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Foreword

We are pleased to introduce this best practice service assessment
Framework ‘for a safe and efficient model for people experiencing a mental
health crisis during the Covid-19 surge/winter pressures period. It has been
developed following an analysis of the experiences of mental health services
across London over the past few months, and with the input of a large number of
professionals and clinicians.

It honours the commitment made to the Mental Health Crisis Concordat ‘to work
together to improve the system of care and support so people in a crisis
because of a mental health condition are kept safe and helped to find the
support they need, whatever the circumstances in which they need help and
form whichever service they turn to first'.

During the first wave of Covid-19 pandemic to deal with emergent issues, new
models of emergency mental health crisis units have been rapidly put in place by
service providers. However, there has been considerable variation of approach,
due to different local contexts, but also due to the paucity of research evidence
available regarding optimal models for crisis care, and the lack of best practice
guidelines. This framework brings together the experiential knowledge or
working practitioners combined with the limited available published evidence.

This Framework has been informed by

» Avrapid review of the learning from the models put in place since March 2020
by the London mental health trusts

» Engagement with services users and staff from the mental health trusts and
acute emergency departments in London

* The Mental Health Crisis Care Concordat - February 2014

» Access to mental health inpatient services in London (all ages). A compact
between London’s mental health and acute trusts, local authorities, CCGs,
NHS England, NHS Improvement, London Ambulance Service and Police
services - June 2019

* Mental Health Compact Diagnostics Report - October 2019

The foundation of this Framework is based on the principle that we all need to act
as leaders to learn from our experiences and to drive continual improvements.
Together we can ensure people who are experiencing a mental health issue who
require mental health crisis treatment, are treated with urgency and respect, in a
place where they feel safe and with staff who understand their needs.

It enshrines the good practice of continuous quality improvement and we will
need your support in collecting data. NHSE/I's commitment to you is to utilise the
data collected by all of you against this Framework, to understand the lived
experiences of service users, the challenges and opportunities that have arisen,
and the sustainability of these models. We will share the learning and insights
gathered in order to inform future service provision, best practice guidelines, and
future research.

Martin Machray Malti Varshney
Joint Regional Chief Nurse and Director, Clinical Network and
Clinical Quality Director/Covid-19 Clinical Senate

Incident Director
NHS England & Improvement - London Region
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About AHSNS

The report has been developed in partnership with two of London’s Academic
Heath Science Networks (AHSNSs): The Health Innovation Network (south
London) and UCLPartners (north central and north east London).

There are 15 Academic Health Science Networks (AHSNSs) across England,
established by NHS England in 2013 to spread evidence-based innovations at
pace and scale, to improve health and to generate economic growth. Each AHSN
works across a distinct geography serving a different population in each region.

As the only bodies that connect NHS and academic organisations, local
authorities, the third sector and industry, AHSNs are catalysts that create the right
conditions to facilitate change across whole health and social care economies,
with a clear focus on improving outcomes for patients. Although AHSNs are small
organisations, this ensures we remain flexible and responsive to emerging
opportunities and challenges, and we facilitate large regional networks. The
impact of AHSNSs rests in our ability to bring people, resources, and organisations
together quickly, delivering benefits that could not be achieved alone.
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Dr Michael Holland: Medical Director: South London and Maudsley NHS
Foundation Trust

Professor Steve Pilling: Research Department of Clinical Health and Educational
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Matthew Trainer: CEO: Oxleas NHS Foundation Trust and Co-Chair: London
Mental Health Urgent and Emergency Care Board
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Background

In January 2019 the NHS Long Term Plan made a number of commitments to improving crisis
care nationwide, including working towards 24/7 community-based response, improved liaison
services meeting ‘core 24’ service standards, and increasing alternative forms of provision for
those in crisis. More recently for London, the Mental Health Compact Diagnostics report,
identified that more than half of the people who went to emergency departments (EDs) for help
because of their mental health waited more than four hours to get the right care. The report
stated, ‘It is clear these patients are not receiving the care and support they need in a coherent
and consistent basis’. (Pg. 36, see References for report)

Against the backdrop of these long-term challenges, the rapid response to COVID-19 has
accelerated change in crisis pathways across London. To mitigate the infection risk posed to
people attending Emergency Departments (EDs) during the COVID-19 first wave, London’s
NHS Mental Health Trusts rapidly established new services - named ‘mental health emergency
departments’, ‘ED diversion hubs’ or ‘crisis hubs’ — to enable people with mental health needs
to be assessed in temporary spaces separate from ED’s. While many were temporary, others
continue to operate, and all areas remain on standby to reinstate diversion measures over
winter 2020/21 in the continuing context of the COVID-19 pandemic. For consistency, the term
‘Mental Health Crisis Hub’ has been used throughout this report.

The London Regional Team, led by the Senior Responsible Officer Martin Machray, were keen
to evaluate these rapidly implemented Mental Health Crisis Hubs; firstly, so that any lessons
learnt could inform practice for winter 2020/21 during wave 2 of the pandemic, and secondly, to
inform the optimal provision of mental health crisis care over the longer term.

An initial review of local reports from the Mental Health Trusts in London regarding the
changes was undertaken by the three London AHSNs (phase 1 of this project), working as part
of the London-wide Evaluation Cell. This initial work (carried out in September 2020) found that
the implemented service models were highly variable. The information collected by these
rapidly deployed services was neither comprehensive nor comparable, which meant that it was
not possible to conduct the robust evaluation that the Regional Team had sought. In addition,
due to the paucity of evidence around models of crisis care, there are no agreed standards of
best practice, against which existing services could be evaluated.

However, the initial review and analysis did provide some useful insights into service provision
models which were felt to be valuable to inform key principles of future delivery. It also
identified some areas of concern that had been raised, for example with regard to safety.

Based on the insights gained in Phase 1, and the lack of recognised best practice models, the
AHSNs proposed a Phase 2 of the project, which would bring together the clinical service
providers from across London to work together to co-design a “best practice service
assessment framework” which could help the Mental Health Trusts to modify and improve their
local models, and use agreed metrics to monitor standards of delivery throughout the winter
period.

NHS England and NHS Improvement (NHSE/I) London commissioned London AHSNSs, to
develop this Framework.

The purpose of this best practice assessment Framework is to:

(i) address areas of concerns highlighted from the AHSN review of these new services
implemented during the first wave of COVID-19, by identifying the key indicators that all
Mental Health Crisis Hub services should adhere to.

(i)  provide a minimum dataset for collection by these new services going forwards, to enable
collection of data that is comparable and comprehensive and proportionate in order to
facilitate meaningful evaluation that supports ongoing service development.

Implementing Mental Health Crisis Hubs based on this Framework, and monitoring the key
metrics over the coming months, will enable evaluation across London. This will both develop
evidence to shape future guidance around mental health crisis and highlight any need to
prioritise funding for further research.


https://www.longtermplan.nhs.uk/online-version/chapter-3-further-progress-on-care-quality-and-outcomes/better-care-for-major-health-conditions/adult-mental-health-services/

Scope

Foreword

This assessment Framework has been developed for use by Mental Health Crisis
Hubs (also referred to as mental health emergency departments, ED diversion
hubs, mental health urgent care centers).

It t
About AHSNs & does not cover

Acknowled t . L
crnowiedgments - Assessment of children or young people (aged 18 and under) as it is

recognized there are specific additional considerations for the assessment
and management of young people at the transition of care.

- Consideration of system-wide constraints on service delivery relating to
inpatient bed capacity.

Background

The principles of the Framework could be applied to other services who assess

service users presenting in mental health crisis.

Scope & How this framework was developed

framework

development
To ensure this Framework is available for services in time for the 2020/21 winter

period, the project team have drawn on a range of rapid methods to inform its
development, including:

Issues to be » Avrapid review of the Mental Health Crisis Hub reports submitted from 9 London
resolved NHS Mental Health Trusts to NHSE/I regarding their experience from Wave 1 of
COVID-19

» A series of pre-workshop interviews with clinical and/or service leads from 8 of
the Mental Health Trusts and other stakeholders with expertise in mental health
crisis pathways
Quiality » A workshop inviting a wide range of stakeholders including Mental Health Trust

Framework Executive leads, Clinical Directors, Service Directors, Approved Mental Health

dimensions Professional, and clinicians directly involved in delivering the service, service
user representatives and Emergency Department directors

* Areview of key relevant policy documents and other literature (see references).

How to use
Framework This Framework should be treated as an iterative document to be reviewed and
& delivery refined once it has been tried and tested.

indicators
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Issues to be resolved

Given the rapid development of this Framework, there remain a number of issues
that have not been resolved and require consideration when implementing local
data collection:

* The funding and sustainability of these models

» There is no one single data source for these new services where they span both
emergency departments and mental health as there is no interoperability of trust
data systems.

* The responsible authority for CQC registration is unclear and needs to be
clarified. An interim pragmatic approach taken in some areas is that this is
considered by location, i.e. that services located on an acute site fall under acute
trust’s registration, those on a mental health site fall under the Mental Health
Trust’s registration.

« Administrative processes to support collection of routine data

* The integration and/or impact on Liaison Psychiatry and other mental health
crisis commitments in the NHS Long Term Plan

» The integration with existing mental health crisis pathways.



Quality Framework

The Institute of Medicine (IoM) identifies six dimensions of healthcare quality and
whilst there is no universally agreed definition to quality, loM defines it as:

Foreword

‘The degree to which health services for individuals and populations increase the
likelihood of desired health outcomes and are consistent with current professional

knowledge.’
The six dimensions are;

Avoiding harm to patients from care that is
intended to help them

About AHSNs &
Acknowledgments

Background

Safe

Scope &
framework
development

Timely

Reducing waits and sometimes harmful delays

Effective
Providing services based on evidence and which

Issues to be .
produce a clear benefit

resolved

Efficient
Avoiding waste

Quality
Framework
dimensions

Equitable
Providing care that does not vary in quality

because of a person’s characteristics

How to use
Framework
& delivery
indicators

Person-
centred Establishing a partnership between practitioners
and patients to ensure care respects patients’
needs and preferences

Monitoring,
Evaluation and

Review The Framework focuses on each of the six dimensions and has been applied to

mental health crisis.

Abbreviations &

References
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How to use this Framework

The Framework should be read as a whole, no one quality dimension stands
or should be monitored alone.

