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             Cumbria Mental Health Group


Review of Tribal Report for NHS Cumbria

with regard to

Rehabilitation and Recovery

This report sets out the CMHG response to a complex report by a consultant for the local mental health services NHS provider trust  and  the discussions on our comments.
21 July 2009
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1. Introduction

Cumbria Mental Health Group  welcomed the Tribal report with its commitment to a recovery model for  the delivery of services   and recognising the important of accommodation in delivering that model.
The Group  recognises that the report is not a detailed commissioning document  and that there is a lot more work to be carried before a commissioning policy can be defined.

The report is long  and it is important to pick out key issues.   At the beginning of June a CMHG prepared a list of key points which required further discussion.  This document lists those issues   ( in normal type ),  the commissioners reply ( starting with Commissioner   and in blue ).  A further comment by CMHG  is provided  ( starting with CMHG  and in red ).

This in intended to be helpful in leading into a process where all interested stakeholders  ( including users and carers ) can be involved in the development of a policy for implementation.

General Comments

2.  Overview

There was complete agreement with the whole initiative to move to a more ‘person cantered’ approach in the provision of services and a focus on recovery. (Rehabilitation has some negative connotations) There was a general feeling that the report was wordy and repetitive. There was strong agreement that the document lacked clarity (what, when, where and how) and lacked supporting evidence for its findings and was very much a work in progress.
COMMISSIONER:  Response: we are aware that more work on the evidence will need to be done to support any of the recommendations before they could be taken forward.
CMHG Reply: How can we help you in this evidence gathering process?

3. Cultural Changes

The report needs more discussion on how to manage the culture and operational changes needed to make this change a reality and how to manage a fundamental shift of power and influence away from the service providers for the reports recommendations to work. 

COMMISSIONER: Response: The purpose of reports like this is to make recommendations for change; then it is up to local services, with their knowledge of local patterns of services, to make the changes. We will need to agree a programme of change with our ‘providers; both statutory and 3rd sector.

CMHG Reply: Once the metal health strategy has been developed and finalised how can we help to influence and manage this change? There is a desire by many service users to be directly involved with providers and the statutory sector in the development and implementation of services. The process of Rehabilitation and Recovery should move from ‘provision of services’ to personal engagement and development.  
4. Relationship with Commissioning Strategy

The report needs to indicate how its proposals will be embodied in a commissioning strategy.

COMMISSIONER Response; (as above) the report is advisory, and it is now up to local Commissioners to develop the recommendations into a commissioning strategy.

CMHG Reply: We are now fully aware that this report was advisory. However you made it clear at the meeting of the 1st June that some issues have been finalised and action had been taken. Please could you advise on what these are and when they are planned for implementation? This will help us as per point two and put to bed issues that are constantly being re-raised.   

5. Support and Retraining

The report needs to develop a communication and reorientation strategy to support and retrain all parties involved. 

COMMISSIONER Response: as above, will be a matter for ‘Commissioning intentions’ to make clear and local providers to implement.

CMHG Reply: Rather than wait for the definitive strategy and whole implementation initiative being agreed. It would be again very helpful to inform us when interim decisions have been made and initiatives started.
6. Financial Impact

The report needs meaningful financial information and cost analysis. Without this information the report is clearly diminished and compromised and makes it very difficult to make informed comments.   

COMMISSIONER Response: we are aware there will need to be a lot more work done in relation to costs in taking forward these proposals. 

CMHG Reply: Many of members are worried and are openly cynical about the motives for any proposed changes. Therefore any costing information on future recommendations will add clarity and alleviate concerns which may or may not be justified.

7. Assumptions for scope of future work

Future proposals are based on assumptions  which do not mention or take into consideration other major factors which could impact on all the numbers in the report such as; the changing socio economic situation and how this will increase risk to stress induced disorders; how the impact of the worsening economic situation will affect the funding for third sector organisations, carers and the NHS, how changes in lifestyle choices effect future mental health risk and therefore projected numbers  e.g. binge drinking and increased use of recreation drugs. 

COMMISSIONER Response: on the first point, this is something that being addressed in other parts of the services: IAPT, Primary Care etc. On the second point; it is not clear yet what that effect might be, and the third point is more of an issue for the needs assessment work currently underway as part of developing the mental health strategy.

CMHG Reply: We are grateful that other parts of the service are addressing these issues and we have recently been presented with the role out of the IAPT. 
Although we do not know the extent the effect might be. Clinicians and sociologists know there will be an impact. Therefore service flexibility and capacity contingencies should be reflected in the strategy.         

