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1. Background/Context
NHS England launched a national quality and safety programme for mental health, learning disabilities and autism inpatient settings in 2023, supported by several commissioning and guidance documents. NHS England have asked Integrated Care Boards to co-produce three-year strategic plans to localise services, improve the quality of care and consider different models of care to support this. The diagram below outlines the problem, impact and ask of Systems.  
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1.1. Key actions for systems
Alongside co-producing the 3-year strategy, ICB’s must:
· Know where all our people are placed out of area
· Know what it will take to bring them home and to do it
· Think differently about the models of care that are commissioned ensuring they are in line with the new guidance 
· Support providers to participate in the Culture of Care programme
· Support the development and implement new early warning signs processes 

1.2. Scope of the programme 
Inpatient services in scope include:
· Adult acute 
· Older adult acute
· Rehabilitation
· Learning disabilities and autism 
Through the programme, the system will collaborate across several programme areas for example, community mental health and urgent and emergency care to address gaps across the pathway which are impacting on inappropriate or unnecessary inpatient stays. 
**Service that are currently out of scope include, secure hospital placements, CAMHs inpatient placements and residential community placements.**
1.3. Key enablers:
· Workforce retention and growth 
· Quality of estates and environments 
· Data and outcomes 
· Housing solutions  
· Co-production
· Market development 

2. HNY MHLDA Collaborative
Our collaborative aims to join up services to better support our population with their mental health, learning disabilities and autism needs and make the best use of the resources at our disposal. 
We work with colleagues from across all health and social care settings, including the voluntary care and social enterprise sector. 
2.1. Our Leadership
Brent Kilmurray, Chief Executive, Tees, Esk and Wear Valley NHS Foundation Trust; Chair of the Humber and North Yorkshire Health and Care Partnership Mental Health, Learning Disabilities and Autism Collaborative, Humber and North Yorkshire Mental Health and Learning Disability Lead/ICB Board Partner.
Alison Flack, Programme Director, Mental Health, Learning Disabilities and Autism Collaborative.
2.2. Our Partners
The diagram below showcases the many partners we collaborative with across our programme areas. 
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2.3. HNY Patch 
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2.4. Collaborative Plan on a page 
The diagram below outlines the collaboratives plan of a page and the many different programme areas of work underway. 
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3. Humber and North Yorkshire Programme Governance 
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3.1. Monitoring of the Plan
Simon Beeton, Chief Executive at NAViGO has been identified as the Senior Responsible Officer (SRO) for the programme. The plan is accompanied by a detailed programme plan maintained by the programme manager within the MHLDA Collaborative. The MHLDA Inpatient Oversight and Assurance Group has responsibility for the implementation and success of this programme of work. The plan will be reviewed and refreshed on an annual basis with all key stakeholders including people with lived experience to ensure it continues to meet the needs of our population and workforce.
4. Humber and North Yorkshire ICB Position
The ICB is committed to improving mental health, learning disability and autism services for our population. This led to an independent review undertaken by Carnell Farrell which recommended that out of area placements be prioritised within the ICB, recognising the quality improvement and cost savings potential. A separate independent review undertaken by Grant Thornton for the entirety of the system, also identified out of area placements as one of ten priorities for the system. The ICB is dedicated to improving services, repatriating patients closer to their loved ones and preventing future out of area admissions. 
We will respond appropriately to the newly published planning guidance for 24/25 as per the below:
· ‘Improve patient flow and reduce average length of stay in adult acute mental health wards, delivering more timely access to local beds. The mental health discharge challenge identified 10 high impact actions to drive improvements in flow and reduce delayed discharge. We ask systems to focus their improvement resources on those initiatives that will drive the biggest improvements locally. 
· Support improvements in the quality and safety of all-age inpatient care, by finalising and publishing system 3-year plans to localise and realign inpatient care in line with the mental health inpatient commissioning framework by June 2024.’ (NHSE 24/25 Planning Guidance)

5. SDF and MHIS 
Subject to confirmation of national planning guidance, the ICB will continue to meet the MHIS requirements over the next few years. The ICB is targeting a significant reduction in OOA placements and associated costs however, in order to maintain the integrity of the MHIS, it is anticipated that this will need to be offset by redirecting spend into local mental health services. This will be achieved through a combination of reinvesting or redirecting spend into local services.
The ICB Executive Board have supported the reinvestment of uncommitted MHLDA SDF totalling £9.2M over the next 3 years. This includes the £1.1M bundle associated with this programme. This means that by 2026/27 we will be recurrently reinvesting the £1.1M in local mental health services to meet the aims of this plan. 


6. Humber and North Yorkshire Context

6.1. Humber and North Yorkshire current bed stock
The table below displays the type and number of beds commissioned across Humber and North Yorkshire. 
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	Location 
	Unit
	Ward
	Type
	M/F
	Number of beds

	Navigo 
 

	Grimsby
	
	Brocklesby Lodge
Hope Court
	Rehabilitation
	
	7

13

	
	Grimsby
	
	Grimsby Grange and Manor
	Older adult acute long stay
	
	12

	
	Grimsby
	
	Janine Smith Suite
	Older adult acute long stay - enhanced nursing care and support to individuals with complex needs
	
	10

	
	
	
	Konar Suite
	Older Adult Acute phase of mental health 
	
	12 plus 1 non commissioned

	
	Grimsby
	Harrison House
	Meridian Lodge 
	Adult Acute 
	
	11

	
	Grimsby 
	Harrison House
	Pelham Lodge 
	Adult Acute
	
	11
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	Hull	
	
	Maister Lodge
	Older adult - organic 
	7 each m/f
	14

	
	Cottingham 
	Castle Hill 
	Mill View Lodge
	Older adult – functional 
	Female only 
	9

	
	Cottingham
	Castle Hill
	Mill View Court
	Adult MH – ATU 
	Mixed 
	15

	
	Hull
	
	New Bridges 
	Acute
	Male
	18

	
	Hull
	Inspire (CAMHS)
	
	CAMHS general admission and PICU (4 beds) 
	Mixed 
	tbc

	
	Hull
	Miranda House 
	Avondale 
	Assessment unit 
	7 each m/f
	14

	
	Hull
	Miranda House 
	PICU
	Intensive Care Unit 
	7 m and 3 f
	10

	
	Hull
	
	Westlands 
	Inpatient assessment and treatment 
	Female 
	18

	
	Hull
	
	Townend Court
	LD inpatient assessment and treatment 
	
	11 but max 7 due to complexity 

	
	Hull
	Townend
	Beech
	Adult MH rehab
	3m 2f
	5

	
	Hull
	Maister Court
	Maister court
	Older age functional male
	male
	5 beds

	RDaSH
	North Lincs Scunthorpe  
	Great Oaks 
	Mulberry House
	Adult Acute Assessment/Treatment
	Mixed
	17

	
	North Lincs Scunthorpe  
	Great Oaks 
	Laurel Ward 
	Assessment/Treatment for Older People with organic and functional Mental Illness
	Mixed
	13


	TEWV 
	York 
	Foss Park Hospital
	Minster
	AMH
	M
	18

	
	York 
	Foss Park Hospital
	Ebor
	AMH
	F
	18

	
	York 
	Foss Park Hospital
	Moorcroft
	MHSOP (functional)
	Mixed
	18

	
	York 
	Foss Park Hospital
	Wold View
	MHSOP (organic)
	Mixed
	18

	
	Scarborough
	Cross Lane Hospital, 
	Danby
	AMH
	M
	13

	
	Scarborough
	Cross Lane Hospital, 
	Esk
	AMH
	F
	13

	
	Scarborough
	Cross Lane Hospital, 
	Rowan Lea
	MHSOP (mixed)
	Mixed
	20

	
	Malton 
	Malton Community Hospital
	Springwood
	MHSOP complex care
	Mixed
	14

	
	The Orchards, 
	The Orchards,
	The Orchards
	Adult (“Type 1”) Rehab
	Mixed
	9



6.2. Benchmarking 
Analysis has taken place where possible and linked back to the impact on OOA placements. A summary is included below:

6.2.1.  Adult Mental Health Assessment and Treatment units 
All areas are marginally below national benchmark mean in terms of number of beds available, however variation within HNY is relatively low. The data suggests that North Yorks are not requiring OOA placements for this bed type, however further review of the data is required. 
	AMH Assessment & Treatment 
	NEL 
	NL 
	Hull/ER 
	NYY

	Beds 
	22
	17
	65
	62

	Weighted 18-64 population
	118,074
	119,460
	377,623
	433,172

	Beds per 100,000 weighted population 
	18.63
	14.23
	17.21
	14.31



*National benchmark mean is 22.69, therefore all areas are in the lower quartile. 

6.2.2.  PICU 
The local provision is varied, and the data suggests that the Humber 4 are mostly impacted by this and requiring OOA placements. North Yorkshire and York are not requiring PICU OOA placements. Gender split is also impacting upon available beds within the Hull/ER provision. National data suggests that Humber have the highest rates of emergency readmissions within 30 days at 18% compared to rest of NEY. 
Partnership working between Lincolnshire NHS Foundation Trust and Humber NHS Teaching Foundation Trust is being discussed to deliver single gender PICU provision for the wider patch. 
	AMH Rehab 
	NEL 
	NL 
	Hull/ER 
	NYY

	Beds 
	0
	0
	10
	0

	Weighted 18-64 population
	118,074
	119,460
	377,623
	433,172

	Beds per 100,000 weighted population 
	00.00
	0.00
	2.65
	0.00



6.2.3.  Mental Health Older People’s beds 
Large variation within HNY with some Places commissioning more than double the number of beds by weighted population. Further review of whether this variation is warranted or unwarranted is recommended with evaluation on which alternative models offer best value for money and particularly high bed availability in NEL. East Riding and Hull patients are mainly affected by this and are requiring higher number of OOA placements.  

	MHSOP (all A&T beds) 
	NEL 
	NL 
	Hull/ER 
	NYY

	Functional bed
	24 (mixed)
	13 (mixed)
	14
	

	Organic beds
	
	
	14
	

	Weighted 65+ population
	44,172
	53,022
	165,914
	210,365

	Beds per 100,000 weighted population 
	52.07
	24.52
	16.88
	26.62




*National mean 27.26 – NEL are commissioning nearly double this number of beds whilst Hull/ER are significantly below. 

**NEL also have 10 older adult enhanced nursing care and support to individuals with complex needs commissioned via social care. Scoping work will take place to understand the social care capacity across the rest of the Places. 

6.2.4. Rehabilitation 
There are low numbers of beds available within HNY with large variation in all types of rehabilitation provision across the patch. This is clearly impacting on bed use, OOA making up 50% of placements and at least 55% of overall spend. 
It is unclear which of the NHS and independent sector providers comply with the recently published guidance which describes two levels of rehab inpatient services that should be available locally. No ‘long term’, ‘continuing care’ or ‘home by default’ language/terminology for units/placements should be used. 
There are currently patients admitted to at least 15 wards that describe themselves as a type of rehab placement that should not be supported. A full review of current provision, value for money, quality, compliance with guidance, and develop costed models to meet gaps based on HNY needs will be undertaken.  
NEL are the only area not using OOA rehabilitation beds. This is due to the community model implemented a number of years ago which allows individuals to be supported within the community, either at home or within a rehabilitation house/self-contained flat. 

	AMH Rehab 
	NEL 
	NL 
	Hull/ER 
	NYY

	Beds 
	13
	0
	5
	0

	Weighted 18-64 population
	118,074
	119,460
	377,623
	433,172

	Beds per 100,000 weighted population 
	11.01
	0.00
	1.32
	0.00



 

6.2.5. Adult Learning Disability and Autism 
The national TCP programme has led to significant bed reductions in recent years. Only Hull/ER have commissioned LDA beds within the HNY footprint with difficulties in utilising the full capacity of the unit due to complexities within the current patient group and the available provision not meeting need. 
	A&T beds – adult LD
	NEL 
	NL 
	Hull/ER 
	NYY

	Beds 
	0
	0
	11
	0

	Weighted 18-64 population
	118,074
	119,460
	377,623
	433,172

	Beds per 100,000 weighted population 
	00.00
	0.00
	2.54
	0.00




7. Independent Sector 
The spreadsheet embedded below identifies the independent sector beds located within the Humber and North Yorkshire footprint to be added.
A snapshot analysis from February 2024 identified that HNY were occupying 10% of the beds available on the patch. 


