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 4 
Mental Health Partnership Committee    

Meeting Date: Thursday 25th March 2010 Paper No 2010/012 
 
Subject: Adult Mental Health Planning Framework 2010 – 2013 
 
Presented by  Head of Planning & Performance, Mental Health Partnership 
 Doug Adams, 0141 201 4806 
  
Recommendation(s)  Members are asked to note the Adult Mental Health Planning Framework 

for 2010 – 2013. 
 

 
Summary/ 
Background 

NHS GG&C Board’s Planning Process for the period 2010 -2013 has 3 
main components: 
 

1. A series of care group based planning frameworks setting out the 
priorities and outcomes to be achieved for that care group 

 
2. A series of policy frameworks setting out the priorities and 

outcomes for a series of policy areas 
 
3. Performance and Development Plans which reflect the 

contribution of each NHS “entity” to the outcomes set out in the 
Planning and Policy Frameworks referred to above.    

 
The Planning and Policy Frameworks set out the Framework and 
contributions required of the various NHS “entities” to contribute to the 
outcomes set out in these frameworks. 
 
The “entities” are required to do this though their Development and 
Performance Plans which are due to be submitted by the end of March 
2010.  
 
The Performance and Development Plan commitments will then form the 
basis for the NHS GG&C Corporate Organisational Performance Review 
Process. 
 
THE MHP has been responsible for the development and production of 
the Adult Mental Health Planning Framework which sets out the NHS 
context, rationale, priorities and outcomes for adult mental health. Whilst 
the majority of the contributions to achieving the outcomes set out in the 
framework apply to specialist mental health services provided by the 
Mental Health Partnership or CHCP/CHPs there are some areas 
requiring contributions form other more generic services and these are 
set out in the adult mental health planning framework. 
 
The MHP Development and Performance Plan is currently in 
development and will be provided to the MHP Committee at its next 
meeting. 
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Background/Policy/ 
Legislative Context 
 

A revised Corporate Planning Process has now been introduced which 
requires the preparation of: 
 

a) A Planning Framework – setting out the policy, priorities and 
outcomes for the 3 year period 2010-2013, and 

 
b) A Development Plan for 2010/11 – enabling us to run our NHS 

business and providing a basis for internal accountability and 
performance management, in accordance with corporate 
guidance 

 
Financial Implications  None at this stage 

 
Human Resources 
Implications  

None at this stage 

Equalities Implications  The Performance & Development Plan will specifically address the 
equalities issues in relation to the delivery of adult MH services. 
 

    

Public Confidential Contains Personal Data – DPA applies FoI Status  (delete 
those that do not 
apply)   Exemption from disclosure may apply under FoI Section   

 
Date Report Prepared :  18.03.2010  
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PLANNING FRAMEWORK: ADULT MENTAL HEALTH :  
 
1. BACKGROUND 
 

1.1. This framework seeks to set out the policy, priorities and outcomes for NHS adult 
mental health services delivered primarily through the Mental Health Partnership 
and CHP/CHCP’s for the 3 year period 2010-2013. NHS partners will then 
develop their development plans to reflect their own contribution to the outcomes 
and actions set out within this framework 

 
1.2. Improving the quality of life of people with mental health problems, prevention of 

illness and promotion of mental well being, are influenced by both access to 
mainstream health and local authority services and supports, and by the wider 
actions of a range of partners in relation to community resilience, employment, 
reducing the prevalence of suicide and self harm, financial & social inclusion & 
broader community planning.  

 
1.3. These wider aspects of health improvement are reflected in the Mental Health 

Improvement Framework section of the separate overarching planning framework 
for Population Health Improvement. 

 
2. NATIONAL PLANNING AND POLICY CONTEXT 
 
Delivering For Mental Health – 2006 
 

2.1. Sets out the mental health delivery plan for Scotland, which supports the objective 
that  NHS services should be delivered as locally as possible, provide systematic 
support for people with long-term conditions, reduce the health inequality gap, 
and actively manage admissions to, and discharges from, hospital. In delivering 
these objectives, mental health services will continue to make a positive 
contribution to better physical health. 

 
2.2. Key themes – Improving patient and carer experience of mental health services, 

responding better to depression, anxiety and stress, improving the physical health 
of people with mental illness, better management of long-term mental health 
conditions, early detection and intervention in self-harm and suicide prevention, 
managing better admission to, and discharge from, hospital. 

