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Mental Health Acute Care Pathway Modelling Workshop Programme
14 December

Scene setting and
objective
clarification day
with CPG

1 day
CPG Members
Folio

6 & 7 Jan 2016

26 Jan 2016

22 & 24 Feb 2016

Launch Days
Background
presentations
and reflections
Innovation and
visioning
Initial model and
thoughts

CPG /urban and
rural groups
Refining thoughts
taking
differences into
consideration
Initial pathway
creation

Service Users
CPG & Folio
Opportunity for
wider coproduction with
service users and
carers

2 days
CPG Members
and Urban and
Rural Groups

1 day
Urban and Rural
Modelling
coproduction
group

2 days
22 Feb Service
User Cross Check
24 Feb CPG:
Assimilation and
initial model
options/ Cross
Check

29 April 2016

Break in
modelling
workshops to
enable the initial
costing and
modelling work
to be done to
inform next
coproduction
modelling
workshops

Urban
Modelling
Rural
Modelling

5 May
2016

2nd

Service
user and
carer
crosscheck
day

Refining
thoughts from
the previous
workshops
1 day
Urban and
Rural
Modelling
coproduction
group

1 day
Service
user
Crosscheck
day

21 July 2016
16 Sept 2016
Shortlisting
Days
Community
Services
&
Inpatient
services

2 days
21 July
CPG Members
Folio
16 September
CPG Members
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2
Days

Groups

Key discussion points
Each workshop built on the last workshop: there was recapping and the addition of new
information at each session and in between the workshop sessions additional work was being
undertaken to develop the concepts further

14 December
2015

Co-Production Group (CPG)

The CPG is largely made up of
Scene setting and managers, service managers,
service leads and service users and
objective
carers.
The
organisations
clarification day
represented are: Dorset CCG,
Dorset HeatlhCare, the three Local
Authorities, Dorset MH Forum, and
Rethink Mental Illness.

•
•
•
•
•
•

•
There are approximately 30 people •
•
in the CPG
•
•
•
•

Coproduction - what coproduction means and why it is so important
Reviewed the ACP work to date including needs and data analysis and feedback from service
user and carer engagement
Discussion on policy drivers and imperatives
Update on DHC CMHT review and key challenges from Dorset HealthCare perspective
including bed use and demands on the community services
Key challenges from the Local Authority perspective
Achieving a shared understanding: coproducing five to ten statements that capture the
overarching challenges to be addressed
The Treasury’s Five Case Business Case Model - meeting NHS Assurance requirements
Revisiting the over-arching challenges
Small group working to identify SMART objectives
Feedback and agreement of objectives
Planning for next meeting (visioning and modelling days)
Identified some of the key challenges o increased demand and o reducing budgets o need
to improve services
Gained an understanding of the business case model that is to be used for the ACP
Developed the overall objectives of the project Planned for the launch days
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3
Days

Groups

Key discussion points
Each workshop built on the last workshop: there was recapping and the addition of new
information at each session and in between the workshop sessions additional work was
being undertaken to develop the concepts further
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6 and 7 January
2016
Launch days:
Background
information and
reflections and
Innovation and
Visioning
Facilitated by
ImROC and NDTi

CPG and Urban Rural Groups
The CPG is made up of mental
health staff, representatives from
the local authorities, police,
ambulance service, Dorset
HeatlhCare and organisations from
the third sector currently working
in Dorset. The groups also had
service users and carers attending
the workshops. The urban rural
groups also had the CPG members
in attendance for continuity and
collective memory of previous
workshop outcomes.

•
•

Introduced the project and the objectives to all attendees
Introducing options for people approaching crisis from national and international
examples

Themes: o What options do we want in Dorset when thing start going wrong? o How can
we personalise crisis support in Dorset? o Increasing the range of support in the
community o How can we provide people with clinical and social support they
need? o Could personal budgets and peer support have a role in personalising
support in Dorset?
o How can we improve access to services in Dorset for people new to services and
for people returning to services?
o Social Networks and Social Prescribing
o Addressing questions raised by some case studies o Comments, questions,
additions and amendments to the pathways on the wall o Considering ways of
improving consistency, communication, continuity and culture of the care
Approximately 72 people attended
pathway.
the urban /rural group sessions.
o What could be introduced to ensure that everyone’s experience is improved?
•

Facilitated discussion on all the themes

Themes to be followed through to next workshop were:
Style and Culture
• Listening, sincerity, integrity, transparency, genuineness
• Need to support staff (learning and development, wellness, development, family friendly
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•
•
•
•

employment, valuing lived experience) – improve recruitment and retention
Allow staff to specialise so that there is a clearer range of treatment and support options
in every locality
Use of IT, social media, skype, apps
Discharge Planning/transition planning, graduation, use of 117 monies
Whole system transformation – person and their lives in their communities at centre,
services need to provide best support for them to live well Current system stifles
creativity and innovation

Accessible
• Need to improve existing services AND support new innovations
• Remember key interest groups: Carers, families, friends, Homeless people, BME groups
• Attention to transitions from CAMHS and into older people’s services
• Take circumstances into account – child care, teenage care, family support
• Need alternatives to hospital at front and back end of admission
Community Facing
• Community businesses, social enterprises, invest in communities
• Transport issues, distance, geography and accessibility
• Supported Housing as a means of reducing admission and facilitating whole lives
Consistent
• Need to shift from reactive to preventive
• Need for social support in primary care even once discharged from secondary services
• Physical Health care alongside emotional support
These themes were also endorsed in the case study discussions and there are themes that
came through that start to form the basis of the modelling objectives.
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7
Days

Groups

Key discussion points
Each workshop built on the last workshop: there was recapping and the addition of new
information at each session and in between the workshop sessions additional work was
being undertaken to develop the concepts further

26 January 2016
Urban Rural
Refining thoughts
from Innovation
days taking
differences into
consideration
Initial pathway
creation
Facilitated by
ImROC and NDTi

Urban Rural Groups

The Project to date including needs and data analysis which included community services and
inpatient services.
•
Summary from the Launch Days
•
Introducing the first model proposal
•
Asset mapping - What does your organisation bring to the party? Facilitated table
discussions: In Urban and Rural Groups What do you think about the first model proposal?
•
Feedback and questions
The Straw man –this is what we called the first draft, of a potential model that shows some of
the options that sought to address the key issues that people raised in the launch events.
The straw man is the introduction to:
•
•
•
•
•

Retreats
Community Front Rooms
Host Families
The Connection
Recovery House Models

All based on best practice and innovations from other parts of the UK and the USA.
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Days

Groups

Key discussion points
Each workshop built on the last workshop: there was recapping and the addition of new
information at each session and in between the workshop sessions additional work was
being undertaken to develop the concepts further

22 February 2016

Crosscheck Group

Introduction and background

Service User and
Carer Crosscheck
day

The Cross Check days were
attended only by people who use
services either as a patient or as a
Carer.

•
•
•
•

Approximately 30 people attended
these sessions.

•
•
•
•
•
•

What you said and what we have done so far
What outcomes should be delivered
First thoughts from each table
The Dorset Picture – mental health prevalence and need including demand for community
services and inpatient services
Facilitated table discussions - what is important to you?
Feedback and discussions
Introduced the Straw Man model – for the group to see how it would meet their needs
based on the experience of using services.
Introduced the workbook describing innovative practice from the launch days
General consensus that locally developed services will be a good thing for local
communities
Issues around travel times and the group suggested that travel up to 25 minutes would be
manageable as long as there was the service needed when they arrived.
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Days

Groups

Key discussion points
Each workshop built on the last workshop: there was recapping and the addition of new
information at each session and in between the workshop sessions additional work was
being undertaken to develop the concepts further
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24 February 2016
Facilitated by
ImROC, NDTi,
Folio and CCG
Options for wider
co-production
community
to
feed in
CCG local events
for SU/ Carers

CPG

•
•
•

•
•
•
•

Scene setting for the day
Parameters of the project
Dorset HealthCare CMHT and Inpatient demand Reviews where the groups heard about
the inpatient services review and information was shared in relation to how the beds
could be used in a different way to meet demand and this could have possible
implications for the Linden Unit as an isolated unit
Demand, prevalence and need across Dorset
Discussion based on all the previous discussions: including demand profile and cost
benefit analysis
Objectives were signed off ahead of project board and JCB
Critical Success Factors and Inclusion Criteria

Table discussions to talk through the initial model proposals:
• Concerns that using hospital base might be too clinical
• Use of staff and making sure that staff teams are skilled and use their skills because they
have the time to do it
• Use of technology for support and to ensure best use of clinical time
• Amalgamate crisis and CMHT into one team, thereby reducing barriers; linkages to staff;
shared ownership. 1 in Bournemouth, suggest Kings Park and 1 in Poole, suggest Alderney.
• What staff would you need to go out and keep the front door open; should be able to
triage on to right service.
• Triage – relationship building.
• Psychosis – personality disorders – people should have a safe place to go.
• Peer support workers have a better level of understanding.
• What criteria constitute getting referred to CMHT – needs to be consistent.
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11
Days

Groups

Key discussion points
Each workshop built on the last workshop: there was recapping and the addition of new
information at each session and in between the workshop sessions additional work was
being undertaken to develop the concepts further
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29 April 2016
Urban rural day
Final proposals for
the model for CPG
refinement e.g.
costing and
modelling

Urban Rural Groups
•
•
•
•
•
•
•
•

•
•

•

Summary of process so far
Agreed objectives: any options has to meet the objectives: Consistency, Accessibility,
Community facing and Style and Culture
New comments and national requirements form the five year forward view which includes
no / reduction in out of area beds used from 2017 and hospital care to be provided within
33 miles of home and 24/7 access to MH crisis care
Data analysis and context for the modelling including inpatient provision and community
services
Reflection time on the data to start understanding/ discussing impact on future options
Initial model: Functions – what you said we needed in Dorset
Benchmarking outcomes
Dorset HealthCare proposals for what they could deliver within current budget
Outcome of DHC’s bed review and considerations for options: This included an discussion
about bed use and demand across the County. The group heard about some options, for
example moving beds from Linden to Forston and St Ann’s to ensure that the provision is
adequate in the area where the demand is at its highest (70% urban)
What we have now and pathway mapping of the new functions
Mapping of priorities within tight options for CFRs, recovery beds and retreats • Attendees
asked to outline on map preferences for two or three acute inpatient units • Development
of priorities for the pathway taking in to account:
o Cost o
Prevalence o
Consistency o
Distance
Community assets – what can we use that is already there initial asset mapping completed
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13
Days

Groups

Key discussion points
Each workshop built on the last workshop: there was recapping and the addition of new
information at each session and in between the workshop sessions additional work was
being undertaken to develop the concepts further
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5 May 2016
Final service user
crosscheck event

Crosscheck Day

•

•
•
•
•

Summary of Process so far and the group were given the same information as the Urban
Rural group and were informed about the urban rural groups comments and thoughts on
the models of care so far;
Dorset Health Care shared the operational possibilities
The groups were asked what they think about the model and the operational
interpretation.
What this looks like as a pathway- weaving it all together
The group had table discussion about the models and operational issues

Feedback was:
The feedback provided by people at the Urban and Rural Workshops and Crosscheck days has
been themed and compiled in a separate report but below is a summary of the significant
areas of interest related to the emerging models of care.
The use of technology
There were numerous comments about the use of technology that will enable people who
use services to access Mental Health support in different ways and enable staff to work
differently and more efficiently across the county. These views were balanced with the
request not to replace people with technology because human contact is important in
recovery.
Keeping people safe
Comments suggested that care earlier could help keep people safe and if an individual
reaches the point where they require acute care there should be services in place to meet
their need. The required services ranged from somewhere safe to be when intoxicated to a
formal place of safety in the West to meet the demand.
Staff wellbeing, recruitment and retention
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There was general concern expressed about staff wellbeing and more specific concern about
staff retention and recruitment. There were comments about staff having the right skills and
the right support and improved supervision to enable them to work safely and effectively
including the provision of clinical support e.g. access to psychological support as needed.
Workforce changes and development related to peer support workers
There were views about the future workforce and the need to include peer support
worker/support time recovery workers or navigators to ensure that Mental Health services
focus on the whole person not just on their medical needs. Alongside this view there are
concerns about how it can be achieved for example are there enough people who could
become peers support workers to meet the anticipated demand and how can this be
sustained.
Transport
Transport has been an issue throughout the discussions and there were comments ranging
from, cuts to services; the need for a transport budget to cross boundary working to ensure
that people who live near a boundary could potentially access services in another CCG area
for example, Avon and Wiltshire or Hampshire.
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16
Days

21 July 2016
Shortlisting day
for community
model
All options to be
discussed and
shortlist
developed

Groups

CPG

Key discussion points
Each workshop built on the last workshop: there was recapping and the addition of new
information at each session and in between the workshop sessions additional work was being
undertaken to develop the concepts further
•
•

Structure of the day
The ACP story so far recap as per all the other workshops with any additional information to
share

Making it this a reality? Choices the group had to make:
• Number of retreats and where they should be
• Connection operating hours
• Recovery beds and Community Front Rooms
• Implementation
Beds had been removed from the discussion as CSR had put preferred options forward for
community sites and it was felt that the CSR consultation would run first and the bed modelling
would be dependent on the outcome of that consultation in terms of the Westhaven site.
The long list of options and appraisal of each to ensure that the chosen options met the
objectives and the critical success factors
•
•
•

Appraisal of the long listed options
Deciding the shortlist for consultation
Summary and next steps
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Days

Groups

Key discussion points
Each workshop built on the last workshop: there was recapping and the addition of new
information at each session and in between the workshop sessions additional work was being
undertaken to develop the concepts further
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19 September
2016
Shortlisting day
for
acute
inpatient model
All options to be
discussed and
shortlist
developed

Beds were reintroduced into this stage of discussion as the CCG wanted to understand the MH
priorities/ options for the pathway and for the ACP consultation to run in parallel with CSR is
feasible.
• Structure of the day
• Recap on community model and shortlisted options
• Recap on prevalence, demand and update on bed usage in West and East
• Present options vs objectives, challenges and costs
Making it this a reality? Choices the group had to make:
• Judgement on how the options met objectives and shortlisting criteria
• Which supported prevalence requirements the best
• Which were implementable
There is very little capital in the system and this was discussed. The challenges surrounding Linden
was discussed and the constraints of the estate. The only option put forward as meeting the
objectives and shortlisting criteria was to close Linden and deliver an additional 12 beds across the
system (total reconfiguration of 27 beds). The option had a reliance on Alderney site becoming
available to move OP mental health services there. There were concerns regarding this as the
time scales were unknown as the CSR consultation had not taken place. The implementation plan
would need to deliver an interim position to ensure the pressure on the system was released. It
was agreed that that would be developed.
Concern was raised that a further 4 beds had been identified by DHC’s external consultancy as
being required in Dorset if no other changes were made to the system (total of 22 additional beds
including PICU). Although the ACP should deliver significant changes there is no direct evidence
base for how this will impact Dorset, as this will be tested throughout implementation. As a result
of this it was agreed that a second option would be costed and shortlisted if affordable to
deliver the additional 4 beds

ANNEX 2
ACP EQUALITIES IMPACT
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Mental Health Acute Care Pathway Equality
Impact Assessment
Strategy or project title: Acute Care Pathways Review Project

What are the intended outcomes of this work?
Project Objectives
•

To identify the needs and demand profile of the local population for acute mental
health services to ascertain the levels of service that need to be commissioned for the
Dorset population.
•
To carry out a system review starting with acute mental health care but including
other services that interface and impact on how acute care is delivered. For example
if the Community Mental Health Teams (CMHTs) were able to be more proactive
would they prevent the need for crisis intervention?
•
To review the current services in line with performance requirements, usage
patterns, local need, carer and client experience, nationally benchmarked data and
services, clinical guidance and usage of the Mental Health Act. The aim of this is to
identify best practice, areas for improvement and to identify gaps in service
provision.
•
To develop a clinically-led pan-Dorset acute care pathway and care model based on
recovery principles for people who are or are at risk of becoming acutely mentally
unwell.
•
To involve clients, supporters, clinicians and other stakeholders on the development
of the options should there be substantial change to the service model.
•
To consult with the Health Scrutiny Committees as required under section 244 in
addition to patients and the public.
•
To commission an effective Mental Health Care Pathway to improve physical and
mental health outcomes for people who have or who are at risk of becoming
seriously mentally unwell.
Desired Outcomes
•
•
•
•
•
•
•
•
•
•
•

1

Increased early identification of people with a Serious Mental Illness (SMI)
A preventative approach to support for people who have an SMI
Equitable services across Dorset
Improved physical and mental health outcomes of the client base
Reduction in the formal admissions under the Mental Health Act
Reductions in the number of admission to mental health inpatient units
Improved client satisfaction with the support they receive when they are in crisis
Appropriate bed base for the populations needs
Reduced dependency on mental health services, with increased focus on recovery
Increased numbers of clients being treated successfully by Crisis Response and Home
Treatment (CRHT) teams
Improved knowledge and experience of managing severe mental health illness in
primary care
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Who will be affected?
•

Staff working in any of the services that deliver acute or crisis care including CMHTs

•

Patients, carers and families where there is a need for MH acute care because of mental
health crisis

Where have we got to?
The project commenced in June 2015 and since the beginning of the project the aim has been to
engage as many individuals and organisations as possible.
Between June and September, we gathered views from people at events, surveys and outreach as
well as 1:1 with Service Users and Carers.
Type of Event

How many events held

Number of attendees

Public Event

22

125

Staff Events

17

131

Outreach Events

17

264

Inpatient Interviews 0

42

Online Survey

0

226

Postcard Survey

0

118

Total

56

906

After each event everyone was invited to leave their contact details if they were keen to be involved
in the whole project including modelling of the new pathway.
Total Comments
What do you think is good about mental health services?

3,335
545

What do you think could be better about mental health services?

1,572

How could we make things better?

1,238

We gathered all the views that were given and it was turned into a thematic analysis report and
shared this with everyone who wished to be involved.
The final report can be found on the CCG website under the MH Acute Care Pathway link:
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Evidence
What evidence have you considered? List the main sources of data, research and other sources of
evidence (including full references) reviewed to determine impact on each equality group (protected
characteristic). This can include national research, surveys, reports, research interviews, focus groups,
pilot activity evaluations etc. If there are gaps in evidence, state what you will do to close them in the
Action Plan on the last page of this template.
Population/ Target Market
The population covered by this project is those people who are, or who have the potential to become,
acutely mentally unwell in Dorset and require assessment and treatment.
While all the population is susceptible to mental health problems, those groups that are at most risk
are women, people living alone, being separated or divorced, between the ages of 40-54 years,
unemployed, or less well educated. The prevalence of psychiatric disorders is also significantly higher
among adults with a Learning Disability and 65% of people with Asperger’s have a co-morbid
psychiatric condition.
The Joint Strategic Needs Assessment (JSNA) outlines that one in four people or 250 per 1000 are at
risk of experiencing a mental health problem and of those 130 are subsequently diagnosed as having
a mental health problem. Between 20 and 30 are referred to a specialist mental health service, and
fewer than 10 are ever admitted to a mental health hospital.
Estimated Prevalence

Number

At risk of experiencing a mental health problem (250 per 1000)

186k

Subsequent diagnosis of having a mental health problem (130 per 1000)

97k

Number of referral to MH services

15-22k

Number admitted

<7k

The needs and data analysis report adds a considerable amount of understanding to Dorset’s mental
health needs profile, prevalence and demand and this report can also be found on the Dorset CCG
website as a final version from September 2016.
This project and the shape of the model will be determined by what people said in the view seeking
report and the data analysis and if proposed models do not match they will not be considered as part
of the options taken to public consultation.
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Disability Consider and detail (including the source of any evidence) on attitudinal, physical and social barriers.
The review and possible redesign of mental health acute care services should not have a negative
impact on people who have disability including mental illness and Learning Disability (LD) and other
physical disabilities. There is research related to people with LD and mental health i.e. failure of
services to work effectively with dual diagnosis e.g. LD and Serious Mental Illness (SMI). The review
and redesign will take into account the issues raised.
The aim of the project is to improve access to services, the responsiveness of services and the quality
of care that people receive when they are acutely mentally unwell along with improved follow up and
community support as required to facilitate recovery and resilience. We are working with the
Learning Disability Forums, Community Learning Disability Teams and Advocacy sectors within Dorset
to ensure we listen to the views of Service Users within this cohort.
Reaching this cohort of people is difficult as the cohort is very small and due to the nature of their
illnesses, interviewing some could be upsetting for them. We are aware of the issues and strive to
treat everyone with kindness and ensure that they are able to give their views safely.
Gender Consider and detail (including the source of any evidence) on men and women (potential to link to carers below).
Acute mental health care is available to both men and women and improving services that deal with
people in MH crisis should be of benefit to whoever needs it.
It is acknowledged that there is not enough mental health provision for women in Dorset especially in
Psychiatric Intensive Care Unit (PICU) and women usually have to be placed out of area especially
when they require PICU. A new female PICU provision is currently being built at St Ann's and is due
for completion Autumn 2016.
It is noted that there are some inequalities in terms of men being proactive early on when
experiencing poor mental health which might affect how well or how quickly they are able to recover
from an episode of ill health.
The scope of this project should improve that situation by ensuring that there is good access to
quality mental health provision for all individuals at the right time when they require acute mental
health care.
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Race Consider and detail (including the source of any evidence) on difference ethnic groups, nationalities, Roma gypsies,
Irish travellers, language barriers.

Acute MH care is available to anyone experiencing MH crisis. There is evidence that some ethnic
minority groups are more likely to be admitted than others, there is also evidence that some groups
would choose not to access MH service and that some BMI groups are more likely to be diagnosed
with schizophrenia or other psychotic illness.
The review aims to capture the views of anyone who has required /might require mental health
acute/ crisis care and where the review highlights that some groups receive a different service or
where they feel that they have been disadvantaged the review will aim to address this.
There will be a full communications and engagement plan that identifies how views will be sought and
incorporated in to the findings report and future service developments and ensure that it is
appropriate to the client group.
Dorset CCG are working with the Community Development Workers that work for Dorset Healthcare
and who are commissioned to outreach to all BME groups to ensure equality in access and treatment.
Below is from the Dorset CCG Equality and Diversity Report 2015-16
Ethnicity
Between 2001 and 2011 the size of the minority ethnic population as a proportion of the total
population increased for all ethnic categories and in all districts of Dorset by 49.9%. The largest
percentage growth was for the “Other White” category in Bournemouth, which accounted for 4%
more of the total enumerated population in 2011 than in 2001.
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Table 1: Change in percentage of minority ethnic category as percentage of total population

*Category with largest growth in a district is marked

The largest proportional increases in the minority ethnic population was within the urban conurbation
of Bournemouth and Poole, with Bournemouth’s numbers rising from around 3% in 1991 to just over
16% in 2011.
Gypsies and Travellers are a particular population group that is not well represented by available data
due to the transient nature of some of their lifestyles. People within this group tend to suffer from
higher mortality rates as well. Within Dorset there are four designated sites for Gypsies and Travellers.
The main foreign languages spoken vary across Dorset with some similarities across the board. The
most common languages for instance in Poole include: Polish, Cantonese and Mandarin, Malayalam
and Portuguese.
This shows an increase in the minority ethnic population in Dorset and we are committed as a CCG to
address any inequalities in health.

Age
The mental health acute care pathway and associated responsive services should be available for
anyone who is in acute mental health crisis requiring an immediate assessment and some type of
support or treatment intervention, either as an outpatient or via an admission. However where the
individual is assessed as having an organic mental health need such as dementia, the pathway
following assessment might be different and this is more likely to happen for elderly patients,
although not exclusively.
Transition between children’s and young people’s services is a challenge. This is true of young people
on the way towards contact with adult mental health services. There are concerns that they could be
disadvantaged in terms of the differences between the acute mental health care delivered in
children’s services compared to adult services.
The review will be addressing transition as needed throughout the review e.g. in the context of the
psychiatric liaison service or street triage.
In the Initial View Seeking stage, we had elderly Carers asking if there was a process so that they can
ensure continuity of care after they pass away or if they fall ill.
6
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Gender reassignment (including transgender)
Acute mental health care is available for everyone who is in mental health crisis and this applies to
people who have been through gender reassignment and transgender individuals.
The PACE Research, Risk and Resilience Explored for LGBT Mental Health suggests that this client
group may be more likely to consider harming themselves or consider suicide and a significant
predictor is low self-esteem and family circumstances e.g. bullying and aggression because they were
transgendered.
There are some other challenges for example; privacy in inpatient settings or use of facilities could be
an issue for transgender individuals.
The review would aim to gather the views and opinions of as wide a client group as possible to
determine whether services were able to meet their needs for treatment as well as their psychosocial
needs etc. by accessing the LGBT Health Advisory Group as well as other appropriate charities and
support groups
Sexual orientation Consider and detail (including the source of any evidence) on heterosexual people as well as lesbian,
gay and bi-sexual people.

Acute MH care is available for everyone who is in mental health crisis and this applies to lesbian, gay,
bi sexual or transgender individuals.
There are issues for example bullying/hate crime etc. on the grounds of sexuality is an issue for many
LGBT individuals the impact of which could be exacerbated or highlighted when someone is in a
mental health Crisis.
Stonewall research suggests that sexuality is often clumsily addressed in services and the assumption
is from a bias of heterosexuality which means that people feel that they cannot be open about their
needs. There is also an assumption that any mental health difficulties are related to sexuality which
means that other issues are not addressed as fully as they could be.
The Intercom Trust recently published a report in to mental health and the LGBT community and
outlines the experiences of people in the LGBT community and how this impacts upon mental health.
The report showed that many people in LGBT community have a poor experience of mental health
services and feel that they particular needs are not always accounted for. PACE have also completed
research in to LGBT mental health the report is Risk and Resilience Explored (RaRE) and the findings
were broadly similar.
The review aims to gather the views and opinions of as wide a client group as possible to determine
whether services were able to meet their needs for treatment as well as their psychosocial needs etc.
Dorset CCG helped set up a LGBT Health Advisory Group which includes members of the public as well
as health staff from various trusts. The ACP Review will be commencing outreach work with this group
in March 2016.
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Religion or belief Consider and detail (including the source of any evidence) on people with different religions, beliefs or no
belief.

The acute MH care services are available to everyone in MH crisis requiring assessment and treatment
etc. This is available to all and should be provided in such a way that is sensitive and cognisant of an
individual’s faith and beliefs.
The review should highlight any areas where this is not thought to be the case.
The aim of the review and possible redesign is to improve the responsiveness and quality and
sensitivity of services to patients’ needs.
Pregnancy and maternity Consider and detail (including the source of any evidence) on working arrangements,
parttime working, infant caring responsibilities.

The aim of the review and potential redesign of services in the pathway is to improve the
responsiveness and quality and sensitivity of services to patients’ needs.
In Dorset there is separate mental health provision for women who are pregnant and this service has
community and inpatient provision. There is a requirement for the service to be responsive because
mental state changes more rapidly in pregnancy.
The perinatal provision is being reviewed separately to the acute care pathway and as part of the
maternity pathway.
Carers Consider and detail (including the source of any evidence) on part-time working, shift-patterns, general caring
responsibilities.

The aim of the project is to improve access to services, the responsiveness of services and the quality
of care that people receive when they are acutely mentally unwell along with improved follow up and
community support as required to facilitate recovery and resilience. This will extend to carers and
families of individuals who are mentally unwell.
Other identified groups Consider and detail and include the source of any evidence on different socio-economic groups,
area inequality, income, resident status (migrants) and other groups experiencing disadvantage and barriers to access.

Homeless clients are often doubly disadvantaged but very likely to require the support of MH services
and are likely to require acute care at times.
Individuals who have drug or alcohol and mental health issues but who may not have severe enduring
mental health issues may also be disadvantaged because of the way services are configured and this
may make access to the right service at the right time difficult.
We also need to take into account the rurality of parts of Dorset and how people access services when
needed. We are aware that bus services are being cut and this will affect out patients. In the Initial
View Seeking stage we had 124 comments about the travelling to services within Dorset. 12 of these
were positive and 58 were negative, with the rest making up suggestions for improvement.
The MH Acute care pathway should be accessible to anyone in Dorset who is experiencing a mental
health crisis regardless of where they live or their other issues. The review may highlight particular
gaps in provision in which case the CCG would be able to take a view about how to address the needs
of these individuals.
8
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Engagement and involvement
Have you engaged stakeholders in gathering evidence or testing the evidence available? If not what do you
intend to do?
There is an engagement and communications plan in place to enable as wide a consultation and engagement
as possible. The plan will run throughout the project and aims to engage as many people as possible to
ensure that we understand the impact of services on them and understand how well services meet their
needs.
The view seeking involved several group engagement sessions to gather views and opinions about mental
health acute care. The engagement was supported by Dorset Mental Health Forum that is a local
organisation run by people who have lived experience of mental illness. There was also a champions group
established that developed into the project reference group.
The project has engaged in two periods of this type of work the first to gather views and the second to
develop a new model of care for the MH Acute Care pathway.
The next part of the project is public consultation and the approach will be more formal but with the same
emphasis on gathering views and opinions about the options for the pathway in a safe, honest and supported
way.

9
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How have you engaged stakeholders in testing the policy or programme proposals? If not what do you
intend to do?
The intention of the project is to work with a patient reference group and coproduction modelling groups as
these develop. It is acknowledged that most diverse groups do not belong to mainstream patient groups.
Some diverse groups, like the older people, may have their own bespoke groups and so the project
engagement plan will also include the voluntary sector that will see the project through with the project
team. The aim of the whole project is to co-produce as much of the review and subsequent service design as
possible.
We have held formal engagement events in various parts of Dorset to ensure that people across Dorset are
able to have their views heard.
We have used social media to encourage people to give their views and opinions about acute mental health
care including an online survey.
Dorset Mental Health Forum and Healthwatch and Rethink Mental Illness are active partners in this
engagement plan and this will help to ensure that people are supported whilst they contribute to the review
process and service design.
In the modelling stage, we offered everyone who said that they were interested in working with the CCG on
the modelling. For those unable to attend these workshop session outreach and 1:1 sessions to every cohort
of clients were organised to ensure that what is being proposed fits with their needs and is accessible for
them. We also offered the opportunity for people who use services either as a patient or as a carer to
participate in the coproduction modelling work. This work was constructed around a series of workshops
that were facilitated and supported by Dorset MH Forum to ensure that participants were able to share their
experience in the model developments.
If you have engaged groups please list below and include who was involved, how they were involved and
the key outputs:
The engagement stage of the project is commenced June 2015 and there was a full engagement plan in place
to ensure that a wide a range of views are gathered as possible but specifically from individual who use or
have used acute mental health services. The engagement plan also seeks the views of carers, families and
people who work in mental health services.
Below shows the engagement stage participation:
Groups engaged

Date of engagement

Patients/ Service Users
General Public

From June to Sept
2015

MIND Trustee meeting
23 June 2015
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Outputs from activity
A survey was shared online and in postcard and
from across the county. Five thousand cards
were printed and sent to health, social care
voluntary organisations. Also sent to public
Libraries, GP Surgeries, BME Communities and
LGBT Communities, Bournemouth University,
Dorset Race Equality Council.
4 Attended. Informal discussions and raising
awareness of survey and events
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CCG AGM

01 July 2015

20 Attended. Raising awareness of survey and
events

Health Action Group, Learning
Disability Partnership Boards

09 July 2015

24 Attended. A brief description of the ACP
Review to raise awareness. Waiting on Easy
Read version

Bourne Free LGBT Festival

11 July 2015

Handing out leaflets to those that are
interested, alongside CSR (approx. 100 people)

Wareham Community LD Teams

13 July 2015

12 Attended. A brief description of the ACP
Review to raise awareness. Waiting on Easy
Read version

Dorset Care Home Association

14 July 2015

40 Attended. Informal discussions and raising
awareness of survey and events

Mid Dorset Cluster Locality
Managers

15 July 2015

8 Attended. Informal discussions and raising
awareness of survey and events

Mid Dorset Locality

15 July 2015

8 GPs Attended. Informal discussions and
raising awareness of survey and events

Dorset Learning Disability
Partnership Board

16 July 2015

18 attended. A brief description of the ACP
Review to raise awareness. Waiting on Easy
Read version

Communication for all

21 July 2015

12 attended. A brief description of the ACP
Review to raise awareness. Hand out leaflets &
Surveys if needed. Waiting on Easy Read
version

Poole Housing Partnership Ltd

30 July 2015

11 attended. Informal discussion. No
presentation due to venue.

Bi Polar Support Group

05 August 2015

14 Attended. Informal discussions and raising
awareness of survey and events

Bournemouth Church Housing
Association

11 August 2015

20 attended. Presentation followed by
discussion.

Mind Group - Mind out

13 August 2015

7 Attended. Informal discussions and raising
awareness of survey and events

Dorset Health Advisory Group
for LGBT

19th Aug

Mind Panacea Group

26th Aug

Handed out leaflets and postcards to 18
representatives from various LGBT
communities
9 Attended. Informal discussions and raising
awareness of survey and events

Clinicians and Health
Professionals
Bournemouth Community LD
Teams

4th Sept

Poole Community LD Teams

15 September
2015

A brief description of the ACP Review to raise
awareness. Hand out leaflets & surveys. 8
attendees
7 attendees shared printed presentation and
discussed.

Seaview Ward, St Ann’s Hospital
Poole

18 August 2015

8 attendees shared printed presentation and
discussed.

Crisis Team West, Forston Clinic,
Dorchester

18 August 2015

5 attendees shared printed presentation and
discussed.
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19 August 2015

Poole Community Mental Health
Team, Alderney Hospital, Poole

16 attendees shared printed presentation and
discussed.

19 August 2015

Kings Park Older People CMHT
Bournemouth East

10 attendees shared printed presentation and
discussed.

20 August 2015

Ferndown & West Moors Older
Peoples Community Mental Health
Team, Canford Magna

10 attendees shared printed presentation and
discussed.

24 August 2015

Bournemouth East Adult CMHT

Blandford Community Mental
Health Team, Blandford

24 August 2015

Shaftsbury Adult Community
Mental Health Team, Shaftesbury

25 August 2015

Christchurch Older People
Community Mental Health Team,
Christchurch

25 August 2015

Wimborne & Purbeck Older
Peoples Community Mental Health
Team, Canford Magna
Crisis team East, St Ann’s Hospital,
Poole
Bournemouth West Community
Mental Health Team, Hannemann
House
Wimborne Community Mental
Health Team, Wimborne
Purbeck Community Mental Health
Team, Wareham
Bournemouth West Community
Mental Health Team, Turbury Park
Southbourne & Christchurch
Community Mental Health Team,
Christchurch
St Ann’s Staff Events at Forston &
St Ann’s

100 GP Practices in Dorset

Carers
Carers, Bournemouth Library
Carers Group, Rethink, Weymouth
All 3 Learning Disability Partnership
Boards in Dorset as well as the
Health Action Group have
Parent/Carers attending.

Stage 3 Coproduction modelling
12

26 August 2015

7 attendees shared printed presentation and
discussed.
5 attendees shared printed presentation and
discussed.
8 attendees shared printed presentation and
discussed.
4 attendees shared printed presentation and
discussed.

26 August 2015

4 attendees shared printed presentation and
discussed.

27 August 2015

8 attendees shared printed presentation and
discussed.

01 September
2015
01 September
2015
02 September
2015

7 attendees shared printed presentation and
discussed.

02 September
2015

7 attendees shared printed presentation and
discussed.

03 September
2015

Postcard surveys and
posters were sent to
GP Practices in Dorset.

10 June 2015
28th Aug
Jun – Sept 2015

8 attendees shared printed presentation and
discussed.
5 attendees shared printed presentation and
discussed.

7 attendees shared printed presentation and
discussed.
13 attendees shared printed presentation and
discussed.

Raising awareness to those attending the GP
Surgery as well as asking the GP’s themselves to
respond.

30 Attended. Informal discussions and raising
awareness of survey and events
18 Attended. Informal discussions and raising
awareness of survey and events
Between 3-7 attending each meeting
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Stage 3 of the project involved a series of facilitated coproduction workshops that included as many
organisations and individuals as possible.
Organisations represented are shown in the table below:
Coproduction Group (CPG) Attendee (organisations represented)
Dorset Clinical Commissioning Group
Service user and carer representatives
Dorset HeatlhCare
Bournemouth Borough Council
Dorset County Council
Borough of Poole
Dorset Mental Health Forum
Rethink Mental Illness
South West Ambulance Service Foundation Trust
Dorset Police
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•

The CPG is made up of heads of care, service managers and clinicians, commissioning
managers and representative service users and carers.

•

The CPG members have attended most of the modelling workshops and are the
recommending group of the modelling workshop process.

•

Many of attendees have some lived experience of mental health difficulties either
personally or as a carer or friend

•

Approximately 37% of the attendees across all the sessions was by service users and
carers.
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The table and document below shows the timetable for the modelling workshops and indicates the level of involvement from people with an interest in mental health acute
care.
Mental Health Acute Care Pathway Modelling Workshop Programme Attendee
Numbers and Organisations represented
14 Dec 2015

6&7 Jan 2016

26 Jan 2016

22 & 24 Feb 2016

Scene setting and
objective
clarification day
with CPG

Launch Days
Background
presentations and
reflections
Innovation and
visioning
Initial model and
thoughts

CPG /urban and
rural groups
Refining thoughts
taking differences
into consideration
Initial pathway
creation

Service Users
CPG &Folio
Options for wider
co-production
community to feed
in
CCG local events
for SU/ Carers

1 day
CPG Members
Folio

2 days
CPG Members and
Urban and Rural
Groups

1 day
Rural Modelling
Urban Modelling

2 days
22 Feb Service User
Cross Check 24 Feb
CPG:
Assimilation and
initial model
options/ Cross
Check
37 & 37 attendees

30 attendees

14

60 & 53 attendees

65 Attendees

Break in
Modelling
Workshops
To enable the
costing and
modelling work to
be done with
previous work in
mind and ahead of
the next few
coproduction
modelling
workshops

29 April 2016

5 May 2016

21 Jul 2016
16 Sept 2016

Urban Modelling
Rural Modelling

Crosscheck days

Shortlisting Days
Community
Services
&
Inpatient service

1 day
Service user
Crosscheck day

2 days
21 July
CPG Members
Folio

Refining thoughts
from the previous
workshops

1 day
Wider service
stakeholder groups
1 day

16 September
CPG Members
61 Attendees

34 attendees

34 & Attendees
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Organisations represented: Dorset CCG, Dorset HeatlhCare, Bournemouth Borough Council, Dorset County Council, Borough of Poole, Dorset Mental Health Forum,
Rethink Mental Illness, Richmond Fellowships, Bournemouth Churches Housing association, Dorset Mind, People who use services, Carers/Supported of people who have
mental health needs, South West Ambulance Service Foundation Trust and Dorset Police.

Days

Groups

14 December 2015
Scene setting and
objective
clarification day

Co-Production
Group (CPG)
The CPG is largely
made up of
managers, service
managers, service
leads and service
users and carers.
The organisations
represented are:
Dorset CCG, Dorset
HeatlhCare, the
three Local
Authorities, Dorset
MH Forum, and
Rethink Mental
Illness.
There are
approximately 30
people in the CPG
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Key discussion points
Each workshop built on the last workshop in terms of recapping and addition new information at each session and in
between the workshop sessions additional work was being done o model and cost the particular options being discussed

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Coproduction -what coproduction means and why it is so important
Reviewed the ACP work to date including needs and data analysis and feedback from service user and carer engagement
Policy drivers and imperatives
CMHT review and key challenges from Dorset HealthCare perspective including bed use and demands on the community
services
Key challenges from the LA perspective
Achieving a shared understanding: coproducing five to ten statements that capture the over-arching challenges to be
addressed
The five case model - meeting NHS Assurance requirements
Revisiting the over-arching challenges
Small group working to identify SMART objectives
Feedback and agreement of objectives
Communications
Planning for next meeting (visioning and modelling days)
Identified some of the key challenges o increased demand and o reducing budgets o need to improve services
Gained an understanding of the business case model that is to be used for the ACP
Developed the overall objectives of the project
Planned for the launch days

Equality Impact Assessment

6 and 7 January
2016
Launch Days,
Background
information and
reflections and
Innovation and
Visioning

16

CPG and Urban Rural
Groups
The CPG is made up
of mental health
staff,
representatives from
the local authorities,
police, ambulance
service,

Annex 6

The groups were introduced the ACP Project and the objectives to all attendees Themes:
•
What options do we want in Dorset when thing start going wrong
How can we personalise crisis support in
Dorset?
•
Increasing the range of support in the community
•
How can we provide people with clinical and social support they need?
•
Could personal budgets and peer support have a role in personalising support in Dorset?
•
How can we improve access to services in Dorset for people new to services and for people returning to services?

Equality Impact Assessment

Dorset HeatlhCare
and
organisations
from the third sector
currently working in
Dorset. The groups
also had service
users and carers
attending
the
workshops.
The
urban rural groups
also had the CPG
members
in
attendance
for
continuity
and
collective memory of
previous workshop
outcomes.
Approximately 72
people attended the
urban rural group
sessions.
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•
•
•
•
•

Social Networks and Social Prescribing
Addressing questions raised by some case studies
Comments, questions, additions and amendments to the pathways on the wall
Considering ways of improving consistency, communication, continuity and culture of the care pathway.
What could be introduced to ensure that everyone’s experience is improved?

Facilitated discussion on all the themes to be followed through to next workshop are:
Style and Culture
•
Listening, sincerity, integrity, transparency, genuineness
•
Need to support staff (learning and development, wellness, development, family friendly employment, valuing lived
experience) – improve recruitment and retention
•
Allow staff to specialise so that there is a clearer range of treatment and support options in every locality
Use of
IT, social media, Skype, apps
•
Discharge Planning/transition planning, graduation, use of 117 monies
•
Whole system transformation – person and their lives in their communities at centre, services need to provide best
support for them to live well
•
Current system stifles creativity and innovation
Accessible
•
Need to improve existing services AND support new innovations
•
Remember key interest groups: Carers, families, friends, Homeless people, BME groups
•
Attention to transitions from CAMHS and into older people’s services
•
Take circumstances into account – child care, teenage care, family support
•
Need alternatives to hospital at front and back end of admission Community Facing
•
Community businesses, social enterprises, invest in communities
•
Transport issues, distance, geography and accessibility
•
Supported Housing as a means of reducing admission and facilitating whole lives Consistent
•
Need to shift from reactive to preventive
•
Need for social support in primary care even once discharged from secondary services
Physical Health care
alongside emotional support
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These themes were also endorsed in the case study discussions and there are themes that come through that start to form the
basis of the model ling objectives.
26 January 2016
Urban Rural
Refining thoughts
from Innovation
days taking
differences into
consideration
Initial pathway
creation

Urban Rural Groups

The session opened with a reiteration of the ACP Project to date including needs and data analysis which included community
services and inpatient services then moved on to the following:
•
Summary from the Launch Days
•
Introducing the first model proposal
•
Asset mapping - What does your organisation bring to the party?
Rural Groups
What do you think about the first model proposal?
•
Feedback and questions

Facilitated table discussions: In Urban and

The Straw man; this is what we called the first draft, of a potential model that shows some of the options that sought to
address the key issues that people raised in the launch events. The straw man provided the introduction to:
•
•
•
•
•

Retreats
Community Front Rooms
Host Families,
The Connection
Recovery House Models

All based on best practice and innovations from other parts of the country and the USA.
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22 February 2016
Service User and
Carer Crosscheck
day

Crosscheck Group
The Cross Check
days were attended
only by people who
use services either as
a patient or as a
Carer.
Approximately 30
people attended
these sessions.

Annex 6

Introduction and background to the project:
•
•
•
•
•
•
•
•
•

What you said and what we have done so far
What outcomes should be delivered
First thoughts from each table
The Dorset Picture – mental health prevalence and need including demand for community services and inpatient services
Facilitated table discussions - what is important to you?
Feedback and discussions
Introduced the Straw Man – for the group to see how it would meet their needs based on the experience of using services.
Introduced the workbook describing innovative practice from the launch days
General consensus that locally developed services will be a good thing for local communities
Issues around travel times and the group suggested that travel up to 25 minutes would be manageable as long as there
was the service needed when they arrived.
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24 February 2016
CPG
CPG & Folio and
ImROC
Options for wider
co-production
community
to
feed in
CCG local events
for SU/ Carers
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•
•
•
•
•
•
•
•

Scene setting for the day
Parameters of the project
Dorset HealthCare CMHT and Inpatient Review where the groups heard about the inpatient services review and
information was shared in relation to how the beds could be used in a different way to meet demand and this has possible
implications for the Linden Unit as an isolated unit
Demand, prevalence and need across Dorset
Discussion based on all the previous discussions: including demand profile and cost benefit analysis
Objectives were signed off ahead of project board and JCB
Critical Success Factors
Inclusion Criteria

Table discussions to talk through the initial model proposals:
Concerns that using hospital base might be too
clinical
• Use of staff and making sure that staff teams are skilled and use their skills because they have the time to do it
technology for support and to ensure best use of clinical time
• Amalgamate crisis and CMHT into one model, thereby reducing barriers; linkages to staff; shared ownership. 1 in
Bournemouth, suggest Kings Park and 1 in Poole, suggest Alderney.
• What staff would you need to go out and keep the front door open; should be able to triage on to right service.
• Triage – relationship building.
• Psychosis – personality disorders – people should have a safe place to go.
• Peer support workers have a better level of understanding.
• What criteria constitute getting referred to CMHT – needs to be consistent.
29 April 2016
Urban rural day
Final proposals for
the model for CPG
refinement e.g.
costing and
modelling

20

Urban Rural Groups

Use of

Summary of process so far
• Agreed objectives: any options has to meet the objectives: Consistency, Accessibility, Community facing and Style and
Culture
• New comments and national requirements form the five year forward which includes no out of area beds used from 2017
and hospital care to be provided within 33 miles of home and 24/7 access to MH crisis care
• Data analysis and context for the modelling including inpatient provision and community services
• Reflection time on the data to start understanding/ discussing impact on future options
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•
•
•
•

Initial model: Functions – what you said we needed in Dorset
Benchmarking outcomes
Dorset HealthCare operational considerations for community team delivery
Outcome of DCH’s bed review and considerations for options: This included an introductory discussion about bed use and
demand across the County. The group heard about some options, for example moving beds from Linden to Forston and St
Ann’s to ensure that the provision is adequate in the area where the demand is at its highest
• What we have now and pathway mapping of the new functions
• Development of priorities for the pathway taking in to account:
o Cost o
Prevalence o
Consistency o
Distance
• Community assets – what can we use that is already there initial asset mapping completed
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5 May 2016
Final service user
crosscheck event

Crosscheck Day

Annex 6

•
•
•
•
•

Summary of Process so far and the group were given the same information as the Urban Rural group and were informed
about the urban rural groups comments and thoughts on the models of care so far;
Dorset Health Care shared the operational possibilities
The groups were asked what they think about the model and the operational interpretation.
What this looks like as a pathway- weaving it all together
The group had table discussion about the models and operational issues

Feedback was:
The feedback provided by people at the Urban and Rural Workshops and Crosscheck days has been themed and compiled in a
separate report but below is a summary of the significant areas of interest related to the emerging models of care.
The use of technology
There were numerous comments about the use of technology that will enable people who use services to access Mental
Health support in different ways and enable staff to work differently and more efficiently across the county. These views were
balanced with the request not to replace people with technology because human contact is important in recovery.
Keeping people safe
Comments suggested that care earlier could help keep people safe and if an individual reaches the point where they require
acute care there should be services in place to meet their need. The required services ranged from somewhere safe to be
when intoxicated to a formal place of safety in the West to meet the demand.
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Staff wellbeing, recruitment and retention
There was general concern expressed about staff wellbeing and more specific concern about staff retention and recruitment.
There were comments about staff having the right skills and the right support and improved supervision to enable them to
work safely and effectively including the provision of clinical support e.g. access to psychological support as needed.
Workforce changes and development related to peer support workers
There were views about the future workforce and the need to include peers support worker/support time recovery workers or
navigators to ensure that Mental Health services focus on the whole person not just on their medical needs. Alongside this
view there are concerns about how it can be achieved for example are there enough people who could become peers support
workers to meet the anticipated demand and how can this be sustained.
Transport
Transport has been an issue throughout the discussions and there were comments ranging from, cuts to services; the need for
a transport budget to cross boundary working to ensure that people who live near a boundary could potentially access services
in another CCG area for example, Avon and Wiltshire or Hampshire.
The summary includes topics that were raised with the most frequency. All the other comments (no less important) are all
listed below:
21 July 2016
Shortlisting day All
options to be
discussed and
shortlist
developed
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CPG

Structure of the day, covered the ACP story so far as a recap, as per all the other workshops with any additional information
shared.
Making it this a reality? Choices the group had to make:
• Number of retreats and where they should be
• Connection operating hours
• Recovery beds and Community Front Rooms
• Implementation
The long list of options and appraisal of each to ensure that the chosen options met the objectives and the critical success
factors:
• Appraisal of the long listed options
• Deciding the shortlist for consultation
• Summary and next steps
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Stage 4: Public Consultation
The next stage of the project is public consultation

•
•
•
•
•

The consultation is proposed to start on the 5 December 2016 and will finish 27 February 2017
A consultation document will be developed outlining the agreed options as shortlisted by the Coproduction Group.
The consultation document will be accompanied by a set of questions that will be posed to the respondents.
This will be available in easy read and in paper format
Events will take place from January to enable people time to book in to the events

Audience
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Activity
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Weekday events
•
•
•
•
•
•
•

10 January 2017: Poole 10:30 -12:00 and 13:30-15:00
11 January 2017: Blandford 16:00-17:30
18 January: Swanage 10:30 -12:00 and Wareham 14:00-15:30
19 January 2017: Weymouth 10:30 -12:00 and Dorchester 14:00-15:30
26 January 2017: Sherborne 11:00-12:30 and Shaftesbury 14:30-16:00
3 February 2017: Bridport 14:30-16:00
15 February 2017: Ferndown 11:00-12:30 and Christchurch 15:00-16:30 Saturday events:

•
•

14 January 2017: Bournemouth and Poole 10:30 -12:00 and 14:30-16:00
4 February 2017: Weymouth and Dorchester 10:00-11:30 and 14:00-15:30 Additional

•

Consultation document on website and sent out to all co production partners and stakeholder
list and promoted on HealthWatch site
Sent to all GP practices and Community Mental Health Teams
Dorset Mental Health Forum to support inpatients to complete consultations through peer
support workers on the inpatient units
Email to all Recovery Education College users with links to consultation document. Consultation

•
•
•

•

documents available to access at course location
Personalised email to all 750 people who took part in the view seeking
Send documentations and consultation details to all outreach groups with open offer to attend
groups
Attend Learning Disabilities Partnership Boards

•
•
•

Website
Documentation in general practices
Add ACP consultation into the CSR focus groups

•
•

General Public
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Attend each locality meeting to introduce consultation
•
•
•
•
•
•
•
•
•
•

Acute Care

People with protected characteristics

10 January 2017: East Cluster, 13:00 - 16:30
11 January 2017: North Dorset, Blandford 13:00-15:00
31 January 2017: Poole Bay, 13:00-15:00
3 February 2017: West Dorset, Bridport 13:00-15:00
8 February 2017: Mid Dorset, 19:00-21:00
9 February 2017: Poole North, 13:00-15:00
22 February 2017: Poole Central, 12:45-14:00
Purbeck: TBC
East Dorset: TBC
Weymouth and Portland : TBC

• Clinical reference group
• ED team meetings
• Senior Team meetings
Update EQIA and meet Ebi

Dorset HeatlhCare Staff
Dorset HeatlhCare
Organisational change

Local Authorities

Local Authority partners will lead on consultation at the local team and staff level and will work with Dorset
CCG and partners to ensure consistent approach to the consultation process.

Councillors

Democratic Services to send out consultation documentation and details of consultation dates.

MPs

Information will be shared with MPs as required and in line with other CCG Consultation processes
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Summary of Analysis Considering the evidence and engagement activity you listed above please summarise
the impact of your proposals. Consider whether the evidence shows potential for differential impact, if so state whether
adverse or positive and for which groups. How you will mitigate any negative impacts. How you will include certain protected
groups in services or expand their participation in public life.

In general it is anticipated that the review and potential redesign of the acute care pathway should
have a positive impact for all protected groups as and when they require the support of acute mental
health care services.
The review should ideally highlight any areas where there is negative impact currently and the
redesign should enable Dorset CCG and partners to develop the type of services where any negative
impact is significantly reduced.

Equality Act 2012 – the CCG is bound by the public sector equality duty and is required to evidence
how in its decisions it is delivering the following. Please outline how your work and the service will contribute to
these.

Eliminate discrimination, harassment and victimisation
The project aims to improve acute mental health care services which includes; improving the
responsiveness, sensitivity and flexibility of service that support and treat people who are
experiencing mental health crisis. In improving services the aim would be to ensure that
discrimination, harassment and victimisation are no longer part of the experience of patients who
require contact with acute MH care services.
This will be achieved by:
•

Consultation and engagement in the review stage

•

Robust service specifications

•

Robust monitoring once services are in place

Advance equality of opportunity
The purpose of the review and potential redesign aims to ensure that across Dorset all individuals
who require acute MH care are able to access services and receive equitable, responsive, sensitive
and compassionate care that reflects the severity of their mental health crisis and fully acknowledges
and responds to their psychosocial needs.

Promote good relations between groups
The aim in the review and redesign of acute MH care services would be to tackle discrimination and
promote understanding between people or groups who share protected characteristics and this
might mean treating some people differently in order to achieve this: for example someone who has
hearing loss and a mental illness may need a different approach to receive and be concordant with
treatment for the mental health need.

What is the overall impact of your proposals or decision? Consider whether there are different levels of
access experienced, needs or experiences, whether there are barriers to engagement, are there regional variations and what
is the combined impact?

22
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The proposals that will be developed as a consequence of the review project will have a positive
impact on anyone who happens to need mental health crisis care. The ambition of the project is to
improve the equality of MH services across Dorset by creating patient centred responses to needs
within the context of service delivery. As this is the case the impact on all groups should be positive.

Addressing the impact on equalities Please give an outline of what broad action you or any other bodies are
taking to address any inequalities identified through the evidence.

This section will be developed once when the project enters the engagement phase. In this phase of
the project the aim is to engage with patients and carers and staff so that as wide a range of views
and experience can inform the outcomes of the review.

Action planning for improvement

Please give an outline of the key actions based on any gaps,

challenges and opportunities you have identified. Actions to improve the policy/programmes need to be summarised (An
action plan template is appended for specific action planning). Include here any general action to address specific equality
issues and data gaps that need to be addressed through consultation or further research.

Please give an outline of your next steps based on the challenges and opportunities you have
identified.

