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Purpose of the paper

This paper is intended to help articulate HSCB commissioning intent with
regard to the future of acute psychiatric in-patient care. A number of options
are considered in broad terms by HSCB/PHA staff (the Mental Health
Service Team) engaged in the regional commissioning process. The paper
has also been considered and endorsed by the Bamford Adult Mental
Health sub-group, subject to ongoing debates about separate PICU and
age related provision.

The paper outlines the Board’s current thinking and proposed position with
regard to these. This paper is not intended as a statement of
commissioning intent but as an early framework around which the Board
will develop its plans. It is therefore intended to advance discussions and
clarify thinking but is not intended as a final position statement.

Background

In common with other health and social services in Northern Ireland, adult
mental health services are undergoing a process of reform and
modernisation. Although this process began almost ten years ago, the
Bamford Review accelerated the scale and pace of reform, giving particular
prominence to the idea of a ‘recovery’ model of care that emphasises
individual strengths and opportunities more than symptoms and problems.
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At the heart of the change process are three basic concepts; early
intervention, a ‘stepped’ model of care where interventions are matched to
need and assessment, treatment and aftercare offered where appropriate
within people’s own homes. These ideas have been developed within the
context of a whole systems approach (figure 1) to the commissioning of
services which emphasises the inter-dependence and connectivity between
all parts of the system.

Modern, therapeutic hospital-based care for those most in need will be a
key feature of these changes.

Implications for Acute In-Patient Care

The combined effect of these and other processes is that adult mental
health services are becoming less reliant on in-patient beds for the delivery
of mental health assessment and treatment. This is popular with patients
and their carers who desire the least restrictive option and who prefer home
treatment to more traditional models of care.

Acute in-patient care will continue to be an essential part of the care system
and patients and their carers will wish to see this provided in a safe,
humane and therapeutic way. However, it is likely that admission to hospital
will only be required in the future for those severely ill patients who cannot
be managed in any other way because of risk to themselves or others.

Drivers for Change

The HSCB/PHA are now engaged in ensuring that the Bamford Review is
implemented to the fullest extent possible in line with current Departmental
policy. In addition, the Comprehensive Spending Review (CSR) for 2011-15
and the foreseeable future beyond is creating a new imperative for the most
effective and efficient service delivery within available resources.

All five Trusts have business cases at various stages of development for
the rationalisation of their acute in-patient services, some of which provide
for efficiency savings already assumed within corporate planning
processes. If all these plans were approved, it will lead to a significant
reduction in acute bed numbers with a reduction in the number of sites on
which acute care is currently provided to one site per Trust (with the
exception of the Western Trust which continues to plan for a two site
model).



Benchmarking work undertaken by the Board shows that the Northern
Ireland adult bed provision (including over 65 FMI) is currently 24.5 per
100K total population (excluding PICU) while Scottish provision is 22 and
PennineCare Mental Health NHS Foundation Trust is 18.8.*

A recent HSCB snapshot audit of acute in-patient care revealed wide
variation in occupancy and length of stay with significant numbers of
patients still being admitted because of social circumstances, primary
addiction problems and relapse management (all of which in many cases
should be avoidable).

There is also a need to standardise the functionality and enhance the
capacity of Crisis Resolution and Home Treatment services regionally in
order to maximise the impact of this service on admissions and make
community infrastructure more robust.

There were also notable gaps in therapeutic inputs apparent across the
region and commissioners will wish to improve access to therapeutic
interventions for in-patients.

The elimination of this variation and the current numbers of delayed
discharges would allow for a further reduction in acute bed numbers (below
current Trust planning levels) and allow for a concentration of available
resources in order to raise the current standards of acute care in terms of
safety, skill mix and therapeutic inputs.

Consideration of Options

In addition to the options outlined in this paper, discussions will be taken
forward in partnership with users and carers, primary care and Trusts to
fully articulate the preferred model with the intention of reporting to the
Bamford Project Board Group later this year.

Options — Sites and Geography

The Bamford Team initially considered a series of options involving 3, 4 and
5 locations for future provision. These are shown in Figure 1 below. In
considering the actual and future state of provision, the Board used the
following figures shown in Table 1 below. It is clear that there is significant
variation and the elimination of this, allowing for local variation of needs
indicators, would mean that some areas will have to reduce their bed
umbers further than others.