 
2.3. The report resulted in the development of the following HEAT targets for adult 

mental health: 
 

• Reducing readmissions 
• Reducing anti depressant prescribing 
• Reducing suicides through training of front line staff in suicide awareness 

 
2.4. While both the readmissions and the anti depressant prescribing Targets will be 

removed as HEAT targets from April 2011, the progress on readmissions will 
continue to be monitored through the work of the Mental Health Collaborative, and 
work will commence to develop and introduce an access to psychological 
therapies target, as this is considered to be a better measure to ensure that 
patients get the appropriate treatment. This revised access to psychological 
therapies target is likely to become a HEAT target in 2011/12. 
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2.5. In addition to the HEAT Targets, there is also a range of Commitments aimed at 
improving services for the users of mental health services, through the 
implementation of, for example, quality indicators, peer support and integrated 
care pathways. 

 
2.6. Progress against the broad themes set out in Delivering for Mental Health is also 

monitored by the Scottish Government through 6 monthly review processes 
 
Towards a Mentally Flourishing Scotland - 2007 
 

2.7. Outlines the direction for mental health improvement and for population mental 
health in Scotland. Its broad themes for action centre on:  

 
• Promote and improving mental health and promoting and improving mental 

wellbeing 
• Raising efforts around the prevention of mental health problems, mental 

illness and suicide 
• Improving the quality of life, social inclusion, health, equality and recovery of 

people who experience mental illness 
 

Rights, Relationships and Recovery 
 

2.8. Reports on the outcome of a review of mental health nursing in Scotland, and sets 
out a prioritised five-year action plan for the support and development of mental 
health nursing to improve the experience and outcomes of care for service users 
and their families and carers. 

 
2.9. Performance monitoring of local progress is through annual submissions 

 
Mental Health (Care & Treatment) (Scotland) Act 2003 
 

2.10. This Act provides the legislative basis for the compulsory treatment of people with 
a 'mental disorder'. 

 
2.11. The Act covers issues such as: 

 
• when can a person be taken into hospital against their will  
• when can a person be given treatment against their will  
• what a persons rights are  
• safeguards to make sure a persons rights are protected 
• the requirement to provide care at the lowest level of security consistent with 

needs and the appeals process to enforce this 
 

2.12. Compliance with the Mental Health Act is monitored by the Mental Welfare         
Commission through programmed visits and an annual review process.  

 
Modernising Medical Careers 

 
2.13. This is a UK policy in relation to the training arrangements for Doctors. 

 
2.14. The implications of the changes to the training regime will see a reduction in 

allocation of trainee doctors to GG&C and also a reduction in the level of direct 
service delivery functions undertaken by trainee junior doctors. 
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2.15. These changes, coupled with the EU working time directive, are likely to 
destabilise existing arrangements for out of hours medical cover by junior doctors 
and will require a thorough review  and revision of models of out of hours medical 
cover to ensure appropriate access to out of hours specialist psychiatric support. 

 
3.  NHS GG&C PLANNING CONTEXT AND CHALLENGES GOING FORWARD 
 

3.1. This planning framework seeks to ensure NHS & Social Care interventions 
maximise health outcomes for service users by: 

 
• Delivery of effective treatment, care and support 
• Delivery of care on a timely basis in the right settings, which focuses on 

recovery 
• Efficient and effective deployment of resources to sustain the capacity of 

services to respond during a period of reducing budgets 
• Improving the quality of life for those who have a mental health problem  
• Strengthened approaches to prevention of mental illness 
• Improved promotion of mental health and well-being through wider 

Partnership working  
• Addressing health inequalities  

 
3.2. Within GG&C there are effectively two distinct mental health services, a Greater 

Glasgow service and a Clyde service, with a similar direction of travel but at 
somewhat different stages of development.   

 
3.3. Common to both services is the development of comprehensive primary and 

community service supports to provide both brief and ongoing support, 
underpinned by access to timely access to inpatient care when required. 

