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The Commissioning Framework for Health and Wellbeing

A response from the Sainsbury Centre for Mental Health

Executive Summary

· The Commissioning Framework for Health and Wellbeing has laudable aims but, in our view, represents a missed opportunity to produce a more radical framework with the necessary levers to accelerate the process of change.

· The absence of clear definitions of wellbeing or of positive mental health will weaken the delivery of commissioning services aimed at achieving these outcomes and will hinder development of useful measures to assess efficacy of services and interventions.

· We would encourage the development of a mental health and wellbeing commissioning framework and appropriate implementation guidance

that synthesises:- 

· key skills and competencies for commissioning mental health;

· essential facts on risk and protective factors for mental health and wellbeing;

· guidance on mental health service user involvement at every stage of commissioning or re-commissioning of services and subsequent performance monitoring.

· Enduring stigma and discrimination against people with mental health problems continues to inhibit a view that these groups can achieve wellbeing. We do not share this view and would defend absolutely the right to broad health and wellbeing of all citizens, whatever their mental health status.

Introduction

The Sainsbury Centre for Mental Health (SCMH) welcomes the opportunity to comment on the consultation document Commissioning Framework for Health and Wellbeing  (CF). Effective commissioning of health and social care services is fundamental to improving the quality of life for people with mental health problems. 

Mental ill health can be a long-term condition and the shift in service delivery in the last decade away from mainly hospital-based settings into the community reflects this reality. However the design, delivery, monitoring and review of services has not always reflected this change in emphasis. There is still too much focus on cost and volume of commissioned services rather than on the quality that they deliver. 

We therefore support the weight the CF accords to strengthening and utilising local voice, effective use of information and needs assessments, developing a plurality of providers and increasing local accountability. 

One of the key themes in the CF is the importance of shifting services from treatment to prevention and promotion. This perspective is important for mental health and is in harmony with the Government’s previously stated commitment to increased choice in mental health and to the move towards recovery-based services. For example, the Chief Nursing Officer’s review of mental health nursing (DH 2006a) positions recovery as its first priority. Such values are echoed by service users themselves.

The CF is also consistent with a raft of related government policy and statute including Our choices in mental health (CSIP/NIMHE 2006), with its emphasis on the increasing role of individual budgets and direct payments to service users; the forthcoming Choice Policy Framework, that will include a section specifically on mental health; and the Welfare Reform Act. 
These varied but complementary documents combine with the CF to create the potential for innovative service commissioning that will address the totality of people’s lives, not just the times when they are unwell enough to warrant their use of secondary services.

In many respects the CF appears at a time when much partnership work is already in process, and the document acknowledges this fact. There are many instances of current or recent useful collaborative work at a local level between local authorities and primary care trusts, such as a raft of S75 (formerly S31) joint health and social care arrangements. During 2005 - 06 the Shared Priorities programme explored the cross matching of local authority floor targets with 

measures of community wellbeing to produce shared work programmes on public mental health (mentality 2006).  

But this is a complex agenda and a massive change programme for the cultures of health and social care. Successful outcomes will hinge on their willingness and capability to grow new markets of providers and to work effectively with the third sector, where many of the new providers may be found. There will also be a need to engage with new groups of partners such as those in the criminal justice and welfare benefits systems.

To do this the CF must provide a stimulus to all agencies to co-operate and develop a joint strategic needs assessment as a basis for commissioning new services and re-commissioning existing ones. The vision described in the CF will only be achieved through meaningful and effective partnership working across the statutory health and social care sectors and in cooperation with the third sector.

However there are significant weaknesses in the CF, not least the lack of specifics on implementation and the constituent elements of what makes for effective commissioning. The dearth of commissioning capability and capacity, 

particularly within primary care trusts, presents a considerable challenge to meaningful realisation of the vision described in the CF. 

These limitations are most notable with respect to commissioning mental health and one of our key concerns is the absence of any clear definition of wellbeing, a core outcome of the CF. This is of especial import to our groups of interest – people with mental health problems ranging from the most common to the most complex. Without clarity and shared understanding of this core construct by key partners, appropriate measures will be elusive. The challenge of achieving agreement is immense given the range of commissioners and co-commissioners that are envisaged and that will emerge over time.

The joint strategic needs assessment in mental health could be compromised by this omission and remain trapped within commissioning for secondary mental health services only, rather than using the opportunities created to promote positive mental health and wellbeing for the population as a whole across the life cycle.

As a consequence we would welcome the development of a mental health and wellbeing commissioning framework and appropriate implementation guidance.