In completing the requirements of the Framework and the data to be collected, we
have taken a pragmatic and proportionate approach. Several elements may well
have been incorporated in more than one quality dimensions e.g. ‘time to
assessment’ could be included in all dimensions. For ease of completion such
measures are only within one dimension, e.g. all aspects related to time are
captured within the ‘Timely’ quality dimension. The person-centred quality
dimension includes all the other 5 quality dimension that directly relate to person
centred care. There are two indicators that require data from ED, for ease of
recognition these appear against a blue background.

We advocate that peer support workers and/or service users are enlisted to engage
and design a service user survey, carer representatives to be involved in the carer
survey and staff representatives (from all grades) are engaged to design a staff
survey.

Framework delivery indicators

Safe
Timely
Effective
Efficient

Equitable

A

Person-centred



Safe

Avoiding harm to service users from care that is intended to help them
Keeping staff safe

Indicator Definition Frequency |Data source
Risk assessment taken place, based on population prevalence and Evidence of
Risk Mental Health Crisis Hub environment, to include service user and staff | Once/as MH Trust Risk
Assessment | requirements to be safe, effective, efficient, timely, person centred and | required Assessment
equitable. document
Evidence of
- o . . Once /as MH Trust Risk
Provision of security is proportional to risk assessment .
required Assessment
document
Securit i
’ Training of security staff. NB needs to be included as a requirement in i Security
_ . Induction company
contract with security company Irefreshers Training
e Mental Health awareness asrequired | records
J Restraint
. . Evidence of
Transport protocol and pathway in place with London Ambulance
. . . Transport
Service (LAS) and or transport services to ensure safe and timely
. Protocol and
transport to and from Mental Health Crisis Hub
Pathway
T i Oncelas
ranspor Training of LAS/transport staff. NB needs to be included as required LAS /Transport
requirement in contract with Transport company company
e Mental Health awareness training
e  Restraint records
Training requirement to be in place, and recorded for each staffing role Induction
and grade by all staff in the Mental Health Crisis Hub to include: Irefreshers
. Mental health awareness training as required
Staff . Mental Health Act/legal legislation q MH Trust
Trained . Relevant physical health training Training
. Suicide Prevention Training Records
) Restraint Month
. Knowledge of all the quality measures requirements in this .y
Framework reporting
Number of Incidents (to include alleged). Which may include but not
limited to:
Violence e Acts of Violence .
and _ e  Aggressive incidents Weekly Datix
Aggression |, Assault
. Harassment
o Sexual Violence
Number of incidents of self-harm recorded as:
o . attempted suicide
Suicideand |, acqual self-harm Weekly Datix
Self Harm e alleged/suspected self-harm
. attempted self-harm
° Number of suspected suicides
Restraint Number of incidents recorded where restraint has been used. Weekly Datix
Number of service users’ AWOL
Absence . )
without Including status:
leave . AWOL from Mental Health Crisis Hub Weekly Datix
(AWOL) ) AWOL transferring from ED to Mental Health Crisis Hub
° AWOL from transport




Timely

Reduces waits and sometimes harmful delays

Indicator Definition Frequency |Data source
Single Point Avallablll_ty of meﬂtal health crisis smgl.e point of access agreed and Once SPA Protocol
of Access communicated with stakeholders, service users, and carers
In-hospital Service Level Agreement in place for in-hospital transfer which Once Hospital
Transfer defines standards for transfer within the hospital e.g. on foot Transfer Policy
LAS .to respond within one hour of decision that ambulance is LAS Data
required.
Transport to ||f other transport is needed, the person should start their journey
MH Crisis within one hour of the request for Monthly
Service i . . Transport
ransport being received. .
: . . . i Provider Data
N.B. Need to specify data collection with transport provider within
contract
Number of breaches of 1-hour target.
An urgent and emergency mental health service to respond to the Dai MH Trust
person within one hour of receiving a referral. An emergency y Dashboard
Core 24: 1- response consists of a review to decide on the type of assessment
hour Target needed and arranging appropriate resources for the assessment.
. . . . MH Trust
Document evidence why service user did not receive the u
o Monthly Performance
recommended response within one hour.
Report
Number of breaches of four-hour standard.
Individuals in crisis to have a physical and mental health MH Trust
Core 24: assessment and a care plan in place within 4 hours of arriving at a | Daily Dashboard
Four-hour Health Based Placed of Safety (HBP0S) or emergency
response department, or from the point of referral to the local crisis team or
standard liaison and diversion service.
. . . . MH Trust
Document evidence why service user did not receive the u
. Monthly Performance
recommended response within four hours.
Report
AMHP and Number of AMHP and S12 Doctor’s breaching 3-hour target.
. MH Trust
S12 Doctor : — - Daily Dashboard
assessment | The AMHP and Section 12 doctor to attend within 3 hours of being
contacted to conduct assessment.
Number of breaches of 12-hour target by the Mental Health Crisis
Hub. If the outcome of a mental health assessment is that an
L . . . . MH Trust
individual needs admission, that person to be admitted to hospital | Daily
. , - . " Dashboard
as soon as possible following the decision to admit, and within 12
12-hour hours.
response to . . . . MH Trust
Ofis The 12-hour breach is to be measured from time of arrival at first Monthly Performance
admission point of entry either to the ED or Mental Health Crisis Hub. Report
MH Trust
Breaches to be reported daily to NHSE/I Daily Report to

NHSE/I




Efficient

Avoids waste — duplication/inefficient use of time and skills

presentations
to ED

Indicator Definition Frequency Data source
Accepted
daily referrals MH Trust
to Mental Number of referrals that were accepted in the reporting period. Monthly
_ dashboard
Health Crisis
Hub
Rejected
daily referrals . . _ _ MH Trust
to Mental Number of referrals that were rejected in the reporting period. 8 Monthly
_ dashboard
Health Crisis
Hub
Repeated Number of repeat assessments in single attendance. Use of Al_JC{it of a
Service User | trusted assessor framework to avoid repeated assessments. Monthly minimum 10%
of service user
Assessments
records
Returning to | Number of service users returning to ED due to a physical Audit of a
ED after health concern within the same episode of care. minimum 10%
attending the Monthly .
_ _ o of service user
Mental Health | Record outcome of return (i.e. discharge/admission/ICU/death). records
Crisis Hub
Daily mental
health . ,
Number of mental health presentations to ED daily Monthly ED Dashboard
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Why do we need a Trusted Assessment Framework?

This framework was developed with clinicians, service user & carer representatives from
across London to mitigate against issues affecting patient and staff experience in the
urgent care pathway, namely:

* Delays in patients being admitted to the crisis team or inpatient bed due to
elongated discussions and/or disputes between providers

* Poor service user, carer and staff experience

* Excessive analysis and scrutiny of clinical decisions from other teams, trusts or
boroughs, which prolongs the process and undermines professionalism

* Increased A&E 4 /12hr breaches leading to reputational risks

* Inconsistent (deliberate or inadvertent) threshold for admissions to crisis teams
and inpatient wards

* Lack of clarity or misinterpretation of the “who pays” guidance

e





Who is the Trusted Assessment Framework for?

The Trusted Assessment Framework serves to guide discussions between mental health
professionals within London. It is to be used when a formal mental health assessment has
takEnhplﬁjce by a qualified mental health professional. The framework is aimed at the following
stakeholders:

* Crisis team staff

 Liaison Psychiatry staff (Child & Adolescent Liaison and Adult :iaison)
* Street Triage/ Clinical Assessment team/ Psychiatric decision unit staff
* Bed managers

e Junior & Higher Trainee Doctors on call and Consultant

e any clinician in mental health services who has assessed a patient and judged that admission
to acute care is required, but in particular those services listed

Clarification:
This framework concerns urgent care pathway /transfer.

Transfers from acute trusts to mental health beds will continue to require authorisation from
the crisis team (as per gatekeeping guidance); and in doing so the crisis team will adhere to this
framework when communicating to another borough/trust.

e





The Framework

The framework governs the discussion
around urgent clinical needs of the
patient:

A trusted clinical decision will be based
on four constituent elements/questions
which will be conveyed verbally
between clinicians (& referenced later
in shared clinical notes).

How will current
risks be managed?

Suggestions for
managing any
current risk to self
or others

When the four constituent
elements/questions are addressed, the
decision to admit to a crisis team or

inpatient bed, must be honoured by the

receiver.

Page 6 describes the escalation process
for clinical & provider responsibility
disagreements.

Why acute care?

What will
admission to
acute care
achieve

Have reasonable
alternatives been
explored?

Demographics and
any unique needs
communicated

Has an holistic*
risk formulation
been completed?

Impressions and
clinical initiation
gathered

3.

* Holistic in this context means biological, psychological & social.






The Framework: governs the discussion about urgent clinical
needs of the patient: L

* Receiving clinicians/ bed managers

Why acute care?

) What will

can expect the referring admission to

o o o acute care
clinician/bed manager to address all achieve

4 x constituent parts during the
verbal referral.

* Receiving clinicians/bed managers How will current Have reasonable
el t th : | th risks be managed? alternatives been
should accept the referral on the Suggestions for ST
basis of discussion and the verbal managing any Demographics and
. . . current risk to self any unique needs
information. There no requirement or others communicated

for written documentation be
completed & forwarded to them for
consideration at that point

Has an holistic*
risk formulation

5 . ?
 Greater detail will naturally be ":ee" °°'f‘p'ete'i‘
mpressions an

included in documents which are clinical initiation
shared subsequent to the gathered
acceptance of responsibility.

* Holistic in this context means biological, psychological & social.






A)

B)

Escalation of clinical and provider responsibility issues

Provider Responsibility & Non-clinical disputes

It is imperative that Trusts and clinical teams adhere to the principals set out in the London Mental Health Compact, the
NHS England Who Pays Guidance and the associated NHSE/I Escalation & Arbitration Process. (see page 7)

Where disputes occur at the point of discussion between two clinicians/ two trusts in terms of provider responsibility, we
expect that the trust’s managers, on call directors and CCGs to follow the who pays and escalation guidance.

Such disputes about provider responsibility should not delay the patient receiving acute care and should be escalated to the
CCG on the next working day. The CCG will be expected to provide direction to both providers on that working day.

Other Tensions
The majority of clinical assessments, communication and discussions will be carried out with professional integrity.

However, in a minority of occasions where tensions arise (e.g. poor quality clinical assessment, poor communication,
paperwork not shared, inadvertent misinterpretation of the “who pays” guidance or “trusted assessment framework”) the
issue must be escalated in line with the trust’s own framework

Each trust differs in terms of terminology for management lines, but it is expected that the service manager will provide a
brief summary account of the issue to the opposite service manager within one working day of the issue.