 
3.4. This approach sees: 

 
• the strengthening of community services, including development of   

alternatives to admission through 24/7 crisis services  
• robust community services sustaining reduced levels of inpatient bed use 
• primary care supports providing early intervention and anticipatory care which 

prevents mental illness 
• development of specialist community and inpatient services to ensure 

provision of specialist care within the GG&C area  
• the development of safe and therapeutic inpatient environments of similar 

fitness for purpose to the standards now routinely available in acute services 
• improved coordination of approaches of mainstream agencies in improving 

mental health and well being 
• provision of ongoing care and support in community rather than inpatient 

settings 
• timely access to care in the right settings is reflected in reduced variations in  

needs weighted bed use rates, admission rates, lengths of stay etc consistent 
with those of the least bed intensive balance of care within Glasgow 

 
3.5. Clyde services are at an earlier stage of development and the priority for these 

services is to: 
 

• Implement the final stages of the Clyde strategy and consolidate services to 
function at that balance of care 

• Improve access to similar specialist services as are currently available to the 
Greater Glasgow population 
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3.6. Greater Glasgow services are at a more advanced stage of development and now 
require: 

 
• Increased focus on  efficient & effective deployment of community & inpatient 

resources to maximise health outcomes 
• To achieve reductions in variations in patterns of service use except where 

such variations demonstrably contribute to improved health outcomes for 
service users 

• To review the effective functioning and efficient targeting of primary care 
services in providing anticipatory care and prevention of mental illness 

• To ensure community and inpatient services are effectively deployed 
consistent with the needs weighted benchmarks for bed use, admissions rates 
, lengths of stay, & readmissions 

• Finalisation & implementation of the Inpatient review proposals 
• Implementation of the Vale Vision proposals 

 
Challenges 

 
3.7. The major challenges in achieving the outcomes set out in this Planning 

Framework include: 
 

• Delivery of financial savings without : 
o destabilising the balance of care and capacity of community services 

to sustain lower levels of inpatient bed use 
o destabilising the broader substantial balance of care shifts within Clyde 

in advance of their consolidation compromising the capacity to extend 
access to specialist services to Clyde 

• Delivery of improved inpatient environments and fixed cost release from sites 
within the limited flexibility resultant from constrained access to capital 

• Developing models of out of hours responses which are sustainable beyond 
the combined impact on medical workforce of modernising medical careers 
and EU working time directives  

• Redeployment and capacity development of workforce to deliver changed 
roles as part of the overall reduction in staffing levels and the balance of care 
shift from inpatient to community services. 

 
4. BACKGROUND INFORMATION ON CURRENT SERVICE, WORKFORCE AND 

PERFORMANCE 
 

4.1. The incidence of severe mental illness is higher in more deprived populations. 
Local work suggests a needs weighting for the GG&C population about 40% 
above Scottish average levels and c2 fold variations in mental health needs 
between the highest and lowest deprivation CHCP’s.  

 
4.2. In terms of support to people with mental health problems: 

 
• About 95% of people with a mental health problem receive support through 

primary care supports 
• About 5% of people with mental health problems require more specialist 

support from community mental health services 
• About 1% of people with mental health problems receive their support from an 

admission to an inpatient service 
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4.3. The summary below provides a picture of the broad population indicators of 
health and the disabling impact of mental illness on quality of life.   

 
How many people are affected by mental illness?  

• Mental and behavioural disorders are common , affecting more than 25% of all 
people at some time during their lives, being present in about 10% of the 
population at any one time; one in four families is likely to have at least one 
member with a disorder  (WHO 2001). 

• Mental health problems account for 20% of disability adjusted life years 
(DALY) lost, compared to around 17% and 15% for cardio-vascular disease 
and cancer respectively (Friedli & Campion 2007). 

• At any one time, roughly one in six adults in Britain are experiencing at least 
one diagnosable mental health problem (Singleton et al 2001). 

• Half of all women and a quarter of men will be affected by depression at some 
time in their life and 15% experience a disabling depression (DH 1999) 

• One in ten mothers suffers from post-natal depression (DH 2007). 
• About half of people with common mental health problems are no longer 

affected after 18 months, but people of lower socio-economic status, the long-
term sick and unemployed are more likely still to be affected (ODPM SEU 
2004). 

• Around one-quarter of people with schizophrenia make a good recovery with 
some form of treatment within five years, two-thirds will experience multiple 
episodes with some degree of disability, and between 1 in 10 and 1 in 6 will 
develop severe long-term disabilities. One-fifth of people affected by bipolar 
disorder will only have one episode (ODPM SEU 2004).  

 
What does mental illness cost the economy?  

• Mental illness costs employers an estimated £26 billion each year; over £8 
billion a year in sickness absence; £15.1 billion a year in reduced productivity 
at work; £2.4 billon a year in replacing staff.  This is all equivalent to £1,035 for 
every employee in the UK workforce.  It is thought that simple measures could 
easily save employers about a third of these costs (Sainsbury Centre for 
Mental Health, 2007). 

• The total number of Incapacity Benefit recipients due to mental and 
behavioural disorders is c 40-50% of total Incapacity Benefits recipients.   