7.1. Market Management 
There are wide variations in provision provided by the independent sector, how the provision is accessed, care packages and costs associated with them. In HNY we will undertake a market management piece to undertake the following:
· Build effective relationships,
· Review service offers in line with the commissioning framework and quality standards,
· Cease use of spot contracts by commissioning services, monitoring outcomes, and negotiating fair and consistent pricing
· Extend workforce training and development opportunities to the staff  
. 
8. Our Plan on a Page
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9. Quality Assurance 
The work outlined in this plan will be underpinned by quality and safety. We will do this by developing a Quality Framework in-line with the National Case Management Standing Operating Procedure. 
We will ensure the system participates in the development of the national Early Warning Signs programme and implementation. 
Analysis has been undertaken on the latest CQC reports for each independent sector provider where we have patients placed which is included below. However, many providers have not been inspected for some time – this raises concerns where there have been ratings of ‘requires improvement’. 
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The table below shows the lengths of stay by placement type which again raises concerns with regards to quality. Deep dives are taking place to understand the position, understand what patients require and work to reduce lengths of stay overall significantly. 
[image: ]

We acknowledge that the lengths of stay for many of the patients included above are not acceptable, particularly for those in rehabilitation placements. We commit to repatriating patients safely into their local communities. 
We have also implemented a central spreadsheet for the collection and sharing of provider concerns, shared intelligence and where required the decision- making process when placing in one of these providers, as well as oversight actions to take place to ensure patients are safe. The NHS England regional mental health team are keen to adopt this approach across the North East and Yorkshire region for sharing on a broader footprint. 
10. Commissioning 
The way in which we commission placements differs from Place to Place, with some areas having a section 75 agreement in place with the local mental health provider for parts of the pathway.
We are developing a proposal to establish a host provider to centralise commissioning and quality oversight for all Humber and North Yorkshire Out of Area Hospital Placements. This will improve the oversight and use of financial resources and will work as a system to ensure savings are be reinvested into local mental health services. This will also allow sharing of clinical oversight and assurance in line with the Quality Framework referenced earlier, improving patient experience and outcomes. 
We will commit to ceasing the use of spot contracts in time to support improved oversight and quality of care as evidence shows that use of spot contracts increases risk of closed cultures and poorer outcomes. 

11. Out of area Hospital Placements
11.1. Out of Area / outside of natural clinical flow definition
As a system we will be adopting the national definitions for ‘out of area’ or ‘outside of natural clinical flow’ as outlined below:

· If there is a commissioned service for the population and someone accesses a bed outside of their usual place of residence, this would then be classed as inappropriate.

· However, if there is not a commissioned service and the patient is then placed in the closest facility which provides this service, this would not be inappropriate, and would be with within ‘natural clinical flow’.


· If the patient cannot be placed in the closest unit providing the required service, for example due to capacity issues, and the patient is placed further afield, this would also be classed as inappropriate.


· If the bed is not commissioned, or there is not a contract in place with another provider to deliver the service, the patient must be placed in the nearest provision that provides it. This is to enable continuity of care principles to be adhered to, i.e. care managers can still visit the patient and records can be accessed.


11.2. Humber and North Yorkshire Out of Area Hospital Placements 
Repatriating patients and ceasing inappropriate out of area hospital placements is a key priority for the ICB. 
To gain a comprehensive understanding of where all HNY’s people are placed outside of the HNY area, or within an independent provider within area, a central data collection process has been implemented which allows us to see placements type, lengths of stay, protected characteristics, and cost amongst other things. This is now being collected monthly (from December 2023) which feeds a system wide dashboard to support us in understanding the trends, and more importantly to support us to see where targeted effort is required to repatriate patients and develop local services to cease further out of area placements. 
The latest activity information is included below. The data is showing that the number of people being admitted is increasing, as are the lengths of stay and overall spend. 
The data is showing that the numbers overall are increasing both in terms of number of patients OOA and lengths of stay. 
As of May 2024 there are 152 patients placed either out of area or outside of natural clinical flow, split by placement type in the chart below. 
50% of the overall placements are within a ‘rehabilitation’ placement type and all placed with an independent sector provider with an average length of stay of 2.5 years and longest length of stay 7.5 years. 
Placements are located around the country including Leeds, Northhampton, East Midlands, Kent, Leicester, Cambridge which clearly hinders recovery and connection to their community and loved ones. 
We know there are people who are clinically ready for discharge within our local wards, creating increased pressure on pathways resulting in unnecessary out of area placements. 
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Overall, as of May 2024, there are 22 patients with a learning disability or who are autistic represented across all the above placement types and therefore are under the remit of the Transforming Care Programme who are closely linked to this work and plans moving forward. 
The graphs below give an estimate of spend across Place and Placement Type. However, caution should be noted due to gaps in some spend which we are working to understand. 
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12. Focus on Flow and Discharge Planning 
We will maintain a key focus on patient flow and discharge planning across the whole system and via each workstream outlined by implementing the 10 high impact discharge initiatives shown below to reduce bed days, CRFD, re-admissions and patient outcomes.  
[image: ]
. 

13. Urgent and Emergency Care 
The extract below shows the percentage of CRFD in each provider (not by place). 
[image: ]National data shows that as a HNY system in March 2024, 9% of people within beds locally were medically fit for discharge.
There are variances across HNY in terms of Community Mental Health and Urgent and Emergency Care Provision. These variances and gaps in services within the community are impacting upon inpatient lengths of stay and out of area placements. 
A benchmarking of the current crisis alternatives across HNY (which can be found below) has highlighted unwarranted variation in provision. There is a correlation between the number of emergency department mental health attendances and the crisis provision with areas that have greater access having lower attendances. Further analysis based on population need will help inform the reduction in variation across the system and improve access.  


· Mental health related ED attendances – 2.7% (per 100,000 population >18)
· Mental health attendances spending more than 12 hours in the department – 24% 
· Out of all 12 hour waits in the department, 4% were mental health related
· National data shows that HNY have the second highest proportion of admissions with no previous contact at 16%.
· National data is also showing that bed occupancy across HNY in April 2024 is 91%

14. [bookmark: _Hlk170222493]Community Services 
A summary of the 2023 national benchmarking report is included below:
· Referrals to CMHT – NL 4th lowest in the Country. All six areas are below the national mean
· Acceptance to CMHT – NL lowest in the region, NEL also below national mean. Hull/ER and NYY are all above the national mean
· Caseloads for CMHT – all regional caseloads below national mean, particularly NL, NEL and HFT slightly below too
· Contacts in CMHT – NL 5th lowest in the country and lowest in the region
· Total staff in CMHT – NEL highest in the region, with both NEL and Hull/ER higher than national mean. NYY lowest in the region and 3rd lowest in the country. NL just below national mean
· High bank/agency spend in Hull/ER and NL
· Hull/ER have highest rates of adult acute admissions in the country, NYY are 2nd, NEL 5th, NL 11th – all of which are above the national mean.
The differing services available, staffing, caseloads and potential criteria to services is creating inequities across HNY for our population. 
15. Reducing Restrictive Interventions 
A number of our providers have developed local level RRI dashboards to monitor RRI and hot spots in terms of ward, time of day and types of RRI (for example chemical restraint, physical restraint, seclusion and long- term segregation – including ‘care away from others’). 
Where providers don’t have a local dashboard, we will work to support them to develop this. 
Providers are implementing local plans to reduce use of RRI and it is part of the outcomes framework included in this plan to monitor as a system. 
15.1. Update to CQC Notifications 
We will Providers to implement the following requirement following the live consultation:  ‘Providers registered with CQC who operate mental health units are required to notify CQC within 72 hours so far as reasonably practicable when they use any of the following forms of restrictive practice: physical, mechanical chemical restraint, and isolation (which includes seclusion and segregation), as defined in the Mental Health Units (Use of Force) Act 2018.’

16. Key Lines of Enquiry
Each of the main providers with Place ICB support within HNY have self-assessed against the 49 Key Lines Of Enquiry (KLOE) published by NHS England to provide a baseline. The graph below demonstrates the overall baseline position as of June 2024 for the system. 
This will be repeated on an annual basis to monitor impact of the plan on the key outcomes. 


17. Housing Strategy 
Local Place housing strategies to be developed based on key overarching principles developed by the collective system. This is to take into account local nuances and different system set ups. The local strategies will be co-produced with the local population, ensuring differing demographics in each area are factored in. 







18. Section 117 
[image: ]

The Out of Area dashboard shows that 77% of patients are entitled to section 117 aftercare, therefore a seamless and consistent pathway across the system will be implemented using to ensure 117 aftercare planning is picked up as part of discharge planning at the point of admission in accordance with the mental health high impact discharge initiatives. 
19. Stakeholder Involvement 
In order to make the plan a success, many stakeholders have been engaged in the programme from the beginning. This includes Place leads & Directors, mental health providers, the ICB Executives, the Nursing and Quality Directorate and people with lived experience. Directors of adult social care, housing directors, housing providers and VCSE organisations are also involved in the planning. 
A number of workshops have taken place including a full day face to face event in April 2024 with more than 70 people in attendance, with good representation from each local system, people with lived experience and representation from the regional and national NHS England Team. Breakout sessions took place to build up plans which are reflected within this document. 
19.1. Coproduction and Engagement 
We recognise the importance and significance of working collaboratively to make real change, which can not be achieved without also working collaboratively with people with lived experience and their loved ones.  
People with lived experience will continue to have the choice to be involved through the local provider coproduction groups which will feed up into a system wide group held with the programme manager and the coproduction leads from each provider. This is to prevent duplication, maximise the expertise that we have at a local level but whilst supporting shared learning and opportunities to work together where it makes sense. 
The KLOE’s were amended with someone with lived experience and the coproduction leads and turned into a survey to be completed by people with lived experience and their loved ones through local coproduction groups, people currently staying on local mental health wards and through HealthWatch. Results of this survey will be considered as part of the on-going work. 
Providers lead their own engagement and coproduction work as referenced earlier, including HFT distributing an inpatient mental health survey. The latest results can be found below:


20. Outcomes Framework 
The framework below outlines what we will measure as a system to understand the impact of the plan against the six key national outcomes for the programme. There will be further work to define and refine the framework. 
	What 
	How 

	Outcome One Valuing – preventing ‘othering’ and fostering a sense of belonging 

	
Num OOA by placement type
Num of re-admissions 
Patient & family feedback 
	
OOA Dashboard
MADE events 


	Outcome Two Accessible – early intervention and timely support, and Choice 

	
Num of OOA 
Num of planned admissions
Num placed in an inappropriate bed (in or out of area)

Use of none ‘approved’ beds/providers 
Live bed stock utilisation

	
OOA dashboard
Provider/commissioner reporting 
OOA data/Provider reporting 


Patient & family feedback 
Provider reporting 

	
	

	Outcome Three Humane – least coercive, compassionate, and caring 

	
Restrictive practices including chemical & physical restraint, seclusion and CAFO
Length of stay 
Num and length of CRFD 
Patient and family feedback 

	

Provider/Commissioner reporting


	Outcome Four Equitable – personalised, needs led, culturally safe

	
Purposeful admission 
LDA admissions to general MH wards 
Patient involved in care planning 
rapid discharge planning 
 
	
Patient and family feedback
Provider/Commissioner reporting

?

	Outcome Five Therapeutic – holistic, strengths based, trauma informed

	
Therapeutic interventions offered 
Strength based activities offered 

	
Provider reporting 

Quality assurance 
Patient and family feedback

	Outcome Six Collaborative – People and families in partnership, skilled workforce, system working 

	
Patient and family involved in care & discharge planning 
Shared professional responsibility 
Therapeutic skills / training gaps 
Vacancies 

	




Provider reporting 



21. Risks and mitigations 
The programme holds a comprehensive risk register and mitigations which can be found below. 


Additional risks will be added by workstream as we move through the programme. 


2

	Workstream One – Out of Area / Outside of Natural Clinical Flow Hospital Placements 

Vision – To cease inappropriate Out of Area / Outside of natural clinical flow hospital placements, improve flow within the system inpatient provision, and to improve quality and outcomes for patients. 