Name of person/s who carried out this assessment: Ebi Sosseh, Elaine Hurll and ACP Project team
Date assessment completed: Updated September 2016
CCP lead: Dr Paul French
Date assessment was signed:
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Mental Health Acute Care Pathway Needs and Data Analysis Review
Serious Mental Illness Prevalence (All ages)
2013/14
2014/15
CCG Locality
List Size
Register
Prevalence
List Size
Register
Bournemouth North
65,590
580
0.88%
66,062
588
Central Bournemouth
55,031
519
0.94%
55,471
531
East Bournemouth
71,552
1,082
1.51%
72,741
1,125
Poole Bay
72,201
803
1.11%
72,769
845
Poole Central
61,698
480
0.78%
62,246
513
Poole North
52,054
378
0.73%
52,281
384
Christchurch
54,239
383
0.71%
54,357
381
Weymouth & Portland
74,255
804
1.08%
74,600
809
Urban Sub Total
506,620
5,029
0.99%
510,527
5,176
Dorset West
40,959
404
0.99%
41,102
423
East Dorset
68,271
353
0.52%
68,736
388
Purbeck
33,405
247
0.74%
33,650
267
Mid Dorset
42,643
355
0.83%
43,093
351
North Dorset
86,037
619
0.72%
86,435
634
Rural Sub Total
271,315
1,978
0.73%
273,016
2,063
Dorset CCG Total
777,935
7,007
0.90%
783,543
7,239
England
56,324,887
483,933
0.86% 56,817,654
500,451
Data Source - HSCIC QoF 2013/14, 2014/15 and 2015/16
Data Note - Practice allocation to CCG locality for all years reflects status as at 31st March 2017
2013/14
CCG Locality
List Size
Register
Prevalence
Ranking
East Bournemouth
71,552
1,082
1.51%
Highest
Poole Bay
72,201
803
1.11%
Weymouth & Portland
74,255
804
1.08%
Dorset West
40,959
404
0.99%
Central Bournemouth
55,031
519
0.94%
Bournemouth North
65,590
580
0.88%
Mid Dorset
42,643
355
0.83%
Poole Central
61,698
480
0.78%
Purbeck
33,405
247
0.74%
Poole North
52,054
378
0.73%
North Dorset
86,037
619
0.72%
Christchurch
54,239
383
0.71%
East Dorset
68,271
353
0.52%
Lowest
Dorset CCG Total
777,935
7,007
0.90%
England
56,324,887
483,933
0.86%
Data Source - HSCIC QoF 2013/14, 2014/15 and 2015/16
Data Note - Practice allocation to CCG locality for all years reflects status as at 31st March 2017

2015/16
Prevalence
0.89%
0.96%
1.55%
1.16%
0.82%
0.73%
0.70%
1.08%
1.01%
1.03%
0.56%
0.79%
0.81%
0.73%
0.76%
0.92%
0.88%

List Size
66,709
56,651
73,742
73,780
62,383
52,413
54,513
74,794
514,985
41,087
69,250
33,861
43,625
86,876
274,699
789,684
57,549,410

Register
Prevalence
606
0.91%
561
0.99%
1,147
1.56%
878
1.19%
541
0.87%
401
0.77%
388
0.71%
838
1.12%
5,360
1.04%
441
1.07%
395
0.57%
275
0.81%
354
0.81%
644
0.74%
2,109
0.77%
7,469
0.95%
518,320
0.90%

2014/15
CCG Locality
East Bournemouth
Poole Bay
Weymouth & Portland
Dorset West
Central Bournemouth
Bournemouth North
Poole Central
Mid Dorset
Purbeck
Poole North
North Dorset
Christchurch
East Dorset
Dorset CCG Total
England

List Size
72,741
72,769
74,600
41,102
55,471
66,062
62,246
43,093
33,650
52,281
86,435
54,357
68,736
783,543
56,817,654

Register
Prevalence
1,125
1.55%
845
1.16%
809
1.08%
423
1.03%
531
0.96%
588
0.89%
513
0.82%
351
0.81%
267
0.79%
384
0.73%
634
0.73%
381
0.70%
388
0.56%
7,239
0.92%
500,451
0.88%

2015/16
Ranking
Highest

Lowest

CCG Locality
East Bournemouth
Poole Bay
Weymouth & Portland
Dorset West
Central Bournemouth
Bournemouth North
Poole Central
Purbeck
Mid Dorset
Poole North
North Dorset
Christchurch
East Dorset
Dorset CCG Total
England

List Size
73,742
73,780
74,794
41,087
56,651
66,709
62,383
33,861
43,625
52,413
86,876
54,513
69,250
789,684
57,549,410

Register
Prevalence
1,147
1.56%
878
1.19%
838
1.12%
441
1.07%
561
0.99%
606
0.91%
541
0.87%
275
0.81%
354
0.81%
401
0.77%
0.74%
644
388
0.71%
395
0.57%
7,469
0.95%
518,320
0.90%

Note - It is difficult to interpret year-on-year changes in the size of QOF registers, for example a gradual rise in QOF prevalence could be due partly to epidemiological factors (such as an ageing population) or to increased case finding and recording.
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Ranking
Highest

Lowest

Mental Health Acute Care Pathway Needs and Data Analysis Review
Serious Mental Illness Prevalance (All ages)
Actual 2015/16 and Estimated 2020/21 Projections

CCG Locality
Bournemouth North
Central Bournemouth
East Bournemouth
Poole Bay
Poole Central
Poole North
Christchurch
Weymouth & Portland
Urban Sub-total
Dorset West
East Dorset
Purbeck
Mid Dorset
North Dorset
Rural Sub-total
Grand Total

Actual
Practice
List Size
66,709
56,651
73,742
73,780
62,383
52,413
54,513
74,794
514,985
41,087
69,250
33,861
43,625
86,876
274,699
789,684

2015/16
Actual
Practice Register
SMI
606
561
1,147
878
541
401
388
838
5,360
441
395
275
354
644
2,109
7,469

SMI
Prevalence
0.91%
0.99%
1.56%
1.19%
0.87%
0.77%
0.71%
1.12%
1.04%
1.07%
0.57%
0.81%
0.81%
0.74%
0.77%
0.95%

Estimated
Practice
List Size
70,560
59,922
77,999
76,352
64,558
54,240
56,875
75,474
535,981
42,127
70,959
34,465
44,730
89,076
281,357
817,338

2020/21
Estimated
Practice Register
SMI
640
593
1,211
907
559
414
404
844
5,574
452
404
280
362
659
2,157
7,731

SMI
Prevalence
0.91%
0.99%
1.55%
1.19%
0.87%
0.76%
0.71%
1.12%
1.04%
1.07%
0.57%
0.81%
0.81%
0.74%
0.77%
0.95%

Actual 2015/16 figures from HSCIC QoF 2015/16
Estimated population and SMI figures for 2020/21 are based on population increases taken from 2014 LA Sub National Population Projections (ONS), CCG locality figures have been
constrained to Dorset CCG/LA total figure. Projected SMI practice register figures assume SMI prevalence percentage remains stable over time.
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Mental Health Acute Care Pathway Needs and Data Analysis Review
Community Mental Health Team (CMHT) Service Total Caseload - split by assigned Cluster
As at 31st May 2017
Community Mental Health Team (CMHT) Service
Variance

Non-Psychotic
Mild
Moderate
Severe
Clusters 1-3
Cluster 4

Cluster 0
CCG Locality
Bournemouth North
Central Bournemouth
East Bournemouth
Poole Bay
Poole Central
Poole North
Christchurch
Weymouth & Portland
Urban Sub-total
Dorset West
East Dorset
Purbeck
Mid Dorset
North Dorset
Rural Sub-total
Unknown
Grand Total

0
1
1
1
0
3
0
24
30
10
8
0
3
7
28
0
58

14
11
19
16
15
14
12
6
107
13
13
8
22
61
117
0
224

31
18
27
30
36
36
24
49
251
30
56
50
51
140
327
1
579

Non-Psychotic
Very Severe & Complex

Clusters 5-6
20
22
23
30
17
15
22
73
222
40
19
22
31
67
179
0
401

Clusters 7-8
114
91
216
139
122
46
103
247
1,078
109
79
44
92
253
577
7
1,662

Psychosis

Grand Total
Organic

Not yet
clustered

Unclustered

Clusters 10-17 Clusters 18-21
196
157
397
245
139
75
107
275
1,591
109
98
67
123
215
612
6
2,209

27
29
58
70
50
33
78
104
449
36
71
54
42
158
361
0
810

110
88
121
66
40
25
33
115
598
39
66
24
51
109
289
2
889

78
67
74
50
46
37
13
45
410
31
34
10
48
89
212
3
625

Data Source - Dorset HealthCare NHS University Foundation Trust - MH Routine Caseload Dataset
Notes - Data shown for patients who are either registered at Dorset CCG GP practices or where Dorset CCG is responsible for patient care. The table shows patients who have been assigned a care cluster. It also includes within the
columns "Not yet clustered" and "Unclustered", patients who have been referred to the CMHT service but have not yet been clustered and those who are unclustered.
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590
484
936
647
465
284
392
938
4,736
417
444
279
463
1,099
2,702
19
7,457

Mental Health Acute Care Pathway Needs and Data Analysis Review
Community Mental Health Team (CMHT) Service Caseload
As at 28th May 2015 and 31st May 2017
Total Caseload

Total Caseload
organic (clusters 18 to 21) excluded
Difference
Difference
Caseload as at
Caseload as at
Caseload as at
Caseload as at
Community Mental Health Team
28th May 15 to
28th May 15 to
28th May 2015
31st May 2017
28th May 2015
31st May 2017
(CMHT) Service
CCG Locality
31st May 17
31st May 17
CMHT Adult
Bournemouth North
499
504
5
498
502
4
Central Bournemouth
355
405
50
353
403
50
East Bournemouth
864
799
-65
861
796
-65
Poole Bay
504
502
-2
502
499
-3
Poole Central
379
365
-14
379
365
-14
Poole North
238
211
-27
238
211
-27
Christchurch
302
252
-50
299
251
-48
Weymouth & Portland
733
748
15
723
743
20
Dorset West
439
341
-98
434
340
-94
East Dorset
258
290
32
258
289
31
Purbeck
173
178
5
171
177
6
Mid Dorset
339
363
24
335
362
27
North Dorset
893
778
-115
881
774
-107
Unknown
40
16
16
38
16
16
CMHT Adult Total
6,016
5,752
-264
5,970
5,728
-242
CMHT Older Persons
Bournemouth North
124
86
-38
70
61
-9
Central Bournemouth
120
79
-41
60
52
-8
East Bournemouth
167
137
-30
103
82
-21
Poole Bay
177
145
-32
93
78
-15
Poole Central
142
100
-42
59
50
-9
Poole North
84
73
-11
38
40
2
Christchurch
143
140
-3
69
63
-6
Weymouth & Portland
217
190
-27
117
91
-26
Dorset West
116
76
-40
61
41
-20
East Dorset
200
154
-46
77
84
7
Purbeck
132
101
-31
46
48
2
Mid Dorset
136
100
-36
63
59
-4
North Dorset
336
321
-15
170
167
-3
Unknown
9
3
3
1
3
3
CMHT Older Persons Total
2,103
1,705
-398
1,027
919
-108
Total CMHT
Bournemouth North
623
590
-33
568
563
-5
Central Bournemouth
475
484
9
413
455
42
East Bournemouth
1,031
936
-95
964
878
-86
Poole Bay
681
647
-34
595
577
-18
Poole Central
521
465
-56
438
415
-23
Poole North
322
284
-38
276
251
-25
Christchurch
445
392
-53
368
314
-54
Weymouth & Portland
950
938
-12
840
834
-6
Dorset West
555
417
-138
495
381
-114
East Dorset
458
444
-14
335
373
38
Purbeck
305
279
-26
217
225
8
Mid Dorset
475
463
-12
398
421
23
North Dorset
1,229
1,099
-130
1,051
941
-110
Unknown
49
19
-30
39
19
-20
Grand total
8,119
7,457
-662
6,997
6,647
-350
Data Source - Dorset HealthCare NHS University Foundation Trust - PbR Cluster dataset as at 28th May 2015 and MH Routine Caseload Dataset
Notes - Data shown for patients who are either registered at Dorset CCG GP practices or where Dorset CCG is responsible for patient care.
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Mental Health Acute Care Pathway Needs and Data Analysis Review
Community Mental Health Team (CMHT) Service Caseload organic (clusters 18 to 21) excluded - split by Age Group, Gender and CPA
As at 31st May 2017

CCG Locality
North Dorset
East Bournemouth
Weymouth & Portland
Poole Bay
Bournemouth North
Central Bournemouth
Mid Dorset
Poole Central
Dorset West
East Dorset
Christchurch
Poole North
Purbeck
Unknown
Grand Total

Community Mental Health Team (CMHT)
Service
39 years
40-64
65 to 84 85 years
& under
years
years
& over
366
374
163
38
308
428
134
8
357
360
96
21
210
265
86
16
237
246
68
12
194
199
48
14
169
182
58
12
184
170
49
12
138
187
50
6
156
119
79
19
108
134
62
10
111
97
33
10
79
90
47
9
8
8
2
1
2,625
2,859
975
188

Grand
Total

941
878
834
577
563
455
421
415
381
373
314
251
225
19
6,647

Data Source - Dorset HealthCare NHS University Foundation Trust - MH Routine Caseload Dataset
Notes - Data shown for patients who are either registered at Dorset CCG GP practices or where Dorset CCG is responsible for patient care.

Community Mental Health Team (CMHT) Service
40-64 years
65 to 84 years
85 years & over

39 years & under
Males
CCG Locality
North Dorset
Weymouth & Portland
East Bournemouth
Poole Bay
Bournemouth North
Central Bournemouth
Poole Central
Mid Dorset
East Dorset
Dorset West
Christchurch
Poole North
Purbeck
Unknown
Grand Total

171
143
182
98
115
94
71
95
56
65
61
42
32
4
1,229

Females Unknown
195
165
175
111
122
100
98
89
82
90
47
69
47
4
1,394

1

1

2

Males
158
229
175
151
123
102
90
73
77
44
62
36
38
6
1,364

Females
216
199
185
114
123
97
92
97
110
75
72
61
52
2
1,495

Males
67
68
42
33
19
21
27
18
20
37
24
8
20
404

Females

Males

96
66
54
53
49
27
31
31
30
42
38
25
27
2
571

Females
7
4
7
4
5
5
4
1
2
8
5
3
6

61

31
4
14
12
7
9
8
11
4
11
5
7
3
1
127

Males
Total
403
444
406
286
262
222
192
187
155
154
152
89
96
10
3,058

Females Unknown
Total
Total
538
434
428
290
301
233
229
228
226
218
162
162
129
9
3,587

Data Source - Dorset HealthCare NHS University Foundation Trust - MH Routine Caseload Dataset
Notes - Data shown for patients who are either registered at Dorset CCG GP practices or where Dorset CCG is responsible for patient care.

CCG Locality
Mid Dorset
Christchurch
Dorset West
Weymouth & Portland
North Dorset
Poole Bay
Central Bournemouth
Poole Central
Poole North
Purbeck
East Bournemouth
East Dorset
Bournemouth North
Unknown
Grand Total

Care Programme Approach (CPA)
Enhanced Standard Grand
%
%
Total
Enhance Standard
d
159
262
421
37.8%
62.2%
108
206
314
34.4%
65.6%
128
253
381
33.6%
66.4%
277
557
834
33.2%
66.8%
277
664
941
29.4%
70.6%
168
409
577
29.1%
70.9%
122
333
455
26.8%
73.2%
110
305
415
26.5%
73.5%
62
189
251
24.7%
75.3%
55
170
225
24.4%
75.6%
197
681
878
22.4%
77.6%
80
293
373
21.4%
78.6%
98
465
563
17.4%
82.6%
7
12
19
36.8%
63.2%
1,848
4,799
6,647
27.8%
72.2%

Data Source - Dorset HealthCare NHS University Foundation Trust - MH Routine Caseload Dataset
Notes - Data shown for patients who are either registered at Dorset CCG GP practices or where Dorset CCG is responsible for patient care.
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0
0
0
1
0
0
0
0
0
1
0
0
0
0
2

Grand
Total
941
878
834
577
563
455
421
415
381
373
314
251
225
19
6,647

Mental Health Acute Care Pathway Needs and Data Analysis Review
Mental Health Acute Care Pathway Services Caseload organic (clusters 18 to 21) excluded
As at 31st May 2017

CCG Locality
Bournemouth North
Central Bournemouth
East Bournemouth
Poole Bay
Poole Central
Poole North
Christchurch
Weymouth & Portland
Urban Sub-total
Dorset West
East Dorset
Purbeck
Mid Dorset
North Dorset
Rural Sub-total
Unknown
Grand Total

Community Mental Health Team
Crisis & Home
Psychiatric Liaison
(CMHT) Service
Treatment (CRHT)
Service
Team
CMHT
CMHT
CMHT
Adult
Older People
Total
502
61
563
3
14
403
52
455
3
12
796
82
878
3
19
499
78
577
1
17
365
50
415
7
211
40
251
3
7
251
63
314
7
743
91
834
2
5
3,770
517
4,287
15
88
340
41
381
2
289
84
373
4
11
177
48
225
2
4
362
59
421
2
1
774
167
941
2
1,942
399
2,341
10
18
16
3
19
0
0
5,728
919
6,647
25
106

Data Source - Dorset HealthCare NHS University Foundation Trust - MH Routine Caseload Dataset
Notes - Data shown for patients who are either registered at Dorset CCG GP practices or where Dorset CCG is responsible for patient care.
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Grand Total

580
470
900
595
422
261
321
841
4,390
383
388
231
424
943
2,369
19
6,778

Mental Health Acute Care Pathway Needs and Data Analysis Review
Dorset HealthCare NHS University Foundation Trust
Patient Bed Occupancy for Mental Health Acute Care Pathway Inpatient Wards - split by Males and Females
2016/17

Hospital

Ward
Available Bed Days
Alumhurst

Occupied Bed Days
% Occupancy
Available Bed Days
Occupied Bed Days
% Occupancy
Available Bed Days
Occupied Bed Days
% Occupancy
Available Bed Days

Chine
(Female Ward)
Harbour
(Male Ward)
St Ann's

Psychiatric Intensive Care
Unit - Male

Occupied Bed Days

Psychiatric Intensive Care
Unit - Female

% Occupancy
Available Bed Days
Occupied Bed Days
% Occupancy
Available Bed Days

Seaview Acute Assessment
Occupied Bed Days
Unit
% Occupancy
Available Bed Days
Melstock House

Occupied Bed Days
% Occupancy
Available Bed Days

Forston Clinic
Waterston Acute
Assessment Unit

Occupied Bed Days
% Occupancy
Available Bed Days

Westhaven

Linden Unit

Occupied Bed Days
% Occupancy
Available Bed Days

Totals

Occupied Bed Days

Total
Males
Females
Total
Total
Females
Total
Males
Total
Males
Females
Total
Total
Females
Total
Males
Females
Total
Total
Males
Females
Total
Total
Males
Females
Total
Total
Males
Females
Total
Total
Males
Females
Total

% Occupancy

Apr-16
600
178
421
599
99.8%
510
532
104.3%
480
478
99.6%
180
183
0
183
101.7%
0
420
220
191
411
97.9%
360
174
183
357
99.2%
420
279
98
377
89.8%
450
201
241
442
98.2%
3,420
1,713
1,666
3,379
98.8%

May-16
620
186
427
613
98.9%
527
511
97.0%
496
493
99.4%
186
188
1
189
101.6%
0
434
327
96
423
97.5%
372
188
178
366
98.4%
434
297
94
391
90.1%
465
228
231
459
98.7%
3,534
1,907
1,538
3,445
97.5%

Jun-16
600
181
410
591
98.5%
510
501
98.2%
480
480
100.0%
180
181
0
181
100.6%
0
420
277
134
411
97.9%
360
238
121
359
99.7%
420
297
87
384
91.4%
450
267
183
450
100.0%
3,420
1,921
1,436
3,357
98.2%

Jul-16
620
186
429
615
99.2%
527
523
99.2%
496
495
99.8%
186
190
0
190
102.2%
0
434
296
131
427
98.4%
372
233
134
367
98.7%
434
306
92
398
91.7%
465
246
214
460
98.9%
3,534
1,952
1,523
3,475
98.3%

Aug-16
620
186
431
617
99.5%
527
524
99.4%
496
497
100.2%
186
183
0
183
98.4%
0
434
285
132
417
96.1%
372
185
179
364
97.8%
434
307
92
399
91.9%
465
275
181
456
98.1%
3,534
1,918
1,539
3,457
97.8%

Sep-16
600
180
418
598
99.7%
510
496
97.3%
480
476
99.2%
180
180
0
180
100.0%
0
420
178
232
410
97.6%
360
174
181
355
98.6%
420
293
90
383
91.2%
450
193
247
440
97.8%
3,420
1,674
1,664
3,338
97.6%

Oct-16
620
185
425
610
98.4%
527
515
97.7%
496
496
100.0%
186
181
0
181
97.3%
0
434
199
222
421
97.0%
372
235
134
369
99.2%
434
307
89
396
91.2%
465
220
236
456
98.1%
3,534
1,823
1,621
3,444
97.5%

Nov-16
600
179
420
599
99.8%
510
504
98.8%
480
478
99.6%
180
181
0
181
100.6%
0
420
188
221
409
97.4%
360
180
176
356
98.9%
420
298
89
387
92.1%
450
189
258
447
99.3%
3,420
1,693
1,668
3,361
98.3%

Dec-16
620
186
430
616
99.4%
527
520
98.7%
496
495
99.8%
186
183
0
183
98.4%
0
434
223
204
427
98.4%
372
169
203
372
100.0%
434
310
90
400
92.2%
465
252
205
457
98.3%
3,534
1,818
1,652
3,470
98.2%

Jan-17
620
186
434
620
100.0%
527
519
98.5%
496
498
100.4%
198
201
0
201
101.5%
135
102
75.6%
434
302
124
426
98.2%
372
186
187
373
100.3%
434
305
92
397
91.5%
465
210
247
457
98.3%
3,681
1,888
1,705
3,593
97.6%

Feb-17
560
167
383
550
98.2%
476
469
98.5%
448
450
100.4%
196
194
0
194
99.0%
140
139
99.3%
392
268
111
379
96.7%
336
174
157
331
98.5%
392
275
83
358
91.3%
420
190
227
417
99.3%
3,360
1,718
1,569
3,287
97.8%

Data Source - Dorset HealthCare NHS University Foundation Trust
Data Note - Occupancy excludes home leave. One female patient was placed in seclusion in the Male PICU ward for one day before being transferred to a PICU ward out of area.

Patient Bed Occupancy for Mental Health Acute Care Pathway Inpatient Wards
April 2016 to March 2017
99.0%

Bed Occupancy (%)

98.5%

98.0%

% Occupancy
97.5%

Annual
Average

97.0%

96.5%

The Royal Collage of
Psychiatrists advises a bed
occupancy rate of 85% is seen
as optimal

Apr-16

May-16

Jun-16

Jul-16

Aug-16

Sep-16

Oct-16
Month
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Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

Mar-17
620
178
433
611
98.5%
527
517
98.1%
496
495
99.8%
217
218
0
218
100.5%
155
154
99.4%
434
294
130
424
97.7%
372
166
201
367
98.7%
434
301
90
391
90.1%
465
189
278
467
100.4%
3,720
1,841
1,803
3,644
98.0%

Year to
Date
7300
2178
5061
7239
99.2%
6205
6131
98.8%
5840
5831
99.8%
2261
2263
1
2264
100.1%
430
395
91.9%
5110
3057
1928
4985
97.6%
4380
2302
2034
4336
99.0%
5110
3575
1086
4661
91.2%
5475
2660
2748
5408
98.8%
42,111
21,866
19,384
41,250
98.0%

Dorset HealthCare NHS University Foundation Trust
Mental Health Acute Care Pathway Out of Area Placements
Type
PICU Male
PICU Female
Acute Male
Acute Female
Total

Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16
0
0
1
1
2
1
6
7
8
7
4
5
3
4
0
0
0
2
1
2
0
0
0
0
1
2
0
1
7
8
8
8
10
6
11

Jul-16
4
5
2
3
14

Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17
3
1
2
3
4
2
3
1
5
5
6
7
3
1
1
2
0
0
2
5
3
2
2
2
0
2
1
4
5
1
1
2
8
8
11
19
15
6
7
7

Data Source - Dorset HealthCare NHS University Foundation Trust Monthly CCG Performance Reports

Mental Health Acute Care Pathway Out of Area Placements

20

Number of Placements

18
16
14

12
10
8
6
4
2
0

Dec-15

Jan-16

Feb-16

Mar-16

Apr-16

May-16
PICU Male

Jun-16

Jul-16

PICU Female

Aug-16
Acute Male
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Sep-16

Oct-16

Acute Female

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

Mental Health Acute Care Pathway Needs and Data Analysis Review
Patient Admissions to Mental Health Acute Care Pathway Inpatient Wards
2016/17

Month of
Admission
Apr 2016
May 2016
Jun 2016
Jul 2016
Aug 2016
Sep 2016
Oct 2016
Nov 2016
Dec 2016
Jan 2017
Feb 2017
Mar 2017
Grand Total

Alumhurst
Ward
Chine Ward
2
4
1
5
4
1
4
3
1
1
0
0
3
0
2
3
0
3
2
5
2
0
4
3
25
28

Harbour
Ward
1
0
0
1
1
2
0
3
1
1
1
0
11

St Ann's
Psychiatric Psychiatric
Seaview
Intensive
Intensive
Acute
Care Unit – Care Unit - Assessment
Female
Male
Unit
0
6
35
0
3
25
0
7
31
0
6
36
0
5
37
0
8
40
0
10
35
0
5
41
0
2
37
5
7
34
2
7
33
6
4
35
13
70
419

Total
48
34
43
50
45
50
48
54
43
54
45
52
566

Forston Clinic
Waterston
Acute
Melstock Assessment
House
Unit
4
21
6
15
6
17
3
12
5
16
7
12
6
15
5
13
4
11
6
16
3
14
2
17
57
179

Westhaven

Total
25
21
23
15
21
19
21
18
15
22
17
19
236

Linden Unit Grand Total
18
91
10
65
12
78
9
74
12
78
13
82
15
84
7
79
11
69
9
85
11
73
8
79
135
937

Data Source - Dorset HealthCare NHS University Foundation Trust - MH Admissions Dataset
Notes - Hosptial/ward at admission is shown. Patients may have been transferred to or discharged from another ward during their inpatient spell in hospital. Data shown for all patients using the service regardless of
registered CCG.
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Mental Health Acute Care Pathway Needs and Data Analysis Review
Patient Admissions to Mental Health Acute Care Pathway Inpatient Wards split by Sex
2016/17
Month of Admission - Number of Admissions

Hospital Site at
Admission

Ward at Admission

St Ann's

Alumhurst Ward

Chine Ward

Harbour Ward

Psychiatric Intensive
Care Unit – Female
Psychiatric Intensive
Care Unit - Male
Seaview Acute
Assessment Unit
Total

Forston Clinic

Melstock House

Waterston Acute
Assessment Unit
Total

Westhaven

Grand Total

Linden Unit

Gender
Males
Females
Total
Males
Females
Total
Males
Females
Total
Males
Females
Total
Males
Females
Total
Males
Females
Total
Males
Females
Total
Males
Females
Total
Males
Females
Total
Males
Females
Total
Males
Females
Total
Males
Females
Total

Apr 2016 May 2016 Jun 2016
0
2
2
4
4
1
1
0
6
6
17
18
35
24
24
48
1
3
4
18
3
21
19
6
25
7
11
18
50
41
91

1
0
1
5
5
0
0
0
3
3
16
9
25
20
14
34
4
2
6
11
4
15
15
6
21
7
3
10
42
23
65

0
4
4
1
1
0
0
0
7
7
18
13
31
25
18
43
4
2
6
11
6
17
15
8
23
5
7
12
45
33
78

Jul 2016

Aug 2016 Sep 2016

1
3
4
3
3
1
1
0
6
6
28
8
36
36
14
50
0
3
3
7
5
12
7
8
15
2
7
9
45
29
74

0
1
1
1
1
1
1
0
5
5
21
16
37
27
18
45
1
4
5
11
5
16
12
9
21
7
5
12
46
32
78

0
0
0
0
0
2
2
0
7
1
8
17
23
40
26
24
50
1
6
7
8
4
12
9
10
19
5
8
13
40
42
82

Oct 2016 Nov 2016 Dec 2016
0
3
3
0
0
0
0
0
10
10
19
16
35
29
19
48
4
2
6
8
7
15
12
9
21
6
9
15
47
37
84

1
1
2
3
3
3
3
0
5
5
22
19
41
31
23
54
1
4
5
7
6
13
8
10
18
1
6
7
40
39
79

0
0
0
3
3
1
1
0
2
2
20
17
37
23
20
43
1
3
4
6
5
11
7
8
15
6
5
11
36
33
69

Jan 2017
1
1
2
5
5
1
1
5
5
7
7
18
16
34
27
27
54
5
1
6
9
7
16
14
8
22
2
7
9
43
42
85

Feb 2017 Mar 2017
1
1
2
0
0
1
1
2
2
7
7
17
16
33
26
19
45
2
1
3
6
8
14
8
9
17
3
8
11
37
36
73

0
4
4
3
3
0
0
6
6
4
4
17
18
35
21
31
52
0
2
2
14
3
17
14
5
19
2
6
8
37
42
79

Data Source - Dorset HealthCare NHS University Foundation Trust - MH Admissions Dataset
Notes - Hosptial/ward at admission is shown. Patients may have been transferred to or discharged from another ward during their inpatient spell in hospital. Data shown for all patients using the service regardless of registered CCG.
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Grand
Total
5
20
25
0
28
28
11
0
11
0
13
13
69
1
70
230
189
419
315
251
566
24
33
57
116
63
179
140
96
236
53
82
135
508
429
937

Mental Health Acute Care Pathway Needs and Data Analysis Review
Patient Admissions to Mental Health Acute Care Pathway Inpatient Wards split by Type of Admission
2016/17
Hospital Site at
Admission

Ward at Admission

St Ann's

Alumhurst Ward

Chine Ward

Harbour Ward

Psychiatric Intensive
Care Unit – Female
Psychiatric Intensive
Care Unit - Male
Seaview Acute
Assessment Unit
Total

Forston Clinic

Melstock House

Waterston Acute
Assessment Unit
Total

Westhaven

Grand Total

Linden Unit

Type of
Admission
Formal
Informal
Total
Formal
Informal
Total
Formal
Informal
Total
Formal
Informal
Total
Formal
Informal
Total
Formal
Informal
Total
Formal
Informal
Total
Formal
Informal
Total
Formal
Informal
Total
Formal
Informal
Total
Formal
Informal
Total
Formal
Informal
Total

Month of Admission - Number of Formal/Informal Admissions
Apr 2016 May 2016 Jun 2016
2
0
2
2
2
4
1
0
1
0
6
0
23
12
35
34
14
48
3
1
4
11
10
21
14
11
25
8
10
18
56
35
91

0
1
1
4
1
5
0
0
0
0
2
1
3
15
10
25
21
13
34
3
3
6
5
10
15
8
13
21
3
7
10
32
33
65

3
1
4
1
0
1
0
0
0
0
7
0
7
23
8
31
34
9
43
3
3
6
11
6
17
14
9
23
3
9
12
51
27
78

Jul 2016

Aug 2016 Sep 2016

1
3
4
1
2
3
1
0
1
0
6
0
6
26
10
36
35
15
50
3
0
3
7
5
12
10
5
15
2
7
9
47
27
74

1
0
1
1
0
1
1
0
1
0
5
0
5
24
13
37
32
13
45
4
1
5
9
7
16
13
8
21
3
9
12
48
30
78

0
0
0
0
0
0
1
1
2
0
6
2
8
26
14
40
33
17
50
5
2
7
6
6
12
11
8
19
6
7
13
50
32
82

Oct 2016 Nov 2016 Dec 2016
2
1
3
0
0
0
0
0
0
0
9
1
10
25
10
35
36
12
48
1
5
6
7
8
15
8
13
21
3
12
15
47
37
84

1
1
2
2
1
3
2
1
3
0
5
0
5
20
21
41
30
24
54
4
1
5
5
8
13
9
9
18
3
4
7
42
37
79

0
0
0
3
0
3
0
1
1
0
2
0
2
28
9
37
33
10
43
3
1
4
7
4
11
10
5
15
4
7
11
47
22
69

Jan 2017
1
1
2
5
0
5
0
1
1
4
1
5
6
1
7
19
15
34
35
19
54
3
3
6
10
6
16
13
9
22
4
5
9
52
33
85

Feb 2017 Mar 2017
1
1
2
0
0
0
1
0
1
2
0
2
7
0
7
22
11
33
33
12
45
2
1
3
8
6
14
10
7
17
4
7
11
47
26
73

Data Source - Dorset HealthCare NHS University Foundation Trust - MH Admissions Dataset
Notes - Hosptial/ward at admission is shown. Patients may have been transferred to or discharged from another ward during their inpatient spell in hospital. Data shown for all patients using the service regardless of registered CCG.
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3
1
4
2
1
3
0
0
0
5
1
6
4
0
4
23
12
35
37
15
52
2
0
2
12
5
17
14
5
19
4
4
8
55
24
79

Grand
Total
15
10
25
21
7
28
7
4
11
11
2
13
65
5
64
274
145
419
393
173
566
36
21
57
98
81
179
134
102
236
47
88
135
574
363
937

Mental Health Acute Care Pathway Needs and Data Analysis Review
Patient Admissions to Mental Health Acute Care Pathway Inpatient Wards - split by Area of Admission
2016/17

Local Authority Location Area at Admission
Dorset LA
Christchurch
East Dorset
North Dorset
Purbeck
West Dorset
Weymouth and Portland
Dorset LA Total
Bournemouth UA
Poole UA
Out of Dorset
Unknown
Total number of Admissions
Admissions from East Dorset
Admissions from West Dorset
Total number of East and West Dorset Admissions
Percentage of total admissions from East Dorset
Percentage of total admissions from West Dorset

Alumhurst
Ward
1
3
2
1

Chine Ward
5
1
1
2
1

Harbour
Ward

7
9
7
2

10
11
7

0
6
3

25
20
3
23
80.0%
12.0%

28
24
4
28
85.7%
14.3%

2
11
9
0
9
81.8%
0.0%

St Ann's
Psychiatric Psychiatric
Seaview
Intensive
Intensive
Acute
Care Unit – Care Unit - Assessment
Female
Male
Unit
1
22
24
1
3
15
1
1
11
1
5
23
8
27
4
17
122
6
23
185
1
14
90
1
8
10
1
8
12
13
70
419
8
37
321
3
17
76
11
54
397
61.5%
52.9%
76.6%
23.1%
24.3%
18.1%

Total
29
28
20
17
31
35
160
240
122
21
23
566
419
103
522
74.0%
18.2%

Forston Clinic
Waterston
Acute
Melstock Assessment
House
Unit
3
4
1
11
4
6
1
8
17
25
4
18
30
72
14
60
11
32
1
10
1
5
57
179
29
107
26
57
55
164
50.9%
59.8%
45.6%
31.8%

Westhaven

Total
7
12
10
9
42
22
102
74
43
11
6
236
136
83
219
57.6%
35.2%

Linden Unit Grand Total
5
41
5
45
8
38
3
29
20
93
26
83
67
329
38
352
19
184
5
37
6
35
135
937
67
622
57
243
124
865
49.6%
66.4%
42.2%
25.9%

Data Source - Dorset HealthCare NHS University Foundation Trust - MH Admissions Dataset
Notes - Hosptial/ward at admission is shown. Patients may have been transferred to or discharged from another ward during their inpatient spell in hospital. Data shown for all patients using the service regardless of registered CCG. Local authority area has been
allocated on the basis of patient's postcode.

Number and Percentage of Patient Admissions to Dorset Mental Health Hospitals from East Dorset, West Dorset and other area postcodes

Admissions
from East
Dorset
postcodes
419

Area of Admission
Admissions
Admissions
from
from West unknown or
Dorset
Out of Area
postcodes
postcodes
103

44

St Ann's Hospital
74.0% 67.4% 18.2% 42.4% 7.8% 61.1%
136

83

17

Forston Clinic
57.6% 21.9% 35.2% 34.2% 7.2% 23.6%

Hospital of Admission

67

57

11

Linden Unit
49.6% 10.8% 42.2% 23.5% 8.1% 15.3%
All Admissions

622
(66.4%)

243
(25.9%)

72
(7.7%)

All
Admissions
566
(60.4%)

236
(25.2%)

135
(14.4%)
937
(100%)

Data Source - Dorset HealthCare NHS University Foundation Trust - MH Admissions Dataset
Notes - Percentages in blue show the percentage of admissions for each hosptial from each admission area (horizontal). Percentages in red show the
percentage of admissions for each admission area to each hospital (vertical)
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ANNEX 4
TRAVEL ANALYSIS - CAR VS
PUBLIC TRANSPORT

4

NHS Dorset CCG Business Intelligence Services

Mental Health Acute Care Pathway Review
Travel Time Analysis & SMI Prevalence Data Pack - Car & Public Transport Journeys
Update July 2017

Date Published:
Produced By:

25/07/2017
Melissa Paxton & Kim Rickard

Supporting people in Dorset to lead healthier lives

Mental Health Acute Care Pathway
Travel Time Analysis
Off Peak Travelling to Retreats
Provider Site
Bournemouth (Hahnemann House)
Dorchester (Maiden Castle)
Weymouth (Linden - West Haven Hospital)
Percentage of Dorset residents (aged 18 yrs & over)
that can travel to selected sites within 25 minutes 1

Postcode
BH2 5JW
DT1 2ER
DT4 0QE

Option A



Drive Time (Car Journeys)
Option B
Option C
Option D





Option E


Public Transport
Option A - PT Option B - PT Option C - PT Option D - PT Option E - PT








79.8%

82.8%

64.7%

15.1%

18.1%

20.2%

20.2%

16.0%

4.2%

4.2%

1,287

1,094

2,513

6,100

5,907

5,401

5,406

5,758

6,967

6,973

5 - Highest
Prevalence

264

117

661

1916

1769

1133

1065

1213

2233

2166

4

147

127

593

1158

1138

1026

1065

1218

1412

1451

3

260

333

544

1064

1136

1218

1266

1303

1262

1310

2

365

316

381

1150

1101

1142

1142

1142

1166

1166

1 - Lowest
Prevalence

251

202

333

813

763

882

868

882

894

880

Estimated number of Dorset residents with SMI that could not travel
to selected sites within 30 minutes 2,3

1,013

645

2,411

5,918

5,301

4,863

4,835

5,311

6,878

6,849

Estimated number of Dorset residents with SMI that could not travel
to selected sites within 35 minutes 2,3

836

447

2,336

5,748

4,230

4,041

4,090

4,643

6,724

6,772

Estimated number of Dorset residents with SMI that could not travel
to selected sites within 45 minutes 2,3

344

125

1,695

4,191

1,786

3,093

2,842

3,791

6,627

6,363

Estimated number of Dorset residents with SMI that could not travel
Total
to selected sites within 25 minutes by prevalence quintile 2,3

Note 1 - Percentage of Dorset residents (aged 18 yrs & over) that can travel to selected sites within 25 minutes using 2021 population projections (SNPP 2014 ONS)
Note 2 - SMI prevalence for each LSOA has been calculated by applying 2014/15 QoF SMI GP Practice prevalence to Dorset resident 2021 population projections
Note 3 - 2014/15 QoF SMI GP Practice prevalence applied to Dorset resident 2012 population projections assumes the same GP practice prevalence across each LSOA where registered patients reside

Mental Health Acute Care Pathway
Travel Time Analysis
Off Peak Travelling to all Provider Sites
Provider Site
Bournemouth
Dorchester
Weymouth
Blandford
Bridport
Shaftesbury
Sherborne
Sturminster Newton
Swanage
Wareham
Wimborne
Percentage of Dorset residents (aged 18 yrs & over)
that can travel to selected sites within 25 minutes 1

Drive Time (Car Journeys)
Option T Option G Option Y







Option F


Option N


Option Z





































95.1%

98.4%

99.1%

95.0%

97.5%

97.5%

99.1%

310

88

49

342

165

165

55

18

18

55

18

4

101

0

0

101

3

0

0

0

2

69

39

1 - Lowest
Prevalence

85

Estimated number of Dorset residents with SMI that could
not travel to selected sites within 30 minutes 2,3

Public Transport
Option T Option G Option Y







Option F


Option N

































22.9%

24.9%

26.4%

22.8%

24.1%

24.9%

25.6%

138

5,210

5,085

4,993

5,216

5,114

5,090

5,024

18

18

1031

1011

1011

964

946

944

946

0

0

0

1026

1010

1010

1065

981

1048

981

89

89

89

89

1199

1199

1172

1247

1247

1247

1220

0

46

27

27

0

1096

1046

994

1096

1096

1046

1045

31

31

51

31

31

31

858

819

806

844

844

806

832

137

0

0

128

0

0

0

4,624

4,466

4,363

4,596

4,495

4,449

4,392

Estimated number of Dorset residents with SMI that could
not travel to selected sites within 35 minutes 2,3

128

0

0

111

0

0

0

3,772

3,547

3,444

3,820

3,692

3,627

3,590

Estimated number of Dorset residents with SMI that could
not travel to selected sites within 45 minutes 2,3

15

0

0

0

0

0

0

2,734

2,269

2,152

2,483

2,345

2,157

2,228

Estimated number of Dorset residents with SMI that could
Total
not travel to selected sites within 25 minutes by
2,3
prevalence quintile
5 - Highest
Prevalence

Option I





Note 1 - Percentage of Dorset residents (aged 18 yrs & over) that can travel to selected sites within 25 minutes using 2021 population projections (SNPP 2014 ONS)
Note 2 - SMI prevalence for each LSOA has been calculated by applying 2014/15 QoF SMI GP Practice prevalence to Dorset resident 2021 population projections
Note 3 - 2014/15 QoF SMI GP Practice prevalence applied to Dorset resident 2012 population projections assumes the same GP practice prevalence across each LSOA where registered patients reside

Option I



Option Z




















ANNEX 5
PROPOSED WORKFORCE
PLAN

5

Acute Care Pathway

Draft1 Proposed Workforce Plan

Introduction
Introduction and Purpose
This workforce plan identifies Dorset HealthCare’s workforce
priorities for the Acute Care Pathway review (ACP review)
whilst supporting the Trusts vision, values and objectives.
In 2015 the Acute Care pathway Review (ACP) was started
and led by the Dorset CCG with a vision of achieving parity of
esteem between Physical and Mental Health. This review
looked at current MH service provision, needs data analysis,
sought views from service users, carers and family members
and identified gaps in the current system.
Proposals and innovative Mental Health developments to
address the care, treatment and support of people who
experience serious mental illness (SMI) and people who at
times may be in need of crisis/acute mental health care were
put forward for consultation and the feedback collected and
analysed to inform the Outline Business Case.
A review of workforce and workforce planning plan is a key
requirement to understand what workforce we currently have
and the potential workforce configuration we will need to
deliver the ACP proposals, details of which are outlined
within this document.
The demand on healthcare today is significant and, given the
resource limitations, effective workforce planning is essential.

Our ambition is to provide high quality care, first time,
every time and this means the Trust needs a workforce
who are empowered to take action for patients and who
feel able to take responsibility for the outcome of the
decisions that they make.

An engaged and well-motivated workforce will deliver
excellent care because they will feel proud about where
they work and passionate about the role they play within
the Trust. At its core, the purpose of this plan is to
attract, recruit and retain an expert, diverse and
compassionate workforce that is single minded in its
patient focus.
Our ambition is to provide the best possible health care
and health services for the people we serve, to enable
them to lead full lives. We provide a comprehensive
range of mental health services across Dorset to a
population of 754,000 people. Our organising principle is
to be Better Every Day and we need an empowered
workforce to achieve this. We want to be the employer of
choice and for our staff to be proud of what they do for
the people of Dorset.
1. This workforce plan is a daft proposal due to the requirement of the
Trusts formal processes of Organisational change and the need to consult
with Staff and Trade Unions.

Background & Context
Drivers affecting Plan
The Trusts ambition is to provide the best possible health
care and health services for the people we serve, to enable
them to lead the fullest lives that they can.
The strategic context for the ACP and review of workforce is
framed by the national NHS mandate which outlines the
objectives for the NHS as a whole:
• Preventing people from dying early
• Enhancing quality of life for people with long-term
conditions
• Helping people to recover from episodes of ill health or
following injury
• Ensuring that people have a positive experience of care
• Treating and caring for people in a safe environment and
protecting them from avoidable harm
The Five Year Forward View for Mental Health 2016 focuses
on the future of Mental Health within the NHS. Key
challenges outlined in the paper are what drives the
development and delivery of the ACP in Dorset, to meet the
mandated targets for mental health provision.
The following are key areas for attention that are of
particular relevance for the ACP:
• Reduced/no out of area placements
• People treated and supported closer to home and no
hospital admission more than 33 miles away from home
• 7 day 24 hour access to services for people when in crisis
• People held in restrictive settings for the least amount of
time
• Physical health checks for people with SMI

The Mental Health Acute Care Pathway and Mental Health
Crisis Management were identified as high priorities for Dorset
CCG in 2014/15 at the Five Year Forward Stakeholder
Prioritisation event. This was further supported by Dorset’s
declaration of support, for the Crisis Care Concordat (CCC)
launched by Norman Lamb in February 2014. The aim of the
Concordat is to deliver dramatic improvements in emergency
support for people in mental health crisis and to drive up
standards of care for people experiencing mental health crisis.
This vision for mental health is part of the Dorset CCG’s
Sustainability Transformation Plan (STP) and sits within the
Accountable Care System . The proposals support the delivery
of the 2017-2019 planning guidance, specifically :
• Access to crisis resolution and home treatment services
through innovative delivery options providing choice as
developed in conjunction with service users and carers
• Elimination of out of area non specialist acute placements
by 2020/21: this seeks to deliver this by 2018/19
• Linking in with the current work being undertaken by the
Health Education England and the development of the
Mental Health Workforce strategy for the South of England.
• Working with the STP workforce development strategy to
support the recruitment and retention of RMNs both across
the South of England and specifically within Dorset

Workforce gaps need to be identified, filled and the right training
and support provided for staff. We continue to strive to improve
our staff morale, wellbeing and resilience.

Current Acute Care Pathway
& Proposals
Current service pathways have a wide range of services
and many access points and it seems complex and
confusing to people who use services
There is also a lack of anything preventative in the mix of
provision.
Through the public consultation the preferred option was
endorsed to a great extent or to some extent. The
preferred option is:
•

Create two Retreats, one in Bournemouth and the
other in Dorchester: 77% of respondents supported
these proposals and 74 % of respondents preferred
Dorchester to Weymouth

•

Create three Community Front Rooms: 74%
supported this -50% a great deal and 24% to some
extent.

The current provision of acute inpatient beds is at St Ann’s
Hospital in Poole, Forston Clinic near Dorchester and the
Linden Unit in Weymouth. Wards within the three units are
running at a bed occupancy of between 97-100% with an
average annual 98% occupancy.

The Trust provides 108 acute inpatient beds Across 3 sites,
St Anns in Poole, Westhaven in Weymouth and Forston in
Dorchester.
Through an external review commissioned by the Trust it
was indicated that future demand would require an
additional 16 beds brought into the services as well as a
movement of some beds to better reflect the usage patterns.
This would mean more patients could be treated nearer to
home and ensure out of area beds were only utilised in
exceptional circumstances.
The proposal for an additional 16 beds will be provided
though the following;

•

67% supported the commissioning of and seven
Recovery Beds across the county.

4 beds to be moved to the Forston Site, Dorchester.

•

67% of people preferred to have 3 Community Front
Rooms and 7 Recovery beds.

A new 12 bedded unit to be developed in the East of the
county, potentially on the St Anns site.

Workforce Profile
Equality & Inclusion
Dorset HealthCare is absolutely committed to equality and
diversity as a service provider and as an employer. It is
especially important that our patients and employees have
a positive experience and that our workforce reflects the
populations we serve.
Our proposed Equality Objectives are:
• Objective 1 - Better Health Outcomes
• Objective 2 - Improved patient access and experience
• Objective 3 - A representative and supported workforce
• Objective 4 - Inclusive leadership
Dorset HealthCare has been successful in applying to
become a NHS Employers Diversity and Inclusion Partner
2016-17. The programme supports participating trusts to
progress and develop their equality performance and to
build capacity in this area, whilst offering advice, guidance
and demonstrations of good practice in equality and
diversity management to the wider NHS.
• The BME Profile of the Trust has crept over the 10%
mark for the first time.
• New starters up by 11 to a 3 year record high to 1271
• The biggest growth Staff Group is Additional Clinical
Services
• Staff Leavers reduced by 420 staff from the 2014-15
figure
• Biggest leaver percentage remains as Voluntary 476
(58.91%)

Health Inequalities
It is increasingly recognised that the concept of the rural idyll is a myth
and that many rural communities face particular problems that impinge
on health including poor employment opportunities, low pay, lack of
affordable housing, inaccessible public and healthcare services
exacerbated by the declining availability of rural transport. Moreover,
those who have most difficulties accessing health services tend to
need them most, for example the elderly, disabled and lone parents.
In addition, marked inequalities have been found nationally, in the
diagnosis and treatment of people from Black and Minority Ethnic
(BME) communities. For example, people of African and Caribbean
origin have a higher rate of diagnosis of schizophrenia, are less likely
to receive psychological therapies, are over-represented among
inpatients and those using forensic services and are more likely to be
compulsorily detained.
Research conducted by the Sainsbury Centre for Mental Health
suggests a complex interaction between Black Caribbean and African
people and the mental health system: a relationship characterised by
a series of self-perpetuating ‘Circles of Fear’ the essential feature of
which is that African and Caribbean people fear services and the
services fear them.
Whilst the overall health status for Dorset is above the national
average, pockets of poor health and deprivation exist within the
county. These present a greater challenge because they are often
concealed by areas of affluence, are small in size and geographically
dispersed. The fine grain of deprivation, which occurs in both urban
and rural areas, needs to be acknowledged and addressed to reduce
health inequalities within Dorset.

Recruitment, Retention and Development
Initiatives

A range of initiatives have been developed by the Trust to address recruitment, retention and attraction challenges
particularly in relation to Registered Mental Health Nurses (RMNs), Vacancy hotspots exist and are receiving
attention.

• Relocation expenses of up to £5,000
Relocation expenses of up to £5,000 are available to new staff
who meet the eligibility criteria and are appointed to posts that
have been designated as ‘hard to recruit to’
Recruitment and retention initiative to address particular
vacancy Hotspots, including the payment of short term
recruitment and retention premia.
• Preceptorship Programme
For our newly-qualified nurses we offer a structured
Preceptorship Programme. We also provide support and
training throughout the process of re-validation, ensuring
nurses fully understand what is needed to meet a range of
requirements.
• Degree Nurse Apprenticeships – Due to start from Sept ‘18
There are both national and local plans to support more people
into nurse training by offering a Degree Nurse Apprenticeship.
From the 1st April, all organisations with an annual pay bill in
excess of £3 million have to pay 0.5% of the total pay bill into a
national levy.
The trust has to provide a large number of apprenticeships (in
all areas, not just healthcare) which in the case of the Degree
Nurse Apprenticeship means that the student will not have to
take out a loan to cover their tuition fees and can continue to
earn whilst undertaking their programme.
Apprentices will be released by their employer to study parttime in a higher education institution and will train in a range of
practice placement settings.

They will learn at Nursing and Midwifery Council (NMC) approved
education providers and will be expected to achieve the same
standards as student nurses studying the traditional route.
• Overseas nurses
Dorset HealthCare employs a number of Support Workers who
are Registered Nurses in their country of origin but are not
working in a registered capacity in the UK. In order to become
registered with the NMC there is a complex application process
but it is not insurmountable
IT has been identified that there are 2 groups of overseas staff
working in DHC (both in MH and Physical Services)
• Predominantly nurses from India who are able to work as
Registered Mental Health Nurses who need financial support
with the application process as well as tuition support for
IELTS
• A group of nurses whose qualification is equivalent to a FD
and may therefore be appropriate to work at an advanced
level and be developed into an Associate Practitioner role
• Nurse Associate
This new role has been developed as a bridge between health
care assistants and graduate registered nurses. The intention is
that this will be a stand-alone role as well as a new route to
becoming a registered nurse
The registered nurse will still have responsibility as the primary
assessor, planner and evaluator of care. Nursing associates will
support, not replace, registered nurses.
The Nurse Associate Role will be regulated through the NMC
and will be an Apprenticeship which means the associated
training fees can be drawn from the apprenticeship levy.

Recruitment Initiatives
• Mental Health Apprenticeship Level 3
This qualification replaces the traditional NVQ and
Certificate/Diploma in Mental Health Care which acted as
educational development and a route into nurse training for
the support worker workforce.
We have started scoping how this programme could be
delivered locally (it is not yet available) and will have more
information over the next few months.
• Learning and development opportunities
The Trust offers a wide range of outstanding learning and
development opportunities to help you further your career –
from PRINCE 2 certification and project management to the
Mental Health Foundation Pathway, and courses delivered
via the NHS Leadership Academy.
• Guaranteed Job Scheme
Dorset HealthCare started the above scheme in 2015 to
ensure as many Mental Health Nursing Students from
Bournemouth University stayed with the trust at the point of
registration.
Students are not required to apply for vacancies in the
traditional way (unless they choose to) instead they are
invited to a professional discussion in which we explore their
experience of having completed the practical element of their
programme in DHC, their career ambitions, strengths and
developments, as well as where in the service they feel they
will make a positive contribution to the patient experience.
• Part time opportunities for Retirees

• Flexible working
We are committed to enabling flexible working, wherever
possible, to suit personal circumstances and meet the
needs of the service. Options could include annualised and
condensed hours contracts, job sharing and part-time
working.
• Employee assistance programme
The employee assistance programme offers free
confidential advice and support on a range of emotional
and practical issues. The free-phone helpline is staffed by
specially trained advisors, who can be contacted 24-hours
a day, 365 days a year.
• Health and Wellbeing Service
An Occupational Health and Wellbeing Service supports
staff with any work-related health issues, such as providing
occupational vaccinations and recommending adjustments
to your role if you have an underlying condition, impairment
or disability.
• Salary sacrifice schemes
The trust offers a range of salary sacrifice schemes which
will save you money on work-related learning, childcare
vouchers, cars, cycles and home technology equipment, as
well as helping you pay for additional annual leave.
• Staff discounts
NHS staff enjoy discounts with a wide range of
participating organisations, including gym and leisure club
membership, accommodation and shopping.

Advanced Nurse Practitioner &
Non Medical Prescribers
As well as in-house courses the Trust also offers educational
programmes through Bournemouth University. There is a
broad range of courses available however the main ones that
currently appeal to MH staff are as follows;
•
•
•
•
•
•
•
•

PG Dip Advanced Nurse Practitioner
Advanced History Taking & Physical Examination
Non-Medical Prescribing
Learning & Assessing in Practice
Preparing your Service Improvement Project
Living Well with Dementia
Leading & Developing Older People’s Services
Managing Physical health in the Mental Health Setting

Strategically it is recognised that preparing Nurses, Midwives,
AHPs, Pharmacists, clinical academics or those in research
roles and others with Advanced Practice Skills across all
settings is a key STP workforce priority across the country.
National work led by HEE recognises that individuals in these
roles need theoretical and analytical knowledge and skills at
Masters Level as well as the proven ability to apply these in
the workplace.
These senior roles are valuable to the organisation in their
own right and also have been shown to offer an alternative to
medical locums and unstable Tier 1 hospital rotas.
This is a new and unique programme aiming to support MH
Nurses with Advanced Practice experience to specialise in
Mental Health. This is a competency based programme
which takes its origins from the CT1 programme.

The advanced level of training is underpinned by the essence of
nursing and the values of caring.
The completion of a Non-medical prescribing course enable s a
health professional who is not a doctor to prescribe any medicine
for health conditions within the health professional’s field of
expertise.
Potential outcomes:
• The senior medical staff will have freed time to review patients
with complex conditions, co- morbidities and multiple
medications, to optimise treatment plans and effectively manage
care transitions.
• The NMPs in the Assessment Pathway will triage, assess and
prescribe which may increase the access, flexibility and
continuity of care and assist the team to meet the 4 week
waiting time standard
• The NMP managing the clozapine and depot clinics will be able
to provide a complete seamless care episode and improve the
quality of patient outcomes.
• NMPs will have more time to educate patients about medication
and this may facilitate them to make more informed choices with
regard to their treatment plans.
• The evidence suggests that NMPs welcome the autonomy
associated with this role and report increased job satisfaction;
this may assist in the retention of experienced clinical staff.

Peer workers
Building on our respected established partnership with the
Dorset Mental Health Forum (a local peer-led charity) to bring
together lived experience and clinical expertise to support the
proposed ACP service developments.
The Dorset Mental Health Forum (DMHF) believes that everyone
has an equal right to enjoy all of the opportunities that life can
provide and a model to ensure the principle of hope, mental
health and wellbeing are essential to all.

Face to face time with clinical staff is important especially when it
is quality time with the right kind of intervention but other kinds of
support are seen as important such as Peer Support from people
who have lived experience of mental illness or Support Time
Recovery workers. These approaches provide a diverse
workforce that can meet the need of individuals.
People with lived experience have a wealth of specialist
knowledge and expertise.
The aim of the Dorset Wellbeing and Recovery Partnership
(WaRP) is to promote the principles of Wellbeing, Recovery and
Co-production in order to transform people’s experience of
mental health services and more broadly how mental health is
perceived in Dorset.
This partnership arrangement has enabled the Forum to explore
and evidence the value of putting clinical expertise alongside
lived experience expertise in a number of different settings.
These aspects are fundamental to an individual’s personal
recovery in relation to mental health and long term physical
health conditions, along with somewhere to live, someone to
love and something to do.

All of the Forum’s Peer Specialists are in paid roles. The
Dorset Mental Health Forum has a wealth of expertise in
the recruitment, training and development of People with
lived experience of Mental Health problems, benefits
include;
• Peers receive direct support and development from
other experienced staff with lived experience, within an
organisation where the culture supports the employment
of people with lived experience.
• Peers employed independently have a greater capacity
to act as critical friends to services. Alongside the WaRP
management team, they can challenge practice and
support culture change.
• Recruitment into Peer roles is an individualised
approach that insures a person is fully able to manage
their wellbeing. This is combined with co-ordination of
peer workforce enables consistency of delivery and
sustainability
• Peer Specialists don’t have to engage in the same level
of service reporting as NHS colleagues, which means
that they can deliver value for money by offering direct
peer support expertise.
• Peers are able to work across a range of service areas,
which means that they can support the sharing of good
practice, connect with people across different stages of
their Recovery journey and support access and
signposting into projects and activities that sit outside
mental health services.
The Dorset Mental Health Forum provide ongoing guidance
and support to teams working with Peer Specialists as part
of their team.

Peer workers
Central to all the work of the partnership are the principles of Coproduction, bringing together the expertise of both people with lived
experience and professionals, but also seeing all participants as fully
rounded human beings and valuing differences and diversity. The
principles of Co-production are central to this work.
The key to Co-production is a focus on the process of Co-production
and people being able to contribute and trust the process, rather than
focusing on the outcome that they are trying to achieve.

•
•
•
•
•
•

Recognising People as Assets
Building on People’s existing capabilities
Mutuality and Reciprocity
Peer Support Networks
Breaking down barriers
Facilitating rather than delivering

The DHC Learning & Development department enjoys a positive
relationship with the Recovery Education Centre in which, together,
we aim to provide high quality education and development
opportunities to support staff in working alongside people with lived
experience of mental health issues.
All of the programmes have been co-produced with Peer Specialists to
ensure that staff are able to connect with the experience of both peer
and clinician

Hidden Talents
Valuing lived experience is not just about valuing peer workers,
but also the lived experience of the whole of the workforce.
Supporting and promoting the mental health of the workforce is
one area the WaRP are now leading on within Dorset
HealthCare.
In response to the 5 Year Forward View for Mental Health action
plan the DMHF is looking at how to support the mental health
and wellbeing of all DHC’s staff.
One key element of this action plan is the Hidden Talents
Project. Hidden Talents was a WaRP project set up 5 years ago
to challenge stigma and promote the wellbeing of all staff. It is
open to anyone who self-identifies as having lived experience.
The DHC fully endorse and support the project which was
relaunched in October 2015 and has seen it go from strength to
strength developing a film, a booklet (both of which are available
on the Dorset HealthCare website), peer support group,
Recovery Education Centre Course Sharing your Experience
and working with Human Resources.
Putting the lived experience view alongside the clinical view
allows the creation of a bridge between those who work and
those who use service. This provides the opportunity for different
conversations and potentially different outcomes for people.
Peer workers who are employed from voluntary services will be
costed at the equivalent to a Band 4 and Band 3 support worker
and commissioned by DHC.

Workforce Profile – current profile
August 2017
Service

Values

WTE Budget
WTE Actual
Vacancies
rate
WTE Budget
OP MH CMHT
WTE Actual
Vacancies
rate
WTE Budget
Crisis
WTE Actual
Vacancies
rate
Vacancies as of M5, August
WTE2017
Budget
AMH Inpatients
WTE Actual
Vacancies
rate
OP MH Inpatients
WTE Budget
WTE Actual
(Melstock & Alumhurst)
Vacancies
rate
AMH CMHT

Nursing
(Registered)
85.6
86.9
-1.3
-1.5%
54.7
51.9
2.8
5.1%
42.3
33.0
9.3
21.9%
106.6
85.1
21.5
20.2%
24.7
21.4
3.3
13.3%

ACP Model Proposed actions
MH Theme

Rationale and detail

Community
Mental
Health
Teams.

The Community Mental Health
Teams will continue to work in set
locality areas,

Review of
community
MH services

The aims and objectives set out to
improve continuity of care and
reduce handoffs for people
between services, especially
when they are in crisis.
It was identified as part of the
internal CMHT review that
resources were not equitable
across the county. It was agreed
that a transfer of financial
resource between teams will take
place and posts relocated through
attrition over time to provide a
more equitable spread of
resources to meet the local need.

Proposed reconfiguration/
Development

The CMHT core hours will
remain Monday – Friday,
9.00 – 17.00 with the
existing staffing levels and
operating costs (pay and
non pay).
CMHT resources have
been adjusted to reflect
local need.
The CMHTs will continue
to be integrated with social
services (except where
this is not already the
case) with integrated
managers and social work
input from the Local
Authority.

Proposed Action

Complete
of the Crisis Team to
be amalgamated
to sit within the
CMHT’s rather
than work as a
standalone team
The home
treatment function
will operate
between the hours
of 09.00 and
22.00, seven days
a week.

Risks

ACP Model Proposed actions
MH Theme

Rationale and detail

Inpatient
services –

MH Strategies review identified the need
for an additional 16 beds within the
system. With a review of demand on beds
v’s patient postcode it is apparent the
need for inpatient beds is greater in the
East so the following proposals have
been put forward:

Relocation of
beds
Additional 16
beds within the
system.
•

•

Made up of
12 bedded
unit in East
4 beds added
to Waterston.

ACP
MH Strategies
review

1)
2)
3)
4)

Additional 12 beds in the East of
the county
Additional 4 beds on the Forston
site
Initially retain Linden
Relocate the linden beds (15) into
the east of the county to meet
demand.

Areas affected:
• Linden Unit,
• Waterston Unit
• New unit in the East of the County (St
Anns site)
12 bedded unit staffing based on the Chine
model
Shift pattern
Q: 2, 3, 1
UQ: 3, 3, 3
All other wards continue as currently staffed
and in line with the Trusts wider Workforce
plan.

Proposed reconfiguration and
Development
New staffing needs for new 12
bedded ward in the East:

Based on the Chine model of
staffing 29.53WTE will need
recruiting.
In addition to this the ward
will require 1WTE Consultant
and 1WTE PA
WTE

Role

1.00

B3 admin

1.00

Bd 4 Medical PA

17.44

Band 3 STR

9.09

Band 5

1.00

Band 6

1.00

Band 7 WM

1.00

Consultant

Additional staffing needs for 4
new beds in the West:
Based on the Seaview model
of staffing the additional beds
in the West would require the
recruitment of an additional
6.23WTE which includes bd 3
and 5 posts.

Actions

Risks

Plan and design
the new 12
bedded unit in the
East of the county
as part of the
wider MH Estates
strategy.

• Ongoing
recruitment,
Retention and
Development issues
of RMNs

Reconfigure
Waterston ward
to increase bed
capacity by an
extra 4 beds and
align staffing to
new bed numbers.

In the long term
plan and agree
plan to relocate 15
acute MH Beds
from the West
(Linden Unit) to
the East to better
meet the need.

Consultation with
staff and Trade
Union Reps on the
proposals and in
accordance with
the Trusts
organisation
change

• continued pay
restraint and public
sector pension
reforms

• Relocation of staff
following closure of
the Linden ward.
Staff may not wish
or be appropriate for
relocation to work
on wards in the
East.
• Uncertainty in
Linden wards future
has resulted in staff
leaving and hard to
recruit to posts.
• This is being
addressed through
a bespoke
recruitment and
retention initiative
• Organisation
change risks

ACP Model Proposed actions
MH Theme

Rationale and detail

Proposed Reconfiguration

Action

Risks

The
Retreat

Create a new and
innovative service
that will run as a pilot
in the first instance.

Pilot period
1 X band 7 clinician
1 X band 6 clinician
1 x band 4 senior peer specialist
1 x band 3 peer specialist
1 x band 3 administration support (for calls,
bookings etc. in absence of the Connection)

Develop model of
operations.

• Ongoing recruitment,
Retention and
Development issues
of RMNs

Staffing in West retreat (to be reviewed
following pilot in the East):
1 x band 6
1 x band 4 senior peer specialist
1 x band 3 peer specialist

Bespoke training
and development
package for staff
within the retreat to
support a new way
of working.

ACP
National 5
year
forward crisis
support
Crisis care
concordat

The service will work
along side other MH
service such as the
CMHTs, Crisis
service, HTT and will
provide an alternative
place of safety which
people can access
out of normal CMHT
working hours.
ACP Proposal:
2 x Retreats
1 in the East o be
based in Hahnemann
House
1 in the West ,
however the estate is
yet to be confirmed.

Working hours:
16:00-00:00 - Mon – Thur
17:00 – 02:00 - Fri – Sun
Total of 8.59WTE new staffing posts required
for recruitment for the Pilot running of the
retreat in the East
1.72 WTE – Band 7
1.72 WTE – Band 6 RMN
1.72 WTE – Band 4 SP
1.72 WTE - Band 3 PS
1.72 WTE – Band 3 admin
Total of 5.16WTE new staffing posts required for
recruitment for the retreat in the west ;
1.72 WTE – Band 6 RMN
1.72 WTE – Band 4 SP
1.72 WTE - Band 3 PS

Recruit to posts
based on ethos
• Non-medicalised
model of working

Robust supervision
to support staff to be
in place.
Consultation with
staff and Trade
Union Reps on the
proposals and in
accordance with the
Trusts organisation
change
processes

• New service with so
may be unknown
need which will
require higher
staffing.
• Potential for initial
flooding of service
when first open so
may affect the
staffing needs and
resilience.
• Pilot running of the
retreat will not have
the resilience of
additional service
wrapped around such as the
Connection
• Pilot period will be
subject to review.

ACP Model Proposed actions
MH Theme

Rationale and detail

Proposed Re-configuration

Action

Risks

Community
Front Rooms

Development of the Community
Front Room (CFR) which are
similar to the model of the retreat.

