options with
appropriate levels of support available for peapith mental health problems. Forming
and delivering effective Local Housing Strategiesecal Homelessness Strategies and
Supporting People Operational Plans requires @feqbint working between health and
housing and social care agencies. This will netasshealth representation on Local
Housing Strategy and Homelessness Strategy pdantpsrand on Supporting People

Planning Groups.

The strategic approach should then be reflectatieéroperational and business plans of
Local Authority housing services and RSLs and |deadlth bodies. Housing options are
to range from 24 hour staff support to floating &ma-level support for individuals in the
community with equality of access to mainstreamsivay opportunities. The housing
options are to be provided in collaboration with thdependent sector and other partners.
Teams admitting people to hospital are to congmlacticalities such as keeping up rent
or utilities payments as part of the care plan.yTaee to work with housing and advice
agencies to ensure that people will not be homdt@ksving discharge, and that their

housing conditions do not undermine their recovery.

1.22.2 Local Development

Example of Local Practice

Proactive outreach

The Western Isles Health and Homelessness Acti@m R002-2005, published in

February 2003, is the basis for a support networkbmeless people.
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The four areas of work were:

To undertake needs assessment and service actixrcises that identify the major
issues and to show where gaps in knowledge andcsepvovision occur. The service
activity exercise also will be used to identify tharriers to the accessing of appropriate
health care.

To ensure that the strategies and plans of alhpestreflects the needs of the homeless.

To provide training on health and homelessnesessBustaff in a variety of agencies and

organisations.

To implement service improvements/developmentshihtmeet the specific health and

healthcare needs of those experiencing or at skeofihomelessness.

Liaison

As regards Homelessness and Mental Health thengotimts were:

A shared care/dual diagnosis service has beenlisbd in Lewis/Harris and Uist/Barra
to develop protocols and to respond to the neetisosk with drugs and alcohol problems
and the service includes the needs of the homeless.

Joint work between CPN/housing/social work and mtduy organisations is well
established.

The Church of Scotland Lifestyle project is a parghip involving the Comhairle and
NHS Western Isles. It provides counselling advioel supported accommodation for
people recovering from alcohol misuse. The suppartzommodation is provided by the
Comhairle, in Stornoway and clients are guaranteet own tenancy at the end of one
year's successful period of residence with intensiyport from Lifestyle staff. However,
demand for this service has decreased and uséesaddbommodation is currently subject

to review;
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1.22.3 Areas for development

Evidence of incorporation of mental health need Iotal housing plans.

Suitable opportunities should be available for gowith particular needs, including
homeless people. Local employers are to be engagttds process to ensure that they
understand the needs of workers with mental hgatiblems and are supported.

Production of protocol for engaging homeless people

Inclusion of supportive outreach.

Evidence of Community Mental Health Team (CMHT) gedures for in-reach to

homeless people’s services.
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1.23 People with mental health problems who misuse sulasices of alcohol

1.23.1 National Development

The Mental Health National Service Framework isghenary planning document of the

Government's mental health strategy. These stasdam@ mandatory and are
implemented by Local Implementation Teams (LITS)T4 consist of health, social

services and independent sector representatiorpraidice annual implementation plans
that set out local mental health issues and outlove they are

to be addressed.

The focus for delivery rests with local health aswcial care communities - health
authorities, local authorities, NHS trusts, Prim@are Trusts, and the independent sector.
The link between mental health problems and alcohslise is well- known.

The MHNSF acknowledges alcohol misuse as a sigmfitactor contributing to and

with mental health problems, as evidenced by tHeviing examples:

. Alcohol problems can exacerbate mental health probl
. Alcohol can be the physical cause of anxiety
. Alcohol misuse is a psychiatric condition, and arie¢he 10 leading causes of

disability Approximately half of those reporting bmtance misuse have
experienced other mental

. health problems

. People who misuse alcohol or drugs are at sigmfigayreater risk of suicide than
those who do not;

Given the complex health and social issues of gewyih co-existing mental health and
substance misuse problems, there is emphasis placethe importance of careful
assessment and awareness of appropriate treatmémeferral processes, regardless of
the clinical setting.
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1.23.2 Local Development

Assessment of individuals with mental health protdewhether in primary or specialist

care, should consider the potential role of sultgamisuse and know how to access
appropriate specialist input. Clients with duahghosis where the mental illness is a
severe one are best treated by services and agemitheexpertise in this field. The needs
of people with dual diagnosis should be met witlisting mental health and drugs and

alcohol services.

This service is provided primarily in a primary easetting. Any service user who
contacts their primary health care team with a commental health problem is assessed
and offered appropriate treatments including refeto specialist services where
necessary. Any individual with a common mental thegloblem is able to access local
services on a 24-hour basis.

