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Local Strategy for Sheffield Adult Mental Health Services

Introduction

This strategy provides a framework for addressing the needs of adults aged 16 – 65 with mental health needs in Sheffield.  It will be our agreed long-term focus for developing mental health services for the people of Sheffield.  It will provide the basis for the development of more detailed implementation and investment plans to take these services forward. 

National Context

Key determinants for change and development of mental health services in Sheffield continue to be the two national strategies of the National Service Framework for Mental Health (NSF, October 1999) and the Modernisation Agenda described in the NHS Plan (July 2000).  Adherence to NICE guidelines is also a requirement.

The National Service Framework

The National Service Framework focuses on the mental health needs of working age adults up to 65.  Separate National Service Frameworks address the needs of children and young people and older adults.  The NSF builds on the work reflected in the government strategy Modernising Mental Health Services, Safe, Sound and Supportive (December 1998).

The scope of the NSF is to:

· Set national standards and define service models for promoting mental health and treating mental illness

· Put in place underpinning programmes to support local delivery

· Establish timescales and indicators against which progress can be monitored

· The National Service Framework sets out standards for care delivery in five main areas:

	Standard One
	Addresses mental health promotion, including the discrimination and social isolation associated with mental health problems

	Standards Two and Three
	Address primary care and access to services for anyone with mental health problems

	Standards Four and Five
	Cover effective services for people with serious mental illness

	Standard Six
	Is concerned with the support that individuals who care for someone with a mental illness need and receive 

	Standard Seven
	Draws together the actions necessary to achieve the target to reduce suicide


The NHS Plan

The NHS Plan sets out an ambitious modernisation programme for the NHS.  Modernising mental health services is one of the government’s key national priorities.  A ten year programme identifies targets for the expansion of primary care mental health services and the need to develop new services that ensure people with severe and enduring mental illness receive care that is responsive to their needs and is delivered in their own communities.

Sheffield Mental Health Local Implementation Team (LIT)

In response to the national agenda for changes and developments within mental health services, Local Implementation Teams have been set up throughout the country.  The membership of the Sheffield Local Implementation Team includes representatives from Adult Mental Health Services, Social Services, the Primary Care Trusts, the voluntary sector, clinical staff, and users and carers.

The purpose of the LIT is to:

· Implement the national targets set out in the NSF Mental Health and the Modernisation Agenda described in the NHS Plan

· Improve mental health service provision for people with mental health needs in Sheffield

· Reduce inequalities and combat the stigma of mental illness

· Support the development of partnership with users and carers in the planning, development and operation of mental health services in Sheffield

· Recognise the special skills of voluntary sector partners who contribute to mental health service development and operation

Local Implementation Team Working Groups

To support the delivery of the NSF and NHS Plan targets the LIT adopts a project working approach and has project leads for all of the National Service Framework Standards.  In addition, small project groups are involved in the development of new services e.g. Assertive Outreach, Crisis Resolution/ Home Treatment and Early Intervention Services.  Other underpinning areas that the LIT works on are workforce planning e.g. recruitment, retention and training issues, and the development of information systems to provide accurate and timely information to clinicians.  The LIT reports directly to the Sheffield Mental Health Board. 

Health Needs Assessment

Key aspects of mental health needs locally are summarised below.  This information is based on the Sheffield Health and Illness Prevalence Surveys (1994 and 2000), the report Severe Mental illness in Sheffield (December, 2001) and other local studies.

	· Sheffield has an overall prevalence of depression of 6.9% (excluding borderline) and 12.5% (including borderline).

· Local information confirms the national picture of a high volume of mental health need in primary care.  A recent survey in South-east PCT showed an average of 23% of patients presenting with a mental health problem, with a range across practices of 16% to 42%. 

· A proportion of people with psychotic illness are seen in primary care alone.  While Pitsmoor is not typical, a study of patients with psychotic illness in the area in 1997 found 52% to be receiving treatment in primary care alone.

· Surveys of GPs over recent years have shown concerns about waiting times for community mental health and specialist services, the care of the patients who are not prioritised in secondary care or do not attend, the need for better communication, and the need for improved follow-up and co-ordination of the care of patients with severe mental illness.