 
Mental Health Promotion 

• Being in work, income level and satisfaction at work, self-reported good 
health, being an active participant in sports, societies and other social activity, 
and good relationships are all positively associated with reporting being happy 
(Donovan & Halpern 2002). There is evidence that the built environment 
influences how people report their wellbeing (Halpern 1995). 

 
Social Exclusion: 

• Someone suffering from the onset of a mental health problem is more than 
twice as likely to leave employment when compared to other health conditions 
or impairments (APHO 2007). 

• 35 per cent of people with mental health problems are economically inactive 
but would like to work, compared to 28 per cent with other health problems. 
US research found that up to 58 per cent of adults with severe and enduring 
mental health problems are able to work with the right support (ODPM SEU 
2004). 

• People with mental health problems are nearly three times more likely to be in 
debt. One in four tenants with mental health problems has serious rent arrears 
(ODPM SEU 2004). 
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• People with a severe mental health problem are three times more likely to be 
divorced than those without (ODPM SEU 2004). 

 
Mental and Physical Health: 

• Risks of heart disease are estimated to be twice as high for people with 
depression or other mental illness and 1.5 times for those who are generally 
unhappy; a diagnosis of schizophrenia reduces average life expectancy by 10 
years, largely due to physical health problems (Nurse & Campion 2006;  
ODPM SEU 2004). 

• People with mental health problems are up to twice as likely to report 
experiencing a long-term illness or disability; over two-thirds of people with a 
persistent mental health problem also have a long term physical complaint 
(APHO 2007). 

• Alcohol consumption can be a cause of mental ill health, or a resulting factor.  
Less than 1% of the general population have been classified as being 
moderately or severely dependent on alcohol, this increased to 2% in people 
with neurotic disorders, 5% among those with phobias and 6% among those 
with two or more neurotic disorders (APHO 2007). 

 
Primary Care 

• Around 25-30% of routine GP consultations are for people with a mental 
health problem (NAO 2007a; ODPM SEU 2004). 

• About 90% of people with mental health problems and about a quarter of 
those with severe problems, receive all their support from primary care 
(ODPM SEU 2004).  

 
Dual Diagnosis: 

• Approximately 30-50 per cent of people misusing drugs have mental health 
problems.  

 
Spending on specialist mental health services 

 
4.4. GG&C spend on specialist adult mental health services (CHP’s and MHP) is 

£154m of which circa: 
 

• 45% is spent on primary and community mental health services 
• 36% is spent on general and continuing care inpatient services 
• 16% is spent on specialist inpatient services 
• 3% is spent on Allied Health Professional services 

 
Service shape and service utilisation 

 
4.5. The current position of Clyde and Greater Glasgow services is summarised in 

paras 3.1-3.6. In essence in terms of service shape Clyde compared to Greater 
Glasgow has: 

 
• Lower levels of community capacity 
• Higher levels of bed use, admission rates, lengths of stay 
• Proportionately higher spend on inpatient than community services 
• Low levels of access to specialist services 
• Low levels of primary care mental health supports 
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4.6. The Clyde strategy implementation is substantially reducing the scale of the 
differential between the Clyde services and the Greater Glasgow services but will 
not achieve full equity of community service provision, balance of care, and 
comparable patterns of inpatient activity between the Clyde & Greater Glasgow 
services. In part this simply reflects the services at different stages of the same 
journey. Practically the Clyde services will need to review options for further shifts 
in the balance of care once services have sustained robust operation at the Clyde 
strategy balance of care.   

 
4.7. Additionally within Greater Glasgow there remain significant variations in patterns 

of inpatient activity beyond those explained by needs weighting. Such variances 
in bed use are unlikely to be in the best interest of service users who seek timely 
access to care in the right setting, and each CHP will be required to achieve 
benchmark levels of bed use by March 2011.   

 
HEAT targets performance 
 
Anti-Depressant Prescribing 
 

4.8. Target: To Reduce annual rate of increase of defined daily dose per capita of 
antidepressants to zero, by 2009/10, and put in place the required support 
framework to achieve a 10% reduction in future years.   

 
4.9. Local Progress: The rate continues to increase, and there remain significant 

variations amongst CH(C)Ps and more so amongst GP practices.  Latest 
projections could suggest that rates are levelling out although this is unclear.  This 
national Target is removed as of 2010/11 and a local prescribing indicator is now 
being developed.  Work will also be undertaken during 2010/11 on the 
development of the new psychological therapies target.   