Proposed staffing:
1 x Band 6
2 x Band 3

Develop model
of operations.

•

The CFRs will offer an alternative
to the A&E department and look to
reduce the need for intervention
from crisis teams

Working hours:
15:00 – 23:00 Thurs - Sunday

Consultation
with staff and
Trade Union
Reps on the
proposals and
in accordance
with the Trusts
organisation
change
processes

ACP
National 5
year forward –
crisis support
Crisis Care
Concordat

The
Connection
ACP
National 5
year forward –
crisis support

Crisis Care
Concordat

The proposed Connection is an
enhancement to the current crisis
line.
The service has been mapped so
that each call will provide 30
minutes which will include the
logging details on to Rio. This is
an increase of 24moinutes to
current length of call.
The proposal is for the Street
triage service to be incorporated
into the enhanced Connection
service to provide a service to
meet both public and service
demands.
connection staffing will be funded
via attrition of vacancies from
Crisis Team.

Total WTE required will be outlined
once the location and third sector
services are identified.

Hrs
10.00 – 18.30

18.00 -02.00

01.30 – 10.30

WTE

Band

1 WTE

Band 6

1 WTE

Band 3

2 WTE

Band 6

2 WTE

Band 3

2 WTE

Band 6

1 WTE

Band 3

This model requires 16.05WTE to be
in post
8.95WTE Band 6
7.10WTE Band 3
WTE to be current Crisis support line
and Street Triage staff.

Develop model
of operations.
Consultation
with staff and
Trade Union
Reps on the
proposals and
in accordance
with the Trusts
organisation
change
processes

Ongoing
recruitment,
Retention and
Development
issues of RMNs

• Unknown demand
on service – may
require more/ less
staff to manage
need.

• Ongoing recruitment,
Retention and
Development issues
of RMNs
• Unknown demand
on service – may
require more/ less
staff to manage need
• Potential change of
practice for current
Crisis line staff

Implementation
Once the plan has been fully developed and agreed it
needs to be translated into action. Effective workforce
planning within Mental Health will focus on results and
actions and be subject to constant review and feedback.

Review and get
consensus on the plan
Ensure clear
responsibilities

Workforce planning within Mental Health is an Trust-wide activity
and as such requires buy-in from all parts of the Trust and at all
levels. This should be seen as a tool to inform processes such
as recruitment or training

Support Managers

Feedback into
the planning
process

Support managers
Review and capture
learning
Consensus on plan:

Ensure Clear responsibilities:

Good workforce planning results in a plan that all parties
can agree to and understand the rationale for the actions
that need to be taken. We will aim to have a ‘no surprises’
approach to the communication and implementation of
change.

The plan for workforce changes and development will be shared
with managers to action. This plan should include a clear
rationale as to why the change is required and what actions they
ought to take to ensure the optimum resourcing levels to deliver
their objectives.
Feedback will be systematically collected and used to inform the
future planning process

Feedback on learning

The plan will be reviewed and revisited to check progress, and to
keep it meaningful.

Points to be mindful of:

• Identify those responsible to take forward the proposed
changes.
• Do those responsible for ensuring the changes have the skills
required to manage this?
• If not what additional resource will be required to support
them?
• Do we have communication mechanisms in place to
communicate the aims and objectives of the plan and capture
feedback?

Challenges and Enablers to Implementation
Challenges

Enablers

Lack of clarity or focus in the organisation workforce strategy

A ‘triangle’ of conversation about future requirements between the
business, HR and finance

A constantly shifting strategy

Workforce champions in the business

Too much focus on the operational and budgetary planning at expense of
longer-term planning or a strategic direction for planning

Having a good process that enables everyone to feed in information
and is informed by the needs of the business

Processes that don’t join up, meaning information is not fed into the
planning cycle or that effort is duplicated

HR and the line working together to understand future people
needs

Failure to develop plans that are responsive enough to adapt to a changing
environment

Understanding the difference between supply and demand for
labour

Failure to review plans in the light of new information that indicates
change

Bottom–up communication feeding the planning process

Poor-quality data/systems

Good-quality data that people can believe, accompanied by
adequate analysis to explain what it means for the business.

Too much focus on the numbers of people required and not enough on
capacity and potential to develop new skills and abilities in the future

Leaders acting on the data to make informed decisions

An overcomplicated system or trying to do too much too soon

Regular planning cycle and reviews with feedback into the planning
process

Lack of planning skills and good guidance on workforce planning

Developing managers’ workforce and resource planning skills

Failure to recruit appropriately qualified, skilled and experienced
workforce due to the lack of supply which will directly impact on the
Trusts ability to meet its objectives to provide quality healthcare.

Fully developed attraction recruitment, retention and development
strategy for the Trust.

Identified aging workforce

Enabling the Plan
The Director of Mental Health Services supported by the Head
of Mental Health and Service Managers will be responsible for
ensuring the delivery of this plan and an appropriate
infrastructure that includes:
• Active engagement and support from Management Board
Alignment with the Quality, Clinical and Business strategies
of the Trust
• Appropriate financial resources to deliver training,
education and leadership development
• Effective workforce systems and processes that utilise
technology to support and enable performance
measurement
• Accessible, relevant and up to date policies and procedures
• Effective communication methods which include pre, during
and post implementation to ensure all staff are kept up to
date on any changes taking place to services they are
involved or closely affiliated with.
• Effective partnership with management and staff side
• Productive partnerships with Bournemouth University, the
Academic Health
• A formal Equality Impact Analysis (EIA)will need to be
undertaken to measure whether we have fulfilled the
general duties

Consultation
Where there is organisational change to staffing
models, roles and functionality within Mental Health
services the HR process of a staff consultation will be
discussed and where appropriate put in place.
The process of consultation will follow the agreed
action as outlined in the Organisational change
Procedures and Policy which can be found on the
Trust Intranet.
The purpose of consultation is to provide as early
an opportunity as is practicable for all concerned to
be advised of any proposed organisational change
which is likely to affect the working arrangements of
staff.

All staff involved will be part of discussions that affect
them. We will
• fully involve staff side partners at the outset of any
potential transfer/change of service
• minimise any disruption to services during periods
of consultation/ transition by appropriate and timely
communication
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Executive Summary
Introduction
Dorset Clinical Commissioning Group (CCG) launched the Mental Health (MH) Acute Care
Pathway (ACP) Review in 2015. The CCG and partners have been through a rigorous process
of needs analysis, view seeking and has coproduced the development of a model of acute
mental health care which is presented in the Strategic Outline Case (SOC). The SOC makes the
case for change to improve Dorset’s response to people experiencing mental health crisis.
The SOC follows the five case model approved by the Treasury Department. The SOC outlines
in detail the strategic context and it describes the economic and commercial landscape. The
financial implications are described in full and the management case describes the proposals
for implementing the new MH Acute Care Pathway.

Key elements of the Strategic Outline Case
The review was undertaken to address concerns from people about how crisis service were
responding to them when they were experiencing crisis. Dorset HealthCare (DHC) was also
describing services under pressure which echoed the comments from people using services.
The review project was co-designed from the outset and stages two and three have been
coproduced with Dorset’s NHS Mental Health provider, the three Local Authorities, people
who use services and their carers plus there was representation from Dorset Police, the
Ambulance Service and from organisations in the third sector working in mental health.
The SOC makes the case for change and proposes additional community-based resources that
will enable people to manage their own mental health crisis through a variety of options.
There will be safe spaces to visit when things start to go wrong and at the times people
suggested they feel most vulnerable, such as evenings and weekends. The pathway will
provide an enhanced crisis line called the Connection and a range of options for how support
is accessed, for example telephone or online support or through other technology such as
Skype. The SOC also outlines the requirement for additional inpatient beds that will prevent

the need for out of area placements, help to future proof the mental health acute care
pathway and most importantly to improve peoples’ care when they are in crisis.
The SOC outlines the outcomes of the all the work and includes the recommendation for the
preferred way forward that will be taken through public consultation.

Conclusion
The Strategic Outline Case presents the case for change, outlines the options and highlights
the preferred way forward. The preferred way forward is Option B described below.
Option B: Preferred Way Forward
Two Retreats
o One to be in the Bournemouth / Poole area and the other to be in the
Dorchester area. Assumed to be open Monday to Thursday 16:00-24:00 and
Friday to Sunday 18:00-02:00am
Crisis Line continues 24/7 enhanced by additional staff available between 18:00-02:00
every night to provide the Connections service.
Seven Recovery Beds are commissioned, split across East and West Dorset to enhance
access.
Three Community Front Rooms (CFR) are established (locations to be determined
based on more detailed planning work against specific criteria). Assumed opening
hours Thursday-Sunday 15:00-23:00.
Close Linden and re-provide the 15 beds and increase the bed stock by a further 16
beds shared between St Ann‘s and Forston
Implement as soon as approvals and consultations are complete, begin to implement
those parts of the model that are “ready to go” while continuing to develop the
others.










The financial case has demonstrated that all the shortlisted options are affordable in the
context shown i.e. within the agreed current budget for the community model, and it will
reduce the current system unbudgeted spend on out of area placements.


Delivery of the recommended inpatient beds is dependent on approval of the
required recurrent investment of £1.352m and this would deliver a reduction in out
of areas placements, where out of area placements are only used in exceptional
circumstances and substitute the current overspend on out of area placements.



The capital requirements of £3.9m for the inpatients bed increase will be sought
from the current system and it is assumed in this business case that this is
achievable.

There are likely to be many benefits of the proposed option described in the SOC. The key
benefits are described below.
Outcomes






People will be able to get support they need close to home when they need it and as
early as possible
There will be a reduction in Mental Health Act admissions
Support will always be provided in the least restrictive setting to meet someone’s need
There will be more choice for people because of the increased range of options

Recommendation
The recommendation is that the Governing Body approves the Strategic Outline Case and
Preferred Way Forward and that it recommends it to be taken through a public consultation.
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1.1

1.2

1

INTRODUCTION AND OUR PROCESS OF CO-PRODUCTION
The purpose of this Strategic Outline Case (SOC) is to set out a proposal for a new
Mental Health Acute Care Pathway in Dorset. This proposal has been developed
through the Mental Health (MH) Acute Care Pathway (ACP) Review which included:


A needs and data analysis



Benchmarking innovate practice



An independently constructed findings report from the view seeking
stage and



A co-produced engagement and modelling process

The proposed MH ACP is for the care, treatment and support of people who
experience serious mental illness (SMI) who at times may be in need of crisis/acute
mental health care. There are three main elements of this case:


Service redesign through workforce reshaping and redistribution:
matching resource to demand to develop more sustainable services
through improving skills mix and providing more consistency of care



Innovative new service configuration to provide services at a time that
reflect people’s needs and ensure that there is more comprehensive
support for carers and service users and professionals



An increase in acute in-patient beds and a proposal to consolidate these
to ensure safety and ability for all units to be able to support the most
complex of people

1.3

The proposed changes will bring significant benefit to the people who use the
services through wider choice, increased access times and options for self-referral.
It is hoped that this will enable people to have a greater sense of control and
improved recovery outcomes as defined by them.

1.4

This document represents the “Pre-Consultation Business Case” as set out in recent
planning guidance1 . It sets out a number of possible options to deliver the
proposed new model, which will be published for public consultation. All the
shortlisted options are viable, but each has a slightly different approach and
modality. The options are deliverable within the current system spend, but
designated funding for inpatient bed delivery is sought.

1.5

The preferred way forward is option B which was agreed by the Coproduction
Groups on 21 July 2016 and 16 September as the option that at present seems to
best meet the requirements of people who use services and matches the demand
profile in Dorset. Initially there were 8 shortlisted options.

Planning, assuring and delivering Service Change for Patients, NHSE, 1 November 2015
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1.6

However, only shortlisted options that contain the ‘future proofed’ 16 beds will be
taken to consultation. The Project Board took the decision to focus on a smaller
number of options as 8 options were deemed too many and 12 beds would not
enable the project to deliver sustainable services to the population, including
ceasing out of area non-specialist inpatient placements. The final decision on the
way forward will be taken only after full consideration of the outcomes of
consultation and more detailed analysis of the potential benefits and costs of each
shortlisted option.

How this Business Case has been produced
1.7

Throughout the ACP, the Project Board’s methodology has been to apply best
practice in its decision-making processes. The ACP project was co-designed with
service users and partners and the view seeking and modelling stages (2&3) were
co-produced.

1.8

The whole project from inception to date has been either co-designed or coproduced and has been based on views of over 750 people (over 3,500 views). The
team has also engaged with the Joint Health and Scrutiny Committee, having given
two presentations to it during the view seeking and modelling stages. Feedback
received also helped the project and focus was improved on veterans and the
elderly. All local councillors were invited to come to the view seeking events and to
support the project in their communities at the outset of the project.

1.9

The Health and Wellbeing Boards receive updates on mental health and these
demonstrate the progress being made on the ACP. This project is also a key
deliverable within the Crisis Care Concordat and our 19 partner organisations,
many of whom are on the Co-production Groups or are represented by a member
of the group. The Pan Dorset Joint Commissioning Board has also received two
presentations on the project updating members on the progress: but most
importantly senior LA officers have been on the Project Board to ensure that
decisions and progress has been actively shared in their organisations.

1.10

Stage one of the project was a comprehensive mental health needs analysis and
the output from this stage is a Needs and Data Analysis report that built on the
Dorset Joint Strategic Needs Assessment (JSNA) and was developed jointly with
Public Health Dorset.

1.11

Stage two was a substantial view-seeking exercise led by Dorset CCG in partnership
with Dorset HealthCare, the Local Authorities and Dorset Mental Health Forum.
The output from stage two is a comprehensive, thematic analysis report produced
by Bournemouth University in Appendix 1. Commissioning the university as an
external organization to the review ensured the analysis was impartial.

1.12

Stage three of the project was the model options development stage. The
development of the new service vision and the options for its achievement has
been a significant co-production exercise. Co-production is a value driven approach
in which decision makers e.g. professionals and citizens are involved in a
relationship in which power is shared wherever possible and where there is
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recognition that everyone involved has a contribution to make. Dorset CCG
commissioned ImROC2 and NDTi3 to facilitate the co-production process and
introduce best practice and innovation in mental health care delivery to the Coproduction Groups and Folio Partnership to advise on the process and
development of the business case. Dorset CCG is one of the first to approach a
service review in a fully coproduced way. Co-production was important for the ACP
project for many reasons:

1.13



To ensure that people who use services and their carers/supporters
were able to contribute to the design of the model depending upon
their needs and experience of mental health services



It ensured that all key commissioning partners were fully involved with
the process from beginning to end with shared responsibility for the
project



That everyone contributed to the production of the key deliverables of
the project and any subsequent recommendations



To ensure that all the learning and experience from previous mental
health service re-design in Dorset was taken into account



To ensure that many views and perspectives on acute mental health
care were taken account of



To engage with the voluntary sector in the design of a Dorset model
and learn from their experience



To provide a “no surprises" approach to service design



To meet the mandated obligation to engage with patients prior to
making any service changes

Stage 3 brought all the key stakeholders together into a series of modelling
workshops that focussed on innovation to start with and then developed those
innovative concepts into operational possibilities. The groups were set up to do
slightly different but overlapping pieces of work:
Type of group
Co-Production
Group (CPG) (27
people)

2
3

Purpose
The CPG was made up of heads of service, team managers,
service managers, commissioners and people who have lived
experience of mental illness and people who care for people
who have a mental illness. The CPG met as a single group
and as part of the Urban Rural Groups for continuity and
collective memory about the model developments. This is
the Group responsible for making recommendations to the
Project Board through formal shortlisting of options

Implementing Recovery through Organisational Change - http://www.imroc.org/
National Development Team for inclusion - http://www.ndti.org.uk/
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Type of group
Urban Rural Groups
(60 people)

Purpose
Dorset has a mix of rural areas and conurbation and the
Urban /Rural Groups were split to ensure that the interests
of both were considered. The groups were made up of the
CPG and service managers, staff members and Local
Authority representatives, people who have lived
experience, carers and third sector organisations.

Crosscheck Groups
(25-30 people)

The Crosscheck Groups were solely for people who have a
lived experience of mental illness and carers (some were
also members of staff). The purpose of the crosscheck
events was to make sense of the other groups’ work by
applying potential care models to their experience and
challenge it or build on it. This group also enabled a high
representation of people who use services and their carers
or supporters.

1.14

A list of organisations and interest groups involved in the co-production process is
attached at Appendix 2. All the participants have been involved from the inception
of the review to date and further details about how we will take forward
partnership and stakeholder involvement in future are outlined in the management
case.

1.15

The SOC has been prepared using HM Treasury’s recommended “Five Case Model”
for business case development4. This has been adapted as necessary to meet the
specific requirements of NHS Assurance and applied proportionately to the nature
of this scheme. It explores the proposal from five perspectives.







The strategic case explores the case for change, whether the proposed change
and investment is necessary and whether it fits with the overall local and national
strategies. It also sets out the vision for the new pathway and its key core
functions.
The economic case considers choices and options for how the new pathway
might be achieved, which different approaches and modalities. It asks whether
the proposed approach offers the best value for money and considers whether
other options need to be considered and evaluated.
The commercial case tests the likely attractiveness of the proposal and
demonstrates that the service can be delivered in the area and by the best
provider for the job.
The financial case asks whether the financial implications of the proposed
investment are affordable.

4

www.gov.uk/government/uploads/system/uploads/attachment_data/file/469317/green_book_guidance_public_s
ector_business_cases_2015_update.pdf
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The management case highlights implementation issues and demonstrates that
Dorset CCG and partners are capable of delivering the proposed service care
pathway.

2.

THE STRATEGIC CASE

2.1

The Strategic Outline Case (SOC) describes the existing situation, explores why
change and investment is necessary, sets out the objectives for change and
describes how this fits within the strategic requirements of the Dorset CCG and its
commissioning partners. It describes how it meets the new national standards of
mental health care as described in the NHS Implementing the Five Year Forward
View for Mental Health document. It is also supported by the vision described in
the crisis care concordat http://www.crisiscareconcordat.org.uk/areas/dorset/ and
the Wessex Strategic Clinical Network’s recent strategy and reflects the work of the
co-production groups in building a vision for a new mental health acute care
pathway.

2.2

The services in scope of the ACP review project are listed below and the highlighted
services are the services likely to be included in the reconfiguration at this stage:

2.3

2.4



Inpatient units including Psychiatric Intensive Care Unit (PICU)



The Community Mental Health Teams (CMHT) (adult and older peoples
functional)



The Crisis Resolutions Home Treatment Teams (CRHT) including Crisis
Line



Street Triage



Recovery House

There are other closely related services which are either part of or critically
dependent on other review processes. They have been discussed as part of this
project but their way forward will be determined by these other reviews. They are:


Psychiatric Liaison Service: to be reviewed to meet the Five Year
Forward View requirements once the consultation relating to acute
configuration is completed



Intensive Psychological Treatment Service is being considered as part of
the development of a personality disorder pathway



A review of Mental Health Complex Care and Recovery will be taking
place

Finally there are a number of services which will potentially change as a result of
the proposals set out in this business case but where the way forward will depend
on how the new model is taken forward. They include:
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The Local Authority (LA) “Out of hours” and Approved Mental health
Professional Services (AMHP) could work differently dependent upon
the agreed option

The Strategic Context
2.5

The vision of NHS Dorset Clinical Commissioning Group is to value mental health
equally with physical health in order to achieve “parity of esteem” and to provide
equitable services across Dorset for people with learning disabilities and mental
health conditions.

2.6

The strategic context is framed by the national NHS mandate which outlines the
objectives for the NHS as a whole:


Preventing people from dying early



Enhancing quality of life for people with long-term conditions



Helping people to recover from episodes of ill health or following injury



Ensuring that people have a positive experience of care



Treating and caring for people in a safe environment and protecting
them from avoidable harm

2.7

Within this framework, the Mental Health Acute Care Pathway and Mental Health
Crisis Management were identified as high priorities for Dorset CCG in 2014/15 at
the Five Year Forward Stakeholder Prioritisation event. This was further supported
by Dorset’s declaration of support, signed by all key partners in December 2014, for
the Crisis Care Concordat (CCC) launched by Norman Lamb in February 2014. The
aim of the Concordat is to deliver dramatic improvements in emergency support
for people in mental health crisis and to drive up standards of care for people
experiencing mental health crisis. The Dorset CCC declaration has been used in the
development of a joint action plan published on the CCC website and many of the
key deliverables for the action plan are dependent upon the successful outcomes
of the ACP review.

2.8

The NHS Document; Implementing the Five Year Forward View for Mental Health
(https://www.england.nhs.uk/wp-content/uploads/2016/07/fyfv-mh.pdf) , lays out
key challenges which drive the development and delivery of the new ACP in Dorset,
and the Mental Health Task Force has included some mandated targets for mental
health provision. The following are key areas for attention that are of particular
relevance for the ACP:


Reduced/no out of area placements



People treated and supported closer to home and no hospital
admission more than 33 miles away from home



7 day 24 hour access to services for people when in crisis
Page | 11

2.9



People held in restrictive settings for the least amount of time



Physical health checks for people with SMI

The SOC also supports the vision for mental health in the Dorset CCG’s
Sustainability Transformation Plan (STP) and the proposals support the delivery of
the 2017-2019 planning guidance, specifically:


Access to crisis resolution and home treatment services through
innovative delivery options providing choice as developed in
conjunction with service users and carers



Elimination of out of area non specialist acute placements by 2020/21:
this seeks to deliver this by 2018/19

Need and Demand
2.10

In stage one of the project, a needs and data analyses was completed and this
shows the demand, the prevalence and the resources available. The needs and
data analysis significantly enhances the local Joint Strategic Needs Assessments
(JSNA: http://www.dorsetccg.nhs.uk/aboutus/JSNA.htm).

2.11

The needs and data analysis report carried out in stage one of the ACP review,
comprehensively shows where the demand profile for MH services and where
pressure points are in the pathway. A full copy of the report is attached Appendix
3.

2.12

The report highlights that the existing model of care will not be able to meet the
level of demand in its current configuration. It also shows that access to services is
disjointed and varies depending upon where you happen to live in Dorset. The
needs and data analysis report shows that:





The Public Health England SMI profile for Dorset CCG shows Dorset GP
practices have significantly higher proportions of people with recorded
SMI than the national average. Across Dorset and within GP localities,
there are significant variances in the prevalence of SMI. Prevalence is
higher in the urban areas of Dorset (0.99%) compared to the rural areas
(0.73%). The highest levels of SMI prevalence are seen in practices within
the East Bournemouth GP locality (although the prevalence range within
the locality varies considerably) and the lowest levels are in the East
Dorset GP locality.



The review identified a need for additional skills-based training for staff to
ensure there is a consistent approach to management of specific groups of
disorders such as emotionally unstable personality disorder and bipolar
disorder. The internal review also identified the need for refresher training
on a formulation based approach for managing psychosis.
The Public Health England profile for Dorset CCG shows patients registered
within Dorset GP practices have significantly higher proportions of people
with SMI than the national average and south of England average.
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Cluster 1: common mental health problem low severity often related to
life events. Cluster 2: common mental health problems with greater need
but often related to life events and or more significant problems in the
past and representing with low level symptoms. Cluster 3: non-psychotic
moderate severity with depressed mood, anxiety or other non-psychotic
disorder with no serious risk issues although risk may be present. Clusters
1-3, best served by self-help including access to Peers REC etc, Primary
care services from GP and or Steps to wellbeing.





Cluster 4 non-psychotic but severe, a group is characterised by more
severe depression and or anxiety and or other non-psychotic disorder
(often Obsessive Compulsive Disorder and Post Traumatic Stress Disorder)
but with an increasing complexity of needs and or are individuals who
have had more severe disorders and or symptoms and are transitioning
back primary care. This group will have some people with increased
complexity and or significant loss of functioning. Some will require the
support of secondary mental health services under Standard care it is
unlikely that people in this group would require CPA although a few may.





2.13

Across all teams there are significant numbers of patients within care
clusters 1 – 4 (highest 29.6% in Dorset West GP practice locality,
lowest 11.7% in East Bournemouth GP practice locality). This leads to
questions about the interface with primary care mental health
services such as Steps to Wellbeing who are commissioned to provide
interventions at this level of the treatment spectrum.

In the rural areas of Dorset on the CMHT caseload there are more
women on caseloads who have moderate to severe non-psychotic
disorders (PbR care clusters 1 – 4). Nationally women have a higher
representation in clusters 1-4.



Analysis of the CMHT workforce profile versus caseload complexity and
active caseload suggests that resource has not been allocated in line with
the predicted demand.



There is a domino effect within the system where one part is not
functioning efficiently there is an impact on other services. For example; if
the CMHT is unable to see a patient when they are becoming unwell due
to capacity issues, it escalates to the point where CRHT is required when
they are unable to meet the demand, the Local Authority, Out of Hours
Service or Street Triage or the Emergency departments are is likely to be
required to intervene. Peak hours for services are between 18:00 and
02:00.

The findings described above suggest that a realignment of provision to meet
demand is crucial and within the realignment a need to ensure that the staff teams
have the skill set and experience to meet the demand in terms of prevalence and
complexity and acuity.
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2.14

The anticipated percentage prevalence of SMI is not anticipated to change for the
foreseeable future however there is anticipated population growth and so the SMI
register numbers will proportionately increase.
Year

2013/14
2019/20
2022/23

Population
size

SMI
Register

Increase

777,935
805,412
819,955

7,007
7,254
7,385

n/a
247
131

Estimated
CMHT
caseload
increase
n/a
172
92

Data source- 2013/14 QOF Data using 2012 CCG Sub National Population Projections (ONS)

SMI
Prevalence
0.901%
0.901%
0.901%

2.15

If Dorset does nothing to improve existing provision to enable a more proactive and
preventative approach it is likely that demand for secondary care will increase
along with admission rates. The demand is likely to be more significant in the areas
of Dorset where there are high levels of deprivation and high SMI prevalence for
example Bournemouth East. The scatter chart below suggests a slight correlation
between higher admissions to MH inpatient units per 10,000 population and SMI
prevalence:

2.16

Although Dorset has no significant growth forecast, there are existing pressures
within the system that if not addresses will have a long term economic and social
consequences for Dorset and its population.

2.17

The following are key facts from the data analysis based on 2015 data:
Key issues identified in the Needs and Data Analysis


Dorset has higher than national average SMI prevalence at 0.90% of the
population vs a national average of 0.86% and a South of England average of
0.78%, with specific areas having very high levels. SMI Prevalence in urban
areas is 0.99% and in the rural areas 0.73%.
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Key issues identified in the Needs and Data Analysis


There are currently 7,007 people on the GP SMI register.



There are 6,403 people currently on the adult CMHT caseload and 2181 on
the older peoples CMHT caseload.



29% of the current CMHT caseload under the Care Programme Approach (and
as an aspiration this should be around 70-80% given the target population).



74% of inpatient admissions in Dorset are from patients registered in urban
areas and 26% of inpatient admissions are from patients registered in the
rural areas of Dorset. 62% of inpatient admissions to psychiatric inpatient
services from patients registered in Bournemouth, Poole and Christchurch.
CRHT, Street Triage, Psychiatric Liaison and the Out of Hours service all see
people who are allocated to CMHTs. 80% of the Street Triage contacts were
with people known to services.





48% of Street Triage cases had contact with the CMHTs 24 hours prior to them
being detained under section 136 of The Mental Health Act, 1983.



A high proportion of people in clusters 1-4 would be best served by IAPT and
primary care.
There are c.588 people in clusters 1- 3 who should be able to be supported by
their GP and/or IAPT because they do not require secondary care.
There are 913 people in cluster 4. Some people in cluster 4 should be under
the care of their GP but other people in this cluster require a level of
assessment and support that warrants brief contact with secondary care
services and then transfer back to care of the GP.
There are generally higher levels of deprivation in the urban areas in
comparison to the rural areas and generally higher levels of psychotic mental
illness in the more urban areas, e.g. Bournemouth, Poole and Weymouth.
Generally higher levels of depressive illness managed on the CMHT caseloads
in the rural areas and generally lower levels of psychotic illness and lower
admission rates in the rural area.
There are significant pressures on recruiting clinically qualified workforce,
with the Trust carrying large numbers of vacancies. This is forecast to
continue as bursaries have been withdrawn and cost of living in Dorset
continues to put people off moving to this location.










2.18

The Dorset area comprises a wide rural population as well as an urban conurbation
and a number of county towns. There are therefore important issues about
accessibility of services and travel times to and from various sites across the county
Appendix 4. Indicates the population and prevalence and coverage related to each
site and shows the percentage of people able to access a service within 25 minutes
and shows the number of people unable to access a service within a number of
timeframes.
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Existing Service Provision
2.19

The current NHS Mental Health provider is Dorset HealthCare University
Foundation Trust (DHC) and they provide all of Dorset’s statutory NHS mental
health care in the county. Dorset CCG and the Local Authorities also commission
MH services from the third sector for example; the Dorset’s recovery house is
commissioned by the CCG from a mental health third sector organisation, Rethink
Mental Illness.

2.20

Up until 2011, there were two NHS Mental Health providers in the (partly urban)
east and the (largely rural) west of the county. The two providers were
operationally very different and provided different models of care. The two
providers merged in 2011 and Dorset HealthCare has worked hard to ensure that
practice and care is consistent across the county but some areas of difference
remain.

2.21

There is some inequity of service provision not just because of the differences
between urban and rural areas. Some differences impact on the level of
responsiveness to service users, their families, carers or supporters, for example: in
the West of the County there is a recovery house with seven beds which is an
alternative to admission and currently the bed spaces are underutilised with an
average occupancy of approximately 65%, meaning 35% of the contracted contract
value is not going directly on client support. There is no similar provision in the East
of the county despite high demand for alternatives to admission.

Current Acute Care Pathway
2.22

Current service pathways are shown below in Diagram 1. The diagram highlights
the range of services and access points and shows how complex the current
pathway is with potential to confuse and all the possible referral interfaces. It also
highlights the lack of options for prevention.
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Inpatient Services
2.23

Sitting in the lowest quartile, Dorset has under the national average number of
beds for the population size of nearly 800,000. Dorset has approximately 16.1 beds
per 100,000 head of population vs a median position of 19.0 beds per 100,000 head
of population nationally. The current provision of acute inpatient beds is at St
Ann’s Hospital in Poole, Forston Clinic near Dorchester and the Linden Unit in
Weymouth and the units are running at a capacity of between 95-100%. An
external modelling exercise commissioned by DHC identified that an additional 22
beds (including PICU expansion of 6 beds) would be required to manage future
demand in a safe manner, should no other changes be made to the system. An
additional 12 beds (18 with PICU expansion) were identified as the number that
would meet current demand.

2.24

The current acute inpatient bed provision (without pan Dorset PICU) is shown
below:
North and West
(Forston and Linden)
Melstock
Waterston
Linden

12
13
15

Total

40

South and East
(St Ann’s)
Alumhurst
Seaview
Chine
Harbour

Total
20
14
17
16
67

107

2.25

Dorset HealthCare commissioned an external review of acute inpatient beds and
the outcome of the review indicated that demand could be managed more
effectively by moving beds to reflect the usage patterns. This also illustrated the
need for an additional 22 inpatient beds (PICU and acute inpatient beds) to enable
the system to operate at a safe and sustainable level, taking growth of the
population into consideration. The report can be found in Annex 1. Moving and
upgrading beds to meet the demand would mean that patients could be treated
nearer to home and ensure that out of area beds are used only in exceptional
circumstances.

2.26

The table below illustrates that 28% of occupied bed days (OBD) relate to people
from the west of the county (adults and older people), which would equate to 26
beds at 100% capacity. 72% of occupied bed day are associated to people living in
the east of the county which is the equivalent to 83 beds. This does not take into
consideration the number of OBD required for people who are currently out of
area. This also illustrates that people are spending time in units away from their
home and potentially local support networks.
2015-16
East Patients
West Patients
OBD
OBD
EAST
20153 (94.5%) 1182 (5.5%)
WEST
4670 (35.6%)
8437 (64.4%)
NB: this table does not include Purbeck
Wards
Location

2016-17
East Patients
OBD
6761 (91.3%)
1620 (36.3%)

West Patients OBD
643 (8.7%)
2844 (63.7%)
Page | 17

2.27

The national drive is that no one should be admitted to hospital further than 33
miles from their home. The table overleaf shows that 10.7 % of our resident
population with a SMI would not be able to access Forston within 33 miles, 12.2%
at St Ann’s and 50.6% at Linden.

Inpatient Unit Site

Prevalence
coverage
(%)

Prevalence
coverage
numbers

Prevalence
Not covered
numbers

Resident areas not accessible within 33 miles

Shaftesbury, Gillingham
49.4%
3617
3708
Bournemouth, Christchurch and most
of east Dorset and some areas of
Poole (neighbouring Bournemouth
Linden
area)
Verwood, Ashley Health, Iford,
Forston
89.3%
6540
785
Southborne and Christchurch
St Ann’s
Lyme, Bridport, Sherborne,
87.8%
6431
894
Gillingham, Portland and parts of
Weymouth (Wyke Regis and beyond
to Portland)
*Based on LSOA areas and prevalence rate on Dorset resident with SMI projected 2021

2.28

Challenges in the system are as follows:


There has been no female PICU in Dorset which has meant that people
who require this level of service have been sent out of area. A specialist
5 bedded female PICU is being opened in 2016 which will enable people
to be supported and treated in-county as a large proportion of OOA
placements relates to this group of people. One bed is being added to
the male PICU which will provide seven male PICU beds. This supports
the implementation of the Five Year Forward View for mental health
and supporting the 9 must dos to bring the system back into aggregate
balance through the reduction in OOA placements.



A further 16 acute inpatient beds are required to deliver care in county:
at any one time there are approximately 5-6 people out of area and 4-5
waiting in the community for an inpatient bed, although this can be
significantly higher at times. All inpatient beds must be able to support
the most complex individuals to ensure that the system can be run as
efficiently as possible.



At present, the location of inpatient provision does not reflect the levels
of SMI prevalence across the county.



St Ann’s and Forston are able to accommodate acutely unwell
individuals and are both rated as outstanding by the CQC. St Ann’s also
houses the pan-Dorset psychiatric intensive care units (PICU) and the
Section 136 suite.


The Police and Ambulance Services have only two health based
options to take people to who are in MH distress: Emergency
departments and the Section 136 suite at St Ann’s.
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Linden Unit in Weymouth is rated outstanding by CQC and supports
people who are acutely unwell at the time of admission but it is an
isolated unit and it does not have the same support structures in terms
of staffing resources as Forston and St Ann’s. There are significant
challenges related to the unit.


Workforce challenges regarding recruitment and retention



It is an isolated unit so there are fewer opportunities to cross
cover and respond to challenging situations



Ease of access to interventions when acuity increases such as
easy access to low stimulus isolation environments



The physical environment requires upgrading including
removal of ligature points to bring it up to a similar standard
as the other sites



Over 50% of the population with a SMI cannot reach the unit
within 33 miles of their place of residence

Community Mental Health Teams
2.29

Dorset has 13 adult CMHTs and 12 Older people CMHTs. The CMHTs across the
county have integrated managers and the social work input to the services is the
Local Authority contribution and responsibility. The teams all work differently to
meet the level of demand in their area. There are high levels of demand both in
relation to number of referrals and the level of acuity they present with. The
conurbation (Bournemouth, Poole and Christchurch) teams have 33.4% of their
caseload in clusters 10-17 (psychotic with degrees of complexity) and another
20.8% are in clusters 7 and 8 which although are not psychotic there is complexity
in terms of the levels of support people present with.

2.30

In the view seeking, people who work in the teams fed back their desire to be able
to work more proactively with people and to help them to recover, but that with
current caseloads in many areas they had begun to be able to primarily focus on
assessments rather than interventions.

2.31

The map below highlights the caseloads that are pertinent to each area within
Dorset.
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2.32

The proportion of people who are on CPA is low i.e. 29% and as an aspiration
should be approximately 70-80%, as there are also people who require secondary
care support who do not need the level of support afforded by CPA. The feedback
centred on lack of capacity to manage the caseloads effectively to this level in the
current configuration. There is an ongoing risk to caseload management of the
reducing local authority budgets and ever increasing ability for LA staff to focus
only on statutory duties.

2.33

The average caseload in the new model is estimated at 40 per CPN. The project
benchmarked with Nottingham Mental Health Trust and the ImRoc lead associated
with this Trust and it was recommended that for people on Care Programme
Approach a CPN caseload (based on one band 6 CPN and two band three peer
support workers) should be 50. During the modelling this was deemed to be undeliverable and DHC have started modelling at 40 cases per CPN with floating peer
support. This number is not a fixed and it is being reviewed as part of the
reconfiguration and will be based on clinical need in terms of acuity and workforce
development as the pathway develops.

The Crisis Resolution Home Treatment teams
2.34

Dorset has a 24/7 CRHT. The team works to ensure that admission rates are
reduced year on year. There was a reduction in 15/16 and the target was less than
128.6 per 100,000 per head of population. The service achieved 98.78 at year end.
The team are responsible for gatekeeping all admissions to inpatient units and also
hold a home treatment caseload of between 40-50 people.

2.35

There are 850 home visits in a year from the CRHT between 22:00 and 08:00. The
majority of these visits are to deliver medication which is not good practice as
clients should receive treatment and medication on a more managed basis. Dorset
HealthCare is an outlier nationally in terms of delivering home treatment after
22:00.

2.36

The Crisis Line is 24/7 and takes in the region of 17,000 calls per year. Many of
these calls are from services such as the CMHTs and the average call length is 6
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minutes. Due to the current staffing over 2,000 calls are missed each year and 56%
of these are between 6pm-2am. There is minimal time for staff to support people
fully through this service and anecdotally people have outlined that it tends to be
formulaic rather than interventional and person centred.

Street Triage and Out of Hours
2.37

This has been a jointly funded pilot that operates between 19:00 and 03:00 seven
evenings per week with the aim of reducing the use of S136 and stopping the use
of police cells for people in mental health distress. The police often come into
contact with people experiencing mental distress and this service enables them to
discuss the case on the telephone and receive information, advice and support for
their subsequent decisions.

2.38

The police see a number of people who are open to the CMHTs and 59% of those
individuals discussed with the Street Triage have had telephone contact with the
CMHT up to two days prior to them being seen by the police. Eighty percent of the
clients that come to the attention of the Street Triage are open to the CMHTs.

2.39

The Local Authority, Out of Hours (OOH) service is a statutory provision and covers
all assessment work required out of usual office hours. The service is responsible
for safe guarding adults and children and undertaking Mental Health Act
assessments. The Mental Health Act assessment work equates to 72% of the
visiting/assessment workload. Approximately 80% of the people assessed by OOH
under the MHA are not detained. The team takes referrals from anywhere
including e.g. families, social care/health professionals and the police and from care
homes.

Recovery House
2.40

Rethink Mental Illness is commissioned to deliver a seven bedded Recovery House
in Weymouth. The service is commissioned until March 2018. The main objective of
the Recovery House is to help avoid admissions by providing an alternative to
hospital admission.

2.41

The service has had very low usage for example January to March 2016 the average
usage was only 68.6%. This equivalent to 4.75 beds or £73.5k per bed per year
compared to the house at capacity delivering beds for £50k per year per bed.

2.42

The service receives very positive feedback from visitors. The access criteria have
been changed to try to remedy the situation enabling CMHTs to refer into the
service in addition to CRHTs in the East of the county. This has increased usage but
not to full capacity and evidence is developing that people do not want to travel to
Weymouth from parts of rural Dorset and the East of the county.

Third Sector and Private Providers
2.43

In Dorset there is a range of third sector and private mental health providers which
are a mix of local and national organisations. The providers have a range of
expertise for example, supported housing/registered care, day opportunities and
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employment services, recovery houses. Dorset Mental Health Forum has been
heavily involved in the ACP and they jointly deliver the Recovery Education Centre,
Wellbeing and Recovery Partnership and Peer Development.
2.44

As part of the ACP project a community asset mapping document was produced to
show the range of providers (other than NHS) operating in the county. Attached is a
link to the mapping document in Appendix 5. It is the intention to further support
the voluntary sector to deliver services to our population.

2.45

The CCG investment in services is split between NHS and third sector providers
currently stands at 95% NHS. The mental health commissioning area commissions
92% of its services from the NHS and 8% from third sector providers.

The Financial Context
2.46

If Dorset CCG does not change how the health community works, it is forecasting
overspend of £433,000 per day by 2020/21. This forms part of the case for change
in the Clinical Services Review. We must do things differently and innovate if we
are to deliver financial sustainability within the context of both the financial and
workforce challenges.

2.47

The CCG has invested over £800k to support OOA PICU placements while the
Dorset unit is being developed, £620k to deliver a 24/7 psychiatric liaison service,
£150k for the crisis line and £130k for street triage.

2.48

The project parameters were set and outlined at the beginning of the project and
reiterated the modelling stage. One of the parameters was that any change to the
pathway had to be achieved within the current spend and it has been emphasised
that this was not a cost cutting review, in line with the national vision for increasing
investment in mental health services and achievement of parity of esteem.

2.49

Since the start of the project additional funding has been identified to invest in the
ACP to support the delivery of parity of esteem. It has been confirmed that an
additional recurrent £500k funding for parity of esteem has been allocated to this
project from 2016/17 recurrently. £200k of this funding has been kept aside for
potential investment requirement to deliver community front rooms in appropriate
environments and support of the mental health agenda within primary care.

2.50

The financial modelling assumptions have been cautious, with higher end costs
assumed. In addition the assumptions made are on staff costs only with the
additional assumption that non-pay costs will not change.

2.51

The proposed pathway development also takes account of the additional nonbudgeted spend on OOA placements which will continue and potentially grow if a
new pathway is not delivered. The Local Authorities contribute social work and
social care to the community teams and the LA shares the funding of integrated
managers: It also includes £350,000 investment that currently pays for the
Recovery House.

2.52

Funding for additional beds is modelled on system spend reduction. In 2015/16
£2m was spent on OOA placements in addition to the £863k funding from the CCG
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(total 2.8 Million) for PICU placements. It is agreed that the system requires an
additional 22 acute in-patient beds (including PICU) to offset the need for OOA
placements. Some of this will be ‘funded’ through a cost transfer from OOA to fund
better care in county and additional recurrent funding for the required number of
beds is sought.
2.53

System Cost Improvement Plan (CIP) requirements (4%) have not been included in
these calculations at this point in the modelling.

2.54

NHS England has recently invited bids for capital funding to deliver places of calm
and bids will be submitted to enable the capital improvements to be made to
current estate to deliver aspects of this new pathway, particularly safe haven
options that will reduce the number of Mental Health Act, Section 136 detentions
and reduce the number of Emergency Department presentations. The CCG has
supported a bid by the Royal Bournemouth and Christchurch Hospitals NHS
Foundation Trust for £250k to create a space in the Emergency Department and
Dorset HealthCare has put in a bid for £600k to develop a retreat in the
conurbation.

The Case for Change: A Co-produced Approach
2.55

The need for a different approach to the Acute Care Pathway has been
demonstrated through a comprehensive needs and data analysis (Stage 1 of this
project); a significant view-seeking exercise (Stage 2); and the gathered views and
experience of the Co-Production Group (during Stage 3).

2.56

The view seeking report’s thematic analysis (developed in stage 2) confirmed the
findings of the data analysis in many ways. The methodology was co-produced with
service users to ensure that it was appropriate and compelling. 906 responses were
received equating to 3,355 views. Full details can be seen in Appendix 1

2.57

The report’s key findings were:


Services should reflect the desire of people with an SMI to be treated as
individuals and that services should be flexible to cope with each case
individually.



Poor experiences with services and how they are delivered appear to
result from demand outweighing supply, with services often understaffed, under-resourced and therefore unable to provide the required
level of care and support to those who are in need.



Increased staff levels, with fully trained staff within inpatient units,
Crisis Teams and CMHTs, coupled with improved out-of-hours access to
services would mean that care and support would be more likely to
result in improved outcomes for those with an SMI and their families
and carers and this includes parents who have an SMI who have
children to care for.
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Face to face time with clinical staff is important especially when it is
quality time with the right kind of intervention but other kinds of
support are seen as important such as Peer Support from people who
have lived experience of mental illness or Support Time Recovery
workers. These approaches provide a diverse workforce that can meet
the need of individuals.



There is a need to provide more beds or enough beds in the right place
to meet the needs of patients. Having the right number of beds means
that service users are more likely to receive the care and treatment
they need when they need it in a hospital that is near to where they
live.



A service review should also address the need for more joint working
between services and IT systems that facilitate this, including sharing of
information so that patients do not have to repeat themselves and
those providing care have a better understanding of each individual
case.



Communication should also be improved between service providers
and those with a SMI and their families and carers, with more
involvement in care planning.



There should also be efforts to raise awareness of mental health with
the general public, GPs, the police, employers and within schools. This
would remove the stigma attached to mental illnesses and would also
result in those with an SMI being treated appropriately.

2.58

Services are currently fragmented and have been set up in such a way that silo
working is inevitable, hindering continuity and reducing consistency of care and
there is little choice of service or communication channel for people using services.

2.59

The need for trust in the supporting team is paramount to people who require
support and the vision seeks to improve this area for people who use services. For
example, a patient open to secondary care could be passed between several
services and between several different clinicians in the course of an episode of
treatment and care. There are many possible “clinician and team transfers”
between the CMHT, the CRHT, the inpatient service/s and back to the CMHT or to
another service in the overall MH service provision/care pathways.

Project Objectives
2.60

The project objectives were co-produced with the CPG and they were defined to
address the key problems identified. The objectives are shown overleaf:
Objectives
To ensure
consistency of
provision and

What it means
 To develop a consistent acute MH care pathway across
Dorset where people using services will know what to
expect from each service
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access and care

To ensure that
services are
accessible
wherever you live
in Dorset

To ensure that
services are
community facing
and that local
community assets
are fully utilised

 To define the range of skills that will be available at each
level of service by end March 2017
 Ensure that this is in place consistently across Dorset by end
2017 acknowledging that operating models might differ e.g.
rural service may be different to urban
 To ensure that consistent services e.g. waiting time or
performance targets and patient outcomes are delivered in
all geographical areas of Dorset
 To ensure that IT and other systems are in place and are
accessible and allow staff to give time and attention to the
patient and that enables people, where possible, to tell their
story only once, in the way they want to tell it
 Ensure better access to prevention, self-management, and
support services that reduce need for in-patient care
 Ensure sufficient inpatient provision to meet the need of the
population
 Ensure access to effective treatment and therapies where
appropriate
 To ensure that comprehensive and accurate information
about services is available to all in an accessible way
 To ensure that there is an easy and effective process for
referral to all mental health services across Dorset
 To develop a broad range of services that are available on a
24/7 basis so that people can access support when needed
especially when they are experiencing a crisis
 To develop services to address specific gaps in provision
 Ensure that people who use services are able to engage in
community/social activities as part of their recovery plan
 To achieve increased understanding of mental health
issues amongst the general population
 Develop partnerships with the third sector to ensure access
to community resources

To ensure that the 
style and culture of
the service delivery
is person centred

and recovery
focussed


Ensure that the success of services is measured in terms of
the achievement of personal goals set by the individual
service user and recorded in all care plans
The achievement of outcomes reflected in commissioning
model (e.g. increased employment of service users,
reduced length of inpatient stay; improved satisfaction with
services, increased staff satisfaction).
To ensure appropriate referral for Mental Health Act
assessments

Co-production
2.61

The Co-production and Urban and Rural Groups were facilitated by national
specialists in mental health and social inclusion - ImRoc and NDTi -and they helped
all the groups to consider how services would need to change if the objectives of
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the project are to be met. The workshops explored areas of best practice through
the project team’s benchmarking activities, the facilitators gathered the views of all
the participants and the groups considered innovation in the UK and other parts of
the Western world. The innovation presentations can be viewed in Appendix 6, 6a,
6b and 6c. The project team also undertook a number of benchmarking visits to
learn from organisations already doing things differently and the outcome of this
can been seen in Appendix 7.
2.62

The series of workshops started with two days of innovation and envisioning and
the aims of these two days was to bring people together to consider possibilities in
relation to mental health care. After the two innovation days all three groups met
twice in rotation so that the CPG developed the ideas, the Urban Rural Groups
challenged and developed them and the Cross Check Groups critiqued the work
solely from the point of view of, “how would that work in my case?”.

2.63

The outputs from the Co-production Groups show that the objectives cannot be
met without re-shaping existing services. The vision developed by the Coproduction groups is of; services that are accessible, consistent, communityfocused and person-centred in style and culture and to achieve this will require a
move away from the current model of care that is unable to intervene soon enough
to help people manage their condition and prevent crisis into something more
preventative and proactive in nature.

2.64

The Co-production Groups developed a service vision based on national guidance,
NICE guidelines, best practice and especially drawing on the views of service users,
carers, clinicians, service managers and commissioners and informed by national
and international innovation in mental health. The key elements of this service
vision are as follows.


The noteworthy issue in this reconfiguration is the aim is to maintain all
the core functions of the existing services but enable them to work
differently and more flexibly across the county. The aim to offer more
choice and self-referral to improve ease of access to services but this
will mean services will be provided in a different manner as resources
are not increasing.



The current number of acute in-patients beds will remain and modelling
has subsequently identified that the system needs an additional 22
beds, including PICU, to manage future capacity in Dorset. Concerns
regarding Linden as an isolated site also need to be resolved.



The CMHTs will be reconfigured with a reduction in the number of
teams (not staff numbers). The reconfiguration will increase the
capacity and flexibility and resilience of each of the teams. Capacity is
to be created in the CMHTs through people in clusters 1-3 being
supported in primary care, through Steps to Wellbeing and through
Recovery Education. The model proposes in-reach in GP surgeries to
provide support to people closer to their homes and also development
of more advice and guidance for primary care.
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2.65



The crisis response function will be integrated with the CMHTs so that
teams have all the expertise and skills to support people experiencing
mental health crisis. This change will also reduce the number of teams
people in crisis are referred to.



The Home Treatment Teams will link to CMHTs and continue to ensure
that there is a viable alternative to hospital admission through home
treatment. The core hours will be 9am-10pm and home treatment
support will be provided through the Connection Team outside of these
hours.

The additional elements of the service are:


Enhancing the existing Crisis Line and creating the Connection that will
be available 24/7 but will have increased staffing at peak hours to
enable people to access the support they need to avert or manage their
developing crisis and access this support when they feel they need it.
This will include face to face assessments within 4 hours, which will also
be supported by Psychiatric Liaison in the Emergency Departments.



With the reconfiguration of the CMHTs the intention is to develop one
or two Retreats. The retreat is somewhere to go when things start to
go wrong and where an individual can access a service geared up to
addressing their need when they present. This can be self-referral,
referral from GPs and other services or can be an alternative to ED or
Police Custody when someone is experiencing mental distress. These
will be open over times when other services are not in operations:
Monday to Thursday 16:00pm-24:00pm and Friday to Sunday 18:0002:00. Police and ambulance services could also access these services
should this be appropriate. They are places of calm and will be
supported by a mix of clinically qualified staff and people with lived
experience.



Recovery beds are currently provided in the West of the county and do
not meet the demand and the intention is to commission the same
number of recovery beds across the east and west of the county.



Community Front Rooms are safe places to go when things start to go
wrong, similar to the retreats but not directly linked to the CMHTs. The
Front Rooms can be based in existing community assets such as cafes or
day centres or libraries or supported housing services. They would be
set up as a safe space to be to help people manage their own crisis
through contact with other people, peer support workers and or
clinicians and open at times that people have outlined are pertinent to
feeling anxious and isolated in their communities. Because of the
nature of CFRs, each one will need to be closely tailored to the needs
and resources of local communities. These are modelled on being open
on Thursday –Sunday from 15:00-23:00 in line with when people have
indicated they feel most socially isolated.
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Host families are also to be developed as part of the acute care
response and although not an immediate development it is intended
host families will feature as part of the future development of Personal
Health Budget options. The use of Shared Lives is currently being
piloted for mental health and the CCG and its partners will learn from
the evaluation prior to assessing opportunities for Dorset.

Summary
2.66

During Stage 3 of the review, the Co-production Group considered the findings of
Stages 1 and 2, and used them to articulate the key problems that should be
addressed in resolving the Acute Care Pathway.

2.67

Stages 1 and 2 of the project highlight several key issues; consistency, accessibility
and meaningful relationships with their care coordinators and care teams. They
also highlight that services should be community facing to help raise awareness of
mental health and reduce stigma in local areas. They also support that services
must be set up to be person centred not service centred which is also highlighted in
the objective related to style and culture.

2.68

The specific objectives agreed by the Co-production Group are set out in Sections
2.56 and Appendix 8. They can be summarised as:

2.69



To ensure consistency of provision and access and care



To ensure that services are accessible wherever you live in Dorset



To ensure that services are community facing and that local community
assets are fully utilised



To ensure that the style and culture of the service delivery is person
centred and recovery focussed

There are a number of ways in which the type of pathway described could be
achieved and various ways forward are explored later in this document (in the
Economic Case). There will be decisions about the best balance of service elements
and on the emphasis placed on different models of care. However, the Coproduction Group is clear that the future Acute Care Pathway must reflect the
vision set out above if the objectives are to be achieved.

Benefits
2.70

A large number of benefits are anticipated to flow from the pathway development
some of which are described in these objectives with this vision and some are
described in the financial case (sections 5.6-5.13) making reference to services that
have been benchmarked. Benefits will be felt by many stakeholder groups. The
main benefits are shown below. As the project progresses these benefits will be
used as touchstones and developed into measures for the success of the project.

Page | 28

Group to
benefit

Outcome

People who
use services




The MH
System



Carers







People will be able to
get support close to
their home.
People will be able to
get support at times
when they need it
There will be a
reduction in the use of
admissions and use of
The Mental Health Act
because intervention
will be earlier rather
than at crisis point
Support will be
provided always in the
least restrictive setting
to meet someone’s
need and always as
close to home as
possible
More choice for
people using services
in terms of how they
manage their own
crisis situations
Able to get a response
when it is needed

Measured through
contract monitoring











No admissions out of
area
Patients in inpatient
settings no further
than 33 miles away
from home
Fewer Mental Health
Act Assessments
Less MH Act
Assessment Activity
in out of hours
Fewer 136 detentions
Contract monitoring
of complaints about
crisis services
Fewer Emergency
Department
presentations due to
MH Crisis
Fewer Complaints
about services

System Costs
MH Act
Assessment costs
approximately
£498
AMHP costs £30
per hour Sec 12
Doctor costs £174
Average MH Act
Assessment 5
Hours.
Section 136
Assessment costs
approximately
£1,780 per
assessment
including AMHP,
Sec 12, Police and
Ambulance, 136
suit cover etc
Out of Hours
Assessments Cost
£318,222 in
2015/16 there
were 639
assessments at
£498 per
assessment

Softer outcomes/benefits – patient and staff reporting and contract
monitoring

Service
users





The services will be consistent: service users will be able to tell
their story once and know the clinicians who are supporting them
People will be able to have appropriate clinical time and relevant
interventions from the clinical teams
Service users will know what choices are available and how to use
them
People will not have to go through a referral process through their
GP to get back into the MH system when they know they need it
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Softer outcomes/benefits – patient and staff reporting and contract
monitoring


People will have more control over how they and their supporters
receive support



The crisis response will be more rounded and person centred than
in its current format, e.g. people defining their own crisis and
services responding appropriately to that



Teams will be multifunctional to reduce handoffs that are currently
inherent in the system
Staff will be more fulfilled and less likely to move on
There will be other skilled people e.g. peer workers etc involved in
support which will enable clinicians to focus on what they need to
do
Staff will have more time to talk to carers and take account of
their needs and issues
The Crisis Line will provide advice when needed and act as a route
through which concerns can be raised
Teams will be multifunctional to reduce handoffs that are
currently inherent in the system making things easier to
understand
Staff will spend a higher proportion of their time doing the work
they are trained to do, making best use of their skills
There will be opportunities to learn new skills and work in
different ways
Work with peers will be fulfilling
Staff will know they are able to prevent crises and improve the
lives of the people they work with
Teams will be resourced in a way that feels “fair”
Resource (funding and people) are utilised where the demand is
Staff will have the right skill set to meet the needs of the
population and to deliver the interventions required at the right
time and in the right place
Staff will be more fulfilled and less likely to move on
Better outcomes for the population we serve, fewer crises
A strong foundation for ongoing partnership working with service
users and others (continuing co-production)
Improved reputation, seen as using best practice
Better understanding of service issues and priorities
An improved commissioning cycle and a dynamic commissioning
approach through continuous feedback
Stronger relations with providers




Families /
Carers





Staff








CCG









Providers





Opportunities for market development / a more diverse market
A more supportive market framework, particularly for smaller
providers
Teams will be multifunctional to reduce handoffs that are currently
inherent in the system
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Softer outcomes/benefits – patient and staff reporting and contract
monitoring
The teams will be staffed so that there is flexibility to meet times of
higher demand
Staff will be more fulfilled and less likely to move on
Services will be aligned with primary care services to ensure that
there is a bridge between levels of care





Risks
2.71

The key risks to the successful achievement of the project’s objectives are at
present assessed to be the ones set out below. The assessment will be refined as
the project progresses. The Risk Log is in Appendix 9.

Parameters
2.72

There is an agreed service line budget for the MH ACP. At the start of the review it
was deemed highly unlikely that any additional funding would be made available
and therefore a parameter was set that the review needed to be undertaken within
the current spend. Additional Parity of Esteem funding has been released to
support the pathway redesign, and would be specifically targeted at the
development of the voluntary sector focussed CFRs and/ or recovery beds.
Reconfiguration of inpatient acute beds will be supported through the reduction in
OOA placements and subsequent costs. The other parameters that have been
identified throughout the project are as follows:


St Ann’s and Forston Clinic are to remain as the strategic sites



The pathway must support nationally mandated targets and objectives



NICE clinical guidance and Quality Standards should be met



Nothing should be included in the ACP model that is not evidenced in
the needs and data analyses or view seeking report

Dependencies
2.73

There are several ongoing initiatives on which this project is dependent or which
might significantly affect the success of this project. Some are internal to the
Clinical Commissioning Group and others relate to commissioning partners and
providers.
Initiative

Nature of dependency

Clinical
Services
Review

The end point model is
dependent on the wards
currently being used for
community services on the
Alderney site being used for
mental health (older people

How we are managing the
dependency
The Project Team have developed a
staged implementation plan that
enables the system to become
sustainable within a short period of
time. This does not initially deliver
the beds in the prevalent areas but
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functional)
Reliant of the outcome of the CSR
consultation for a decision
community services locations and
resultant time scales
Integrated ways of working
across physical and mental health
integrated teams will be key to
achieving parity of esteem
Ongoing
maintenance
of LA social
worker budget
in the Acute
Care Pathway

The delivery of the pathway
assumes social worker input and
case management

Primary Care
Strategy

A number of clients are currently
being supported in secondary
care services when their level of
acuity would be more
appropriately managed in
primary care and/or IAPT services

will deliver the bed base required for
4-5 year, by continuing to deliver
services from Linden.
The preferred configuration will then
be implemented when the Alderney
estate becomes available and there
will be enough bed stock to ensure
that the transition can be
undertaken safely, without the need
for people to be placed out of area
in that phase.
Confirmation has been received
from all local authorities that there is
currently no plan to withdraw
resource from this area. This will be
monitored on an ongoing basis and
discussion on impact to the system
will be taken to the Joint
Commissioning Board to discuss
formally.
A business case for IAPT expansion
will be developed in 2016/17 to
increase capacity in line with the
requirement of the NHS planning
guidance which will enable more
people to be treated by this service.
There will be input into the primary
care delivery plan by the MH team
and DHC to ensure that support
mechanisms such as advice and
guidance are put in place prior to
any specific transition period

Page | 32

3.

THE ECONOMIC CASE

3.1

The new service vision is clear in terms of the key elements of service which are
proposed, and how they might work together. This is described in the Financial
Case sections 5.1- 5.13. However, there are a number of options about how this
vision might be realised in practice. These involve choices about, for example,
where key elements of service should be located; where the emphasis should be
for where we invest resources; and how fast we can and should move towards the
new vision.

3.2

The purpose of the Economic Case is to explain the way in which the potential
options for the way forward have been developed, and how a very wide range of
potential options has been brought down to a shortlist of just a few for
consultation. The overall aim is to ensure that the final option chosen represents
the best possible value for money – that is, the best possible balance of benefits,
cost and risk.

3.3

The final decision on the preferred option will not be made until after public
consultation, because the Project Board and in turn the CCG will wish to take all
views into account and will want to undertake more detailed analysis of the
potential costs and benefits of all the shortlisted options. At this stage, therefore,
the Economic Case seeks to identify a shortlist of possible ways forward, all of
which are potentially achievable and affordable, and all of which will deliver the
project objectives. It will also aim to give an indication of which of these options
appears most attractive at present (the “preferred way forward”); but this
judgement may change in light of consultation responses and more detailed
analysis.

3.4

As part of this process, analysis has been carried out to check the likely costs, and
therefore affordability, of the various choices that might be made. The Project
Board is determined that this business case should not put forward in its shortlist
any options that are unrealistic or known to be unaffordable or unachievable.

3.5

The final CPGs were shortlisting events where all the potential options were
appraised and ruled in or out dependent upon meeting the shortlisting criteria and
the objectives. This was facilitated by Folio Partnership and the CCG, which is an
external advisor on the Treasury’s 5 case business case model and shortlisting
techniques.