8. Impact of service user financial situation

The report needs to discuss personal financial situations and management and how this impacts on recovery. The majority of people exhibiting psychotic symptoms are vulnerable, unable to make decisions in their best interest and are easily manipulate. Their road to wellbeing is not only the recovery of reason and the working through the emotional and psychological effects of their condition. A massive block to recovery is the resolution of financial problems and maintaining a sound financial and secure base to allow them to explore paid or unpaid occupations in the public, private or voluntary sector.  

COMMISSIONER Response: It wasn’t within the remit of a report like this to report into the personal circumstances of individuals, it is a much higher level report making overall recommendations about the direction of travel for service planning. The issues of ‘best interest’ for individuals and personal financial circumstances is a key part of the person-centred assessment and care plan which should be developed for each person 

CMHG Reply: Whilst the remit of the report may not have covered this area, it did go into much detail about personal recovery. The commissioning strategy is designed to stimulate the market. There is little or no expert advice on this critical area of recovery and relapse prevention.  A care coordinator or team does not have the time, expertise or any training in even the basics of contract law and personal financial planning. There is a defined and identified need and appropriate services need to be developed specifically tailored to the mental health sector. It is therefore essential that the need for, direction to and availability is built into the Care Planning Process.            

More Specific Comments

9. Investigation into demographic Information

The demographic information indicated a relatively small number of people requiring various levels of service intervention and support. There is little expansion on the summary PCT figures supplied in the consultation document. Considering that the population needing intervention and critical care are very small an extremely detailed analysis could have been carried out. It is therefore difficult to comment on any future plans, proposals and commissioning of services required. Therefore a much more thorough investigation and analysis must be provided of each level requiring recovery services. 

COMMISSIONER Response: yes, and as we discussed in the meeting yesterday, Commissioners agree with the need for more detailed information.

CMHG Reply: Thank you for this welcome feedback

10. Impact of implementation of existing guidelines on future work

The report does not comment on the implementation of existing guidelines to support recovery including Crisis Resolution, Early Intervention, Assertive Outreach, CMHT, Supporting Housing and NICE guidelines. 

COMMISSIONER Response: That wasn’t the remit of the report. The NSF developments are reported on a monthly basis by the performance management team of the Partnership Trust, as they have national targets to meet. One of the recommendations in the report refers to reviewing Supported Housing. Implementation of NICE guidance is reported through the Governance Structure of the Partnership Trust. 

CMHG Reply: We are now aware of the limitations of the report and are more aware of the wider and specific reviews which are part of the process of developing the overall strategy. We noted that the report does refer to diverting services away from services above.

We will continue to highlight when our members draw our attention to aspects of the guidelines which are not being followed.    An important example is   that since the publication of the 2002 NICE Guidelines for Schizophrenia the partnership trust has not implemented the family intervention and specialised cogitative behavioural therapy parts of the guidelines which has been a significant restriction on the recovery of service users. 
11. Relationship with current situation 
The report does not give specific details of what is happening now with regard to the current situation in terms of routine needs, special treatment needs, the forensic hospital service and Bradley’s Report recommendations for the criminal system.  

COMMISSIONER Response: as was discussed at meeting of 1 June, the report was received prior to the publication of the Bradley report, but one of the recommendations was made in anticipation of the reports recommendations. The report does give detail on the current pathway of care for people in the rehab/recovery services, and makes proposals to change those. 

CMHG Reply: We understand that the commendations are being addressed and how the report does make specific proposals to change the current care pathways. However, the implementation of the Bradley report recommendations as crucial to those involved. Its implementation presumably depends on a government response and supporting the report with specific funding?  

12. People without contact with services

The report does not discuss people who go undiagnosed and suffer without help or support and its implications. This would include early diagnosis, risk profiling, preventative initiatives, education, promotion of mental wellbeing etc. Those in work may still need significant support.

COMMISSIONER Response; this wasn’t the remit of this report.

CMHG Reply: Could you advise us on how these issues are being coordinated and addressed in the strategy? We are aware of many initiatives in the county. How are they linked as we are starting to engage with many service providers and become aware of their future plans?    

The report did indicate the scale of these people in its calculation of needs.

‘Of those suspected of having psychotic disorder, only 0.85 will be in treatment. Thus the actual number of identified cases in Cumbria is likely to be 1,573.’ 