Primary care deals with the majority of mental trealare provision. Consequently, the
issue of co-morbidity (of common mental health peafis and substance misuse) needs to
be addressed within primary care settings. Priroarg also has a critical role in ensuring
access to appropriate specialist input for thettmeat of people with severe mental

illness.

All mental health service users on the Care Prograrpproach (CPA) receive care that
optimises engagement, reduces risk and prevergstmipates crisis. Each service user

requiring care away from home should have timebeas to a bed.

These standards emphasise the importance of aceaitinated, multi-disciplinary
approach to assessing and treating people withdiaghosis with severe mental iliness.
Integrated systems of assessment and care plamargdelivery help ensure a seamless

provision of service.

There must be specific arrangements in place teeagrotocols for management of
individuals with a serious mental illness complezhby an alcohol and/or a drug misuse
problem. Lead status will be given to general pstch for treating the mental illness
component of the problem with support from additts@rvices to manage the substance

misuse issues where appropriate.
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1.23.3 Areas for Consideration

The needs of people with dual diagnosis througistieg mental health and drug and

alcohol services;

People with severe mental illness who have higlesraif psychological or physical
morbidity should receive appropriate and responsaee. Services should ensure that

crises are anticipated or prevented wherever plessib

Assertive outreach and crisis resolution servicessaen as the main focus for work with
people who have dual diagnosis. These must be atlguresourced and trained.
Training for all staff, particularly in substancasese and long-term engagement with

clients, is identified as important;

Rehabilitation — through supported housing arrareggs) employment opportunities

also;
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1.2 People with a learning disability who have mental dalth problems

1.24.1 National Development

The further development of Joint Community Teamsrieure single point of access via
single referral and the creation of re-investmentpreventative and inpatient services is a
key recommendation for mental health service fos¢hwith learning disabilities and are

further discussed in the following terms:

Services during the day - modernise whole stoclayf services provision according to
service vision i.e. three tiers of modernised s®vi complex care in buildings,
community based individual support through dire@yments, and investment in
community infrastructure. Development of routesointmainstream services for

employment, leisure, education, opportunities eaattainable personal networks.

Accommodation and support - greater choice, bgtikre, more effective leverage in the
market, strategic partnerships with key providedgvelopment of alternatives to
residential care including supported living, aculicements. Explore options for shared

ownership.

Development of comprehensive short breaks serwcé&dmsforming current overnight

respite. Create individual family centred flexilslervice.

Involvement - continue to develop embedded invokeii moving from consultation to
assured involvement at every stage. Continue tesinin advocacy and speaking up

capacity.

Continue to evolve our partnership working bothhwtihe health and social care service

and with the wider learning disability network.
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1.24.2 Local Development

Community Assesment

The multi-disciplinary community learning disabiliteam consists of the CPN,
Community Learning Disability Nurses (2) and Pswathyi and Generic Social Work.

The CPA group takes referrals for people with leagrdisability who have mental health

problems.

There are currently 8 beds supported by health.

Service Planning

There is a database of people with learning digglml the Western Isles.
There is a current Partnership in Practice Agre¢méh Action Plan which the LDP has

to monitor and ensure is carried out.

A locality joint planning and commissioning team nsally the Learning Disability
Partnership. They make recommendations for devedopnand include representation
from all elements.

There is a development of Person Centred Planminige Western Isles, as the 2 LACs

are trained PCP facilitators.

Community treatment and Support

The Community Learning Disability Nurse looked irgiogle shared assessment but this
is being developed.
Regular review — there is no community team soithpgoblematic.

Care packages;
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More Specialised Service

There is a small percentage of very specialisep@tip- mainly those with challenging
behaviour. Treatments are not available locallg Hrere is now no psych input. These

treatments show a need for a specialist whichisbds not been developed.

There is no team support for individuals and grthgvapy is not provided.

Short-term Care

This dual diagnosis is really dealt only througd &PU Unit, though there is no inpatient

care.

Longer term care

Does not exist. There is perhaps a need for neadev specialised treatment. Support
for residential support and mainland living.

Skills acquisition is essential.

Carein secure environment
There are little numbers of people with serious talehealth problems and forensic

problems and those who do exist go to state hdspita

Special needs

Respite care;

There perhaps needs to be a move towards a marialigedl service and this continually
evolved to changing needs.

Dementia

Currently 2 people with dementia in a residentea/ge.