· Surveys of GP views have also shown that GPs believe the Out of Hours Service and the Sheffield Outreach Team (SORT) work well with good reporting back and good care plans.

· There is an unmet need for psychological therapy services in Sheffield, as shown by the waiting lists and times for counselling, psychology and psychotherapy services.

· There are approximately 1,300 people on the enhanced level of the care Programme Approach (CPA) in Sheffield.

· The Continuing Needs Teams in the city currently operate waiting lists, with 34 people awaiting the allocation of care co-ordinators.

· The Sheffield Early Intervention Service, serving a population of 100,000,  took on 33 new patients in 2001/02.  Based on this, the service estimates a Sheffield incidence of 146 new cases per year in the 16 to 35 age group.

· A study carried out for the Assertive Outreach Project Group  found that a further 101 patients need an assertive outreach service (over and above the 100 already being looked after by SORT).  This work is currently being reviewed.

· The Sheffield Unmet Needs Survey (1997) found there to be a small population of people with complex needs who could not be managed in supported accommodation and were blocking acute beds.  This work needs to be reviewed.

· A survey of out of hours admissions carried out in 1998 showed the main sources of such admissions to be GPs (38%) and A&E (36%).  Most admissions were in the evening up to 1 or 2pm.  Admission decisions were made by junior doctors and a significant proportion of admissions were of short duration and possibly inappropriate.  Again, this work needs to be reviewed.

· In-patients wards in the city are under considerable pressure, with occupancy levels (including home leave) of well over 100%.

· The average number of suicides for all ages between 1995 and 1998 was 45 (37 males and 8 females), giving Sheffield an SMR of 82 compared with 100 for England and Wales.

· An audit of 39 suicides and open verdicts in 2001 found 100% of these to have been White British, 78% male, 44% to have also had a physical health problem, 81% to have not been in paid employment or full-time education, 58% to have had no known recent contact with their GP, 65% to have had no known contact with statutory mental health services.  Numbers are small and the characteristics of cases are likely to vary from year to year.

· The report “Meeting the Needs of Carers of People with Mental Health Problems” (September 2002), indicated the need for more specific attention to the needs of carers.  Findings included that only approximately 50% of carers of people on enhanced CPA had had a carer’s assessment, that older carers required support tailored to their particular needs and that there was a need for greater involvement and recognition of carers across services, but particularly within in-patient services.

· There are large variations in the prevalence of mental health problems across the city, with the prevalence of depression varying from less than 2% to more than 12%.

· There is a high correlation between levels of depression and deprivation.   

· The highest rates of depression are in Castle, Firth Park, Manor, Park, Nethershire and Sharrow wards – there are higher rates in South-east and North PCTs than West and South-west.

· There is a high correlation between the prevalence of depression and the suicide rate.

· Generally, there seems to be a higher use of services where levels of mental health problems are higher, ie in the North and South-east.




Current Services in Sheffield 

Assessing Services

The NSF required the role of primary care to become more prominent in the assessment, treatment and support of people with mental health problems, in particular those with common mental health problems. At the same time it looked to secondary care services to focus upon the effective working of CPA to co-ordinate the care of the most serious mental ill health in conjunction with primary care, and to develop specific models of care e.g. Assertive Outreach.

These priorities provide the general direction services must take.  However, we know that effective mental health services are inevitably complex. Service users require assessment, treatment and support and yet individual needs and circumstances need to be at the heart of this process and must determine the most appropriate care pathway. 

In addition the support available is made up of a mixture of different services, providers and professions. This mix provides variety, opportunity and choice, but also a danger of duplication, demarcation and confusion.

There is no perfect model of service that can meet all circumstances, but there are some specific principles that need to be addressed within any such model:

· The responsibility between primary, secondary, tertiary and aftercare services needs to be clear and managed.

· The balance of finite resources between treatment and support needs to be correct and based upon effective, evidence-based responses.

· The boundaries between each service and profession need to be managed through an effective care management system with responsibilities spelt out and protocols in place.

· There needs to be partnership working with users and carers at all stages of their care. 