The area of ‘proactive’ mental health engagement will need specialist service development. Investment in prevention and the promotion of mental wellbeing across the entire population should be a key priority in a future strategy.   

13. Role of family/carers/supporters

The vital role of family/carers/supporters is underreported and the very few comments are negative and are not based on any evidence. Their needs and pathways are not discussed and are fundamental to a thorough understanding of what are their reality and their sustainability at the coal face.  Carers who provide significant support are concerned about what happens when they die. Therefore the needs and future trends of carers has to be researched, analysed and brought into the discussion and decision making process as well as service users   

COMMISSIONER Response: the vital role of family is key and a matter for personalised care planning /carers assessments, which should be being undertaken in the existing services. The points about future needs will be something that is taken up in the mental health strategy.

CMHG Reply:  We are grateful that you share this view and we look to you for your continued support to ensure that existing services deliver personalised care planning/carer’s assessments in a meaningful and practical way. The key is to stimulate the change from client to the citizen.       

COMMISSIONER We would like a clarification on where the role of family/carers/supporters was reported in a negative way. 

CMHG Reply: It was felt that the Report lacked emphasis on the role of family/carers/supporters in the Care pathway. Services/Providers/Personnel come and go. Gaps and continuity of care coordination are for many service users the responsibility of these people and therefore a complete understanding of their role, problems, issues and needs should be fully integrated into any future strategy.

14. Increased need for support for those with dementia

Based on the information of the report the predicted dramatic increase in potential dementia patients needing critical and intensive services just does not stack up against projected facilities and services planned. A much more thorough discussion and analysis needs to be urgently commissioned before any long-term planning can be carried out.

COMMISSIONER Response: this is outside the remit for this report – there is a separate ‘Care Stream Board developing a local response to the national Dementia Strategy. 

CMHG Reply: We are now aware of this and we can follow and engage in developments accordingly 

15. Centralised Low Secure Unit

The centralised low secure unit flies in the face of the intentions to provide closer to home support as it separates patients from their advocates, family, friends, support workers and the third sector. A much more appropriate alternative in line with expectations and needs must be proposed. 

COMMISSIONER  Response: A highly specialised unit of this nature, to be viable at all financially and be clinically safe, would have to be co-located where there was access to 24/7 medical and nursing care, and back-up.  

CMHG Reply:  We understand the rationale behind the unit and are aware of the financial implications – provision has been discussed for ease of access for people listed above – has this been thought through and the practical limitations addressed?  
There have been promises before that provision would be in place undertaking any change is service locations. However, there is a strong feeling that decisions are made and implemented without these pledges being fulfilled. (Specific examples will be sent to you in due course)      

There are a significant number of these units provided by the independent sector which are isolated from any form of medical support.    They are also often isolated from an individuals own community. There needs to be more work on understanding the needs for this group. Wherever possible services located in their own community needs to be developed.
16. Returning People who are out of area

People brought back from out of area will need to be able to access their local community.  Their local community however, may have changed to where they now receive care outside Cumbria. Provision therefore should be made for them to stay in their community of choice.

COMMISSIONER  Response: advocacy and the wishes of individuals would be a part of the personalised assessment and care planning that will be necessary to make a change like this. We also have to remember though that these clients and their relatives did not choose these placements in the first place. 

CMHG Reply: We agree that this a very personal case by case personalised assessment and we totally agree – everyone should have the right to determine their most desired place of care. 

17. Empathetic and stable support

The model of development of service needs to recognise the time needed to build supportive and empathetic relationships as an essential part of care (e.g. as set out in NICE Guidelines for schizophrenia).  This needs long term stability in staff working with service users.

COMMISSIONER  Response: people in out-of-area placements already have care co-ordinators within services in Cumbria who would provide this type of continuity. 

CMHG Reply:  We just would like to emphasise that service continuity is very important to service users. Unlike the trust, where change is part of the process of improving and developing services, at the service front line staff/user interface change can result in unnecessary stress. This is counterproductive when providing and treating people with stress related or triggered mental health conditions. It is the management of change at this interface which is critical. How this can be embodied in the strategy is a challenge. We would like to help in any way possible to support you in the area.

18. Costs to be born by service users

There are concerns about the lack of information regarding the extra cost born by service users when they transfer from health care to social care.