Local Context – High variation in beds available, high OOA usage, lengths of stay, complex commissioning arrangements in place in some areas and high spend


	Key Milestone 
	Output 
	Responsible 
	Deadline 

	Gather information on where all our people are placed out of area
	Full understanding of patient need, quality oversight and spend
	MHLDA Collab
	Ongoing monthly 

	Dashboard developed 
	To support oversight of patients, spend, trends and plans 
	MHLDA Collab
	Ongoing monthly

	Implement system wide MADE events to retain focus, improve escalation and share learning  
	Support pro-active discharge planning, reduce bed days, shared learning 
	MHLDA Collab
	Q3 2024

	Proposal to be developed to establish central commissioning and quality function 
	Improved utilisation of system bed provision, redirection to appropriate services in area, improved tracking of spend, reinvestment into mental health services  
	Humber NHS Teaching Foundation Trust with partners
	July 2024

	Establish detailed plans for repatriation of current OOA patients 
	Improved outcomes for patients, better use of finances – support strategic direction of future models of care 
	Place/Providers 
	Q3 2024

	Local housing strategies in place  
	More appropriate housing available to support speedy repatriation, reduce delays in CRFD, improved patient outcomes 
	Place Directors / DAS’s
	Q2 2024

	Quality Framework in-line with National SOP developed and implemented 
	Consistent and robust quality oversight, improved patient experience and outcomes 
	MHLDA Collab with Nursing Directorate 
	Q2 2024

	Adopt the High Impact Discharge Initiatives 
	Improve patient flow and outcomes 
	Place/Providers

	Q3 2024

	Independent sector Market Management 

	Reduce variation, maximise local capacity, improve quality and spend 
	MHLDA Collab
	Q4 2024




	[bookmark: _Hlk159402714]Workstream Two – Rehabilitation 

Vision - Services will be commissioned so that everyone who presents with a mental health rehabilitation need will be able to access the appropriate inpatient/community provision locally.   To improve patient outcomes by maximising their independence in the community through optimising the structure of the inpatient and community mental health rehabilitation pathways.

Local Context - There are low numbers of beds available within HNY with large variation in all types of rehabilitation provision across the patch. This is clearly impacting on bed use OOA making up more than 50% of placements and at least 55% of overall spend.  
It is unclear which of the NHS and independent sector providers comply with the recently published guidance which describes two levels of rehab inpatient services that should be available locally. No ‘long term’, ‘continuing care’ or ‘home by default’ “locked rehabilitation” language/terminology for units/placements should be used. 
There are currently patients admitted to at least 15 wards that describe themselves as a type of rehab placement. A full review of local provision, independent sector provision to ascertain value for money, quality & compliance with guidance. 
It is recognised that the needs of the people remaining in out-of-area rehabilitation placements may not immediately be met by existing local community services. Therefore, we will work with local providers to develop costed models to meet the gaps based on HNY needs, including learning from other national models which has resulted in zero Rehab OOA placements.


	Key Milestone 
	Output 
	Responsible Lead
	Timeframe

	Gather information on patients OOA in a rehab placement 
	Full understanding of patient need, quality oversight and spend
	MHLDA Collab
	Will continue to be collected monthly 

	Receive the last case manager review report & CPA on each person in MH rehabilitation OOA bed. 

	Quality oversight of each person in an OOA bed.
	MHLDA Collab via HNY ICB case managers department. 
	Q2 2024

	Scoping of all HNY place based MH rehabilitation pathways, strategies & transformation plans.
	Review the current provision against the National Commissioner Guidance for adult MH Rehab inpatient services.  
	MHLDA Collab 
	Q3 2024

	Agree a collective definition of ‘rehabilitation’
	Shared understanding and vocabulary of Rehabilitation
	MHLDA Collab
	April 2024 – completed, national definition will be used.

	Dedicated clinical assembly across HNY – Mental health rehabilitation led by RCP rehabilitation lead.
	Targeted clinical assembly to create specialist interest focus. 
	MHLDA Collab
	June 2024

	Establish specialist interest group across HNY with key terms of reference
	Local place/provider/lived experience/carer leadership of rehabilitation programme. 


	MHLDA Collab
	Q2 24/25

	Local Place/providers to Review current housing provision
	Future proof housing options to support timely discharge from hospital to provide targeted supportive housing intervention. 
Joint strategic needs assessment.
	MHLDA Collab / Joint with complex care directorate / Local Authorities /housing associations/VCSE.

	Q3 24/25 

	Local Place/providers to Review current intensive/assertive outreach models.  (Intensive, assertive and comprehensive service to individuals with complex, severe and enduring mental health difficulties)
	NHSE requesting feedback on AOT provision.   

	MHLDA Collab
	Q3 24/25

	Engagement & Co-production on models of care.
	People with lived experience and their loved one’s co-produce models of care 
	MHLDA Collab and provider partners
(Strategic co production group & via Specialist interest group) 
	On-going 

	Scope other mental health rehabilitation models used within the country and best practice, outcomes of these models.
	Elements of best practice/innovation and outcomes.
	MHLDA Collab
	Q3 24/25







	Workstream Three – Adult Mental Health Assessment and Treatment units / PICU 

Vision – To ensure that individuals are supported at the earliest stage, resulting in fewer admissions, reducing lengths of stay required and reducing OOA placements. 

Local Context – Adult Mental Health Assessment and Treatment units / PICU –For Adult Mental Health Assessment and Treatment units all places are marginally below national benchmark mean in terms of number of beds available, however variation within HNY relatively low. For PICU beds, the local provision is varied, and the data suggests that NEL and NY patients are mostly impacted by this and requiring OOA placements. 

PICU – the local provision is varied which is impacting on OOA placements. National data suggests that Humber FT have the highest rates of emergency readmissions within 30 days at 18% compared to rest of NEY. 





	Key Milestone 
	Output
	Responsible 
	Deadline 

	Gather information on patients OOA in an acute placement 
	Full understanding of patient need, quality oversight and spend
	MHLDA Collab
	Will continue to be collected monthly

	Review data against local crisis alternatives 
	Understanding of potential lack of crisis alternatives in the community resulting in higher use of inpatient beds
	MHLDA Collab
	June 2024

	Engagement & Co-production on potential solutions/models of care 
	People with lived experience and their loved one’s co-produce models of care
	MHLDA Collab and provider partners
	On-going 

	Explore shared provision across the system/cross system 
	Split of provision by gender to enable full bed capacity to be utilised 
	All 
	Q4 2024

	Develop same sex PICU provision across the Humber 4 and Lincolnshire system – working collectively with Lincolnshire, Humber FT, Navigo and Rdash 

	Maximised bed use for presenting need – fewer OOA PICU beds used.  
	Providers 
	2024/25

	


	
	
	






	Workstream Four – Older Adult Acute 

Vision – For care to be available as close to home as possible with the shortest lengths of stay as possible. 

Local Context – There is large variation within HNY with some Places commissioning more than double the number of beds by weighted population, with particularly high bed numbers available in NEL. Further review of whether this variation is warranted or unwarranted to be undertaken with evaluation on which alternative models offer the best quality/ value for money. Hull and East Riding patients are mainly affected by this and are requiring higher number of OOA placements.  

Engagements across HNY has identified a number of key themes relating to older adult mental health: 
· A need for greater focus on prevention and early intervention.
· A need for needs-led services rather than age-led services. 
· Making every contact count – a need to maximise opportunities across HNY to promote ageing well. 
· A need to improve collaboration across community, primary, secondary and specialist care.
· Wide scale variation in access to support and services across HNY. 

There is a changing demographic across HNY which is likely to continue to change over coming years. Consideration needs to be given to changes in local need including: local demographics/needs/priorities, Functional vs organic, male/female/mixed sex wards and LGBTQ+ needs, cultural differences, language differences, age-appropriate care, diagnosis (Autism, LD, Complex Emotional Needs, and Young onset dementia.) Anecdotally, Hull is an outlier for Huntington’s Disease with higher prevalence than other areas.
	



	Key Milestone 
	Output 
	Responsible 
	Deadline 

	Gather information on patients OOA in an acute placement 
	Full understanding of patient need, quality oversight and spend
	MHLDA Collab
	Ongoing-monthly

	Full review of all HNY Older adult provision against the National Commissioner Guidance for older adult inpatient services 
	Report outlining gaps in provision, plans and recommending next steps
	MHLDA Collab
	Q2 2024

	Scoping of existing engagement and coproduction groups across HNY and ensuring they are given the opportunity to be involved in the programme. 
	Share understanding of existing groups and wider public engagement. 
	MHLDA Collab and programme partners
	Ongoing

	Engagement & Co-production on potential solutions/models of care 
	People with lived experience and their loved one’s co-produce models of care
	MHLDA Collab and programme partners
	On-going 

	Scoping of current in and out of hospital provision currently and predictive modelling for future demand/prevalence taking into account the changing needs and demographics of our population. 
	Full oversight of current provision and plans to future proof services. Future prevalence modelling to inform longer term planning. 
	MHLDA Collab and programme partners
	Baseline by March 2025

	Community asset mapping: 
Assets: Maximise use of VCSE, make sure everyone knows what is available and how it can be accessed. Better use of VSCE and building bigger more diverse volunteer network. E.g. use of volunteers to do regular check-in calls based on the Dementia Forward model in NY. 

	Prevention focussed model to reduce the need for inpatient admission and support safe and timely discharge. 
	MHLDA Collab and programme partners
	On-going

	Education and training needs analysis across all health and care settings (in line with the HNY Dementia strategy) – focussed on older adult mental health. 
	Full understanding of the current training offer to inform training plans. 
	MHLDA Collab and programme partners
	Q4 2024

	Develop community champions in local areas reflective of the diversity across HNY i.e. Eastern European communities, Indian communities, LGBTQ+, coastal and rural, neurodiverse. 

	Ensure inclusive and equitable offer to all 
	MHLDA Collab and programme partners
	Q4 2024

	Local costed plans developed in line with the system specification.

	Local plans developed to meet the needs of local populations 
	Place/Providers 
	2024-25 – staggered approach

	HFT – developing model to provide 4 additional male functional beds locally 
	Repatriation of individuals and prevention of further admissions 
	HFT 
	Q4 2024

	Develop an Older Adult Acute MH steering group to lead and monitor the above actions. 
	Regular review of progress towards actions. 
	MHLDA Collab
	To commence July/Aug 24





	Workstream Five – Learning Disability Assessment and Treatment Services  

Vision – To improve the quality of current inpatient facilities and offering services closer to home, whilst establishing services that can be delivered through community-based care, reducing the reliance on inpatient admissions and robust community involvement throughout inpatient admission.  A transformation that is leading improvement through greater accountability and citizen involvement. 

Local Context – Summary
· Across the ICB footprint individuals with a Learning Disability, who require inpatient care and treatment, have been placed in inpatients services far from home and their natural communities. This is due to the lack of availability of suitable local assessment and treatment services.
· Some of these individuals have also been cared for in facilities far from home and in some cases, beyond the clinically necessary time due to lack of local community resources needed for appropriate discharge planning closer to home. 
· Additionally, many of these individuals have a reduced access to the necessary community support while in hospital.
· The capacity at Townend Court, a locally based Assessment & Treatment service in Hull, is currently providing care to a reduced number of patients due to the complexity of their clinical presentations. For some time, Townend Court has provided care and treatment for a total 3 patients, who have required adjusted makeshift environments and an increase in staffing numbers. This reduction of locally available resources has resulted in patients being placed out of area.
· York has no locally based service following the closure of their Assessment and Treatment Unit. 
· Along with personal disruption to lives of individuals and their families, there is an additional financial impact as commissioning placements out of area can be expensive to the ICB, which could prevent investment in services close to home.
· New plans going forward will need to take account of improving accommodation and creating safe environments to support those individuals with acute clinical presentations.  
· Services will need to be autism informed to meet the care and support required by people who have a learning disability, who may also be autistic or otherwise neurodiverse.  
· Across the wider Humber and North Yorkshire ICB there are conversations being had about how the re-configuration of learning disability inpatient beds can provide a more quality focused and cost-effective model than its predecessor.
· A working group will be established to bring partners together to review the transformation of inpatient and community based services. 
· Working together to develop a modernised inpatient facility that considers the unique needs of individuals requiring treatment during times of extreme distress is recognised by commissioners as a priority. 
· The six places within the ICB footprint have highlighted the pressures of young people (those under 18) within their areas who may in the future need to access inpatient services. 
· The pathways within the inpatient services will be integral directly to local based community services to prevent admissions providing intensive community-based support. 
· Where an admission is required for the very unwell the care plans should reflect short stays and positive early discharges.


	Key Milestone 
	KPI
	Responsible 
	Deadline 

	Establish a Focus Group to take forward the discussions on a collaborative approach across the ICB on the Quality transformation of inpatient services.
	Review how inpatient care and enhanced community services could develop a more localised whole system approach to learning disability and autism service transformation.
	MHLDA Collab
Place Leads
	July 2024 – group
Jan 2024 - review

	Gather up to date information on patients OOA in assessment and treatment services and establish a regular route of this information into the MH&LDA sector collaborative.