Table 1; Gross and per 100k population bed numbers in the five Trusts
(excluding addictions but including over 65s FMI)

For future planning purposes, the Board has determined that the delivery of
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100K total population, the lowest number in the region) should be replicated
across the region. This would lead to a planning figure of approximately 374
beds. However, the Board believes that, over time, and with the
development of alternatives to hospital admission this figure could be
further reduced to 300 beds.

Option 1, previously considered in CSR planning, is very radical in terms of
bed numbers. The team believe this option to be attractive in principle for
the future but not realistic in the short to medium term because of patient
accessibility, equity and implementation issues.

The other two options were considered (a variant of which was re-described
as a six centre model to reflect WHSCT thinking) and scored, including
variants involving integrated, co-located or shared PICU provision. These
are listed in Table 2 below together with a range of factors that are
considered by the Mental Health Service Team to be essential planning
considerations. Each Option has been given a high level subjective set of
scores.



Figure 1; Three, four and five centre models for acute psychiatric in-
patient care
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Benchmarking data from Scotland/England reveals a continuing reducing reliance on admission to acute beds, the
growth of afternatives and the centralisation of care in centres of excellence. .

Table 2; Weighted/Scored Options

Cost Service User  Safety Feasibility  Accessibilty Cross Efficiency  Ease Total
(weighted Preferences Boundary with
out of 15) {weighted out Working current
of 15) models
4 centres
135 6 8 6 7 6 8 9 63.5
6 centres (AS
PER Trust 10.5 7.5 8 6 10 10 5 5 62
business
case)
5 centres [
(integrated 135 9 10 9 9 10 7 8 75.5
PICU) .
5 centres
(shared PICU 135 7.5 8 9 8 7 8 8 69
provison)
5 centres (co-
located 12 9 10 9 9 10 7 8 74
PICU)

This analysis supports a five centre model of around 300 beds across the
region (an average of 60 beds per Trust adjusted for weighted local
populations) with either integrated or co-located PICU provision (there was
significant debate on this point in the Bamford Adult Mental Health



Sub-Group and Board and PHA officers are continuing to explore the
evidence). This represents a reduction of 134 beds or 31% on current
provision. Further work may be required in relation to specialist bed
provision.

Critical Planning Assumptions

This challenging bed profile is only achievable within the context of a
number of planning imperatives;

< that a majority proportion of efficiency savings accrued over the CSR
period as a result of implementation of these plans are made
available for immediate local investment in community alternatives to
in-patient admission

< that bridging finance is made available by the Board to enable this
level of step change to occur safely

« that acute beds are provided for all people aged over 18 with no
separate age related provision for adults (this view has been
challenged within the Bamford Adult Mental Health Sub-Group where
a case was made for separate age related provision)

=< that a new regional approach is developed to improve access to
specialist facilities (e.g. Shannon and Beechcroft)

« that in-patient treatment of dual diagnosis problems can be potentially
accommodated within the total available resource of 300 beds with
detoxification services provided by general acute hospital services ( a
separate Board/PHA-led group are reviewing the population
requirement for specialist addiction services)

« that this total (300) does not reflect the need for the service to
develop local solutions as alternatives to the current reliance on extra-
contractual referrals but...

< this total (300) currently assumes the inclusion of specialist areas the
overall capacity (e.g. eating disorders, aspergers, perinatal etc)

The following potential consequences should also be noted;

<+ Trusts will need to work together to ensure seamless provision across
boundaries

< Existing business cases may need to be amended e.g. Southern
Trust business case to re-provide for patients with a learning disability

% The Northern and Western Trusts would deliver a one site model of
provision for their respective populations in line with other Trusts



In conclusion, the model proposed in this paper is predicated on:-

<+ Effective Case & Care Pathway Management.

= Robust and standardized Crisis and Home Treatment provision.

4+ Access to other alternative support services i.e. Crisis Residential
Care/Acute Mental Health Resource Centre and day treatment —
some of these services should be user-led intiatives

< A therapeutic ‘recovery’ orientated model of care

<+ Development of the workforce, particularly nursing, to achieve new
ways of working e.g. nurse led discharge/prescribing

< A more significant role for experts by experience and for advocates

Next Steps

This paper will be submitted to the Board’s Senior Management Team for
approval, to the Department of Health Social Services and Public Safety in
order to ensure it is consistent with current policy and to the Bamford
Steering Group as requested by them.

(* These figures are subject to verification to ensure they include all Over 65FMI provision)
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