Critical Success Factors
3.6

As well as the investment objectives set out in the financial context section on page
13, a number of other factors are important when considering which options
should go forward for consideration. The CPG and Project Board have identified
the following as the key factors to be used. These are known as “Critical Success
Factors” (CSFs) for the purposes of this business case.
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Critical Success Factors
Factor to be considered

Issues to be included when considering this factor

Can the option really be
implemented?

Will there be sufficient / appropriate workforce?
Will it be attractive enough to retain the workforce?
Will the necessary IT systems be in place?
Will all other necessary systems be in place?

Does the option deliver
services which are safe and
sustainable?

Will there be sufficient staffing and systems to
ensure the safety of staff and people who use
services in all settings?
How vulnerable will the services be to unexpected
staff shortages (e.g. sickness, absence)?

Will the option be
affordable?

Using high-level estimates, do we believe that the
option can be delivered by reshaping existing
resources?
If there will be short-term transitional costs, do we
believe there will be a way of funding them?
Will the option be affordable in the long term?

Will this option deliver
services which will be
acceptable to people?

Will services be acceptable / attractive to people
who use services?
Will they be acceptable to the families and carers of
those who use services?
Will they be acceptable / attractive to all groups –
for example, BME communities?

Is the option based on
evidence of best practice

Is there objective, accepted evidence of the
effectiveness of the proposed service model?

Will this option result in a
better experience for those
who use the service?

Will it promote positive relationships between those
who use the service and the clinicians who support
them?
Will it “help us live the lives we want to live”?
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Options
3.7

In developing this business case, a wide range of alternative approaches has been
considered. These have been in relation to such issues as:


The “Retreats” are a key component of the new model of care which is
being proposed and the options to be decided on are the number of
“Retreats” that should be provided and where (broadly) they should be
located in the county.



The hours during which the enhanced “Connections” service will
operate (there will always be cover for the phone line, as now, 24 hours
a day and 7 days a week; but the enhanced service might only need to
be available during certain times).



The balance that should be struck in choosing where to invest in the
other elements of service which will complement the Retreats and
Connection – particularly Community Front Rooms and the recommissioned Recovery Beds.



The pace of change and speed of implementation (once the way
forward is refined and finalised following consultation)



The number of additional beds required to manage the demand in
Dorset and the locations where this can best be located according to
estate capacity, prevalence, access, environment, safety and
affordability.

Appraisal of Options
3.8

In each case, the best way forward has been determined with reference to the
investment objectives of the scheme and the critical success factors outlined
above. In addition, the Existing option including additional PICU beds has been
included in relation to each of these choices, to act as a benchmark for costing and
assessment.

3.9

As a result of this process, some alternatives have been rejected because they (a)
do not meet the objectives, and/or (b) perform poorly against the critical success
factors. The detailed shortlisting rationale is set out at Annex 1. It is summarised
below.

3.10

The conclusion of the appraisal of the long list of options is illustrated overleaf. The
gold cells represent the Preferred Way Forward for each category of choice. The
grey cells are the “do nothing”. The green cells indicate where alternative options
have been shortlisted for further consideration.
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Conclusions from appraisal of options

No. of Retreats

Connection
Operating hours

Recovery Beds and
Community Front
Rooms

Implementation

Beds

3.11

1

2

3

4

Existing
No Retreats

One:
B'mouth/Poole

One:
Weymouth

One:
Dorchester

DN
1
Existing
No connection service
DN
1
Current
Recovery Beds (7
beds)
0 CFRs
DN
1

reject
2

reject
2

reject
3
Peak
6pm - 2am
PWF
3

reject
4
"Overnight"
6pm - 9am
reject
4

5
Two:
B'mouth/Poole
Weymouth
SL
5
"Daytime + Peak"
10.30am - 2am
reject
5

CFR invest
Rec Beds (7)
3 CFRs

CFR focus
0 Rec Beds
5 CFRs

Balance
10 Rec Beds
2 CFRs

Recovery focus
16 Rec Beds
0 CFRs

reject
3
Act now...
with what we have
PWF
3

SL
4

reject
5

DN
1

PWF
2
Wait...
till all elements clear
reject
2

4

5

Existing
(119 beds)

Retain Linden
12 beds to Forston

Retain Linden
12 beds to St Ann’s

Retain Linden
12 beds split Forston
/ St Ann’s

Close Linden
27 beds split
Forston / St Ann’s

REJECT

REJECT

REJECT

SL

Do nothing

24/7

6
Two:
B'mouth/Poole
Dorchester
PWF
6

6
Close Linden 31
beds split
Forston/ St
Ann’s
PWF

In order to build a shortlist of options which should be taken forward for further development and then public consultation, the CPG have
combined all possible permutations of the shortlisted elements shown above. The shortlisted options are set out in the next section.
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3.12

Conclusion: The options which the CPG recommends be taken forward for further
consideration (including testing through public consultation) are as follows.


Option A is the Existing option and is included as a benchmark.



Option B is the combination of our “preferred” choices at this stage,
and is our nominal “Preferred Way Forward”.



Options C to E, are variants which test combinations of the other
shortlisted choices with 16 beds.



As a result of further consideration by the Project Board on 27
September, options F-I will not be taken to consultation as although
they relate to an increase in inpatient beds, this is not to a fully
sustainable level for the system to deliver the 5 year forward view
requirement of eradicating out of area non specialist inpatient
placements. Details of these options are still outlined below for
information.

Shortlisted options: Do nothing and 16 bed model
Option

Description

Option A

Existing including additional PICU
Retain services as they currently exist.

Option B

Preferred Way Forward
Two retreats:
 One to be in the Bournemouth / Poole area and the other to be in the
Dorchester area. Assumed to be open Monday to Thursday 16:00-24:00
and Friday to Sunday 18:00-02:00.
 Crisis Line continues 24/7 enhanced by additional staff available
between 18:00 and 02:00am every night to provide the Connections
service.
 Seven Recovery Beds are commissioned, split across east and west
Dorset to enhance access.
 Three Community Front Rooms are established (locations to be
determined based on more detailed planning work against specific
criteria). Assumed opening hours Thursday-Sunday 15:00-23:00.
 Close Linden and re-provide the 15 beds and increase the bed stock by a
further 16 beds shared between St Ann‘s and Forston
 Implement as soon as approvals and consultations are complete, begin
to implement those parts of the model that are “ready to go” while
continuing to develop the others.
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Option

Description

Option C

Two retreats:







One to be in the Bournemouth / Poole area and the other to be in the
Dorchester area. Assumed to be open Monday to Thursday 16:00-24:00
and Friday to Sunday 18:00-02:00.
Crisis Line continues 24/7 enhanced by additional staff available
between 18:00 and 02:00 every night to provide the Connections
service.
Ten Recovery Beds are commissioned, split across east and west Dorset
to enhance access.
Two Community Front Rooms are established. Assumed opening hours
Thursday-Sunday 15:00-23:00.
Close Linden and re-provide the 15 beds and increase the bed stock by a
further 16 beds shared between St Ann‘s and Forston
Implement as soon as approvals and consultations are complete, begin
to implement those parts of the model that are “ready to go” while
continuing to develop the others.

Option D Two retreats:
 One to be in the Bournemouth / Poole area and the other to be in the
Weymouth area. Assumed to be open Monday to Thursday 16:00-24:00
and Friday to Sunday 18:00-02:00.
 Crisis Line continues 24/7 enhanced by additional staff available
between 18:00 and 02:00 every night to provide the Connections
service.
 Seven Recovery Beds are commissioned, split across east and west
Dorset to enhance access.
 Three Community Front Rooms are established (locations to be
determined based on more detailed planning work against specific
criteria). Assumed opening hours Thursday-Sunday 15:00-23:00.
 Close Linden and re-provide the 15 beds and increase the bed stock by a
further 16 beds shared between St Ann‘s and Forston
 Implement as soon as approvals and consultations are complete, begin
to implement those parts of the model that are “ready to go” while
continuing to develop the others
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Option

Description

Option E

Two retreats:
 One to be in the Bournemouth / Poole area and the other to be in the
Weymouth area. Assumed to be open Monday to Thursday 16:00-24:00
and Friday to Sunday 18:00-02:00.
 Crisis Line continues 24/7 enhanced by additional staff available
between 18:00-02:00 every night to provide the Connections service.
 Ten Recovery Beds are commissioned, split across east and west Dorset
to enhance access.
 Two Community Front Rooms. Assumed opening hours ThursdaySunday 15:00-23:00.
 Close Linden and re-provide the 15 beds and increase the bed stock by a
further 16 beds shared between St Ann‘s and Forston
 Implement as soon as approvals and consultations are complete, begin
to implement those parts of the model that are “ready to go” while
continuing to develop the others
As per option B but with 12 additional beds rather than 16. Not being
consulted on

Option F

Option G As per option C but with 12 additional beds rather than 16. Not being
consulted on
Option H As per option D but with 12 additional beds rather than 16. Not being
consulted on
Option I

As per option E but with 12 additional beds rather than 16. Not being
consulted on

The project is confident that these options except the benchmark Existing achieve the
objectives of the project as far as is possible within the financial envelope and are likely to
be affordable and achievable, and are therefore realistic and attractive options to be
explored and discussed through public consultation.
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4.

THE COMMERCIAL CASE

4.1

The purpose of the Commercial Case is to demonstrate that the potential options are
likely to be deliverable, with providers ready and willing to offer their services in a
competitive manner.

4.2

Dorset CCG, three Local Authorities and Dorset HealthCare (the existing NHS mental
health provider) are confident that the options outlined for the acute care pathway
are able to be delivered and the implementation will need to reflect the appropriate
time scales to develop the workforce and test innovative models to ensure that they
deliver what has been identified before changing some of the current service
configuration. This is based on the co-produced model options development work
which has been crucial to the project.

4.3

The commissioning partners and mental health providers have been involved in the
project from the beginning. They have raised concerns and issues and risks as the
project has developed. The partnership process in this project has been the
cornerstone ensuring that everyone at every stage of the project inputs into the
development of the potential models and have, at every stage, been able to say
whether any given proposal is viable, in line with best practice guidance, deliverable
and can meet the requirements stated in the view seeking report.
Procurement Strategy

4.4

Dorset HealthCare operates within a block contract for acute services and the
funding currently in the contract will remain. This statutory provider has been clear
on how it can restructure and what it can deliver in the vision for the ACP within its
current budget, whilst maintaining and delivering NICE and assessment and
treatment standards. Should DHC wish to subcontract any part of their delivery
areas, this will remain their procurement decision, e.g. further development of peer
support workers and the connection support line.

4.5

NHS England has requested bids to fund capital improvements/development of calm
spaces/safe spaces and it is envisaged that bids will be put forward by DHC for the
development of the two sites in the vision. At this point no decisions have been
made on the exact locations until the consultation has concluded. Capital funding
will also be sought from the potential estate sale as a result of the reconfiguration
under the Clinical Services Review.

4.6

The CCG is currently scoping options for procurement for the non-statutory services
through the voluntary sector including recovery beds and community front rooms,
including alliance and prime provider models. Rethink Mental Illness is the current
provider of recovery beds in Dorset in a crisis house in Weymouth. The contract is
valid until end March 2018 and therefore re-procurement would need to be started
in July 2017.

4.7

There is a healthy market of providers who already support people with a mental
health need including:
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4.3

Richmond Fellowship
Rethink mental illness
Dorset Mind
Bournemouth Churches
Housing Association
HOPE
Two Saints
St Mungos
Yew Trust









Dorset Mental Health Forum
2Care
YMCA
Shared Lives (local
authorities)
Together
PAS
Keyring Trust

Procurement timetable
Subject to the SOC approval in November 2016, and subsequent consultation and
OBC approval in July 2017, the Board would work to the following procurement time
table:
Recovery beds and Community Front Rooms
Milestone
Tendering process start
Contract (s) awarded
FBC written and approved
Contract signed and Mobilisation

Date
March 2017-March 2018
April 2018
May 2018
June-August 2018
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5.

THE FINANCIAL CASE

5.1

The purpose of the financial case is to set out clearly the likely financial impact of the
investment proposal and to show that all shortlisted options are affordable within
existing resources. It details the financial implications of all the shortlisted options.
The baseline service and the do minimum option (business as usual option including
e.g. implementing the PICU beds) are detailed and finally the section includes the
assumptions that have been made at this stage of the planning. The financial
envelope is as follows:
£m

Covers

Existing spend with DHC

£19.998m









Retreats
Community Teams including CRHT
Connection
Current Inpatient Beds
Street Triage
IPTS
Psychiatric Liaison

Recovery beds: Rethink
Mental Illness

£350k



Recovery beds

Parity of Esteem
Additional funding to
support development of
CFRs and recovery beds

£300k



NHS
England Bid



Capital for environmental
improvement for retreats

Capital
available
within
system



No additional external bid for capital
for inpatient development for option
proposed

OOA spend

Capital Funding

5.2

Additional Recovery beds and/or
CFRs
£200k
 Contingency to support primary
care interface and potential capital
support for CFRs
Unbudgeted  Additional in county beds to reduce
spend £2m
system spend on OOA with aim of
eliminated OOA placements

It should be noted at this stage that the financial analysis is based on estimates and
assumptions. The work on the detailed costing will continue as the models are
developed and refined. At this stage the key purpose of the financial case is to give
an assurance that all the shortlisted options are believed to be affordable within the
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system (based on current assumptions) and are therefore realistic options for
genuine consideration.
5.3

The proposed pathway improves existing services through a significant
reconfiguration of teams to enable workforce to be used more effectively to meet
the demand. In addition there will be four key elements to the pathway that offers
and supports a self-managing, preventative and recovery focussed approach. The
additional service elements will provide a range of support options currently
unavailable in the acute care pathway.

5.4

The key ‘additional’ aspects of the proposed model include Retreats, The
Connection, Recovery beds and Community Front Rooms and in the longer term
Shared Lives/Host Families. The definitions are described in the strategic case on
page 20.

5.5

The assumptions for these options are based on services that Dorset benchmarked
against. The preferred way forward has taken some of the best elements of the
benchmarked services to match the demand and to address the issues that the
people who use services raised in the View Seeking and Modelling stages of the
project. The benchmarking activity provided details from which Dorset CCG is able
to estimate the potential usage and reach of each element of the pathway. Below is
a brief summary of the new elements:
Retreats

5.6

5.7

The concept was trialled in the USA. The Retreat (described as a Living Room in US)
is always linked to a community mental health service or team because this enables
immediate access to the right level of support, be it contact with, a psychiatrist or
community psychiatric nurse or a peer support worker.


The Chicago Retreat reports that up to 93% of the guests use it instead
of the emergency department.



Up to 84% of the guests to the Retreats found the interventions helpful
enough that they were able to return home instead of a psychiatric
admission.

Other benchmark information for similar a concept came from the Survivor led Crisis
Service (SLCS) in Leeds.


Leeds has a population similar in size to Dorset. The 2016 population
number is 794,250. Leeds has the City Centre and other districts
surrounding the City.



Approximately 75% of the visitors said that if Dial House had not been
available then they would have had to use an alternative such as ED.
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They have had their service evaluated for Social return on investment
as between £4-£7 per £1 invested which is a far more holistic view of
benefits of service change on society.

The Connection
5.8

The Connection staffing has been modelled taking the following assumptions into
consideration:


Each call will take up to 30 minutes including logging details on to Rio (previous
average call time is c 6 minutes): benchmarked Leeds service had average 22
minutes.



Street triage calls will take 45 minutes including logging details on to Rio.



Missed calls from the previous ‘crisis line’ have been factored in to ensure
current demand is accurate



From 22:00 until 08:00, the historical home visits for assessment or medication
delivery has been factored in at an average of 3 hours per visit, to ensure that
the proposed staffing can continue to meet this demand should that still be
necessary once preventative services are in place.



This modelling still provides additional ‘capacity’ to meet further demand as a
safety net.

Recovery Beds
5.9

The aim of the service is to provide a less restrictive option than a hospital
admission. Guests have found that it is friendly and welcoming whilst providing a
motivational space that helps them manage their crisis and helps to prevent the
need for more acute hospital based support or treatment.


Currently Dorset CCG commissions 7 recovery beds situated in a
property in Weymouth. The cost is £348,000 per annum. The cost per
person per week is approximately £956 (annual cost per bed
approximately 50k). The assumption for the modelling, through
benchmarking other services are that these could be procured for £40k
per bed per annum in the future.



Recovery beds are good value for money when fully utilised if
compared with a hospital admission: equates to £241 per day saving on
an inpatient bed.
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The proposal in the preferred way forward is to re-commission recovery
beds in the East and West of the county. This will ensure that demand
is met across Dorset in a cost effective way so that people have
different and least restrictive options wherever they live in Dorset, but
this may need to be commissioned jointly with the community front
rooms to make it financially viable.

Community Front Rooms
5.10

The concept of the Community Front Room is not dissimilar to the retreat in that
they provide an alternative to an emergency department or reduce the need for
intervention from crisis teams and they prevent exacerbation to this point. The
benchmarked service is the Aldershot Crisis Café: Aldershot has a population of
approximately 200,000 people and 3 people staff the service every evening from
6pm to 11pm. It utilises an already functioning site and brings mental health NHS
clinicians together with the third sector support worker/peer support.

5.11

The service in Aldershot sees approximately 259 people per month and 48.6 use the
service instead of attending at an emergency department. Translating this to the
population that could be covered by 3 CFRs (c252k) and it operating 4 nights a week:


187 people would attend per month and there would be 36 avoided
attendances to ED, which would contribute ED / PL saving of £139k per
annum (health costs only)



62% of users stated that they used it for maintaining wellbeing. Further
testing would be required to assess the impact on other MH services
such as crisis response, OOH and inpatient usage to accurately reflect
cost savings in this area.

5.12

The modelling has been undertaken based on similar staffing to Aldershot, which is
more towards the high end staffing as the communities each CFR services is likely to
have a smaller population and potential demand. Current modelling assumes 1 Band
6 and 2 Band 3 staff members working 6pm-11pm Thursday and Friday evenings and
midday -11pm Saturday and Sundays.

5.13

The commissioning approach for the Community Front Rooms will depend upon
several factors and the criteria used to determine where and how they will be
commissioned are described in section 5.5.
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Financial consequences
5.14

The revenue consequences for each of the options are tabled below:
Option A: Existing including additional PICU beds option
Existing including planned additional PICU beds
WTE
Community Mental Health Team - Adult
150.51
Community Mental Health Team - Older
109.23
Crisis - East
35.60
Crisis – East
27.80
Inpatients
185.15
Intensive Psychological Therapies (IPTS)
7.81
Psychiatric Liaison
23.24
Street Triage
2.70
Recovery House
SCENARIO 1 TOTAL COST
542.04
Current Budgets
542.04
(SAVING)/SHORTFALL
0.00

£'000
5,378
3,833
1,411
1,120
6,859
352
916
130
350
20,348
20,348
(0)

5.15

The above shows the current baseline budget including the PICU beds at St Ann’s
and this is the business as usual budget including all the current services. It does not
include the additional £300k being allocated to deliver Community Front Rooms and/
or recovery beds.

5.16

Over £2.8 million, of which £2m is not budgeted, is spent on out of areas placements
not including female PICU.
Option B. The preferred way forward

5.17

This option reconfigures the existing Community Mental Health Teams to enable
them to meet the demand across the county and working 09:00 to 17:00 Monday to
Friday. The adult and older peoples MH teams will be co-located but continue to
work independently.

5.18

The Crisis Resolution Home Treatment service will be restructured into the
Connection structure and the Street Triage functions will be merged into the new
Retreat and Connection structure.

5.19

The Home Treatment Team is to be formed from current CRHT and will take referrals
from the Connection and Retreat. There will be a Home Treatment Team per
enlarged CMHT e.g. There will be one in Bournemouth, Poole, North Dorset and
West Dorset. The working hours: 08:00 to 22:00 seven days a week. Cover for home
treatment after 22:00 will be via the Connection.
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5.20

A Retreat in the East (Bournemouth) would be created. The opening hours of the
retreat have been modelled as: open 16:00-24:00 Monday-Thursday and 18:0002:00 Friday to Sunday. A retreat in the west (Dorchester area), likely to be in the
Dorchester area has been modelled as: open 16:00-24:00 Monday-Thursday and
18:00-02:00 Friday to Sunday.

5.21

The Connection (including crisis line) will be run from the urban Retreat in the east.
The Connection opening hours will be 24/7 with a staffing compliment outlined
below. Four hour face to face assessments after 22:00 would be carried out by staff
on the connection with additional back up from the Retreats or by psychiatric liaison.
Shift Assumptions
10:00 to18:30 with 0.5hr break
18:00 to 02:00 with 0.5hr break
01:30 - 10.30 with 0.5hr break

5.22

8.00 hour shift
7.50 hour shift
8.5 hour shift

1 x B6, 1 x B3
2 X B6, 2 X B3
2 X B6, 1 X B3

The inpatient configuration in Stage 1 would be:


Maintain Linden Unit and update the environment and keep 15 beds:
expected time of operation 5 years



Renovate internally at Forston Clinic to deliver 4 additional in-patient
beds



Deliver a 12 bedded modular ward on an inpatient site in the East

5.23

Stage 2 of the implementation would see the movement of 15 Linden beds to St
Ann’s and this is dependent upon the outcome of the CSR review and space being
available at Alderney for the functional older peoples ward currently at St Ann’s.

5.24

There would be 7 recovery beds commissioned across East and West Dorset and 3
Community Front Rooms.

5.25

The additional revenue costs associated with increasing in-county inpatient provision
by 16 beds is £1.892k. This is £900k less than the OOA spend for 2015/16 (nonincluding female PICU) equating to a system saving.

5.26

Capital costs would be met from within the current system
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5.27

Option B. Preferred way forward - Cost summary
Option B
Recurrent Revenue Costs
Community Mental Health Team - Bournemouth
Community Mental Health Team - Poole
Community Mental Health Team - North Dorset
Community Mental Health Team - West Dorset
Connection - 24/7 (Incl. Street Triage function)
Home Treatment Team - East
Home Treatment Team - West
Inpatient Wards
Psychiatric Liaison
Intensive Psychological Therapies (IPTS)
Retreat -East - located in Bournemouth or Poole
Retreat - West - located in Dorchester
7 re-commissioned Recovery Beds

WTE
96.76
61.89
52.08
67.93
16.05
14.56
14.56
204.06
23.24
7.81
5.17
5.17
TBC

3 Community Front Rooms
16 Additional Inpatient beds - Staffing Costs
16 Additional Inpatient beds - Cost of Capital (Annual Revenue)
16 Additional Inpatient beds - Additional non-pay
OPTION B (ii) TOTAL COST
Current Budgets
(SAVING)/SHORTFALL
DHC budget allocation to reduction in OOA from bottom line
(SAVING)/SHORTFALL Revenue costs

TBC
366
37.09 1,392
400
100
606.37 22,851
542.04 20,648
64.33 2,202
(850)
1,352

Capital Costs
16 Additional Inpatient beds - Capital
Linden renovation
Forston renovation
TOTAL CAPITAL

5.28

£'000
3,410
2,171
1,701
2,305
721
581
581
7,163
916
352
206
206
280

3,100
700
100
3,900

The 2015/16 out of area unbudgeted spend was £2m: this option which would
eradicate OOA placements except in exceptional circumstances and would reduce
system (deficit spend) by £648k. Additional recurrent investment of £1.352m is
required to enable 16 beds to be commissioned.
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Option C
5.29

The only difference in this proposal from Option B is that there would be 10 recovery
beds and 2 Community Front Rooms, as outlined in the cost summary below:
Option C

5.30

Recurrent Revenue Costs
Community Mental Health Team - Bournemouth
Community Mental Health Team - Poole
Community Mental Health Team - North Dorset
Community Mental Health Team - West Dorset
Connection - 24/7 (Incl. Street Triage function)
Home Treatment Team - East
Home Treatment Team - West
Inpatient Wards
Psychiatric Liaison
Intensive Psychological Therapies (IPTS)
Retreat -East - located in Bournemouth or Poole
Retreat - West - located in Dorchester
10 re-commissioned Recovery Beds

WTE
96.76
61.89
52.08
67.93
16.05
14.56
14.56
204.06
23.24
7.81
5.17
5.17
TBC

£'000
3,410
2,171
1,701
2,305
721
581
581
7,163
916
352
206
206
400

2 Community Front Rooms
16 Additional Inpatient beds - Staffing Costs
16 Additional Inpatient beds - Cost of Capital (Annual Revenue)
16 Additional Inpatient beds - Additional non-pay
OPTION C (ii) TOTAL COST
Current Budgets
(SAVING)/SHORTFALL
DHC budget allocation to reduction in OOA from bottom line

TBC
244
37.09 1,392
400
100
606.37 22,849
542.04 20,648
64.33 2,200
(850)

(SAVING)/SHORTFALL Revenue costs

1,350

Capital Costs
16 Additional Inpatient beds - Capital
Linden renovation
Forston renovation
TOTAL CAPITAL

3,100
700
100
3,900

The 2015/16 out of area unbudgeted spend was £2m: this option which would
eradicate OOA placements except in exceptional circumstances and would reduce
system (deficit spend) by £650k. Additional recurrent investment of £1.35m is
required to enable 16 beds to be commissioned.
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5.31

Option D
Option D proposes Weymouth as the location for the Retreat in the West of the
county, supported by 7 recovery beds commissioned across the East and West and 3
Community Front Rooms and an additional 16 inpatient beds. The cost summary for
this option is outlined below:
Option D

5.32

Recurrent Revenue Costs
Community Mental Health Team - Bournemouth
Community Mental Health Team - Poole
Community Mental Health Team - North Dorset
Community Mental Health Team - West Dorset
Connection - 24/7 (Incl. Street Triage function)
Home Treatment Team - East
Home Treatment Team - West
Inpatient Wards
Psychiatric Liaison
Intensive Psychological Therapies (IPTS)
Retreat -East - located in Bournemouth or Poole
Retreat - West - located in Weymouth
7 re-commissioned Recovery Beds

WTE
96.76
61.89
52.08
67.93
16.05
14.56
14.56
204.06
23.24
7.81
5.17
5.17
TBC

£'000
3,410
2,171
1,701
2,305
721
581
581
7,163
916
352
206
206
280

3 Community Front Rooms
16 Additional Inpatient beds - Staffing Costs
16 Additional Inpatient beds - Cost of Capital (Annual Revenue)
16 Additional Inpatient beds - Additional non-pay
OPTION B (ii) TOTAL COST
Current Budgets
(SAVING)/SHORTFALL
DHC budget allocation to reduction in OOA from bottom line

TBC
366
37.09 1,392
400
100
606.37 22,851
542.04 20,648
64.33 2,202
(850)

(SAVING)/SHORTFALL Revenue costs

1,352

Capital Costs
16 Additional Inpatient beds - Capital
Linden renovation
Forston renovation
TOTAL CAPITAL

3,100
700
100
3,900

The 2015/16 out of area unbudgeted spend was £2m: this option which would
eradicate OOA placements except in exceptional circumstances and would reduce
system (deficit spend) by £648k. Additional recurrent investment of £1.352m is
required to enable 16 beds to be commissioned.
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Option E
5.33

Option E proposes Weymouth as the location for the Retreat in the West of the
county, supported by 10 recovery beds commissioned across the East and West and
2 Community Front Rooms and 16 additional in-patient beds. The cost summary for
this option is outlined below:
Option E

5.34

Recurrent Revenue Costs
Community Mental Health Team - Bournemouth
Community Mental Health Team - Poole
Community Mental Health Team - North Dorset
Community Mental Health Team - West Dorset
Connection - 24/7 (Incl. Street Triage function)
Home Treatment Team - East
Home Treatment Team - West
Inpatient Wards
Psychiatric Liaison
Intensive Psychological Therapies (IPTS)
Retreat -East - located in Bournemouth or Poole
Retreat - West - located in Weymouth
10 re-commissioned Recovery Beds

WTE
96.76
61.89
52.08
67.93
16.05
14.56
14.56
204.06
23.24
7.81
5.17
5.17
TBC

£'000
3,410
2,171
1,701
2,305
721
581
581
7,163
916
352
206
206
400

2 Community Front Rooms
16 Additional Inpatient beds - Staffing Costs
16 Additional Inpatient beds - Cost of Capital (Annual Revenue)
16 Additional Inpatient beds - Additional non-pay
OPTION C (ii) TOTAL COST
Current Budgets
(SAVING)/SHORTFALL
DHC budget allocation to reduction in OOA from bottom line

TBC
244
37.09 1,392
400
100
606.37 22,849
542.04 20,648
64.33 2,200
(850)

(SAVING)/SHORTFALL Revenue costs

1,350

Capital Costs
16 Additional Inpatient beds - Capital
Linden renovation
Forston renovation
TOTAL CAPITAL

3,100
700
100
3,900

The 2015/16 out of area unbudgeted spend was £2m: this option which would
eradicate OOA placements except in exceptional circumstances and would reduce
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system (deficit spend) by £650k. Additional recurrent investment of £1.35m is
required to enable 16 beds to be commissioned.
Options F-I
5.35

These options are the same as the previous apart from the options propose 12
additional inpatient beds rather than 16. It is estimated that this would meet current
demand but will not provide for growth or enable the system to operate towards a
more manageable 85-90% capacity. NB: This is for illustrative purposes only as these
options will not be consulted upon due to reasons outlined in 3.12
Options F and H
Recurrent Revenue Costs
Community Mental Health Team - Bournemouth
Community Mental Health Team - Poole
Community Mental Health Team - North Dorset
Community Mental Health Team - West Dorset
Connection - 24/7 (Incl. Street Triage function)
Home Treatment Team - East
Home Treatment Team - West
Inpatient Wards
Psychiatric Liaison
Intensive Psychological Therapies (IPTS)
Retreat -East - located in Bournemouth or Poole
Retreat - West - located in Dorchester (F)or Weymouth (H)
7 re-commissioned Recovery Beds

WTE
96.76
61.89
52.08
67.93
16.05
14.56
14.56
204.06
23.24
7.81
5.17
5.17
TBC

3 Community Front Rooms
12 Additional Inpatient beds - Staffing Costs
12 Additional Inpatient beds - Cost of Capital
12 Additional Inpatient beds - Additional non-pay
OPTION B (i) TOTAL COST
Current Budgets
(SAVING)/SHORTFALL
DHC budget allocation to reduction in OOA from bottom
line
(SAVING)/SHORTFALL Revenue costs

TBC
366
28.85 1,035
385
100
598.13 22,479
542.04 20,648
56.09 1,830

Capital Costs
12 Additional Inpatient beds - Capital
Linden renovation
TOTAL CAPITAL COSTS

£'000
3,410
2,171
1,701
2,305
721
581
581
7,163
916
352
206
206
280

(850)
980

3,000
700
3,700
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Options G and I
Recurrent Revenue Costs
Community Mental Health Team - Bournemouth
Community Mental Health Team - Poole
Community Mental Health Team - North Dorset
Community Mental Health Team - West Dorset
Connection - 24/7 (Incl. Street Triage function)
Home Treatment Team - East
Home Treatment Team - West
Inpatient Wards
Psychiatric Liaison
Intensive Psychological Therapies (IPTS)
Retreat -East - located in Bournemouth or Poole
Retreat - West - located in Dorchester (G) or Weymouth (I)
10 re-commissioned Recovery Beds
2 Community Front Rooms
12 Additional Inpatient beds - Staffing Costs
12 Additional Inpatient beds - Cost of Capital (Annual
Revenue)
12 Additional Inpatient beds - Additional non-pay
OPTION E (i) TOTAL COST
Current Budgets
(SAVING)/SHORTFALL
DHC budget allocation to reduction in OOA from bottom
line

5.36

WTE
96.76
61.89
52.08
67.93
16.05
14.56
14.56
204.06
23.24
7.81
5.17
5.17
TBC

£'000
3,410
2,171
1,701
2,305
721
581
581
7,163
916
352
206
206
400

TBC
28.85

244
1,035

385
100
598.13 22,477
542.04 20,648
56.09 1,828
(850)

(SAVING)/SHORTFALL Revenue costs

978

Capital Costs
12 Additional Inpatient beds - Capital
Linden renovation
TOTAL CAPITAL COSTS

3,000
700
3,700

Affordability Assessment
Option A. Is the existing (business as usual) option including the additional PICU
beds. Option B is the preferred way forward and is included because it will enhance
the current provision and enable the new pathway to deliver against the key
objectives and it is affordable. The community aspects of the pathway are affordable
within the allocated budget. Options C, is included because it does all the same
things as the preferred option and with the only difference being configuration and
number of recovery beds and Community Front Rooms. Options D and E are included
because they do all the same things as the preferred option and the only differences
Page | 53

are the location of the Retreat in the West and in option E, the configuration and
number of recovery beds and Community Front Rooms. Options F-I are included as
they are the stand still position with an additional 12 rather than 16 beds but will not
be included in the consultation.

Conclusion
5.37 The financial case has demonstrated that all the shortlisted options are affordable in
the context shown i.e. within the agreed current budget for the community model,
and it will reduce the current system unbudgeted spend on out of area placements.


Delivery of the recommended inpatient beds is dependent on approval
of the required recurrent investment of £1.352m and this would deliver
a complete reduction in out of areas placements, except in extenuating
circumstances and substitute the current overspend on out of area
placements.



The capital requirements for the pathway will be sought from the
current system and it is assumed that this is an achievable position.
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6.

THE MANAGEMENT CASE

6.1

This section of the Five Case Model requires the CCG to describe how it will ensure
the ongoing project will be managed effectively and that the objectives are fully
achieved and benefits fully realised.

6.2

The ACP is part of the CCG’s strategic priorities and a key deliverable of the Crisis
Care Concordat, and it is being run alongside the CSR. It also supports the delivery
of:


The Mental Health Five Year Forward View



The 2017-2019 planning guidance



The Wessex Strategic Clinical Network’s Strategy for Mental Health,
Dementia and Neurology



The Dorset Crisis Care Concordat

Project Governance
6.3

In accordance with good practice, the ongoing project will deploy the following
Governance structures:
Pan Dorset Joint
Commissioning Board

Dorset CCG Governing Body
Dorset CCG Clinical Commissioning
Committee
Dorset CCG Clinical Commissioning
Committee
Project
Board &
Executive

Project Sponsor

Project Manager &
Team
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6.4

Roles and responsibilities are outlined in the table below.
Role

Responsibility

Project Executive

Collective and final responsibility for the approval to
recommend the proposal to the approval authorities

Project Board

Provides the Project Executive with stakeholder and
technical input to decisions affecting the project

Project Sponsor

Personal accountability and overall responsibility for the
delivery of the successful outcome

Project Manager

Leading and managing the coordinating the Project
Team on a day to day basis

Project Team

Takes forward the decision of the Project Board and
develops the operational elements of the project

Stakeholder forum and
user groups

Provides the Project Board with further insight and
advice on the detailed requirements of the project

Project Management Arrangements
6.5

The following arrangements have been put in place to ensure the continuation of
the ACP project and to ensure that future stages including implementation are
delivered on time and that it achieves the stated outcomes.
The Project Team

6.6

The Project Team is accountable to the Project Board and has responsibility for the
day to day running of the project and the development and production of all the
key deliverables. It is made up of the following roles for stages 4 and 5 which are
consultation and Outline Business Case development.
Role
Project Sponsor
Project Manager
Lead Primary Care Clinician
Lead MH Clinician
Psychology Lead
Operational Advisor and Lead
Lead for recovery

Stage 4
CCG
CCG
CCG
DHC
DHC
DHC
DHC
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Role
Patient Representative
Communication & engagement
Finance
Information
Local Authority
Quality

Stage 4
DMHF
CCG
CCG/ DHC
CCG/DHC
BBC/DCC/BoP
CCG/DHC

Project Sponsor and Manager
6.7

The ACP Project has a project sponsor who has overall responsibility for the
delivery of the project. A project manager is also in place to ensure that the day to
day work is carried out in line with the structured project plan. Project manager
responsibilities are as follows:
Co-ordinate and implement
the project
Run project within tolerances
the Project Board approves
Plan and monitor the project
Manage risks and develop
contingency plans as agreed
Report project progress at
Project Board meetings
Prepare the Lessons Learned
Report

Ensure the project produces the required
deliverables to the required standard, within the
specified constraints
Ensure that Issues and Risks that have been
identified are managed effectively
Direct and motivate the project team
Be responsible for project administration.
Report to the Project Board through Highlight
Reports and
Take
responsibility
for overall progress and use of
End Stage
Assessments.
resources and initiate corrective action where
necessary

Implementation
6.8

There are a number of areas that will be considered before the pathway can be
fully implemented: The pathway relies on significant restructuring of the
Community Mental Health Teams and Crisis Resolution Home Treatment teams and
DHC has already undertaken a thorough review of its CMHTs in the last year.


The restructuring is not only about form but it will need time to bed in
and for people to develop good practice and consistency.



Dorset HealthCare will be moving this forward whilst the pathway is
out for consultation as there are many steps to be taken from a HR
perspective, including staff consultation. Many pathway redesigns
have been unsuccessful due to time not being given to reorganisation
and we are keen to ensure this does not happen in the ACP.
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6.9

The ACP has illustrated that there are a number of people on the current secondary
care caseload who could be supported more appropriately by primary care or IAPT
services. There is no intention to undertake a ‘mass’ discharge process as this
could destabilise people receiving services and the system if not managed
appropriately.
The restructuring of the community teams also includes defining how
best to offer advice and guidance to GPs to enable them to get the
support they need to manage peoples symptoms effectively in primary
care, and also includes more in-reach into GP surgeries. Further work
will be required to develop appropriate shared care protocols. Primary
care will also have more support for their patients, especially out of
usual working hours on an open access basis through the Retreats,
Community Front Rooms and the Connection service.



6.10

The operation of the Retreats relies on home treatment operating differently, with
some HT staff members being redirected in part to the delivery of the Retreats
where people can self-refer to receive support and care. This is a trade-off and
should deliver far more preventative work in line with what people said they
wanted and at the times they said were important to them. We will be testing the
Retreat concept to identify and evidence the benefits and how people use them
prior to changing the Home Treatment Team staffing allocation. It is felt that we
must take a clear and strong stand on this to ensure that risk is minimised and full
roll out of Retreats and subsequent changes to home treatment are based on
evidence from a 6 month period running one or two Retreats. Non recurrent
funding already in possession will be used to test the Retreat offering.

6.11

Procurement of recovery beds and Community Front Rooms will start in July 2017
and the CCG will undertake market testing days, as there may be a requirement for
joint procurement of the offering to enable cost effective delivery of beds and CFRs
on both sides of the county.
Choices for the Community Front Rooms will be made based on the following
criteria and each CFR will be reviewed to assess its effectiveness in meeting the
objectives of the project:

6.12



The areas of highest levels of prevalence



Accessibility to the population within 25 minutes by car, during off
peak opening hours



Availability of appropriate community assets



The availability of the appropriate organisations to deliver the CFR

Current estate does require upgrading to provide Retreats and we are actively
pursuing funding through a bid process with NHS England as the opportunity has
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arisen and we need to be able to deliver the pathway due to the urgency for this to
be in place.
6.13

An interim option for delivering the required 16 beds has been developed to
reduce the uncertainty around accessing the Alderney site and potential time
scales for this as the system is under significant pressure now. Stage 1 of the
implementation is show in the plan below.
Action

Timescales

Responsible

January 2017September 2017

Dorset
HealthCare

Community Model
Community Team Restructuring

Renovation of the Retreat locations (subject January 2017to NHE Funding): at risk due to consultation January 2018
not having been finalised

Dorset
HealthCare

Retreats tested to identify evidence base
for reduction in OOH visits/ ED
presentations and OOH crises

January 2018 -July
2018

CCG and
DHC (one
off non
recurrent
funds

Evaluation of the retreat model and
implementation of new model if supported

March 2018-August
2018

CCG and
Dorset
HealthCare

Provider development activity

September 2018December 2018

CCG

Re-procurement of recovery beds and
procurement of Community Front Rooms

March 2017-March
2018

CCG

Final Business Case detailing successful
procurement

May 2018

CCG
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Action
Acute Inpatient Beds Phase 1 : Act Now to
decrease pressure on the system by adding
additional 16 beds to bed stock

Timescales
2016-2021

Responsible

Renovate Forston to provide additional 4
beds

By July 2017

Dorset
HealthCare

Modular 12 bed unit provided at St Ann’s

By end December
2017

Dorset
HealthCare

Linden Unit: environmental improvements:
should beds be required to close while
renovations are undertaken, the 2 actions
above will provide the required bed
coverage at current levels for that time
period)

By end July 2018

Dorset
HealthCare

Acute Inpatient Beds Phase 2 : Delivery of
bed base to reflect high need in East of the
county – reliant on community space being
vacated at Alderney

Development from
2020 onwards

Renovate community wards for older
peoples functional service on Alderney site

Dependent on
CCG and
outcome of CSR
Dorset
consultation and
HealthCare
implementation plan

Move people in older peoples functional
service to Alderney site

Dependent on
CCG and
outcome of CSR
Dorset
consultation and
HealthCare
implementation plan

Environmental upgrades (if required) to
Alumhurst to provide 16 bedded ward for
adult inpatient on St Ann’s site

Dependent on
CCG and
outcome of CSR
Dorset
consultation and
HealthCare
implementation plan

Close Linden Unit : 15 beds move to St
Ann’s site

Dependent on
CCG and
outcome of CSR
Dorset
consultation and
HealthCare
implementation plan
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Approach to Risk Management and Benefits Realisation
6.14

This project is developing a pathway that is new and innovative and the initial two
years will be key to evaluating the effectiveness of the new model of care. Not all
parts of the model have academic, peer reviewed evidence base, but benchmarking
with similar services and talking to people who use them has strongly suggested that
these work well and focus on recovery and wellbeing. Part of the new model will be
reliant on the teams working with communities to develop Community Front Rooms
that work for them within the available budget.

6.15

As part of the project management process a risk and issues log are kept and
updated according to the project requirements. See appendix 9.

6.16

In addition to the risk and issues log the project identified Risks and Benefits as part
of model development work and these will be taken forward by ensuring that any
new risks are incorporated into the risk register with a mitigating plan. The risk
register will be regularly updated and signed off at each Project Board.

6.17

Anticipated benefits, as outlined in the Strategic Case will be incorporated into the
service specifications as expected outcomes alongside the scorecards to ensure
outcomes are measurable and monitored. A benefits realisation plan will be
established and overseen by the Project Board. This plan will clearly describe each
benefit including success measure and will also show accountability for its
realisation. It is anticipated that some parts of the model can be tested during
2017/18 to further develop an evidence base which can assist in the development of
a meaningful locally focussed benefits realisation plan for the implementation phase.

Consultation Process
6.18

A draft consultation plan is in Annex 4. The project is required to be put through NHS
Assurance Stage 2 and this is likely to take the consultation start date to the
beginning February 2017. The consultation will be undertaken for 8 weeks starting as
soon as we have received confirmation of meeting the required assurance. This time
table will still enable the project to overlap with the CSR consultation. A multimodal
approach will be taken including:


Online consultation documentation and questionnaire



Attending locality meetings to present the consultation to primary care



Attending Joint health Scrutiny Committee to present the options and
consultation



Running events in each locality, including two Saturdays to cover the
larger conurbations of Poole, Dorchester, Weymouth and Bournemouth



As in the view seeking the team will also go on invitation to other
groups or interested parties
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6.19

The outcomes of the consultation will be analysed by an independent company and
the outcomes will be used to inform the development of the Outline Business Case
and ultimately the final recommendation to the approval bodies. Some activities,
such as bidding for capital to invest in the development of the Retreats will continue
to be done ‘at risk’ during the consultation stages to ensure that funding
opportunities that arise during prior to consultation end is capitalised upon for the
benefit of the Dorset population.

6.20

There will be ongoing communication, providing updates on the consultation with all
the service users and carers who opted into being contacted, to ensure that they are
aware of the consultation and its time lines.

6.21

In line with the public sector equality duties an Equalities Impact Assessment seen in
Annex 6 and Privacy Impact Assessment seen in Annex 7 have been completed and
updated for each stage of the project and will continue to be updated as the project
progresses through the consultation and implementation stages.

6.22

This emphasis on co-production and stakeholder engagement will continue during
the remaining stages of the project. Each of the remaining stages will be co designed
and produced.
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1

INTRODUCTION

1.1

NHS Dorset Clinical Commissioning Group (NHS Dorset CCG) is reviewing the mental health acute care pathway with a view
to redesigning services to bene��
people in Dorset who may experience serious mental illness. This is part of the vision
to value mental health equally with physical health to achieve ‘Parity of esteem’ and to provide equitable services across
Dorset for people with mental health c�����
and learning �������
(See Project ���
��
Document for further
detail).

1.2

The popula��
covered by this review is all adults (over 18 years) in Dorset who have a serious mental illness and/or have
the poten��
to become acutely unwell requiring assessment, treatment and support. Example c�����
include severe
depression, bipolar disorder, schizophrenia, personality disorder, and psychosis. This review will also include engagement
with young people to ensure that tr�����
from children’s services are taken into account. This review is not covering
demen���
ganic) services.

1.3

The services included within this review are:
• Adult Inpa��t Assessment and Treatment war�������
• Mental Health Liaison Services
• Psychiatric Intensive Care Unit
• Crisis R��������
reatment Team
• Community Mental Health Teams
• Specialist Psychology Services
• Street Triage Service
• The Recovery House
• Local Authority Out of Hours Service

1.4

The review is underpinned with a co-pr����
approach with relevant stakeholders. The aim has been to ensure that
pa��ts, carers, public, c�����of interest and geography, health and wellbeing boards and local ������
relevant
to this review are engaged fully within the ��
erent stages. Furthermore we intend to ensure that decision making about
future mental health services is promoted, understood and widely shared.

1.5

������
e of the communica������
agement stage has been to ensure:
• Engagement ����
and communica��
re���
the values and principles of NHS Dorset CCG: honest, responsive,
courageous, responsible, collabora�e, caring;
• Wide ranging pr����and adv����
of the view seeking phase through targeted and segmented communica���
• A variety of view seeking methodologies �ered to ensure that all c�����are given �������
to share their
views: online survey, comple��
and pos��
a postcard, a�ending an event, 1:1 discovery interviews, small group
discussions, outreach to exis����������
oups.
• Mental Health service users, carers, supporters, sta�
and wider public receive clear and ���
informa��
on the
project, how they can be involv�����������
o share their views;
• Wide ranging, diverse and seldom heard groups of service users and carers/supporters are given the opportunity to
engage and share their views through pr���
e engagement with c�����
• Mental Health service users and carers feel safe and supported to engag����
er views;
• Monitoring and evalua��
of whether the engagement achieves its purposes, is representa�e of the local popula��
and/or iden����
�������
ork required;
• Compliance with legisla���������
agement and consulta���������
ervie������
����W
ees;
• Equal rec�������
alue given to service user, carer/ supporter, sta������
al views and experiences;
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• Co-pr����
approach throughout between service users, carers/ supporters and clinicians to ensure best possible
outcomes and suitability for users.
Equality Act
1.6

The Equality Act 2010 requires public bodies to consider how the decisions that they make, and the services they deliver,
a�ect people who share ��
erent protected characteris��
and to publish informa��
evidencing how this has been done.
An ‘Equality Impact Assessment’ and ‘Privacy Impact Assessment’ have both been completed.

Health Overview and Scrutiny Committees
1.7

����
244 of the NHS Act 2006 (as amended) places a statutory duty on local NHS bodies other than Founda��
Trusts
to consult their local Health Overview and ���
y ���Wee on any proposals they may have under considera��
for a
substan��
development of the health service in its area or any proposal where a substan��
varia��
in the provision of
a service is proposed. It is the inten��
of NHS Dorset CCG to ensure that all Dorset, Bournemouth and Poole c���ees
are kept fully informed and engaged throughout the review.

Communication and Engagement Reference Group
1.8

A Mental Health Review Reference group has been established to �er advice and guidance to the Engagement and
Communica��
Working Group. Membership of the Reference Group includes representa��
from mental health service
users and carers, Dorset Mental Health Forum, Mental Health voluntary sector organisa���
Dorset Healthcare NHS
Founda�����
rust and NHS Dorset CCG.

Timescale
1.9

The view seeking and engagement stage was completed from July – mid September 2015.

1.10

During all engagement the co-pr����
approach was promoted and �����
ts were asked if they would like to be
informed/and or involved in the next stages of ‘Model Development’ and ‘Consulta��
.
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2

SUMMARY FINDINGS

There were 906 responses to the consulta���
There were 226 responses to the online survey and a further 118 postcard
responses. There were 125 a�endees to the 22 public events and 131 sta�
a�ended the 17 sta�
events held across the county.
264 stakeholders a�ended the 17 outreach events and mee�����
ws were gathered from service users, carers, sta����
s.
A total of 3,355 comments were made by respondents. There were a total of 545 comments men����
aspects of services
that work well and, 1,572 comments rela��
to what works less well and 1,238 comments rela��
to ideas for improvement.
Comments were coded in to one of sixteen di�erent main topics, and further sub-coded where appropriate. The sixteen themes
were then further divided in to three separate aspects of mental health services: access to mental health services; community
treatment and support; and crisis management.

2.1

Access to Mental Health Services

Two main themes were iden���
within this ����diagnosis and referrals and access. GP awareness of mental illnesses needs
to be improved as well as their knowledge of available services. It also takes too long to be diagnosed with a mental illness.
The ��between referral and accessing a service is too long and needs improving. A greater range of services, therapies and
treatments would improve mental health services.

2.2

Community treatment

More than four-���
of the comments within this ����
related to what works less well or ideas for improvement. Seven main
themes were iden���
within this ����NHS treatment and services; travelling to NHS services; communication; relationships
and support; training and education; family and carers support; and non NHS support. Comments praised the work of Community
Mental Health Teams (CMHT) throughout the county, and being designated a care-coordinator was appreciated. Other services to
receive ���
e comments were Steps to Wellbeing, counselling and talking therapies including ����
e Analy��
Therapy (CBT)
������
al Behaviour Therapy (DBT).
Issues with services included CBT being not appropriate for everyone and only worked for less serious mental illnesses. There
should not be a limit on the number of sessions that service users can a�end.
Sta�
are slow to respond in a number of services, ������
CMHTs. This may be improved by employing more sta�
to cope with
demand. Services should be available 24 hours a day.
There appears to be an inequality of service provision throughout the county, and accessibility issues within rural areas, due to
services being located too far away and poor transport links.
Respondents commented on a lack of communica���
This includes a lack of informa��
sharing between services as well
as services not communica��
well with service users and their families and carers. Ideas for improvement included sharing
informa��
and best pr���
between services, a buddy system to act as one point of contact between services and service
users, as well as increased awareness and publicity about the various services and treatments available. A directory or single point
of access could also help.
Con����
of sta�
has helped build rela����
s and trust between those with a serious mental illness (SMI) and service providers.
This has not been the case for all respondents and is something that is in need of improvement. People with an SMI want to be
treated as an individual, to be listened to, to be involved more in their care plan and to be shown more empathy by sta�.
While training and educa��
op������
are appreciated by respondents and their families, there should be more availability
of courses. Carers and families feel that they should be listened to more and provided with more informa��
regarding the person
with an SMI whom they care for. It was also felt that there should be more support for carers and families. There should also be
more opportunity to a�end peer support groups as these are valued by respondents and are considered to be of bene��

2.3

Crisis Management

The majority of comments within this ����
were about what has worked less well, with a further one-quarter of comments
sugges��
ideas for improvement. Comments covered a wide range of themes, with seven main themes iden���
within this
����
prevention; response of NHS services; non-inpatient care; inpatient care; discharge; family and carers support; and non
NHS support.
There were only 7 comments received rela��
to what has worked well with regards to preven��
of a crisis situa���
There
is a lack of early interven��
and people with an SMI do not get support un��
they are in a crisis situa���
This appears to be
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due to services being under-resourced and unable to cope with demand. People should be able to access services before a
situa��
escalates to crisis point, coupled with earlier treatment. It was also suggested that there should be be�er educa��
and
awareness of symptoms, both in schools and the workplace.
Access to a Crisis Team was a major issue, with ������
in ge���
through on the phone to speak to someone within the crisis
team, ������
out of hours, overnight and at the weekend. This was possibly due to the service being under-sta�ed and one
person having to deal with the phone calls on their own. This also resulted in delays in dealing directly with each crisis situa��.
This issue was raised by service users as well as sta�
who work directly within this service. Comments also suggested that the
crisis team are limited in what support they can �er and that they do not know each individual case. These issues could be
improved with increased sta����s.
There appears to be an issue with adequately replacing sta�
who leave the service and this needs improving in order to provide
be�er support to those who need it. Crisis services should also be spread more evenly throughout the county in order for them
to respond quicker.
There were a number of comments showing a general apprecia��
for the care provided within inpa��t units by ����
e and
caring sta�.The wide range of services and therapies available within these was also appreciated.
Major issues surround the availability of beds within inpa��t units in the county, r����
in pa��ts being placed far from home
and out of the county. Other issues concern a lack of privacy, a lack of female only wards, and a fear of safety while on wards. Bed
numbers should be increased, and this could be achieved by re-opening units that have been closed within the county. More sta�
should also be employed on wards in order to provide be�er care, therapies and support services.
There is a lack of a�ercare once someone has been discharged from hospital, and this can be improved with be�er tr����
l
support.
The police should be provided with be�er training and advice so that they have a greater understanding of mental illnesses and
associated issues, meaning they are be�er equipped when dealing with someone with an SMI.
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METHODOLOGY
3.1

A mixed methods approach was used to enable as many stakeholder views to be captured as possible recognising the
��
erent preferences of individuals. It was felt a qualita�e approach would �er greater depth of informa��
and by
encouraging large number�������
ts would ensure stronger validity of respondent views from across Dorset.

3.2

The qualita�e methods used were a survey (both online and ��W
en), workshops with small focus groups, group
discussions and 1:1 discovery interviews.

3.3

A semi structured approach was taken using a set of 3 broad ques����
oughout all methods:

From your experience and/or knowledge of Mental Health Services:
• What works/worked well for you?
• What works/worked less well for you?
• How could we improve things?
3.4

Anyone interested with knowledge and experience of acute mental health services was encouraged to ����
te. Dorset
GP registers in 2013-14 had 7,007 pa��ts categorised as having a serious mental illness.

3.5

All data was anonymised and when possible �����
t ’s data was categorised into grouping of ‘service user’, ‘carer’, ‘sta�
member from Dorset Healthcare NHS Trust’ and ‘other’. Data from events was also categorised to enable NHS Dorset CCG
to consider an���
erences in issues from various loca����
oss Dorset.

Communications
3.6

For the ‘View Seeking’ stage NHS Dorset CCG produced a range of branded and ‘eye catching’ resources to support and
promote the review and capture views. These had been ����
y designed through a Project Champion group of service
users and carers. These included prin��
3,000 summary documents giving brief informa��about the review and
�������
to give views, 6,000 foldable ‘postcards’ for �����
ts to ��
out and freepost back and 300 posters placed
in many visible loca����
oss Dorset.

3.7

Local media coverage included:
•

Wessex FM

•

BBC Radio Solent

•

View from

•

Bridport News

•

Dorset Echo and Bournemouth Echo

•

Blackmore Vale

3.8

A le�er was sent to all councillors across Dorset, Bournemouth and Poole outlining the review, the dates for the workshops
and other feedback methods, as well as seeking help in pr������
eview.

3.9

A stakeholder dis����
n list was developed and people were sent informa��
on the review detailing how to get involved.
The Health Involvement Network members were also briefed on the review.

3.10

Other communica���
������
eview included:
• GPs received informa������
tes on the review in their GP bulle���
om the CCG
• Dorset HealthCare sta��
eceived support to a�end events and the review was promoted internally
• Front line services were sent postcards, posters and the summary documents explaining the review so that they could
promote it to service users and carers
• Dorset Mental Health Forum promoted the review through their website and to their members
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• Students registered with the Recovery Educa�����
e received informa������
eview and how to be involved
• NHS Dorset CCG also used social media to promote the review and each of the events: Facebook and T��er were used
������
e e�ect
Public View Seeking events
3.11

NHS Dorset CCG held 22 public events across Dorset in varied loca���
and during both day��and evening to try to
ensure that all c�����had an opportunity to a�end. All events were supported and facilitated by a team from
NHS Dorset CCG, Dorset Healthcare NHS Trust and Mental Health Peers with lived experience of mental health to �er
��������������

3.12

At every event the team ensured a relaxed, informal and welcoming atmosphere and approach so �����
ts felt
supported and encouraged in sharing their opinions. Facilitators were briefed in advance of the events and were asked to
ensure that everybody in their group had the opportunity to be heard.

3.13. The two hour events were adjusted in terms of style and team support to suit the �����
t numbers but followed a
similar format which included a brief welcome and intr����to give an overview of the review followed by small group
work. Each group had a facilitator and note taker capturing the view�������
ts against the three key ques���
3.14

Feedback sheets were completed by �����
ts at the end to ensure learning was captured to further improve the
events. At the end of every event there was a team ‘Check Out’ ��for debrief and opportunity for facilitators to talk
through any personal issues arising from the event discussions.

Survey – online and postcards
3.15

The survey was �ered through an online survey and through bespoke ‘postcards’ in a three- fold format that �����
ts
could complete and post back freepost giving details to be kept informed or remain anonymous.

Mental Health Workforce view seeking
3.16

To ensure the views of the mental health workforce at Dorset Healthcare NHS Founda��
Trust various methods were
applied to enable people to feel they could give their views openly and honestly.

3.17

Pr����of the postcards and online survey was widely disseminated. Focus groups were held at 15 Community Mental
Health Team mee���
and Crisis R�����
and Home Treatment team mee���
Also two sta�
events were arranged on
ouraging inpa��t sta�.
3rd Sept�����������

Mental Health Inpatient view seeking
3.18

Dorset Mental Health Forum’s Peer Specialists already work on some of the inpa��t wards and agreed to promote the
review and capture views from current inpa��ts.

Outreach meetings
3.19

Various exis��
mental health groups invited NHS Dorset CCG to meet with them where the review could be promoted and
they could encourage people to share their views at the mee����
y one of the other available methods.

Data analysis
3.20

All raw data from the view seeking approaches was recorded anonymously onto spreadsheets capturing the view seeking
method, stakeholder category and loca����
e possible.

3.21

The qualita�e data was thema�
ally analysed by The Market Research Group (MRG) at Bournemouth University and the
most common themes that emerged are highlighted within this report. The quotes used are to highlight ����
t issues
and have been drawn from the postcard and online survey responses predominately.

3.22

The MRG is an independent market research agency based within Bournemouth University. MRG specialise in providing
market and social research and intelligence services to health organisa���
and local ������
as well as for tourism and
heritage organisa����
ailored to suit the needs of individual clients.

3.23

The analysis process was checked and validated by the Mental Health Reference Group.
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3

CONSULTATION RESPONDENTS

There were a total of 906 individual responses to the consulta���
There were 226 responses to the online survey and a further
118 postcard responses. There were 125 a�endees to the 22 public events and 131 sta�
a�ended the 17 sta�
events held across
the county. 264 stakeholders a�ended the 17 outreach events and mee���
Table 1: Mechanism for response

Mechanism

Number of attendees/responses

Online survey

226

Postcard

118

Inpatient unit

42

Public event

125

Staff event

131

Outreach event

264

Total

906

3.1

Staff Events and Meetings

17 sta�
events took place throughout the county. These were held with sta�
who work at the various Community Mental Health
Teams within the county, as well as inpa��t units at St Ann’s and the Crisis Teams in the east and west of the county.
Table 2: Staff events and meetings attendances

STAFF EVENTS & MEETINGS

f

Seaview Ward, St Ann’s Hospital, Poole

8

Crisis Team West, Forston Clinic, Dorchester

5

Crisis team East, St Ann’s Hospital, Poole

8

Bournemouth East Adult CMHT

16

Poole CMHT, Alderney Hospital, Poole

10

Kings Park Older People CMHT Bournemouth East

10

Ferndown & West Moors Older Peoples CMHT, Canford Magna

7

Blandford CMHT, Blandford

5

Shaftesbury Adult CMHT, Shaftesbury

8

Christchurch Older People CMHT, Christchurch

4

Wimborne & Purbeck Older People CMHT, Canford Magna

4

Bournemouth West CMHT, Hannemann House

7

Wimborne CMHT, Wimborne

7

Purbeck CMHT, Wareham

5

Bournemouth West CMHT, Turbary Park

7

Southbourne & Christchurch CMHT, Christchurch

7

St Ann’s Staff Events at Forston & St Ann’s

13

TOTAL STAFF

131

9

3.2

Outreach Events and Meetings

There were 17 outreach events and mee���
held throughout the county, with a total of 264 a�endees. The table below shows
who these outreach events and mee���
ere held with and the number of a�endees at each.
Table 3: Outreach events and meetings attendances

OUTREACH EVENTS & MEETINGS

f

Bournemouth, Carers

30

Boscombe, MIND Trustee meeting

4

Wimborne Clinical Commissioning Group Annual General Meeting

20

Poole Health Action Group, Learning Disability Partnership Boards

24

Bourne Free Lesbian, Gay, Bisexual & Transgender Festival

50

Wareham Community Learning Disability Teams

12

Dorset Care Home Association

40

Mid Dorset Cluster

8

Mid Dorset Locality

8

Dorset Learning Disability Partnership Board

18

Communication for all

12

Poole Housing Partnership LTD

11

Bi Polar Support Group

14

Bournemouth Church Housing Association

20

Mind Group - Mind out

7

Mind Panacea Group

9

Carers Group, Rethink

18

TOTAL OUTREACH

264
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3.3

Demographic Data

Some basic background demographic data was collected from those who were in a�endance at each public event, as well as those
who responded via an online survey, postcard, or within an inpa��t unit.
Table 4: Demographic data

No. of
other

No. of
staff from
a service
under
review

Total no. of
attendees /
respondents

12

27

34

226

16

3

5

0

118

10

0

0

0

42

No. of
other

No. of
staff from
a service
under
review

Total no. of
attendees /
respondents

No. of
Service
Users

No. of
Carers

No. of staff

No. of GPs

Online survey

125

94

78

Postcard response

73

26

Inpatient unit

34

4

Public events

No. of
Service
Users

Mechanism

No. of
Carers

No. of staff

No. of GPs

Blandford

4

8

3

-

0

-

14

Boscombe

2

3

3

-

0

-

7

Bridport

3

0

0

-

1

-

24

Dorchester

5

6

3

-

1

-

21

Kinson

0

1

0

-

0

-

1

Poole

8

4

3

-

1

-

16

Shaftesbury

2

3

0

-

1

-

6

Sherborne

0

2

0

-

3

-

5

Sturminster Newton

0

11

0

-

0

-

11

Wareham

0

1

1

-

0

-

2

Weymouth

5

3

3

-

0

-

9

Wimborne

5

3

1

-

0

-

9
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4

KEY FINDINGS

There were a total of 3,355 comments that were made by respondents. There were a total of 545 comments that men���
aspects of services that work well, 1,572 comments rela��
to what works less well, and 1,238 comments rela��
to ideas for
improvement.
Figure 1: Consultation comments

Consultation comments
1572
1238

545

What works well

What works less well Ideas for improvement

Comments were coded in to one of sixteen ��
erent main topics, and further sub-coded where appropriate. The sixteen themes
were also divided according to three separate aspects of mental health services: access to mental health services; community
treatment; and crisis management.