 
Suicide Reduction 
 

This target is a whole system target applicable to all NHS partners 
 

4.10. Target: To reduce suicide rate between 2002 and 2013 by 20%, supported by 
50% of key frontline staff in mental health and substance misuse services, 
primary care, and accident and emergency being educated and trained in using 
suicide assessment tools/suicide prevention training programmes by 2010.   

 
4.11. Local progress: As at June 2009 23% training levels had been achieved with an 

expectancy that having put a range of local training arrangements in place the 
pace of movement to the target would be accelerated.   

 
Readmissions 
 

4.12. Target:  Reduce the number of readmissions (within one year) for those that have 
had a hospital admission of over 7 days by 10%, by end December 2009.  

 
4.13. Local Progress:  This Target has been achieved in advance of the 2009 deadline.   

 
Target – Dec 09 = 1,057 
Actual – Nov 09 =    999 

 
4.14. There are however variations in the level of achievement across Clyde and 

Greater Glasgow, and further work is required to ensure all CHCP’s/CHPs meet 
this target.   
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5. OUTCOMES 
 

5.1. This planning framework seeks to support achievement of the following outcomes 
which maximise health outcomes for service users:   

 
• Delivery of effective treatment, care and support 
• Delivery of care on a timely basis in the right settings, which focuses on 

recovery 
• Efficient and effective deployment of resources to sustain the capacity of 

services to respond during a period of reducing budgets 
• Improving the quality of life for those who have a mental health problem  
• Strengthened approaches to prevention of mental illness 
• Improved promotion of mental health and well-being through wider 

Partnership working  
• Addressing health inequalities  

 
5.2. The detailed tables overleaf summarise the range of actions and outcome 

indicators that support the achievement of the above outcomes. 
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OUTCOMES ACTIONS/Activity required Change/Progress/Performance indicator 
• Continue and complete implementation of Clyde 

Strategy 
 

Community and inpatient service changes completed by July 
2010 (except capital related changes and long stay 
reprovision);  
Bed capacity & use consistent with Clyde strategy 
benchmarks 
Reprovision of long stay beds implemented by 01/2012. 
Capital programme delivered and new service locations 
operational by 03/2012 

• Continue and complete implementation of Vale Vision 
 

Community and inpatient service changes completed;  
benchmark bed use of 12 beds achieved; Vale monitoring 
framework shows improved position compared to baseline yr 
for patterns of service activity; cabinet secretary agreement 
to transfer to GRH and transfer implemented 04/2011 

• Development and implementation of proposals for 
reconfigured out of hours service to ensure ongoing 
sustainability post Modernising Medical Careers 
changes 

Options explored and proposals developed 09/2010 
Proposals implemented 04/2011 
 

• Development & implementation of proposals for 
Forensic services configuration in context of changing 
national /WoS/ & local needs and implementation of 
consolidation of learning disabilities low secure on 
Leverndale site  

Proposals developed 09/2010 
Proposals implemented 03/2011 
 

• Development & implementation of proposals for the 
future workforce requirements to ensure fitness for 
purpose in terms of the competencies and skill mix 
required to: 

• deliver the planned direction  of travel and 
emerging service redesign proposals in both 
inpatient and community care 

• Implementing staff redeployment consistent 
with planned service changes 

Proposals developed by 05/10 re inpatient review 
Staff redeployed for inpatient review service changes within 
6 months of service change. 
 
Workforce Plan complemented by 11/2010 to underpin 2 yr 
service redesign programme 2010-2012. 

• Development of inpatient environment linked to 
inpatient review proposals 

No. of wards with improved environments 
Timing per capital programme implementation 
 
 
 

Delivery of effective 
treatment, care and 
support 
 
Overall outcome indicators: 
• Low levels of 

readmissions 
• Low levels of use of 

compulsory powers 
reflect voluntary 
engagement & 
acceptability of services 
to service users 

• Crisis services provide 
alternative to admission 
equivalent to 15-20% of 
all admissions 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 • Continued development & implementation of a Quarterly reporting of local indicators re: 
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OUTCOMES ACTIONS/Activity required Change/Progress/Performance indicator 
programme of service improvement measures to 
ensure that the level of prescribing of defined daily 
doses per capita of anti-depressants is minimised, 
while remaining appropriate 

• Level of formulary compliance by GPs with Fluoxetine 
and Citalopram as first line antidepressants; and 

• Reduction of prescribing of Escitalopram to <5% of all 
SSRIs 

Delivery of effective 
treatment, care and 
support 
continued 
 • Continued development & implementation of a 

programme of service improvement measures to 
ensure that hospital readmissions of >7days continue 
to be minimized 