Service managers will be expected to review the scenario and come to an agreement on action to be taken to address the
cause of the mis-trust.






Escalation process and arbitration process for non-clinical disputes o e

suggestive of usual residence in the
absence of other evidence, and it

Process to be used to manage bed management disputes. will be used later to determine
. . . .. which CCG funds the admission
(Key: Assessing Trust relates to current/sending trust and Responsible Trust relates to receiving trust). (under the Who Pays? responsible

commissioner guidance)

Level 1:
Referrers: CRHTT,
liaison team route of
entry stakeholders
e.g. Police, ED,
Primary care, AMHP,
community mental
health teams

—>
No
"z':‘::tr Assess:jng Ecrggzo |ntforr:(referrers and < Responsible trust to formally confirm they No ;
admit ©F pahlen arrange will fund the bed and provide a timescale <
conveyancing where necessary) (If out of area admission is required)
Level 2: f Yes Is there a dispute about Assessing trust to implement internal
Rif:d";’:r":’g’;rc/"’" residency or funding? processes to assess possibility of
facility coordinator, No Has residency issues On call manager to on call manager admitting to local trust as OOA patient
route of entry been resolved discussion to take place to resolve Yes
stakeholders f
issues
v
On call i i
On call director to on call Responsible trust to source > IR AC) |nform. EEEr
; . ) . . and transfer to responsible trust
L . director discussion to take . local internal or private bed
Level 3: On call manager within assessing trust to escalate > | bout i d _ | Hasissue(s)
. to on call director and provide briefing place about issues an " been resolved?
R;?J';':&?g’;f;“ possible resolutions to be ’ -
facility coordinator,, explored Assessing trust to source a bed Assessing trust unable to
on call manager, internally or privately (any > source bed or resolve
route of entry No | residency issues to be resolved outstanding issue(s)
senior stakeholders at a later date)

where they are resident in the UK (either currently, or failing that, most recently).

The same principles apply in determining usual residence for determining which CCG
Level 4 has responsibility for arranging care for a patient. Where the patient gives an

and above address, they should be treated as usually resident at that address.

- Note: The main criterion for assessing ‘usual residence’ is the patient’s perception of

Note: For business continuity issues, any critical incidents (which in this context
relates to a trust’s inability to receive patients on a large scale) normal protocols
should apply, including early notification.






Trusted Assessment Framework contact:

NHS ENGLAND & NHS IMPROVEMENT
england.londonmentalhealth@nhs.net

NHS!
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Effective

Provides a service based on evidence, which produce a clear benefit.

Indicator Definition Frequency Data source
o A . MH Trust Board
Governance process is in place and highlight reports are presented to Trust As per Routine .
Governance ) minutes and
Board Board Reporting .
action plan
_ Senior leadership pathway is clearly in place and supports the Compact Evidence of
Senior Escalation Process Map Once documented
Leadership g pathway visible
within unit
Evidence of MH
S . . . Tr
- Communication strategy in place and delivered, to inform stakeholders and . ust L
Communications . . : Ongoing Communication
service users and carers of the new model and access information
Strategy and
Action Plan
Mapping of local Crisis Care Pathway to be completed, shared with relevant
staff and to be visible on Mental Health Crisis Hub.
Pathway to include but not limited to: Once
. Crisis line /111
. Alt.ernatlves to Emergency Care Evidence of
. . Crisis Emergency Care .
Crisis Care o Crisis Map
Pathway Map . Crisis Home Treatment Team Pathway
. Community Mental Health Teams Document
. Social Care .
. To be reviewed
. Community Support annuall
. Drug and alcohol /gambling support y
. Peer Support
° Carer support
Location mapping to include transport links and time to access by public Mapping
A S transport for population served. documentation
ccessibility o
service To include travel time for staff covering multiple locations Once
Staff reported accessibility Staff survey
Access to Access to multidisciplinary team assessment as relevant to include but not 2?:;;?;:100/ of
Multidisciplinary | limited to; old age and adult mental health, liaison psychiatry dual diagnosis, Monthly service user °
team physical health, and emergency medicine specialists
records
Documentation of onward pathway to include
Admissions — MH trusts — Clinical prioritisation framework to be followed 8
Referral to: .
Audit of a
Discharge . Crisis and Home Treatment Teams Monthl minimum 10% of
outcome . Other community Mental Health services y service user
. Social Care records
. Peer support
. Community support
. Drug and alcohol /gambling support
. Carer support
Repeat attenders Number of repeat attenders at Mental Health Crisis unit /Acute ED within 28 Monthl MH Trust & ED
P days y Trust records
Staff sickness % of staff sickness in unit compared with trust norm Monthly '\R/lsc;r;:t
Use of Bank staff | % of Bank staff contracted compared with trust norm Monthly I\RASC;)F:S?
Staff survey to be co designed with unit staff to include but not limited to:
. Staff feel they are treated with dignity and respect — by
employer/stakeholders/service users . o
Staff Wellbeing . How safe is the unit from the perspective of staff? To include: the Au_d't of 25% of
Survey environment, violence and aggression, self-harm, physical health, Monthly unit staff all
COVID-19/PPE. grades.

. Staff report they have required training
. Staff defined as all relevant staff and peer workers all grades to be
represented
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Compact amendment

Timings together with high level actions have been summarised in the following diagram.

Roles and responsibilities

4

NHSE/I. For critical incidents such as business continuity, trusts
must follow normal protocols.

Surge Service. Timing: Call to be received after six hours have
passed since the DTA*

But straight away if SI. Issue to resolve:

e Qutstanding issues need to be unlocked

Level 3 On Call Director. Timing: To be actioned within four hours of
DTA. Issues to resolve:

* Local patient requires inpatient bed

* Non local patient requires inpatient bed

* Other outstanding issues need to be unlocked

Level 2 On Call Manager. Timing: to be received after one — three
hours after bed managers actions. Issues to resolve:

* Local patient requires inpatient bed

* Non local patient requires inpatient bed

* Other outstanding issues need to be unlocked

Level 1 Facility Coordinator. Timing: Calls to be made (clinician to
clinician) during the first one- three hours post a DTA. Issues to
resolve:

* Local patient requires inpatient bed.

* Non local patient requires inpatient bed.

e Other —non bed related issue.

N

A 4
NHS England via NHS01 :

NB: Surge Services undertake

assurance that all escalation
roles have been fulfilled

Bl
On Call Director “ On Call Director

On Call Site
“ Manager

Surge Services

Police f LAS /
AMHP

NB: Police surge

route is through
LAS

Service requesting access
to escalate to Senior
Manager within the Trust
if there is a dispute
requiring urgent attention

Escalation within and
On Call Site between trusts as necessary
Manager to support access

Trust/service requesting

access to keep each other

updated of steps being

taken —

Police / LAS
/ AMHP

- Facilit
/ AMHP ﬁ Coordinator

MNeighbourin
g HBPoS5s

Request access
to local HBPoS

Local HBPoS

a——

Timeline

Follow normal protocol all 12 hour
breaches to be reported to UEC team

After 6 hours-
Escalate to Surge Services

Level 3: Within 4 hours -
Escalate to On Call Director

Level 2: Within 1 to 3 hours —
Escalate On Call Manager

Level 1: local clinician to clinician
request for access to be made

* DTA in this context relates to the point at which a formal clinical discussion to
admit has been made, irrespective of the location in which that decision was
made. The decision. must be made be a qualified mental health professional.





Escalation process map

Role

Pa rticipa nt responsibility (Key: Assessing Trust relates to current/sending trust and Responsible Trust relates to receiving trust).

Note: GP registration is not relevant to bed allocation,
though it may be suggestive of usual residence in the
absence of other evidence, and it will be used later to

determine which CCG funds the admission (under the
Who Pays? responsible commissioner guidance)

Level 1:
Referrers: CRHTT,
liaison team route of
entry stakeholders
e.g. Police, ED,
Primary care, AMHP,
community mental
health teams

—
No

On call
manager

Level 2:
Referrers: On call
bed manager/
facility coordinator,
route of entry
stakeholders

admit OOA patient (arrange
conveyancing where necessary)

Assessing trust to inform referrers and

Responsible trust to formally confirm they
will fund the bed and provide a timescale

No

f Yes

No

Has residency issues

Is there a dispute about

y

been resolved

On call manager to on call manager
discussion to take place to resolve

issues

residency or funding?

(If out of area admission is required)
Assessing trust to implement internal
processes to assess possibility of
admitting to local trust as OOA patient

On call
director
Level 3:

Referrers: On call
bed manager/
facility coordinator,,
on call manager,
route of entry
senior stakeholders

On call director to on call
director discussion to take

On call manager within assessing trust to escalate
to on call director and provide briefing

\ 4

place about issues and
possible resolutions to be
explored

\ 4

Has issue(s)
been resolved?

Responsible trust to source
local internal or private bed

Assessing trust to inform referrers

Assessing trust to source a bed
internally or privately (any
residency issues to be resolved

\ 4

and transfer to responsible trust

at a later date)

Assessing trust unable to
source bed or resolve
outstanding issue(s)

Level 4
and above

Note: The main criterion for assessing ‘usual residence’ is the patient’s perception of
where they are resident in the UK (either currently, or failing that, most recently).
The same principles apply in determining usual residence for determining which CCG
has responsibility for arranging care for a patient. Where the patient gives an
address, they should be treated as usually resident at that address.

Note: For business continuity issues, any critical incidents (which in this context
relates to a trust’s inability to receive patients on a large scale) normal protocols

should apply, including early notification.






WHO Pays Guide

The Who Pays guidance sets out responsible commissioner not responsible provider

A provider that holds a written NHS Standard Contract for certain services with one commissioner must, under Service Condition 6, accept certain referrals to those services from any
commissioner, even one with which it holds no written contract. This applies to any referral or presentation for emergency treatment (where the provider can safely accept the referral)
All trusts need to follow this guidance to avoid lengthy delays to admission. The rules for determining the responsible Commissioner are:

GP first

Where no GP then apply the usual resident test (this applies to homeless people also)
The ‘usually resident’ test must only be used to establish the responsible commissioner when this cannot be established based on the patient’s GP practice registration;

‘Usually resident’ is different from ‘ordinarily resident’. If a person is not ordinarily resident in the UK and not covered by an exemption in regulations then they are liable
for NHS hospital treatment costs themselves. The ‘usually resident’ test may still be needed to establish the responsible commissioner for non-hospital services;

The main criterion for assessing ‘usual residence’ is the patient’s perception of where they are resident in the UK (either currently, or failing that, most recently). The same
principles apply in determining usual residence for determining which CCG has responsibility for arranging care for a patient.