	Understand the needs of our patients to support mapping a more appropriate provision/s. 
	MHLDA Collab 

	Jul 2024

	Undertake bed modelling in (places where it not already underway) and offer support to those already underway. To scope number of inpatient beds required across ICB.
	To determine a safe number of specialised beds to support the unwell when hospital-based treatment is required.  
	MHLDA Collab
Place Leads 

	Aug 2024

	Scope the current services and gaps across the ICB including local inpatient and community-based support. 

	Identify what’s working well with a view to share good practice, including reasonable adjustment practices. 
Identify areas for development including increasing day activities, respite, safe space (crisis pad) and home-based treatment opportunities and options.
	Place Leads
ICB Nursing and Quality Directorate
	Nov 2024

	Establish an overall Learning Disability and Autism Co-production group alongside staff teams and external stakeholder. 
	To ensure voices are heard on new models of care and any reshaping is fit for purpose. This will prevent ‘othering’ and fostering a sense of belonging for people with learning disabilities and autism in creating holistic, strengths based, trauma informed services inclusive of inpatient care.
	MH, LD&A
Place Leads 

	Feb 2025

	Have an overview and check the effectiveness of Dynamic support registers in highlighting the risk of community placement breakdown. 
	Ensure each place has engaged in development of proactive tracking of high-risk patients. 
	MHLDA Collab 
ICB Nursing and Quality Directorate
	Oct 2024 

	Review across the ICB the current community focussed care services that are underway to reduce a need for hospital admissions. 
	To understand the progress of community based intensive support available to reduce the risk of placement breakdown. 
	MHLD Collab
ICB Nursing and Quality Directorate

	Feb 2025

	Promote Culture of Care National Programme participation for local provider 

	Participation of local NHS and Independent providers in the National Culture of Care programme 

	MHLDA Collab

	Apr 2024

	Monitor the use of restrictive practice within services 
	Check services have care plans in place to reduce the inappropriate use of restrictive practices. 
Ensure restrictive practices are at a minimal level, utilising alternative methods of de-escalation, enhancing early intervention to reduce risk of escalation
	MHLDA Collab 
Provider Leads 
	November 2024

	Workforce Planning and review of new ways of working across Health and Social Care to develop an integrated approach to care delivery particularly for people with high support needs.
	To seek a collaborative model of care delivery where health and social care can work in partnership to support individual people with longer term high support needs.
	MHLDA Collab
Place Leads
	May 2026 

	Expand on current provision of therapeutic provisions, ensuring we meet the needs of our population. 
	To have a wide range of individual and group psychological / therapeutic services for persons with learning disabilities that is personalised, needs led, culturally safe; pre, during and post hospital stay and have the workforce in place to do so.
	MHLDA Collab
Place Leads
	Jan 2026

	Co-production group review and amend policy and procedure to inform practice, learning from others 
	Invite people with lived experience to be included in the development of transformation plans from the onset. Continue to seek their views throughout the programme through meaningful engagement opportunities.
	MHLDA Collab
Place Leads
	Nov 2024




	Workstream Six – Autism MH inpatient Care 

Vision – To promote and establish reasonable adjustments within place-based inpatient and community service for autistic people, reducing the barriers that autistic people face in inpatient units and ensure they have access to community support before and after their hospital stay. Facilitate specialised training for the workforce to be better able to address the unique needs of the neurodiverse population. Establish and deliver increased community- based care that reduces the reliance on inpatient admissions. A transformation that is leading improving through greater accountability and citizen involvement.

Local Context – 
· Across the ICB footprint autistic people are struggling in accessing mainstream MH inpatient services as many provisions explicitly do not meet the support and care needs of neuro diverse individuals.
· Additionally, this population faces increase challenges when placed in medical inpatient beds. Staff often lack understanding of autistic patients’ sensory and communication needs. 
· This can result in the creation of makeshift environments within Mental health services and acute hospital wards that are not suitable for their wellbeing and risk being a restricted space, promoting restricted care.
· A lack of reasonable adjustments increases the risk of the individual becoming behaviourally distressed and increases their risk of harm to themselves and others. 
· Additionally, many of these individuals have a reduced access to the necessary community support while in hospital. This increases their isolation and opportunity to remain connected to their essential support structures.
· The inability to meet the needs of the individual can result in significant delay in their transfer to community services as they become delayed in hospital-based care.    
· Improving the diagnostic pathways is beginning to identify an increasing population.
· The HNYY ICB are working collaboratively to develop a singular Autism Diagnostic Pathway across the footprint to establish equity in access to diagnostic support.
· The national Oliver McGowen Mandatory Training on Learning Disability and Autism is being rolled out across the HNY ICS as a standardised approach to increasing the awareness of the needs of Autistic people accessing services.
· An audit of Autism informed services has commenced at the York CAMHS inpatient service and will be rolled out to Hull CAMHS services. 
· Across the wider Humber and North Yorkshire ICB, we are having early conversations on how we can better support autistic people who become unwell and need to access MH inpatient facility and how to do that within area. An audit of care is being developed.
· We are also discussing how we can improve the environment of medical inpatient wards for people with autism and how to expand the community resources to decrease their vulnerability to being hospitalised for ASD related issues. 
· The care of Autistic people requires a lifespan approach that works collaboratively across health, social care, education, the independent voluntary sector, and other stakeholders putting the individual their family and carers at the centre of the support structure.


	Key Milestone 
	Outcome 
	Responsible 
	Deadline 

	Gather up to date information on patients OOA in assessment and treatment services and establish a regular route of this information into the MH&LDA sector collaborative.

	Understand the needs of our patients to support mapping a more appropriate provision.
	MHLDA Collab

	Jul 2024

	Review the current numbers of Autistic people accessing local MH Services. 
	To identify the current patient flow with a focus on reasons for individual admission to help establish and learn if there are themes that can be linked to improving community-based support. 
	MHLDA Collab
Place Leads
ICB Nursing and Quality Directorate
	Jan 2025

	Undertake bed modelling in places where it is not already underway and offer support to those already underway. 
	To determine the frequency of beds accessed in mainstream MH services to support the unwell when hospital-based treatment is required.  
	MHLDA Collab
ICB Nursing and Quality Directorate
	Aug 2024

	Establish an overall Autism /Neuro Diverse Co-production group alongside staff teams and external stakeholder.
	To ensure voices are heard on new models of care and any reshaping is fit for purpose. This will prevent ‘othering’ and fostering a sense of belonging for autistic people in creating holistic, strengths based, trauma informed services inclusive of inpatient care.
	MHLDA Collab
Place Leads
	Feb 2025

	Promote Culture of Care National Programme participation for local NHS and independent providers. 
	Participation of local providers in the culture of care programme.

	MHLDA Collab

	Apr 2024

	Monitor the use of restrictive practices within services supporting Autistic individuals 
	Check services have care plans in place to reduce the inappropriate use of restrictive practices. Ensure restrictive practices are at a minimal level, utilising alternative methods of de-escalation, enhancing early intervention to reduce risk of escalation
	MHLDA Collab
	May 2025

	Roll out the Oliver McGowan mandatory training on learning disability and autism across the ICB footprint.
	Inpatient staff being better equipped in how to address the needs of autistic patients. 
	MHLDA Collab 

	April 2026 

	Expand on current provision of therapeutic provisions, ensuring we meet the needs of our population
	To have a wide range of individual and group psychological / therapeutic services for persons with learning disabilities that is personalised, needs led, culturally safe; pre, during and post hospital stay and have the workforce in place to deliver this.
	MHLDA Collab
Place Leads
	Jan 2026

	Roll out of the National Autism Training across Mental Health Services
	Our mental health workforce are equipped with the knowledge of how Autism can present in those with a Mental Health condition and the best way to provide therapeutic care and treatment for these individuals.
	Providers
	March 2026

	Environmental audits are carried (where not already done so) and adjustments to provisions are accordingly.
	Our inpatient settings have Autism Informed environments taking account of sensory needs.
	Providers
	Jan 2025 – audits
Dec 2026 - adjustments




Workstream Seven – Workforce 
Background
As might be expected, workforce is identified as a key enabler in this programme of work. Workforce will be a crucial part of the considerations and discussions around how inpatient services are transformed to become the new, bold, and radical reimagined model of care needed for the future. Workforce will be paramount within the exploration and acceleration of different therapeutic offers, including community-based alternative to admission and a culture within inpatient care that is safe, personalised and enables patients and staff to flourish. 
Work has recently commenced to gain a clearer understanding of the HNY Inpatient workforce and the staffing make-up across the ICS. This preliminary work has taken data from the recent round of operational planning 2024-25 from Humber Teaching FT, Navigo CIC and Tees, Esk & Wear Valleys FT (TEWV) and York & Scarborough FT. It is hoped that data will also be available for Rotherham, Doncaster & South Humber (RDaSH) once the final submissions are completed. In the meantime, data has been taken from the NHSE Workforce Intelligence Portal (WIP) for RDaSH, until the equivalent data source is made available. The NHSE WIP has also been used to gather information around other key workforce measures such as, workforce demographics, sickness rates, turnover and leaver rates. 
Work is also underway to align the data with the recommendations of the Long Term Workforce Plan (LTWP, 2023) under the three priority areas: Train, Retain and Reform. From the LTWP, we know that the mental health and learning disability workforce demand is growing the fastest at 4.4% annually, and whilst training and educating more staff is crucial, if the NHS does not embed the right culture and improve staff retention, the workforce shortfalls will continue to persist. Similarly, it is clear that there must be a significant shift and focus on different ways of working, to enable clinicians to spend more time with patients providing high quality care. The LTWP emphasises key areas to be addressed such as digital and technological innovations, bringing people into the workforce more efficiently, educating and training the workforce differently, optimising multidisciplinary teams and upskilling the workforce. Arguably, new ways of working will be the most crucial and pertinent part, not only the LTWP ambitions, but more importantly, of this quality transformation programme, given that the need for change has been acknowledged and we cannot continue to do as we have always done.  

Although further work and more in-depth analysis is needed, work to date highlights the following across the providers:
‘Acute Inpatient’ data recorded by providers from the recent operational planning 24/25: 
· Variance in overall numbers of workforce within all of the main providers
· Variance in vacancy rates 
· Disparity in staffing make-up of the multi-disciplinary teams 
· Variance in the use of bank and agency staff and the subsequent cost to the providers
· Difference in profession/role needed within bank and agency usage

Data taken from NHSE WIP (please note: this is whole provider data, and is not specific to inpatient service areas, RDaSH includes both HNY and SY ICS’ and TEWV includes both HNY and NENC ICS’): 
· Variance in overall sickness rates 
· Mental health reported as the main reason for sickness across all providers and are above the national average, totalling a loss of 13,341 days absence in the month of February 2024. 
· Variance in turnover rates (out of Trust and out of ICS) and leaver rates

Next steps: 
Work to date is only preliminary in nature. Further work is planned to refine the information and to shape the workforce agenda within this overall programme:
· Relationships and rapport will be forged with relevant services, team leads and stakeholders. Information will need to be sense checked to ensure robust information is being used to inform and steer the subsequent priority work areas.  

· Further work is needed in relation to the LTWP under the 3 main priorities aligned to the programme’s relevant KLOEs:

LTWP - Train:
Suggested areas to be explored (although not exhaustive):
· Align the data with the ambitious projections set out in the LTWP for the increase in professions needed to meet the growing future demands on services such as, MH Nurses the needing to increase from a baseline of 5714 in 2022 by 38% by 2028, and by 93% by 2031. 
· The LTWP modelling is underpinned by:
· By ONS demographic growth projections and growing complexity of needs and historical trends.
· The ambition to move care upstream and deliver more NHS care out of hospitals will increase demand in the community.
· The additional demand required to improve access and performance.
· For mental health, growth rates based on the NHS Mental Health Implementation Plan (2019) and Mental Health Investment Standard (2020).
· Are we planning to meet increase needed? Attracting students onto traditional courses? Using innovative ways to train and educate differently? Capitalising on existing workforce to train and educate? 
· Are we able to free up current staff to progress, develop and upskill, to ensure broader/flexible skill set within teams?
· Scope out current educator and placement capacity across the patch and identify barriers/issues as well as potential solutions such as, educating and training differently and implementing innovative ways to bring people into the workforce and develop existing staff, to enhance retention and upskill current workforce to meet demand. 