Current Service Model

Pages 7 and 8 illustrate the current services available in Sheffield and current service model.














Review

It is easy to focus on the substantial challenges we continue to face, but there have been some significant service developments and achievements since the introduction of the NSF:

· Integrated health and social care mental health service established

· Assertive Outreach and Early Intervention Teams consolidated

· Additional community support set up

· In-patient collaborative led to specific quality improvements

· Additional medical staff appointed

· Guidelines for management of mental health problems in primary care published

· Primary care counselling services enhanced 

· Continued development of the CPA

· New advocacy service set up

· Mental Health Board established

This list is not exhaustive.

However, recent surveys, reviews and stakeholder events have continued to highlight the significant frustrations within the current configuration of services. The following summarises some of the main conclusions.

Service User and Carer experience

The comprehensive review undertaken in 2001 focused in particular on the service user and carer experience. 

In general terms, it highlighted a reasonable level of service user satisfaction across many service areas.  In particular, the individual approach the key worker and care co-ordinator systems provide were valued.  However, there were concerns focusing on the quality of care received within in-patient services and problems experienced accessing care and support when it was felt to be needed. 

Carers were in general less satisfied with services. Again, the quality of care in in-patient services was a particular concern. However, there was also a need for information about conditions and services and how to access them that was still not being met. Access to care and support at a time it was felt to be needed was still a problem, and included access to key staff as well as support services, eg respite care.

Service complaints again highlight the need for greater consistency and dependability. It is understandable that cancelled appointments and the regular changing of staff affect the ability of any service to build a relationship of trust with the service user and their carer.

Both service complaints and internal inquiries indicate the demand for better access to psychological therapy services in the city.

Primary and Secondary Care

The relationship between primary and secondary care services is key to ensuring effective care and treatment.  However, it still continues not to meet the expectations of either party.  Primary care feels that it deals with the bulk of mental health problems but has insufficient support and resources to do so.  Access to secondary services and key staff within them is not consistent and the operation of an effective CPA system is dependent on improved information flow and commitment.  At the same time, while primary care is the main route into mental health services, it needs to become more proactive, welcoming and expert to ensure that mental health problems are picked up and addressed.  An example of progress in this area is the primary care eating disorder clinics that have been set up for the student population.

The effectiveness of response of a service to crises is important for the trust and dependability of that service. This continues to be an area of difficulty for the smooth working of primary and secondary care services. 

The establishment of the integrated Sheffield Adult Mental Health Service has reduced unhelpful duplication. The single management structure, referral system and approach to complaints improves the access and accountability arrangements for service users and carers. However, there continue to be areas of duplication, in particular the integrated service has to operate two human resource and financial systems.  Staff within the integrated service generally report improvement, but there continues to be a need to involve staff effectively in the development and change of services.  In addition, problems still exist at the boundaries between adult, child and adolescent and older people’s services and, although significant progress has been made, the establishment of a single information system is not straightforward.

Voluntary and Self-Help Sector

Sheffield has a wide range of voluntary and self-help organisations as well as a small private sector. These organisations and groups play a vital part in the provision of services for people with mental health problems. They range from small self-help groups motivated by specific concerns, through to large service providers. This variety ensures a sense of choice for service users and carers and promotes self-determination, as well as providing a seed bed for innovation and service development. The maintenance of a vibrant and diverse sector is an essential part of any mental health service.

However, it is also a constant challenge for both the organisations and the statutory services. The availability and security of funding is a major concern. Those organisations that provide core services commissioned by the statutory services are increasingly moving into a contractual relationship, but other services are dependent on insecure, often time-limited sources of investment.  New monies through the statutory services are tagged to specific service developments to meet national standards, and other opportunities relate to the connected priorities of social inclusion and regeneration. 

Ensuring the voluntary and self-help sector continues to participate effectively in strategy and service change is also a challenge and concern, but a necessity for the sector is to continue to provide services that meet and complement priority needs.