Quarterly monitoring of admission rates to ensure that 
appropriate consideration is consistently being given to the 
use of crisis and community services as an alternative to 
admissions 
 

12 
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OUTCOMES ACTIONS/Activity required Change/Progress/Performance indicator 
• Extension of specialist services to Clyde Review of scope and implications reports 09/2010 

Implementation by 1/04/2011  
• Develop proposals for sustainable delivery of peer 

support models 
Proposals developed by 06/2010 
 

• Undertake preparatory work in respect of the 
determination of pathways and measurement criteria 
for ensuring timely access to psychological therapies 
in advance of the introduction of the HEAT Target in 
2011 

Processes developed by March 2011 

Delivery of care on a 
timely basis in the right 
settings, and which 
focuses on recovery 
 
Overall outcome indicators: 
• Low levels of 

readmissions 
• Low levels of use of 

compulsory powers 
reflect voluntary 
engagement & 
acceptability of services 
to service users 

• Crisis services provide 
alternative to admission 
equivalent to 15-20% of 
all admissions 

• Level of primary care 
brief therapeutic 
interventions 

• Level of primary care 
advice/signposting 
contacts 

• Add employability 
indicators 

Review of PCMH models, data audit and patient 
pathway modelling 
Harmonisation of resources/materials 
Review and collection of robust PCMH data for 
comparative performance 

New HEAT target on access/waiting from 2011/2012 
CHCPs reporting waiting and activity across all tiers 
Weighted comparability of activity including deprivation 
Activity count on distribution/web hits 
Use of appropriate QoF data for GP activity 
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OUTCOMES ACTIONS/Activity required Change/Progress/Performance indicator 
• Implementation of inpatient review proposals Final proposals developed and approved for purposes of 

engagement and consultation 05/09 
Implementation consistent with above report, contingent on 
any cabinet secretary approvals etc 

• Greater Glasgow CHCP’s ensure achievement of 
benchmark levels of inpatient activity consistent with 
the agreed bed modelling e.g. bed use/admissions/l.os 
etc 

Benchmark inpatient activity levels achieved by 03/2011 with 
proportionate progress through 2010/2011 
Readmission rates consistent with HEAT target  

• Clyde CHP’s ensure achievement of benchmark levels 
of bed use consistent with Clyde Strategy 

Benchmark inpatient activity levels achieved by 03/2011 with 
proportionate progress through 2010/2011 

• CHCP’s ensure rebalancing of local NHS and social 
care infrastructure to optimise its effectiveness in 
supporting benchmark activity patterns 
• Review of community services to ensure 

deployment of resource inputs are focussed and 
targeted efficiently and effectively to maximise 
health outcomes for patients re: 

• Effective treatment, care and support and 
health outcomes for service users 

• Improving the quality of life for those who 
have a mental health problem  

• Prevention of mental illness 

CHCP’s review local position and develop plans for 
reconfiguration as required by 09/2010 
 
MHP/CHP’s agree framework and review process by 06/10 
CHP’s/CHCP’s undertake review process and proposals 
reported by 09/10 
 

• MHP & CHCPs review efficiency, effectiveness and 
targeting of primary care mental health services 

MHP/CHP’s agree framework and review process by 06/09 
 

• CHCP’s ensure consistent implementation of primary 
care specification 

CHP’s/CHCP’s undertake review process and proposals 
reported by 09/09 

• Alignment and delivery of capital programme 
commitments to MHP service and financial priorities, 
within available capital resources 

Programme revised and aligned by 04/10 
Capital programme delivered 
 

• Further development of use of performance and 
clinical information to inform practice and reduce 
inappropriate variations between areas 

Proposals and process developed 05/10 
Process implemented throughout 2010/2011 
Impact on variations assessed 03/2011 

Efficient and effective 
deployment of resources 
to sustain the capacity of 
services to respond during 
a period of reducing 
budgets 
 
Overall outcome indicators: 
 
No negative impact on 
inpatient activity patterns of:  
• Days boarded out 
• Admission rates 
• Lengths of stay 
• Readmissions 
• Delayed discharges 
• % of all admissions 

managed by crisis as 
alternative to admission 

• No’s 6 mnths plus 
• Compulsory treatments 

as a proportion of all 
treatments 

 
 
 
 
 
 
 
 
 
 
 
 
 

• Review and benchmark resource allocation to ensure 
the appropriate matching of resources to needs 
weighted local populations 