4.1

Access to Mental Health Services

276 comments were made rela��
to access to mental health services, with more than half of these rela��
to what has worked
less well (148), and a further 89 rela��
to sugges���
for improvement. Only 39 comments were made concerning elements
that have worked well with regards to access. There were two main themes iden���
within this ����diagnosis and referrals
and access.
Figure 2: Access to mental health services comments

Access to Mental Health Services
148

89
39

What works well

12

What works less well Ideas for improvement

4.1.1

Diagnosis

There were a total of 41 comments rela��
to the diagnosis of a serious mental illness. Of these, the majority (30) were in
reference to what works less well.
What works well
3 comments were made in terms of what works well during diagnosis. One of these referred to how diagnosis has improved in
terms of a timely response. Two of the comments related to the joined up approach of mental health services and other agencies.
“Mental health services that work with other agencies or teams when someone has a dual diagnosis”
(Carer, works in mental health services, online survey response)
What works less well
In contrast, a number of respondents felt that the time it took to get diagnosed was too long.
“Diagnosis took longer than it should have done (6 years)”
(Postcard response)
Further issues that were raised included receiving the wrong diagnosis as well as a lack of GP awareness surrounding mental
illnesses and the inves�a����understanding of symptoms.
“I had been misdiagnosed for many years. It was only last year that doctors realised that the mental health diagnosis
was wrong and that I am a person with Autistic Spectrum Disorder and ADHD”
(Mental health service user, postcard response)
“Investigation for diagnosis is poor”
(Mental health service user, carer, online survey response)
“GP - not understanding ‘just’ depressed - was more serious”
(Weymouth public event)
Finally, there were issues raised about dual diagnoses. These included the lack of acknowledgement of suffering from more
than one serious mental illness and the resulting services that people with a serious mental illness are directed to, often not
adequately catering for the dual disorders.
“Dual diagnosis seems to be a myth in mental health services”
(Works in mental health services, online survey response)
“Services for dual diagnosis and also personality disorders are sparse”
(GP, online survey response)
Ideas for improvement
There were 8 comments rela��
to how the diagnosis process could be improved. These focused on the need for appropriate
diagnosis and support, especially for those with complex mental health needs or more than one disorder.
“More support for people with complex mental health needs and more support for diagnosis”
(Mental health service user, carer, online survey response)
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4.1.2

Referrals and Access

There were a total of 235 comments rela��
to referrals and access. Of these, half (118) were in reference to what works less well,
while 81 were for improvements, with the remainder re������
t works well in terms of referrals and access.
What works well
There were a total of 36 comments re����
what works well with referrals and access to services. One of the themes to emerge
from this was how important it is to receive a quick referral from a GP.
“Good GP giving quick referral”
(Mental health service user, online survey response)
Comments also re����
w having a knowledgeable GP can mak����
erence.
“Recently I was fortunate to encounter an excellent GP with a very good understanding of mental health issues”
(Mental health service user, carer, work in mental health services, online survey response)
“Having an excellent, supportive and sympathetic GP who took time and really listened to me”
(Mental health service user, BH15, online survey response)
Ease of access to a variety of appropriate services, in ����
r to a Community Mental Health Team (CMHT) and psychiatrists
also emerged as something that has worked well for respondents.
“I have regular access to the Community Mental Health Team (CMHT) if and when needed or through referral from GP”
(Mental health service user, carer, work in mental health services, postcard response)
“Through community Mental Health Team having access to one-to-one counselling and/or psychotherapy has made a
big impact in my recovery”
(Mental health service user, BH15, online survey response)
What works less well
While there were examples of posi�e experiences as highlighted above, there were a number of themes described by respondents
that highlighted nega�e issues with referrals and access to services. This is re��W
ed in the greater number of comments in terms
of what works less well (118) compared to what works well (36). Comments were made by users of mental health services, carers,
and workers within a mental health service, reflecting negative experiences from a wide range of stakeholders. There was a
general feeling that the waiting time to access services was too long, even once a referral had been made.

“Being offered a service but having to wait a long time to access the service”
(Work in mental health services, work in one or more of the services being reviewed, online survey response)
Access to Improving Access to Psychological Therapy (IAPT) in �����
received a number of comments that re��W
ed a long
w������
“The Improving Access to Psychological Therapy (IAPT) referrals has always taken far too long (after a suicide attempt it
took from April to October before I got a letter in the post with an appointment)”
(Mental health service user, online survey response)
Long w���
���
have also resulted in a number of further issues, including a lack of support between the ��of receiving a
referral and the actual appointment.
“Little or no support while waiting or while being referred”
(Dorchester public event)
There were also a number of comments re����
a difficulty in accessing a variety of services and treatments. One ����
r
service that received a number of comments was the long w��
g lists for Children and Adults Mental Health Services (CAMHS),
the transition from CAMHS to adult services, as well as the fact that services do not cater for the needs of children with a serious
mental illness.
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“There are frustrations with Children and Adults Mental Health Services (CAMHS) services due to timescales from referral
to assessment and assessment to treatment”
(Work in mental health services, online survey response)
“Poor transition from Children and Adults Mental Health Services (CAMHS) to adult services”
(Carer, online survey response)
Ideas for improvement
Quicker referrals and access to services was the main theme within the sugges���
for improvement men���
by respondents.
“Earlier referral and less waiting time for before people receive any treatment”
(Mental health service user, online survey response)
Other improvements focussed on the referral process, including a more streamlined approach, and clearer pathways to services.
“Develop better pathways with a menu of interventions i.e. options for PD”
(Poole Community Mental Health Team)
Access to and availability of a greater range of therapies is in need of improvement, with psychological therapies being men���
���������
“Quicker access to Improving Access to Psychological Therapy (IAPT) and psychological therapies”
(GP, BH15, online survey response)
Comments also iden�������
or more staff to cater with the demand, as well as increased hours that services are available.
“Provide more psychologists as the waiting list is quite long”
(Mental health service user, postcard response)
“Having more support staff at the weekend and evenings”
(Mental health service user, online survey response)
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4.2

Community Treatment

2,094 comments were made rela��
to community treatment, with more than four-���
of these rela��
to what works less
well (866) or ideas for improvement (875). Less than one in every six comments within this ����
described elements that
have worked well with regards to community treatment. Comments covered a wide range of themes, with seven main themes
iden���
within this ����NHS treatment and services; travelling to NHS services; communication; relationships and support;
training and education; family and carers support; and non NHS support.
Figure 3: Community treatment comments
Community treatment

866

875

353

What works well

4.2.1

What works less well Ideas for improvement

NHS Treatments and Services

There were a total of 593 comments rela��
to NHS treatments and services, the most of any of the main themes. While there
were 165 comments regarding what works well (the most of any of the main themes), and 241 comments about what works less
well (the second most of the main themes). There were also 187 comments with ideas for improvements to NHS treatment and
services.
What works well
There were a number of comments that supported the work and care provided by a wide range of CMHTs within the county.
While some CMHTs were named individually, they were not all clearly iden���
and so it is not possible to determine whether
there were ����
ones that are working be�er than others. General ���
e comments re��W
ed good experiences when the
teams listened to the person and assessed them as an individual.
“The Purbeck Community Mental Health Team (CMHT) are good at assessing and referring to the forums”
(Wareham public event)
“Community Mental Health Team (CMHT). Nurses and Doctors, particularly in the Older People’s teams, are excellent.
They offer a brilliant service, despite considerable workloads. All staff are very caring, considerate and compassionate”
(Work in mental health services, online survey response)
A number of comments were also received praising the helpful and highly skilled staff who work in a number of services,
including the bene��
of having a designated care-coordinator, the availability of staff to talk to as well as being �ered one on
one support when required. Comments were also made that men����
xamples of an understanding GP being appreciated.
“The staff are very supportive and make you feel comfortable. From my experience, having a care coordinator really
benefitted my care”
(Mental health service user, online survey response)
“Good quality Community Mental Health Team (CMHT) and psychological services which have time to talk to me not just
write me a prescription”
(Mental health service user, carer, online survey response)
“Talking to own doctor - he was very supportive, knew my family health and listened well to gain good understanding of
problems before referring me”
(Mental health service user, work in mental health services, online survey response)
Steps to Wellbeing also received a number of comments, with the ability to self-refer being appreciated and the support it
provides to people while they wait to receive treatment from other services.
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“Steps to Wellbeing programme has a self-referral section - appears to reach out to people as well as allowing those to
reach out themselves”
(Mental health service user, carer, online survey response)
“Steps to wellbeing is a helpful service whilst being on waiting lists for other treatments”
(Mental health service user, online survey response)
Courses that are �ered at the Recovery Education Centre (REC) are also greatly appreciated by a number of respondents to the
survey.
“Courses �ered by REC have been invaluable. They give really good �������
to share experiences, and understand
my current state of mental health”
(Mental health service user, carer, work in mental health services, online survey response)
A wide variety of therapies and services received a number of pos��
e comments, including therapy sessions generally, counselling,
psychiatrist, talking therapy, Cognitive Analytic Therapy (CAT/CBT), Dialectical Behaviour Therapy (DBT), and mindfulness.
“Long term counselling where a person is given the opportunity, time and space to explore and understand feelings”
(Carer, work in mental health services, online survey response)
“I speak to my consultant psychiatrist every three months or once a month and I have found this to be very helpful”
(Mental health service user, online survey response)
“7 months in high-intensity Cognitive Analytic Therapy (CBT) really turned my life around the most”
(Mental health service user, online survey response)
“The services I was offered there and that I received included Dialectical Behaviour Therapy (DBT) and CAT and the
combination of those therapies helped me to start to live with my conditions and build a life and I am full of praise for the
high quality services there, and grateful for the much needed help”
(Mental health service user, online survey response)
The support �ered by a Community Psychiatrist Nurse (CPN) was also men���
a number of ���as being something that
has really helped, as w�������
ered by the Early Intervention team.
“Community Psychiatric Nurse (CPN) support was amazing”
(Poole public event)
“Great support for my son from the Early Intervention Service”
(Carer, BH21, online survey response)
The Bridport Assertive Outreach Team also receiv�������
aise in terms of the w�����������
ers.
“Assertive outreach team - supports rehab - forward planning”
(Bridport public event)
Finally, there were also a number of comments that men���
how medication has worked well with dealing with a serious
mental illness.
What works less well
One of the main themes to be iden���
from the ‘what works less well’ ����
is that there appears to be a feeling of inequality
of service provision across the county. There were comments that suggested that the Crisis Team is be�er in the west of the
county, while there were also comments sugges��
that there are no carer ���
s in the west. The closure of services has
a�ected this, and there were also comments sugges����
t there were not enough ‘local’ services.
“Carers Officers - why none in the west? - Some in east and Bmth and Poole - NHS funded?”
(Blandford public event)
“More innovation in west than east”
(Wimborne public event)
“Lack of psychology support locally”
(Wimborne public event)
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While there were a number of ���
e comments regarding the variety of therapies available, there were also a number that
highlighted �����
issues experienced with them. A number of comments suggested that CBT treatment was not appropriate
for everyone, and only worked for less serious mental illnesses. There was also concern that the limit on the number of sessions
that can be a�ended means that underlying issues may not be properly dealt with. There is also a general lack of variety in
therapies available, and a feeling that group sessions are not suitable or appropriate for everyone.
“Cognitive Analytic Therapy (CBT) is ok for people lets say who have just experienced a small bit of mental health problems
and to put them back on a fast track route to recovery, but when you have had people who have dealt with mental health
for years, Cognitive Analytic Therapy (CBT) in particular is no good at all”
(Mental health service user, carer, online survey response)
“Psychologists being forced to discharge me from therapy because I had the set number of sessions even though clinically
it was the wrong thing to do”
(Mental health service user, online survey response)
There were also comments sugges��
that staff were too slow to respond at CMHTs, possibly due to sta�
shortages in being able
to cope with demand.
“The Community Mental Health Team (CMHT) that cared for me were ineffective and very slow to respond”
(Mental health service user, online survey response)
“Not enough staff at Gillingham CMHT”
(Sturminster Newton public event)
There were comments sugges��
an over-reliance on medication, occasionally r����
in the incorrect medica��being
prescribed.
“Her head of care/Psychiatrist doesn’t believe in “dragging up the past” so he doesn’t talk to her about what is troubling
her, he just prescribes drugs to keep her stable/quiet, and when she has a wobble - increase the dose”
(Carer, DT2, postcard response)
Another theme to emerge was the idea that the attitude and knowledge of staff is poor, ������
that of GPs and their ability
to iden�
y mental illness and signpost appropriate services.
“Worsening this is the attitude from GPs who have castigated you for visiting them in desperation & who complain that
the mental health services should be dealing with all mental health issues & it is not their department”
(Mental health service user, online survey response)
There were a number of issues raised at the various sta�
events held as part of the consulta���
There were a number of sta���
that are trained and have the e�����
Too much demand
issues iden����
including difficulties in replacing staff with new sta�
is placed on sta�, r����
in low staff morale and subsequently a����
their ability to treat people. It was also commented
that there is too much clustering, and that the job of sta����U
professionals is becoming too bureaucratic with too much form
��������������W
o treat people who need help.
“Struggling to fill posts of senior positions”
(Ferndown & West Moors Community Mental Health Team (CMHT))
“Not enough resources to manage the case load sizes ( lack of staffing)”
(Bournemouth West Community Mental Health Team (CMHT))
“Managers who are clustering themselves to get it done despite having not met the service users or had anything to do
with the case”
(Wimborne & Purbeck Older Peoples CMHT)
“Staff morale is low and they feel disempowered and over stretched”
(Bournemouth West Community Mental Health Team (CMHT))
“A lot of reliance on goodwill because teams have been reduced especially taking a layer of management out, the
management work has been filtered down to the band 7 and this means time with patients has been significantly reduced”
(Purbeck Community Mental Health Team (CMHT))
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Ideas for improvement
The main theme iden���
within the sugges���
for improvement ����
was a need for increased funding for mental health
services. This covers increased staffing levels so that clinical sta�
can spend more time treating people rather than ����
g
administra�e tasks. Extra funding should also ensure that services are available 24 hours a day.
“Better use of staff skills, knowledge and abilities i.e. band 7 skilled and experienced clinician doing lots of admin”
(Wareham public event)
“More career progression opportunities rather than only management (admin) opportunities - Clinicians want to be
clinical but also want progression. Currently Band 6 clinicians won’t become Band 7 because of loss of clinical role”
(Sta��
vent at St Anns)
“The mental health services need more funding to improve the services that are needed by people in need”
(Mental health service user, online survey response)
“A robust OOH nursing team needs to be developed within the CMHT”
(Bournemouth West Community Mental Health Team (CMHT))
Increased GP knowledge of c�������
wareness of mental health services is also in need of improvement.
“GPs need to be sympathetic and knowledgeable about mental health issues. The GP is the starting point and if I had
been sent away with medication and no counselling support things would not have turned out so well”
(Mental health service user, online survey response)
A wider variety of therapies should be made available, as the current therapies do not cater for everyone. Primary care should
also be encouraged to support mental health services so that CMHTs can concentrate on providing the care and support to more
serious cases.
“Support for provider to encourage primary care to also support mental health”
(Work in mental health services, postcard response)
“More primary care management – allow the Community Mental Health Team (CMHT) to manage the really unwell. The
primary care threshold could be made higher”
(Poole Community Mental Health Team (CMHT))
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4.2.2

Travelling to NHS Services

A total of 124 comments were made referring to travelling to NHS services, their location, and their accessibility. The majority of
these were examples of what works less well and ideas for improvement.
What works well
Only 12 of the 124 comments related to what works well in terms of travelling to NHS services. These related to home visits and
reviews, the apprecia��
of staff being based locally, and the apprecia��
of support groups and networks being based locally.
“It was good that mum could have her regular review at home rather than us having to travel”
(Carer, online survey response)
“Seeing staff that are locally based near people’s homes”
(Carer, work in mental health services, online survey response)
“Support groups and networks in local areas”
(Poole public event)
What works less well
There were 58 comments highligh��
issues that worked less well in terms of travelling to NHS services. There were a number of
comments that made reference to a postcode lottery throughout the county, with others highligh��
that there are accessibility
issues in rural areas.
“Postcode lottery: inequity across Dorset”
(Blandford public event)
“Area is very rural so there are limited activities in the community. All activities tend to be in the larger villages”
(Ferndown & West Moors Community Mental Health Team (CMHT))
There were a number of comments about services being located too far away, r����
in lengthy travel times. This is not only
an issue for those with a serious mental illness but also for mobile staff who waste time travelling when they could be �ering
support and treatment.
“Travel and infrastructure means that travel times for staff mean that less time is spent with patients”
(Sha���
y Adult CMHT)
In support of this were comments that men���poor transport links to services, again especially from rural loca���
“Transportation is an issue for those living in the smaller villages - sometimes need to get 2 or 3 buses”
(Ferndown & West Moors Community Mental Health Team (CMHT))
“Transport is minimal in rural areas”
(Bridport public event)
One further theme that emerged was an issue with access to services for those who live on county borders. This results in a
further inconsistency and a lack of joined up working between services.
“Boundary issues Salisbury, Yeovil. Inconsistency not joined up services, clarity on who delivers care when on borders”
(Sha�esbury Public Event)
Ideas for improvement
Ideas for improvement followed similar themes to those highlighted within the ‘what works less well’ ����
One theme that
was men����as the need to be able to access services and support groups locally���������
rural areas.
“Equal access to services across county”
(Poole public event)
“Make the ‘social groups’ more localised”
(Carer, work in mental health services, work in one of the services being reviewed, online survey response)
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One respondent based in West Dorset ������
focused on the point that ‘ mental illness in rural areas presents itself to medical
practitioners at a more advanced stage of illness than it presents in urban areas’. Despite this, services are more readily available
and based in urban loca���
Transport links was also men���
as being in need of improvement. A ����
to this problem could be to create more
hubs, which travel around the county��
ering services and support.

mobile

“Increase transport for rural areas”
(Ferndown & West Moors Community Mental Health Team (CMHT))
“Mobile hub - similar to mobile dentist units”
(Bridport public event)
“A mobile Recovery clinic or just better access to clinics across the county”
(Wareham public event)
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4.2.3

Communication

There were a total of 398 comments rela��
to communica��and community treatment, the fourth highest number of
comments amongst the main themes. Only 24 of these comments related to what works well, highligh����
t there are gaps in
this area that are in great need of improvement.
What works well
A number of the comments re����
what works well were ���
e experiences where there was good communica�� between
the various services and departments involved in care. In �����
, Community Mental Health Teams’ (CMHT) communica��
with other departments was men����
y respondents.
“The Community Mental Health team communicate very well with specialist psychology services”
(Mental health service user, carer, work in mental health services, work in one of the services being reviewed, online
survey response)
There were also general comments re����
good communica���
availability and regular contact between services and the
service user���������
eference to Community Psychiatric Nurses.
“Regular contact with named Community Psychiatric Nurse (CPN) both for patient and carer”
(Carer, DT6, online survey response)
What works less well
Despite the ���
e comments above, the fact that there were nearly seven ���
the number of comments highligh��
issues
with what works less well (167) in terms of communica��
highlights the need for this area to be addressed. There were a number
of comments that highlighted a lack of communication between services and departments. Issues within this surrounded a lack
of joint working, including the link between physical and mental health, and a lack of sharing of information and records, and
that notes were not readily available electronically.
“Lack of partnership working”
(Online survey response)
“What works less well is the way patient files and records are maintained and shared”
(Mental health service user, work in mental health services, BH1, online survey response)
“Social services don’t have access to RIO”
(Poole public event)
There were a number of comments rela��
����
ally to a gap between CMHT and other services, including hospital sta�,
primary care and crisis t����������
t the Wimborne public event.
“Links/communication from crisis team back to Community Mental Health Team (CMHT) poor”
(Wimborne public event)
In contrast to the comments within the ‘what works w���������
e are gaps in the line of communica��between services
and those with a serious mental illness, as well as with their family and carers.
“Confidentiality rules prevent any engagement”
(Carer, DT6, online survey response)
“Hard to get in touch with services - example of carer who left several messages and haven’t heard back”
(Dorchester public event)
Issues with communica���
egarding care and support were also due to a lack of continuity of staff.
“The crisis team staff changes means that relationships with the team are difficult to form but these are important”
(Purbeck Community Mental Health Team (CMHT))
People with a serious mental illness, as well as their carers, made a number of comments re����
that due to the ‘complex
system’ of mental health services, they received little information and therefore had a lack of awareness of a number of the
services available to them, and which service is responsible a���
erent stages of treatment and care.
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“People don’t always know what services and support is available”
(Mental health service user, inpa��t unit
Furthermore, it was also commented by a number of carers that there is a lack of information available to them in terms of what
support or training they can receive.
“Difficult to find out about and get onto carers courses - information is not comprehensive”
(Sha�esbury Public Event)
Other communica��
issues raised included sharing of information across boundaries, as well as a poor transition from CAMHS
to adult services.
“Cross boundary co-operation poor”
(Wimborne Public Event)
“Children and Adults Mental Health Services (CAMHS) transition is poor – not currently preparing service users for adult
services”
(Poole Community Mental Health Team (CMHT))
Ideas for improvement
A number of ideas for improvement were made by respondents, with a number of these in collabora��
with the areas iden���
within the ‘what works less w������
One of the main themes to be iden���
is that communica�� between service providers and people with a serious mental
illness needs improving. It was also suggested that service providers should listen more to patients as well as the family and
carers of those with a serious mental illness.
“More information – helping people understand more about their condition”
(Boscombe public event)
“More conversations with service users and families about the future and services they will be using”
(Poole Community Mental Health Team (CMHT))
“Collaborative working with carers/patients/professionals ‘The triangle of care’”
(Sha�esbury public event)
“Collaboration between services and families/carers”
(Blandford public event)
One approach to improve the communica��
links between service providers and those with a serious mental illness would be
vice is assigned to individual cases to assist in the whole process.
to adopt a buddy system, where a member of sta�������
“Give EVERY patient a single point of contact who can help guide the patient through the system and co-ordinate with
other health professionals where necessary”
(Mental health service user, carer, online survey response)
A further idea for improvement surrounded an increased collaboration between services. This would also involve sharing best
practice between departments and services to ensure that the best care is provided.
“Joined up working between the Mental Health Hospitals, Medical Hospitals and Social Work teams would be good”
(BH14, online survey response)
“Improve connections between services to prevent unnecessary delays in response / treatment”
(Bridport public event)
A number of comments were made re���������
or more joined up working with CMHTs throughout the county.
“More/better co-operation between in-patient and community teams (crisis/CMHT) need to work more as a team, not a
‘them and us’ scenario”
(Work in mental health services, postcard response)
Other sugges���
for improved collabora��
between services included pa��t informa��
being kept up-to-date and available
to all, possibly through an electronic patient record system, such as RIO.
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“Better data sharing - patient history and background on RIO”
(Sta��
vent at St Anns)
“Comprehensive care plan that people have co-produced - and accessible to all teams”
(Weymouth public event)
Cross-border communication was also suggested as in need of improvement, both between counties and within Dorset.
“Better co-ordination between authorities when I moved from Hampshire to Dorset”
(Mental health service user, BH23, postcard response)
“Overcome the Bournemouth/Poole divide”
(Carer, BH11, online survey response)
A number of respondents suggested improvements in the publicity and subsequent awareness of services, including follow
up and a�er care. This would also be from a result of greater GP knowledge of services and making sugges���
of services to
pa��ts at appointments.
“Clearer guidance as to where to access support”
(Mental health service user, work in mental health services, online survey response)
“Make GPs more aware of the services on offer so that people can actually access them”
(Mental health service user, BH16, online survey response)
������
, a directory of available services, signposting of where to go and when would also be bene���
to those with a
serious mental illness and their families and carers.
“A glossary of clearly defined roles of who does what in a service”
(Wareham public event)
“Clear instructions for contacting the right agency for support in a crisis”
(Carer, BH21, online survey response)
“Better access to information to services that are available i.e. directory of services”
(Poole public event)
This could be further improved by there being one point of access.
“Dorset-wide single point of contact / access for help and advice”
(GP, BH15, online survey response)
“Single point access - no hold - no wait - no transfer - no one missed”
(Dorchester public event)
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4.2.4

Relationships and Support

A total of 543 comments were received that related to rela��V
hips and support within community treatment. This main theme
received the most comments out of all the main themes highlighted within this report. The ‘what works less well’ and ‘ideas for
improvement������
eceived the highest number of comments of all the main themes.
What works well
There were 83 comments rela��
to what has worked well in terms of rela����
s and support. One of the main themes
highlighted within this ����
was the extent to which continuity of staff who provide treatment and support is appreciated, as
this helps build trust between the person with an SMI and those who �er support. This included support workers, as well as
speaking to a GP who knows the case and can direct the person to the most appropriate service.
“Being able to form a relationship with someone whereby you can trust them to support and understand your needs”
(Mental health service user, carer, online survey response)
“Relationship with worker has huge impact on recovery, being listened to and respected”
(Poole public event)
“Having a Dr who understood what was happening to me as well as not dismissing other medical problems as “symptoms””
(Mental health service user, BH9, postcard response)
Being able to talk through issues with someone on a regular basis was also men���
by a number of respondents as being
bene����
as well as a�ending group sessions where similar experiences can be shared, helping people to realise that they are
not alone.
“The group sessions made me realise that I wasn’t alone & that the feelings I had were not unusual”
(Carer, BH23, online survey)
“Just having regular support to understand what was happening to me. Made all the difference and feeling there was
somewhere I could go when things were really bad”
(Mental health service user, BH11, postcard response)
From the majority of comments, someone who shows empathy and cares is bene���
to the wellbeing of someone with an SMI.
“Having a Community Psychiatric Nurse (CPN)/support worker/OT on a consistent, long term basis, with whom you have
good rapport & can trust & can advocate your needs. This person needs to be empathic, non-judgemental, patient &
understanding”
(Mental health service user, online survey response)
What works less well
A lack of continuity of staff was something that was men���
by a number of respondents, r����
in poor experiences of
services. This was suggested to occur due to services being understa�ed and a lack of joined up services. Sta�
also felt that due
to having a heavy case load they were unable to spend enough time with the pa��t to build a rela��������V
t.
“Seeing any professional only a few times, as the lack of continuity leaves no time to build up a relationship, and involves
repeating my history to each new person”
(Mental health service user, online survey response)
“Their case load size means that they do not get the time to spend quality time with each client”
(Christchurch Older Peoples CMHT)
“There is no continuity of care for the service user”
(Poole Community Mental Health Team (CMHT))
One other theme that was iden���
is that due to there being so many ��
erent services that deal with an individual case, there
can be a number of assessments repeated and too many people involved that can leave the person with an SMI frustrated and
not able to build rela����
s with individuals who provide support.
“The service user will be subject to multiple assessments by multiple consultants due to all the different services/
fragmented services”
(Wimborne & Purbeck Older Peoples CMHT)
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A lack of empathy and not being treated as an individual by sta��as also men�������������
y respondents.
“Doctors or other staff who do not know their patients or who express negative attitudes towards their patients or their
work”
(Work in mental health services, work in one of the services being reviewed, online survey response)
“No sympathy or understanding from some health professionals”
(Sherborne public event)
“Lack of empathy and rapport with clinician”
(Weymouth public event)
“People who have a learning disability as well as a mental health need often get “shunted” from one team to another as
they may not fit neatly into any one category/criteria for a service and therefore end up not receiving the right support”
(Bournemouth People First)
A number of comments re��W
ed frustra��
with
appropriate or desired treatment.

not being involved in decision making or a care plan regarding the most

“Patient feels like they had no say in treatment”
(Blandford public event)
“You see care plans where worker doing everything - what is the patient doing?”
(Sta��
vent at Forston)
There were also feelings of a stigma a�ached to mental illnesses, which then result in feelings of isolation and a lack of inclusion
within society.
“Still a fear of opening up and being honest socially”
(Bridport public event)
“Not enough support going back into work”
(Sha�esbury public event)
Ideas for improvement
A number of themes were developed from the ideas for improvement, with a number of these similar to the experiences shared
within both the ‘what works well’ and the ‘what works less well’ �����
The main theme within the ideas for improvement was
that there should be improved continuity of staff who treat individuals and help them through the whole process.
“Have more consistency in the staff that visit from the crisis team to homes, to enable a better relationship and trust”
(Mental health service user, carer, BH14, online survey response)
“Have a keyworker or two named workers to build relationship and trust and to maintain continuity of care”
(Mental health service user, carer, DT4, online survey response)
“Need better continuity of care and the option to have somebody available to talk to 24/7 who knows you and you can
trust”
(Bridport public event)
“Staff would like to be able to see a case through from start to finish and provide that continuity of care – build good
relationship and understanding of individual needs etc”
(Poole Community Mental Health Team (CMHT))
should also treat people as an individual
It was also suggested that sta�
need to listen to patients and be more sympathetic. Sta�
and shape the support and treatment around what the pa��t wants and needs.
“Listen to patients like we are people, not conditions”
(Mental health service user, online survey response)
“Training GPs to be more sympathetic / empathetic. Sometimes, all you need is some extra time and some empathy: not
just a quick prescription and here’s the website address to refer yourself to get some counselling”
(Mental health service user, online survey response)
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“Actually listen to peoples concerns re their mental health and provide a service that is actually available and responds
to these needs”
(Mental health service user, carer, work in mental health services, online survey response)
“Holistic - treat patients as people/individuals/and involving carers etc”
(Boscombe public event)
“By treating every patient individually and not trying to put them in little boxes”
(Mental health service user, online survey response)
“By having less of a “one size fits all” care plan, some people need different treatments”
(Carer, DT2, postcard response)
This should also include an increased involvement in care planning.
“Comprehensive care plan that people have co-produced - and accessible to all teams”
(Weymouth public event)
“Listen to what the patient wants not what you feel you want to provide”
(Mental health service user, BH7, online survey response)
“Proper care planning. Patient should be part of that process and made to feel included”
(Dorchester public event)
Further sugges���for improvements to the rela����
s and support �ered included increased support for those
most vulnerable, including involving supported housing, that sta�
should spend more time with the patient and increase
communication, and that people with an SMI should receive help with budgeting and their finances.
“Supported housing need consistent involvement with care planning meetings”
(Bournemouth Churches Housing Associa��
“Give staff more time to be caring (take admin away)”
(Blandford public event)
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4.2.5

Training and Education

There were 140 comments rela��
to training and educa���
Of these, half were sugges���
for improvement and a further 50
were examples of what has worked less well. Only 20 comments described experiences of training and educa��
What works well
Of the 20 comments detailing what has worked well, the majority related to how bene���
it had been to have gone on training
courses at the Recovery Education Centre. Comments related to courses �ering advice on how to cope with a mental illness,
from both the per���
e of the person with an SMI as well as their family and carer. There were also two comments that
men�����
‘living with bi-polar’ course.
“Excellent courses offered free of charge by the NHS Recovery Centre based in Bournemouth… courses my immediate
family were able to attend (some with, some without me) to help them understand what was happening to me, and to
be in a position to help”
(Mental health service user, carer, work in mental health services, DT6, postcard response)
“Recovery Education Centre courses have been brilliant and certainly improved self-help, awareness etc”
(Mental health service user, BH16, online survey)
What works less well
In contrast to the above, a number of the comments within the what works less well ����
implied that NHS staff require
training to raise their awareness and understanding of mental illnesses. ������
, there is a lack of staff who have the skills
and knowledge to deliver training to people with an SMI and their carers.
“Support staff need better training and understanding of people with mental health problems”
(Sherborne public event)
“Much more training and education of staff, especially in acute A&E or emergency call out/crisis support needs to be
inputted to ensure good and appropriate treatment of patients”
(Mental health service user, carer, work in mental health services, postcard response)
“Not enough DBT trained staff (in small teams, team manager is the only DBT trained person”
(Wareham public event)
Other comments suggested that there was a lack of training and education �ered to those with an SMI and their families,
including a lack of art groups, and that training tha����
er����
ered at inconvenient times and locations.
“Lack of education for people to help them manage own conditions and health”
(Bridport public event)
“Any arts provision should be properly funded with a long term plan so participants are not left feeling ‘abandoned’ after
a short course”
(Work in mental health services, online survey response)
“Sometimes the venues were too far away and when you have children you can only attend courses in school time
including the time to travel to the venues”
(Mental health service user, online survey response)
Ideas for improvement
A wide range of ideas for improvement were �ered by respondents. These centred on three main themes: the type of courses
available to those with an SMI and their family and carer; increased training of staff; and education of the general population
surrounding mental health.
The range of courses available to those with an SMI included pr��
al training such as coping strategies and self-management,
financial management training, as well as alternative therapies such as medita���
yoga, physical ����
and more craft based
activities.
“More skills based learning and coping mechanisms/strategies”
(Sha�esbury public event)
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“Music classes. Yoga/meditation”
(Mental health service user, inpa��t unit)
“Specialist activities such as dress making, landscape painting and poetry”
(Work in mental health services, inpa��t unit)
A number of comments were made with regards to training of NHS sta�,with �����
references to GPs and acute hospital staff
to improve their awareness and knowledge of mental health and the services they can refer people to.
“In GP’s refresher courses place at least as much emphasis on Mental Health as other medical topics. Make sure GP’s and
others are aware of (and make use of) on-line Cognitive Analytic Therapy (CBT) and similar courses where appropriate”
(Mental health service user, carer, work in mental health services, DT6, postcard response)
“Better training and education of NHS staff in acute and crisis care situations but also in GP practices. (I work for Rethink
Mental Health Illness and it is very surprising the number of staff who don’t know who we are that work in front line
services)”
(Mental health service user, carer, work in mental health services, postcard response)
“MH training and knowledge in acute hospitals needs to be improved”
(Blandford public event)
Finally, there were sugges���
that there needs to be increased education of the general public surrounding mental illnesses,
which would reduce the s���a�ached to it and also would assist in an awareness of symptoms and subsequent diagnosis and
treatment.
“Better education in schools to reduce stigma and educate people”
(Wareham public event)
“More education in work place/school and community”
(Poole public event)
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4.2.6

Family and Carers Support

A total of 129 comments were made regarding the support family and carers receive as part of community treatment. The
majority of these were with regards to what works less well and sugges���
or improvement.
What works well
There were only 13 comments that re��W
ed what works well for carers and families. While these re��W
ed the general support
received, two commen�������
ally men�� Rethink support and its value.
“The Rethink carers’ support is excellent but seems under resourced”
(Carer, DT6, postcard response)
What works less well
A lack of support for carers and families of those with a serious mental illness was highlighted as an issue, with 64 comments
re����
this. It appears to be a serious gap in the system, especially when the carer and the person with a serious mental illness
first enter the system as it can be a daun���
xperience. The lack of support for carers appears to be a county wide issue.
“Support for carers - frightening experience, particularly the first time you access services”
(Dorchester public event)
In �����
there was a feeling of a lack of information regarding the type of support (if there is in fact any) available to carers,
including carers not receiving a carers assessment, and not knowing what respite care is available.
“Little or no access to respite for carers”
(Poole public event)
“Patients/carers felt that they were left to find information and support themselves”
(Dorchester public event)
“Carer is unsupported. No carer assessment”
(Wimborne public event)
Carers also feel that there is a lack of communication with them from service providers about how they can help the person they
care for, a �����
concern when the person they care for is vulnerable. A number of comments were made at the Wimborne
public event raising this concern.
“Carers need to be kept informed. You fear for their safety and the danger they could get in”
(Wimborne public event)
Carers also appear frustrated that they are not able to be involved as much due to patient confidentiality issues. This has an
impact on the ability to care for someone with a serious mental illness and also recognise when they may need help.
“Data protection rules mean consultants won’t give carers information. When you care for them you need to know what
you need to be concerned about/ what they might do and what treatment they are on”
(Wimborne public event)
Carers also felt that they are not listened to and excluded from conversations, at a ��when their knowledge of the patient
would assist the healthcare provider when assessing someone with a serious mental illness.
“Community Mental Health Team (CMHT) and the Crisis Teams do not take onto their account the knowledge and insight
of the carers”
(Carer, work in mental health services, DT6, online survey response)
Ideas for improvement
A wide range of improvements were suggested with reference to the role of the carer. One of the main themes to emerge was
that there should be greater communication with carers, they should be listened to more, and should have greater involvement
in the development of a care plan.
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“Carers need to be included and considered more fully”
(Blandford public event)
“Carers must be listened too and given the authority to make decisions on behalf of the patient if the need arises”
(Poole public event)
This is closely related to other comments that suggest that there should be greater recognition of the role that carers and families
have in the support and care of those will a serious mental illness.
“More recognition of carer roles and their vulnerabilities”
(Carer, postcard response)
A number of ��
erent types of services were suggested as in need of improvement to assist the carer in their role. These ranged
from counselling and therapy sessions, carer assessments, respite care, training and education of the e�ects of ��
erent illnesses
and how to respond, as well as support with legal matters surrounding the person they care for.
“The opportunity to be given advice/information/help - even counselling - should be offered to carers. It’s hard enough
dealing with the shock of a family member being sectioned, without having to chase down members of staff to ask
questions”
(Mental health service user, carer, BH20, online survey response)
“Educating parents/carers about effects of illness so they understand how/why and how they can support patient as well
as themselves”
(Dorchester public event)
Carers also commented on the need for a contingency plan to be in place for when they are not there or if something was to
happen to them, with concerns over who w������
er the support to the person they care for.
“Planning what to do if I am ill or have to go into hospital or away for some time is not clearly supported”
(Mental health service user, carer, BH9, online survey response)
“We are elderly carers and are concerned what will happen to our son when we die as he lives at home. He can only do
basics for himself but would not be able to run this home without help”
(Carer, BH6, online survey response)
It was also suggested that there should be a carer specialist placed within the various services, who can �er assistance and help
guide the carer through the system, as they may not be aware of the processes involved themselves.
“Carer specialist to be in crisis team to ensure carer supported - early help to help to understand”
(Blandford public event)
Carers should also receive a consistent point of contact, someone who knows the case history and can be contacted when the
carer requires help.
“A consistent point of contact for carers – someone who knows the history, the triggers and the situation and can help”
(Wareham public event)
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4.2.7

Non NHS Support

There were a total of 167 non NHS support comments. Just more than half of these were ideas for improvement, while there were
similar numbers of ‘what works well’ (36) and ‘what works less well’ (44) comments.
What works well
Peer support groups was one of the main themes to develop from within the 36 ‘what works well’ comments. This included
support groups, group outings, and sharing of experiences.
“Peer specialist bring a really good perspective to the wards (they visit and connect to people)”
(Bridport public event)
“The variety of support groups for service users and families”
(Work in mental health services, postcard response)
In ���
on to this, the Harmony drop-in centre in Bridport also received a number of ���
e comments in terms of the support
���
ers to people who may feel as though ‘they have no place they can go’.
“Wonderful “Harmony” drop-in in Bridport”
(Mental health service user, DT7, postcard response)
The support �ered by charities is also welcomed, with comments describing ���
e examples of work with organisa���
such
as the Hope Centre in Sha�esbury, Dorset Mind, and the Dorset Mental Health Forum.
“Voluntary and charity-based organisations (Hope Centre - Shafts) are a credit to those who run them and they provide
invaluable support to families affected by mental illness”
(Postcard response)
What works less well
There appears to be a general feeling of a lack of funding. This is re��W
ed in non NHS support groups and organisations in
general, as well as social workers ����
ally, who are �W
en over-stretched and unable to cope with demand due to council
restructures.
“I would single out the ‘Harmony’ Wellbeing Centre in Downes Street, Bridport as a good example. However, they, like
others, have to fight tooth and nail for funding, and are often competing against each other”
(Mental health service user, carer, work in mental health services, DT6, postcard response)
“Social work resources are scarce. Two work in the team but one is employed by Bournemouth and one by Dorset, the
availability of resources from each dept. varies greatly meaning patients do not have the same access to services”
(Southbourne/Christchurch CMHT)
A lack of understanding in the police with regards to mental illnesses and also a lack of knowledge of mental health services was
also men�������
orking for those with an SMI and their families.
“Police officer, no understanding of mental illness. First impression, blame on person in crisis”
(Dorchester public event)
Ideas for improvement
There were a number of ��
erent sugges���
in terms of how to improve non NHS support. However, a number of comments
focused on the need for there to be more and improved support groups, including peer support and befriending services.
“A support group - For instance, when you try to give up smoking you can join a group, if there was a network group for
people suffering from similar mental health issues who could help each other via phone contact, social meetings etc, that
would be great”
(Mental health service user, online survey response)
“There needs to be more opportunities offered for peer support outside of the normal charities and large organisations”
(Poole public event)
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“Befriending service - offering activity and support. Peer specialist views very important. more information - helping
people understand more about their condition”
(Mental health service user, postcard response)
Other comments also re��W
ed the desire for there to be improved joint working between existing services, and that voluntary
and 3rd sector organisations should be integrated more, r���
g in less compe����
or the limited funding available.
“Much closer liaison with, help for, voluntary groups in the mental health field, with NHS help in gaining ‘bulk’ funding for
several voluntary groups at the same time instead of each group expending vast amounts of time raising large amounts
from the potential donors and completing against each other”
(Mental health service user, carer, work in mental health services, DT6, postcard response)
“Effective partnerships with voluntary/3rd sector to provide a frontend portal”
(Sturminster Newton public event)
One other improvement to non NHS support was the sugges��
that there should be more services based on the model of
���������
y the Harmony drop-in centre in Bridport.
“We need more places like Harmony drop in at Bridport it has helped me so much”
(Mental health service user, work in mental health services, DT7, postcard response)
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4.3

Crisis Management

985 comments were made rela��
to crisis management. Of these, the majority were for what has worked less well (558), while
just more than one-quarter of the comments were ideas for improving crisis management services. Comments covered a wide
range of themes, with seven main themes iden���
within this ����prevention; response of NHS services; non-inpatient care;
inpatient care; discharge; family and carers support; and non NHS support.
Figure 4: Crisis management comments

Crisis management
558

274
153

What works well

4.3.1

What works less well Ideas for improvement

Prevention

There were 92 comments rela��
to crisis preven���
with the majority of these rela��
to what works less well (40) or ideas for
improvement (45).
What works well
There were only 7 comments rela��
to what has worked well in terms of preven��
of a crisis situa���
These were varied with
no common theme able to be iden����
However, comments men���
the early interven��
and follow up provided by the
psychosis team following a hospital discharge was bene����
where advice on avoiding a relapse was �ered. Another comment
also men�������
�elt
� by spending mor��������
tal health professional.
What works less well
One of the themes iden���
within preven��
was the
not get support until they are in a crisis situation.

lack of early intervention, where people with a serious mental illness do

“Have to get to crisis point before services intervene”
(Bridport public event)
“Early intervention - a lot of people coming when only at crisis so much more ‘work’ to be done to help them recover”
(Weymouth public event)
Early interven��
also appeared �����
to manage due to services being under-resourced and therefore unable to cope with
demand.
“The whole service is under-funded and under-resourced. We struggle to reach those in crisis let alone help prevent
people getting to that point”
(GP, BH15, online survey response)
“The communication with the CHRT is poor; they were under-resourced and rarely able to spend any time with patients
to avoid a crisis or hospital admission”
(Southbourne/Christchurch CMHT)
GP access was also an issue in terms of what works less well in crisis preven���
r����
in not being able to be prescribed
medica��
“When I had a manic period, was unable to get GP to prescribe change in meds without psychiatrists’ authorisation”
(Mental health service user, BH14, postcard response)
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Ideas for improvement
There were two main themes within how to improve preven��
of crisis situa���
People should be able to
before a situation escalates to crisis point, coupled with earlier treatment.

access services

“To have support earlier on (much) so before acute services are needed”
(Poole public event)
It was also suggested that there should be be�er education and awareness of symptoms, both in schools and the workplace.
“We need more awareness in schools, as early intervention saves lives and budgets in the long run”
(Work in mental health services, work in one of the services being reviewed, online survey response)
“Do much more work with employers about taking mental health seriously ... prevent people from needing your MH
services”
(Online survey response)
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4.3.2

Response of NHS Services

140 comments were made rela��
to the response of NHS services. The vast majority of these were things that have not worked
well (101).
What works well
The 20 comments within this ����
gave details of the rapid response of services in crisis and emergency situa���
including
the 24 hour phone line, and ‘support at right time and right people’.
“In emergency situations a good response has been experienced”
(Carer, work in mental health services, work in a service being reviewed, online survey response)
“I have had some success in getting a service such as the CRISIS team or night ‘duty’ team to recall a patient for a follow
up”
(Online survey response)
What works less well
The overwhelming majority of the 101 ‘what worked less well’ comments related to issues surrounding the crisis teams. One
main issue was a severe �����
in getting through on the phone to speak to someone within the crisis team, ������
out of
hours, overnight and at the weekend. However, it was noted that this was possibly due to the service being under-staffed and one
person having to deal with the phone calls on their own. This also resulted in delays in dealing directly with each crisis situa��.
“Huge pressure on staff who are taking calls - they are unable to answer all calls as they come in – aware that people are
waiting or trying to get through”
(Crisis team East, St Ann’s)
“The help line was bad, not staffed sufficiently, too busy, required you to call back repeatedly”
(Carer, DT6, online survey response)
“No availability within Crisis Service due to short staffing”
(Work in mental health services, work in a service being reviewed, online survey response)
“The crisis team are spread too thinly and are hard to get hold of”
(Wimborne public event)
In ���
on, comments suggested that the crisis team are limited in what support they can offer and that they do not know each
individual case��������������
act there is a lack of out of hours support and 24 hour care from other services.
“Lack of cover at the weekends. I have the number for the Crisis Team but they don’t know the case and are limited in
what they can do or advise”
(Carer, DT11, online survey response)
“There is no available mental health staff for children over weekends. I have, in the past, required urgent help and advice
as things have been dire and was informed to call the police”
(Carer, online survey response)
Due to the fact that the crisis teams are over-stretched, this emphasises the fact that there are not enough alternatives other
than hospital admittance in times of crisis.
“Crisis service is slow to respond, dangerously understaffed. I’ve ended up in St Anne’s hospital because the crisis care
wasn’t there to keep me safe at home”
(Mental health service user, postcard response)
“Not enough alternatives to hospitals”
(Poole public event)
���������������������
t respondents have received mixed information on who to contact in a crisis.
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Ideas for improvement
Following on from the various issues surrounding the crisis teams, sugges���
for improvement include increased staff numbers,
������
at night. This would mean that callers do not have to wait as long to speak to someone, and once they do they will get
a more sympathe����
onsidered response as the sta���������V
tretched to deal with all calls.
“More staff so they can manage the volumes of calls”
(Wareham public event)
“Most mental health crisis calls are at night when there are fewer people on duty”
(Mental health service user, carer, work in mental health services, online survey response)
There were also sugges���
for dedicated teams to deal with the crisis calls, with trained sta�
who are able to deal and respond
to each individual call.
“Someone experienced to answer calls 24/7”
(Carer, SP7, postcard response)
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4.3.3

Non-Inpatient Care

A total of 193 comments were made with reference to non-inpa��t care and crisis management. Of these, 93 were examples of
what has worked less well, with a further 74 sugges���
for improvement. Only 26 of the comments were examples of what has
worked well in terms of non-inpa��t care in crisis management.
What works well
The Crisis Team was men���
a number of ���
as having �ered support when needed, with a number of these comments
re������������
��
er to carer���������
“Crisis team very response and proactive. Helpful for support during the day”
(Postcard response)
“Crisis team were brilliant and supportive to carers”
(Rethink Weymouth Carers)
��������
Recovery House was also men����������
��������
e during a crisis situa��
“I would much rather go to the Recovery House than an inpatient ward. I believe that smaller, person centred and
recovery based centres are much more therapeutic”
(Mental health service user, work in mental health services, work in one of the services being reviewed, online survey
response)
What works less well
There were 93 comments rela��
to what works less well within non-inpa��t care. While there were comments from public
events, the online survey and postcard responses from mental health service users, there were a number of comments from sta�,
�������
om CMHTs and the Crisis Team East at St Ann’s.
There were a number of themes rela��
to the support given by the crisis team. Some of these were issues raised by both mental
health service users as well as sta�,while a number of themes were only men����
y sta�.
One of the issues men���
by mental health service users was a difficulty in getting through to the Crisis Team. However, there
was a feeling that this was possibly due to the team being understaffed, something that was men���
a number of ���by
Crisis Team East, St Ann’s sta�����
es.
“Crisis Resolution Home Treatment Teams (Crisis Team) were very understaffed and actually caused me more anxiety
once I came out of inpatient hospital care”
(Mental health service user, BH15, online survey response)
“Staff don’t feel they are able to give the service user their full support due to workload”
(Crisis team East, St Ann’s)
“Crisis team has 6 staff (trained and support) which includes one gatekeeper between 4pm-12am with a caseload of 40”
(Crisis team East, St Ann’s)
Another issue raised was that the Crisis Team are inexperienced in providing the support that a mental illness crisis requires.
“The Crisis team don’t know what to do in a crisis. The social workers assigned to the Mental Health Team have no
mental health care training or any training in Autism”
(Carer, work in mental health services, work in one of the services being reviewed, online survey response)
“Crisis team - less experienced staff”
(Boscombe public event)
However, this issue was also raised by sta�
themselves, who suggested that the service is struggling to replace staff who leave,
and that those who are there do not receive adequate training to handle various situa����
t may arise.
“Crisis Team isn’t working well as staff keep leaving and more pressure put on lower grade staff when they struggle to
recruit high grade staff”
(Ferndown & West Moors Community Mental Health Team (CMHT))
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“Receive little training that is specialist to role such as handling crisis”
(Crisis team East, St Ann’s)
One issue that service users and sta�
both men���
was the fact that the service covers too large an area and therefore
struggles to cope with the demand. There is t��������
t travelling rather than trea��
“Locally based crisis worked well but now centralised not really working”
(Boscombe public event)
“Crisis Response Home Treatment (CRHT) team operate from a long distance away”
(Mental health service user, postcard response)
“The crisis teams response to North Dorset clients is not equitable with other areas e.g. travel time eats into home
treatment time which means that people are not seen as often as required”
(Sha���
y Adult CMHT)
One other issue that was men���
in terms of the crisis team is that there are unclear boundaries with regards to what support
the service should provide.
“People’s expectations are often unrealistic – people in crisis sometimes expect a blue light service which is not what the
team provide”
(Crisis team East, St Ann’s)
“Other teams/services pass on clients that are not appropriate”
(Crisis team East, St Ann’s)
Separate issues to that of the Crisis Team included the fact that due to closure of a number of services, there are not enough
alternatives to a hospital admission within the county.
“Closing day centres was a real disaster, I got most of my friends from the day centre. After the day centre closed, I didn’t
have anywhere to go but the pub”
(Mental health service user, DT6, postcard response)
“The closure of smaller, local mental health facilities - Waterloo Lodge and Stewart Lodge. Patients only admitted to
acute wards, no ‘in-between’ care, either acute ward or community care which is not monitored enough”
(Postcard response)
that
In �����
there were issues raised concerning the poor service provided by a Recovery House, with comments sugges��
the staff are not appropriately trained to deal with crisis situa��������
o feelings of isolation and not feeling safe.
“Recovery house not somewhere I would like to go. If ill I wouldn’t be safe or able to look a�er myself at the level
required. My friend managed to a�empt suicide there. There were no trained sta�”
(Mental health service user, online survey response)
“Respite house (Gillingham) not 24 hour or 7 day service or support. Not as structured as Weymouth unit and do not
look at recovery plans”
(Sha�esbury public event)
Ideas for improvement
One of the main themes within the ideas for improvement was the desire for more recovery centres or walk-in crisis centres
throughout the county, which act as somewhere to go as an alternative to a hospital and are available out-of-hours.
“Out of hours ‘crisis’ should have a walk-in-centre”
(Mental health service user, postcard response)
“A crisis centre - place of safety during out of hours (A&E approach for mental health)”
(Mental health service user, carer, work in mental health services, work in mental health service being reviewed, BH7,
online survey response)
“Alternatives to admission such as recovery houses”
(Mental health service user, work in mental health services, online survey response)
Following on from the comments regarding what works less well, there were sugges���
on how to improve the Crisis Team,
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including increased funding to support more staff and improved resources, while spreading the service throughout the county
to reduce workload and increase ��spent with those who need help. It was also suggested that other services such as CMHTs
could be expanded to take the pressur���������
eams.
“Better support and more resourcing for staff in the Crisis Services.”
(Work in mental health services, online survey response)
“More crisis teams spread evenly across the county, preventing unnecessary travel and more consistent care”
(Bridport public event)
“Expand the Community Mental Health Team (CMHT) hours to relieve pressure on team particularly over the weekends”
(Crisis team East, St Ann’s)
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4.3.4

Inpatient Care

A total of 403 comments with reference to inpa��t care during crisis management were made by respondents to the consulta��,
the third highest number of comments among the main themes. More than half of these related to experiences that worked less
well for respondents (228), with the remaining comments evenly split between examples of what had worked well and ideas for
improvement. Please note that when respondents have commented on ‘hospitals’, it is assumed that they are making reference
to inpa��t units.
What works well
A number of the 85 ‘what works well’ comments were from people currently on the inpa��t units. Comments re��W
ed a
general appreciation of care within inpa��t units, with St Ann’s receiving a number of ���
e comments, as well as the Linden
unit and Forston Clinic. The now closed Hughes Unit was also men���
as providing good care. In �����
there was a feeling
of safety within the wards and units.
“Linden is a nicer environment”
(Blandford public event)
“The Hughes unit worked but this has been taken away”
(Mental health service user, online survey response)
“I think that a number of the initiatives that have been introduced such as safewards have had a noticeable impact on
inpatient services incidents and I have noticed this turnaround within a year”
(Work in mental health services, work in one of the services being reviewed, BH9, online survey response)
“Feeling safe, secure and private”
(Mental health service user, inpa��t unit)
There were a number of comments that described the supportive and caring nature of the highly skilled staff who work at the
various inpa��t units, who provide support no ma�er how busy they may be.
“The staff at both St Ann’s and Forston clinic are helpful”
(Work in mental health services, online survey response)
“The support I was given when I was in St Ann’s from the staff. Although they were very busy they would always make
time for me if I needed help or support”
(Mental health service user, BH21, postcard response)
The wide range of activities and therapies was men���by a number of respondents as having helped them greatly. In
�����
, the opportunity to listen to lived experiences and peer support workshops worked well.
“Enjoy crafts and OT on the ward. Really grateful for the teachers, they give 100%, using the gym has been really helpful”
(Mental health service user, inpa��t unit)
“Lived experience workers/peers to talk to and learn from. Workshops - skill and listening groups. Activities - yoga,
mindfulness, meditation. Drawing. Gardening clubs. Drama group about mental illness on the ward”
(Mental health service user, inpa��t unit)
The ability to be monitored and therefore receive the correct medication was also valued by responden�����������
“Finding right medication”
(Mental health service user, inpa��t unit)
“Medication has helped stabilise me - acceptance around needs for meds been helped by staff to do this and allowed me
time to get meds sorted”
(Mental health service user, work in mental health services, inpa��t unit)
What works less well
The main issue with inpa��t units is the lack of beds in the county, due to a number of inpa��t units being closed. This has
resulted in people being sent out of the area and being inappropriately discharged to free up space.
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“Patients have been farmed out to beds across England as we seem to have closed too many local inpatient units”
(GP, online survey response)
“Patients sent huge distances out of area to access a bed, e.g. Manchester”
(Carer, DT6, online survey response)
“There are not enough inpatient beds for very unwell people. Unfortunately, this leads to out of area placements,
considerable strain on the Crisis Service, and very unwell people being left in the community when they need an inpatient
bed urgently”
(Work in mental health services, online survey response)
“Bed pressures causing inappropriate discharge - revolving door”
(Boscombe public event)
A follow on issue with the lack of beds was a lack of privacy and a lack of female only wards.
“Having to share a dormitory - personal space is very important. Having to share a bathroom. Lack of sufficient private
areas when talking with visitors”
(Carer, online survey response)
“Lack of privacy and unsuitable environments”
(Sha�esbury public event
“Female beds - out of area placements”
(Bridport public event)
“Mixed environment atrocious for female patients”
(Carer, online survey response)
In �����
the admissions system and the waiting time is something that has not met the expecta���
of a number of
respondents.
“Patients are left waiting in receptions and waiting areas while beds are found”
(Poole Community Mental Health Team (CMHT))
“Waiting for 5 days on an acute ward of a general hospital for a bed in a mental health unit, which led to threats of being
sectioned”
(Mental health service user, carer, online survey response)
A lack of staff on wards can mean that it takes a while to be seen and �ered help, as well as r����
in activities and therapies
having to be cancelled.
“It took quite a while before I saw the doctor for the first time on the ward”
(Mental health service user, online survey response)
“Groups/activities can’t take place as there are not enough staff”
(Carer, inpa��t unit)
“Insufficient therapy staff available to provide the quality of service they would like to provide and to be able to support
service users appropriately”
(Work in mental health services, inpa��t unit)
While some respondents had commented on feeling safe within the ‘what works well’ ����
there were also a number of
comments regarding a percep�����
lack of safety on wards.
“Safeguarding is a problem. When other patients present a problem or threat to the safety & wellbeing of another there
is no real strategy in place to ensure such patients do not cross paths or that reasonable adjustments are made”
(Mental health service user, online survey response)
“Safety/safeguarding concern re other patients: no supervision of other more volatile/labile patients”
(Blandford public event)
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Ideas for improvement
As to be expected from the vast number of comments rela��
to a lack of beds within the ‘what works less well’ ����
the main
theme within the ideas for improvement was for an increase in beds so that those with an SMI do not have to be sent out of the
area to receive inpa��t treatment.
“By providing more acute beds in patient’s area rather than sending them away from their familiar surroundings”
(Mental health service user, carer, DT1, inpa��t unit)
“I want there to be more psychiatric beds in West Dorset so mental health service users don’t have to be sent to East
Dorset or out of area”
(Mental health service user, carer, work in mental health services, DT6, online survey response)
This could be achieved by re-opening the units that have recently been closed, or increasing the number of beds on the exis�g
wards. There should also be more provision for female only wards and increased privacy in general.
“It would be good if there had been a room that my family could have visited me in as they found it quite hard to talk to
me with all of the other patients in the TV room. There was no privacy”
(Mental health service user, online survey response)
“Stop discriminating between men and women. The male ward at St Ann’s has single rooms and ensuite bathrooms.
Dudsbury Ward (female) was left in the old building with insufficient bathrooms/toilets and dormitory sleeping”
(Carer, online survey response)
There were also a number of sugges���
or more staff on wards and to provide ther����������
“More staff to accommodate groups”
(Mental health service user, inpa��t unit)
“More staff to deal with the increase in mental health needs”
(Mental health service user, carer, inpa��t unit)
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4.3.5

Discharge

A total of 112 comments rela��
to discharge following a crisis were made, with the majority of these rela��
to what worked
less well and sugges���
for improvement. Only 8 comments re��W
ed ���
e experiences when discharged. This disparity in
���
e and nega�e experiences suggests that the discharge process needs an overhaul.
What works well
With only 8 pos��
e comments re����
the discharge process, the focus should be on the areas that worked less well and
sugges���
for improvement. However, good experiences suggested that there should be follow up services and a period where
pa��ts are gradually discharged to allow them to adjust.
“At XXX they send people home for a few days before they’re permanently discharged. This works very well and helps
them adjust”
(Wimborne public event)
What works less well
There were a number of themes within the 75 comments surrounding what works less well during the discharge process, with a
number of these appearing to be a result of people with a serious mental illness being discharged too early, �W
en due to there
being a shortage of beds, and r������
eadmission.
“Inappropriate early discharge - leading to readmission”
(Sherborne public event)
“Bed pressures - can result in discharging too early = readmittance”
(Sta��
vent at St Ann’s)
There were a number of comments re����
a lack of aftercare, including no recovery plan being put in place, no coordination
in people with a serious mental illness not
or continuity between services, and follow up phone calls not being made, r����
receiving the support required.
“Discharge planning - not working”
(Dorchester public event)
“Outcome was not good, no support on discharge so relapsed”
(Wimborne public event)
“Once you finish your cycle, your “package” of sessions, your help is over. They all promise that they will call you back,
they will monitor you, they will eventually refer you again in due time to other services, but this never happened”
(Mental health service user, carer, online survey response)
Ideas for improvement
There were 30 individual sugges���
for how to improve the discharge process. One of the key themes iden���
was a desire
for improvements in the transition from hospital to community, so that people with a serious mental illness are able to cope
independently.
“More transitional support. Not leaving things to be started in the community. Start them whilst inpatient and provide
outreach transitional support”
(Inpa��t unit)
Another theme was to make sure that people with a serious mental illness are not discharged too early and are only discharged
once they are ready.
“Do not discharge patients from Mental Health Hospitals before they are able to cope properly with living independently”
(BH14, online survey response)
“Ensure patients are not discharged before they are well enough to prevent relapse”
(Sherborne public event)
Furthermore, improvements in aftercare support, as well as be�er communication and information given to those with a serious
mental illness and their carers would also be bene���
to ensure there is an understanding of the support and processes that
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could help.
“Improve communication for carer/service user to ensure they understand”
(Boscombe public event)
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4.3.6

Family and Carers Support

15 comments were made rela��
to support for family members and carers, with the majority of these concerning what works
less well.
What works well
There was only one comment that related to what works well in terms of family and carers support within crisis management.
However, this also men���������
d to push wheelchairs over the stony paths within the grounds of hospitals.
What works less well
While there were only 12 comments rela��
to what works less well in terms of support for family members and carers within
crisis management, they came from a variety of sources, sugges����
t the issue of family and carer support is county wide.
Source

Number of comments

Postcard

2

Online survey

2

Bridport public event

1

Blandford public event

2

Dorchester public event

2

Weymouth public event

1

Rethink Weymouth Carers

1

Dorset Mind Panacea Group

1

Comments suggest that there is a lack of support for carers when in a crisis. This ranged from a lack of communication and
information provided to them, both in terms of who they should contact, as well as within clinics and wards once a service user
�������W
ed.
“Where carer should go in crisis”
(Weymouth public event)
“Lack of help and information for carers from XXX and family not aware they could be involved in care planning”
(Mental health service user, carer, BH20, online survey response)
“As a carer I have found out of hours services/crisis service to be extremely poor with communication and support”
(Carer, BH11, postcard response)
Carers and families also appear to feel as though they are left on their own to deal with situa���
as well as there being a lack
of recognition for the role that they undertake.
“Carers and support workers are often doing the job of the crisis service and this is not being recognised or acknowledged”
(Bridport public event)
“Often left down to the family to deal with the situation”
(Dorset Mind Panacea Group)
Ideas for improvement
The points raised in the ‘what works less well’ ����
above are supported by the two comments within the ideas for improvement
��������
elated to closer family involvement and support for carers and families.
“Family should be more closely involved when hospitalisation occurs for any reason”
(Carer, DT3, postcard response)

46

4.3.7

Non NHS Support

30 comments related to non NHS support, with half of these referring to ideas for improvement.
What works well
The six ‘what works well’ comments related to organisa���
that helped in a crisis situa���
Four of these referred to the
assistance the police gave, while the two others men�������
om charities.
“Police custody and MH input for people with complex needs and appropriate adult recognition”
(Weymouth public event)
“The two houses locally run by “Signpost” are helpful as a respite for clients”
(Blandford CMHT)
What works less well
There were 9 comments within the ‘what works less well’ ����
of non NHS support in a crisis situa���
8 of these were from a
public event, and the other one was from the Crisis Team East. While there were four comments referring to the police working
well in a crisis situa���
there were �
e comments that men���
where the police fall short in times of crisis. These ranged
from the attitude of police, lack of understanding and knowledge of police, to there being not enough police resources within
Bridport to cope when a crisis situa������
“Poor attitudes in the police”
(Blandford public event)
“Police passing calls to wrong people/places”
(Bridport public event)
�������
omments referred to poor supervision of those with a serious mental illness.
“Poorly supervised, patients are left on their own, vulnerable, with other patients and not supervised”
(Sturminster Newton public event)
Ideas for improvement
The main theme iden����������
ges���
or improvement was that services should

work in partnership.