(What does the LDP propose to do about any sucé?gap

Areas for consideration

The development of a multi-disciplinary Learnings&lilities team.
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1.25 People with a physical illness who present to a geral hospital who have
a mental health problem, including those who selfdrm

1.25.1 National Development

Addressing the physical well being of patientassimportant as treating their mental
health. However, often too little attention is paalthe physical needs of this patient
population. At a national level, it would be now beneficial to develop inter-agency
mental health strategies, which incorporate proomptprevention and care interventions
to improve mental health of whole populations anhdsk groups and also reduce mental
health problems such as suicide and self-harm. Streltegies would provide a more
coherent approach to local mental health plannimthauld be supported as necessary by
more detailed plans on issues such as mental hseithces (which are currently in
place). In addition, such local mental health sges would inform the appropriate

integration of mental health issues within othealgplans such as:

NHS Health improvement plans
Joint Mental Health Service Plans
Joint community care plans

Joint Children's Services Plans

Local authority Community Plans

Guidance has been provided about the need to dupptions that are effective at

population, risk group and individual level andttiizey need to be informed by some
evidence of effectiveness. However, some if notaalél actions need support at national
level. For example, if we are to improve emotiolitgracy amongst children and young
people, especially boys and young men, this wguree changes to national educational
policy to create the climate in which local effoctn be effective. Equally, factors such as
unemployment amongst young men or excessively déimgnworking lives amongst

some professional groups require national measamamd employment and health and

safety at work.
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To help address this unmet need, a new treatm@nbagh was developed that combines
education and lifestyle intervention in order tovace patient care and outcomes. The
Complete Wellness approach helps patients combaapr mental illness symptoms and

provides resources to mental health professiomalsetp learn about diet, exercise and

healthy lifestyle modifications.

Alcohol abuse and use of illicit drugs are also own problems among people with
mental illness. Around half of people with psychatisorders report illicit drug use.

If a mentally ill person has a physical illness wieing treated for a mental iliness, there
is a strong possibility that the physical illnesd wot be diagnosed. This can occur even
when the physical illness is either causing or elaating the mental disorder. Proper
treatment of physical and mental conditions atdame time improves the overall well
being of the consumer. Barriers to effectively tirga people with mental illness in
general practice setting have been identified. Séparation of mental health services has
led to fragmented care for people with mental gkess.

1.25.2 Local Development

More integrated and cooperative approaches toheatt are required to effectively

meet all of the health needs of people with mafitedss. Currently the fragmented
approach to health care for the mentally ill se@smhany people falling through the

cracks, too often resulting in illness not beinggtiosed or treated. Substance abuse and
addiction are major problems for the mentally $ervices to deal with addiction need to
be incorporated into every day care of people withntal illness. Specially targeted
programmes would be welcome. More outreach serd@ndsmore proactive health care is
needed for people with mental illness; otherwiseytrisk missing out on vital health

care.
Health care services must adapt to the needs @leeath mental illness. There are

several steps that could be taken to address tb&ses, including developing integrated

health services that make diagnosing, treatingnaguglaging physical
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General interventions which will promote mental Mading (and often physical and
social well-being too) and will also contribute eduction in mental health problems
generally, including suicide and self harm, in #mort, medium or long term. It would
therefore seem appropriate for such interventiandotm part of overarching mental
health strategies at national and local levelkelihto Health Improvement Plans and
Community Plans rather than be located within aassp suicide and self harm
prevention plan. Such measures will contribute tdtiple health and social goals. It
would therefore seem appropriate that such intéimes continue to be driven through
other strategies, but with their contribution taluetion of suicide and self-harm made
clear. A local plan could then be more focused, aestrating how these wider socio-
economic interventions contribute as well as dgvinterventions which specifically
relate to reduction at population level (e.g. ascesmeans, safer settings, public and

professional education and training) and at higk group level.

In terms of timescales, many interventions in bibin population and high risk groups
could deliver results fairly quickly as long asriés appropriate and timely investment
and action, whilst some other interventions wikeanuch longer, even given appropriate

investment and action.

Examples of interventions include:

. improved knowledge about sources of help for saiaitdividuals

. assessment of the impact of public policies

. enhanced responsiveness of mental health services

. identifying risk and opportunities for early intention for high risk groups (e.qg.

people with terminal illness, people experienciifg trises/transitions; people

who have been abused; people who misuse addictbstasces; key occupational

groups)

. improved understanding of mental health amongstptliaic, professionals and
others

. improved community support networks

. increased resilience and capacity to cope amomngstiduals, communities and
families
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Suicide prevention is a priority for services. ltosld be addressed by delivering high
quality and responsive effective evidenced based naing relevant NICE guidelines.
This applies to both primary and secondary care.

1.25.3 Areas for Consideration

. Care plans for all discharged inpatients that legevere mental iliness or recent
history of deliberate self harm should include #pedollow-up arrangements
after discharge and more intensive provision fdeast the first three months after
discharge from in-patient care.