Partnership with Users and Carers

The empowerment of service users and carers through opportunity, support and information is an essential element of an effective service.  The involvement of service users in their own care and treatment and support for the vital role of the carer are built into the development of the CPA.  In addition, the The Smooth Guide to Adult Mental Health Services in Sheffield and the guides to in-patient services developed recently provide good examples of the improvements that the provision of appropriate information can bring.  But there continue to be difficulties ensuring a consistent approach to carers and the availability of appropriate support. 

Again, an issue for service users and carers is the need to be involved in strategy development and service change.  This continues to require development and support to ensure those involved are properly empowered and the inclusion of the full span of service user views.  

Responding to Diversity

A number of innovative services have developed in both the statutory and voluntary sectors to improve access to mainstream services for particular black and minority ethnic communities.  However, it is known from the recent review, despite its serious limitations, that key elements of all services need to continue to be challenged to improve access and appropriateness.  There need to be improvements in the fundamental areas of access arrangements, including interpreting services, appropriate information, and culturally sensitive services.  In addition, mechanisms need to be in place to ensure continuous review and challenge to maintain this improvement and the constructive involvement of the diverse range of communities.

An area needing further attention is the ability of services to respond appropriately to other diverse needs, including those of women and people with disabilities.

Future Service Model 

Reasons for Developing a Service Model

· A model is needed to provide a broad framework for the future development of adult mental health services in Sheffield.  

· A model is needed also to integrate the contributions of all organisations, primary, secondary and tertiary, statutory and voluntary. 

· Changes in the provision and development of mental health care in primary care settings as a result of the NSF provide an opportunity to focus and reconfigure secondary care in line with Modernisation Plans – providing targeted, evidence-based, high quality specialist provision.

· A model can provide a framework for the development of patient centred care pathways and networks.

· In developing the framework, gaps and inconsistencies in provision are more easily apparent.

Principles to Inform Future Service Development 

Future change and development of services should be based on the following principles:

· The development of real partnership with users and carers in the development and change of services

· Development of services that are accessible at specific times of need for service users and carers

· Improvement of accessible information for service users and carers on conditions and services 

· Access to psychological therapy approaches at all levels of services.

· Continuous development of accessible and appropriate services for black and minority ethnic communities, women and people with disabilities

· Emphasis on primary care as the first line of response to mental health problems and improved co-ordination between primary and secondary care services

· Promotion of a sustainable voluntary and  self-help sector within the model of care

Service Model

Two diagrams are presented.  The first (p.15 ) illustrates the different services and how they will fit together to serve the individual.  The second (p.16) shows the different levels of services as a series of steps and what users and carers can expect to receive at the different levels.  The model is integrative, including services from primary, secondary and tertiary health care, voluntary and statutory services.

Rationale 

· Primary care, together with voluntary sector services, is seen as the basis of the service, providing initial assessment and intervention.  Involvement of other services depends on complexity and level of need.  This demands the development of clear, shared protocols and care pathways.

· Care co-ordination is central to the organisation of service provision for individual clients.  Care co-ordination will be a core function of community mental health team staff but may also be appropriate in primary care teams and specialist services.

· Specialist services provide support, supervision and training to mainstream services in primary and secondary care, in addition to specialist interventions some of which may be part of regional/ supra-regional services.

· Integration of health and social care models of provision.

· All services must be sensitive to the needs of different ethnic and gender groups.

· Users and carers are central to service development.  

Resources

Implementation of the future service model will require additional resources as well as re-configuration of current services.
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Explanatory Notes


Health Promotion

Action by all agencies in mental health to promote mental health and combat social exclusion.  Includes work with agencies outside social care, including schools and colleges, to identify and manage mental health problems from an early stage.  Also linking to work to develop the Sheffield social inclusion strategy.


Primary Care Teams, Voluntary Sector

Include primary care mental health workers and counselling services in addition to other members of the primary care team (doctors, health visitors, nurses, support workers).

Provide assessments, short-term evidence-based interventions, group work, medical treatment and supervision and referral on to secondary care for people with complex problems. Also provide assessments for clients in crisis.

As resources develop, may provide care co-ordination services for those with severe enduring mental illness who are low risk and stable.

Main initial access to next level is through community assessment, crisis and home treatment teams.