“Other crisis lines – what other services could be used/work in partnership?”
(Boscombe public event)
There should also be investment in training so that those who are expected to respond to a crisis situa��have the knowledge
to c�����������
e should be investment in the voluntary sector to help prevent a crisis situa��
The Wareham public event made three references to the need for a sanctuary with voluntary beds, where people send themselves
when they knew they were in need of help, and it c����
er support to people when they leave hospital.

47

4.4

Other Comments

There were a total of 108 other comments that did not ��
in to the structure or any of the main themes iden���
within the
consulta���
Half of these comments were examples of what else did not work well, with 24 comments of what did work well and
30 other ideas for improvement. All comments regarding demen��������
’s wer���������������
What works well
Of the 30 comments rela��
to what has worked well, seven wrote ‘no comment’, two said that they had no experience of serious
mental illness services, and six said that nothing worked well for them.
“I had no experience of anything that particularly worked well for me, in any way shape or form”
(Carer, BH8, online survey response)
There were six comments tha���������
e experiences of dementia and/or Alzheimer’s care.
“Intermediate care service for dementia”
(Poole public event)
“Initial diagnosis of Alzheimer’s”
(Carer, online survey response)
What works less well
Of the 54 other comments rela��
to what has worked less well, nine respondents wrote ‘no comment’ and �
e wrote that
nothing did not work.
“There has been nothing that has not worked. I cannot fault the service given to me”
(Mental health service user, online survey response)
Other comments related to various issues not linked to any of the themes and were based on individual experiences of care and
support from various services.
“Overuse of the word ‘Crisis’ - sometimes it’s a need of support not a crisis”
(Poole public event)
“Still some barriers for LGBT, BME and non-British communities”
(Dorchester public event)
Ideas for improvement
There were nine respondents who wrote ‘no comment’ to this ques���
with eight respondents ����
that they were not sure
how services could be improved and that they did not know because they had not used local services for a number of years.
“Not sure how things are now, but the way I was treated 10 years ago was just right!”
(Mental health service user, online survey)
There were also seven comments rela��
to how dementia services could be improved, including collaborative working and
resources within the memory clinic.
“Services for dementia patients lack continuity and joined up care with too many disparate professionals involved and no
key worker system discernible”
(Mental health service user, carer, work in mental health services, online survey response)
“Increased resources within the memory clinic”
(Kings Park older peoples CMHT)
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5

CONCLUSION

Respondents covered a wide range of topics and themes, and provided various examples of what has worked well for them,
experiences that have not worked, as well as a number of ideas for improvements required within the mental health services. It
should be noted that the themes iden���
are not exclusive, and that all comments should be considered when reviewing mental
health service provision within the county.
Throughout the themes and comments, there appears to be a general theme that while someone may have had a ���
e
experience of a service, this is not universal and other respondents have shared experiences that contradict these. Therefore,
any changes to services should re���
the desire of people with an SMI to be treated as individuals and that services should be
�xible to cope with each case individually.
Despite this, there are a number of topics raised throughout that share common characteris���
Poor experiences with services
and how they are delivered appear to result from demand outweighing supply, with services �W
en under-sta�ed, under-resourced
and therefore unable to provide the required level of care and support to those who are in need. Increased sta�
levels, with fully
trained sta�,within inpa��t units, Crisis Teams and CMHTs, coupled with improved out-of-hours access to services would mean
that care and support would be more likely to result in improved outcomes for those with an SMI and their families and carers.
Increased sta�
numbers should also address the issue of con����
of care, with service users able to build rela����
s and trust
with sta�.
An important issue raised was the availability of beds within inpa��t units. Providing more beds within exis��
inpa��t units
or re-opening ones that have closed would also mean that service users are more likely to receive the care and treatment they
need when they need it.
A service review should also address the need for more joint working between services, including sharing of informa��
so
that pa��ts do not have to repeat themselves and those providing care have a be�er understanding of each individual case.
Communica��
should also be improved between service providers and those with an SMI and their families and carers, with
more involvement in care planning.
There should also be e�orts to raise awareness of mental health with the general public, GPs, the police, employers and within
schools. This would remove the s���a�ached to mental illnesses and would also result in those with an SMI being treated
appropriately.
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Introduction

NHS Dorset Clinical Commissioning Group (NHS Dorset CCG) and partners have reviewed services for
people living in Dorset who experience serious mental illness (SMI). The review is known as the Mental
Health Acute Care Pathway Review. Dorset CC����������
eview because people who use mental
health services and people who work in services were telling the CCG that the exis����
vices were
not mee������
s needs. There were also concerns that demand on services had risen which made
services less able to respond when people were experiencing a mental health crisis. As a result of
the review, NHS Dorset CCG coproduced proposals with Dorset HealthCare, people who use mental
health services, carers and a range of other external partners including the three loc����������
Ambulance Service and Dorset Police to improve the way mental health care is delivered. –
There are several na�����������
��
es tha��������
tal health and mental health crisis.
The NHS Five Year Forward View and Implemen������
e Year Forward View lays out key challenges
and mandatory targets which support the development of a new Mental Health Acute Care Pathway
in Dorset. The Crisis Care Concordat aims to improve support for people experiencing a mental health
crisis.
For the purposes of the review, the focus was on services working with people who experience
serious mental illness (SMI) such as bi-polar disorder and schizophrenia, severe depression and some
personality disorders. Across Dorset there are over 7,000 people on the GP register who have a SMI.
Generally SMI is more common in the urban areas of Dorset with around 66% of people on the Serious
Mental Illness register are from Bournemouth, Poole, Christchurch, East Dorset or Purbeck. The
popula���
overed by this project is anyone living in Dorset and especially seeks to include views from
people who use mental health services, carers for people who experience SMI, people who work in
mental health services and people a���
ted with mental health organisa����
The vision is to provide services across Dorset that will help people who experience SMI to avoid crisis
where possible, manage their own crises with support by providing safe places to go where they can
get the right treatment and support when it is needed.

1.1 Mental Health Acute Care Pathway Review Proposals
The review include various op�����
t were coproduced by the CCG and its partners for how mental
health services in Dorset can be improved in order to help people avoid or manage their own crises
with the op�����
fe places to go when they feel things are going wrong. The proposed changes to
services are:
•

������������������
ent 24/7 crisis line with extra sta�����������
s
from 6pm to 2am when there is a greater demand. The �����
will �er �����
support
to individuals via phone, email and Skype.
Changes to inpa��t beds – to meet demand and re������
evalence of SMI in Dorset, an
��������������
ovided (12 at St Ann’s Hospital in Poole and 4 at the Forston Clinic
near Dorchest�������������������P
eymouth will be closed and the 15 beds will
be moved from the Linden Unit to the east of Dorset to meet the demand.

•

Create two Retreats that will be places where people can go to get the right treatment and
support when it is needed. These will be based in an NHS se������������W
ed by
a mix of clinic��������
ta�����������
ed experience. One of the Retreats will
be located in Bournemouth and another in the west of the county, either in Dorchester or
Weymouth.

•

Introduce Community Front Rooms that will be based in familiar community se�������
cafes or libraries, these would improve access to services in rural areas where there is poor
transport. Sta�ed by mental health professionals and peer support workers, these will aim to
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help people to avoid going in to crisis or to manage their crisis with support when needed.
•

Provide Recovery beds in both the east and west of the county – Recovery beds are based in
homely se������
ovide an alterna�e to hospital admission or can help people get home
a�er they have been in hospital. The number of Recovery beds provided depends on the
preferred number of Community Front Rooms due to av��������

������
e of the public consulta���as to gather views from as many people as possible on all of
the proposed changes described abov����������
ocus on the following:

1.2

•

The loca������
etreat in the west of the county; Dorchester or Weymouth.

•

The number of Community Front Rooms and Recovery beds that will be provided; seven
Recovery beds and three Community Front Rooms or ten Recovery beds and two Community
Front Rooms.

Mental Health Acute Care Pathway Review Stages

The key deliver�������
frame planned for the Mental Health Acute Care Pathway Review can be
seen below.
DELIVERABLES

COMPLETION DATE

STAGE 1: Needs and Data Analysis

June 2015

STAGE 2: View Seeking

November 2015

STAGE 3: Model Development

Sept 2016

STAGE 4: Public Consultation

March 2017

1.3

View Seeking

������
es of the view seeking were to ensure:
Co-pr������
oach throughout to ensure best possible outcomes and suitability for
people needing services;
Equal rec�������
alue to service users, carer/supporter, sta������
al views and
experiences;
Wide ranging pr�������
���������
w seeking phase through targeted and
segmented communica���
A variety of view seeking me�������
ered to ensure that all c������
e given
�������W
o share their views: online survey, comple�����V
����
e, a�ending a dropin event;
To ensure people living with SMI and their carers feel safe and supported to engag����
er
views;
Monitoring and evalua�����
ther the engagement achieves its purposes, is representa�e
of the local popula�����
or iden����
�������
ork required;
Compliance with legisla���������
agement and consulta���������
erview and
���
����W
ees

1.4

Core Statutory Duties

All engagement and communica����
oughout this review has ensured that Dorset CCG’s and
the Loc���������
al requirements to consult about any proposed changes to health care are
follow��������������
ocus on:
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•

���������
aging pa��ts and the public;

•

���������
��������
ervie������
����W
ee.

Compliance is required with The Health and Social Care Act 2012 (‘the Act’) and amends to the Local
Government and Public Involvement in Health Act 2007 (’the 2007 Act’). Fr�������������
Na��������
vice (NHS) Act 2006, NHS Dorset CCG will ensure this review consults on:
•

The planning of the provision of those services;

•

The development and considera�����
oposals for changes in the way those services are
provided;

•

Decisions to be made by the body a��������
a��������
vices.

To ensure c�������������������������
eview will report on:
•

The consulta���
arried out (or proposed to be carried out) before making any commissioning
decisions;

•

The in�����
t results of the consulta���
ve on commissioning decisions.

�������������������������
set CCG will keep the local authority Overview
�����
����W
ees well informed and allow opportunity to review and feedback on the review
proposals.

1.5

Equality Act

The Equality Act 2010 requires public bodies to consider how the decisions they make, and the
services they deliver, a�ect people who share protected characteris�����
o publish informa��
evidencing how this has been done. An ‘Equality Impact Assessment’ and ‘Privacy Impact Assessment’
have both been completed. The Equality Impact Assessment is on line and available to be viewed by
the public and this has been updated at each stage of the project to date.

1.6

Timescale

st
The public consulta���
ook place from the 1st February 2017 for two months un���
March 2017.
The consulta����
orporated 16 public consulta���
vents across Dorset a�ended by over 500
people and people were invited to complete a ques����
e either online or b�����������
copy of the consulta������
����W
o the BU Market Research Group.

1.7

Next Steps

This report will inform the Outline Business Case (OBC), which will be presented to NHS Dorset CCG’s
Governing Body in September 2017 to assist them in the decision making process. The informa����
the report will be fully and thoroughly deliberated by the Governing Body befor�����������
will be made, which will then be widely publicised.
Copies of this report will be available on www.dorsetsvision.nhs.uk and in hard copy if requested.
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2

Summary findings

There were a total of 1,156 responses to the Mental Health Acute Care Pathway Review Consulta��
Ques����
e. There were 623 postal responses and 533 responses to the online survey. There were
43 easy read surveys returned, and 9 organisa����
ovided formal responses.

2.1

Consultation respondents

Responses were received from Mental Health Acute Care Pathway service users (23%), carers for
people who experience serious mental illness (14%), people who work in a mental health service
(14%) and people who are a���
ted to a mental health organisa�������
t less than two-���
of respondents did not consider themselves to be responding to the consulta�����
y of these
c��������������
en preferred not to say in which capacity that they were responding
(10%).
Postcodes provided by respondents were allocated to one of 14 districts; the districts with the highest
number of respondents were North Dorset (29%), West Dorset (18%), Bournemouth (13%), Poole
(11%) and Weymouth and Portland (10%).
More than two-thirds of respondents were female (68%), while more than a quarter were male (28%).
Just less than a quarter of respondents were aged 55 t�����������
ere aged between 65 and
����������������
ere aged 45 to 54 (21%). 14% of respondents were aged between 35
and 44.
One third of respondents indicated that they have a long-standing illness or disability that a�ects their
������������
ork that they do (33%).
The majority of respondents indicated that they are of Whit�����
thnic origin (90%), and 6% of
respondents preferred not to say their ethnic background.
The majority of respondents indicated that they are heterosexual (82%), while 13% of respondents
preferred not to say their sexuality.
6% of respondents considered themselves to be a veteran.
1% of respondents indicated that they were currently pregnant or providing maternity/paternity care
for a new-born baby.
One-�����
espondents indicated that they have a dependent child/ children (20%).

2.2

Additional inpatient beds

More than half of respondents supported the proposal to add inpa��t beds in order to meet demand
‘a great deal’ (54%), and a further 16% supported it ‘to some extent’; however one quarter did not
support the proposal f���������
��t beds at all (24%).
Reasons given by those who support the proposal to add beds related to shortage of services and
demand exceeds availability (148 comments), beds provide a safe place for vulnerable mental health
pa��ts (69 comments), reduced transfers (59 comments), services shortage causes distress (30
comments) and increasing prevalence of mental health issues (18 comments). However, those who
supported the proposal also raised concerns that related to closures (76 comments) and locality (63
comments). Other comments related to general reserva�����������
���������
oposal
(39 comments), other generic comments (25 comments) and disagreement with inpa��t treatment (4
comments).
Reasons given by those who did not support the proposal to add beds or did not respond to the
ques���
elated to locality (228 comments) and closures (59 comments). Other comments related
to the revie����������
t (7 comments), reserva�����
ges�����������
����
comments) the proposal not being community based and only bene��������
omments), other
comments about the proposal (5 comments) and those who disagree with inpa��t treatment in
general (4 comments).
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More than three-�����
espondents supported the proposal to move beds to areas of high demand,
either ‘a great deal’ (36%) or ‘to some extent’ (27%); however one quarter of respondents did not
support this proposal at all (26%).
Reasons given by those who support the proposal to move beds to areas of high demand related to the
proposal is a good idea (70 comments), beds are needed in high demand areas (61 comments), it will
reduce transfers or avoid being transferred far away (58 comments), help is there when it is needed by
vulnerable people (11 comments) and it is cost e���
e (9 comments). However, those who supported
the proposal also raised concerns that related to locality (130 comments), closures (56 comments),
general reserva�����������
���������
oposal (29 comments).
Reasons given by those who did not support the proposal to move beds to areas of high demand
related to locality (273 comments), closures (87 comments), general reserva���������
ques���
about the proposal (7 comments) and other generic comments (4 comments).

2.3

The Retreats

More than three-quarters of respondents supported the proposed crea�����
o Retreats either ‘a
great deal’ (54%) or ‘to some extent’ (23%), while 16% were completely against the crea�����
o
Retreats.
Reasons given by those who support the proposal to create two Retreats related to people need help,
support, communica����
fety and support for the family (114 comments), the proposal is a good
idea (75 comments), they are good to have before the situa����
alates (70 comments) and they will
release the pressure on other services (33 comments). However, those who supported the proposal
also raised concerns that related to general reserva�����������
���������
oposal
(209 comments), locality (76 comments), closures (10 comments) and other generic comments (8
comments).
Reasons given by those who did not support the proposal to create two Retreats related to locality
(137 comments), general reserva�����������
���������
oposal (106 comments),
closures (4 comments) and other comments (4 comments).
When asked which of the two loca����
y would prefer the Retreat in the west of the county to be,
the majority of respondents preferred Dorchester (74%) as opposed to Weymouth (26%).
Reasons given by those who prefer Dorchester related to easier access (333 comments), it is closer to
where respondents live (36 comments), it is a be�er op�����
omments), other generic comments
(13 comments) and the NHS thinks so (4 comments). However, those who preferred Dorchester also
raised concerns that related to locality (32 comments), the need for even more Retreats (9 comments),
those who do not mind (7 comments) and Retreats should be in both loca�����
omments).
Reasons given by those who prefer Weymouth related to it is more suitable in terms of access and
popula����
e (44 comments) and mental health needs of the local popula�����
omments). Other
comments related to closure of the Linden Unit (35 comments), proximity to the sea (19 comments),
it is close to where respondents live (17 comments) and other generic comments (5 comments).
However, those who preferred Weymouth also raised concerns related to the need for Retreats in both
loca�����
omments) and the need for even more Retreats (3 comments).
Reasons given by those who did not indicate which loca����
y prefer related to locality (142
comments) and those who did not mind (29 comments). Other comments related to the Retreat
should be in neither loca�����
omments), even more Retreats were needed (14 comments), they
should be where there is greater need (11 comments), should be in both loca�����
omments) and
other generic comments (4 comments).
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2.4

Recovery beds and Community Front Rooms

Half of respondents supported the proposal to have Community Front Rooms in local areas to help
people ‘a great deal’ (50%), while one quarter of respondents (24%) supports this proposal ‘to some
extent’.
Reasons given by those who support the proposal for Community Front Rooms related to it being
good to have support within easy access and in a relaxed, safe environment (100 comments), they
are a good idea (99 comments), peer system and community based approach (72 comments), early
interven���
o avoid crisis (43 comments) and they would ease pressure on other services and carers
(18 comments). However, those who supported the proposal also raised concerns related to sta���
issues and links with CMHTs (67 comments), accessibility (29 comments), other comments, further
ques����������
or more informa�����
omments), locality (27 comments), privacy and
con��������
omments), opening hours (24 comments), they are not adequate (22 comments),
closures (7 comments) and ment�������
erers should not be in a public community environment
(5 comments).
Reasons given by those who did not support the proposal for Community Front Rooms related
to Community Front Rooms not being adequate for ment�������
erers or will not work (78
comments), privacy and con��������
omments), sta���������
omments) and opening
hours (33 comments). Other comments related to locality (23 comments), other comments, further
ques����������
or more informa�����
omments), accessibility (17 comments) and mental
�����
erers should not be put in a public community environment (8 comments).
The majority of respondents indicated that they would prefer to have seven Recovery beds and three
Community Front Rooms provided (67%) as opposed to ten Recovery beds and two Community Front
Rooms (33%).
Reasons given by those who prefer seven Recovery beds and three Community Front Rooms related
to Community Front Rooms being more accessible to more people (102 comments), early interven��
may reduce the need for beds (66 comments) and Community Front Rooms are more important
(44 comments). Other comments related to a be�er balance of resources (43 comments), it is
recommended by the NHS (40 comments), will eradicate s������
e people feel part of the
community (16 comments), ensure services are accessible to people in North Dorset (14 comments)
and ensure services are accessible to people who live in rural areas (10 comments). However, those
who preferred seven Recovery beds and three Community Front Rooms raised concerns related to
services in North Dorset (14 comments), they disagree with the placement of the Community Front
Rooms (11 comments), did not know or mind (9 comments), other comments (7 comments), a lack
of informa����
omments), more Recovery beds and Community Front Rooms are needed (4
comments) and reserva������������
ont Rooms (4 comments).
Reasons given by those who prefer ten Recovery beds and two Community Front Rooms related to
the need for more beds is more important (112 comments), Community Front Rooms are inadequate
(36 comments) and it is a be�er idea (4 comments). However, those who preferred ten Recovery beds
and two Community Front Rooms raised concerns rela���
o the need for more Community Front
Rooms and Recovery beds (9 comments), other comments (5 comments), services in North Dorset
(4 comments), disagree with placement of Community Front Rooms (3 comments) and needed more
informa����
omments).
Reasons given by those who did not indicate which op����
y prefer related to the lack of services
proposed for North Dorset (103 comments), a lack of informa�����
omments) and they did not
know or mind (22 comments). Other comments related to the need for more beds and Community
Front Rooms (14 comments), disagreement with the placement of Community Front Rooms (13
comments), Community Front Rooms are inadequate (7 comments), it is more important to have more
beds (6 comments) and other comments (6 comments).
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2.5

Overall proposal

Two-thirds of the respondents supported the proposed changes to how mental health acute care is
provided in Dorset (67%) overall; however just less than one quarter of respondents were completely
against the proposed changes (23%).
Reasons given by those who support the overall proposal related to gener�����
e comment (187
comments), it will make help and support easily accessible (52 comments), the preventa�e approach
(34 comments), there is a need for more beds (27 comments), it will release current pressure on
the system and reduce transfers (26 comments) and Community Front Rooms are a good idea (12
comments). However, those who supported the overall proposal also raised concerns related to
sta���������
omments) and the loca����
oposed (30 comments). Other comments related
to closures (28 comments), other recommenda�����
oncerns (25 commen������������
t
proposal (16 comments), more informa����
equired (13 comments), treatment and pathway (7
comments), more beds are needed (5 comments) and more funding is required (3 comments).
Reasons given by those who did not support the overall proposal related to the proposed loca���
(202 comments), other recommenda�����
oncerns (30 comments) and closures (27 comments).
Other comments related to sta���������
omments), treatment and the care pathway (19
commen��������
t proposal (16 comments), more informa����������
omments), need
more funding (6 comments) and more beds are needed (2 comments).
Further analysis iden������
eferred combina�����
���
or the Retreat loca������
number of Recovery beds and Community Front Rooms was for the Retreat to be in Dorchester
and to provide seven Recovery beds and three Community Front Rooms (53%). The least preferred
combina���as for the Retreat to be located in Weymouth and to provide ten Recovery beds and two
Community Front Rooms (10%).

2.6

Further comments

Further comments given by respondents related to the proposed loca��������������
comments), general ���
e comments (76 comments), crisis management and CMHTs (44 comments),
sta�����
omments) and funding (32 comments). Other comments related to Community Front
Rooms, Retreats and beds (29 comments), treatment (26 comments), general nega�e comments (26
comments), provision of services for other groups (23 comments), closures (22 comments), the care
pathway (18 comments), the consulta�����
omments), more informa����������
omments),
inpa��t treatment (9 comments), carers (9 comments), reserva�����
ecommenda����
comments), other comments (9 comments), unrelated comments (9 comments), need for more
e���
e communica������
a����
omments) and GP services (5 comments).

3

The Market Research Group

NHS Dorset CCG commissioned the Market Research Group to assist in the view seeking process. The
Market Research Group (MRG) is an independent market research agency based within Bournemouth
University.
We are a full service agency, with the capability to carry out bespoke data c���������X
sis for
clients in need of qualita�e, quan�W
a�e or desk-based research. We specialise in providing market
and social research intelligence services for healthcare organisa�����
al government, heritage,
tourism, arts and academic sectors and have accumulated over twenty years’ worth of experience
working within the public sect��������
.
We work in partnership with our clients and focus on adding value at every stage of the research
process, whilst pro������
xible, personalised and cost-e���
e service.
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4

Methodology

Throughout the consulta����������
ere given the opportunity to a�end public drop-in
sessions across Dorset, had access to regular updates online and in the local media as well as access to
consulta������ts at GP surgeries, Mental Health Ser���������������W
es.
The strategic outline business case view seeking report and data needs analysis were all available to
the public on the consulta���ebsit�������������������
forma��

4.1.

Survey design

The Market Research Group designed a postal and online survey in collabora��������
set
CCG and other partners. The survey was designed to gather views on aspects of the proposed service
delivery within Dorset and to allow respondents to provide reasons for their views.

4.1

Online and postal survey

The online survey web link was promoted by NHS Dorset CCG on their website, Facebook page,
T��er account and in the local media. Paper responses were distributed at the various public drop-in
sessions across Dorset and were made available at GP surgeries, Mental Health Ser���������
other NHS sites. Respondents were instructed to post completed surveys back via freepost to The
Market Research Group where they were logged, processed and scanned.

4.2

Data analysis and reporting

All raw data from the public consulta����
vey was recorded anonymously and collated into one
spreadsheet. Quan�W
a�e data analysis was performed using SPSS sta�V
�
����
are. The qualita�e
data was thema�
ally analysed independently by The Market Research Group and the most common
themes that emerged are highlighted throughout this report.

4.3

Sample size and statistical validity

There were a total of 1,156 individual responses to the consulta����V
����
e. 623 of these were
postal responses and 533 were responses to the online survey.
A sample size of 1,156 indicates that the results are representa�e of the Dorset popula���
o within
±2.88% at the 95% con�����
vel. One can therefore assert with 95% con�����
t the margin of
error contained within the results is no greater than 2.88%.

4.4

Cautionary notes

Respondents were asked to pro������
st part of their postcode only. For the purpose of further
analysis interpre�����
esponses to the consulta����V
tcodes were allocated to one of 14
dis�������������W
aken when interpre����
tricts however, due to the fact that some
postcodes cross the boundary f�������V
tricts.
217 paper survey responses were collected from the Save Our Mental Health Services campaign
group based in North Dorset. These responses have been collated with all other responses from the
open survey. However, a number of these respondents did not provide valid responses to all of the
quan�W
a�e ques������
alid responses have been included in the analysis of each ques�����
as such, when responses have been analysed by locality, the quan�W
a�e data will only highlight those
who provided valid responses. When respondents did not provide a valid response to a ques������
responses were s���
ept in the dataset, and their answers to other ques���
ere s����������
the analysis.
���������������
set responses has been included within the report, to compare
the responses from the campaign group versus responses from other North Dorset residents not
associated with the campaign group.
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The campaign group also provided a formal report in response to the consulta������������
included in the formal r�������������������
ormal responses.
For the purpose of r����
, the Save Our Mental Health Services campaign group responses are
referred to as SOMH group.
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5

Main Findings

5.1

Consultation respondents

There were a total of 1,156 individual responses to the consulta����V
����
e. 623 of these were
postal responses and 533 were responses to the online survey.

5.1.1 Capacity responding to the survey
Consulta���
espondents were asked to indicate the capacity in which they were responding to the
survey. Just less than one quarter of respondents indicated that they are Mental Health Acute Care
Pathway service users (23%), while 14% work in a mental health service and a further 14% indicated
that they are a carer for someone living in Dorset who experiences serious mental illness. 8% indicated
that they are a���
ted to a mental health organisa����V
t less than tw������
espondents
indicated that they were none of these (37%), while one in ten respondents answered ‘prefer not to
say’ (10%).

Q16. In what capacity are you responding to this survey?

14%

A carer for someone who experiences serious mental illness

23%

A MH ACP service user

14%

Someone who works in a MH Service
Someone who is affiliated to a mental health organisation

8%
37%

None of the above
Prefer not to say

10%

Base: 1,036

5.1.2 Locality
Respondents were asked to pro������
st part of their postcode to understand view����
erent
areas. 238 of the 1,156 respondents to the consulta�������
ovide their postcode. Of these, the
majority (228) were respondents who were not associated with the SOMH group.
There were a total of 48 postcode districts provided by those who responded to this ques����
these, mor���������
ere from residents who live in SP7 (21%). Other common postcodes were
DT4 (7%), DT6 (6%), BH23 (5%), SP8 (4%), DT3 (4%), DT1 (4%) and DT2 (4%).
For the purpose of further analysis when interpre�����
esponses to the consulta����V
tcodes
were allocated to one of 14 dis�������������W
aken when interpre����
tricts analysis
however, due to the fact that some postcodes cross the boundary f�������V
tricts. The most
common districts were North Dorset (29%), West Dorset (18%), Bournemouth (13%), Poole (11%) and
Weymouth and Portland (10%).
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Bournemouth
(13%)
BH1 (2%)

Christchurch
(5%)
BH23 (5%)

East Dorset
(4%)

North Dorset
(29%)

Poole
(11%)

BH21 (1%)

DT10 (2%)

BH12 (2%)

BH2 (1%)

BH22 (1%)

DT11 (3%)

BH13 (1%)

BH3 (0%)

BH31 (1%)

SP7 (21%)

BH14 (2%)

SP8 (4%)

BH15 (3%)

BH4 (1%)
BH5 (1%)

BH17 (2%)

BH6 (2%)

BH18 (1%)

BH7 (1%)
BH8 (2%)
BH9 (2%)
BH10 (2%)
BH11 (1%)
Purbeck
(4%)

BH19 (2%)

Purbeck, Poole,
East Dorset
(1%)
BH16 (1%)

BH20 (2%)

West Dorset
(18%)

Weymouth &
Portland
(10%)

DT1 (4%)

DT4 (7%)

DT2 (4%)

DT5 (3%)

Weymouth &
Portland and
West Dorset
(4%)
DT3 (4%)

DT6 (6%)
DT7 (1%)
DT8 (1%)
DT9 (3%)
TA18 (<1%)

East Devon
(<1%)
EX13 (<1%)

New Forest
(<1%)

South Somerset
(1%)

Wiltshire
(1%)

BH24 (<1%)

BA21 (<1%)

SP5 (<1%)

BH25 (<1%)

BA8 (<1%)

BA12 (<1%)

SP6 (<1%)

BA9 (<1%)

SP3 (<1%)
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5.1.3 Demographic data
More than two-thirds of the respondents were female (68%), while more than a quarter were male
(28%).
Just less than one quarter of respondents were aged betw�����������������
respondents were aged betw����������������������
ere aged 45-54 (21%). 14%
of respondents were aged between 35 and 44, while less than one in ten respondents were aged 25 to
34 (8%), 75 to 84 (6%) or under 25 (4%).
One third of respondents indicated that they have a long-standing illness or disability that a�ects their
������������
ork that they do (33%).
The majority of respondents indicated that they are of Whit�����
thnic origin (90%), 6% of
respondents selected ‘prefer not to say’ while 2% indicated that they were of another White ethnic
background.
The majority of respondents indicated that they are heterosexual (82%), while 13% of respondents
selected ‘prefer not to say’.
6% of respondents considered themselves to be a veteran.
Only 1% of respondents indicated that they were currently pregnant or providing maternity/paternity
care for a new-born baby��������
espondents indicated that they have a dependent child/
children (20%).
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Gender
Female

68%

Male

28% Transgender 0.3%

Prefer not to say

4%

Age group
Under 25

4%

45 to 54

21%

75 to 84

6%

25 to 34

8%

55 to 64

24%

85 or over

1%

35 to 44

14%

65 to 74

21%

Prefer not to say

3%

Long-standing illness/disability
Yes

33%

No

60%

Prefer not to say

8%

Ethnicity
White-British

90%

Black or Black British 0.3%
African

White-Irish

0.4% White-other

Black or Black British Caribbean

0%

Mixed Ethnic Background White and Asian
Mixed Ethnic Background White and Black Caribbean

1%
0.1%

Asian or Asian British Bangladeshi
Asian or Asian British Pakistani

0%
0%

2%

Black or Black British
- other

Mixed Ethnic Background White and Black African
Mixed Ethnic Background other
Asian or Asian British Indian
Asian or Asian British other

0.1%

0%
0%
0.1%
0.1%

0.2%

Any other Ethnic
group

1%

Prefer not to say

6%

Heterosexual

82%

Lesbian

1%

Other

1%

Bisexual

2%

Gay

1%

Prefer not to say

13%

Chinese
Sexuality

Veteran
Yes

6%

No

90%

Prefer not to say

5%

No

94%

Prefer not to say

5%

No

74%

Prefer not to say

6%

Pregnant or providing maternity/paternity
Yes

1%

Dependent children
Yes

20%
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5.2

Additional inpatient beds

5.2.1 Additional beds to meet demand
Q1. To what extent do you support the proposal to add beds?

54%

A great deal

16%

To some extent

Not very much

4%
24%

Not at all

Don't know / no opinion

2%

Base: 1,125

Respondents were asked to indicate the extent to which they support the proposal to add inpa��t
beds in order to meet demand. 1,125 respondents provided a response to this ques����
e than
half of respondents who provided a response indicated that they support the proposal f�������
beds to meet demand ‘a great deal’ (54%), however just less than one quarter indicated that they do
not support this proposal at all (24%).

Q1. To what extent do you support the proposal to add beds/ by capacity (%)

62

A carer for someone with mental illness

65

A MH ACP service user

Prefer not to say

A great deal

To some extent

24

58

Someone affiliated to a MH organisation

19

49
40
Not very much

8

17

54

Someone who works in a MH Service

None of the above

15

17
10 2
Not at all

3

15
4 12

10

12

9

14
30

46

2

1
2

Don't know / no opinion

Further comparisons were made to iden�
������
oups more likely t������������
��t
beds to meet demand. MH ACP service users were most likely to support the proposal ‘a great deal’,
closely followed by carers for someone living in Dorset who experiences SMI. More than half of the
respondents who are a���
ted to a mental health organisa����
orks in a MH service also support
the proposal ‘a great deal’. Respondents who answered ‘none of the above’ or ‘prefer not to say’ to
the ‘in what capacity are you responding to this survey?’ ques���er�����
antly more likely to not
support the idea f���������������
esponding in all other c�����
Prepared by the Market Research Group

16

Q1. To what extent do you support the proposal to add beds/ by locality (%)

79
82
82

Bournemouth
Christchurch
East Dorset

18

North Dorset

7 3

3 32
16 2
12
6
2
13 2 2
12 3 6
8
8 1
19
2
23
6
7
11 1

70
83
79

Poole

Purbeck

83

Purbeck, Poole & E. Dorset

44

Weymouth & Portland

26

34

Weymouth & Portland, W. Dorset

9

34

3
24

57

West Dorset
A great deal

13

To some extent

Not very much

Not at all

Don't know / no opinion

More than three-quarters of respondents who live in Bournemouth, Christchurch, East Dorset, Poole,
Purbeck, and Purbeck, Poole or East Dorset support the proposal to add beds to meet the demand ‘a
great deal’. However, less than three-�����P
est Dorset residents support it a great deal, just over
two-�����P
eymouth & Portland residents do, and only one-third of Weymouth & Portland or West
Dorset residents support it a great deal. Only 18% of North Dorset residents support the proposal a
great deal, with 70% of residen�����������
t all’.

Q1. To what extent do you support the proposal to add beds/ by age (%)

44

Under 25

26

25 to 34

63

35 to 44

64

3
14

20

55

55 to 64

14

42

65 to 74

18
49

75 to 84
85 or over

25

A great deal

To some extent

5

9
8

5

14

3

5

4
1

18
3

23

2

33
41

50
Not very much

2
14

5

16

59

45 to 54

25

1
17

Not at all

Don't know / no opinion

Respondents aged 25 to 64 wer�����
antly more likely to support the proposal ‘a great deal’ than
those aged older than 65, and those aged older than 65 to 84 wer�����
antly more likely to not
support the proposal at all compared to respondents aged between 25 and 54.
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Q1. To what extent do you support the proposal to add beds/ by disability (%)

65

Yes

No

16

51

A great deal

18

To some extent

Not very much

4

1

26

5

Not at all

2

14

Don't know / no opinion

Respondents who indicated they have a long-standing illness or disability that a�ects their daily
�������
ork wer�����
antly more likely to support the proposal to add beds ‘a great deal’ than
those without a long-standing illness or disability.

5.2.2 Reasons for response
Respondents were asked to give their reasons why they support or do not support the proposal to add
beds in order to meet demand. A total of 848 comments were made by respondents. For the purpose
of analysis these comments were coded into main topics, and further sub-coded where appropriate.
The graph below highlights the number of responses for each sub-topic, and split by whether they
were the reasons provided by respondents who answer�����
ely (‘a great deal’ or ‘to some
extent’), or nega�ely (‘not very much’ or ‘not at all’) or did not provide a response to the previous
ques���
egarding support to add beds to meet demand.

Q2. Please explain why you support or do not support the proposal to add beds
194

148
54

69

59
30

18
A

B

C

14

D

E

65
20

33
F

14

16

1
10

G

H

I

Support proposal

J

4
1

7

K

L

6

4
4

4
21

17

2
1

4
11

1
14

M

N

O

P

Q

R

S

Do not support/ no opinion/ no response

Codes A to E were only applcable to respondents who answered “A great deal” or “To some extent” to Q1
Codes F to S were applcable to all respondents
A
B
C
D
E
F
G
H
I
J

MH patients are vulnerable, beds provide a safe place
Shortage and demand exceeds availability, overdue
MH issues on the rise
Will reduce transfers
Shortage causes distress
Locality - prefer more beds in different area
Locality - West Dorset, Weymouth and Purbeck
Locality - North Dorset
Closures - generic comments
Closures - Linden / in the west

K
L
M
N
O
P
Q
R
S

Closures - the North
Review not sufficient - not consider older people, increasing demand
Not community based model - only benefits NHS professionals
Other disagreement - with inpatient treatment
Reservations/ suggestions/ further questions - generic comments
Reservations/ suggestions/ further questions - need even more beds
Reservations/ suggestions/ further quest - reallocating not adding beds
Other - generic comments/ don't know/ irrelevant
Other - St. Ann's
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5.2.2.1
Comments from respondents who support the proposal to add beds to
meet demand
There were a total of 531 comments made by respondents who support the proposal to add beds to
meet demand either ‘a great deal’ or ‘not at all’. Of these comments, 324 pro�������
e reason
for why they support the proposal f����������
���
e comments were coded int������
e
main topics; shortage of services and demand exceeds availability (148 comments), beds provide a
safe place for vulnerable mental health patients (69 comments), reduced transfers (59 comments),
services shortage causes distress (30 comments) and increasing prevalence of mental health issues
(18 comments).
Jus���������������
e comments provided indicated that respondents support the proposal
to add beds because there is a shortage of services and demand exceeds availability with many
sta�����������
e overdue (148 comments).
“As someone who has used the inpatient services for mental health in Dorset, I fully understand
the need for more beds.”
(MH ACP service user, 45-54, BH15)
“The current bed state is not adequate at all, so more beds would be very welcome.”
(Someone who works in a MH service, BH15)
“Any means by which to increase resource and support in Mental Health Services is long
overdue and very welcomed.”
(45-54, BH22)
A number of comments also re����
w respondents support the proposal f�������
beds because
mental health patients are vulnerable and beds provide a safe place (69 comments). This is especially
relevant in acute cases, as beds provide crucial support to people in crisis.
“Acute mental health episodes require important support.”
(55-64, DT6)
“I am the carer of someone with a severe mental health diagnosis (schizophrenia). When he
was in crisis it was very difficult to secure the much needed bed for him. I have often remarked
that it would have been easier to get him into Harvard than into Forston”
(Carer for someone who experiences serious mental illness, 35-44, DT5)
“Because of events beyond my control, my last episode, I was voluntarily detained under the
Mental Health Act. My first episode happened over 30 years ago, I was transferred to a unit,
when I became more compos mentis.”
(55-64)
Many respondents believe adding more beds in order to meet demand will reduce transfers to
hospitals in other areas (59 comments). Comments iden�
y the importance of making services
available locally, to be close to f������������
er much needed support during recovery.
“Additional beds in the local area will reduce the need for patients to be transferred to hospitals
further away.”
(Carer for someone who experiences serious mental illness, MHACP service user, 45-54, DT11)
“Being a service user it has always been extremely difficult to access the correct level of support
when and where it is needed. The proposal to move the beds to St Ann’s to create additional
beds to deal with the high demand in this area will reduce the need for patients being
transferred to other hospitals when St Ann’s is at full occupancy… For those who are transferred
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to a unit far away from home will mean that they may receive less visits from friends, family
and loved ones. Being a service user myself it is these people who have supported me through
many tough times and times of crisis and more importantly has enabled to fully recover with
the support of other healthcare professionals. The additional beds that are proposed to be
allocated will also reduce travelling time that wives, husbands, family, friends and loved ones
have to travel to see them at a time that is clearly a distressing for them too…”
(MH ACP service user, 25-34, BH15)
“Because I’m aware that people often end up going out of county due to lack of beds, which is
very bad for them and their families at times when they are most vulnerable.”
(Carer for someone who experiences serious mental illness, someone who works in a MH
service, DT3)
Respondents also supported the proposal to add beds in order to meet demand because the current
shortage can cause distress for mental health pa��ts, as well as their families, friends and carers (30
comments).
“At present there appears to be insufficient beds for seriously ill patients in Dorset so they are
sent to MH beds around the country, which adds to their distress and causes huge difficulties
for their families and friends who wish for close and regular contact.”
(Someone who is a���
ted to a MH organisa������
“As a family member of someone with a serious mental illness I have experienced the impact
first hand that the lack of beds has on patients and carers. My sister has been turned away in
times of crisis and this is incredibly distressing for her and the family. When patients in crisis
are turned away it feels as though the system ‘doesn’t care’. My sister has also been placed at
Waterston and whilst we were happy she was in a bed, it was tough driving from Christchurch
on a daily basis.”
(Carer for someone who experiences serious mental illness, 25-34, BH23)
“As an AMHP, I am acutely aware of the problems caused by the current bed shortage. These
include leaving vulnerable patients and the community at risk, wasting financial resources by
using costly out of county beds. Compounding of delayed discharges in the general hospitals
when detained patients cannot be admitted to psychiatric units and placing patients under
additional stress by potentially moving them away from supportive family.”
(Someone who works in a MH service)
Respondents who supported the proposal to add beds also felt this was necessary due to the
increasing number of people with mental health issues (18 comments).
“The amount of beds added on is important due to the increase of more people of all ages
needing to access mental health services.”
(65-74, DT6)
“As AMHP’s we have noticed the demand for beds have increased and we are having to leave
patients that have been assessed as requiring assessment and/or treatment in hospital, in the
community. We would support increased beds in the locality. This is a nationwide issue and an
extra 15 beds could potentially be swallowed up and have a negligible impact.”
(Someone who works in a MH service)
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However, some of those who r��������
ely to the proposal to add beds in order to meet
demand responded with a note of c��������
omments about this proposal (207 comments).
These comments were coded int��
e main topics, and further sub-coded where appropriate.
Comments from respondents who supported the proposal but also had some concerns mostly
related to closures (76 comments) and locality (63 comments). Other comments related to general
reservations and further questions about the proposal (39 comments), other generic comments (25
comments) and disagreement with inpatient treatment (4 comments).
Despit���������
oposal to add beds in order to meet the demand, many of these respondents
commented on their disapproval of the closures happening in other areas of the county (76
comments). Of these comments, the majority related to the closure of the Linden Unit and closures in
the west of the county (65 comments).
“You should leave a few beds at the Linden Unit so people from the Weymouth area have the
option and not have to travel too far. Makes no sense to remove all beds from Weymouth.”
(MH ACP service user, someone who is a���
ted with a MH organisa���M
T4)
“We need more beds not just in the east; we’ve lost the Hughes Unit, Stewart Lodge and
Cornwall Road. Losing Linden means even less beds in the West (4 at Forston will not make up
for this). If enough, why are people from the west going out of area, too far away also.”
(MH ACP service user, 35-44, DT6)
“I support adding but not closing Linden. Linden is local to a fair few and I know people who
use it. Weymouth needs something and you shouldn’t be closing mental health services as the
situation is getting worse.”
(Carer for someone who experiences serious mental illness, 45-54, DT4)
Other comments from respondents who support the proposal f������������
ere concerned
about closures elsewhere were related to generic comments on closures (10 comments) and closures
in the north of the county (1 comment).
“Services are still reeling from the closure of beds in St Ann’s several years ago.”
(Someone who works in a MH service, BH21)
“We have already lost beds in Bridport, Shaftesbury and Gillingham.”
(Someone who works in a MH service, SP7)
A number of respondents who support the proposal to add beds also had some reserva��������
locality proposed for the beds to be added (63 comments). More than half of these commented that
they would prefer more beds in a different area within the county (33 comments).
“It’s clear that the resources will be better used elsewhere in the county.”
(MH ACP service user, someone who is a���
ted with a MH organisa��
“Want more local services.”
(Carer for someone who experiences serious mental illness, someone who works in a MH
service, someone who is a���
ted with a MH organisa���M
T8)
“From the point of view of working in the service, I am aware that there is a shortage of beds
when admission is regained. However, I do not think they should be moved further away from
the west and north of the county.”
(Someone who works in a MH service, BA8)
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Other respondents who commented on the locality of ser���������
eas of the county that
they felt have great demand for beds and services; North Dorset (16 comments) and West Dorset,
Weymouth and Purbeck (14 comments).
“The beds are evidently needed. Sadly there are no beds anywhere near Shaftesbury – although
the need is probably there.”
(65-74, SP7)
“Not sure 4 beds at Forston will be enough and have concerns people west of the county will
end up in hospital in the east at St Ann’s, away from family and friends.”
(Someone who works in a MH service)
A number of comments were made by respondents who support������������������
reservations, suggestions and further questions about the proposal to add beds in order to meet
demand (39 comments). Many of these were generic comments (21 comments), made in rela��
to issues such as funding, adequate sta��
, travel distances and transport, the importance of early
interven�����
oncerns for services accessible t������
oups, for example children and young
people.
“It is good that we have as many beds available as possible, as long as they are adequately
staffed at the same time!”
“I believe it would be better to invest more money in early treatment so people do not become
so ill they need inpatient treatment. These proposals seem to be heading in the opposite
direction.”
(55-64, DT9)
“Of course beds are needed, but for whom? How many will be adult female dedicated beds?
How many young persons?”
(Someone who is a���
ted with a MH organisa�����
Some respondents also made sugges����
t whilst they support the proposal tha���������
will be provided they believe even more beds are needed than the ones that have been proposed (17
comments). Another respondent who support������������
xpressed concerns that the
proposal is simply reallocating beds rather than adding them (1 comment).
“I think that more than 16 new beds will be needed to meet the demand for the future.”
(Carer for someone who experiences serious mental illness, 55-64, DT3)
“Not convinced that 16 is anywhere near enough.”
(MH ACP service user, 45-54, BH8)
Some comments were also made by respondents who indicated that they support the proposal to add
beds in order to meet demand but then went on to make a generic comment or a comment which
was not directly relevant to this proposed change (25 comments). Of these comments, 14 related to
services provided by St Ann’s Hospital, �������������
oposed to be provided there.
“St Ann’s need more beds. Patients are often discharged too soon and end up getting readmitted. Patients aren’t spending long enough to fully recover, due to pressure for beds.”
(MH ACP service user, someone who works in a MH service, BH17)
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“In my experience of a previous admission as an inpatient at St Ann’s, some people were not
getting the help they need as an inpatient as there wasn’t enough beds, especially those who
were in crisis. I feel that the extra beds will be useful in enabling the hospital to take more
inpatients who need them most…”
(MH ACP service user, someone who is a���
ted with a MH organisa�����
11 comments were made by respondents who indicated that they support the proposal to add beds,
about the general proposal or were irrelevant to this proposed change.
“Well thought out proposals.”
(55-64, DT2)
Finally, few comments were made by respondents who support the proposal to add beds to meet
demand but who disagree with inpatient treatment for people with mental health issues (4
comments).
“I appreciate that beds are needed in hospital but think that being admitted is daunting and
could make things worse – I have always preferred home treatment myself.”
(MH ACP service user, 35-44, BH23)

5.2.2.2
Comments from respondents who do not support the proposal to add
beds to meet demand
There were a total of 315 comments made by respondents who responded nega�ely to the proposal
to add beds in order to meet demand, this includes respondents who answered ‘not very much’, ‘not
at all’ or ‘don’t know/ no opinion’, as well as those who did not provide a response. Comments were
coded into one of seven main themes, and further sub-coded where appropriate. Of these comments,
the majority related to locality (228 comments) and closures (59 comments). Other comments related
to the review not being sufficient (7 comments), reservations, suggestions and further questions (6
comments) the proposal not being community based and only benefits the NHS (6 comments), other
comments about the proposal (5 comments) and those who disagree with inpatient treatment in
general (4 comments).
More than two-thirds of the respondents who do not support the proposal or who had no opinion on
����������W
o be provided commented on the locality of the beds (228 comments). Of these,
194 commented on the lack of provision in North Dorset��������������
omments were
from SOMH respondents.
“We would like to have beds in the North Dorset area. There is no public transport north to
south.”
(MH ACP service user, 65-74, SP7)
“This only addressed the needs in south and west of the county and completely ignores the
north. The combined population of Gillingham and Shaftesbury is 19,000 approximately (the
same as Dorchester).”
(55-64, SP7)
“All the proposed beds are in the South East and South West – no provision for the north of the
county.”
(65-74, SP8)
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���������
espondents were concerned about the provision of services in West Dorset,
Weymouth and Portland as a result of this proposed change to add beds (20 comments).
“There will not be enough beds to meet the demands for the west of the county. If Forston is the
only adult inpatient unit in West Dorset then only 8 females can be admitted at any one time,
this is assuming these will be short admissions to hospital also. The demand for Bournemouth/
Poole is also high therefore patients in the west may not even be able to have a bed in East
Dorset at St Ann’s so the trust will have to continue spending money on out of area beds.”
(25-34, DT4)
“Four beds at Forston Clinic is not suitable to meet demand in West Dorset. Unlike Linden,
Forston Clinic is not easily accessible by bus.”
(MH ACP service user, 35-44, DT3)
Respondents also commented that they would prefer the additional beds to be in a different area of
the county (14 comments).
“I would reject the proposal and suggest a better split over the county is required, based on
population.”
(45-54, SP7)
“Adding beds is a good proposal; however, these beds need to be fairly dispersed across the
county.”
(55-64, DT10)
Many respondents who disagreed with the proposal to add beds to meet demand or did not respond
commented on the closures across other areas of the county (59 comments). In particular, the
majority of these commented on the closure of the Linden Unit and closures in the west (54
comments).
“Closing Linden leaves depleted care in Weymouth for vulnerable people. Travel for clients
and visitors, if this is shut, would be difficult especially if no transport, increasing anxiety and
prolonging recovery.”
(Carer for someone who experiences serious mental illness, 65-74, DT3)
“Service users in the west of the county will be severely disadvantaged with the loss of beds in
Weymouth. There are already not enough beds to meet the demand, and with the proposed
changes bed numbers will only increase by one.”
(Someone who works in a MH service, under 25, DT11)
“Linden unit is one of the best hospitals I have been in – I’ve been in 11 different ones in the
last 2 years. When you step into Linden it doesn’t feel like a hospital… There is far more to do
at Linden, you have lady’s lounge, a mixed lounge, therapy room where you can get different
treatments, you can bake cakes, make cards, paint. There’s a relaxing room. My life changed so
much for being in Linden. The staff are amazing and have time for you… The Linden Unit works
well; it would be stupid to close something that clearly does work…”
(MH ACP service user, 35-44, BH15)
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There were four comments which discussed closures in the North of the county and there was one
generic comment about bed closures.
“Shaftesbury has a significant demand for services, particularly for people experiencing mental
health difficulties, who have severe and ongoing problems and find it difficult to engage in
services. The loss of Waterloo Lodge was a mistake.”
(Someone who works in a MH service, 45-54, SP7)
Seven comments were made by respondents who did not support the proposal to add beds or who
did not respond, who suggested the review was not sufficient as it does not fully consider increasing
�����������
oups, such as older people.
“The ACP review is entirely from an adult CMHT/inpatient perspective; it does not mention older
persons nor prioritises its increasing demand on CMHT or bed use.”
(Carer for someone who experiences serious mental illness, MH ACP service user, someone
who works in a MH service, BH9)
There were six comments from respondents who had reservations, made suggestions or had further
questions about the proposal to add beds in order to meet the demand; these consisted of generic
comments as well as sugges����
t the proposal is realloca�����������
“You are reallocating beds. You are using semantics to give the impression there are more beds.
There is only one extra bed.”
(Carer for someone who experiences serious mental illness, someone who is a���
ted with a
MH organisa��
��������
e were six comments which suggested the proposal to add beds in order to meet
demand was not a community based model and it only benefits NHS professionals.
“The Trust appears to be moving back to the old model of large mental health hospitals and
away from the community based model.”
(Someone who works in a MH service, DT2)
There wer�����
e comments which wer��������
other; these consisted of generic comments
about mental health services across the county, comments irrelevant to the proposed change to add
beds or comments about care at St Ann’s Hospital.
“I can only say the more specialised care you offer is vital for recovery. Also, seeing the same
doctor and staff so they get to know you, and vice versa.”
(MH ACP service user, 55-64, DT11)
Finally, a few respondents disagree with inpatient treatment for people with mental health issues, in
favour of community based approaches to support recovery (4 comments).
“Inpatient treatment is usually the wrong approach as it demeans people with mental health
conditions and makes it hard for them to reintegrate into society.”
(Carer for someone who experiences serious mental illness, 25-34, BH8)
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5.2.3 Move beds to areas of high demand
Q3. To what extent do you support the proposal to move beds
to areas of high demand?

36%

A great deal

27%

To some extent

9%

Not very much

26%

Not at all

Don't know / no opinion

2%

Base: 1,122

Respondents were also asked to indicate the extent to which they support the proposal to move beds
to areas of high demand. 1,122 respondents provided a response to this ques���������
e than
one third supported the proposal ‘a great deal’ (36%) while a further quarter (27%) supported the
proposal ‘to some extent’. However, one quarter (26%) of respondents did not support the proposal at
all.

Q3. To what extent do you support the proposal to move beds/ by capacity (%)
A carer for someone with mental illness

29

A great deal

To some extent

34

40

Someone affiliated to a MH organisation

9
14

34

36
25

21

30

36

Someone who works in a MH Service

Prefer not to say

11

46

A MH ACP service user

None of the above

38

25
15

Not very much

9

31
50

Not at all

13 2
16

10
7

1

14 2
1
1

Don't know / no opinion

MH ACP service users wer�����
antly more likely to support moving beds to areas of high demand ‘a
great deal’ than carers for people who experience serious mental illness or those who did not want to
say the capacity they were responding to the surve����������
espondents who answered ‘none
of the above’ wer�����
antly more likely to not support the proposal to move beds to areas with
high demand at all compared to Mental Health Acute Care Pathway service users, respondents who
work in Mental Health services and those a���
ted with mental health organisa���
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Q3. To what extent do you support to move beds/ by locality (%)

70

Bournemouth

6 41
22
33
1
28
2 31
15
3 8
23
8
28
1
27
3
17
13 2

58

Christchurch

63

East Dorset
North Dorset

19
38
31

10

14

5

70
66

Poole

74
69
33
43

Purbeck
Purbeck, Poole, East Dorset

20
16

Weymouth & Portland
Weymouth & Portland & W. Dorset

18
11

30

West Dorset
A great deal

38

To some extent

Not very much

Not at all

Don't know / no opinion

Respondents from Bournemouth, Christchurch, East Dorset, Poole and Purbeck wer�����
antly more
likely to support the proposal to move beds to areas of high demand ‘a great deal’ than those from
North Dorset, Weymouth and Portland, Weymouth and Portland/ West Dorset and West Dorset. In
�����
espondents from West Dorset and Purbeck/ Poole/ East Dorset wer�����
antly more likely
to support the proposal ‘a great deal’ than North Dorset respondents. Respondents from North Dorset
wer�����
antly more likely to indicate they are completely against the proposal to move beds than
respondents from all other districts. Furthermore, respondents from Weymouth and Portland and
Weymouth and Portland/ West Dorset wer�����
antly more likely to not support the proposal at all
compared to Bournemouth and Poole respondents.

Q3. To what extent do you support the proposal to move beds/ by age (%)
Under 25

26

31

10

53

25 to 34

24

35 to 44

42

31

45 to 54

43

27

33

55 to 64
65 to 74

30

75 to 84

23

85 or over
A great deal

27
To some extent

31

29
18
Not very much

6
8
9

31
8

15

2

18

1

21

10

26

2

1

25

2

34

5

43
46
Not at all

9
Don't know / no opinion
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When making comparisons between age groups, respondents aged between 25 and 34 were
����
antly more likely to support the proposal to move beds to areas of high demand ‘a great deal’
than those ag�����������������W
o 84 year olds wer�����
antly more likely to indicate
they do not support the proposal at all than respondents aged 25 to 54.

Q3. To what extent do you support the proposal to move beds/ by disability (%)

44

Yes
No

A great deal

33
To some extent

30
28
Not very much

10

14

2
1

8

29

Not at all

Don't know / no opinion

Respondents with a long-standing illness or disability wer�����
antly more likely to support the
proposal to move beds to areas of high demand ‘a grea����������
antly less likely to completely
oppose the proposal than those without a long-standing illness or disability.
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5.2.4 Reasons for response
Respondents were asked to give their reasons why they support or do not support the proposal to
move beds to areas of high demand. A total of 798 comments were made by respondents. For the
purpose of analysis these comments were coded into main topics, and further sub-coded where
appropriate.
The graph below highlights the number of responses for each sub-topic, and split by whether they
were the reasons provided by respondents who answer�����
ely (‘a great deal’ or ‘to some
extent’), or nega�ely (‘not very much’ or ‘not at all’) or did not provide a response to the previous
ques���
egarding support to move beds to areas of high demand.