. Additionally there should be support for local pnsstaff in preventing suicides

among prisoners and those who are being rehabditafter prison.

. There should be local systems for audit, (and #leo significant untoward

incidents) to learn lessons and take any necess#on.
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1.25.4 Examples of good initative

Traditionally, there is organisational, professiorad cultural separation between
primary and specialized services. Most primary @&edondary services work quite
distinctly. They focus on different client groupadathe division in mental disorders
between ‘severe’ and ‘common’ is both a symptom andause of this. Attempts to

facilitate closer working between primary and spkseéd services have seldom been
sustained, although there are a few examples ddllext practice. Models of specialist
mental health care do not translocate well intonpriy care with its own unique goals,
strategies and culture. Conversely a traditionatimpry’ health care model is

inappropriate for specialised services.

But reducing the burden of unmet need and improwage pathways will ultimately

hinge on the ability of the two systems to integraind then work in partnership with the
non-statutory sector. It is also clear that primeaye will shoulder the greater burden of
mental health care; that specialist mental heathices could or indeed should respond

on the scale required is inconceivable.
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1.25.5 Items allowing for development

The following areas allow for further developmentiaare discussed in further detail in

the accompanying action plan:

- Joint Formal Procedures and Protocols;

- Joint Protocol for Suicide;

- Specialist Children and Adolescent Services idiclg Eating Disorders and Self-

harm;

- Learning Disability Services and the developnara multi-disciplinary team;

- Mental Health Occupational Therapy;

- Psychology Services

- Dementia Services;

- Services for Mentally Disordered Offenders;

- Depression — raising awareness;

- Diversity and Equality Agenda;

- Measurements for performance and management;
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1.25.6 Quality Improvement Scotland

NHS Quality Improvement Scotland (NHS QIS) was lelggthed to improve the quality of
care and health outcomes for people in Scotlahtde Clinical Standards for
Schizophrenia have stimulated much quality improsetand remain central to the work
of QIS. As follows this, the work of the QIS sttéhat mental health should be
concerned with the quality of care given to the lehage range, including children,
young people, older people and this should bedetatandard across hospital, specialist

services and community services.

Therefore the need for a consistent approach ®inamental health services has become
paramount. This is thought to be achievable thnaihg development of Integrated Care
Pathways (ICP). The proposed areas for actionharetb cover all mental health services
and the development and support of local initegiand services improvement will be

within the areas of —

Information — with the development of better information sgysde enabling
standardisation of information and recording, thalowing clearer measurement of

performance;

Outcomes- a focus on outcomes for individual users follmmsfrom QIS conclusion that
there be clear evidence for benefit for users amdrs as the test of mental health service

quality in deliverance

The extent to which this opportunity to develop aedocus on processes within mental
health services should not be underestimated aseéé for continuous improvement in
line with the major changes in Mental Health atti@ment, including the Mental Health
(Care and Treatment) Act and the establishmentoofir@unity Partnerships, is crucial in

delivering better outcomes for all across the MieH&alth Services.
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1.26 Suggestions for taking the Local Mental Health Seree Forward

Service organisation— development is needed to to promote new servicdefs, and
new ways of working. We consider the service wobé greatly strengthened by the
establishment of a multidisciplinary primary carental health team. Although few such
teams exist at this point in time, in five to tezays, specialised care and treatment will be
radically re-structured. During the coming year,ntaé health services will be reviewed
systematically to examine progress on NHS Plan emghtation. The extent to which
services operate as an integrated whole will befiidg characteristic of their quality.

We propose the appointment in each PCT of a meméallth lead to facilitate
implementation of the National Service Frameworkl &HS Plan targets for mental
health. This to some degree has already been isbiatblat practice level to ensure service
users and carers are actively involved in servieeelbpment, commissioning, delivery

and evaluation.

Training, education and support— in addition to the training needed for new sttfére

is an overwhelming case to strengthen the provisfoeducation and training in mental

health in primary care for staff who currently pide services. We propose the
development of mental health education and trainlhghould be competence-based,
modular, and multi-disciplinary, involve serviceeus and carers, be locally provided and
nationally accredited.

New resources there is a clear case for more staff, more timeenamd different skills

to be developed to strengthen mental health in gmncare for people with common
mental disorders. Roles for new primary care warkaust be developed carefully in
relation to existing systems and networks to ensuegrated and safe systems of care. In

addition, there are arguments that existing stay meed to work in new ways.
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Quality assurance— our proposals in this section concern the impaezaof developing a
good map of local training needs, a framework fantal health clinical governance,
systems for the evaluation of the changes propas®di clear measures of the outcomes
for patients and service users. We also acknowl¢dgethe mental health knowledge
base is still poor in primary care mental healthhcugh there are some excellent

examples of good practice.
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