LTWP - Retain:
Suggested areas to be explored (although not exhaustive): 
· Are we doing enough to look after our staff? Is this equitable across the system? 
· Consider focus on health and wellbeing given the main reason for sickness being mental health and accounts for significant number of days absent?
· Consider review of NHS Staff Survey results and identify key themes and areas for improvement. 
· Consider working with ICB Retention Lead and People Promise Managers on initiatives to encourage retention of staff e.g. Stay and Grow Questionnaires, flexible working, and CPD. It is acknowledged that the NHS’s retention programme has helped to reduce the number of people leaving, however, this needs to be built upon to continue to deliver the changes needed so that the country’s biggest employer remains an attractive and fulfilling place to work.
· How are we balancing the risk around retention improvements not happening (or quickly enough) to meet the overall supply targets set out in the LTWP?
· Consider culture diagnostic work to establish ‘current culture’ versus ‘desired state’ – need to link in with culture leads from Culture of Care Standards (RC Psy) to avoid duplication. 

LTWP - Reform:
Suggested areas to be explored (although not exhaustive): 
Link Reform work into relevant KLOEs:
Does the whole system work together to support people in crisis including making sure this is in an appropriate environment? Do services across your local system support whole pathway working in practice?
Is there whole system, multidisciplinary team working to support people to receive care, treatment and support in the most appropriate and least restrictive environment? 
Is the quality and culture of inpatient provision (both in and out of area) monitored? 
Is Trauma informed practice a core component of service developments? 
Have you mapped and identified existing assets within systems (including examples at neighbourhood and place) and harnessed them in support of the plan? 
Have you engaged local community, voluntary and faith groups to grow networks and encouraged a sense of community ownership to transform local services?











· Are we ensuring a system wide approach to workforce planning, which includes all NHS commissioned services including those within the independent and voluntary sector. 
· Is there opportunity to discuss what should constitute the ‘ideal’ MDT make-up for an acute inpatient team? Or rationale for differences?
· Are we using wider multi-agency MDTs to their full potential (e.g. Social Care and VCSE)?
· Further work needed to understand safer staffing levels issues/solutions. 
· Have we got the right skills, in the right place at the right time (in line with expertise/skills & knowledge and what is best for the patient)? to ensure people have access to a full range of multidisciplinary interventions and treatments. Consider targeted Calderdale Framework projects to address this. 
· How embedded is concept/use of trauma-informed care? 
· Is the workforce diverse/relatable? Are we ensuring our workforce becomes diverse for the future? 
· Are we engaging with the wider ICB Inclusion work/agenda?  
· What training does the workforce receive with regard to health inequalities and risk factors associated with poorer MH? 
· How embedded are Experts by Experience/Lived Experience, Peer Support Workers and Peer Support Groups within the workforce? 
· Opportunities to trial a pilot with an individual provider(s) on targeted areas of priority? 














No	
Accessible	Citizenship	Collaborative	Equitable	Governance	Humane	Therapeutic	Valuing	2	3	3	9	1	1	2	Partially	
Accessible	Citizenship	Collaborative	Equitable	Governance	Humane	Therapeutic	Valuing	16	8	12	8	11	8	8	10	Yes	
Accessible	Citizenship	Collaborative	Equitable	Governance	Humane	Therapeutic	Valuing	15	9	16	5	21	4	21	8	
Number of Responses
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Planning priority: Support improvements in the quality and safety of all-age inpatient care
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« Systems to co-produce 3-year strategies to localise and realign inpatient care in line with Inpatient Commissioning Framework. Draft plans

were due March, with final plans to be published in June 2024. Systems will have access to fair shares of £42m recurrent SDF to provide
transitional funding to enable care to be localised and inpatient models currently commissioned to be redesigned.
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+ Systems to support Providers in implementing the Culture of Care Standards for inpatient care through being part of the Culture of Care

Programme.

S to utilise outputs of Quality Transformation programme such as Early Warning Signs, Support for Challenged providers and Least
Care resources as they become available to improve governance and oversight of risks to harm and human rights.
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HNY Inpatient-Independent providers.xlsx
Independent providers

		HNY MHLDA- Independent Providers

		The purpose of this spreadsheet is to map the location, focus and number of mental health, learning disability and neuro beds which are physically located 

		in the Humber and North Yorkshire ICB area (ie. BED SUPPLY).  It is NOT to be used for logging where patients are being treated and no PII should be entered.

		Provider		Site Name		Town		Site Postcode		Ward Name		Mental Health, Learning Disability, neuro or other?		Service registration as per CQC		Ward type / specialism as per CQC		Age Range		Gender		Number of beds when fully open		no of beds temp unavailable e.g. estate /staff /demand issue		no of beds contracted / pledged for non NENC commissioners or for private patients		Beds on this ward 		beds in use by HNY  ICB funded patients (snapshot February 2024		% of beds in use by HNY ICB funded patients		Comments		Online resource links

		Cygnet		Cygnet Harrogate Hospital 		Harrogate		DH7 8NT		Haven 		Mental Health - any condition		Hospital- Mental health/capacity		Acute Mental Health		18+		male		15						19				ERROR:#REF!		CQC "Good" rating in Oct 2023		Cygnet Hospital Harrogate - Cygnet (cygnetgroup.com)

		Cygnet		Cygnet Harrogate Hospital 		Harrogate				Sanctuary		Mental Health - any condition		Hospital- Mental health/capacity		Actute Mental Health		18+		female								17						CQC "Good" rating in Oct 2023

		Priory / Burnside Care Limited		Priory Hospital Market Weighton		York		DH7 8NT				Mental Health - any		Hospital- Mental health/capacity		Acute Mental Health- Long stay or rehabilitation mental health wards for working age adult 		18+		male		10						15		6		ERROR:#REF!		CQC "Requires improvement" rating in April 2022
Caring is GOOD but all other indicators including overall rating is REQUIRE IMPEOVEMENT. Wrads for people with learning disability and autism was GOOD in October 2015.		GP - 1-120743338 The Priory Hospital Market Weighton (22/07/2022) INS2-12076265741 (cqc.org.uk)

		Priory Group / Partnership in Care Limited		Stockton Hall		York		DL2 1TS		Hambleton ward		Mental health illness / co-morbidity		Hospital- Mental health/capacity		Caring for people whose rights are restricted under the Mental Health Act, Learning disabilities, Mental health conditions		18+		male		12						8				ERROR:#REF!		CQC "Requires Improvement" in August 2023

		Priory Group / Partnership in Care Limited		Stockton Hall		York				Fenton ward		Autism, learning disability		Hospital- Mental health/capacity		Caring for people whose rights are restricted under the Mental Health Act, Learning disabilities, Mental health conditions		18+		male								8						CQC "Requires Improvement" in August 2023		GP - 1-129389306 Stockton Hall (07/08/2023) INS2-15197908381 (cqc.org.uk)

		Priory Group / Partnership in Care Limited		Stockton Hall		York				Kyme ward,		Higher functioning autism and mild learning disabilities		Hospital- Mental health/capacity		Caring for people whose rights are restricted under the Mental Health Act, Learning disabilities, Mental health conditions		18+		male								16						CQC "Requires Improvement" in August 2023		Priory Stockton Hall in York | Priory (priorygroup.com)

		Priory Group / Partnership in Care Limited		Stockton Hall		York				Dalby ward		Mental illness		Hospital- Mental health/capacity		Caring for people whose rights are restricted under the Mental Health Act, Learning disabilities, Mental health conditions		18+		male								16						CQC "Requires Improvement" in August 2023

		Priory Group / Partnership in Care Limited		Stockton Hall		York				Stonegate ward		Mental illness and personality disorder		Hospital- Mental health/capacity		Caring for people whose rights are restricted under the Mental Health Act, Learning disabilities, Mental health conditions		18+		female								12						CQC "Requires Improvement" in August 2023

		Priory Group / Partnership in Care Limited		Stockton Hall		York				Kirby ward		mental illness (closed now)		Hospital- Mental health/capacity		Caring for people whose rights are restricted under the Mental Health Act, Learning disabilities, Mental health conditions		18+		male								24						CQC "Requires Improvement" in August 2023

		Priory Group / Partnership in Care Limited		Stockton Hall		York				Castlegate ward		mental health		Hospital- Mental health/capacity		Caring for people whose rights are restricted under the Mental Health Act, Learning disabilities, Mental health conditions		18+		male								12						CQC "Requires Improvement" in August 2023		Castlegate and Farndale wards were due to take the patients from Kirby ward once it closed. Since the last inspection, Boston ward, a 24-bed ward for men with mental illness had closed and Stonegate and Castlegate wards had opened. 

		Priory Group / Partnership in Care Limited		Stockton Hall		York				Farndale ward		Mental health , Learning disabilities		Hospital- Mental health/capacity		Caring for people whose rights are restricted under the Mental Health Act, Learning disabilities, Mental health conditions		18+		male								16						CQC "Requires Improvement" in June 2023		https://api.cqc.org.uk/public/v1/reports/2ab9b7db-abec-4a89-b336-f9257dda62d7?20230807083037

		Priory / Burnside Care Limited		Priory Westfield View		Market Weighton				Westfield View		Community traetment order, complex needs, mental illness and learning disability 		Residential homes		Learning disabilities , Mental health conditions		Under 65		male								4						CQC "Good" rating in July 2019
Adapted building for four people who no longer require hospital level care yet continue to experience severe enduring mental illness or a learning disability.		008ae455-4604-40c6-9d2d-4ec463cd5789 (cqc.org.uk) 
https://www.priorygroup.com/nhs/locations/priory-hospital-market-weighton/priory-market-weighton-westfield-view 

		Barchester Healthcare Homes Limited		Windermere House Independent Hospital		Hull 		NE46 4JR		Coniston Ward (Lincolnshire ICB)		Drug induced or treatment resistant functional mental health		Hospital- Mental health/capacity		Caring for people whose rights are restricted under the Mental Health Act, Mental health conditions		Over 65 and Uunder 65		male		13						11				ERROR:#REF!		CQC "Good" rating in June 2018, Effective REQUIRE IMPROVEMENT 
- Assessment or medical treatment for persons detained under the Mental Health Act 1983
- Treatment of disease, disorder or injury		Windermere House Independent Hospital - Care Quality Commission (cqc.org.uk) 
https://api.cqc.org.uk/public/v1/reports/aeef89e6-7f4c-41ae-95a7-d51bca80eeec?20210117181337

		Barchester Healthcare Homes Limited		Windermere House Independent Hospital		Hull 		NE46 4JR		Kendall Ward (Derby and Derbyshire ICB)		Functional or organic mental health difficulties		Hospital- Mental health/capacity		Caring for people whose rights are restricted under the Mental Health Act, Mental health conditions		Over 65 and under 65		male		13						15				ERROR:#REF!		CQC "Good" rating in June 2018, Effective REQUIRE IMPROVEMENT 
		Windermere House Independent Hospital | Barchester Mental Health Hospitals

		Barchester Healthcare Homes Limited		Windermere House Independent Hospital		Hull 		NE46 4JR		Ullswater		Complex dementia and mental health 		Hospital- Mental health/capacity		Caring for people whose rights are restricted under the Mental Health Act, Mental health conditions		Older age 		male		13						15		9		ERROR:#REF!		CQC "Good" rating in June 2018, Effective REQUIRE IMPROVEMENT 



		Barchester Healthcare Homes Limited		Windermere House Independent Hospital		Hull 		NE46 4JR				Bipolar/Manic Depression Challenging Behaviour/Psychosis Schizophrenia		Hospital- Mental health/capacity		Caring for people whose rights are restricted under the Mental Health Act, Mental health conditions		Older age and younger adults		male		13						45		7		ERROR:#REF!		CQC "Good" rating in June 2018, Effective REQUIRE IMPROVEMENT 

 

		Barchester 		Castle Lodge Independent Hospital 		Hull 		NE46 4JR		Bluebell Ward		Mental health disorders, acquired brain injury, cognitive impairment, complex and challenging behaviour, forensic step-down		Hospital- Mental health/capacity		Caring for people whose rights are restricted under the Mental Health Act, Dementia, Mental health conditions		Over 65 and Under 65		male		14						10		9		ERROR:#REF!		CQC "Good" rating in June 2019		Castle Lodge Independent Hospital | Barchester Mental Health Hospitals 
https://api.cqc.org.uk/public/v1/reports/87865a2b-b8d5-477a-9b96-77e377170d7f?20210115060533