Community Assessment, Crisis and Home Treatment Teams

Single point of entry into secondary care.

Provide community assessment, home treatment and crisis intervention.  Also, primary care liaison function.

Care co-ordination and continuing care for those with complex psychological needs (non-psychosis), which includes provision of targeted individual and group psychological treatment, medical and social care.

Psychosis Service

Psychosocial interventions for those with psychotic symptoms – targeted at first onset (Early Intervention Service), rehab and recovery, assertive outreach.

Close links with continuing care, crisis intervention and primary care teams, day services and Community Support Services.

Both of the above will access specialist services, in-patient/ residential and day care provision dependent on client need.


City-wide specialist and support services providing specific tertiary interventions from teams with particular training and experience relevant to clients needs.

Also provide training, supervision and support for primary and secondary care services.

Main access for clients is following referral from second level services.

	The model attempts to clarify what should be provided for users and carers at the different levels of care.  However, it is recognised that the client and the carer are central and that all services will need to address individuals’ overall needs.  It is therefore anticipated that all services will actively address the wider NSF.  All NSF standards will need to be taken into account within all interventions.  All services will need to be mindful of promoting mental health for all (Standard 1), support for carers (Standard 6) and suicide prevention (Standard 7).



Strategic Objectives

In the light of the above model, the following strategic objectives are suggested to guide the development of services:

	· Continue development of partnership working with users and carers 

· Improvement of support available for carers.

· Real increase in the emphasis on mental health promotion and social inclusion.

· Development of a primary care based mental health service.

· Support, including, where appropriate, funding, for voluntary sector and self-help groups for services to meet priorities. 

· Review of the quality and quantity of psychological therapy services across primary, secondary, tertiary and voluntary sectors.

· Development of community assessment, crisis and home treatment teams based on the existing Sector Teams and Out of Hours Service.

· Development of community psychosis teams, including city-wide early intervention and enhanced assertive outreach services. 

· Continued improvement in the quality of in-patient care and further review of in-patient bed numbers as the community infrastructure develops.

· Further progress on the integration of health and social care, including the integration of commissioning processes.




Care Programme Approach – Care Plan





Voluntary / Self-Help/ Independent Sector





Day Services


(inc. drop-ins)


MIND /St Barts


Carmel Care


SACMHA


St Wilfrids / Roshni


NSF (Carver St)





Employment


First-Step Trust (FST)


Volunteer Bureau (VAS)





Recreation/Leisure


Various





Self-help Groups


Survivors


Ecclesf’ld/Shiregr’n Tranx


Hearing Voices 


Depression Alliance


Manic Depr – self help


S Yorks Eating Dis Ass


Various Bereavement Grps





Respite / Residential


Wainwright Cres.


(Adult Family Placement Scheme)





Sheffield Adult Mental Health Service





Monitoring and Support (and Treatment)





User Groups


SACMHA / MHUR


MentalHealthActionGrp.


Powerhouse/Eve. Kickstart/Next Step 





Carers Groups


NSF /SACMHA/ Eating Disorders Ass.





Advice/Information/ Advocacy


Mental Health CAB / UKAN /Shef. Citizen Adv. / Information Proj. (FST)/ MIND / Roshni


Kinhon /Irish Forum/ Yemeni Welfare +





Counseling/Therapy


Approx. 12 different organisations/groups: SHARE/Shef Womens Co & Therapy Serv. +





Nursing/Residential


Abbeyfield Grange


Sandford House


The Knowle


Eagle House


Lister Ave (SYHA)


MACA


Network (SYHA)


Westbourne House


Wootton House (Sue Ryder    





Supported Acc.


MIND


Community Action Halfway Home


SACMHA


NSF


Network (SYHA)


Young Women’s Housing Project

















Community Support


Community Action Halfway Home (SW)


ST Annes (SE)


SACMHA


Somali Mental Health Project


Wootton House (Sue Ryder)


Network (South Yorkshire Housing Ass)











Community Support


Howard Rd


North-east Support








Day Services


City Rd/ Pitsmoor Rd/ Moncrieffe Rd/ Coalbrook/ St Georges/


Northlands/ Limbrick





Homeless/Crisis Acc.


