The fifteenth meeting of the APPG on Complex Needs and Dual Diagnosis held 
2nd November 2011
‘The Billion Pound Question: How can we improve secure care commissioning in the new NHS?’
Abridged Minutes 
The meeting was Co-Chaired by Lord Victor Adebowale CBE and David Burrowes MP. Speakers at the meeting were:

· Sean Duggan, Chief Executive, Centre for Mental Health

· Ian, an expert by experience 

· Anne McDonald, Deputy Director, Mental Health at the Department of Health

Victor (VOA) welcomed everyone to the meeting. He emphasised how pleased he was to be having this meeting now due to the economic impacts and issues impacting on mental health.
Background to this meeting

Earlier this year the Centre for Mental Health published a report examining how to speed up access to secure mental health services. The report followed a recommendation in the Bradley Report that waiting times for transfer to secure care for people in prison be brought down to 14 days. Current waiting times are very variable and often months rather than days. Yet we have more secure beds than ever and they cost the NHS more than £1 billion a year.

The Centre’s report identified the barriers to speeding up access to hospital beds and made 15 recommendations to improve the way the system works. Some related to how quickly people can get access to beds but others looked at the system more widely and in particular what happens when people no longer need a secure bed.

With the NHS and the criminal justice system both undergoing major changes, we have an opportunity to get the systems working together better for people who need secure care. If we miss that chance we are in danger of designing systems that cannot deliver faster access to secure care. 

About secure services

Sometimes known as forensic mental health services, secure care provides hospital beds for people who need to be detained under the Mental Health Act who are currently in the criminal justice system.

There are four levels of secure care: 

1. High secure – the three ‘special hospitals’ in England for people who have committed the most serious crimes and need the most intensive treatment
2. Medium secure – about 4,000 beds for people being transferred from prison with a severe mental illness or personality disorder
3. Low secure – a similar number of beds, most often used as a step down from medium secure and sometimes as a step up from ordinary acute wards for patients in need of more intensive care
4. Community – in some places there are also community forensic and step-down services. But these are few and far between.

David (DB) reiterated how excellent it was to be holding the meeting on this issue given his personal interest and experience having worked in the criminal justice system as a defence solicitor. It was clear to him that ongoing issues remain.
He reinforced that it is important we look at this. This is relevant to a number of debates in both Houses, particularly how the issue of commissioning fairs with the most vulnerable in our communities who do not shout the loudest or get the attention they need. The role of the APPG is to make sure they get the proper attention.
First speaker: Sean Duggan 

Background

· Secure mental health services are mostly used for people who have committed crimes and have serious mental health problems. People go there either direct from court or as a transfer from prison, in each case under sections of the 1983 Mental Health Act. 
· There are about 8,000 secure beds in England, a few in high secure hospitals like Broadmoor but most in ‘medium’ and ‘low’ secure units. A typical patient will spend about two years in secure care.
· The average cost of a year in a secure hospital is about £200,000 per person. Overall, secure services cost £1.2 billion a year, or one-fifth of the NHS’s specialist mental health care budget.
· Yet waiting times for secure beds for prisoners in urgent need of hospital care are long. Whereas a person outside can be ‘sectioned’ in a matter of hours, in prison it can take weeks or even months, often while the person is very unwell and in segregation from other prisoners. The Bradley Report had called for a 14-day maximum transfer time but previous attempts to achieve this have not succeeded.

Work of the Centre for Mental Health
· The Centre investigated why this high-cost service is so hard to access and what is causing the blockages in the system. Pathways to Unlocking Secure Mental Health Care, is the result of that work.
· They conducted an extensive literature review, visited services, held focus groups with professionals, service users and carers, and examined international evidence.

· Their major finding was that secure beds are being blocked by a lack of step-down and community services for people who no longer need to be detained. The problem is not a lack of sufficient secure beds but a lack of places to move people on to. 