Such a development could usefully build on a significant body of existing work

(DH & DWP 2006; DH 2006b; DH 2005) that synthesises into one document:

· key skills and competencies for commissioning mental health; 

· essential facts on protective factors for positive mental health and wellbeing and risk factors for poor mental health and mental illness; and 

· guidance on mental health service user involvement at every stage of the commissioning process. 

A widely held view is that those already diagnosed with a mental illness are somehow unable to achieve wellbeing. For example recent research has found that people with diagnoses of mental ill health often find it difficult to get their physical health and wider social care needs met in primary care (Disability Rights Commission 2006). We do not share this view and would defend absolutely the right to broad health and wellbeing of all citizens, whatever their mental health status.

Criminal justice: Commissioning offender mental health care

A significant cohort of the population for whom commissioners need to be procuring effective health and social care services is offenders, i.e. those currently in the criminal justice system, recently released from prison, serving community sentences or those on probation. 

The CF states that there is now a need to “…look further than just physical health problems, to promote wellbeing, which includes social care, work, housing and all the other elements that build a sustainable community.” (p.7) This objective is crucial for people with mental health problems who have come into contact with the criminal justice system. 

The prison population has soared in the last decade. On 31 March 2007 there were 80,374 people in custody, 4 per cent more than a year earlier (Home Office 2007).  The Home Office has predicted that the prison population could rise to as many as 116,550 by 2013 (Home Office 2006a).
Around 70% of sentenced prisoners suffer two or more mental health problems and a significant proportion of those who end up in prison will have previously experienced a psychiatric acute admission to hospital (Prison Reform Trust 2005). This shows a degree of overlap between the populations in contact with mental health services and with criminal justice services. 

The All Party Parliamentary Group on Prison Health has highlighted the parlous state of mental health provision in prisons despite the overwhelming need among the prison population (2006). Their recommendations include a range of preventive measures such as court diversion and liaison schemes to redirect people with mental health problems away from the criminal justice system. Court and custody diversion/liaison services do exist, but some areas have no coverage and where they do exist the level of provision varies from sparse to comprehensive.
There is also a paucity of information on the mental health needs of people on community sentences. Recent figures show that in the 12-month period between July 2005 and August 2006, 144,483 offenders started a community sentence (implemented as a Community Order in April 2005) (Home Office 2006b). As many as half of offenders serving community sentences have a mental health problem, and the suicide and accidental death rate for community sentenced offenders is higher than for the custodial population. Courts rarely use the Mental Health Treatment requirement as part of the Community Order and many Orders are too demanding, making technical breaches more likely, often resulting in further sanctions and even imprisonment (Solomon & Rutherford 2007).
The Government has acknowledged the need to improve mental health care for prisoners and has transferred responsibility for prison health from the Prison Service to the NHS, with completion achieved in April 2006. As a consequence commissioning of all aspects of prison health is still in its infancy. However, the transfer of responsibility is an important milestone and provides an opportunity to focus on groups with marked health and social care needs who have been sorely neglected for many years.
The offender care pathway on the ground is underdeveloped and there is only a limited understanding of what interventions work for those both in and out of custody.  A significant early guide to commissioners and providers alike is the publication of the Offender Mental Health Care Pathway (Department of Health 2005). This document provides templates of good practice, a framework for commissioning and significantly, an overview of end to end management of offenders. 

The aim for prison health care is to give prisoners ‘access to the same quality and range of health care services as the general public receives from the National Health Service’ (DH & HMPS 2001). For example many offenders have a combination of common mental health problems that may never have necessitated their treatment in secondary acute care. They should be able to look to good primary care provision. However, it is very clear that, for those in prison, primary mental health care is extremely weak and most prisoners with moderate level problems receive little or no help (SCMH 2006).
To date the greater part of commissioning for the health needs of offenders has been directed at health services into prisons. The development and national roll-out of secondary care mental health services to prisons - Inreach Teams - is now complete and most prisons now have direct access to one of these teams. Their focus is mainly on prisoners with severe and enduring mental illness. 

Despite the ubiquity of these teams, however, screening and identification of mental ill health on entry to prison remains poor across most of the prison estate, as does the resettlement of prisoners with mental health problems. Inpatient care and meaningful daytime occupation are also two more areas of weakness. 

Another deficit is dual diagnosis services. There are reported high levels of co-morbidity of mental health problems and substance misuse within prisons, but research has shown that dual diagnosis is a considerable gap (SCMH 2006). Service development in this area has been poor and substance misuse services, such as detoxification, have historically been perceived as outside the remit of health care.

There is also a large population of prisoners with more moderate mental health problems, combined with a range of complex health and social care needs.  Commissioning for these groups will entail exploring the whole health, mental health and social care pathway of an offender. 