Where the patient gives an address, they should be treated as usually resident at that address.

Certain groups of patients may be reluctant to provide an address. It is sufficient for the purpose of establishing usual residence that a patient is resident in a location (or
postal district) within the CCG geographical area, without needing a precise address. Where there is any uncertainty, the provider should ask the patient where they
usually live. Individuals remain free to give their perception of where they consider themselves resident. Holiday or second homes should not be considered as “usual”

residences.

If patients consider themselves to be resident at an address, which is, for example, a hostel, then this should be accepted. If they are unable to give an address at which
they consider themselves resident, but can give their most recent address, they should be treated as usually resident at that address.

Another person (for example, a parent or carer) may give an address on a patient’s behalf.

Where a patient cannot, or chooses not to, give either a current or recent address, and an address cannot be established by other means, they should be treated as
usually resident in the place where they are present.





| am a partner — what do | need to do?

Timeframe: One to three hours post DTA.
Action: Contact local facility coordinator and
request an inpatient bed. Provide details of patient
presenting behaviour (including any deterioration)
and previous assessment outcome. Establish single
point of contact within trust. Confirm time since
DTA was made.

Timeframe: After four hours post DTA.
Action: Senior manager e.g. Custody Sergeant to
make contact with single point of contact within
trust to receive update. Expect bed to be sourced
and transfer window timescale identified. Where a
bed is unavailable consider advising single point of
contact that a s136 will be considered due to the
time passed since DTA and detainee’s welfare.

Level 1

Timeframe: Three to four hours post DTA.
Action: Use internal processes to escalate matter
to senior manager e.g. Custody Sergeant. Senior
manager to make contact with single point of
contact within trust to receive update. Single point
of contact to confirm whether matter has been
escalated to on call manager and what subsequent
action has been taken and establish timeframe for
bed allocation/issues resolution. Confirm time
since DTA was made.

Level 4

Timeframe: Five to twelve hours post DTA.

Actions: Following the blue book procedure, the
senior manager e.g. Custody Sergeant to inform single
point of contact of s136 decision (having first sought
advice from the 0300 pan London mental health
advice line) and contact nearest HBPoS for bed
capacity. HBPoS to make every effort to find nearest
bed using SMART (Mental Health CMS). The HBPoS
will be responsible for finding a bed in another MH
trusts if nearest one is unavailable. Where no HBPoS

is found, as a last result, patient to be taken to A&E via
LAS.
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Clinical Prioritisation Framework
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Clinical prioritisation definition

Clinical prioritisation is a process through which a formal or informal
inpatient bed is offered an in-patient bed based on the greatest need.

Need is determined through the balancing of risk.

Risk is driven initially by presenting behaviour and then environmental
setting.

Safety (for patient and others) legal status and resource implications
should also support the clinical prioritisation decision making process.

Ultimately it is the responsibility of a qualified mental health
professional to assess the severity of the risk and the urgency of clinical
prioritisation.






Risk definition

Risk is the actual and potential likelihood of an adverse event occurring. In a
mental health context, risk relates to the potential for someone to cause harm
to themselves or others, whether that be physical harm such as suicide or
consequently harm such as emotional distress.

Risk should also include corporate/reputational factors which could also
influence decision making. The risk could be known (seen) or unknown
(unforeseen). Safety and vulnerability protection is a main driver for managing
risk in a mental health cc '






Clinical prioritisation framework

All London mental
health trusts must
adhere to the
following clinical
prioritisation
framework which
will support their
decision making
process when
making in-patient
admission
decisions.

Sustainability

All Mental Health Trusts are
to adopt the Compact and
work from the same clinical
prioritisations and
escalation definitions.

Legal

All trusts and stakeholders
must operate within a legal

framework.

Responsibility

Every effort must be made
to admit patients where

Trusted
assessment

Single assessment process
must be completed by a
qualified mental health

professional.

Safety and dignity

Patient's mental and physical
safety must remain at the
centre of all decisions.

Timeliness

12 hours breaches should be
avoided at all time. The DTA
clock commences from the

they are usually resident. Communication

point a decision is made by a
qualified mental health

All communication must be professional.

speedy and accurate. Each
mental health trust is to
establish and share a direct
contact number for their bed
managers with partners
including the surge hub.

* Supported by the trusted assessment protocols
** Supported by escalation checklist/process map
*** Supported by inter hospital transfers protocols






Clinical prioritisation framework descriptors

* Trusted assessment — a single assessment process completed by a qualified mental health
professional should be trussed and accepted by all partners and follow the patient throughout
their journey to in-patient admission. This process will improve the patient experience.
Reference to be made to the trusted assessment protocols.

» Safety and dignity — the safety of the patient and others should be taken into consideration at
all times. All efforts must be made to prevent harm and further deterioration especially
where the patient is in an unsupported environment. The patient's mental and physical safety
must remain at the centre of all actions and form a constant reference point. The patient
must be made to feel physically and emotional safe throughout their journey to in-patient
admission.

* Timeliness — decisions should be made in a timely minor as per the Compact guidelines. 12
hour breaches should be avoided at all times. Where the responsible department is unable to
source a bed all efforts must be made to find alternatives in either the assessing (where
applicable) or neighbouring trusts. Private beds should also be considered to prevent
breaches or unlawful situations arising. The decision to admit clock commences from the
point a qualified decision is made. Escalation processes must be in operation on a 24/7 basis
for all mental heath trusts and all trusts must have realistic provisions and processes in place
to create bed capacity out of hours. Reference to be made to the escalation process
checklist/process map.






Clinical prioritisation framework descriptors

* Communication — a single point of contact within the responsible trusts must be identified to
maintain continuity of service and bridge the communications gaps between all partners.
Updates should be provided on an hourly basis (where possible). The patient and their
relatives (where applicable) must also be kept updated. All communication must be speedy
and accurate. Each mental health trust is to establish and share a direct contact number for
their bed managers with partners including the surge hub.

* Responsibility — every effort must be made to admit patients where they are usually resident.
Where a receiving (home) trust is unable to source a bed (including private bed) they must
inform the sending (assessing) trust within 3 hours to enable alternative arrangements to be
made, the receiving (home) trust should then expect to receive a request for funding and
make every effort to admit the patient once a local bed is found There must be clear roles
and responsibility for all involved within the process. Reference to be made to the inter
hospital transfer protocols.

* Legal — all mental health trusts and partners must operate within a legal framework, this
includes ensuring partners such as the Metropolitan Police Service do not exceed PACE and
s136s are used lawfully.

* Sustainability — all mental health trusts are to adopt the Compact and work from the same
clinical prioritisation and escalation process definitions. Escalation procedures are to be
shared between trusts, with other health colleagues and partners. Compact compliancy will
be monitored locally by each trust’s senior management meetings and at a Pan London level
via NHS England governance structures. The NHSE governance structures must also provide
opportunities for continuous learning.






Clinical prioritisation framework benefits

* Provides support and guidance and describes relationships between the key
stakeholder involved within the decision making process.

* Provides clarity of roles and responsibility for a patient in crisis

* Enables a whole system approach to patient care -consideration should also
be given to future treatment

* Encourages consistency and standardisation across London
* Improves risk management processes

* Supports good patient experience — focus in the right place not just of who
pays or residency issues

* Reduces repeated assessments
#
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Equitable

Provides care that does not vary in quality because of a person’s characteristics.

4> A

Indicator

Definition

Frequency

Data source

Equality Impact

Assessment

Equality Impact Assessment has been conducted to consider the
impact of the service development on people by protected equality
characteristics and others at risk of inequity

Once/ as
required

Evidence of MH
Trust Equality
Impact
Assessment
document

Demographics

Number accessing the Mental Health Crisis Hub from each
demographic group.

As a minimum demographics for every service user should
capture the following and any others highlighted in the EIA:

Age

Sex

Race

Sexual orientation

Other Protected Equality Characteristic should be captured at
intervals

Monthly

MH Trust
Dashboard

Diagnosis

Number accessing the Mental Health Crisis Hub from each
diagnostic group.

Monthly

MH Trust
Dashboard

Social
circumstances

Number accessing the Mental Health Crisis Hub from each group.
As a minimum circumstance for every service user should capture

o Housing status (stable: yes/no)

. Living circumstance (living alone, living with family, living
with carers, nursing, or residential home, or other)

. Employed (yes/no)

) Co-existing drug/alcohol use as a feature of this presentation
(yes/no)

Quarterly

MH Trust
Dashboard

Source of
referral

Numbers in each category (demographics, social and diagnosis)
accessing the Mental Health Crisis Hub

Self-referral

Other health or social care referral
Section 136

° Mental Health Act Assessment

Monthly

MH Trust
Dashboard

Place of
assessment

Numbers in each category (demographics, social and diagnosis)
accessing other MH Crisis services.

. ED
. [other as per available models]

Monthly

MH Trust & ED
Dashboard

Comparison of
discharge
outcome

Numbers in each category (demographics, social and diagnosis)
receiving each discharge outcome from Mental Health Crisis Hub.

Referral to:

Crisis and Home Treatment Teams
Other community Mental Health services
Social Care

Peer support

Community support

Drug and alcohol /gambling support
Carer support

Monthly

MH Trust
Dashboard




Person-centred

A partnership is established between practitioners and service users, their carers and/or
support network to ensure care respects service users’ needs and preferences.

Indicator Definition Frequency | Data source
: . . Service User
Service User | Evidence that service users/peer support workers have .
. . ) Once survey design
Involvement | informed the design of the service user survey
document
A Service users survey is offered to a representative sample
of attendees.
The following should be considered for collection:
o Ease of access
. Feeling of safety Service User
: . Being treated with kindness and respect Survey
Service User L . . .
. Being involved in their care Quarterly (minimum 10%
Survey . . .
. Telling their story once of service users
. Waiting times surveyed)
o Being informed about their care
. Experience of environment
. Privacy
° Legal rights explained
, . rer surv
Carer Evidence that carers /carer’s support workers have informed Once g:sf nsu €y
involvement | the design of the carer survey g
document
A Carer survey is offered to a representative sample of
attendees.
Carer Surve The following should be considered for collection: Quarter] Carer surve
Y1 Being treated with kindness and respect y y
. Information and advice provided
° Carer assessment offered
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Monitoring and reporting framework
measures

Leadership is critical to the success and the ability to continually improve on the
mental health crisis models. We recommend that each Mental Health Trust
identifies a named lead to complete and monitor and report on the Framework,
alongside a named executive lead with overall responsibility to the Trust Board.