Reasons for blockages in the system

Admissions: There are no agreed national criteria for admissions to secure services except the provisions of the Mental Health Act nor what is meant by ‘medium’ and ‘low’ secure services. This means that admissions criteria vary widely from one unit to another.
Assessments: Many prisoners get assessed numerous times by different professionals before they can be admitted. Where prison and secure service professionals have trust in each other this is less of a problem but this is only possible when transferring from a prison to a nearby hospital.
Commissioning: Most secure services in England are commissioned on behalf of PCTs by regional ‘specialist commissioning groups’. PCTs pay for a fixed number of beds through these groups. This makes it difficult for them to commission more flexibly or to invest in alternative step down provision.
Outcomes: Little information is available about the outcomes secure services achieve for their patients. While short-term reconviction rates are low, long-term outcomes appear to be much poorer: up to half of patients are reconvicted and a third return to secure care within 20 years. Patients’ experiences of secure services are also poorly understood.
Risk aversion: The MoJ usually requires that all prisoners who need a transfer go to medium or high secure services, which reduces flexibility for those who are less dangerous. Risk aversion can also lead secure services to keep people for longer than they need a secure bed, slowing down either their return to prison or discharge to community services.
Pathways: Many patients move many times between levels of security. Some repeat treatment programmes they’ve already undergone and continuity of care is often poor. Few secure services have good links with community services making discharge harder for those who need more intensive support on their return home. This all increases costs to the system.
Exclusions: Many people who leave secure services are excluded by community mental health teams-especially the case for people with personality disorders. Few secure services have effective links with community services; complicated when people are placed in secure units far from home.
Recommendations made in the report include:
Guidance and quality standards: National guidance and Quality Standards are needed to support equity of access to services (eg agreed criteria for admission) and the outcomes they should seek to achieve (eg to support recovery) across the country. The new NHS Commissioning Board and NICE should work together to develop these and attend to the specific needs of certain groups, eg women. 
Rebalance investment: A better balance of services is vital to build up supply of places in community services and step-down housing schemes for people coming out of secure care. This may mean decommissioning some medium secure beds or altering low secure provision to make it more distinctive from medium secure. It also means developing diversion services to avoid imprisoning offenders with a severe mental illness who can be safely managed in the community or be diverted directly to hospital from the courts.
Commission for outcomes: The NHS should commission pathways of care with clear outcomes in mind not just blocks of beds. It is vital that the Health and Social Care Bill is implemented in a way that emphasises continuity of responsibility between the Board (which will commission prison and secure care) and clinical commissioning groups (which will commission diversion, step-down and community services).
Listen to users and carers: Commissioners should regularly seek the views and experiences of people in secure care (and their families) and use this information to improve the care they purchase.
Concluding remarks
· Secure mental health services work with people with complex and often very serious needs.
· They urgently need reform alongside other changes to the health and criminal justice systems eg the development of diversion services and new NHS commissioning arrangements.
· If we rebalance secure services to speed up movement through the system we can achieve better care with better outcomes at a lower cost to the public purse.
Second speaker: Ian 
· Ian excellently provided his personal perspective as a patient in an independent hospital which provides medium/low secure and rehab services. Ian is supported by Rethink Mental Illness.

· Ian has been a patient for the last 3.5 years and has a history of mental health problems over 20 years cared for in community. 30 years ago he trained in medicine and therefore has a unique insight into the issue being discussed. 

· He is currently in the rehab phase of his treatment. He spent 18 months in medium security and 2 years in the rehab service. His experience of moving on from secure care echoed the picture Sean painted – the process has been slow, particularly as Ian plans to move from one area to another. 
· It took 4-5 months while on remand in prison to be assessed for a secure hospital and 6 weeks before he was transferred from prison to hospital. This resulted in a 6 month delay. In his experience it is much easier to find yourself in secure services than get out.
· About a year ago it was decided by the clinical team that he was ready for discharge however he is still waiting but at least in the process of moving back into the community.
· For some people the delay from being ready to actually being discharged can be up to or even longer than a year – this is dispiriting and unhelpful to an individual’s recovery to have such a delay. 
· Ian commented that as Sean described, a billion pounds is a lot of money – 1% of total NHS budget. 6-8,000 people in secure services 100th of budget spent on them – 1000 times amount per head than people in general population – this price is being paid to protect the public from people who have problems living in the community
· If you can reduce length of stay for those in medium secure services by 1 month you would make a saving of £50m
· Ian’s delay has been in two parts: the first 8 months identifying a place to move to in the community - the cost of this delay is £96,000. The last 4 months have been taken up by organising funding for this placement - a lot of negotiation between healthcare and local authority services in the community. This requires a move from healthcare budgets to Local Authority budgets meaning the delay suits the Local Authority. 
· Recommendations to improve/speed up process:

· Increase number of appropriate places in the community and mix of these to meet individual needs – people don’t know of places like this.  8 months identification period was spent finding out what places were available in specific area this could be improved by having a national handbook or area list of suitable step down accommodation. 
· Many people face notion of moving back to local area vs out of area. The area where people came from isn’t necessarily where they want to go back to. May be good reason why they don’t want to go back to these areas however there is no statutory obligations for clinicians out of area to take the person on so lengthy negotiations between ‘home’ area and ‘out of area’ budget holders. This distresses a lot of people as an extra delay – could add on an extra year at a cost of £144,000 per individual per year.

· The last 4 months have been held up by negotiations around funding – causes great delays within secure services themselves. Ian is in a service providing medium secure and rehab services in same hospital however funded completely differently (medium/high and some low funded by specialist commissioning groups 8-10 across the country), rehab funded locally by PCT. This delay of 3 months between medium and rehab while funding is sorted out cost £36,000 in Ian’s case. If commissioned by same people this could have been avoided. 
· Need a more suitable mix of services across the country. Rehab across the country is better if taking place in the community and not a hospital. Ian would like to see rehab taking place in community more, lower cost.

· A lot of these areas could be helped by more robust discharge planning a lot earlier on. There is provision in the CPA for discharge planning to take place as soon as someone is admitted to secure services but this doesn’t happen beyond lip service. Not a lot of planning takes place until an individual is clinically ready to be discharged. A lot of these problems could have been ironed out if proper discharge planning had taken place much earlier in the process. 
· This ties into PbR – a clear result could be that discharge planning is looked at much earlier in the individual’s care and CPA documents should have this. This would have great benefit to the system – reduce length of stay and move on times. 

· More joined up system that can hopefully be achieved through new commissioning arrangements bringing Health and Social Care together
· There is light at the end of the tunnel. The report by the Centre for MH and work under QIPP. There is a workstream committed to improving medium secure care pathways through and out of this system. Ian is on the steering group and development group of this program to improve experience of service users and providers on their journey through these services:

· more recovery focused, more responsibility to service users and providers to meet needs of people.

· PbR: as patients do want to see it as focus on outcomes – know what outcomes need to be achieved before moving on. Part of the QIPP work is developing an outcome framework

· PbR = cost by prediction by clustering clients into 5 different groups which is better than block purchase day rates but doesn’t take account of whether care is appropriate etc. 

· £1bn is a lot of money reducing costs would be beneficial to all stake holders

Third sector: Anne McDonald
· Following Ian’s tour de force Anne didn’t want to repeat too much but did reiterate that the NHS is looking at this through QIPP. 
· We do have an opportunity at this time of major reform to ensure pathways and good practices are in the new structures
· Secure services will continue to be commissioned as specialist services. The current 8-10 commissioning groups will be clustered into 4 groups across England looking at costs and benefits of these services
· As commissioning has been moving from PCTs there’s already good examples in the South West of investment in step down services so the system works more effectively. 
· Because we know all secure services will be commissioned nationally this should standardise quality and prices while PbR will drive pathways and quality more effectively so commissioning can focus on getting things right
· The transition period is being used to improve and develop things prior to the new arrangements coming in. A lot of ‘integrated care’ pieces of work going on referring to 
· relationships between services; 

· describing the need for a range of services and services to talk to each other; 
· workstreams looking at barriers that prevent patients getting the right care at the right time

· the need to ensure new commissioning structures don’t get in the way 
· Anne was glad Sean spoke about the personality disorder work being undertaken (the decommissioning and reinvestment of the Dangerous and Severe Personality Disorder programme money.) This work to develop a complete pathway for people with PD through the system will hopefully be the way forward for all people through the system:

· ID early on

· focus on hope and progression to move on; 
· support people in community so risk aversion doesn’t effect individual’s ability to move on (DSPD response published on 21st Oct) 
· Commissioning for outcomes is a big priority
· Key principles around ‘no decision about us without us’ and Mental Health parity with physical health and driving patient empowerment will be embedded in new commissioning frameworks
· Relationships between different parts of the system will also drive risk aversion 
· Diversion work needs to develop treatment based alternatives that the CJS are confident in and refer to
· All aimed at ensuring better quality and consistency for patients and better value for money for commissioners in the future
· The Department of Health is trying to improve commissioning now in order to embed a very effective system in the new architecture 
· Not just transferring something that doesn’t work but something that transforms the new system. 