Q4. Please explain why you support or not support to move beds
154

90

67

70
58

61

73

29
52

5

38

A

B

C

11

9

D

E

F

G

Support proposal

19

4
4

H

I

3
J

K

13

25

L

M

2
4

4
3

N

O

Do not support/ no opinion/ no response

Codes A to E were only applcable to respondents who answered “A great deal” or “To some extent” to Q3
Codes F to 0 were applcable to all respondents
A
B
C
D
E
F
G
H

Good idea
Reachable to reduce transfers/ not far from family
Need beds in high demand areas
Help when needed for vulnerable people
Cost effective
Locality - beds in different areas / rural areas
Locality - West Dorset, Weymouth and Purbeck
Locality - North Dorset

I
J
K
L
M
N
O

Closures - generic comments
Closures - Linden/ the West
Closures - the North
Closures - disagree with proposal
Reservations/ suggestions/ further questions - generic comments
Reservations/ suggestions/ further questions - need even more beds
Other - generic/ don't know/ irrelevant

5.2.4.1
Comments from respondents who support the proposal to move beds to
areas of high demand
There were a total of 427 comments made by respondents who support the proposal to move beds
to areas of high demand. Of these comments, 209 pro�������
e reason for why they support
the proposal to move beds to areas of high demand. P���
e comments were coded int��
e main
topics; comments which believe the proposal is a good idea (70 comments), beds are needed in the
high demand areas (61 comments), reduce transfers or avoid being transferred far from family and
friends (58 comments), help is there when it is needed by vulnerable people (11 comments) and it is
cost effective (9 comments).
There were 70 comments which indicated that they believe the proposal to move beds to areas of high
demand is a good idea.
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“This seems very logical.”
(65-74, SP7)
“Makes sense to allocate this way.”
(Someone who works in a MH service, BH7)
“Meet the problem, not remain static/ historical.”
(65-74, BH8)
A number of respondents support the proposal to move beds because beds are needed in the areas of
high demand (61 comments).
“I think having beds in areas of high demand is crucial. Having to move to a different area when
in a time of crisis just adds to the stress.”
(MH ACP service user, 25-34, DT11)
“Beds should be located where there is the most demand.”
(35-44, BH8)
“It makes sense to move beds to where they are needed as people are sometimes put off by
being moved across county away from support networks.”
(Someone who works in a MH service, BH15)
A number of comments re��W
ed how moving beds to areas of high demand would make beds more
accessible and poten���
reduce transfers to other areas and should stop people being transferred
away from their family and friends ���er vit al support during recovery (58 comments).
“Sometimes being an inpatient is a safer environment when you’re very ill but staying local (near
family and friends) is also important to helping you have familiar surroundings and faces – a
must I think.”
(MH ACP service user, 45-54, BH14)
“That seems to make perfect sense in order to give help in the best place for those that need it.
Keeping them close to home where they can be supported to recover and resume their lives near
friends.”
(MH ACP service user, someone who works in a MH service, someone who is a���
ted with a
MH organisa�����
“Beds for mental health care HAVE TO be local, so the patients are close to their support
networks. When these are unable to move with the patient, be it family or friends who cannot
travel or travel regularly, or well-known staff in official institutions – it is very distressing for the
patient and causes more unnecessary problems.”
(MH ACP service user, 45-54, BH8)
Some respondents supported moving the beds to high demand areas because it meant help is
available when it is needed by vulnerable people (11 comments).
“Help available when/where it is needed.”
(Carer for someone who experiences serious mental illness, 55-64, BH20)
“Having a more central location (St Ann’s) for the additional beds means the extra agencies and
appointment system are more centralised – ease for the patient.”
(MH ACP service user, someone who works in a MH service, BH13)
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Finally, nine respondents commented on the proposal to move beds to areas of high demand being a
cost effective op���
“This is where the services are mostly needed and it saves money. Using an ambulance to
transport a patient to Weymouth costs whereas in Poole the patient will bring themselves to
access the service and if need be, they will be given a bed in the mental health unit. So this is a
winning idea.”
(Carer for someone who experiences serious mental illness, 55-64, BH14)
“Finances and staff resources – we must make the best use of the resources to serve the most
people.”
(Someone who is a���
ted with a MH organisa�����
However, there were also a number of comments made by respondents who, while they responded
���
ely to the proposal to move beds to areas of high demand, re��W
ed a note of c������
regards to doing so (218 comments). More than half of these comments related to locality (130
comments). Other comments related to closures (56 comments), reservations, suggestions and
further questions about this proposed change (29 comments) and other generic comments not
directly relevant to this proposed change (3 comments).
The majority of respondents who supported the proposal to move beds but also shared some concerns
commented about the locality of beds (130 comments). Of these comments, 73 suggested beds were
also needed in other areas than the ones proposed, and expressed concerns for the people who live in
rural areas of the county and how accessible services would be for these people.
“This makes sense but should not impact the areas with less demand. All areas should have
sufficient beds to accommodate the need.”
(Carer for someone who experiences serious mental illness, 55-64, BH23)
“Although this does make logical sense, my concern would be that it then becomes even harder
for those in more rural areas to access these beds.”
(35-44)
“Obviously there is no point in having beds where they are not needed but they are needed
countywide so should be available and accessible from anywhere in Dorset – not just in the
conurbation in the east.”
(Carer for someone who experiences serious mental illness, 65-74, DT6)
Other comments rela���
o locality comment��������
eas of the county where there is a
demand for beds also. Many comments highlighted there was s�������
or beds in West Dorset,
Weymouth and Purbeck as well (38 comments).
“Understand east of the county needs lots more beds but think west of the county is not being
fairly treated as it needs more beds than proposed.”
(MH ACP service user, 55-64, DT1)
“I am concerned that the west of the county will be under supported. Population density is low,
but the area is large and rural mental health issues are all too often underestimated and under
supported.”
(65-74, DT1)
“Again, it is an excellent idea although all the proposals are to concentrate on more beds in East
Dorset. Once again, West Dorset (with a particularly high percentage of severe mental illness in
Weymouth and I think Bridport) are left to suffer.”
(Carer for someone who experiences serious mental illness, MH ACP service user, 65-74)
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������W
o this, comments also emphasised the need for beds in North Dorset (19 comments).
“Please don’t forget that mental health issues figure strongly in the rural areas. Ensure that
facilities are available in North Dorset bearing in mind the lack of public transport.”
(55-64, SP7)
“Obviously there should be the most beds in an area of greatest population, but this does not
mean that beds will not be needed in other areas. I live in North Dorset and am concerned that
there will be nothing in our area.”
(Carer for someone who experiences serious mental illness, 55-64)
Despit���������
oposal to move beds to areas of high demand, many respondents had
concerns about closures happening elsewhere in the county as part of the proposal (56 comments).
These comments were mostly related to the closure of the Linden Unit and in the west of the county
(52 comments), while a few comments were more generic about other closures within the county (4
comments).
“I’m concerned about the closure of Linden. There will be 4 extra beds in this area. That’s not
many when lots of Weymouth patients end up being placed at St Ann’s, it needs noticing that
when people are unwell they need care near their homes not miles away. CMHTs are over
stretched in Weymouth and this decrease in beds will just increase this pressure.”
(Someone who works in a MH service, DT4)
“However, I don’t believe it is the right thing to do to close the Linden unit. I believe the quality
of care given far outweighs the extra travelling time for relatives who make the journey from
Bournemouth/Poole to Weymouth.”
(MH ACP service user, 45-54, BH11)
“This of course logical but for some reason you’re not seeing the demand in the Portland/
Weymouth/ Dorchester are. Even with the Linden Unit there is never a bed available to me when
I need it so taking away Linden will seriously screw us. The need for beds is in all areas.”
(MH ACP service user, 45-54, DT5)
Some respondents who agreed that beds should be moved to areas of high demand also had some
reservations, made suggestions or asked further questions about the proposal (29 comments). These
were split between generic comments including comments about sta��
, community hospitals, travel
and transport (25 comments) and comments about the need for even more beds than those that have
been proposed (4 comments).
“As long as staff levels reflect the increase in beds.”
(Someone who works in a MH service, BH13)
“Good idea but not enough beds to meet the need.”
(MH ACP service user, 55-64, BH12)
Three comments were made by respondents which were not directly relevant to the proposal to move
beds to areas of high demand.
“Illness stems for the need of young and old if negligence, due to an uncaring society and boils
down to loneliness.”
(Someone who is a���
ted with a MH organisa�����
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5.2.4.2
Comments from respondents who do not support the proposal to move
beds to areas of high demand
There were a total of 371 comments made by respondents who responded nega�ely to the proposal
to move beds to areas of high demand; this includes respondents who answered ‘not very much’, ‘not
at all’ or ‘don’t know/ no opinion’ and those who did not respond at all. Comments were coded into
one of four main themes, and further sub-coded where appropriate. The main themes which emerged
from these comments related to locality (273 comments), closures (87 comments), reservations,
suggestions and further questions (7 comments) and other comments about the proposal (4
comments).
Three-quarters of the comments made by respondents who did not support moving beds to areas
of high demand or did not give their opinion on this proposed change were related to the locality of
beds (273 comments). Of these comments, more than half related to the demand for services in North
Dorset (154 comments). Of these comments, 135 were from SOMH respondents.
“There is no provision made towards North Dorset at all. North Dorset is increasingly becoming
an area of very high demand due to an expanding population and the limited services that exist
here.”
(MH ACP service user, under 25)
“High demand for 66% of Dorset – urban areas. Does not address the 34% in non-urban areas.
There are a large number of mental illness cases in the north i.e. around Shaftesbury.”
(65-74, SP7)
“Your proposal ignores the needs of people in North Dorset and does not consider how people in
North Dorset with mental health problems are supported.”
(55-64, SP7)
Many of the comments made by these respondents commented on the need for beds in different
areas of the county than the ones proposed, due to concerns about people who live in rural areas of
the county and how accessible services are to these people (90 comments).
“Beds need to be available within a reasonable distance for patients and their families, so they
can remain within their local communities, as much as possible.”
(Someone who works in a MH service, BA8)
“All areas should be provided for.”
(Carer for someone who experiences serious mental illness, 45-54, SP7)
“34% of patients not in high demand area still need local beds.”
(55-64, BA12)
������W
o this, some comments re��W
ed the demand for beds and services in
Weymouth and Purbeck (29 comments).

West Dorset,

“Obviously the answer is more beds in all areas. Weymouth and Portland and surroundings have
a high need for mental health acute inpatient beds…”
(Someone who works in a MH service)
“Because we need the beds in Weymouth, both Forston and St Ann’s are not easy to get to by
public transport by relatives when visiting.”
(Carer for someone who experiences serious mental illness, 65-74, DT3)
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A number of respondents who did not support or did not give their opinion on the proposed change
to move beds to areas of high demand commented on bed closures in other areas of the county (87
comments). The majority of these comments were related to the closure of the Linden Unit and in the
west of the county (67 comments).
“Yes we do need more beds in areas of high demand but not at the expense of closing Linden.
This is a wonderful unit and very much needed.”
(Carer for someone who experiences serious mental illness, MH ACP service user, 45-54)
“To close the Linden Unit would be a disaster for West Dorset. Four beds locally will not meet
demand, to move beds to East Dorset would increase isolation for West Dorset patients and
present problems of both finance and time for visitors.”
(MH ACP service user, 35-44, DT3)
“I think the Linden should remain open. It is important that this area keeps its beds.”
(BH14)
Thirteen comments were made by respondents who disagreed with the proposal to move beds.
“There should be no more inpatient beds – this is the wrong approach.”
(Carer for someone who experiences serious mental illness, 25-34, BH8)
Finally, a few comments were related to generic comments about closing beds (4 comments) and
closures in the north of the county (3 comments).
“I hate the fact that you are making this sound positive. The fact is less beds are available
locally. The truth is more beds are needed everywhere not beds being taken away and moved.
Something as difficult as mental health moving services to a central location is doing more harm
than good.”
(Carer for someone who experiences serious mental illness, 25-34, DT4)
A few respondents had reservations, made suggestions or asked further questions about the proposal
to move beds (7 comments); these consisted of generic comments and sugges����
t even more
beds are needed than the ones proposed.
“Does high demand mean that patients are not being given the support needed in the
community?”
(Someone who is a���
ted with a MH service, DT1)
“Not to move beds – add beds.”
(Someone who works in a MH service, DT4)
Four comments that were made were generic to the overall proposal or were not directly relevant to
the proposal to move beds to areas of high demand.
“Transport very difficult, especially as I am restricted in my use of car (old age 91).”
(Carer for someone who experiences serious mental illness, 85 or over, SP7)
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5.3

The Retreats

5.3.1 Creation of two Retreats
Q5. To what extent do you support the proposed creation of
two Retreats?

54%

A great deal

23%

To some extent

Not very much

5%
16%

Not at all

Don't know / no opinion

1%

Base: 1,086

Respondents were asked to indicate the extent to which they support the proposed crea�����
o
Retreats, with 1,086 respondents provided a response to this ques���������
e than half
supported the idea of two Retreats ‘a great deal’ (54%) while just less than one quarter supported the
proposal ‘to some extent’ (23%). Conversely, 16% were completely against the proposed crea����
two Retreats.

Q5. To what extent do you support the creation of two Retreats/ by capacity (%)
A carer for someone with mental illness

51

A MH ACP service user

71

Someone who works in a MH Service

50

None of the above

A great deal

To some extent

4
16

32
64

Someone affiliated to a MH organisation

Prefer not to say

31

38
Not very much

24
21

7
Not at all

2 9 2
10

20

53

13 2

8

5 10 1
6

17

34
Don't know / no opinion

Comparisons to iden�
y groups more likely to support the crea�����
o Retreats found Mental
Health Acute Care Pathway service users wer�����
antly more likely to support this proposal ‘a great
deal’ compared to carers, respondents who work in mental health services and those who said ‘none of
the above’ or ‘prefer not to say’. Respondents who answered ‘prefer not to say’ wer�����
antly more
likely to not support the proposed crea�����
o Retreats at all in comparison to those responding in
all other c�����
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Q5. To what extent do you support the proposal to create two Retreats/ by locality (%)

74

Bournemouth

17

5 33
11
6 33

89

Christchurch

18

70

East Dorset

18

North Dorset

20

10

51

76
77

Poole
Purbeck
Purbeck, Poole, East Dorset

62

Weymouth & Portland

52
56
66

Weymouth & Portland & W. Dorset
West Dorset
A great deal

To some extent

18
21

51
3

39
34

5
38
23

Not very much

Not at all

9 1
33
4 7 1

Don't know / no opinion

Respondents from all districts wer�����
antly more likely to support the proposal to create two
Retreats ‘a great deal’ in comparison to North Dorset respondents. Furthermore, respondents from
Christchurch and Poole wer�����
antly more likely to support this proposal ‘a great deal’ than those
responding from Weymouth and Portland. Respondents from North Dorset wer�����
antly more
likely to not support the proposal at all than respondents from all other districts.

Q5. To what extent do you support the proposal to create two Retreats/ by age (%)

56

Under 25

68

25 to 34

64

35 to 44
45 to 54

56

55 to 64

54

85 or over
A great deal

25

To some extent

24

9

6 1

22

4

8 1

7

Not very much

12

4

18

4

23

7

27

13

15

23

41
36

8

24

47

65 to 74
75 to 84

23

2
1
1

29
36

Not at all

Don't know / no opinion

When making comparisons between age groups, the percentage of respondents who support the
proposal ‘a great deal’ decreased as age increased. Furthermore, respondents aged over 65 were
����
antly more likely to be completely against the proposed crea�����
o retreats than younger
respondents aged 25 to 44.
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Q5. Do you support the proposal to create two Retreats/ by disability (%)

68

Yes
No

16

50

A great deal

27

To some extent

Not very much

4

10

Not at all

1

17

6

2

Don't know / no opinion

Respondents with a long-standing illness or disability wer�����
antly more likely to support the
proposed crea�����
o retreats ‘a great deal’�������
espondents without a long-standing
illness or disability were ����
antly more likely to be completely against this proposal than those with
a long-standing illness or disability.

5.3.2 Reasons for response
Respondents were asked to give their reasons why they support or do not support the proposal to
create two Retreats. A total of 847 comments were made by respondents. For the purpose of analysis
these comments were coded into main topics, and further sub-coded where appropriate.
The graph below highlights the number of responses for each sub-topic, and split by whether they
were the reasons provided by respondents who answer�����
ely (‘a great deal’ or ‘to some
extent’), or nega�ely (‘not very much’ or ‘not at all’) or did not provide a response to the previous
ques���
egarding support to move beds to areas of high demand.

Q6. Please explain why you support or not support the creation of two Retreats
122
114
3
75

1
70

20

12
33

10

46
2
16

A

B

C

D

E

38

F

42

34

29

9
15

29

8
G

H

Support proposal

A
B
C
D
E
F
G
H
I

34

9

Good idea
Good to have before situation escalates
People need support, communication, safety
Release pressure on other services
Reservations - staff training, availability & safeguarding
Reservations - clear criteria for admissions /not misused
Reservations - accessibility
Reservations - more than two/ and in more areas
Reservations - operation hours

I

J

K

L

6
18 4
M

29

3
2

N

O

1
8

1
8

P

Q

Do not support/ no opinion/ no response

J
K
L
M
N
O
P
Q

Reservations - other
Reservations - not sure / people with SMI
Locality - other areas/ not close enough
Locality - West Dorset, Weymouth and Purbeck
Locality - North Dorset
Closures - generic comments
Closures - Linden/ in the West
Other - generic comments/ don't know/ irrelevant
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5.3.2.1
Retreats

Comments from respondents who support the proposed creation of two

There were a total of 595 comments made by respondents who r��������
ely to the proposal
to create two Retreats. Of these comments, 292 pro�������
e reason for why they support
this proposal. P���
e comments were coded into four main topics; people need help, support,
communication, safety and support for the family (114 comments), good idea (75 comments), good
to have before the situation escalates (70 comments) and release pressure on other services (33
comments).
Many respondents who supported the proposal to create two Retreats felt people with mental health
problems need help, support, communication, safety and support for the family, and commented
that crea�����
etreats w����
er an alterna�e place which provide these services to people with
a variety of needs, at various stages of illness (114 comments).
“Knowing that there is somewhere that I can go when life is overwhelming is reassuring. I am
anxious when in clinical/ hospital environments so to be able to find the support I need in a calm
and natural environment would be so much more beneficial.”
(MH ACP service user, 45-54)
“An excellent idea. People will be safe, able to express their concerns and not be a forgotten
person on a doorstep.”
(65-74, BH23)
“This is a wonderful idea. The idea will help mentally ill patients in distress not ending up in
police custody or A&E. Retreats will help families and communities to know that they can access
professional support.”
(Carer for someone who experiences serious mental illness, 55-64, BH14)
A number of respondents commented that crea���
o Retreats was a good idea in order to provide
appropriate support to those with mental health problems (75 comments).
“This sounds like a good idea. The community needs something more supportive out of hours
for people to use.”
(Someone who works in a MH service, BH15)
“This type of Retreat sounds like a really good idea and will really help people.”
(MH ACP service user, 55-64, DT1)
“Fantastic proposal, it will help and support people a great deal.”
(Carer for someone who experiences serious mental illness, 25-34, BH23)
Many comments also re����
w the Retreats are a good option to have before the situation
escalates for people (70 comments).
“Any service which provides an early response to prevent the need for hospital admission is
essential to patients and carers. More effective/ human to prevent relapse and consequences.”
(Someone who works in a MH service, BH17)
“It sounds a really good idea. Offers more choices of treatment and for longer hours, with more
flexible and immediate care, it helps you to manage your illness better before it turns into a
crisis.”
(MH ACP service user, 55-64)
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“It is vital to have support when things start to go wrong. Often help can only be obtained
when someone has reached the crisis point. In the past I have been forced to watch and wait
while my husband’s condition deteriorates before help can be accessed for him.”
(Carer for someone who experiences serious mental illness, 35-44, DT5)
��������
y comments re����
w the crea�����
o Retreats w����
er an alternative to
other services, such as A&E and police services, and possibly release the current pressure on these
services (33 comments).
“This is a sensible option that would hopefully alleviate pressure on police and ED services.”
(Someone who works in a MH service, DT1)
“This would take the pressure off the hospitals and help stop a crisis developing.”
(MH ACP service user, 25-34, DT11)
“This is a great idea, having somewhere people can go and get the right support with qualified
staff that will have more understanding of their needs will also free up hospitals so they can
focus on other illnesses.”
(Someone who work in a MH service, BH8)
On the other hand, there were a number of comments from people who r��������
ely
to the proposal to create two Retreats but then went on to raise concerns about this proposal
(303 comments). The majority of these comments related to reservations, suggestions or further
questions about the proposal to create two Retreats (209 comments). Other comments related to
locality (76 comments), closures (10 comments) or other comments (8 comments).
More than two-thirds of comments made by respondents who supported the proposed crea��
of two Retreats but also had some concerns were made by those who had some reservations,
suggestions or further questions about the Retreats (209 comments). Many of these comments
related to staff arrangements at the Retreats (46 comments); this included the need to ensure sta�
are appropriately trained and available, as well as safeguarding issues.
“Who is going to staff this? Already staffing levels are extremely poor. Agency and bank staff
make up much of the staffing. High numbers of nurses in the area are reaching retirement age
and very few new staff replacing them. Recruitment in Dorset is poor.”
(Someone who works in a MH service)
“The quality of these Retreats will largely determine their success – staff’s motivation and
approach (as well as qualifications) will be essential.”
(Someone who is a���
ted with a MH organisa�����
“This sounds like an excellent idea and as someone with a mental health problem sounds a
much more attractive option than A&E if I needed it. What isn’t clear to me is who would staff
them – health professionals or volunteer peer support? How communications to GPs etc. would
work.”
(MH ACP service user, 45-54, BH14)
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�������
omments re��W
ed reserva��������
accessibility of the proposed two Retreats,
emphasising that they should be easy to access, for example by providing free transport or making
improvements to public tr�����������
or those who live in rural areas of the county (42
comments).
“How will all clients wishing to use this facility travel or be inclined to travel from more rural
areas. They will possibly not be well enough to make the journey.”
(Carer for someone who experiences serious mental illness, 65-74, DT9)
“If a Retreat is to be beneficial it must be easily accessible to everyone – if you live in Poole and
do not have transport available (own transport) you may not be able to use or afford public
transport, especially if you are otherwise disabled.”
(MH ACP service user, 45-54, BH14)
“Serious consideration should be given to access by public transport. Can people who are ill and
vulnerable get to places that are not in town centres? Bus services are being reduced and do
not often go late into the evening.”
(55-64)
Many comments suggested that even more Retreats than the two proposed were needed, as
Retreats were needed in more areas across Dorset (34 comments).
“I think Retreats are a good idea, but two is not enough, but I guess it’s a start.”
(MH ACP service user, 55-64, DT6)
“Two are proposed but we need more because of access. There should be one each at
Bournemouth, Poole, Blandford and Dorchester, then every town would be covered within a
thirty-mile radius, except Swanage and Lyme Regis.”
(Carer for someone who experiences serious mental illness, 75-84)
“Yes I do agree with two Retreats but feel two is not really enough.”
(55-64, SP7)
A number of comments also had some concerns about the operation hours proposed for the two new
Retreats, sugges����
t these need to be extended (34 comments).
“I don’t understand the limited opening hours, surely they should be longer. You are not clear
about the siting of recovery beds, if they are in Retreats, they will have to stay open 24/7
surely.”
(75-84, DT10)
“I believe these should be available 24/7. Mental illness can occur at any time and for many
different reasons.”
(MH ACP service user, 55-64)
“Limited opening times means that those in crisis may find access difficult when they really
need it. What happens when a bed isn’t available after 12am?”
(MH ACP service user, 35-44, DT3)
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Some of these respondents had other reserva�����
ges����������V
���������
o
Retreats (29 comments).
“Yes but there needs to be joined-up thinking and clear pathways of communication between
all parties – medical/ social/ family/ police etc. in order to use these facilities to the max.”
(65-74, DT4)
“I think a Retreat is a good idea for people who have mental health problems, but find it
difficult to cope in crisis. As a person with mental health problems, I had respite at Hannemann
House during the day when I needed the breathing space, however there were very little
therapeutic activities available and many people were just sat around doing nothing. When a
person who has a mental health crisis is sat around doing nothing it can make the symptoms
worse and also cause agitation. If the Retreat offers activities that are relaxing, and educative
in coping skills for people with mental health problems (such as mindfulness sessions,
meditation sessions, creative sessions, exercises etc.) then a Retreat could work well in either or
the allocated areas.”
(MH ACP service user, someone who is a���
ted with a MH organisa�����
Comments also re��W
ed the need to have clarification of the criteria for admissions, to ensure the
Retreats are not misused by drug and alcohol users (16 comments).
“There will need to be clarity of the role of the Retreats, and that it is used as designed and
not used a great deal by a few. Additionally, how will staff deal with these who are perhaps
intoxicated/ high on drugs/ violent etc.”
(Someone who works in a MH service, BH16)
Finally, eight comments were made by respondents who were not sure the Retreats will work as
intended and in particular some had concerns about their use for people with serious mental illness.
“On paper this sounds like a good idea, but I’m not sure how it will operate.”
(MH ACP service user, 45-54, DT1)
Many respondents who support the proposal to create two Retreats commented on the locality
of the Retreats (76 comments). Of these comments, many were related to the need for Retreats in
other areas of the county as they have concerns the loca����
oposed are not close enough (29
comments).
“There should be more places available not just in favoured areas.”
(65-74, SP8)
“I note that the Retreat is in Bournemouth, what about those in the rural areas? Once again
services are located in the major conurbations.”
(Someone who works in a MH service, BH21)
“There needs to be one in each town. There is little point in choosing between the towns as
whichever one that doesn’t get one won’t be used by residents of the other town. People with
mental health problems don’t so easily actively seek help and distance will make it too difficult
to access and will have little effect on those too far from it.”
(Carer for someone who experiences serious mental illness, 25-34, DT4)
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Some responden�������������
ounty they felt a Retreat was also needed; a number of
these commented on the need in North Dorset (29 comments).
“Sounds like a good idea but does not cover North Dorset. Dorchester by car is one hour drive
for people who live in North Dorset.”
(55-64, SP7)
“I think there should also be a facility like this in the north of the county, serving Sherborne,
Gillingham, Shaftesbury, Sturminster Newton, Blandford and surrounding areas. Although each
of these towns is relatively small, combined they represent a very significant population.”
(Carer for someone who experiences serious mental illness, 55-64)
������W
o this, some commen�����������
or a Retreat in
Purbeck (18 comments).

West Dorset, Weymouth and

“Ideally we need two Retreats in the west of Dorset, plus one in Bournemouth/ Poole.”
(65-74, BH14)
“The greater demand in the west is in Weymouth rather than Dorchester. You need to have a
Retreat in Weymouth to meet this demand.”
(Someone who is a���
ted with a MH organisa��
Ten comments from respondents who supported the proposal to create two Retreats but raised
concerns related to closures in other parts of the county. These consisted of eight comments related
to the closure of the Linden Unit and in the west of the county, while two were generic comments
about closures.
“Retreats will be a good idea but we still need the Linden Unit to accommodate the people that
need the support but also close to family.”
(25-34, DT4)
“This sounds like a great idea. Any additional services to CR/ HTTs, CMHTs are positive.
However, please don’t use this to then cut other services at a later date.”
(Someone who works in a MH service, BH8)
Few respondents made other, generic comments about the proposal to create two retreats or to the
overall consulta�����
t comments).
“I understand from the local media reports, that certainly Bournemouth has a real need for
support in this way, as drugs and alcoholism can potentially exacerbate symptoms in some
cases.”
(55-64, BH23)
“I had support with the Mind groups on Mondays and Fridays at the Turbary Park centre but
then they were closed down about three years ago. Since then I have had no support.”
(MH ACP service user, 65-74, BH10)
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5.3.2.2
Comments from respondents who do not support the proposed creation
of two Retreats
There were a total of 252 comments made by those who responded nega�ely to the proposal to
create two Retreats, this includes respondents who answered ‘not very much’, ‘not at all’ or ‘don’t
know/ no opinion’ and those who did not respond at all. These comments were related to locality (137
comments), reservations, suggestions and further questions (106 comments), closures (4 comments)
and other (4 comments).
More than half of the comments made by those who responded nega�ely to the proposed crea��
of two Retreats related to locality (137 comments). The majority of these related to the lack of service
provision in North Dorset, and poor accessibility to either of the proposed loca����
om this part of
the county (122 comments). 101 of these comments were from SOMH respondents.
“These are impossible to access for people in North Dorset.”
(MH ACP service user, 35-44, SP3)
“Because there is no provision in the north of the county. How are ill people supposed to travel
to these two Retreats when there is no public transport?”
(MH ACP service user, 45-54, SP7)
“Two are completely insufficient for the whole county. Both are too far to be easily accessible
from North Dorset, Shaftesbury and surrounding areas. It’s over an hour by car and public
transport would be several ours with multiple changes – not something that a person in a crisis
would entertain.”
������W
o this, nine comments related to the need for a Retreat to be in other areas of the county,
with some concerned the Retreats were not close enough for them to be able to easily access them.
“It’s not at all a disagreement in principle; it’s with the location, which totally disregards a large
area of the county.”
(MH ACP service user, 25-34, SP7)
Six of those who responded nega�ely to the proposal to create two Retreats commented on service
provision in West Dorset, Weymouth and Purbeck.
“East Dorset does not need Retreats, they have enough facilities already BUT still their patients
prefer to come to West Dorset as we have the best staff and treatment for their conditions.”
(Carer for someone who experiences serious mental illness, 55-64, DT6)
Many respondents had reservations, suggestions or further questions about the proposal to create
two Retreats (106 comments). More than one third of these suggested that more than two Retreats
are needed, and are needed in more areas across the county (38 comments).
“More than two and definitely in rural areas (transport issues).”
(45-54, SP7)
“It seems helpful to offer places for use in these circumstances. I would think that there should
be as many as it is possible to have so that the places are readily available to a person in need.”
(55-64)
“Two is not a substantial amount, so we need three at least.”
(55-64, SP7)
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Furthermore, some respondents had concerns about the accessibility of the two Retreats for people
who live far from the proposed loca�������
al areas where transport is poor (20 comments).
Comments suggested be�er and possibly free tr����������
ered to improve access and
make it easier for those who most need this service.
“Not much use for people relying on public transport in rural areas. Limited and continually
reduced bus services.”
(Someone who works in a MH service, DT11)
“I’d never be able to get there, especially when in crisis.”
(MH ACP service user, 25-34, DT6)
Some respondents had reserva���
about if the Retreats are going to work;���������
y had
concerns about people with serious mental illness (15 comments).
“I’m not sure how these Retreats will help people with serious mental health issues who need
inpatient care. They may get pushed to these Retreats instead of the care they need.”
(MH ACP service user, 45-54, BH15)
“I do not feel that the Retreats will be accessed as the CCG proposes; service users who are in
distress/becoming unwell do not always/often present themselves at the CMHT/GP, let alone at
a service they are not familiar with. Those who are most unwell often do not have insight and
do not consider themselves to be unwell; therefore the concept of a place where patients will
conveniently self-present, asking for help, is completely flawed.”
(Someone who works in a MH service, DT11)
���������
espondents had reserva��������
staff arrangements in the two Retreats (12
commen����������
omments related to appropriate training of sta�,availability of sta���
issues with safeguarding.
“Who will be staffing this and whose care will individuals be under? If staffed like the current
recovery house, these practices are unsafe. There is a lack of leadership and lack of qualified
healthcare professionals in this facility. There needs to be crisis houses available but staffed
adequately with qualified staff.”
(Someone who works in a MH service, DT2)
Ten comments raised issues with the operation hours proposed for the two retreats.
“Available at night and able to self-refer are excellent things but what would happen to me at
midnight or 2am when they are closed? Just sent right back home to continue how I was before
going to the Retreat?”
(MH ACP service user, 45-54, DT5)
Few respondents had other reserva����������V
���������
oposal to add two Retreats
(9 comments).
“The so called ‘Retreats’ should be incorporated into St Ann’s and Forston where the staff/
treatment facilities already exist.”
(Carer for someone who experiences serious mental illness, 65-74)
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Finally, two comments suggested it was important to clarify the criteria for admission to the Retreats
to ensure they are not misused by others, for example by drug and alcohol users.
“By being available for self-referral may help to make some people use this service, how many
repeat service users will automatically present on a frequent basis because this service is
‘there’ making it difficult to access for service users in actual need. Will there be a limit to the
number of people able to use this facility at any one time? Providing such a service could be
seen as a means of preventing those in real need of admission to a psychiatric hospital being
denied such an admission. There have been reports in the media of people in serious need
of admission being forced to attend a Retreat or Community Front Room (in a café) and not
receiving the proper support they required and resulting in loss of life through suicide. One
death in such circumstances is unacceptable. This should not become a fob off service which I
can envisage it being.”
(MH ACP service user, 45-54, BH18)
Four comments related to closures in other parts of the county as part of the overall proposal. These
consisted of three generic comments about bed closures, while one commented on the closure of the
Linden Unit.
“So you close Linden and make a ‘Retreat’. Sounds like an overnight doss house. This is a
shoddy way to treat mentally ill people.”
(65-74, DT11)
Finally there wer��
e other comments about the proposal to create two Retreats. These included
four comments from respondents who did not support or did not respond to the proposal to create
two Retreats but went on to say they thought this was a good idea although they were not sure if
these w��������
t.
“People with mental health do not recognise when they are becoming unwell, until the point
of crisis, Retreats are needed for those with early diagnoses. When things ‘go wrong’ it is too
late.”
(Someone who is a���
ted with a MH organisa��
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5.3.3 Location of the Retreat in the west of the county
Q7. Which of the two locations for the Retreat in the
west of the county would you prefer?

74%

Dorchester

26%

Weymouth

1%
Base: 826

Respondents were asked to choose their preference for the loca������
etreat in the west of the
county; Dorchester or Weymouth. 826 respondents answered this ques���������������
SOMH group responses either did not provide an answer at all, or did not provide a valid response. Of
the respondents who provided a response, three quarters preferred Dorchester for the loca������
Retreat (74%), as opposed to Weymouth (26%).

Q7. Which of the two locations for the Retreat would you prefer/ by locality (%)

75

Bournemouth

25
31
17

69

Christchurch

83

East Dorset

91

North Dorset

74

Poole

10

75

Purbeck, Poole, East Dorset

Weymouth & Portland & W. Dorset

26
90

Purbeck

Weymouth & Portland

9

25

29

71
38

62
91

West Dorset
Dorchester

9
Weymouth

When making comparisons between districts across the county, respondents from Bournemouth,
Christchurch, East Dorset, North Dorset, Poole, Purbeck and West Dorset wer�����
antly more
likely to choose Dorchester as the loca���
or the Retreat than those responding from Weymouth
and Portland or Weymouth and Portland/ West Dorse��������
est Dorset respondents were
����
antly more likely to choose Dorchester than those in Bournemouth, Christchurch and Poole.
It is w�������
t of the 271 respondents who did not provide a response to this ques������
provide their postcode, 182 were from residents in North Dorset.
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Q7. Which of the two locations for the Retreat would you prefer/ by capacity (%)

62

A carer for someone with mental illness

38
78

A MH ACP service user

22

Someone who works in a MH Service

68

33

Someone affiliated to a MH organisation

70

30

77

None of the above

72

Prefer not to say

Dorchester

23
28

Weymouth

Although Dorchester was the preferred loca���
or the Retreat across respondents of all c�����
Mental Health Acute Care Pathway service users wer�����
antly more likely to choose Dorchester
than carers for people living in Dorset who experience serious mental illness.
�����
an���
erences were iden�������
a���
eferences for the Retreat in the west of
the county were compared across age groups, gender or respondents with or without a long-standing
illness or disability.

Prepared by the Market Research Group

47

5.3.4 Reasons for response
Respondents were asked to give their reasons why they chose Dorchester or Weymouth as their
preferred op���
or the loca������
etreat. A total of 857 comments were made by respondents.
More than half of these comments were made by respondents who preferred Dorchester (458
comments), 170 comments were made by respondents who chose Weymouth and 229 comments
were made by respondents who did not provide a response.

Q8. Please explain why you prefer Dorchester or Weymouth
1
333

133

17
A

B

36
4
C

D

17

19

1
35
3

41

13
E

F

G

H

I

44
J

Dorchester

A
B
C
D
E
F
G
H
I
J
K

Dorchester - Access is easier
Dorchester - It's a better option
Dorchester - Because the NHS thinks so
Dorchester - Closer to where I want it/ where I live
Dorchester - other
Weymouth - Close to me
Weymouth - proximity to the sea
Weymouth - Linden closure
Weymouth - MH needs of local population
Weymouth - more suitable for access & population size
Weymouth - other

5.3.4.1

5

6
3

3
1

K

L

M

28

10
6
4

14
3
9

11

4

7

N

O

P

Q

R

S

Weymouth

L
M
N
O
P
Q
R
S
T
U

29

15
T

2
U

Did not answer Q7

All - other area
All - West Dorset
All - North Dorset
All - both areas
All - more needed
All - where there is more need
All - other
All - don't know/ mind
All - neither (because of the locations)
All - neither (beause disagree with Retreats)

Comments from respondents who preferred Dorchester

There were a total of 458 comments made by respondents who preferred Dorchester as the loca��
for the Retreat. The majority of these comments pro�������
e reason for why the Retreat
should be in Dorchester (403 comments); these comments mostly related to easier access (333
commen���������
e comments related to Dorchester being closer to where respondents live
(36 comments), it is a better option (17 comments), other comments (13 comments) and because the
NHS thinks so (4 comments).
The majority of respondents who believe the Retreat should be located in Dorchester think that
a Retreat in Dorchester would be easier to access and has be�er public transport op�����
Weymouth (333 comments).
“With Dorchester being more accessible via public transport and more central to surrounding
areas, this option seems the most logical.”
(MH ACP service user, 45-54)
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“Dorchester is more accessible to a larger number of people, including those in the far west and
far north of the county, particularly with clogged transport systems during the tourist season.”
(Someone who works in a MH service, DT6)
“This is more central for more people and has better transport links.”
(Carer for someone who experiences serious mental illness, 25-34, BH8)
������W
o this, a number of respondents commented Dorchester was their preferred loca���
or
the Retreat because it is closer to where they live (36 comments).
“I live in Bridport and Dorchester is closer.”
(MH ACP service user, 45-54, DT6)
“Because it is nearer to Bournemouth where I live.”
(MH ACP service user, 45-54, BH8)
“I live closer to Dorchester.”
(MH ACP service user, 35-44, BH5)
Some respondents commented that Dorchester was a better option in general; comments were
related to the environment, local resources available and the towns’ f�������
omments).
“Dorchester is a pleasant town to ‘get away’ to.”
(MH ACP service user, 45-54, BH23)
“More hospital/ staff resources in the area.”
(Someone who works in a MH service, BH14)
“I think that a Retreat in Dorchester is required as there seems to be a lack of such facilities in
the town.”
(MH ACP service user, 45-54, DT2)
Other comments from those who chose Dorchester included comments related to reasons why
the Retreat should not be in Weymouth and how the Retreat would be run as well as comments
sugges�����
etreat would be good in either loca�����
omments).
“Weymouth has the recovery house already.”
(MH ACP service user, 35-44, BH15)
“I agree with the extra service provision within this area, to serve a higher percentage of
clients. However, my concerns would be around the risks incurred of self-referrals, drug and
alcohol dependence/ usage, clients in crisis and the appropriate service provision for those that
need admission when regarded to be in a ‘safe’ place.”
(Someone who works in a MH service, someone who is a���
ted with a MH organisa���M
T4)
A few respondents had chosen Dorchester as their preferred loca���
or the Retreat because it is the
preferred option of the NHS (4 comments).
“Purely based on your reason for it being the preferred option.”
(MH ACP service user, 55-64, BH31)
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However, despite choosing Dorchester as their preferred loca���
or the Retreat some respondents
also had reserva��������������
omments). More than half of these comments related to
locality (32 comments). Other comments related to the need for even more Retreats (9 comments),
those who do not mind where the Retreat is located (7 comments) and those who think Retreats
should be in both locations (4 comments).
Many of the comments from respondents who had chosen Dorchester as the loca���
or the Retreat
but had some concerns were related to locality (32 comments). The majority of these comments
related to concerns about the provision of services in North Dorset (28 comments).
“This is nearest to North Dorset but not easily accessible.”
(65-74, SP7)
“Dorchester is much more accessible for us in the north of the county – we seem to be forgotten
about in most of the proposals and yet Gillingham/ Shaftesbury is becoming an area of high
population. You cannot expect mentally ill people to travel from Gillingham to Weymouth.
Gillingham to Dorchester is just about doable.”
(MH ACP service user, 55-64, SP7)
“Dorchester is far easier to get to, unless you live in Shaftesbury/ Gillingham and surrounding
areas of North Dorset, in which case, there is no provision at all. There are extremely limited
links between North Dorset and the rest of the county.”
(MH ACP service user, under 25)
Four other comments were related to the locality of services; these consisted of three comments
about the need for a Retreat in other areas of Dorset while one commented on the need in West
Dorset.
“Lesser of two evils! Either way the journey would be long for patients at the edges of the
region. Lots of older people don’t drive.”
(Carer for someone who experiences serious mental illness, someone who works in a MH
service, DT3)
Some respondents who preferred Dorchester also had concerns that even more Retreats were needed
than the two proposed (9 comments).
“I think Retreats are a good idea, but two is not enough… Hopefully sooner rather than later
there will be more of these Retreats/ community centres to bring people together for strength
and health.
(MH ACP service user, 55-64, DT6)
Some comments emerged from respondents who did not mind where the Retreats are located (7
comments).
“I live in Poole and therefore don’t have a strong opinion about this as I am not very familiar
with the geography of Dorchester and Weymouth.”
(35-44, BH15)
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Few respondents commented that the Retreats should be in both locations t����������
oss
the county (4 comments).
“We believe there is a need for services in both locations to provide services in the area of
highest need (Weymouth) and to ensure there is a service which is accessible for the wider West
Dorset population.”
(DT1)

5.3.4.2

Comments from respondents who preferred Weymouth

There were a total of 170 comments from respondents who had selected Weymouth as their preferred
loca���
or the Retreat. These comments related to Weymouth being more suitable in terms of access
and population size (44 comments), the mental health needs of the local population (41 comments),
closure of the Linden Unit (35 comments), proximity to the sea (19 comments), close to where they
live (17 comments) and other reasons (5 comments).
Many of the respondents who preferred Weymouth as the loca���
or the Retreat suggested
Weymouth is more suitable in terms of access and population size (44 comments). These comments
suggest a Retreat in Weymouth will serve a greater number of people as it is easier to access from a
bigger catchment area, including Portland.
“Transport and parking is more available. Dorchester is very congested and jut adds to the
stress of travelling.”
(MH ACP service user, 45-54, DT6)
“Although Dorchester is more central for the county, it is still a sizeable distance from most rural
areas. The benefit of Weymouth, I feel, is that it would be closer to a larger number of people in
the more urban areas, and proportionately it’s not too much further than Dorchester for most
of the county’s rural areas.”
(Under 25, BH9)
“Weymouth is on a good bus link from Dorchester, Portland and Bridport.”
(MH ACP service user, 35-44, DT4)
������W
o this, the comments suggest the Retreat should be in Weymouth because the mental
health need of the local population is greater than in Dorchester (41 comments).
“Having worked supporting families in the whole of Dorset, I believe there are more people in
the Weymouth area needing to access these services than in Dorchester.”
(Carer for someone who experiences serious mental illness, 45-54, BH18)
“High level of need/ demand in Weymouth area.”
(65-74, DT3)
“As a former service user of CMHT locally, I became aware of the high level of mental health
conditions seriously affecting some local residents (me included).”
(Someone who works in a MH service, DT4)
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A number of respondents also suggested the Retreat should be in Weymouth to overcome the
shortage of services that will emerge in the area as a result of the closure of the Linden Unit (35
comments).
“A difficult choice but I think Weymouth’s position is more suited to cover a wider area. As the
Linden is closing, there will be a shortage of support here.”
(MH ACP service user, someone who works in a MH service, someone who is a���
ted with a
MH organisa�����
“Because you are considering removing the Linden Unit and that would leave only outreach
services in the local area.”
(Carer for someone who experiences serious mental illness, under 25, DT4)
“With them losing the beds at the Linden they are likely to need something else.”
(MH ACP service user, 45-54, BH14)
Some of the respondents felt the Retreat should be in Weymouth because of its proximity to the sea,
which they believe is bene����
o people’s physical and mental wellbeing during recovery from mental
health issues (19 comments).
“Simply because being next to the beach/ sea has an instantly calming and relaxing effect.
This will be beneficial to people trying to stop their mental health problems escalating to crisis
status.”
(MH ACP service user, 45-54)
“Weymouth is a lovely place, and also walking along the seafront has holistic therapy benefits…
Another benefit of Weymouth is it has a calm, serene atmosphere, and this type of atmosphere
is important in aiding recovery from mental health issues.”
(MH ACP service user, someone who is a���
te to a MH organisa�����
Furthermore, some of the respondents suggested the Retreat should be in Weymouth because it is
closer to where they live (17 comments).
“Because I live here, as does the person I care for and we don’t have transport.”
(Carer for someone who experiences serious mental illness, 65-74, DT4)
“Because I live in Weymouth – sometimes transport links to Dorchester are not available or too
expensive.”
(MH ACP service user, 45-54, DT4)
A few respondents provided other reasons for why they think the Retreat should be in Weymouth (5
comments); including comments on the need f��������
forma���
fore being able to make a
decision on their preferred loca���
“However this would need to be informed by data of where patients are currently coming from
and who is accessing services most.”
(Someone who works in a MH service, BH21)
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However, some of the respondents who chose Weymouth as their preferred loca���
or the Retreat
had reserva���������
oposed change (9 comments); these consisted of comments related to
the need for Retreats in both locations (6 comments) and the need for even more Retreats across the
county than those that have been proposed (3 comments).
“Both – as mental health issues are everywhere.”
(MH ACP service user, someone who is a���
ted with a MH organisa���M
T4)
“You could also open up Retreats in Bridport and Dorchester also.”
(Someone who works in a MH service, someone who is a���
ted with a MH organisa���M
T4)

5.3.4.3

Comments from respondents who did not give a preferred option

A total of 229 comments were provided by respondents who did not choose a preferred loca���
or
the Retreat and of these, 146 comments were from SOMH respondents. These comments mostly
related to locality (142 comments); other comments related to respondents who did not know/ mind
(29 comments), the Retreat should be in neither location (17 comments), more Retreats were needed
(14 comments), the Retreat should be where there is greater need (11 comments), the Retreat should
be in both locations (10 comments) and other comments (4 comments).
More than half of the comments provided by respondents who did not choose a loca���ere related
to locality (142 comments). Of these comments, the majority were related to the lack of service
provision proposed for North Dorset (133 comments), with 121 of these comments from SOMH
respondents.
“Neither. If only two Retreats possible, one must be in North Dorset. This is because of lack of
public transport and driving times.”
(55-64, SP7)
“Neither, if there are only two retreats, one should be in North Dorset. Better for visiting family
members.”
(65-74, SP7)
“Again this totally ignores North Dorset and until there is a proposal for a Retreat in North
Dorset, a choice cannot be made. There needs to be a retreat in Shaftesbury/ Gillingham area.”
(55-64, SP7)
Other comments which discussed the locality of mental health services across Dorset consisted of
comments which were related to the need for a Retreat in other areas of the county (6 comments)
and the provision of services in West Dorset (3 comments).
“Not sure about the best location for this. We’re concerned about the lack of services in the
west and services moving out of Weymouth.”
(Someone who is a���
ted with a MH organisa�����
Many of the respondents who did not choose a preferred loca���
ommented that they do not know/
mind where the Retreat is located (29 comments).
“I don’t live in West Dorset, so cannot express a preference.”
(MH ACP service user, 65-74, BH22)
“No strong opinion here, but can provision be made to help people who need them to actually
travel there?”
(55-64, DT2)
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“No preference really – Dorchester may be more accessible but Weymouth has the advantage
of the sea air aiding recovery.”
(MH ACP service user, someone who works in a MH service, BH13)
Some of the respondents did not have a preference for Dorchester or Weymouth because they
believe the Retreat should be in neither of the proposed locations (17 comments). These consisted
of comments sta��������
ause they disagree with the locations proposed (15 comments) or
neither because they disagree with the concept of Retreats as a form of care (2 comments).
“I have no view on this as they are a poor use of resources for people with mental illness.”
(Someone who works in a MH service, 45-54)
“Neither would serve a large area of the county, without major travel (Dorchester 1 hour,
Weymouth more).”
(MH ACP service user, 25-34, SP7)
���������
espondents commented that even more Retreats were needed than the two
proposed in order to meet the demand for mental health services across Dorset (14 comments).
“We do not need just two locations. We need three locations to meet the geographical needs of
the county.”
(55-64, SP7)
“Neither, you need more than this. What about opening back up Stewart Lodge in Sherborne
alongside Dorchester or Weymouth.”
(Someone who works in a MH service, under 25, DT9)
Eleven respondents did not select a loca���
or the Retreat because they think the Retreat should
be created where there is greater need, whilst also taking into considera���������
, public
transport, depriva�����
yment rates and drug and alcohol dependency levels in the two
loca���
“I have no real preference but it would make sense to locate it where the highest need is.
Access, including transport should be considered.”
(Carer for someone who experiences serious mental illness, 55-64, BH23)
“Further consideration – look at the deprivation and poor areas where there’s high employment
(leads to depression) – drug taking and alcohol dependency.”
(65-74, BH14)
Ten comments were made by respondents who felt that a Retreat should be created in both of the
proposed loca���
“I think they are needed in both areas, rural areas in west can access Dorchester, but
Weymouth is a high population and includes Portland which has very little in the way of mental
health services.”
(Someone who is a���
ted with a MH organisa�����
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Finally, four other comments were made by respondents who did not choose a preferred loca���
or
the Retreat.
“I believe that whichever you choose would be too far away for a large proportion of the would
be users. If you are suffering a mental health crisis you are not likely to jump on a bus to find a
Retreat. Many seriously ill people do not drive.”
(Carer for someone who experiences serious mental illness, 55-64, BH21)
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5.4

Recovery beds and Community Front Rooms

5.4.1 Community Front Rooms
Q9. To what extent do you support the proposal for CFR?

50%

A great deal

24%

To some extent

Not very much

6%
17%

Not at all

Don't know / no opinion

2%

Base: 1,070

Respondents were asked to indicate their level of support for the proposal to have Community
Front Rooms in local areas to help people who experience serious mental illness. 1,070 respondents
provided a response to this ques����
ee quarters of these supported the proposal to have
Community Front Rooms in local areas (74%) either ‘a great deal’ (50%) or ‘to some extent’ (24%).
However, 17% of respondents were completely against the proposal to have Community Front Rooms
in local areas.

Q9. To what extent do you support the proposals for CFRs/ by capacity (%)
A carer for someone with mental illness

47

A MH ACP service user

59

Someone who works in a MH Service

47

A great deal

To some extent

39
Not very much

9
26

21
20

6

Not at all

11 2

9

29

51

None of the above

6

23

57

Someone affiliated to a MH organisation

Prefer not to say

35

81
13 3

12 5

5

21
32

3
3

Don't know / no opinion

Further comparisons were made to iden�
y groups most likely to support the proposal to have
Community Front Rooms in local areas; Mental Health Acute Care Pathway service users were the
group who were most likely to support this proposal ‘a great deal’ and wer�������
antly more
likely to do so than those who answered ‘prefer not to say’��������
espondents who answered
‘prefer not to say’ wer�����
antly more likely to be completely against the proposal than those
responding in all other c�����
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Q9. To what extent do you support the proposals for CFRs in local areas/ by locality (%)
Bournemouth
Christchurch
East Dorset

20

North Dorset
Poole
Purbeck
Purbeck, Poole, East Dorset
Weymouth & Portland
Weymouth & Portland & W. Dorset
West Dorset
A great deal

69
76
70
16
6
68
71
62
49
41
56

To some extent

21

55

32
41
26

Not very much

Not at all

4 24
24
15
6
9
3
21
7 13
24
33
39
7 7 6
8
8 3
9
81

Don't know / no opinion

Respondents from Bournemouth, Christchurch, East Dorset, Poole, Purbeck, Purbeck/ Poole/ East
Dorset, Weymouth and Portland and West Dorset wer�����
antly more likely to support the
proposal for Community Front Rooms in local areas ‘a great deal’ than North Dorset respondents.
North Dorset respondents wer�����
antly more likely to be completely against this proposal
compared to respondents from Bournemouth, Poole, Purbeck, Weymouth and Portland and West
Dorset. North Dorset respondents wer�������
antly more likely to be completely against this
proposal than respondents from East Dorset and Weymouth and Portland/ West Dorset.

Q9. To what extent do you support the proposals for CFRs in local areas/ by age (%)

55

Under 25

67

25 to 34

55 to 64

49

65 to 74

49
38
44

85 or over
A great deal

To some extent

4

27

48

45 to 54

18
16

54

35 to 44

75 to 84

24

6

11

4
2

8

15

25

8

15

6

23

5

11
Not very much

8

27

21
26

5

3

29

2
1
2

44
Not at all

Don't know / no opinion

Younger respondents aged 25 to 34 wer�����
antly more likely to support the proposal to have
Community Front Rooms in local areas ‘a great deal’ compared to respondents aged 75 to 84.
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Q9. To what extent do you support the proposals for CFR/ by disability (%)

60

Yes

No

20

48

A great deal

26

To some extent

Not very much

9

3

18

6
Not at all

10 1

Don't know / no opinion

Respondents with a long-standing illness or disability wer�����
antly more likely to support the
proposal to have Community Front Rooms ‘a great deal’.

5.4.2 Reasons for response
Respondents were asked to give their reasons why they support or do not support the proposal for
Community Front Rooms in local areas to help people who experience serious mental illness. A total
of 851 comments were made by respondents. For the purpose of analysis these were coded into main
themes, and further sub-coded where appropriate.
The graph below highlights the number of responses for each sub-topic, and split by whether they
were the reasons provided by respondents who answer�����
ely (‘a great deal’ or ‘to some
extent’), or nega�ely (‘not very much’ or ‘not at all’) or did not provide a response to the previous
ques���
egarding support for Community Front Rooms in local areas.