This assessment Framework is a working document for review, any data that is
not currently included that emerges over time as an important quality measure or
any measures that are deemed to be no longer relevant should be flagged for
discussion with NHSE/I.

Evaluation

Evaluation will require comparison of information to understand where
performance is better or worse than expected. It has not been possible to set audit
standards for performance for indicators where these have not previously been
defined in policy. Trusts may wish to collect the same data from Liaison Psychiatry
within ED services to enable a comparison to be made. We are unable to mitigate
the yet unknown consequences of potential further COVID-19 outbreaks. Baseline
changes in ED attendance which may be subject to variation due to COVID-19
pandemic may also need to be considered.

It is anticipated that more comprehensive collection of data will contribute to
informing the wider pathway for example, the review of community mental health
services.

Review of reported Framework
measures

NHSE/I's commitment is to utilise the data collected against this Framework, to
understand the lived experiences of service users, the challenges and opportunities
that have arisen, in order to inform service configuration, sustainability of these
models, best practice guidelines, and future research priorities.
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Abbreviations Glossary

AMHP Approved Mental Health Professional
AHSN Academic Health Science Network
AWOL Absence without leave

CCG Clinical Commissioning Group

CQcC Care Quality Commission

ED Emergency department

EIA Equalities Impact Assessment
HBPoS Health Based Place of Safety

loM Institute of Medicine

ID Identifier

LAS London Ambulance Service

MH Mental Health

NHSE/I NHS England and NHS Improvement
PPE Personal Protective Equipment

S12 Section 12

SPA Single Point of Access
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1 Executive Summary

This report looks at the experiences of people in mental health crisis in London who
seek help through the capital’s urgent and emergency care system. An audit carried
out this August found that more than half of the people who went to emergency
departments (EDs) for help because of their mental health waited more than four
hours to get the right care. One in seven spent more than 12 hours in ED. Almost
all of the 12 hour trolley waits’ reported in London since April have been people with
mental health problems waiting for transfer to a bed, and our audit found evidence

that these waits are under-reported.

The report also looks at a number of models of urgent and emergency care for
mental health in London that demonstrate positive practice. These are models which
physical and mental health trusts can learn from, and against which local care

systems should measure their own provision.
What our audit found

The results of a seven-day audit carried out in 25 of London’s 28 EDs this August
showed that 15% of people in mental health crisis are spending more than 12 hours
in ED. More than half of people attending ED in mental health crisis are not

discharged or admitted within four hours or arrival.

Clinicians submitted data about 1,221 people who attended ED and who were in
scope for the audit. This means around 2.5% of all London ED attendances in
August were people in mental health crisis. The results suggest they account for the

vast majority of people waiting for more than 12 hours in ED.

The most common method of arriving in ED — 530 people of the 1,221 — was being
brought in by London Ambulance Service, compared to 462 who self-presented.
Almost half of people referred for a Mental Health Act assessment spent more than
12 hours waiting, as did 39% of people waiting for an informal admission to an
inpatient bed. People experiencing psychosis were most likely to spend more than
12 hours in ED.

This audit has not been carried out before in London so we do not have anything to
compare it to, but looking at formal 12-hour breach reporting we can see that there

has been a huge reported increase in 12-hour waits for mental health patients in the
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last year. Whether this is a result of better reporting or evidence of real growth
(some London systems are reporting double-digit percentage increases in people in
crisis attending via ED, despite welcome national investment in community services),

we now have evidence about what is going on and need to respond.
Learning from what is done well

There is good news in that there are a number of examples of positive practice in
London to learn from. East London NHS Foundation Trust (ELFT) runs a successful
15-bedded triage ward, supporting people to leave ED early on and offering up to
seven days of care and treatment with good results. South West London and St
George’s NHS Trust has the ‘Lotus Suite’, a psychiatric decision unit on its
Springfield site that offers up to 48 hours of nurse-led care for people in crisis. Itis
linked to ‘Recovery Cafes’ run by the voluntary sector. These models have reduced

length of stay, overall admissions, and readmissions.

Several providers of acute physical health care have made space for people in crisis
to receive appropriate care on their own sites. North Middlesex University Hospital
NHS Trust recently opened its ‘Horizon Unit’ within its ED, where people remain
under the care of Emergency Medicine consultants working with mental health
liaison staff in a secure environment that offers calm and supports people’s dignity.
Kingston Hospital has a mental health assessment unit away from its busy majors;
this has reduced long waits in ED for people in crisis, creating more space for

patients whose primary needs are physical.

These models of positive practice offer examples for other systems to follow. They
need time, funding, positive relationships between trusts and good clinical leadership

to succeed.
Mental health in ED and waiting for beds

There is no avoiding the fact that waits for beds are the main driver of delays in ED,
whether for physical or mental health. London’s acute mental health inpatient beds
are under more pressure than ever before, and independent sector beds — which
have routinely been used to manage surges in demand — are in shorter supply. This
appears to be a result of some providers agreeing ‘blocks’ of beds (reducing the
number of beds available for spot purchase), of a reduction in overall independent

sector capacity, and in some cases as a result of CQC concerns.
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Given all this, there is a critical difference between the options open to people in ED

waiting for mental health admission compared to physical health.

If a patient is waiting for a speciality bed for physical health care (e.g. for cardiology,
or respiratory medicine) they can be cared for in a range of acute medicine wards
and units while a bed is found, and if needs be some patients can ‘outlie’ in other

specialities to avoid long delays.

Most local systems in London have no comparable option for people waiting for a
mental health bed. It is still common for EDs to have a single ‘mental health cubicle’
in the middle of majors. Given the audit results it is no surprise that these cubicles
are almost always full and that people in crisis are being cared for, often for long
periods of time, elsewhere in ED. This has a knock on effect on the flow of the entire
ED, including on the ability of ambulances to offload, and of the police to leave

patients in the care of NHS staff.

Ouir site visits suggest that as a minimum even London’s smallest EDs need
dedicated space for three mental health patients at any one time. It is not credible to
plan on the basis that mental health trusts will always have available beds, or that
there will never be surges in mental health attendances. The consequence of not
planning for this demand is poor patient experience and a difficult and upsetting
experience for staff working in ED, who know full well that this is not the right place

for the people in this kind of distress.
What can we do?

This report recommends that local systems look at what they offer for people in crisis
who attend ED, both on the acute site and through their mental health provider, and
make sure they have the rights models of care and physical capacity in place.
Where they don't, they need to agree plans (and funding) to put better models in
place. Some of these changes will take at least a year to implement, particularly

where capital investment is needed.

Ahead of this winter, systems need to make sure that they have answered these

guestions:

1. Is mental health liaison supported to be part of early assessment in ED, rather

than waiting until patients are ‘medically cleared’?
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2. Is there dedicated space in or near ED where people in mental health crisis
can be assessed, and if necessary can wait until a bed is available?

3. Have clinical teams in ED received training and support in understanding
psychosis, or in caring for people who have harmed themselves or tried to
take their own life?

4. Is there a clear escalation system so that the mental and physical health
providers can work together to try to unblock long delays? Does this
escalation make sense to the police and ambulance services?

5. How much money is the local system spending on short-term bank or agency
staff to look after people in crisis in ED? Could that money be better spent

between the local providers to deliver good quality shared care?

There is a lot in this report that makes for difficult reading, but it is useful to have
clarity about the size of the challenge. We are fortunate to have the examples of
providers like ELFT, South West London and St George’s, North Middlesex and
Kingston. They show that services, providers and systems can work together to
improve models of care. If the NHS is to play a part in making London the world’s
healthiest city, we have to make sure that people experiencing mental health crisis
are offered better care. Waiting times in ED are not an entirely reliable measure of
good care, but we do have a standard against which we can test ourselves over the

winter ahead.

Matthew Trainer
Senior Responsible Officer — Mental Health Compact Operational Group

Chief Executive Officer - Oxleas NHS Foundation Trust
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2 Introduction

The attention to operational standards within this report belies the fact that the
genesis of the mental health compact was a need to improve patient safety. In 2016,
NHS England chose to respond to a recommendation to improve the waiting times
for people requiring emergency assessment and treatment in response to

experiencing a mental health crisis.

A finding from an independent investigation into a mental health homicide drew a
causal link between long waits along the mental health emergency care pathway and
death in the context of mental iliness. This work led to a multi-agency collaboration
to develop quality and professional standards to improve timeliness of assessment of
need, as well as referral and transfer of care along the mental health emergency
care pathway. This multi-agency agreement became known as the London Mental

Health Compact.

The London Mental Health Compact needed to be implemented with concurrent STP
ownership, as well as a pan-London governance of the recommendations within.
The engagement process that ensued resulted in a better understanding of areas,
which required a pan-London level approach for the Mental Health Compact’s

principles to be applied meaningfully.

Key partnership were formed with the Emergency Care Improvement Support Team
with Ms Emma Bagshaw, National Mental Health Improvement Lead providing the
framework for the clinical audit that was undertaken to carry out the current mental

health emergency care context in NHS London.

The capturing of good clinical and operational practice already taking place within
the capital in both acute and mental health settings is a vital element of the work.
The opportunity for improvement is significant. As current good practice can be

spread and adapted with an upscaling of the benefits when applied at scale.

Page 6 of 35





The work taking place to operationalise the Mental Health Compact boasts of health,
social, police, ambulance commissioner and management colleagues working
shoulder to shoulder to improve the experience, clinical outcomes and safety of

patients accessing mental health emergency care and treatment.

Heather Caudle
Clinical Lead - Compact Operational Group

Director of Nursing, Surrey & Borders Partnership NHS Foundation Trust
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3 Context

The growing demand for mental health emergency care in London is evident in
pressure on a range of services. Most visible are long waits in Emergency
Departments (EDs), but some people experiencing a mental health crisis in police
custody — or in unsupported community settings — are also facing long waits for
assessment and support. Waits in all settings are often under-reported or not

reported at all.

London’s mental health trusts, acute trusts, local authorities, emergency services
and commissioners published the ‘London Mental Health Compact’ in June 2019.
The Compact is an agreement to work together to improve the experience of people
in London who come into contact with emergency services and attend ED during a

mental health crisis.

The Compact covers a range of quality and performance factors that can influence
the experiences of people in mental health crisis, and that affect the staff involved in

their care.