COMMISSIONER Response: it is the personalised assessment which identifies needs to be met, and if the needs are social care, then there could be a cost to the individual. This is a national policy matter. But it is not the role of the NHS services to provide free social care. There needs to be more debate between us so that service users are being advised about how the two systems work, so that people do not unnecessarily get anxieties raised about this issue, and get good advice if they might be affected by this.  

CMHG Reply: We agree that there is much confusion and misunderstanding around this subject. We would welcome to engage in this debate as it alludes to our previous point and that good, simple and clear advice is critical to reduce anxiety that this matter is raising. We know there are national guidelines. However, it is important to consider at a local level the interpretation of the boundaries. We understand that within Social Care initiatives for prevention are not subject to the same boundaries?        

Specific Questions

19. Relationship with other providers

How does the ‘new pathway’ of care include and integrate with other service providers and how is this to be organised and funded?

COMMISSIONER Response: how this works in practice needs further work and discussion. It has been clearly stated by NHS Cumbria that more 3rd sector provision on the rehab/recovery pathway is expected, and more work needs to be done to develop local 3rd sector provision.  The proposed future pathway; page 20 of the report, gives a high-level description. (And bearing in mind there was good input from 3rd sector providers; page 48.)

CMHG Reply:  As we start to engage with 3rd Sector providers we will start to see them plan to meet the service needs of any proposed future ‘high level’ pathway.

For clarity we have attached a power point slide which we used to inform our members of this proposal. (see; attachment ppt )       

20. Respite

Why is the concept of respite care, included in the PCT response ignored? 

MF Response: I assume this point refers to the PCT response to the consultation last summer; the fact that this hasn’t been included must mean that in the mapping work that was undertaken during this exercise, it must have been concluded that this wasn’t a service need. 

We can only assume that this was outside the remit of the report or it was excluded for specific study. This issue is consistently raised by carers and service users. It receives strong support from every meeting where community services are discussed.

Such is the importance of this issue we have completed our own research and detailed report for your consideration. 

21. Hope and despair

Does this report reflect the reality that most peoples experience of the current system is that it develops a significant degree of  distress and hopelessness for people providing face-to-face services within the trust, service users and carers?  

COMMISSIONER Response: I cannot accept the premise that this is ‘most people’s experience’ for staff service users and carers. 

CMHG Reply: We accept that the word ‘most’ was not helpful and we must learn not to be subjective in our comments as this is counter productive. However, anecdotal evidence from discussions with Service Users, Carers and GP’s does indicate that this is a major issue  for a significant number of people.  Work is needed to identify more clearly the number.   In these cases there is an impact on recovery of the mental health of service users and carers (who often have their own mental health difficulties )

COMMISSIONER The proposals in the report though, to develop a recovery philosophy, and the report gives a lot of detail on what people’s experience of a good recovery orientated service should be and how this can be measured, give a lot of pointers to make people’s experience of services better.  

CMHG Reply: We agree that we should focus on what is working well. There are success stories and positive pathways. We need to identify these and make these a reality for everyone in the service. We all agree on the many positives in the report and as we said at the start of our feedback.

22. Availability of Inpatient Services

What is the current situation on pressure on that bed availability on each inpatient ward?

COMMISSIONER Response: Can this be directed separately using the channels agreed with CMHG – this paper is in response to the Tribal Report on Rehabilitation and Recovery, and I would like to focus on that here.

CMHG Reply: Point taken; this will be directed through the correct and appropriate channels

23. DWP and fit for work recovery
The DWP have launched a ‘fit for work recovery’ ‘Condition Management Programme’ how does this integrate with the future recovery pathway?

COMMISSIONER As above, and should be directed to the Manager of the Conditions Management Programme.

CMHG Reply: We will direct accordingly. However, this is the work of the DWP and is an integral part of the services available for recovery. We will direct our concerns and questions directly at the DWP not at a particular contractor as their role in the recovery pathway should be integrated into a seamless service and not at a contract level.        
24. Therapeutic Risk

How will therapeutic risk taking be managed?

COMMISSIONER Response:   using principles like the ‘Assuming Control’ approach in the rehab/recovery report as part of an overall training programme. 

    CMHG Reply:  This addresses our concerns.

25. CMHG involvement with those out of area

The CMHG contract requires involvement with those out of area.  What mechanisms can be put in place to make sure that this is established

COMMISSIONER Response – this needs to be taken up in the contract review process between CMHG and Commissioners.

CMHG Reply: We will take this up during the contract review process 

Appendix 1 Power  point slide showing proposed pathway in Tribal Report
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