Commissioning services for people with mental health problems who offend or are in contact with the criminal justice system must take a range of issues into consideration. For example, offenders have complex needs and are likely to require the inputs of a variety of services. Therefore integrated service provision should be a crucial part of any commissioning for these groups. SCMH is not alone in concluding that services for offenders are largely poorly integrated.

Another issue is meaningful needs assessment. Comprehensive offender health and mental health commissioning must be informed by a thorough understanding of need. Data on prevalence rates of mental illness alone will not inform commissioning effectively. Any top-down assessment must be supplemented from the ground-up with local stakeholders, to get some perspective of local needs and “what a good service should look like” (quote from a CSIP lead). 

This approach to advising commissioning is being led by CSIP in the Eastern Region. SCMH has adopted a similar model of working with commissioners from one PCT in the West Midlands, including extensive engagement with prisoner service users. In addition, CSIP North West and SCMH are working with stakeholders in various parts of the North West on designing different parts of the pathway and in doing so, addressing the roles and responsibilities of different providers. One of our desired outcomes - effective performance management that tests and ultimately ensures providers are meeting identified needs – is more likely to be achieved utilising this method.

The work in the North West has the added element, in the initial stages, of the engagement of a private sector partner with expertise in using evidence and stakeholder feedback in simulating the implementation of change.

An additional matter is the diversity of commissioners that will be involved as new and different systems emerge, e.g. co-commissioning of offender health and mental health. The National Offender Management System (NOMS) is the most significant partner for the NHS in this development and NOMS is currently recruiting Offender Managers who will have a responsibility for ensuring health care needs are met for the offenders they manage.

Finally contestability will introduce competition between the public, independent and voluntary sectors as commissioning incentivises new markets. For instance contracted out prisons have been in use for several years. But it is only recently that some functions in public prisons, such as the health care services at HMP Wandsworth, have been awarded to providers from other sectors. 

Summary
· 80,374 people were in custody on 31 March 2007, a number that is forecast to grow to as many as 116,550 by 2013. 

· Nearly 70% of sentenced prisoners suffer two or more mental health problems and many of those who end up in prison will have previously experienced a psychiatric acute admission to hospital.

· As many as half of the 144,483 offenders serving community sentences have a mental health problem, and the suicide and accidental death rate for community sentenced offenders is higher than for the custodial population.
· Commissioning services for people with mental health problems who offend or are in contact with the criminal justice system must take a range of issues into consideration, including:-

· integrated service provision as a crucial part of any commissioning for these groups;

· meaningful needs assessment informed by mental health service user offenders themselves to craft a vision of ‘what a good service should look like’;
· assurance that the diversity of commissioners and contestability amongst potential providers will enhance rather than compromise the quality of commissioned services.
Employment: Commissioning vocational and employment related services for people with mental health problems

Meaningful occupation and employment are both lynchpins of recovery for people with mental health problems. The Mental Health and Social Exclusion report (SEU 2004) identifies that being in employment and maintaining social contacts improves mental health outcomes, prevents suicide and reduces reliance on health services.

Commissioning guidance on vocational services for people with severe mental health problems (DH & DWP 2006) recognises that a range of services are necessary to meet the needs of all individuals, including those most disabled by their mental ill health. The guidance focused on vocational services and enabling commissioners and other stakeholders to:

· implement evidence-based practice within vocational services, in particular, the Individual Placement and Support (IPS) approach;

· work towards access to an employment adviser for everyone with severe mental health problems;

· aim for the provision of vocational and social support to be embedded in the Care Programme Approach (CPA) with full involvement of the service user; 

· base provision around the needs of the individual irrespective of whether care is received from secondary or primary care services.

The Mental Health and Social Exclusion report (SEU 2004) also described key elements of vocational and social support e.g.:

· establishing employment status on admission to hospital;

· supporting job retention;

· promoting involvement of carers and families;

· identifying a lead contact on vocational and social issues in secondary care teams;

· strengthening links to key local partners, in particular Jobcentre Plus and education providers;

· promoting access to advice and support on benefits issues;

· monitoring vocational outcomes for people on CPA; and
· monitoring the employment rates of people with mental health problems within their own organisation.
Health, work and wellbeing – Caring for our future (DH, DWP & HSE 2005) set out a clear vision for improving the health and wellbeing of people in employment. Commissioners have a key role to play in helping to deliver that vision.