		Barchester 		Castle Lodge Independent Hospital 		Hull 		NE46 4JR		Primrose Ward		Mental health disorders, acquired brain injury, cognitive impairment, complex and challenging behaviour, forensic step-down		Hospital- Mental health/capacity		Caring for people whose rights are restricted under the Mental Health Act, Dementia, Mental health conditions		Over 65 and Under 66		female		14						5				ERROR:#REF!		CQC "Good" rating in June 2019

		Elysium Healthacre Limited 		Bradley Apartments		Grimsby		DL2 1TS		Assisted accommodation 		Teatment of disease, disorder or injury and mental health conditions		Nursing homes		Learning disabilities and mental health conditions		Under 65		mixed		15						14				ERROR:#REF!		CQC rating "Requires Improvement" and  in Jnauary 2023		Bradley Apartments | Elysium Healthcare
https://api.cqc.org.uk/public/v1/reports/f3befb71-1508-46da-80e2-f51c5dd20b7e?20230125130000 

		Elysium Healthacre Limited 		Bradley Complex Care		Grimsby		DL2 1TS		Hospital - Mental Health/capacity		Learning disabilities and complex conditions such as a personality disorder, mental health problems and autistic spectrum disorders		Hospital- Mental health/capacity		Caring for people whose rights are restricted under the Mental Health Act, Learning disabilities		Under 65		mixed		22						20		1		ERROR:#REF!		CQC rating "Good" in May 2022		Bradley Complex Care | Elysium Healthcare
https://api.cqc.org.uk/public/v1/reports/4684339c-8272-47e3-a45a-1027ccbba728?20220519070046

		St Andrew's Court Health Care Limited		St Andrew's Court 		Hull 		DL2 1TS		Alexandra Unit and Riverside Unit		Mental illness, dementia, and neuro-disabilities including brain injuries, Huntington’s disease and Parkinson’s disease and physical disability		Nursing homes		Dementia, Mental health conditions, physical disabilities		Over 65 and under 65				15						20				ERROR:#REF!		CQC rating "Good", Well-led "REQUIRES IMPROVEMENT" in May 2023		https://api.cqc.org.uk/public/v1/reports/e33ab598-ac4c-40eb-949f-96a0013ff261?20230517120000 
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Chris Lanigan: Chris Lanigan:
Barchester describe this as an "older persons" ward which means that 65 is not a hard and fast lower age limit

https://api.cqc.org.uk/public/v1/reports/008ae455-4604-40c6-9d2d-4ec463cd5789?20190731120000https://api.cqc.org.uk/public/v1/reports/2ab9b7db-abec-4a89-b336-f9257dda62d7?20230807083037https://www.priorygroup.com/nhs/locations/priory-stockton-hallhttps://www.cygnetgroup.com/locations/cygnet-hospital-harrogate/https://api.cqc.org.uk/public/v1/reports/03c77b0c-e757-4028-a402-cc38d09fbbf5?20220722145542https://www.cqc.org.uk/location/1-125863173/inspection-summaryhttps://mentalhealth.barchester.com/locations/find-hospital/windermere-house-independent-hospital?utm_source=gmb&utm_medium=organic&utm_campaign=localhttps://mentalhealth.barchester.com/locations/find-hospital/castle-lodge-independent-hospitalhttps://api.cqc.org.uk/public/v1/reports/2ab9b7db-abec-4a89-b336-f9257dda62d7?20230807083037https://www.elysiumhealthcare.co.uk/location/bradley-complex-care/https://www.elysiumhealthcare.co.uk/location/bradley-apartments/https://api.cqc.org.uk/public/v1/reports/e33ab598-ac4c-40eb-949f-96a0013ff261?20230517120000
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€QC Rating March 2024

Place Patient Usually| Requires
Resides in Outstanding | Good Improvement | Inadequate |  Total
East Riding 4 14 3 26
Hull 1 8 15 25
North Lines 2 24 18 45
North Yorks 1 6| 1 8
NE Lines 3 6| 1 10
York 2 12) 4 18
Other 3 3
Total 13| 70| 50| 2| 135
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Out of Area Length of Stay: March 2024

Placement Type | Upto1Year | 1-2Years 2-3 Years 3-4Vears | 4-5Years | Over5Years | Total
Adult Acute 29 1 1 1 32
Older Adult Acute 5] 4 9|
Rehab 13| 25, 11 3 68|
LD 1) 1) 2
Autism 1
PICU 16| 1) 17|
Other 2 2 4]

Totall 66| 34 12 10| 4 133
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Out of Area by Placement Type
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‘Total Weekly Cost by Usual Place of Residence
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Total Weekly Cost by Placement Type
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Mental health High Impact discharge initiatives

I8

0.

Identiy the purpose of the admission, set an expected date of discharge (EDD) for when this purpose vil be achieved, and
‘communicate this with the person, family/carers and any teams involved in the person's care post-ischarge, e.. community mental health
team (CMHT) or crsis resolution home treatment team (CRHTT).

Complete care formulation and care planning at the eariiest opportunity with the person, and within a maximum of 72 hours of admission.

Identify any potential barriers to discharge early on in admission and take action to address these. Where appropriate action cannot be
taken, escalate this to the ICB Discharge Lead

Conduct daily reviews, such as the ‘Red to Green' approach, o ensure each day is adding therapeutic benefi for the person and s n fine
vith the purpose of admission

Hold Multi Agency Discharge Events (MADE) with key pariners on a reguiar basis, o review complex cases.

Ensure partnership working and early engagement with the person, family carers and teams involved in the person's post-discharge
support; agree a joint action plan with key responsibilties, for example for social care, housing, primary care, CMHT, CRHTT, etc

Apply 7-day working to enable people who are clinically ready for discharge to be discharged over weekends and bank holidays,
and allow people who require admission timely access to local beds

Identify common reasons and solutions to people being delayed in hospital, &.g. housing suppory/accommodation. Start by reviewing

« Those who are cinically ready for discharge but occupying beds

« Aduts and older adults ith a long length of stay (over 60/90 days for adulolger aduit admissions)
Communicate notice of discharge at least 43 hours prior o the person being discharged, 1o the person, their family/carers and any ongoing
support services.
Follow up to be carried out with the person by the CMHT or CRHTT at the eariiest opportunity and within a maximum of 72 hours of
discharge, to ensure the right discharge supportis in place.
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crisis assessment benchmarking.xlsx
Intro

		Methodology
One of the commitments of the ‘Expanding and better joining up new types of care outside hospital’ section of the UEC Recovery Plan is for “NHS England to undertake further evaluation of crisis assessment suites that have been opened in a number of areas as an alternative to emergency departments”.
The NHS England National Mental Health team has gathered both positive and cautionary feedback (Annex A), service specifications and evaluations from some longer established, as well as now de-commissioned services, and analysed these. This document, which we have worked with our national lived experience advisors to create, now sets out the principles and standards that we want to see upheld by Integrated Care Systems (ICS), local commissioners, and providers, if they choose to implement Crisis Assessment Centres locally. The review process included dedicated sessions with providers and many service leads, clinicians, and patients, including national-level partners, such as Royal Coll+A1ege of Psychiatrists and Royal College of Emergency Medicine.																						Alignment with community crisis pathway and liaison psychiatry services in Emergency Departments
It is the national expectation that local system will:

1. have a diverse selection of services that are co-produced with patients, people that support them (including paid and informal carers, friends and family) and local communities,
2.support and guide the patient to the correct level of care and intervention, according to their needs and
3.provide clarity as to which services are provided where, along with providing pathways to access these services reliably 24/7.                                                                                                                                                                                                                                                   It is our expectation that from April 2024 NHS 111 ‘select mental health option’ will be the main conduit of delivering access to age-appropriate crisis services, with well-established and linked-up services behind the front door. It is therefore important systems continue to focus their efforts and continue building their local offer on already established NHS Long Term Plan ambitions for crisis care, such as:
•ensuring that a 24/7 community-based mental health crisis response is available across England, with intensive home treatment available as an alternative to an acute inpatient admission.
•increasing alternative forms of provision for those in crisis where appropriate. Sanctuaries, safe havens, crisis houses, and crisis cafés can provide a more suitable alternative to A&E for many people experiencing mental health crisis, often provided by the voluntary sector for people whose needs might escalate to crisis point, or who are experiencing a crisis but do not necessarily have medical needs that require A&E admission.
•ensuring that no acute hospital is without a mental health liaison service in A&E departments and inpatient wards. By 2023/24, at least 70% of these services meeting the ‘core 24’ service standard as a minimum.
•continuing with national investment programme for mental health and ambulances, including mental health transport vehicles, training for ambulance staff and the introduction of nurses and other mental health professionals in Integrated Urgent Care Clinical Assessment Services / Emergency Operation Centres.
•every area having 24/7 age appropriate, crisis services for children and young people. The offer includes a comprehensive offer of crisis assessment, brief response and interventions and intensive home treatment.
Crisis Assessment Centres should operate as part of a networked model of urgent and emergency care, with referral pathways into emergency departments and mental health services as required (see Annex B for an example of pathway with and without the Crisis Assessment Centre).                                                                                                                                                              
Commissioners should evidence that Crisis Assessment Centres are delivering high quality and evidence-based interventions, by having an understanding of access, experiences and outcomes indicators obtained from local people accessing the centre and can be sustainably implemented as part of meeting LTP ambitions outlines above.																								What are we asking of Integrated Care Systems, commissioners, and providers
There will inevitably be variation between Crisis Assessment Centres, which have been co-produced with patients and people from their support networks, to meet the needs of different people and geographies. In the future, all facilities must have in common the offer of a therapeutic environment accessed through NHS111 ‘select mental health option’ or self-referral, including direct conveyance by ambulance or health-based transport, appropriate staffing, and timely access to mental health assessment and interventions where needed. Commissioners will need to consider local activity, demand management, and patient flow and throughput in the final specification of commissioned services. This will ensure that patients are directed to the most convenient service available to them, that can provide the intervention they need, that there is consistency of access, and that investment is targeted to meet demand.
We know that there will be some exceptions where there will be justification for offering a service that does not meet these standards, most likely in more rural or sparsely populated areas. These exceptions should be agreed on a case-by-case basis with NHS England regional mental health teams.
Commissioners, supported by NHS England regional mental health teams, should review current provision in partnership with local patients and people from their support networks, and carry out, impact and local health needs assessments against the standards and plan for each existing (or planned) facility, alongside current trajectories and plans for integrated UEC mental health pathways.





























		All centres, irrespective of local operational model will:
a)Ensure accessibility and reasonable adjustments for the local population, including autistic individuals and those with learning disabilities.
b)Foster co-production by engaging patients and their support networks in service design and regularly gathering feedback.
c)Provide convenient, 24-hour (or locally determined hours) support at easy to access locations staffed by a range of mental health professionals.
d)Establish a well-defined pathway for very urgent mental health support within 4 hours, accessible via multiple channels, including urgent MH helplines, NHS 111 ‘select mental health option’, and walk-in options.
e)Offer a safe, compassionate, therapeutic environment for rapid mental health assessment and intervention, with stays of up to 24 hours.
f)Ensure integration with local UEC mental health care services, collaborating with various providers, including VCSE and faith-led organizations.





















































HNY Crisis Provision Stocktake

		Place		Crisis Cafe								Sanctuary/Save Haven								Crisis Resolution Team/Home Treatment Team								24/7 Crisis Response Line								Psychiatric Decision Unit								Acute Day Service								Crisis House								Health Based Place of Safety								Other: Please State

		Place/CCG		Name		Open Hours		Capacity		Age		Name		Open Hours		Capacity 		Age		Name		Open Hours		Capacity		Age		Name		Open Hours		Capacity		Age		Name		Open Hours		Capacity 		Age		Name		Open Hours		Capacity		Age		Name		Open Hours		Capacity 		Age		Name		Open Hours		Capacity		Age		Type		Name		Open Hours		Capacity		Age

		Hull/ER										Mind/HTFT Crisis Pad		Mon-Thur1800-0200, 24 hours from Friday 1800-Monday 0600		4		18+		HTFT MH Crisis Intervention Team (MHCIT)		24 hours				18+ (all age out of hours)		Mind Help & Support Line (MHAST)		24 hours				18+		Avondale (Miranda House)		24-Jul		14		18+																		Miranda House 136 Suite		24 hours		2		All age		MH liaison service (HRI/CHH)		HTFT MHLS		24 hours				All age

		Hull/ER										Mind/HTFT CYP Safe Space		7 days 2000-0800		2		14-18		Home Base Treatment Team		8am-8pm?				18+		CAMHS Crisis		24 hours				under 18