Victor thanked each of our speakers for the different perspectives outlined. This seems like the most solvable problem that the Group has discussed. The most difficult part is the transfer to the community – not just the provision of services in the community but the community themselves. VOA has developed community services and been to community groups and they’re hard conversations to have but they should be had. This is not, however, all doom and gloom and some local authorities are doing some really good work (Lambeth being one of them – very forward thinking work here) 

Victor then opened up to the floor for discussion. 

The discussion 

Victoria Bleazard (Rethink)

· Supported the practical points raised by Ian to have an inventory of care available and the idea that the Commissioning Board will have a role to allow people to live where they want, getting rid of the barriers that currently exist. 
In response: Sean Duggan 
· The inventory is a very sensible idea – we’re saying we know the problems, think we know the solutions but still a way to go. We have known about this problem for a long time (6 years at least) but why is this not moving forward?
· Organisations don’t like to own offenders – high cost and complicated
· Who takes charge of the inventory to say people need this? No-one/nothing saying you have to take responsibility to take charge – so people don’t and don’t manage the cases. 
· Will there be a mandate for CCGs and HWBBs to be included? There needs to be a mandate. 

Loraine (Lambeth)

· Money needs to follow the patient – who pays regulations set out clearly how we should accept responsible but the default position is to say no and make decisions later. When people fall between 2-3 different areas huge costs around lawyers fees and delays. 
· Another point is that Lambeth are doing a lot of work around forensic MH and across whole of MH system from CJS to Community 
· One key issue is stopping people getting into secure care in the first place (diversion)
· Clinicians stuck in their ways – MHA sections 37/41 – MoJ gets involved, slows things up, keeps people in secure services longer than needed
· MHA 45a – pilot work with South London/Maudsley Trust–judges didn’t know a lot about it. 45a hospital order and prison sentence running side by side, i.e you can transfer between the two
· Need different thinking about how we can use the MH Acct and training for judges and trainignn for clinicians

Stephanie Powell (Herefordshire) 
· Good examples of a diversion scheme in Herefordshire for 16 years now – followed throughout the country and case managed – link to referring PCT and able to keep people falling through the loop – maybe easier with small numbers – this input into individuals meant lower numbers going into medium secure
· Unfortunately services will be decommissioned soon based on outcomes (HONOS) activity not taking into account Mental Health patients 
· Reiterated the point that Community MH Teams fear taking clients from secure into community

Ann Attwood

· North East looking at how to stop people continually assessed
· Unique pre-arrest piece of work being undertaken: assessment through strict triage with GPs, safer families etc before it gets into the CJS. Once in courts one (pink) assessment follows the individual through court, Section 51, judge will have it in their bundle and can find it easily. 
· If someone is assessed at a police station – goes straight to magistrates court – pink form goes straight to judge. 
· This is still an early piece of work – may be need for more assessments but pink piece of paper stands out

A representative from the South West
· Where diversion is relatively straight forward then areas across SW are meeting 14 days target

· where it gets complicated is where people have very complex needs (Ld, women, PD, combination of all) or come from Wales (issue in its own right) or London where there’s a separate infrastructure – stumbling block around difficult decisions

Kenneth (Prison Reform Trust)

· There is a risk averse culture – will PbR decrease risk aversion or will it increase?
· Does anyone have examples of situation in which service users are engaged in risk assessments and how these are addressed? 

In response: Ian

· PbR doesn’t have to effect risk awareness at all – risk management shouldn’t be effected by changes to structures
· Service users should be involved in risk assessment and is being looked at as part of ‘my care pathway’ QIPP work.
In response: Sean

· Useful to think about risks and risk aversion – more confidence in the whole recovery model as people go through the system and their social needs for effective resettlement.
· MAPPA arrangements – very good at multi disciplinary, mandatory so police, health etc have to come and discuss arrangements for people that are high risk – collective way to managing risks. 
· The foot has been taken off the pedal re: 14 day transfer period and it shouldn’t have been. 