Position statement and implications report by 07/10 
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OUTCOMES Change/Progress/Performance indicator ACTIONS/Activity required 
• Development and implementation of savings plan 

proposals for 2009/10 
Final 2009/10 proposals agreed 04/10; savings achieved 
 

 
Efficient and effective 
deployment of resources 
to sustain the capacity of 
services to respond during 
a period of reducing 
budgets continued 

• Development and implementation of 2-3 year savings 
plan proposals 

Proposals developed and agreed 09/10 
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OUTCOMES ACTIONS/Activity required Change/Progress/Performance indicator 
Improving the quality of 
life for those who have a 
mental health problem 
 
Overall Outcome indicators: 
• Employability indicators 

package 
% of CMHT caseload getting 
GP annual physical health 
check 
• Retention of housing 

tenure 

Development and implementation of local Mental Health 
Improvement action plans consistent with the forthcoming 
Mental Health Improvement Framework 
 
For detail see Health Improvement planning framework 
 
 

CHCP/CHP’s develop local action plans consistent with 
Mental Health Improvement Framework (2010/2011) 
 
Use of SRI tool and evidence of services using learning from 
EQIAs 
Use QoF data for depression review, physical health checks 
– PsyCIS data to evidence correlation with MH services 
User surveys on well being and inpatient survey 
Audit of SSAs for employability assessment/discussion 
Retention of housing tenure measure 
 

Strengthened approaches 
to prevention of mental 
illness 
 
Overall Outcome indicators: 
• Levels of people 

accessing advice 
clinics/signposting 

Levels of people accessing 
early intervention through 1 
to 1 brief therapeutic 
interventions 

Development and implementation of local Mental Health 
Improvement action plans consistent with the forthcoming 
Mental Health Improvement Framework 
 
For detail see Health Improvement planning framework 
 
As for above on PCMH: 
 
Review of PCMH models, data audit and patient pathway 
modelling 
• Harmonisation of resources/materials 
• Review and collection of robust PCMH data for 

comparative performance 

CHCP/CHP’s develop local action plans consistent with 
Mental Health Improvement Framework (2010/2011) 
 
 
 
As for above with PCMH: 
 
New HEAT target on access/waiting 
CHCPs reporting waiting and activity across all tiers 
Weighted comparability of activity including deprivation 
Activity count on distribution/web hits 
Use of appropriate QoF data for GP activity 
Audit/evaluation (especially of GP as referrers and user 
 

16 
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Development and implementation of local Mental Health 
Improvement action plans consistent with the forthcoming 
Mental Health Improvement Framework 
 
For detail see Health Improvement planning framework 

CHCP/CHP’s develop local action plans consistent with 
Mental Health Improvement Framework (2010/2011) 
 

Improved promotion of 
mental health and well-
being through wider 
Partnership working. 
 
Overall Outcome indicators: 
Population indicators of 
mental health & well being 
via: 
• 3 yrly GG&C popn health 

survey  
• Development of mental 

health and well being 
profiles by CHP ( via 
GCPH) 

 
 
 
 
 

Continued implementation of planned programme of 
training to ensure that key frontline staff in mental health 
and substance misuse services, are trained in using 
suicide assessment/suicide prevention training 
programmes. 
 
(To be undertaken in conjunction with partner agencies) 

At least 50% of staff to be trained by 2010  
 

17 



Appendix A 

OUTCOMES ACTIONS/Activity required Change/Progress/Performance indicator 
Develop & ensure application of EQIA to all major areas of 
service redesign, delivery & policy development 

No. of EQIA’s produced plus evaluation of implementation of 
actions arising from EQIAs 

Support in-patient and community services to develop, 
monitor and report on inequalities sensitive practice within 
their respective areas and strengthen accountability 
processes for such activity through local management 
structures. 

Production of regular updates on service specific activities 
and training 
 

Improve patient data systems and shared assessment 
and care planning processes to ensure key dimensions of 
inequalities are captured and processed as part of 
mainstream care activities 

Routine data systems able to demonstrate analysis by 
required range of inequalities dimensions; proactive use of 
such data in on-going planning and service delivery 
 

Develop on-going programmes of workforce development 
to ensure competence in responding to inequalities issues 
and needs of diverse communities 

Regular progress reports on training needs analysis, delivery 
of training and evaluation of impact on workforce 
competence and confidence on inequalities themes 

Production and implementation of gender based violence 
action plans in line with Health Board policy and guidance, 
for all mental health related services 

Progress reports on key actions of the plans, including 
appropriate service activity data 
 

Continue to develop and support implementation of 
National initiatives via MHP wide structures in relation to 
Gender, Ethnicity, Disability, Sexual Orientation, Religion 
and Belief, Age and Socio-economic status 

Production of MHP report on activities and quarterly update 
to MHP SMT. 
 