		Hull/ER																		CAMHS Crisis		24 hours				under 18

		NEL		Navigo/NEL Mind coffee house (f2f & virtual)		1730-2330 7 days (virtual Mon-Fri only)														Crisis Home Treatment Team		24 hours				18+		Single Point of Access		24 hours				All age																		Field View Crisis House		24 hours		3 crisis beds & 2 respite beds. Up to 7 nights stay.		18+		Harrison House 136 suite		24 hours		1		all age		Emotional support telephone line		Lincsline		1700-1900 Mon-Fri, 24 hours Sat-Sun				16+

		NEL																		CAMHS (Young Minds Matter)		Mon-Fri 9-5 (OOH adult team?)				Up to 19th birthday																																		Harrison House CYP 136 suite		?		?		?		MHLS (DPOW)		Navigo MHLS		24 hours				all age

		NL										The Haven Safe Space		1600-0000 7 days				16+		CAMHS Crisis Team		24 hours				under 18		Single Point of Access		24 hours				All age																		The Haven (Mind)		24 hours		4 crisis beds, up to 7 nights stay. 		18+		Great Oaks 136 suite		24 hours		1		18+ (Under 18s go to ED)		Support Line		The Haven		1600-0000 7 days				16+

		NL																		Adult Crisis Team		24 hours				18+																																										MHLS (SGH)		RDaSH MHLS		24 hours				18+

		NY																		TEWV all age MH support and crisis response		24 hours				All age		All Age MH Support line		24 hours				All age																										Foss Park		24 hours				all age		MHLS (York & scarb/Harrogate)		TEWV MHLS		24 hours				all age

		NY		Scarborough Survivors crisis café and tel support		1930-0100 7 days				16+										TEWV all age MH support and crisis response		24 hours				All age		All Age MH Support line		24 hours				All age

																																																																				MHLS (York & scarb/Harrogate)		TEWV MHLS		24 hours				all age

		York & Selby										York Safe Haven		Mon-Fri 1800-2200, Sat-Sun 1200-2200				16+		TEWV all age MH support and crisis response		24 hours				All age		All Age MH Support line		24 hours				All age																										Foss Park		24 hours				all age		Online/text support service for people who self harm and/or have suicidal thoughts		Qwell		1200-2200 Mon-Fri, 1800-2200 Sat-Sun











































Definitions





Minimum Standards Bencharking

		Crisis Assessment Centre																										Definition of a Crisis Assessment Centre
Crisis Assessment Centres are specialist NHS services / facilities that operate alongside emergency departments to provide access to high quality, safe and compassionate care that interfaces across all internal and external agencies, for those in mental health crisis. Crisis Assessment Centres will be usually accessed via self-referral, direct referral from other UEC mental health services, or ‘a walk-in’ where patients choose to do so. Services will be led by a consultant / nurse consultant, in easy-to-access locations, in close vicinity to emergency department(s), ideally co-located with other mental health services, including crisis teams, inpatient facilities and community mental health teams.                             TO NOTE - the centres are comprehensive specialist services that operate 24/7, and offer a wider range of support/interventions, while other crisis services, such as Crisis Cafes/Sanctuaries/Safe Havens focus on providing immediate support during targeted hours with focus on peer and community support. The choice between these services will depend on the severity/acuity and timing of crisis and the services available in the area.



		Minimum Standards				Place

						Hull		ER		NY		York		NL		NEL		Comments/Gaps/Mitigations

		1		All elements of the Crisis Assessment Centres, including their creation, location, and environment should be co-produced, through an equal partnership with patients and the people who support them, including paid and unpaid carers, friends, and family members. They should be involved in the ongoing review, management, and evaluation of the crisis centres and supporting services. This should be supported by a range of paid lived experience roles at all levels of a provider and commissioner.

		2		Crisis Assessment Centres should be open 24 hours a day seven days a week or during locally determined hours1, including bank holidays, to maximise their ability to accept ‘walk-ins’, self-referred via telephone or streamed and redirected patients, for example, those conveyed by an ambulance, who would otherwise attend an emergency department.

		3		Crisis Assessment Centres should be open to self-referral; however, patients and the public should be actively encouraged to use the telephone to ring a local urgent MH helpline or access crisis care support via NHS 111 ‘select mental health option’ whenever an input from UEC MH services is needed, with access via NHS 111 ‘select mental health option’ becoming the default option from April 2024 nationally.

		4		Crisis Assessment Centres, working in partnership with urgent MH helplines and NHS 111 ‘select mental health option’ pathway, should promote access to various self-care resources and use crisis alternative services, such as crisis cafes, sanctuaries, safe havens, and crisis houses, whenever it is appropriate and safe to do so. Crisis Assessment Centres should promote Hub of Hope as a main national signposting tool of mental health services in England.

		5		Crisis Assessment Centres should ensure that there is an effective and well-thought-through approach to managing all incoming activity, either through ‘walk-ins’ or streaming/redirection from other services, such as emergency departments or conveyance by ambulance, health-based transport or police2

		6		Crisis Assessment Centres should be conducting brief clinical assessments of all patients first to make sure there are no identified physical health needs (in most cases this will include non-urgent, routine diagnostics, and a basic level of medical interpretation, at a similar level to an inpatient psychiatry ward – for example an ECG or basic blood tests prior to initiating antipsychotic treatment). Following that a patient will be able to receive an assessment of their mental health needs and risks and be offered an appropriate care plan and support to access the right care pathway, within four hours from the time of arrival.

		7		Staff in Crisis Assessment Centres will be equipped to support individuals in mental health crisis, and as bare minimum this may include the following interventions: Mental Health Assessment (driven by patient need and not clock start and stop times and are person-centred/personalised through providing a holistic assessment of need that takes into account biopsychosocial factors which may have impacted on the individual’s mental health) and intervention, formulation of risk, onward planning for the patient and include actively addressing social crisis factors, e.g. homelessness support, debt advice, emergency loans, support with family disputes etc. as well as access to medicines review and prescribing.

		8		Crisis Assessment Centres are an inclusive space and therefore are open to everyone, this includes minor substance use or apparent intoxication and these won’t be perceived as barriers to receiving a service. Anyone who appears to be under the influence of substances and presents in crisis should be invited for assessment if the clinical risk is determined as such.

		9		The environment in Crisis Assessment Centres are conducive to appropriate assessment and therefore improved patient experience and outcomes (e.g. consider access to food, rest/sleep facilities for people overnight, changing/showering facilities, access to toiletries, change of clothes etc.). It is purposely designed to be calming, safe and therapeutic and has been designed in conjunction with patients and people from their support networks. It is expected that patients won’t be staying at the Crisis Assessment Centres for longer than 24 hours.

		10		An appropriately trained multidisciplinary mental health workforce will be deployed whenever the Crisis Assessment Centres are open. The Crisis Assessment Centre will usually be a consultant/nurse-led service. Where the Hub is co-located with an emergency department there may be justification for joint clinical leadership from a liaison psychiatry consultant

		11		Where Crisis Assessment Centres are not available on/are close proximity to emergency department site, clear access protocols should be in place for when and under what circumstances it is appropriate to convey patients to separate facilities, with patient choice upheld at all times. Commissioners will need to consider patient flow through UEC MH system with consideration of appropriate estate which may not always be available.

		12		All Crisis Assessment Centres must have direct access to local mental health services, such as through the on-site provision of liaison mental health services where services are co-located with acute trusts or linked/co-located with community-based crisis services, such crisis teams, inpatient wards, urgent MH helpline/SPA, community mental health teams.																								file:///C:/Users/GWILLI~1/AppData/Local/Temp/MicrosoftEdgeDownloads/0594a839-dae4-4c69-bfbe-bc0b85a97de5/Crisis%20Assessment%20Centres%20-%20Principles%20and%20Standards.pdf

		13		Crisis Assessment Centre will work in partnership with other providers and services to ensure safe, planned, and joined up care in the local system. The developed pathways will ensure seamless and smooth transitions between services to avoid people slipping through the net. The service will adopt and maintain a ‘hands-on’ approach to care with clear lines of accountability with clearly identified lead clinicians.

		14		Crisis Assessment Centres should make capacity, waiting time data and outcomes available to the local health and social care economy in as close to real-time as is possible for the purposes of system-wide capacity management. Local people should be supported to hold providers to account for this performance.

		15		Crisis Assessment Centres should carry out an equality impact assessment (EIA) to consider all equalities issues. Considerations include providing the necessary range of services to enable people with communication challenges to access British Sign Language, interpretation, and translation services, they are located near disabled parking bays and public transportation options, ensuring that all areas of a crisis centre are wheelchair accessible and that they provide access to gender-neutral toilets, and hearing facilities and ensuring that they are considerate to the needs of the neurodivergent population, who may have sensory reactivity, communication/interaction difficulties, anxiety about uncertainty, preference for sameness and/or executive functioning difficulties and may be managing their social presentation to try and minimise or mask autistic traits from others.

		16		All Crisis Assessment Centres should collect quantitative and qualitative data, including patient experience, information on who is accessing the centres, by protected characteristics. This locally collected data should be used in a process of continuous quality improvement, to advance mental health equality, and in the ongoing refinement of the service.

		17		All staff working in Crisis Assessment Centres should receive training and be able to actively manage safeguarding interventions – e.g. support victims of sexual violence or domestic abuse with access to sexual assault referral centres, advocates, refuges. Patients should never be discharged back to an unsafe environment, with a safeguarding referral form sent to the local authority.

		Data Flow and Reporting				Hull		ER		NY		York		NL		NEL		Comments/Gaps/Mitigations

				All providers of Crisis Assessment Centres are required to implement the use of the clinical response priority types, and in particular the use of ‘very urgent’ referrals category (N.B. Crisis Assessment Centres are required to respond to people in crisis within 4hrs from request for service mirroring response times in A&E) with all of these followed by a face-to-face response and reflected in referrals with a face-to-face contact in the MHSDS.

				For all patients streamed to Crisis Assessment Centres from emergency departments there should be a recorded episode on the electronic patient record (EPR) and include a discharge status from ED, discharge destination and safeguarding information where relevant.

		Equality & Reucing Health Inequality

				From the inception of the development of Crisis Assessment Centres, all the way through to evaluating the delivery of them, there should be an up-to-date Equality Impact Assessment (EIA).5
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Crisis
Assessment
Centre

Specialist NHS services / facilities that operate alongside emergency
departments to provide access to high quality, safe and compassionate care that
interfaces across all internal and external agencies, for those in mental health
crisis. Crisis Assessment Centres will be usually accessed via self-referral via,
direct referral from other UEC mental health services, or ‘a walk-in’ where
patients choose to do so. Services will be led by a consultant/nurse consultant, in
easy-to-access locations, in close vicinity to emergency department(s), ideally co-
located with other mental health services, including crisis teams, inpatient
facilities and community mental health teams.

TO NOTE - the centres are comprehensive specialist services that operate 24/7,
and offer a wider range of support/interventions, while other crisis services, such
as Crisis Cafes/Sanctuaries/Safe Havens focus on providing immediate support
during targeted hours with focus on peer and community support. The choice
between these services will depend on the severity/acuity and timing of crisis and
the services available in the area.
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Crisis Café/Safe
Haven/Sanctuary
Service

Crisis cafés offer mental health support to people, often in the evenings and
weekends, when they may need help most. They aim to support people to reduce
any immediate crisis and to safety plan; drawing on strengths, resilience, and
coping mechanisms to manage their mental health and wellbeing. As well as
offering support, professionals may also be able to refer and direct onwards to
further services if required.

A sanctuary or safe haven provides a safe, homely place for individuals
experiencing crisis to go as an alternative to attending A&E. Primarily a physical
location of safety, offering practical and emotional support during the evening
(although they don’t provide accommodation), they often include access via a 24-
hour crisis support line / NHS 111 ‘select MH option’.

These services are typically (but not exclusively) provided by voluntary sector
providers and tend to be staffed by a mixture of voluntary sector, support / peer
support workers, and may sometimes have input from qualified NHS and Local
Authority staff.
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Crisis Resolution

Teams that provide functions of urgent and acute mental health care in the

Team/Home community. This typically includes urgent mental health assessment, gatekeeping
Trea?ment inpatient admissions, intensive home treatment as an alternative to admission, as
Service well as facilitating early discharge from inpatient care.
It may be more common for children and young people’s crisis teams’ services to
combine all the functions described above. These teams may also include an
assertive outreach function.
24/7 Crisis Teams that support those in crisis via the telephone with 24/7 face-to-face
Response Line assessment available where needed.
Psychiatric A psychiatric decision unit (PDU) is a dedicated mental health acute assessment
Decision Unit unit, providing an additional facility for an enhanced assessment and offering
Service short-term support to people in mental health crisis. People are typically referred

to such units from A&E or another urgent mental health service, as a place of
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respite for those experiencing acute and complex mental health crisis, for whom
inpatient admission is being considered.