· Other comments from the audience on this was does this need to be mandatory? One of the difficulties is if you assess someone they may not need transfer there and then – clinicians may say this person may benefit from secure hospital stay – problem is the wide and varied interpretation of 14 day transfer
· It might have been better to come at it from an emergency / planned approach – targets for emergency vs targets for planned so more discipline for clinicians

· Now some clinicians are saying yes some people will need it and accept them but they won’t accept them now.
In response: Anne

· If we get PbR and the outcomes right one thing that makes people less risk averse is confidence and knowledge – need to get this right before new structures come in

In response: VOA
· Not many incentives in the system to make it work now– what incentive could be bought about in current system to bring about some of these problems, i..e 14 day issue? If happening in two areas why not everywhere? What incentives aren’t their in some areas to stop this happening?

In response: Anne

· Some of this is about culture – there won’t always be success unless culture is changed but incentives needed in place to help people make the right decision
· As Stephenie said fear in CMHT there for a number of reasons – needs to be tackled
In response: DB
· Who isn’t doing this? Who is bothered that some areas mind and some don’t?
· Are people thinking transitionally but decommissioning diversion? 
· Who is in charge?

Mihir (St Andrews)

· This is not about capacity – there are 1000 empty beds now available
There was a general conversation started by DB around ownership of this agenda and the budgets being discussed. The role of the Health and Wellbeing Boards (HWBBs) was mentioned as having an overview to ensure integration between the NHS Commissioning Board and the CCGs and also sharing best practice. 
Rupert (NOMS)

· Currently there is no mandate for justice services to be involved in HWBBs and where engaging with shadow arrangements are struggling – reliable on community commissioning for unpopular client group as part of step down and unblocking is a difficult area as historically haven’t had good experience of this – quite a hill to climb.

· For some people the care pathway is back to prison – part of de-cluttering blockages 
In response: Ian
· This can only happen if people are on section 3 or 45a but not if on hospital order– some people would prefer prison to know when they would be getting out as prison pathway  can be quicker
David
· As a solicitor convincing clients to not go for prison or an order they don’t have an end date for is very hard - need properly informed advice for their rehab

Loraine (Lambeth)
· Ian is right there are people who would prefer to be in prison – there’s a cultural resistance amongst clinicians to not send people back to prison – something we need to get over – not good for patient or clinician system

The final point raised by Julian from Lankelly Chase was about the barrier of money being locked in one part of the system and not releasable in another part of the system. Sean agreed this is a problem and moving money has to happen. The DSPD work is an example of decommissioning specialised very expensive units to have more effective services in the pathway (Anne), possible to do it in Manchester closing medium secure beds and starting up diversion – a lot more needed either nationally or locally as clogging up medium secure – needs to be pushed into community 
In closing

David

· Welcomed this discussion and sees it very much as work in progress, in the context of the HSC Bill, Welfare of Offender Bill etc 
· What’s helpful is that it has a practical nature and getting practical about barriers and opportunities and areas that have found their way though the system (triage, problems for people with complex needs etc) 
· Cultural problems remain that need to be addressed – can be stuck in these and need to share practice and good commissioning decisions but need to look at how this culture can be changed
· We need to revisit this as we see new structures develop
· References made to money flowing with patients (PbR opportunities and the outcomes around PbR will deliver a culture shift)
· One issue being joined up services – need to follow through dialogue, information, confidence and knowledge and practically how this is followed up to community 
· The money was a big factor – if we reduce month of stay in medium secure would save £50million! This is a massively important financial issue to be addressed by services. 

· We can’t wait for new structures to ensure ownership – in one area all joined up to deliver recovery services in residential service but nothing in the community – need proper ownership across the community.
ACTION: Victor ended the meeting by announcing a call for information: 
In response to the NHS Future Forum's 2nd round of engagement around the Health and Social Care Bill  the APPG will be submitting a response on the integration strand. 

What are the top 5 issues relating to integration in regard to people with Complex Needs and Dual Diagnosis. 

The deadline for input is Wednesday 9th November 