The publication of the Compact has given London the impetus to start putting into
place measures across London to better understand and respond to this growing

demand.
A Compact operational group was set up to focus on the following areas:

1. Understanding how long people in mental health crisis are waiting for
assessment and treatment

2. Reviewing the different urgent and emergency care service models that are
operating across London, including identifying variation in provision that causes
risk to patients and staff

3. Propose measures to improve the urgent and emergency care pathway for

mental health patients as part of preparations for winter.

The programme of work will enable London to understand and manage this growing

and relatively hidden risk.
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4 Audit and Survey

The London audit was undertaken during a three-week period starting from 12
August 2019. The full audit includes analyses at London region, STP and individual
provider levels. Extracts from the full report are included in this paper. Emma
Bagshaw and Dr Geraldine Strathdee provided the analysis and preliminary results.
The audit was, developed in conjunction with the Royal College of Emergency
Medicine (RCEM), Royal College of Psychiatrists (RCPsych), NHS Innovations
(NHSI) and other stakeholders.

London opted to implement the audit using a snapshot sample over seven days, in
order to identify high impact trends and plan local improvements. Trusts chose a
seven-day period within an overall three-week window and in total 25 of London’s 28
EDs completed the full audit within the window. Data was submitted on 1,221
patients who presented in ED and who fell within the scope of this programme.
Outside London, 20 trusts have carried out this audit using the same or slightly

different methods. This has given us some useful comparators.
The data was analysed at three different levels:

1. The London region
2. By STP
3. By acute provider

This report uses regional data. Each STP will receive a summary report for their
patch.

Summary of analysis

The London-level analysis shows variation between boroughs and providers, much
of which is predictable and in line with social determinants of crisis (age, gender,
poverty, employment, and housing). The findings also reflect the ‘younger’ inner
London and ‘older’ outer London populations. A high number of people attending

were not employed.
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Demographics of those presenting to London EDs

Ethnicity
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Chart 1 - Ethnicity breakdown of patients with a mental health crisis attending ED during the audit period
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Charts 2-5: Further Demographic figures of patients with a mental health crisis attending ED during the audit
period
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Emergency Department demand
This section looks at demand type:

e When and how patients arrive

e The needs of people attending and if there any correlation between

presenting needs and waiting times

e Proportion of attenders who are frequent attenders

e Proportion of attenders known to the local mental health community teams.

In Hours (9am — 5pm /
Mon-Fri)

332

28%

Out of Hours

867

72%

Table 1 - Arrival time in hours out of hours

The arrival picture is a similar pattern, typical across the country.

It would be useful to compare this pattern with other mental health urgent care

services:

e S 136 suites and with police mental health crisis demand

e Primary care in and out of hours across London.

In order to understand if this pattern is due to a lack of services other than ED being

available out of hours.

Page 11 of 35





Referral Source

Source of Referral
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Chart 6 - Source of Referral in order of size of cohort presenting at the emergency department during the audit
period

Police referrals
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Chart 7 - Number of police referrals to ED and whether informal or on a section 136

Attendance profile
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Chart 8 - Attendance Profile indicating the volume of attendances within the time-periods, by day of week

The period from midday to 6pm is the busiest time of day, but overall 72% of

attendances across London happen out of the core hours of 9am to 5pm, Monday to

Friday. Other audits conducted nationally exhibited the same pattern.
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Attendance Arrival period by Time Spent in the ED
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Chart 9 - Attendance Profile indicating the volume of attendances within the time-periods that the patients arrived,
with the time spent in the ED before leaving the department

People who arrive in ED between midday and midnight face the longest waits for
beds, and this is also the highest arrival volumes. A fairly similar pattern is seen in
ED for physical health patients. More work is required to understand the influencing
factors. They are likely to include the average time of day of discharge and the
concentration of clinical resources in EDs throughout the working day, along with

how this aligns with demand at the front door.

London

Non London

Total time in the

Total time in the

department Number Percentage department Number Percentage
Under 4hrs 554 45% Under 4hrs 275 45%
4-12hrs 479 39% 4-12hrs 249 42%
12hrs+ 188 15% 12hrs+ 75 13%

Table 2 - Comparison waiting times (London and non- London comparison)

o 45% of all mental health attendances accessed care, and were discharged
within the 4-hour standard.

e 39% of all mental health attendances left the department outside the 4 hours
standard but left within 12 hours.

e 15% were in the department for 12 hours or more (but do note that this does
not mean they were 12-hour breaches in terms of formal reporting — the 12
hour standard only applies from the point at which a ‘decision to admit’ is
applied, which may be many hours after arrival in ED. A patient can be in an
ED in excess of 24 hours and not necessarily be a 12-hour breach)

e 55% of all patients were not seen, treated and either admitted or discharged

within four hours.

Results were similar across England in other audits.
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Presenting condition

The audit tool includes a range of common presentation types to EDs across the
country. Clinical teams chose from a menu during the audit to ensure consistency in

reporting.

In addition to social determinants and triggers of crises, people may present with a
number of ‘clinical’ needs. The level of those presenting with alcohol and drug

needs is of note.

Dementia and delirium appear to account for a smaller number of presentations in
London than has been seen elsewhere, which may be an effect of the lower average

age in London.

The levels of those presenting with self-harm, overdoses, suicidality and alcohol
gives concern in terms of the potential for death by suicide. While London has
among the lowest rates of suicide nationally, these have recently increased. This
has implications for high impact actions for the 'zero suicide’ ambition launched by
the Mayor of London. It also has implications for systems whose efforts to reduce
ED attendances focus on home treatment, which carries a significant degree of risk

when caring for people who are at risk of death by suicide.

Presenting Condition (can be more than one per patient)
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Chart 10 - Presenting condition of the patients attending the ED during the audit period
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Time Spent in the ED, by Presenting Condition

ordered by size of cohort, left to right, decsending
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Chart 11 - Correlation between clinical presentation and waiting times — ordered by size of the cohort from left to
right

Internal Emergency department processes

This section looks at internal ED processes to identify opportunities for internal flow

improvement.
The audit assessed the following:

e Do mental health patients receive an ED triage within 15 minutes?

e Do triage clinicians make a timely referral to mental health liaison, within 30
minutes of triage?

e Do mental health liaison respond to referrals within one hour from referral?

e Does a full biopsychosocial assessment and care plan happen within four

hours of arrival?

The audit also measures performance against the standards agreed through Core 24

provision. Not all sites are Core 24 compliant at the time of publication.
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ED Triage within 15 mins
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Chart 12 - Percentage of patients triaged within 15 mins
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Chart 14 - Percentage of liaison response within one
hour

Care in the Emergency Department

Delayed referral to Liaison greater
than 30 minutes

100% — mE
o BB E
60% W Not Answered
40%
20% 688 192 496 H No
0% Yes
Total In Hours Out of
Hours

Chart 13 - Percentage patients seen within 30 mins
of referral
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Chart 15 - Percentage receiving biopsychosocial
assessment

The audit asked whether “extra staff were needed to support patients in mental

health crisis” as a proxy for ‘complexity’ in presentations.

During the audit period, 26% of patients attending ED needed additional support.

"One to one” care (or 1-1) is the term used for this - when another member of staff is

allocated to care solely for one patient. Acute trusts usually bring these 1-1 staff in

from bank and high cost agencies. The table below shows the additional care

provided during the audit period and who provided (and paid) for it. RMN refers to a

Registered Mental Health Nurse.

Type of support given Patients
1-1 Acute Trust (RMN) 200
1-1 MH Trust (RMN Shared Care) 12
Police 65
Security 43

Table 3 - type of 1-1 support offered during the audit period
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Mental Health presentations in ED — multi-factorial and complex

People who present to ED in mental health crisis often have physical health needs
too. Evidence suggests people with long-term mental health problems die 20 years
earlier than expected. This can be due to poor physical health, deprivation, and

sometimes due to abuse of alcohol or drugs.

These physical needs can be missed because of ‘diagnostic overshadowing’ where
symptoms of physical illness are attributed to mental iliness. Best practice, is where
physical and mental health staff work in parallel to assess people’s needs. This also

has the potential to reduce waiting times.

To assess this, the audit asked the review team to make a judgement whether there

had been evidence of parallel working through the audit returns.

Judgement of Parallel Working between acute and MH

Yes 177 14%
No 861 71%
Not Answered 183 15%

Table 4 - Judgement whether each patient attending the department received a collaborative approach to their
care

Improving flow output
The audit looked at the time patients spent in the department if being referred for a:

e Mental Health Act (MHA) assessment
e Informal mental health admission
e Community mental health referral. This would include referral to the home

treatment teams of the local mental health trust.
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Referral from ED
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Chart 16 - Percentage splits of the onward referrals from the ED, by the time spent in the department
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Chart 17 - Number of MHA assessments and associated waiting time in the department
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Chart 18 - Comparison waiting times for MHA Chart 19 - Comparison waiting times for MHA
assessments for out of hours assessments for out of hours

e 47% of patients referred for a MHA assessment waited in ED for more than 12
hours and 82% were not able to meet the 4-hour standard.

e 39% of patients referred for an informal mental health admission waited in ED
for more than 12 hours and 77% were not able to meet the 4-hour standard.

o 16% of patients referred for a community referral waited in ED for more than
12 hours and 57% were not able to meet the 4-hour standard.
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e There is a difference in waiting times depending on whether the MHA

assessment takes place in-hours or out of hours.

MHA assessment work is a high impact area for improvement and improvement

support provided via a pan London collaborative.

The audit went on to explore the reason for the delays and found the following:

The percentage of patients experiencing delay due to ability to identify a bed

The percentage of patients experiencing delay due to Approved Mental Health Practitioner
availability

The percentage of patients experiencing delay due to conveyancing 28%

39%

The percentage of patients experiencing delay due to ability to organise two eligible doctors? 25%

The percentage of patients that experienced further delay due to needing to access an out of
area bed
Table 5 - MHA assessments percentage reason for delay — more than one reason for delay could be chosen

23%

Note: There were 36 episodes of patients that required admission to a mental health
inpatient bed, who were admitted to an acute hospital ward bed due to no mental
health bed availability.

A person with lived experience contributed to our analysis and said these factors
were important when someone faced a long delay in ED:

1. Privacy — “a quiet room out of public gaze”

2. Comfort — clothing, food, warmth and a place to sit or sleep
3. Choice — “Hope, control and opportunity”
4

Relationships — a consistent person who expresses compassion and empathy,
whilst providing regular updates.