There is a significant evidence base that demonstrates that work:


• 
Promotes recovery and aids rehabilitation


• 
Leads to better heath outcomes


• 
Minimises the harmful effects of long-term sickness absence


• 
Improves quality of life and wellbeing


• 
Reduces social exclusion and poverty (Waddell & Burton 2006)

Despite these well-documented benefits of work on both mental and physical health, mental ill health is now the second largest category of occupational ill health after musculoskeletal disorders (Seymour & Grove 2005). For people with mental health problems, we know that employment is an integral part of their recovery. However we also know that there are very large - and growing - numbers of people with a mental illness who are unemployed, most of whom want to work. Both research and practice has shown us that, given the right support, the vast majority can take up and sustain employment (Grove et al 2006).
Although there is considerable research regarding the most effective interventions to place and support people with established mental health problems in the workplace, there is relatively little evidence regarding the most effective methods in primary care for working with people with common mental health problems. Various interventions including employment advisors working in GP surgeries have been set up to address this.  We are working with others to increase the evidence base in this important area of work. 
The following example of an initiative that resulted in the re-commissioning of day and vocational services illustrates what is possible when a thoughtful, user-centred approach informs service change.

Re-commissioning employment and day services in Eastern Surrey for adults with mental health problems

A collaboration between Surrey County Council, East Surrey & East Elmbridge and Mid Surrey PCTs
, Surrey & Borders Partnership NHS Trust, service users, the Sainsbury Centre for Mental Health and Third Sector Providers in Surrey resulted in the re-commissioning of employment and day services from the NHS to the voluntary and social enterprise sectors and a new joint commissioning framework for the area. 

The emphasis of the day and work services had been on providing segregated occupation and social support. Very few people moved on to other services once referred and for many people with mental health problems, particularly people who were newly diagnosed, women or young adults, these services did not provide the type of support or activity they wanted.  

Health and social care commissioners had been looking to modernise these services, with a particular focus on providing more one-to-one support to access and sustain mainstream employment and community activities. The Trust concurred that these services did not form part of their core delivery objectives and they therefore supported a re-commissioning process. The development of a joint commissioning strategy was central to the outcomes achieved.

The new service model now in place, provided by a voluntary sector organisation, delivers more individualised support, more accessible services and more choice.  This approach enables individuals to develop their own pathways to move between support services according to their particular needs and aspirations at any given time.

Summary
· Mental ill health is now the second largest category of occupational ill health after musculoskeletal disorders;
· A significant evidence base supports the contention that employment is an integral part of recovery for people with mental health problems; 
· Commissioning services for people with mental health problems who wish to remain in, enter or re-enter employment must take a range of issues into consideration, including:-

· Involvement of all partners – health, social care, third sector, service users and carers – from the outset of the change process;

· Service specifications informed by the values identified by service users and carers;

· Development of the skills and competencies for service users to play a pivotal role in the process of commissioning and monitoring services.
Conclusion

The CF adds a further dimension to previous government policies, notably Our Health, Our Care, Our Say and also Stronger Local Communities. It also builds on the choice and user-centred agendas that are informing mental health currently. What these complementary policies have made explicit is that the quest for improved whole population health and wellbeing is not the preserve of one agency or sector only. 

Although we absolutely support this perspective, we are apprehensive at the absence of the necessary skills base to address this complex agenda. Capability is weak and under-developed and there are no transparent processes set out for engaging with key partners such as employers or vocational services, or with criminal justice and probation.

One of the most significant gaps is any description of how the public and users of services are to be skilled up and given the competencies to engage in discussions on commissioning. This omission must be addressed if the primary aim of putting people at the centre of commissioning is to be meaningfully realised. Work carried out by SCMH and others to develop user-focused monitoring (UFM), community development and similar approaches to involving the users of services on equal terms to professionals should be in the centre of any effort to build the capacity of commissioners to implement the CF (Seebohm et al 2005, SCMH 2007).
There is a bank of experience on joint commissioning between health and social care that has been developing in recent years, driven by S31 (now S75) arrangements.  There is also a significant amount of data and knowledge on what needs to be done to promote the mental and physical wellbeing of mental health service users.

Our key concern is that if mental health is narrowly defined as mental illness, all the opportunities afforded by the CF will be lost. Instead, commissioners across the board will need to have a well-developed understanding of the key concepts, of how to commission services that deliver positive mental health and of how to measure the impact of those services.

Given the amount of partnership work that has been in process for a number of years preceding the publication of the CF, this long-awaited contribution to the modernisation agenda could have been far more radical and provided many more levers to accelerate the process of change.
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� An exception to this has been identified in an evaluation of the young peoples secure estate. This revealed that mental health and substance misuse services were well integrated across the estate. 





� Now part of Surrey wide PCT
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