In line with requirements of Disability Discrimination Act, 
develop and sustain programmes that challenge stigma 
and discrimination associated with mental ill health, and 
promote wider awareness of mental health issues  

Ensure evaluation of anti-stigma activities to gauge scope of 
engagement with communities and to track impact on 
attitudes and awareness 
 

Addressing health 
inequalities  
 

Progress development and implication of resource 
allocation methodology to ensure appropriate matching of 
outcomes to need taking account of impact of inequalities 
in service need and use.   

Proposals scoped and reported 05/2010 
Agreed pace of change and movement to equity 08/2010. 

 
NB : Overall outcomes indicators in draft initial form and subject to refinement/development and further work. 
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6. FINANCIAL RESHAPING TO DELIVER OUTCOMES 
 

6.1. The GG&C financial savings targets of 2% from each NHS organisational unit, 
require savings for 2010/2011 of c£3.2m.(MHP & CHP’s combined) The savings 
levels for future years are still to be confirmed but if these remained at 2% per 
year this would require a further £3.2m saving per year. 

 
Our approach to realising these savings is informed by the following principles 
and approach: 
 
• The need to retain a balance of care that ensures community capacity to 

sustain lower levels of inpatient bed use 
• Release of funds through reduced levels of inpatient beds whilst seeking to 

protect the capacity of community services to sustain lower levels of bed use 
• Release of fixed costs from inpatient services 
• Reducing overall management and infrastructure costs 
• Reviewing and maximising the effective deployment and targeting of 

community services  
• A range of selective reductions which seek to minimise the impact on service 

users 
 
6.2. However it is likely that the cumulative level of savings may not be deliverable 

without going further than the areas set out in the bullet points above. Further 
work is currently in progress to review the level of savings delivered by the 
approaches set out above, and further proposals will be developed as necessary 
to ensure compliance with financial balance and savings targets. 

 
6.3. To assist with quantifying what this level of savings means without specifying a 

particular course of action it may be helpful to illustrate the cost of some of the 
major service building blocks: 

 
An inpatient ward = c£1m 
A CMHT = c£1.5m 

 
Workforce 
 

6.4. Spend on staffing represents c76% of all spend. 
 

6.5. The major proposals around reconfiguration of inpatient services, and the 
development of community services in Clyde, affected c640 staff of whom all but 
129 people have already been successfully redeployed. 

 
6.6. The potential inpatient reconfiguration proposals under discussion for adult mental 

health in Greater Glasgow are considerably more modest affecting an estimated 
94 staff. 

 
6.7. On the basis of staff turnover experienced in the last 12 months these staff should 

be able to be redeployed. There will however be protection and relocation costs to 
absorb.  

 
6.8. Over the last 20 years the progressive shifts in balance of care have seen closure 

of c2000 beds as long term care has increasingly been reprovided in community 
settings. This means there is substantial local experience in active redeployment 
and retraining of staff to match staffing requirements and competencies to this 
progressive and ongoing shift in the balance of care.  
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6.9. Further work on out of hours responses will also review the competencies 

required to deliver a new model of out of hours support sustainable beyond the 
changes linked to modernising medical careers. 

 
7. PROCESS TO REFINE AND DEVELOP THE FRAMEWORK 
 

7.1. This planning framework has built on a range of previous work and provides the 
framework for planning and activity for the period to 2012/2013.   

 
7.2. The detailed refinement & development of implementation areas reflected in the 

framework will be taken forward through: 
 

• The MHP Performance and Development Plan 
• CHP/CHCP Performance and Development Plans 
• Mental Heath Joint Planning Groups 
• Community Planning Partnerships 

 
7.3. The planning framework will be further reviewed and refined through an annual 

process taking account of the outputs from the various fora set out in para 7.2.  
 
7.4. In addition to this planning framework a number of corporate policy frameworks 

will have implications for adult mental health service delivery in relation to: 
 

• Employability 
• Inequalities Sensitive NHS 
• Quality and Patient Focus 
• Health Improvement 
• Carers 

 
7.5. The Performance and Development Plans of the MHP and CHP’s will further 

address the contributions and activity of Adult Mental Health in relation to these 
policy frameworks. 