5. Information — keeps relatives and carers informed.
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Patients with a ‘Decision to Admit’ waiting >12 hours

As published in the National A&E report,* there were around 220,000 attendances at
type 1 EDs in London in the month of August 2019. There are around 50,000 ED
attendances each week. Using the audit responses (inclusive of the additional site
who submitted late), there were 1,294 attendances across 26 EDs for patients with
mental health needs. This suggests that approximately 2.5% of all type 1 ED
attendances in August were for patients experiencing a mental health crisis.

Formal 12-hour breaches

The audit also gathered data on patients who waited more than 12 hours from a
‘decision to admit’ (DTA). These patients should be reported nationally in the ED
Trolley Waits data set. A patient may wait many hours before clinicians are able to
make a DTA (this might be because a patient is too unwell to assess for a few hours
after arrival). This means that a 12-hour wait from DTA can include patients who

have waited much longer in the department.

Nationally Reported Trolley Waits in ED for 1 month, with 1 week

550 Audit of MH patients waiting > 12 hrs for admission

200
150
100

50
1 Week 1 Month
August 2019

Chart 20 - Comparison of long waiting times for MHA patients, recorded during the 7-day audit
period, with the monthly national data return for ED waits during August 2019

The audit results suggested 112 patients met the criteria for a 12-hour trolley wait

during the one-week periods audited during August. London trusts reported 145 12-

1 NHS England A&E Attendances and Emergency Admissions 2019-10,
https://www.england.nhs.uk/statistics/statistical-work-areas/ae-waiting-times-and-activity/ae-
attendances-and-emergency-admissions-2019-20/

Adjusted Monthly A&E Time Series August 2019
https://www.england.nhs.uk/statistics/wp-content/uploads/sites/2/2019/09/August-2019-Timeseries-
with-growth-charts-bVetA.xls
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hour breaches during the entire month of August, covering physical and mental

health patients. The national data set does not specify which.

It seems unlikely that the audit period (covering seven of 31 days) coincided with

two-thirds of all 12-hour breaches in the month. It does seem likely however, that

12-hour breaches attributable to mental health patients are under-reported on a

significant scale. This may be due to a lack of understanding of the mental health

admission pathway, inconsistency in the application of DTAs for mental health

patients, or for other reasons.

The longest wait mentioned in the audit narrative was over five days in the ED; this

will be recorded as a 12-hour breach.

STP of Acute Providers

MH patients waiting > 12
hrs in the ED for
admission to a MH bed, as
per the 1 week Audit

Nationally reported Acute
Provider ED Trolley Waits -
Aug 19

NCL 23 29
NEL 27 12
NWL 24 8

SEL 17 70
SWL 18 30

Table 6 - Table showing the STPs that had provider/s who reported more MH 12 hr breaches in the audit than
they did for all patients with a >12 hour breach in the same month that the audit was conducted. SEL has been
piloting a new mental health SITREP which has improved the accuracy of 12hr breach reporting from those sites.

Caveats:

North Middlesex and UCLH audit data not currently available

Additionally, data for Chelsea and Westminster Hospitals and Imperial Hospitals

used is for August 2018 because they are not submitting normal ED waiting times

data this year, as they are both pilot sites for the new A&E Performance Measures.
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5 Site Visits - Urgent & Emergency Care Models

There are various urgent and emergency care mental health pathways across

London, which include:

e Standard EDs

e EDs with developed mental health crisis pathways, including bespoke
assessment units specifically for mental health patients

e EDs with mental health services that reach-in and transfer patients out of ED

to a brief assessment & treatment unit in a mental health trust.

The Compact Operational Group (COG) visited and reviewed several different urgent
and emergency care service models currently in operation in the following Hospitals

in London:

e North Middlesex University Hospital NHS Trust

e St George’s University Hospitals NHS FT

e Kingston Hospital NHS FT

e Queen Elizabeth Hospital

e South West London & St George’s Mental Health NHS Trust (SWLSTG)

e East London NHS Foundation Trust (ELFT) — (desk top review of service)

Queen Elizabeth and St George’s hospitals provide a standard emergency care
service, which is an ED supported by a liaison team (staffed by the local mental
health trust) who attend ED to assess patients in crisis and make decisions about

their ongoing care.

Kingston and North Middlesex provide specific units for mental health patients.

These Units are situated within the Emergency Department.

The Lotus Suite at SWLSTG and the Triage ward at ELFT are emergency care
models, provided by Mental Health trusts, whereby patients are conveyed quickly

following assessment to a psychiatric assessment and brief treatment facility.
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5.1 St George’s and Queen Elizabeth Hospitals

Both hospitals provide standard emergency care with liaison mental health staff

attending ED on request to support physical health staff.

Wherever possible they conduct parallel assessments. They have one cubicle for
mental health patients, which they state is not ideal, as it is located in the busiest

area of the department close to the nursing station for ease of monitoring the patient.

Both sites stressed that MH patients’ privacy and dignity is compromised with the
location of the MH cubicle. Multiple MH presentations become more challenging and
complex in terms of management and maintaining patient safety, and once the
designated cubicle is in use these additional patients are in cubicles or areas not
designed to meet their needs. Patients often become agitated and a significant
number abscond. Young people are routinely admitted to their paediatric ward due

to no Tier 4 paediatric beds being available.

St George’s spend approximately £35,0002 on high cost agency/bank nurses per
month on RMN nurses to provide 1-1 care. Queen Elizabeth’s spend is
approximately £700k annually. Notably 1-1 Specialling is usually implemented post
4 hours.

5.2 North Middlesex - Mental Health Recovery Suite: ‘Horizon’

The Mental Health Recovery Suite (MHRS) “Horizon”, at North Middlesex hospital is
collaboration with Barnet, Enfield and Haringey Mental Health Trust. The Suite is
designed to provide a calm, therapeutic and safe environment for patients with a
range of mental health needs. Patients in the suite remain under the care of the ED
Consultant. The ED team were keen that the mental health patients remained ‘on

the clock’, both to reflect their sense of clinical responsibility for these patients, and

2 Acute trusts report that they spend approximately, £400,000 - £1,5m, annually on high cost
agency/bank nursing to provide 1-2-1 care for CAMHS and adult mental health in ED and on
Paediatric wards.
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also to ensure that the local system did not lose sight of the duration of the wait

when an inpatient bed was needed.

The suite, which adjoins ED majors, consists of five rooms with an open office space

for the Mental Health Recovery Suite team.

Each room is self-contained with access to washing facilities, which ensures that the

patient’s privacy and dignity needs are maintained. Hot meals can be provided.
The unit works to the following service standards:

e patients should be seen by the Psychiatric Liaison service within 1 hour of
presenting at the ED

e patients admitted to the Horizon Suite remain patients of the ED, and remain
on the 4 hour clock

e length of time in ED and Horizon

e 2-hourly safety huddles to monitor patients.
Following assessment, patients are discharged home or wait in the facility for:

e inpatient psychiatric admission
e acrisis house stay

e Assessment of ongoing care needs by the home treatment team.

5.3 Kingston Mental Health Assessment Unit

The Mental Health Assessment Unit (MHAU) at Kingston Hospital opened on the
24™ December 2018. It is co-located within the ED, and is open 24 hours a day, 365

days a year.

It provides an appropriate environment for assessment and care planning, for

patients who present in ED with mental health problems.
The aim of the unit is to:

e improve the experience of people presenting at ED with mental health
conditions, by ensuring that appropriate therapeutic support is provided
sooner

e reduce the number of 4 hr breaches
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e improve emergency patient flow and performance
e release capacity in CDU and majors

¢ reduce the number of admissions to acute psychiatric beds.

Patients typically receive appropriate therapeutic support, and are then either

discharged home or transferred to a psychiatric inpatient unit.
Service Standard
The Unit works to the following standards:

¢ transfer to the MHAU within 30 minutes of arrival in ED, if medically cleared

e Psychiatric Liaison assessment within 1 hour of referral

e commencement of Mental Health Act assessment within 4 hours of
presentation at ED

e patients admitted to the MHAU remain patients of the ED, but are taken off the
4 hour clock

e admission to inpatient psychiatric bed within 12 hours of decision to admit

e no patient to remains in the Unit for longer than 23 hours 59 minutes.
Evaluation

During 2017-18, 55-65% of patients referred from ED to Psychiatric Liaison
breached the 4 hour ED standard. The early findings since the unit opened
(evaluation is still being conducted) is showing that breaches of the 4-hour standard
have fallen by 1.87%, despite a 12.3% increase in overall attendances in ED for this

period. The average stay in the MHAU is 8.2 hours.

Fewer mental health patients have spent protracted periods in the main A&E
department, and this has released capacity in majors for those with non-mental

health problems.

Some concerns were noted that patients in the unit are ‘off the clock’ and as a result

may end up spending longer than hoped in the unit while waiting for a bed.
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5.4 South West London & St George’s Mental Health Trust
(SWLSTG): Lotus Assessment Suite & Recovery Cafe

The Lotus Suite is predominately a nurse-led crisis assessment unit, providing
assessment and brief treatment for patients in mental health crisis. Referral to the
unit is via the trust Psychiatric Liaison Teams and Crisis Home Treatment Teams.

The Suite has five reclining chairs and can assess up to seven patients at a time.
Purpose

The aim of the Lotus Unit is to prevent unnecessary admission by providing an
opportunity for an extended assessment of clinical and social needs, in the least
restrictive environment possible. The unit provides support to patients in crisis,
engaging with the patient’s entire support network, in order to ensure the best

possible outcome for that individual.
The Lotus Suite works to the following standards:

e admission must be made within 4 hours of the decision to transfer to the unit
e assessments must be completed, and 80% of patients discharged from Lotus
ward within 36 hours of admission

e 100% of patients must be discharged from Lotus ward within 48 hours.

Since opening in November 2016, the Lotus Suite now typically diverts around 80%
of potential admissions, and as of Q2 2019, the Lotus Suite has been associated

with reductions in the following:

e 55% in short admissions
e 61% in informal admissions
e 6.5% in the number of adult acute psychiatric beds needed per day

e Only 9% of ED 4 hour breaches are now attributable to SWLSTG delays.

The service however has not been able to demonstrate that the model has been able

to reduce demand in mental health related presentations in ED.

Recovery Café
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The Recovery Café is intrinsically linked to SWLSTG urgent and emergency care
pathway. There are currently two Recovery Cafés, which are open 365 days a year,
between 6pm and 11pm during the week, and from 12 noon to 11pm at weekends

and on Bank Holidays.

The Cafés provide safe and supportive spaces for adults over 18 years old in mental
health crisis in South London, and customers who visit the café do not need an

appointment to attend.