HAST (support work)


Archer Project / Cathedral Breakfast


NOMAD


St Annes


Ashiana


Haven House


Roundabout 


Salvation Army


Sheffield Women’s Aid








Primary Care & Voluntary Sector





Crisis Response/Access


Out of Hours


Emergency Duty Team


Duty Psychiatrist / Outpatients


Approved Social Worker


Liaison Psychiatry


Court Diversion


(Deliberate Self Harm)











Inpatient Services





(Acute)


Burbage


Stanage


Maple


Rowan 


Intensive Treatment Service





(Low Secure)


Forest Lodge





(Long Stay/Rehab)


Forest Close


Middlewood Road


Willow Court





Psychological and Therapeutic Services (including primary care counselling services)





Specialist Services


Maternal Mental Health


Substance Misuse


Eating Disorders


Forensic Service


Survivors


Transcultural Team/AMAN


Homeless Assmt Team (HAST)








Sheffield Adult Mental Health Service





Southern Acute Day Hospital


(Day Treatment)











Sheffield OutReach Team


(SORT)











Continuing Needs Teams (SW/SE/N/W)


and Early Intervention Service


(N/S)








Sector Community Mental Health Teams


(SW/SE/N/W)





Assessment and Treatment





Primary Care and Voluntary Sector


(including counselling services)








First Point


A&E


Self Referral


Other Agencies eg. Police, Housing Services etc.





Access and Assessment








Primary Care & Voluntary Sector


(Including counselling services)





Specialist Assessment, Treatment and Monitoring





Monitoring & Support








Continuing Needs





Primary Mental Health Care Workers








Assertive Outreach





Community Assessment, Crisis and Home Treatment Teams (+ Out of Hours service)





Forensic





Psychological and


Therapeutic


Services





Other Specialist Services


e.g. Maternal Health





     Self – Determination


Self-help


Advocacy


Advice & information





In-patient





Other Access routes to specialist services:


e.g. A&Eand First Point, Police, Housing, Probation Self – Referral etc.





Assessment and Treatment





Care Programme Approach – Care Plan





     Daytime Activity


Day Services


Access to employment & education





Community Support & Accommodation


Community Support


Supported Accommodation


Registered Care


Nursing


Crisis Accomm.








Early Intervention





Counselling





Level of Care





Function





Assessment


Medical care


Counselling


Brief psychological treatment


Care co-ordination }


Crisis intervention }





Level Two


(NSF 2 & 3)





Primary Care Teams and the Voluntary Sector


Including primary mental health care workers and counselling


services





Community assessment, crisis and home treatment teams     (+ Out of Hours Service)


Community psychosis teams


rehab and recovery


early intervention 


assertive outreach and HAST








Level Three


(NSF 3, 4 & 5)





Provide:


Specific intervention expertise for clients with particular needs identified by service specification





	Assessment 	 }


	Support	 } for other 


	Supervision 	 } service levels


	Training   	 }














Respite care


Community Support Services


Day Services – including voluntary sector





Acute day hospital 


Acute inpatient wards








Level Four


(City-wide and specialist support services)





Care co-ordination


Crisis intervention


Primary care liaison


Increased specialisation and focus on particular client groups with specific care needs


assessment


targeted psychological,


social and medical interventions 





Service





Current Service Model





The issue of access by older people to some services, eg crisis services, needs to be considered further.





Future Service Model – Service Configuration





Future Service Model – Levels of Care





Health Promotion


Programmes to promote mental health, combat discrimination and promote social inclusion for individuals and groups





Level One


NSF 1





Possible development of primary care role in relation to SMI





Porterbrook


Liaison


Substance Misuse


Eating Disorders 


Academic Psychiatry Unit


Neuropsychiatry








First Level





Third Level





Fourth Level





CARE & Voluntary Sector





PRIMARY





Forensic Service (in-patient and community)


In-patient rehab Service


Psychotherapy Service


Maternal Mental Health








Development of opportunities for individuals


Reviews of services to promote access


Community education





Second Level
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