They are predominantly assessment units, staffed by qualified NHS staff with
overnight facilities (typically for up to 48/72 hours) for the assessment and
development of treatment plans. The reduction in time pressure enables the
service user to think through more clearly the nature of their crisis and the sort of
help they need to recover, both over the short and long term, and gives clinicians
time for more thorough, ongoing assessment, and sometimes for the crisis to
resolve or reduce. This enables treatment plans to be tailored to the needs of the
service users, making full use of community services, and potentially less likely to
result in an inpatient episode.
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Acute Day
Service

Acute day services provide assessment and treatment to people experiencing a
mental health crisis who would otherwise require admission to an inpatient
service. People can also be referred to acute day services to shorten their time
spent in an inpatient setting.

The treatment that is provided in acute day services should be the same as that
which could be accessed in an inpatient service. These services can be provided
as a part of an acute hospital unit or as a separate unit. In some areas, they can
also support relapse prevention or recovery work for people in community
services who would not otherwise need the intensity of support or treatment from
a Crisis Resolution Home Treatment Team (CRHTT).
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Section 117 — what is it and why is it important for discharge?
Section 117 (of the mental Health Act 1983) places legal obligation for the NHS and local authorities to provide after
care for people who have been detained under certain qualifying sections of the Mental Health Act.

It exists to guarantee support and services to people after being discharged and is used as a mechanism to try to
avoid or minimise the person being readmitted to hospital.

After care is defined as both:
“(a) meeting a need arising from or related to the person’s mental disorder;

and
(b) reducing the risk of a deterioration of the person’s mental condition (and, accordingly, reducing the risk

of the person requiring admission to a hospital again for treatment for mental disorder).”
(MHA section 117 / Care Act section 75 (5)

Section 117 applies to Section 117 does not apply t

Section 3 (admission for treatment) People detained in hospital for assessm:
Section 37 (‘hospital order’) — includes s.37/41 under Section 2

Section 45A (where a criminal court imposes a prison sentence but directs, they People detained in an emergency under
start their sentence in a psychiatric hospital for treatment) Section 4

Sections 47 and 48 (the transfer of prisoners to hospital) People detained while already in
Includes those on leave (s17) who have left the hospital to live somewhere else hospital under Section 5(2)

(but not for purposes of escorted day trips into the community) People who were not detained under
Those subject to Community Treatment Orders (CTOs) any formal MH Act section (informal
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Mental Health Services Inpatient Survey  


October 2023-March 2024 


Please note: the dates used for reporting purposes are reflective of the date on which the survey 


was completed and not when the stay occurred. 


For the period 1st October 2023 to 31st March 2024, a total of 11 responses were received (All 


responses relate to Westlands). 


 


 


 


 


0 2 4 6 8 10 12


Q8. Do you feel you have been given enough privacy?


Q7. Does the food meet any dietary requirements you may have?


Q6. Is the food a good standard?


Q5. Did you feel safe on the unit?


Q4. Have there been any disturbances which have concerned you?


Q3. Soon after arriving on the ward, did a member of staff tell you about
the daily routine such as meal times and visiting times?


Q2. When you arrived on the ward, did you feel that staff knew about
you and any previous care you have received?


Q1. Is there anything we could have done to improve your experience of
admission to the ward?


Section 1 - Your Admission


Sometimes No Yes


0


1


2


5


3


Q9. On a scale of 1-5 (1 is very poor and 5 is very 
good), how clean was the environment, including 


your room, toilets and bathroom?


1 star 2 stars 3 stars 4 stars 5 stars







Q10. Is there anything we can do/could have done to improve maintaining 
contact with your family/loved ones? 


Nothing to note to hear 


I don't speak to my family about it  


currently happy with it. 


Have a discussion with that family what they want, Staff AP was good with regards to contact 
however it would have been better if there was more.  I didn't get enough updates from other 
members of staff however. g  


No that has been positive so far  


No 


No 


The contact with the ward and the staff has been really positive as they keep me informed on 
what is happening and offer me support.   


No not needed.  


Well no because I’ve been quite lucky the nurses in the office have kept my husband up to date, 
and that’s what that needs. 


 


 


Q13. If you have been offered support from a Peer Support Worker or 
Volunteer on the ward, how was this? Could anything have been done 


differently? 
Happy to continue to work with them as they have been supportive.   


im not sure how they work 


No, due to Peer Support been on leave. It would be a positive experience to have another one on 
the unit.  


It was nice to give feedback  


See more often 


Just started so will see how it goes.  


0 2 4 6 8 10 12


Q12. To your knowledge, has any support been offered
to your family/or those who support you, following


your admission?


Q11. Have you had any help to organise your home
situation? (e.g. payment of bills, looking after pets,
taking care of relatives, keeping in touch with work)


Section 2 - Supporting You and Your Loved Ones


Not Required Don’t Know No Yes







Its good they are here to talk about this stuff 


Yes, it has been great to talk to them.   


I like going out with them as they don’t wear uniforms. 


It would have been nice to do more sessions 


 


 


 


 


 


0 1 2 3 4 5 6 7 8 9


Q18. Do you feel that staff understand that recovery is
a unique, personal journey for each individual?


Q17. Do you feel confident and have trust in the staff?


Q16. Do you feel that staff have treated you fairly, with
respect and dignity?


Q15. Do you feel listened to by staff?


Q14. Do you feel that the ward staff are approachable?


Section 3 - Ward Staff


Don't Know Sometimes No Yes


0 1 2 3 4 5 6 7 8 9


Q22. Do you feel enough care has been taken around
any physical health problems you may have? (e.g.


diabetes, asthma, heart disease)


Q21. Are there enough activities offered for you to do
during your stay?


Q20. Were you involved as much as you wanted to be
in regard to your care and treatment?


Q19. Do you feel that your care was centred around
you and your needs?


Section 4 - Your Care and Treatment


Don’t Know No Yes







 


 


 


  


0 1 2 3 4 5 6 7 8


Q24. Have you been offered written information to
support any medication change?


Q23. Has the purpose and any possible side effects of
any new medication been explained to you in a way


that is easy to understand?


Section 5 - Medication


Don’t Know No Yes


0 2 4 6 8 10 12


Q27. Do you feel that your age, gender, ethnicity,
religion, sexual orientation or disability (if relevant)


has affected your care and treatment?


Q26. Are you aware of how to make a complaint,
should you need to?


Q25. During your admission, have your rights been
explained to you in a way that is easy to understand?


Section 6 - Your Rights


Don’t Know No Yes
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5


1


Q28. Overall, how was your experience of our service? 
(where 1 star is poor and 5 stars is excellent)


1 star 2 stars 3 stars 4 stars 5 stars
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Risk Register Inpatient Assurance and Oversight 2024.xls
new format

		

				MHLDA Inpatient Oversight and Assurance Risk Register

				Risk ID		Workstream		Date Reported		Reported by		Risk Description		Impact		Likelihood		Risk Score		Remedial Actions		Status		Last Review Date		Risk Actionee		Risk Owner

				1		MHLDA Inpatient		3/18/24		GT		Programme capacity - partciluarly clinical leadership to support repatriation plans and quality oversight		Major		Likely		20		Working with Place/Providers to try and identify capacity		Open		08/05/2024		MHLDA Oversight & Assurance Group		MHLDA Oversight & Assurance Group

				2		MHLDA Inpatient		3/18/24		GT		Delayed confirmation of MHLDA funding allocation 24/25		Moderate		Likely		12		Collab working through process with place an providers to agree funding priorities.		Open		08/05/2024		MHLDA Collab		MHLDA Oversight & Assurance Group

				3		MHLDA Inpatient		5/8/24		GT		Case management capacity		Major		Likely		20		Working with complex care directorate to understand capacity/demand. Potential additional resource to be recruited once SDF confirmed		Open				Denise Nightingale/Alison Flack		MHLDA Oversight & Assurance Group

				4		MHLDA Inpatient		5/8/24		GT		News articles published raising significant concerns of 2 independent sector providers - Priory Cheadle and Cygnet Wyke. HNY patients placed in these.		Major		Possible		12		Information shared with responsible case manager and deputy DoN. Also with wider system providers to action caution on future placements. Decision log to be established recording decision to place when placing in inadequate/requires improvement providers with mitigating assurance processes outlined		Open				GT/MH Providers		MHLDA Oversight & Assurance Group

				5		MHLDA Inpatient		May-24		Providers		Safer staffing due to levels of acuity		Moderate		Likely		12		Review of staffing under workforce workstream		Open
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MH rehab objectives.TOR.docx
Mission 

To improve patient outcomes by maximising their independence in the community through optimising the structure of the inpatient and community mental health rehabilitation pathways.



Key terms of reference in line with current best practice guidelines. 

· More people with rehabilitation needs being supported in the community as opposed to inpatient facilities.

· Provision of local rehabilitation care pathways/ intensive Assertive community support for people with complex mental health needs. 

· Offer inpatient facilities to the right patient population. 

· More people in settled accommodation, striving towards independent living with support packages.

· “Good “rehabilitation services operate as a whole system that includes a range of other agencies and organisations. To Work closely with Local authorities & VCSE, Housing organisations in order to establish partnership working.



· No increase in the number of ‘out of area’ placements for this patient group (unless clinically appropriate). Aim to reduce the subsequent use of expensive out of area placements (OOA) and promote the social inclusion of these people closer to home. it was recognised that the needs of the people remaining in out-of-area rehabilitation placements may not immediately be met by existing local community services.



· Recommend the cease of the term ‘locked rehabilitation unit’ as per best practice guidelines. No future commissioning of OOA placements in existing Locked rehabilitation units. 

· Achieving measurable improvements for service users and their families

· Explore financial efficiencies in line with cost improvement initiatives.

· Improved rates for recovery measured through evidence based tools.
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Services that make
referrals to local
rehabilitation services

* Medium secure forensic
mental health units
(regional)

 Low secure forensic
mental health units
(regional)

 Psychiatric intensive
care units (local)

® Acute inpatient units
(local)

Local inpatient mental
health rehabilitation
services

Low secure rehabilitation
unit (30% of NHS Trusts
provide these locally)

High dependency
(high support)
rehabilitation unit
(hospital based)
v
Community
based ‘inpatient’
rehabilitation unit

Long-term high dependency
(high support) rehabilitation
unit (hospital based)

Longer term complex

care unit (hospital or
community based)

Community services that support
rehabilitation and recovery from complex
mental health problems

PRIMARY CARE

SECONDARY COMMUNITY MENTAL
HEALTH AND SOCIAL CARE SERVICES

Community Mental Health/Recovery Team
Primary Care Liaison Team

Supported
accommodation

Other services that support
social inclusion

* Nursing/residential care e Vocational rehabilitation
(sheltered and supported
employment, voluntary
work, welfare benefits
advice)

* Supported tenancies
(support on-site)

* Supported tenancies
(floating outreach )

|

Independent tenancies

Education

Advocacy services

Peer support






image2.png

Appendix 1: Types of inpatient rehabilitation unit that might be commissioned by a clinical commissioning
group (as recognised by the Joint Commissioning Panel for Mental Health)®

Community

[Peopie who cannot be discharged | People who have not progressed from high
ety from high dependency due to | dependency rehab unit. High levels of
ongoing compiex needs. Most refemals | dabiy and sk Co-morbed senous.
come from high dependency rehab or | physical health problems are common. Mix
acute wards. of detained and voluntary patients.
Faciating urther ecovery, managing _ | Longer tern rehabitation

for high dependency and commundy rehab

placements to local services. activites (eisure, vocatonal).

Recovery | Move on 1o communty rehabifaion Uni | Move on {0 suppored accommodation | Host move 1o Supporied accommodation

goal o supported accommodation. o residental care.

Location | Usualy hosptal based [Commundy based [Hosptal campus o communty

Lengthof |13 years T2years 510 years

stay.

Functioning | Domeste senvces [Seffcatering, cleaning, lundry, [Comesii services
provided, but ADL skils encouraged | budgeting etc with staff support rovided and ADL skils encouraged
through OT theough OT
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