The Cafés do not exist to provide regular support to individuals; the focus is to

enable those in mental health crisis to harness other appropriate sources of support.

SWLSTG, Crisis Resolution and Home Treatment Teams visit the Cafés regularly, to

offer support and guidance.

Primary/secondary care services and A&E department’s signpost customers to the
Cafés as a matter of course. London Ambulance Service has expressed an interest
in working with the Cafés to support those in crisis to avoid conveying patients to ED.
Work is on-going to develop an appropriate care referral pathway to facilitate this,
which could potentially be utilised by the Police.

Since the opening of the Recovery Cafés in April 2017, their combined number of
visits are in excess of 1,600 visits per month from over 300 unique individuals, many
of whom report that they would otherwise have gone to A&E. A third Café is
scheduled to open late 2019/20.
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5.5 East London Foundation Trust (ELFT): Triage Ward

The Triage Ward is a 15-bedroom unit, with self-contained, en-suite facilities with

capacity for nine male and six female patients.

The Ward provides senior review of all inpatient admissions at an early stage.
Patients admitted to the Triage ward stay for a maximum of 7 days. After this time, if
they need to continue as an inpatient for a further spell they are transferred to a
longer stay inpatient ward. Turnover of patients is high with approximately 1,100

admissions to the unit per year.
The Triage Ward works to the following standards:

e Patients will receive a triage ward admission pack within 24 hours of
admission

e Contact with the patient’s main carer is conducted within 24 hours of the
patient’s admission, and only with the patient’s consent

e There should be four beds vacant by 5pm each weekday and six beds vacant
by 5pm on Fridays

e Patients are expected to be on the ward for between 3 and 5 days, and no
stay should exceed 7 days

e A patient who exceeds the intended 7 day maximum stay, and who needs on-

going admission, will be transferred to an appropriate facility elsewhere.

The average length of stay on the triage ward is 4.8 days, compared to 18.2 days for

the acute average across Newham.

The triage ward has a low readmission rate of 8.2% within 28 days with 45% of

patients being discharged home and requiring no further treatment.
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6 Out-of-London Patients

A significant number of out-of-London patients are admitted to mental health units in
London, which reduces the capacity available for local residents. Trusts near major

transport hubs are particularly hard hit.

In June 2019, NHS Benchmarking Network?® carried out a stocktake of all mental
health beds in London. All mental health trusts in London took part in a bed census
on 1 February 2019. The data from the census was used to evaluate how
Londoner’s use of mental health beds compared with beds available on that day.
This included assessing the flow implications of patients outside of London
occupying a London bed. The conclusion was that if all beds in London trusts were
available to all London patients (i.e. there was no use by inpatients from outside
London), the region would be much better able to meet demand for beds for London

residents.

Patient flow — Adult Acute +

' Thits mciematic o tree mpect of net flow
o and out of Lordos's Adult Acube beds on
17 Febwuary 209, Lorsdor had 1,713 Adullt
Aouie beds of which 1549 were oo cupied by
London patiants. A forthes 57 pationts @t
1.713% kel weere from CCG= outside London,
London hiad also “expomaed” 61 patsents bo
Esecls putside London, a8 of these patients
wene i independent Sechor beds

London
m 1715 Adul Acute beds m
s
L7 patients 61 patients
in London Adult Acute beds from London were in
wrere from outside Londan 15-!15pati:n1_5 Independent Sector
in Landon Adult Acube beds AUt Acute beds
were from London (and 94% of
these were in their home Trust)
m 38

Benchmarking Metwork

The Compact Operational Group conducted further analysis of this patient cohort
using the national mental health data set and NEL Data Services for Commissioners

3 NHS Benchmarking Network London Mental Health System stocktake and modelling: June 2019
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Regional Office (DSCRO). Data covered the period from April 2017 to February
2019.

The chart below shows the length of stay of individual patients, grouped into LOS

categories.

The majority of non-London residents spend between two and six months in a
London mental health inpatient bed. Average London length of stay is 32 days. This
is a significant disparity and it seems highly unlikely that this is due to the clinical
needs of these patients. Local systems in London report that discharging or

repatriating out of area patients is challenging and time-consuming.

Total of individual patients' length of stay, grouped into LOS categories by STP, over

2 years
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Chart 21 - Admitted patients LOS by Category of LOS, for patients admitted and who were not London registered
patients

The following chart shows the STP position highlighting the high LOS categories for
the out of London patients in their provider’s beds. This identifies the STPs with the

greatest long length of stay patients.
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STP view of Length of stay of individual Patients, grouped into LOS

categories, over 2 years
8000

7000
6000
5000
4000
3000
2000
1000

0 — - - — — — —
East London North North West Our South West East London North North West Qur South West
Health & London London Healthier London Health & London London Healthier London
Care Partners In Health &  South East Health & Care Partners In Health &  South East Health &
Partnership Health & Care London Care Partnership Health & Care London Care
(NEL) Care Partnership (SEL) Partnership (NEL) Care Partnership (SEL) Partnership
(NCL) (NWL) (SWL) (NCL) (NWL) (SWL)
2017/18 2018/19
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Chart 22 - Admitted patients LOS by Category of LOS and by STP, for patients admitted to hospitals within these
STP boundaries, and who were not London registered patients

Occupied bed days in the system

Aside from looking at the individual patient’s LOS, there is the capacity in the system

as a whole to consider.

To show bed occupancy, the number of beds available in London was taken from the
‘NHS Benchmarking Network London MH System Stocktake and Modelling Report
V2.0, utilising the Adult (1,713) and PICU (168 male, 44 female) bed numbers only.
Currently, Out of London patients account for 27,500 occupied bed days per year of
the total bed days available in London (702,625). This equates to 75 beds on a daily

basis over the year, which is circa 3-4 wards of provider capacity.

Based on the bed numbers from the stocktake document, it is possible to deduce
that the Out of London Patients are using nearly 4% of London’s bed capacity (see

charts 3 and 4 below).

Page 31 of 35





2017/18 London MH Bed occupancy by

non-London patients
Total Available Bed Days for London is 702,625 based on 1,925 beds

2018/19 London MH Bed occupancy by

non-London patients
Total Available Bed Days for London is 702,625 based on 1,925 beds

27,392,

3.90% 27,682,
’ 3.94%

674,943,
96.06%

675,233,
96.10%

= OBDs covering Non-London Patients 0BDs subsequently available = OBDs covering Non-London Patients = OBDs subsequently available

Chart 23 - 2017/18 Bed Occupancy for patients
admitted to hospitals in London

Chart 24 - 2018/19 Bed Occupancy for patients
admitted to hospitals in London

A dedicated service to support people who require discharge of transfer out of
London, which aspired to a length of stay similar to somewhere between the London
average (32 days) and the triage ward model visible at East London Foundation
Trust, could reduce the use of London bed days by up to 75%. A business case for
this is under consideration. This would take the form of a dedicated ward to cohort
out of London residents, supported by a team whose role was to work with systems
elsewhere in the country to support people to be cared for closer to their home at the
earliest possible opportunity.
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7 Recommendations

Acute Trusts

All of the preceding models have much to recommend them. The Kingston and
North Middlesex units have received positive feedback from patients and staff, and

have shown to:

o reduce waits in emergency departments

o ease patient flow

o improve performance against the ED standard

o provide a more appropriate, quieter and calmer environment for those in
mental health crisis

o improve patients’ experience overall.

By keeping patients on the clock, the North Middlesex unit maintains a focus on the
need to move patients through the system efficiently, until they are admitted to the

most appropriate setting.
Mental Health systems

Similarly, the Lotus Assessment Suite and The Triage Ward are exceptional
examples of rapid assessment and treatment in the least restrictive environment,
with the aim of avoiding unnecessary admissions for patients who only require a brief

period of treatment.
The differences between the Triage ward and the Lotus Suite are as follows:

o speed of access

o maximum stay on the unit.

The Lotus Suite’s delivery-model design is such that it is aligns with ED’s waiting

time standards, enabling the patient’s timely transfer out of ED and onto the unit.

The recommendation is that there should be at least one recovery suite across each
STP patch.
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New Models in development

Oxleas NHS Foundation Trust recently had to close a ‘pre-admission suite’ that
operated as a waiting area for people needing informal admission. This was in
response to CQC concerns about waiting times. The Trust is now working in
partnership with Lewisham and Greenwich NHS Trust to build a new unit alongside
the ED at the Queen Elizabeth Hospital in Woolwich, one of London’s busiest EDs.
The driving principle is to put mental health assessment at the front door, and to
create an environment that is far better suited to caring for someone in crisis. The
two-story unit will host the liaison team, allowing them to play a much more active
role in initial assessment and ongoing care and treatment. It will also include a
combination of rooms and waiting areas for people presenting in mental health crisis.

Oxleas has agreed to fund the build out of its own capital.

Lewisham and Greenwich spent £700k on 1-1 care for mental health patients in the
last financial year. Oxleas has agreed to ‘risk share’ this budget with the Trust,
covering 50% of any overspends year on year, or taking 50% of any surplus
generated by an underspend as a result of improved management of 1-1s through

the liaison team and associated planning.

Out of London Patients

For the last nine months mental health bed capacity has been and continues to face
huge demands for inpatient beds, which far too often has resulted in Londoners
being placed out of London due to no capacity within their borough or surrounding
London boroughs. This situation is unlikely to improve in the immediate future
without some immediate remedial action, such as creating mental health escalation

beds, similar to what is in place in acute hospitals.
The recommendations are:

1. London to use winter pressure funding to pilot an out of London triage ward as
part of the winter plans. The COG has sought and obtained a business case
from a provider for consideration.

2. Mental health trusts to submit daily and update every four hours their bed
capacity status onto London’s Capacity Management system, on the same
basis as physical health trusts.
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Pan London Mental Health Improvement Collaborative

Long waits in ED for patients in mental health crisis are profoundly distressing for

patients, their families and staff. Equally, people in crisis in unsupported community

environments and police cells experience long waits for an inpatient bed. It is clear

these patients are not receiving the care and support they need in a coherent and

consistent basis. These pathways can be improved by establishing a Pan London

Mental Health Improvement collaborative. The collaborative would focus on the

following high impact areas:

1.

Undertake Phase 2 to scope the capacity of the urgent care MH community
system

Develop routine MH Cirisis reports for London EDs and wider urgent care
services

Put in place a series of ‘task and finish’ rapid improvement at pan-London,
STP and local provider levels to support and improve.

Conduct a patient and staff experience survey
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