Q10. Please explain why you support or do not support the proposals for CFRs in local areas
4

34

78

100

99
50

72

67

33

18

20

17

1
43

21
22

26

24

29

8
5

A

B

C

D

E

F

G

H

I

Support proposal

A
B
C
D
E
F
G
H
I

Good idea
Support within easy access in relaxed, safe environment
Peer system is good/ community/ communication
Release pressure on other services/ carers
Early intervention/ avoid crisis
CFR not adequate for MH sufferers/ not sure it will work
Privacy/ confidentiality issues / not suitable settings
Staffing issues/ links with CMHT
Opening hours

J

K

28

2
10

1

L

M

16
N

9
5

O

P

2
Q

7
R

Do not support/ no opinion/ no response

J
K
L
M
N
O
P
Q
R

Access (esp. Sturminster Newton)
MH sufferers should not be put in a public community environment
Locality - other areas
Locality - West Dorset
Locality - North Dorset
Other/ questions/ need more information
Closures - generic
Closures - Linden Unit
Don't know/ mind
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5.4.2.1
Comments from respondents who support Community Front Rooms in
local areas
A total of 574 comments were made by respondents who r��������
ely to the proposal
for Community Front Rooms in local areas. 332 comments pro�������
e reason for why they
support this proposal. These comments mostly related to respondents who believed it was good to
have support within easy access and in a relaxed, safe environment (100 comments) and those who
thought the proposal was generally a good idea (99 comments). Other comments were related to the
peer system and community based approach (72 comments), early intervention to avoid crisis (43
comments) and the Community Front Rooms would ease pressure on other services and carers (18
comments).
Many respondents supported the proposal for Community Front Rooms because the�����
er
support which is easily accessible and in a relaxed, safe environment (100 comments). These
comments mostly came from West Dorset, North Dorset, Bournemouth, and Poole respondents.
“Possibly easier to access, and it would be good to be in a familiar yet safe environment.”
(MH ACP service user, 55-64)
“Any access to a safe place for someone of mental instability is a good thing, especially
something very local as the person is more likely to go there.”
(Carer for someone who experiences serious mental illness, 65-74, DT3)
“It would be nice to go somewhere familiar where I can access care. I feel very anxious about
the hospitals and afraid they won’t let me go home again. It would be good to be able to speak
with professionals outside of that setting.”
(MH ACP service user, 35-44, DT5)
��������
y respondents believe the Community Front Rooms are a good idea in general (99
comments).
“I think front rooms are a really good idea and would love to see one based in Bridport.”
(MH ACP service user, 45-54, DT6)
“Once again from someone suffering severe depression this is something I would like set up in
places like libraries where we are used to going into, friendly places.”
(MH ACP service user, 45-54, DT4)
“This is also a very good idea; I’m in support of this.”
(Someone who works in a MH service, BH15)
A number of comments praised the peer system and community based approach (72 comments);
sugges��������
ont Rooms will help make ment�������
erers feel part of the community
and allow them to communicate with others who are or have been in similar situa�������
efore
have a greater understanding. MH ACP service user��������
avoured the sugges���
or peer
support within Community Front Rooms, as this provides an opportunity to talk freely with people
who understand.
“I know the value of peer support – to be able to talk freely and without judgement is vital and
powerful.”
(MH ACP service user, someone who works in a MH service, BH13)
“Having more support in the community that has responsive, understanding staff such as peer
support will really help those experiencing crisis or feeling vulnerable.”
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(MH ACP service user, someone who is a���
ted with a MH organisa�����
“I think any first hand access to help and someone to talk to and a sense of community and
sharing with people in the same situation is a lifeline for people.”
(Carer for someone who experiences serious mental illness, 25-34, DT4)
Many comments suggested the Community Front R������
er a place of pr���
e support for
ment�������
erers in the early stages; this early intervention can potentially prevent people
from going into crisis (43 comments).
“It could prevent mental illness from developing into a much worse version of their illness. It
could save lives.”
(Carer for someone who experiences serious mental illness, 25-34, DT4)
“This would be extremely helpful to stop people reaching crisis point.”
(MH ACP service user, 25-34, BH23)
“Having a friend who has been through a mental health crisis, I know it would have benefited
her to have had somewhere other than her GP or hospital to go to prevent things getting as
bad as they did.”
(Someone who is a���
ted with a MH organisa�����
Some comments also suggest Community Front Rooms will ease the pressure on other mental
health services and carers (18 comments).
“This service would also be helpful to carers, to be able to have a short respite.”
(Carer for someone who experiences serious mental illness, 75-84, BH23)
“Not putting more pressure on CMHT’s. Good place to go for support.”
(Someone who works in a MH service, DT1)
“Could ease pressure on GP’s, police and A&E to some extent.”
(Someone who is a���
ted with a MH organisa���M
T1)
However, there were a number of respondents who were in support of the proposal for Community
Front Rooms but responded with a note of c������
omments). These comments related
to staffing issues and their links with CMHT (67 comments), concerns about accessibility (29
comments), other comments/ questions and the need for more information about the proposal (28
comments), locality (27 comments), concerns about privacy and confidentiality issues within the
omments), opening hours (24 comments), concerns that Community Front
proposed se������
Rooms are not adequate for ment�������
erers (22 comments), closures (7 comments) and
ment�������
erers should not be put in a public community environment (5 comments).
Many respondents who supported the proposal for Community Front Rooms were concerned about
the staffing of Community Front Rooms and their links with CMHT (67 comments). These comments
include concerns regarding whether sta�������
����������
tely trained, how sta����
cope if a more severe situa�������������������
ed by CMHT, safety of clients and sta�
if these are poorly sta�ed and that services will poten�����
ome disjointed.
“As long as the Community Front Room staff have adequate training and support from CMHTs
if needed.”
(Someone who works in a MH service, BH12)
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“Good idea in principle – accessible, neutral areas. Working in a library I encounter many people
with serious mental health issues, without training I am expected to cater to their every whim…
If CFRs are staffed by trained accredited professionals, that’s a good thing, I suspect existing
front line staff will be expected to provide this additional service themselves… Great idea in
principle but if corners are cut, personal safety of all people will suffer.”
(MH ACP service user, 35-44, BH31)
“Sounds great in principle but who is going to run this? People with lived experience are not
always the best people to see in a crisis. You need experienced staff for this.”
(Someone who works in a MH service)
������W
o this, comments re�����������
accessibility of Community Front Rooms due
to their rural loca��������������
ansport op�������
venings and weekends when
Community Front Rooms will operat��������������������
ansport for those who
experience serious mental illness (29 commen���������
, respondents had concerns about the
accessibility of Sturminster Newton if a Community Front Room was created here, due to its transport
c������
“Again these sound like a good idea to provide support but accessibility is key, due to poo public
transport links (particularly during the proposed opening hours) and the fact that many people
with serious mental illness are unable to drive.”
(Carer for someone who experiences serious mental illness, 45-54, DT2)
“The facility in Sturminster Newton would not be accessible at weekends for those relying on
public transport.”
(MH ACP service user, 55-64, SP7)
“The provision of CFRs should not be limited to rural areas. Suggesting poor transport is limited
to rural areas is incorrect. People with SMI find using public transport in the Bournemouth and
Poole areas expensive and there is often a limited service.”
(Someone who works in a MH service, BH2)
A number of other comments were made by respondents who had further questions or required
further information about the proposal for Community Front Rooms (28 comments). These comments
related to the importance of adv������������
ont Rooms appropriately to ensure they
are used by people who need them, funding, how they will be used for example will the service be
available for substance misuse users, as well as ensuring con������
are by making sure this service
is linked with other services.
“It will be crucial that the existence of these additional resources is well advertised – to GPs in
particular.”
(MH ACP service user, 35-44, BH5)
“Would they be used as a drop in centre? Short term/ Long term?”
(65-74, BH23)
“The Community Front Rooms sound like a great idea, as long as they are safe, welcoming and
well publicised. Please can we have some joined up services with well-informed GPs?”
(Carer for someone who experiences serious mental illness, 55-64)
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Some comments also highlighted issues with the proposed locality for Community Front Rooms
(27 comments). These comments mostly related to the need for a Community Front Room in North
Dorset, or one which is easily accessible to people who live in this part of the county (16 comments).
“This in itself is a good idea, but I would like to know how accessible it is for people in the north
of the county.”
(MH ACP service user, 55-64, SP7)
“I wish to disagree strongly with the proposal to locate one of the CFRs at Sturminster Newton,
Shaftesbury would be a more accessible location for North Dorset users of the service.”
(Carer for someone who experiences serious mental illness, 75-84)
Other comments related to locality consisted of comments sugges��������
ont Rooms were
needed in other areas of the county (10 comments), as well as in West Dorset (1 comment).
“An excellent idea which needs to be expanded into all areas of the whole county.”
(Someone who is a���
ted with a MH organisa�����
“CFRs are best situated in Bridport, Weymouth and Bournemouth. This is to meet the greatest
need/ demand for them from the local populations.”
(Someone who is a���
ted with a MH organisa��
A number of comments related to concerns about the suitability of the proposed settings, in
������
espondents commented on privacy and confidentiality issues that may arise if Community
Front Rooms are in public loca���������
aries and cafés, which may discourage service users
from talking in these environments (26 comments). Many of these comments were made by MH ACP
service users.
“I think it is a good initiative for those who are struggling, although I would not go to
somewhere like a café or library when I am in a crisis. I don’t want to be made to feel like a
spectacle for people to stare at. People are still not open enough to mental illness.”
(MH ACP service user, 35-44)
“I would like to think that these places would make the person feel more secure and not have
them in public view or access. If someone is in full panic the last thing they want is people
staring at them.”
(MH ACP service user, 35-44, DT4)
“I think that these would be good for increasing areas in rural areas and would also help reduce
stigma. However I feel a lot of people may feel uncomfortable about going to such public places
to get support, especially if they didn’t want family/friends to know/ suffered from paranoid
symptoms. I think that you are more likely to trust someone one to one in a private setting
where people may not be able to see you.”
(MH ACP service user, under 25, DT9)
Furthermore, some were unsure about the opening hours proposed for the Community Front Rooms
(24 comments). Respondents were concerned that Community Front Rooms will have limited opening
hours and will not be open every day of the week, while a mental health crisis can occur at an����
As well as this respondents had ques���
ver how the pr��������������������
en
their community se����
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“These should be available for 7 days a week and should have qualified CPNs available. Access
should include 24 hours for people if they are referred from a ‘connection call’. Thursday to
Sunday 3-11pm really isn’t enough.”
(Carer for someone who experiences serious illness, someone who is a���
ted with a MH
organisa�����
“We would request that their opening hours are significantly extended beyond the
recommended Thursday to Sunday, 3pm to 11pm, as a mental health crisis can present itself on
a 24/7 basis and the earlier the effective intervention the better.”
(BH15)
“Not sure how the opening hours will apply in some of the community settings mentioned.”
(MH ACP service user, 45-54)
Some respondents also had concerns about the adequacy of Community Front Rooms for mental
health sufferers, especially for people with severe mental health problems or those in crisis (22
comments). Respondents had reserva�������
ther Community Front Rooms would work as
intended or if people would even go to them.
“I believe this would be beneficial for people with less severe mental health problems… those
who have severe mental health problems are unlikely to go out and access these services of
their own accord.”
(Carer for someone who experiences serious mental illness, under 25, DT4)
“Without seeing established models I would question whether people would use the service
rather than staying at home until crisis point and calling emergency or crisis point.”
(Someone who works in a MH service, DT1)
“This consultation relates to those with serious mental illness and being offered a cup of tea
and a chat does not feel an appropriate intervention for someone who is in crisis. This is not
a safe place – it will become a drop in location for those who have no immediate need to be
there.”
(MH ACP service user, 45-54, BH18)
A few comments related to closures in other parts of Dorset as part of the consulta��������
comments about the closure of the Linden Unit (7 comments).
“I think this would be a fantastic service to add to acute mental health services within Dorset,
as long as they do not come to the detriment of existing over stretched services, or reduce the
number of potential acute beds.”
(Someone who is a���
ted with a MH organisa�����
“These in addition to keeping Linden beds.”
(65-74, DT4)
Finally��
e comments were made by respondents who support Community Front Rooms but felt
mental health sufferers should not be in a public community environment, in order to ensure the
safety of clients, sta���������
“From a policing perspective, there are likely to be calls from the public if a number of people
with ‘serious’ MH issues are in a community area, I am particularly concerned about libraries.
Having said that, I do support the idea, it’s just the practicalities.”
(35-44, DT1)
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“The principle idea of Community Front Rooms seems ideal, but not implementation in public
venues, such as cafés, because the last thing a disturbed patient would need would be staring,
and ignorant and maybe mocking unkind strangers, further agitating the patients state of
mind.”
(MH ACP service user, 65-74)

5.4.2.2
Comments from respondents who do not support Community Front
Rooms in local areas
There were a total of 277 comments made by respondents who responded nega�ely to the proposal
for Community Front Rooms in local areas; this includes respondents who answered ‘not very much’,
‘not at all’ or ‘don’t know/ no opinion’ and those who did not respond at all. Comments made
by respondents who did not support the proposal mostly related to concerns Community Front
Rooms are not adequate for mental health sufferers or will not work (78 comments), privacy and
confidentiality issues (50 comments), staffing issues (34 comments) and the proposed opening hours
(33 comments). Other comments were related to locality (23 comments), other comments/ questions
and the need for more information (20 comments), accessibility (17 comments) and mental health
sufferers should not be put in a public community environment (8 comments).
Many of the respondents who did not support the proposal for Community Front Rooms felt these
were not adequate for mental health sufferers, especially for people with severe mental health
problems or those in crisis (78 comments). Respondents had reserva�������
ther the
Community Front Rooms would work or if people would go to them as much as an���
ted in the
proposal.
“I think Community Front Rooms are an essentially meaningless concept in that they are
basically a re-branding of the well-established idea of peer support groups… If CMHTs aren’t
involved, I don’t believe people can manage their own crisis, using these CFRs”
(Someone who is a���
ted with a MH organisa���M
T1)
“I don’t think the CFRs will offer a sufficiently robust service for people with serious illness. They
are not even directly linked to CMHTs. Sounds like a second-class service for those who live in
rural parts of the county that have poor transport.”
(Someone who works in a MH service, SP8)
“I’m not really convinced how helpful or effective this would be, and have doubts that people
would self-refer appropriately.”
(MH ACP service user, 65-74)
������W
o this, many comments were related to issues of privacy and confidentiality due to the
unsuitable settings proposed for the Community Front Rooms (50 comments). These comments
suggested privacy of service users will be compromised because of the amount of other people who
will be able to access these public environments, such as cafés and libraries.
“Will the cafés, libraries, day centres, supported housing venues be accessible to the general
public when a service user is using it for a crisis? Seems very inappropriate, bringing up issues of
confidentiality, boundaries, feelings of being safe.”
(Someone who works in a MH service, DT5)
“Rather public and very unsettling if you don’t like leaving the house. Could be good but
location needs a rethink.”
(MH ACP service user, 55-64, DT8)
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“Not sure what privacy and dignity patients would receive in a communal space. Seems
inappropriate… These CFRs need to be somewhere private, not out in the open – you’re not
going to go to a GP at a library or a café who then may want to carry out an examination of a
private nature in the library or café so why would you think a person with mental health issues
would want to talk to someone there?”
(Someone who works in a MH service)
A number of comments related to staffing issues and concerns about the con������
are if the
Community Front Rooms are not directly linked with CMHTs (34 comments). NHS pr�����
s were
�������
oncerned about the risks associated without appropriate sta�����������
vice,
sugges���������
orkers or volunteers would be ine���
e at av�������������
important that people are surrounded by prof����������V
ta��������
���������
to this respondents had concerns that if Community Front Rooms are not directly linked with CMHTs,
then this will lead to disjointed services which can be distressing for pa��ts.
“An interesting idea, but if not linked to the CMHTs and mainly peer led how will risks be
managed? How would self-harm incidents be dealt with? How would the Retreat staff
communicate with other services?”
(Someone who works in a MH service, BH13)
“Would be better if they were linked to CMHTs. Your consultation shows that people do not like
having to tell their story over and over again. It would cause quite a lot of anxiety for me and
others to go somewhere no one knew me or at least knew of me from colleagues.”
(MH ACP service user, 55-64, SP7)
“Very concerned this concept is about saving money – using those with the lived experience
to replace professional (trained, supervised, closely monitored and with set standards in
place) input. Prejudices confidentiality, safety (of both patients and volunteers), continuity and
treatment.”
(MH ACP service user, someone who works in a MH service, DT4)
A number of commen�����������
opening hours proposed for the Community Front Rooms
(33 comments); sugges�����������
xtended to cover all hours of the day, every day of the
week due to the unpredictable nature of mental health.
“I suppose any service is positive at this stage, but in general I’m not sure how helpful
Community Front Rooms will be considering that the opening times you are suggesting are
extremely limited. I am very concerned at the idea of staff sending unwell people away at 11pm
to close up, with no other service available to them in walking distance.”
(Someone who works in a MH service, BH7)
“Community Front Rooms are only available from Thurs-Sat, 3-11. What are people supposed to
do the rest of the week?”
(MH ACP service user, 55-64, DT6)
“They won’t be open 24/7 and you can’t predict when they may be needed.”
(65-74, SP8)
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Some comments were related to the locality of the proposed Community Front Rooms (23 comments).
The majority of these comments were related to the need for a Community Front Room in North
Dorset, or one that is easily accessible to people who live there (21 comments), and all of these
comments were from SOMH respondents. Two comments related to provision in other areas of the
county.
“Again no provision for the two main towns in North Dorset (Gillingham and Shaftesbury).”
(55-64, SP7)
“CFR at Sturminster Newton will not fulfil the needs of Shaftesbury, Gillingham and many
villages.”
(75-84, SP7)
A number of other comments or further questions were made by respondents who did not
support the proposal for Community Front Rooms (20 comments). These respondents needed more
informa�������
����t of Community Front Rooms, the e���
eness of this service
elsewhere and funding.
“Is this for recovery work or crisis reduction as the main function? I would be interested in the
evidence based outcome for this and who will pay for it and staffed by which team?”
(Someone who works in a MH service, BH17)
“Unsure of the comparison of service between the Front Rooms, Retreats and the recovery
beds, as an ex-employee from the Recovery House, this service would have been able to deliver
this with increased funding and extra staff with continued input from the Crisis Teams/ CMHTs.”
(Someone who works in a MH service, someone who is a���
ted with a MH organisa���M
T4)
Some comments were also related to poor accessibility of the proposed Community Front Rooms
because of the lack of transport available in rural areas across the county, especially if a Community
Front Room is located in Sturminster Newton where public tr����������������
comments).
“I think these will be hard to utilise and prove very difficult for patients to get to them.”
(MH ACP service user, 45-54, DT1)
“The times you are proposing to have these CFRs open in rural areas, bus services don’t exist.”
(MH ACP service user, 35-44, DT10)
Finally, eight comments suggested mental health sufferers should not be in a public community
environment. This was because of concerns about the safety of clients, sta�������������
se������
ell as concerns there is s�����������
wareness when it comes to mental health.
“I agree there is a need for a safe place to talk but it is definitely not a good idea to have them
in public places. The public at large are not understanding of serious mental illness and I believe
the users could be laid open to abuse.”
(Carer for someone who experiences serious mental illness, 55-64, BH21)
“Some people in crisis pose a risk and having other people around them causes more anxiety.
To put such people in places with members of the public around that may cause more anxiety
seems a ludicrous idea.”
(45-54, DT2)
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5.4.3 Combination of Recovery beds and Community Front Rooms
Q11. What combination of Community Front Rooms and
Recovery beds would you prefer?

67%

Seven Recovery beds and three Community Front Rooms

33%

Ten Recovery beds and two Community Front Rooms

1%
Base: 852

Respondents were asked to indicate their preferred op���
or the combina����
ecovery beds and
Community Front Rooms that will be provided; seven Recovery beds and three Community Front
Rooms or ten Recovery beds and two Community Front Rooms. 306 respondents 26%) did not provide
a response to this ques����������
ere respondents from the SOMH group who did not
provide a response at all, or did not provide a valid response. Of the respondents who did respond,
two-thirds indicated that they would prefer seven Recovery beds and three Community Front Rooms
(67%).

Q11. Combination of CFRs and Recovery beds you prefer/ by capacity (%)
A carer for someone with mental illness

60
67

A MH ACP service user
Someone who works in a MH Service
Someone affiliated to a MH organisation

54

Seven Recovery beds and three Community Front Rooms

33
46

64

36
78

None of the above
Prefer not to say

40

62

22
38

Ten Recovery beds and two Community Front Rooms

Further comparisons were made in order to iden�
y the preferred op���
or the combina����
Recovery beds and Community Front R�����������
oups. The combina�����
ven
recovery beds and three Community Front Rooms was the preferred op���������
oups.
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Q11. What combination of CFRs and Recovery beds would you prefer/ by locality (%)
Bournemouth
Christchurch
East Dorset
North Dorset
Poole
Purbeck

70
64
61
70
78
81
100

Purbeck, Poole, East Dorset
Weymouth & Portland
Weymouth & Portland & W. Dorset
West Dorset

30
36
39
30
22
19

52

48
69
64

Seven Recovery beds and three Community Front Rooms

31
36
Ten Recovery beds and two Community Front Rooms

Seven Recovery beds and three Community Front Rooms was the preferred op���
or respondents
across all districts, however respondents from Weymouth and Portland wer�����
antly less likely to
choose this op�����
espondents from any other district.
It is w�������
t of the 238 respondents who did not provide a response to this ques������
provide their postcode, 174 were from residents in North Dorset.
There wer������
an���
erences when comparing preferences for the combina����
ecovery
beds and Community Front Rooms across age groups, gender or respondents with or without a longstanding illness or disability.
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5.4.4 Reasons for response
Respondents were asked to explain why they would prefer to have seven Recovery beds and three
Community front Rooms or ten Recovery beds and two Community Front Rooms. There were a total of
762 comments made by respondents. More than half of these comments were made by respondents
who indicated that they would prefer to have seven Recovery beds and three Community Front Rooms
(390 comments), 178 comments were made by respondents who would prefer to have ten Recovery
beds and two Community Front Rooms and 194 comments were made by respondents who did not
choose either op���

Q12. Please explain why you prefer this combination of CFRs and Recovery beds
103

6

1
1

7
22

13

43 102 66
A

B

C

40

44

16

D

E

F

4

4

G

H

112 36
I

J

7 Recovery Beds and 3 Community Rooms

A
B
C
D
E
F
G
H
I
J

7+3 - Better ratio/ split/ best balance of resources
7+3 - CFR accessible to more people
7+3 - Early intervention may reduce need for beds
7+3 - Recommended by NHS
7+3 - CFR are good idea & more important/ more use
7+3 - Eradicate stigma & feel part of community
7+3 - Agree with CFR but have reservations
10+2 - Better idea
10+2 - Need more beds, more important
10+2 - CFR are inadequate

3
11
K

4

22

14

6

14

3
5

9
4

10

L

M

N

O

14

5
7

9

P

Q

R

10 Recovery Beds and 2 Community Rooms

K
L
M
N
O
P
Q
R
S

1
1
S

Did not answer Q11

All - disagree with CFR placement
All - North Dorset needs CFR, public transport
All - not enough information
All - Need more than proposed (beds & CFR)
All - CFR important in rural areas
All - CFR important in North Dorset
All - other comments (related to question)
All - Don't care/ know/ other (unrelated)
All - Linden Closure

5.4.4.1
Comments from respondents who preferred seven Recovery beds and
three Community Front Rooms
A total of 390 comments were made by respondents who indicated that they would prefer to have
seven Recovery beds and three Community Front Rooms. Respondents supported this op����
ause
Community Front Rooms are more accessible to more people (102 comments), early intervention
may reduce the need for beds (66 comments), Community Front Rooms are more important (44
comments), it provides a better balance of resources (43 comments), it is the op��recommended
by the NHS (40 comments), more Community Front Rooms will eradicate stigma and make people
feel part of the community (16 comments), this op�������
e services will be accessible to
people who live in North Dorset (14 comments) and to people who live in rural areas of the county
(10 comments). However, there were also a number of comments made by respondents who indicated
that they would prefer to have seven Recovery beds and three Community Front Rooms but had
reservations about this change (55 comments).
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Many respondents who indicated that they would prefer to have seven Recovery beds and three
Community Front Rooms commented that Community Front Rooms are a service which will be more
accessible and will be able to provide support to more people across the county (102 comments).
“Provides the most accessible service across a wider geographical area, especially the rural
areas with travel restrictions.”
(Carer for someone who experiences serious mental illness, someone who works in a MH
service, 55-64, BH15)
“I agree that this combination will provide the highest number of people with the best access
to services when they are in crisis.”
(MH ACP service user, someone who is a���
ted with a MH organisa�����
“Beds always fill up therefore limiting the number of people who can receive help; I therefore
think that an extra Community Front Room is a better idea as more people will be able to seek
help this way.”
(45-54)
Many respondents also suggested that early intervention as a result of the support from Community
Front Rooms may reduce the need for Recovery beds so more Community Front Rooms would be
more bene������
omments).
“If more people had quick access to support/ advice through Community Front Rooms, it would
reduce impact on the need for Recovery beds. Resources better used.”
(Someone who works in a MH service, DT4)
“With more Community Front Rooms, this could avoid the necessity for Recovery beds.
Prevention being better than care.”
(Carer for someone who experiences serious mental illness, 65-74, DT9)
“Community Front Rooms should help people at an earlier stage, this preventing future need
for Recovery beds.”
(MH ACP service user, 25-34, BH23)
A number of comments were also related to Community Front Rooms being a more important service
because they provide a familiar place where people can go if they want to talk and they can provide
support to more people with SMI (44 comments).
“Whilst recognising the need for Recovery beds, I feel that the Community Front Rooms will
bring help to more people.”
(Carer for someone who experiences serious mental illness, MH ACP service user, 45-54, DT11)
“Because I believe more human contact, help and support is more important than more beds.”
(MH ACP service user, 25-34, BH1)
“Someone struggling with mental health is more likely to benefit from talking about things,
learning how to manage their condition and getting support (i.e. the Community Front Rooms),
compared to having a bed provided for them.”
(Under 25, DT3)
Respondents also commented that seven Recovery beds and three Community Front Rooms was a
better balance of resources, in terms of loca��������
o enable maximum access to services (43
comments).
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“I feel this service is better spread to accommodate people’s location and need.”
(Carer for someone who experiences serious mental illness, 45-54, DT6)
“Offers a good balance. People who have mental health issues cannot afford to go on a waiting
list; they require help as soon as possible.”
(65-74, BH23)
“This seems the best distribution of resources.”
(55-64)
A number of respondents supported the op���
or seven Recovery beds and three Community Front
Rooms because it is the op�������
recommended by the NHS (40 comments).
“This is the CCG’s preferred option and I am very happy to along with this, as they are more
experienced.”
(MH ACP service user, 65-74, SP7)
“You’ve done the research so I assume your preferred option is the best option.”
(Under 25, DT4)
“I have to agree with your own proposal as I am really not aware of the need.”
(65-74, DT7)
Some respondents believe it is a be�er op���
o have more Community Front Rooms because these
will help to eradicate stigma among the general public and will make people with SMI feel part of the
community, which can aid recovery (16 comments).
“More Community Front Rooms seem more proactive as it is social integration that helps
people to recover.”
(Someone who works in a MH service)
“The integration of mental health support into the community is exactly the direction we
should be aiming. It’s high time we worked to eradicate the stigma surrounding mental ill
health and cultivate an understanding and awareness culture around the issues of mental
health.”
(Under 25, BH9)
Some respondents were in favour of providing three Community Front Rooms to ensure one of
these is located in Sturminster Newton, which will be more accessible to North Dorset residents (14
comments).
“Only because Sturminster Newton is in North Dorset, which would give us access to
something.”
(65-74, SP7)
������W
o this, ten comments were from respondents who supported the op��������
provide three Community Front Rooms because it is important to make services more accessible to
people who live in rural areas across the county.
“I can only imagine the difficulties of living in a rural area, so any help of this sort is good. I feel
rural areas need support in local facilities.”
(MH ACP service user, 55-64, BH17)
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“Most of Dorset is a very rural county and for Community Front Rooms to be accessible to
people who need them there needs to be at least three.”
(Carer for someone who experiences serious mental illness, 55-64)
However, there were many respondents who were in favour of providing seven Recovery beds and
three Community Front Rooms but also had some reservations about the proposal (55 comments).
Many of these comments were related to concerns about the provision of services in North Dorset,
suggesting a Community Front Room needs to be better located in North Dorset as access to
Sturminster Newt����������W
o poor public transport links during opera����
s (14
comments).
“I feel that we cannot service the entire county with only two Community Front Rooms.
However, Gillingham would be a far better choice for a Community Front Room, or even
Shaftesbury, as the transport links to the rest of the largely rural area of North Dorset are far
better than what is provided in Sturminster Newton.”
(MH ACP service user, under 25)
������W
o this, some comments were made by respondents who are in favour of providing more
Community Front Rooms but disagree with the placement of these in the proposal (11 comments).
“CFRs are best situated in Bridport, Weymouth and Bournemouth. This is to meet the greatest
need/ demand for them from the local populations.”
(Someone who is a���
ted with a MH organisa��
“I remain concerned that the front rooms are all in the west and north of the county, what
about Purbeck?”
(Carer for someone who experiences serious mental illness, 35-44, BH16)
Nine comments were made by respondents who did not know or mind about the combina��
of Recovery beds or Community Front Rooms, as well as comments which were unrelated to the
proposal.
“Binary choice, so picking the least worst. Where does the Glendenning rehabilitation centre in
Dorchester fit into this?”
(Carer for someone who experiences serious mental illness, 65-74, DT6)
Seven other comments were made by respondents who indicated that they would prefer to have
seven Recovery beds and three Community Front Rooms. These included comments related to sta��
,
the two services being appropriate a���
erent stages of treatment and the current usage of Recovery
beds.
“As pointed out in the report the Recovery beds are not being utilised appropriately. This is
because the staff that run this facility are inexperienced, they have no appropriate training…
This is not a safe environment for people who are actively suicidal. The Recovery beds need to
be run with qualified staff.”
(Someone who works in a MH service)
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Five comments were related to a lack of information provided about the changes, or respondents
who felt they did not know enough about the need for these services in order to make an informed
decision.
“Unsure of the current supply and demand for these facilities and therefore cannot provide an
informed response to the question.”
(45-54, BH22)
Four comments were related to the need for more Recovery beds and Community Front Rooms than
the number that has been proposed by either op���
“Personally feel that more of each is needed to cover rural areas in Dorset.”
(Someone who works in a MH service, DT1)
Finally, four comments were made by respondents who agreed with the proposal to have more
Community Front Rooms but also had some reservations about this service.
“These vulnerable patients need access 24 hours a day to CMHT. Opening times for front rooms
do not address this. These patients can go downhill very quickly, not just at your proposed
opening times.”
(SP7)

5.4.4.2
Comments from respondents who preferred ten Recovery beds and two
Community Front Rooms
There were a total of 178 comments from respondents who indicated that they would prefer to have
ten Recovery beds and two Community Front Rooms. Respondents supported the op���
or ten
Recovery beds and two Community Front Rooms because the need for more beds is more important
(112 comments), Community Front Rooms are inadequate (36 comments) and it is a better idea (4
comments). However some respondents who preferred this op�������
reservations about the
proposal (25 comments).
The majority of comments from respondents who were in favour of having ten Recovery beds and two
Community Front Rooms commented there is a greater need for more beds than for any other service,
including Community Front Rooms (112 comments).
“Having a bed and 24/7 care is far more important than a cup of tea in a Community Front
Room! The beds can be used to bridge the link between a psychiatric service and their
community. Care and support would be available for the whole time a service user is in this
service, rather than being evicted from a coffee shop at midnight.”
(MH ACP service user, 45-54, BH18)
“Recovery beds are in huge demand at the moment, they have to be a priority.”
(Someone who works in a MH service, BH1)
“Beds are more important to assist those in crisis. When I was in crisis there was nothing Dorset
NHS did for me.”
(MH ACP service user, 35-44, BH7)
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A number of respondents also commented that Community Front Rooms are inadequate for people
with SMI (36 comments).
“People with severe mental health problems need timely professional help. I think these
community drop ins would suit those with moderate difficulties.”
(Carer for someone who experiences serious mental illness, MH ACP service user, 45-54, BH23)
“Because of my own mental health difficulties, I can no longer drive. Getting the buses from
my village to any of your suggested Community Front Rooms is a mountain to climb – when in
extreme crisis myself, this would simply have been impossible. I have ticked the ten Recovery
bed option because I don’t believe that the Community Front Rooms will be successful, and at
least more beds is a bonus.”
(MH ACP service user, 55-64, DT2)
“I do not think CFRs provide the right level of service. Recovery beds are more important.”
(Carer for someone who experiences serious mental illness, someone who works in a MH
service, SP8)
Four comments were made by respondents who felt this combina����
ecovery beds and
Community Front Rooms was generally a better idea.
“This just seems to me to be the best choice.”
(Someone who is a���
ted with a MH organisa�����
Similarly to the respondents who were in favour of three Community Front Rooms and sever Recovery
beds, some of the respondents who preferred this op�������
eserva���������
oposal (25
comments). A number of these comments were related to the need for more Community Front Rooms
and Recovery beds than the number proposed (9 comments).
“Found this a very difficult question to answer. I want to see more beds overall and more front
rooms.”
(55-64)
“Neither of these options is adequate. ‘The available finance’ would suggest that the service
is being shoehorned to fit a budget rather than being designed to improve the experience of
patients.”
(Someone who is a���
ted with a MH organisa���M
T6)
Five other comments were made by respondents who chose ten Recovery beds and two Community
Front Rooms but had reserva���������
oposal; these were related to funding, resources and
exis����
vices.
“Use Forston Clinic, it’s staring you in the face. You could save a lot more money using what you
already have.”
(Carer for someone who experiences serious mental illness, 55-64, DT6)
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Some comments re��W
ed the need for services in North Dorset, or to make services more easily
accessible to people who live in this part of the county by making improvements to public transport (4
comments).
“Where do you get your travel times from? You have certainly never tried to catch a bus in
North Dorset to anywhere. Limited is an understatement. What is happening to the Milldown
Unit in Blandford, are you scrapping this?”
(Someone works in a MH service, DT11)
A few respondents disagree with the placement of Community Front Rooms in the proposal (3
comments); and three respondents felt they needed more information about the proposed changes.
“Neither due to the lack of information around the particular services and what they will offer
in comparison to each other.”
(Someone who works in a MH service, someone who is a���
ted with a MH organisa���M
T4)

5.4.4.3

Comments from respondents who did not give a preferred option

There were 194 comments made by respondents who did not indicate their preferred op���
or
the combina����
ecovery beds and Community Front Rooms. The majority of these comments
were related to the need for services in North Dorset (103 comments). Other comments were
related to a lack of information to make a decision (22 comments), those who don’t mind or
know (22 comments), there is a need for more beds and Community Front Rooms than proposed
(14 comments), disagreement with the placement of Community Front Rooms (13 comments),
Community Front Rooms are inadequate (7 comments), it is more important to have more beds (6
comments) and other comments (6 comments).
More than half of comments from responden������������������
ere related to the
lack of service provision proposed for North Dorset (103 comments). This included many comments
related to poor accessibility of a Community Front Room if it were located in Sturminster Newton,
because of its poor public transport op��������
a����
s. 98 of these comments were from
SOMH respondents.
“Sturminster Newton is not viable since there is no public transport at the weekend.
Shaftesbury is better, and Gillingham has best access.”
(MH ACP service user, 45-54, SP8)
“Bridport and Wareham are too far from North Dorset. There are no public transport facilities
to these areas from the North. Sturminster has very limited bus services and none on a
Sunday.”
(45-54, SP7)
“Until the proposal includes adequate provision for the whole of North Dorset (including
Shaftesbury and Gillingham) this is not acceptable.”
(55-64, SP7)
Many comments were made by respondents who required more information in order to make an
informed decision on the combina����
ecovery beds and Community Front Beds that should be
provided (22 comments).
“How many current service users drive? Given that many conditions are not good when driving
when unwell. What is the link to primary and secondary services? Without detail, how can we
give a proper view?”
(Someone who works in a MH service, BH15)
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“Neither as the requirement is obviously far greater than the budget will allow. Without
seeing/ understanding analysis of the benefits of each, and how far both fall short of the actual
requirements.”
(MH ACP service user, 45-54, BH8)
There were also a number of respondents who did not know or mind which combina����
ecovery
beds and Community Front Rooms are provided (22 comments). This included four comments from
respondents who said ‘neither op��
.
“It makes no difference to me.”
(65-74, SP8)
“None of the above.”
(MH ACP service user, 35-44, DT3)
There were also comments that related to the need for more Recovery beds and Community Front
Rooms than the number suggested by either op�������
oposal (14 comments).
“More are needed – the options listed above will not provide the services we need.”
(MH ACP service user, 55-64, SP7)
“It would be preferable to have ten Recovery beds and three Community Front Rooms. If plans
and finances go as far as extra beds plus creating Community Front Rooms – do it properly and
make as much provision as possible.”
(55-64, BH23)
Some respondents disagreed with the placement of Community Front Rooms that have been
proposed (13 comments). These comments suggested Community Front Rooms need to be placed in
other loca����
oss the county in order to accommodate the needs of people who hav�������
travelling or are unable to use public transport, for example older people or people who live in rural
loca����
“Please take into account older person’s needs. There is no mention of Bournemouth, Poole and
Christchurch; they have a significant mental health population.”
(Carer for someone who experiences serious mental illness, MH ACP service user, someone
who works in a MH service, BH9)
“Locations chosen are not accessible by public transport.”
(55-64, SP7)
Some comments were related to Community Front Rooms not being adequate for people with SMI, in
�����������
e in crisis (7 comments).
“Who would accept a person in crisis in a café/ library or some such public venue? Should be all
Recovery beds and lots of them! Totally inadequate and not fairly distributed.”
(Carer for someone who experiences serious mental illness, someone who works in a MH
service, someone who is a���
ted with a MH organisa��
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������W
o this, six commented that it is more important to provide more Recovery beds, as these
are a more appropriate form of care for people with SMI.
“I choose none of the above. Beds, beds, beds – that’s what is needed.”
(MH ACP service user, 45-54, DT5)
Finally, six other comments were made by respondents who did not choose either combina����
Recovery beds and Community Front Rooms.
“I would not want either option. This could be completely ineffective and cause delays for
patients achieving the correct care.”
(55-64, SP7)
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5.5

Overall proposal

5.5.1 Overall support
Q13. To what extent do you support the proposed changes?

39%

A great deal

28%

To some extent

9%

Not very much

23%

Not at all

Don't know / no opinion

2%

Base: 1,089

Respondents were asked to indicate the extent to which they support the overall proposed changes
to how mental health acute care is provided in Dorset. 1,089 respondents provided a response
to this ques����
erall, two-thirds of these respondents support the changes that have been
proposed either ‘a great deal’ (39%) or ‘to some extent’ (28%). However, just less than one quarter of
respondents were completely against the proposed changes to how mental health care is provided in
Dorset (23%).

Q13. To what extent do you support the proposed changes/ by capacity (%)
A carer for someone with mental illness

33
51

A MH ACP service user
Someone who works in a MH Service

Prefer not to say
A great deal

To some extent

13
28

32

38
52

Someone affiliated to a MH organisation
None of the above

40

28
Not very much

18
22

37

26
22

9

8

6

8
Not at all

11 2
11 1
15

30
41

14 1

4
1
1

Don't know / no opinion

Mental Health Acute Care Pathway service users, those who are a���
ted with a mental health
organisa��������
ork in a mental health service and those who care for someone living in
Dorset who experiences SMI wer�����
antly more likely to support the proposed changes either ‘a
great deal’ or ‘to some extent’ than those who were responding in none of these c����������
who preferred not to say, who wer�����
antly more likely to not agree at all with the proposals.
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Q13. To what extent do you support the proposed changes/ by locality (%)

63

Bournemouth

59

East Dorset

11

12

5

70
67
72

Poole
Purbeck

54

Purbeck, Poole, East Dorset
Weymouth & Portland
Weymouth & Portland & W. Dorset

26
19

36
43
38

West Dorset
A great deal

4 23
14 2 2
34
33
1
21
8 22
25
3
39
8
23
13 2
14
22
3
11
10 3

81

Christchurch

North Dorset

29

39

To some extent

Not very much

Not at all

Don't know / no opinion

Respondents from Bournemouth, Christchurch, Poole and Purbeck wer�����
antly more likely
to support the proposed changes ‘a great deal’ than respondents from North Dorset, Weymouth
and Portland, Weymouth and Portland/ West Dorset and West Dorset. Furthermore, East Dorset
respondents wer�����
antly more likely to support the proposed changes ‘a great deal’ than
respondents from North Dorset, Weymouth and Portland and Weymouth and Portland/ West Dorset.
Respondents from Bournemouth, East Dorset, Weymouth and Portland, Weymouth and Portland/
West Dorset and West Dorset wer�����
antly more likely to support the overall proposal ‘to some
extent’ than North Dorset respondents.
Respondents from North Dorset wer�����
antly more likely to be completely against the proposed
changes overall than respondents in any other dis����������
espondents from Weymouth &
Portland and West Dorset wer�����
antly more likely to be completely against the proposed changes
overall than Bournemouth and Poole respondents.

Q13. To what extent do you support the proposed changes/ by age (%)
Under 25

26

36
55

25 to 34

33

65 to 74

85 or over
A great deal

27

To some extent

10

29

10

24
27

36

8

31

38

55 to 64

8

29

41

45 to 54

26

22

46

35 to 44

75 to 84

5

Not very much

33
41

18

13

1

16

1

17

1

21

9
3

8

2
1
2

46
Not at all

Don't know / no opinion
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Overall, younger respondents were more likely to agree with the proposed changes to how mental
health acute care is provided in Dorset compared to older respondents. Respondents aged between
25 and 34 wer�����
antly more likely to support the overall proposal ‘a great deal’ compared to 65
to 84 y�����������
espondents aged over 65 wer�����
antly more likely to be completely
against the proposed changed compared to those aged 25 to 54.

Q13. To what extent do you support the proposed changes/ by disability (%)

51

Yes
No

A great deal

35
To some extent

27
28
Not very much

10
Not at all

9

12
25

2
2

Don't know / no opinion

Respondents with a long-standing illness or disability wer�����
antly more likely to support the
overall proposal ‘a great deal’ than respondents without a long-standing illness or disability.
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5.5.2 Reasons for response
Respondents were asked to give their reasons why they support or do not support the proposed
changes to how mental health acute care is provided in Dorset. A total of 846 comments were made
by respondents. For the purpose of analysis these were coded into main themes, and further subcoded where appropriate.
The graph below highlights the number of responses for each sub-topic, and split by whether they
were the reasons provided by respondents who answer�����
ely (‘a great deal’ or ‘to some
extent’), or nega�ely (‘not very much’ or ‘not at all’) or did not provide a response to the previous
ques���
egarding support for the overall proposal.

Q14. Please explain why you support or not the proposed changes
1

166

19

27

24

16
12
187 52 26 34 12 27 15 3 12 28 16
1

A

B

C

D

E

F

G

H

“A great deal” or “ To some extent”

A
B
C
D
E
F
G
H
I
J
K

General positive comment
Good to provide easy access to support
Release pressure on services/ reduce transfers
Preventative measures/ interventions
CFR is good idea
Good to have more beds
Location concerns
Location - West Dorset
Location - North Dorset
Closures
Insufficient proposal (need to do more)

5.5.2.1

I

J

K

6
3

2
5

10

L

M

10

13 36 13

6
7

2
2

N

Q

R

O

P

19
7

2
1

10
2

7
5

S

T

U

V

“Not very much”, “Not at all” or “Don't know/no opinion”/did not respond

L
M
N
O
P
Q
R
S
T
U
V

More funding needed
More beds needed
More information needed
Staffing issues
Other concerns/ recommendations
Other - CFR
Other - young people care
Treatment and pathway comments
Other - people with SMI do not self-present
Other - proposal designed for cost not people
Don't care/ know/ other (unrelated)

Comments from respondents who support the overall proposal

A total of 506 comments were made by respondents who r��������
ely to the overall proposed
changes. 338 comments pro�������
e reason for why they support the overall proposal. Many
of these were a general positive comment about the proposed changes (187 comments). Other
���
e comments were related to making help and support easily accessible (52 comments), the
preventative approach (34 comments), the need for more beds (27 comments), release current
pressure on the system and reduce transfers (26 comments) and that Community Front Rooms are a
good idea (12 comments).
Many respondents provided a general positive comment about why they support the overall proposal
(187 comments). This included comments from respondents who thought the proposal was a good
idea, that there was a need for changes to be made as they are long overdue and the high level of
considera������
agement that has contributed to the proposals.
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“As a person with an ongoing SMI, this is something that I care deeply about. If this is
affordable, then anything that can be done to improve the service offer to the people of Dorset
really must be done.”
(MH ACP service user, 35-44, BH5)
“An increase in service provision for people with these needs – only good would come out of it,
the benefits would be great.”
(MH ACP service user, 65-74)
“I strongly welcome the proposed changes. They have been needed for a long time. The current
crisis provision has failed my family numerous times – I welcome anything that improves this
and provides great accessibility to beds.”
A number of respondents supported the proposed changes because it is important to make help and
support more easily accessible to people with SMI, especially when they are in crisis (52 comments).
“Mental illness affects whole families, not just the patient themselves, and a crisis can escalate
very quickly so it is vital that there are support services available.”
(Carer for someone who experiences serious mental illness, 55-64)
“As a potential patient if things go wrong I need to know that services are available near
home.”
(MH ACP service user, 65-74)
“There is a severe lack of available support services in place to support people who need it
without having to go into hospital.”
(Carer for someone who experiences serious mental illness, 45-54, DT5)
������W
o this, a number of respondents supported the preventative approach of the proposed
changes; sugges������
terven��������
e bene����������
e experiencing SMI across
the county (34 comments).
“Change is needed – the pathway has been reactive rather than proactive – we need more
interventions.”
(MH ACP service user, someone who works in a MH service, BH13)
“Any proposals that aim to work towards preventing a mental health crisis, as opposed to
reacting to one, can only be a big step-forward.”
(Carer for someone who experiences serious mental illness, 65-74, BH10)
“The focus has to be more on maintaining good mental health (remission) and preventing
mental health crisis in the first place. The proposed changes would be a welcome step in the
right direction.”
(MH ACP service user, 45-54)
Some respondents also supported the proposal for additional beds because of the high demand for
them (27 comments).
“More inpatient beds created overall can never be a bad thing. I fully support that element.”
(MH ACP service user, 45-54, BH15)
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“The number one priority must be to provide the necessary additional hospital beds in the right
locations.”
(Carer for someone who experiences serious mental illness, 55-64)
“We are pleased to see the increase in beds as they are desperately needed.”
(Someone who works in a MH service)
Respondents also suggested the current pressure on the system was unsustainable so the expansion
of service provision is necessary in order to reduce transfers out of the county and reduce the risk to
service users, sta�����������
omments).
“From current personal perspective, the service is in crisis and the situation is placing patients
and members of the public at an unacceptable level of risk.”
(Someone who works in a MH service, BH17)
“Current services have been under pressure for some time causing distress for patients/ carers/
staff – a change is needed.”
(Someone who works in a MH service, BH14)
“We desperately need changes, as there are not enough service providers in Dorset mental
health care and they cannot cope. Our service users – our family are being let down.”
(Carer for someone who experiences serious mental illness, 55-64, DT3)
Twelve comments were also made by respondents who supported the proposal to create Community
Front Rooms.
“I love the Community Front Rooms, which is a support that will be so beneficial to prevent
crisis.”
(Carer for someone who experiences serious mental illness, 45-54, DT6)
“Giving people the option to go to a ‘safe’ place is a good idea for the majority of people,
depending on the extent of their crisis, and so the creation of Retreats and Community Front
Rooms can only be a good thing.”
(MH ACP service user, 45-54, BH6)
“The Community Front Rooms will provide greater access to locations that aren’t so accessible.
These should allow people to get the appropriate care which families or friends might not be
able to provide.”
(MH ACP service user, under 25, BH14)
On the other hand, many respondents who indicated that they support the overall proposal also had
some reserva�����������
es (168 comments). These comments were related to staffing
issues (36 comments), concerns about the proposed locations for service changes (30 comments),
closures (28 comments), other recommenda�����
oncerns (25 comments), the proposal is
insufficient and more needs to be done (16 comments), more information is required about the
proposal (13 comments), treatment and pathway (7 comments), more beds are needed than the
number proposed (5 comments) and more funding is required (3 comments).
Many of the respondents who supported the overall proposal had concerns about the staff who will
work in the new services as well as how the proposed changes will a�ect the role of current sta���
comments).
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“Concerns – how the recovery beds/ Community Front Rooms will be staffed? Will it be an
expectation that CMHT teams will have to cover, on some rota, as well as trying to manage their
existing caseload/ meeting already strained business objects? There are still posts within the
trust that remain unfilled?”
(Someone who works in a MH service, DT4)
“I feel the proposed changes should help mental services greatly, but feel there should be
more services and staff for people to access before crisis and CMHT should offer more intense
support.”
(MH ACP service user, under 25, DT9)
“The idea to merge crisis service with CMHT's appears poor. Either close the crisis service or
don't but by merging with another service you don't create harmony, you blur the lines. This is
from a CMHT adult team leader perspective. There are a lot of CMHT staff worried right now
about how this will impact on their role too. Crisis team staff have a certain kind of resilience
that not all CNHT staff are capable off. If the proposal is also going to include current CMHT
staff working different hours to cover crisis work there may also be issue with staff retention,
alongside professional aptitude.”
(Someone who works in a MH service, BH21)
������W
o this, many of these respondents were concerned about the loca����
t have been
included in the proposals for the changes to services (30 comments). Half of these comments were
related to general concerns about the locations that have been proposed (15 comments).
“The options are limiting… There is a huge and continuous bias towards major conurbations.
There is a lack of recognition of transport link problems and no mention of public transport in
rural areas.”
(Carer for someone who experiences serious mental illness, MH ACP service user, someone who
is a���
ted with a MH organisa���M
T6)
“I support these changes but the support must be there for all. Putting care just in high demand
areas prevents others from accessing the service, or puts additional strain on them as they have
to travel longer distances to get help.”
(25-34, DT9)
������W
o this, some responden��������
a����
y had concerns about which included
service provision in North Dorset (12 comments) and West Dorset (3 comments).
“Once again I stress that these need to strongly consider the local North Dorset communities
with limited public transport.”
(Someone who works in a MH service, 55-64, SP7)
“I believe you need to relook at the populations of greatest need and demand. If you do not
provide sufficient beds in the west you are not recognising the need and demand here and the
service in the west will be less safe than it should be.”
(Someone who is a���
ted with a MH organisa��
A number of respondents also commented on closures elsewhere in the county as part of the
proposed changes, with many of these specifying their concerns about the closure of the Linden Unit in
Weymouth (28 comments).
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“We need more beds and support but I don’t see how you can justify closing Weymouth as a
huge part of recovery in mental health is being somewhere familiar where people can visit you
so think it would make the process slower.”
(Carer for someone who experiences serious mental illness, 35-44, DT4)
“As an employee at St. Ann’s I am extremely concerned by the fact that people believe that
closing MH beds is going to help a service that is already struggling under the pressure. I
understand the idea of moving beds to an area of higher demand but I truly believe that it will
be a disaster if you close the beds in Weymouth.”
(Someone who works in a MH service, BH1)
“Taking the Linden Unit away is wrong and does not support the needs of people in Weymouth
and Portland at all.”
(MH ACP service user, 35-44, DT5)
Other concerns and recommendations made by respondents were related to concerns about the
adequacy of Community Front Rooms, the lack of considera���
or mental health services for children
and young people or the elderly in the proposals, sugges������
oposals are designed with cost at
the forefront as oppose to people’s needs and concerns that people with SMI will not self-present at
the proposed services because the������
en want to seek help (25 comments).
“It seems only part-time cover. What services will be available when Retreats and Front Rooms
are closed? Transport/ access could be difficult for many people.”
(65-74, DT2)
“No mention of children’s services or elderly, particularly if Alderney closes.”
(65-74, BH22)
“Your own reasons for your proposals are logical but most of the proposals address the situation
in which the mentally ill person is prepared to seek help.”
(75-84, BH18)
Some comments also suggested the proposal was not sufficient (16 comments). This included
comments from respondents who were unsure if the proposed changes will be e���
e and
sugges����
t even more needs to be done in order to meet the demand for services in the county.
“It will never be enough! I always have the feeling that any changes are to save money overall,
rather than to increase the capacity for care of those with acute mental health needs – which is
invariably expensive.”
(Carer for someone who experiences serious mental illness, 55-64, BH23)
“Too focused on fixed locations. More thought should be given to enhancing mental health
services available at the main GP surgeries, services or at least basing them at the community
hubs, thereby providing a joined up service.”
(MH ACP service user, 55-64)
Some respondents also suggested that more information about the proposed changes is required in
order to make more coherent comments on the proposal (13 comments).
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“More information needs to be provided regarding detail of proposals i.e. number of inpatient
admissions and how Retreat and CFR’s would operate.”
(45-54, DT6)
“Not a lot of specific detail, particularly about community teams/ crisis etc.”
(Someone who works in a MH service, DT3)
Seven comments were related to treatment and the care pathway.
“I work in the Liaison Psychiatry service and we experience problems weekly, with access to
beds particularly. A general hospital environment is not a suitable place for an acutely mentally
unwell person and when there are bed shortages they sometimes have to stay for weeks while
a bed is sought.”
(Someone who works in a MH service)
“My assessment assumes that the proposals will not impact services for community mental
health management (e.g. dementia). I have been impressed by recent service levels although
my wife’s earlier diagnosis and treatment suffered from some of the issues highlighted in the
report.”
(Carer for someone who experiences serious mental illness, 75-84, DT6)
Finally��
e respondents suggested even more beds are needed than the number that has been
proposed. As well as this, three commented that more funding is needed in order to provide services
that meet the demand.
“There needs to be more beds created – 16 new beds is nowhere near enough – it should be at
least double that.”
(45-54)
“I accept it is the best that can be done within the limits of funding, but I feel that even more
funding could be used to increase the service.”
(65-74)

5.5.2.2

Comments from respondents who do not support the overall proposal

There were a total of 340 comments made by respondents who responded nega�ely to the proposed
changes overall; this includes respondents who answered ‘not very much’, ‘not at all’ or ‘don’t know/
no opinion’ and those who did not respond at all. The majority of these comments were related to the
proposed locations for services (202 comments). Comments were also related to other concerns and
recommendations (30 comments), closures (27 comments), staffing issues (19 comments), treatment
and the care pathway (19 comments), insufficient proposal (16 comments), more information is
required on the proposals (10 comments), the need for more funding (6 comments) and the need for
more beds than the number that has been proposed (2 comments).
The majority of respondents who did not support the overall proposal or did not respond were
concerned about the loca����
t have been proposed for the changes to services in Dorset (202
comments). A large number of these were related to service provision for North Dorset in the
proposal (166 comments), and 156 of these were from SOMH respondents.
“Whilst there are some good ideas being presented, there are no provisions being made to
North Dorset, besides one mention of Sturminster Newton, a town which is not easily accessible
to the rest of the area.”
(MH ACP service user, under 25)
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“Absolutely no real provision for residents in North Dorset. Once again all provision centres
around Bournemouth, Poole and Dorchester which are areas rich in local transport networks
yet nothing up here where bus services are at best once every 2 hours if the service hasn't been
cut.”
(35-44, SP8)
“No provision in North Dorset. No information about how this will affect current services in
Shaftesbury.”
(35-44, SP7)
Some comments were related to generic concerns about the locality of the services in the proposal
(24 comments).
“The distance to the proposed locations is too far to help – having local services improves
recovery and allows for visitors.”
(MH ACP service user, 35-44, SP3)
“This proposal does not address any rural communities which are crucially lacking in any
meaningful services. This proposal concentrates on the urban two thirds, what about the rural
one third?”
(Carer for someone who experiences serious mental illness, someone who works in a MH
service, someone who is a���
ted with a MH organisa��
“It will provide very uneven support – good if you live in a major conurbation but not good for
those in the more rural areas.”
(55-64, SP7)
Twelve respondents had concerns about the changes to services in West Dorset.
“It appears that the majority of resources are to be available in East Dorset, to the detriment of
the west of the county.”
(Someone who works in a MH service, DT2)
“Once services are cut locally they will be gone forever. Keep services locally to Weymouth and
Portland.”
(25-34, DT4)
Other concerns and recommendations from respondents were related to sugges����
t the
proposals are designed with cost at the forefront as oppose to people’s needs, the e���
eness of
Community Front Rooms, service provision for children and older people and concerns that people
with SMI will not self-present because the������
en seek help (30 comments).
“It feels as if a lot of the plans/ decisions have been made with cost in the forefront.”
(55-64, DT4)
“You appear to have forgotten about the children/ young children!”
(35-44, DT1)
“The main thing seems to be that help is available whenever someone needs it. Not sure
if everyone seeks the help, so that might be a reason why things get to breaking point (my
personal experience), not that help isn’t there.”
(MH ACP service user, 55-64, DT11)
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A number of respondents were concerned about closures that are happening elsewhere in the county
as part of the pr��������
ally the closure of the Linden Unit (27 comments).
“To close the Linden Unit would leave West Dorset with virtually nothing. Moving to St Ann's/
Forston would mean increased patient isolation, problematic for visitors to the extent that a lot
of people simply would not be able to visit their loved one.”
(MH ACP service user, 35-44, DT3)
“We must not lose the Linden Unit, it is too vital. These changes appear to be cuts for
Weymouth and West Dorset.”
(Carer for someone who experiences serious mental illness, 55-64, DT5)
“Loss of beds in the west of the county will have a detrimental effect on mental health provision.
The rural nature of West Dorset requires CMHTs to be increased and to have flexibility and
mobility so that those patients in need of treatment and support have access to trained
qualified staff when they need it.”
(45-54, DT1)
������W
o this, some respondents had concerns about the staff who will work in the proposed
services as well as how changes will a�ect the role of current sta������������
eatment they
are able to provide (19 comments).
“More beds increase demand on staff, which is already short, which would make the quality of
treatment harder to meet. “
(Someone who works in a MH service, someone who is a���
ted with a MH organisa���M
T4)
“Fully trained staff are needed to ensure we provide the very best care at the early stages of
poor mental health to all our population who need it.”
(55-64, DT9)
Some comments were related to treatment and the care pathway for people who experience SMI (19
comments).
“Research and anecdotal information shows that people prefer to be able to access small, local
hospitals that are near to family and local community resources. People can feel intimidated by
large impersonal hospitals that can remind them of the large institutions which have a stigma
attached to them.”
(Someone who works in a MH service, DT5)
“You should be educating GPs and primary care workers on how to spot, help and deal with
people who come to them needing treatment that is likely to be mental health issues. This way
you wouldn't need as many acute services in our area.”
(MH ACP service user, 35-44, DT10)
Some respondents were also concerned that the proposed changes were not sufficient and that even
more needs to be done in order to improve mental health services (16 comments).
“I feel that there is still not enough services overall, for people to be able to have access to,
where they don't have to travel greater distances, to be able to have the essential care and
support that they need.”
(MH ACP service user, 35-44, DT7)

Prepared by the Market Research Group

88

“I feel this is not the way forward for the best interest of patients and relatives.”
(45-54, DT6)
Ten comments were related to the lack of information in the proposals in order to make an informed
decision about their e���
eness.
“Not enough information has been provided with the proposed changes.”
(Someone who works in a MH service, BH23)
Finally, six comments were related to the need for more funding in order to make further
improvements to mental health services, meanwhile two suggested more beds were required than the
number that have been proposed in order to meet the demand.
“There is currently an abysmal lack of support for MH illnesses in Dorset. There is little evidence
that the proposed changes will improve provision unless there is a significant increase in
funding.”
(55-64, DT7)
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5.5.2 Retreats, Community Front Rooms and Recovery beds
Q7+Q11. Combination of preferred choices

53%

Dorchester and 7 recovery beds/ 3 CFRs

22%

Dorchester and 10 recovery beds/ 2 CFRs

15%

Weymouth and 7 recovery beds/ 3 CFRs

Weymouth and 10 recovery beds/ 2 CFRs

10%

2%

Base: 753

Further analysis was carried out to iden�
y the preferred combina�����
���
or the loca����
the Retreat in the west of the county and the number of Recovery beds and Community Front Rooms
to be provided. 753 respondents answered both ques�����������V
wered both ques���
more than half preferred Dorchester as the loca���
or the Retreat as well as the op���
o have seven
Recovery beds and three Community Front Rooms (53%). The next favoured combina���as for
the Retreat to be in Dorchester and to provide ten Recovery beds and two Community Front Rooms
(22%). The least preferred op���as for the Retreat to be located in Weymouth and to provide ten
Recovery beds and two Community Front Rooms, with only one out of ten respondents preferring this
combina�����

Q7+Q11. Combination of preferred choices/ by capacity (%)
A carer for someone with mental illness

43

A MH ACP service user
Someone who works in a MH Service
Someone affiliated to a MH organisation
None of the above
Prefer not to say

20

18

54
45

25
24

47

19
13

11

24
61

51

20
19

17
22

9

10
17

9

5

18

Dorchester and 7 recovery beds/ 3 CFRs

Weymouth and 7 recovery beds/ 3 CFRs

Dorchester and 10 recovery beds/ 2 CFRs

Weymouth and 10 recovery beds/ 2 CFRs

Further comparisons were made to iden�
y the preferred combina�����
���
or the loca���
or
the Retreat and the number of Recovery beds and Community Front R�����������
oups.
Although respondents of all c�����
ere most likely to choose both Dorchester and seven Recovery
beds and three Community Front Rooms, those who replied ‘none of the above’ wer�����
antly
more likely to choose both of these op������
arers for people who experience serious mental
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illness. Meanwhile, carers, those who work in a mental health service and those who said ‘prefer not
to say’ wer�����
antly more likely to choose Weymouth and ten Recovery beds with two Community
Front Rooms than those who replied ‘none of the above’.

Q7+Q11. Combination of preferred choices/ by locality (%)

57

Bournemouth
Christchurch

47

East Dorset

52

North Dorset

59

19
24

Purbeck, Poole, East Dorset

75

Weymouth & Portland & W. Dorset
West Dorset

10

17
77

20

12

30

Purbeck

Weymouth & Portland

7

18
33

58

Poole

17

9
9
61

7 4
20
13

5
3 7

25
35

30

5

36
39

21
31

4 4

Dorchester & 7 recovery beds/ 3 CFRs Dorchester &10 recovery beds/ 2 CFRs Weymouth & 7 recovery beds/ 3 CFRs Weymouth & 10 recovery beds/ 2 CFRs

Respondents from Bournemouth, North Dorset, Poole, Purbeck, Purbeck/ Poole/ East Dorset and
West Dorset wer�����
antly more likely to choose Dorchester as well as seven Recovery beds with
three Community Front Rooms than Weymouth and Portland respondents. West Dorset respondents
wer�����
antly more likely to choose Dorchester and ten Recovery beds with two Community
Front Rooms than Weymouth and Portland respondents. Respondents from Weymouth and Portland
and Weymouth and Portland/ West Dorset wer�����
antly more likely to choose Weymouth and
seven Recovery beds with three Community Front Rooms as their preferred op���
ompared to
respondents from North Dorset, Purbeck and West Dorset. Respondents from Weymouth and Portland
and Weymouth and Portland/ West Dorset wer�������
antly more likely to choose Weymouth
and ten Recovery beds with two Community Front Rooms than West Dorset respondents; furthermore,
Weymouth and Portland respondents wer�����
antly more likely to choose this op�����
respondents from Bournemouth, North Dorset, Poole and West Dorset.
There wer������
an���
erences when comparing the combina�����
���
or the loca����
the Retreat and the number of Recovery beds and Community Front Rooms across age groups, gender
and respondents with or without a long-standing illness or disability.
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5.6

Further comments

Q15. Any other comments
76

75

44

39
32

26

23 26

40
29

18
9

A
A
B
C
D
E
F
G
H
I
J
K

B

C

D

E

F

G

H

I

General positive
General negative
Staffing
Funding
Different groups provision
Treatment
Care pathway
Crisis management, CMHT, crisis teams merge
Inpatient treatment
GPs
CFR, Retreats, beds

9

5
J
L
M
N
O
P
Q
R
S
T
U

K

L

12
M

22

17
9

7

N

O

P

Q

R

S

9

9

T

U

Carers
More information needed
Reservations/ recommendations
Communication, education
Consultation comments
Location concerns/ access
North Dorset
Closure of units
Other
Unrelated

Respondents were asked to provide further comments about the overall proposal. There were a total
of 536 comments made by respondents. For the purpose of analysis these were coded into themes.
These comments were mostly related to the locations proposed and accessibility of services
(115 comments), general positive comments (76 comments), crisis management and CMHTs (44
comments), staffing (39 comments), and funding (32 comments). Other themes included Community
Front Rooms, Retreats and beds (29 comments), treatment (26 comments), general negative
comments (26 comments), the provision of services for other groups of people (23 comments),
closures (22 comments), the care pathway (18 comments), the consultation (17 comments), the
need for more information (12 comments), inpatient treatment (9 comments), carers (9 comments),
reservations and recommendations (9 comments), other (9 comments), unrelated comments (9
comments), the need for more e���
e communication and education (7 comments) and GP services
(5 comments).
Many of the comments about the overall proposal were related to concerns about the locations
that have been proposed and accessibility of these services (115 comments). These comments were
mostly related to the provision of services in North Dorset in the proposal (75 comments). 51 of these
comments were from SOMH respondents.
“For residents in Shaftesbury/ Gillingham surrounding areas the proposal is totally inadequate.
It has failed to address the provision of facilities in North Dorset going forward and means the
North Dorset facility with access to qualified, professional, clinical staff will be at least one hour
away from Gillingham and Shaftesbury.”
(55-64, SP7)
“The Community Front Room would be better situated in Gillingham, rather than Sturminster
Newton, in order to meet the growing demand for services in North Dorset. I am extremely
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disappointed that no thought was given to this large neglected community in Dorset within any
other section.”
(MH ACP service user, under 25)
“There is more to Dorset than just Bournemouth. North Dorset is one of the most deprived
areas, with limited transportation available. By opting for your proposal it will only load more
stress and worry onto individuals who are already suffering.”
(Someone who works in a MH service, DT11)
However, there were also a number of generic concerns about the locations in the proposal and how
accessible these services will be to someone with SMI (40 comments).
“While I think the overall proposals are very good, once again most of the places are in the
towns and cities. I can see why this would happen, but rural people needing crisis care would
not or, I think, would find it more stressful to be sent miles from family or friends.”
(55-64, DT10)
“Please think about people with mental health problems, who cannot drive, have limited
finance, living in rural communities, find it difficult to travel, poor local transport, anxious and
terrified.”
(Someone who works in a MH service, SP7)
“Please keep services local and not pass off mental health as something that can be ignored.
Bridport has lost such a lot of services in mental health.”
(MH ACP service user, 45-54, DT6)
Many respondents provided a general positive comment about the overall proposal (76 comments).
These included comments commending the level of engagement with service users, sta����
arers
that has contributed to the proposals. Respondents also welcomed the preventa�e approach by
making services available for early interven���
fore a crisis as well as sugges�����
es to mental
health services are long overdue and much needed.
“I am encouraged that the work carried out to produce this proposal has involved so many
frontline staff and people with experience of SMI. These illnesses are so complex that not to
have relied on such expertise would have been extremely negligent.”
(MH ACP service user, 35-44, BH5)
“If these proposals are implemented it will give people with mental health issues easier and
much quicker access to the help and treatment they need, instead of getting to crisis point
before help becomes available.”
(Carer for someone who experiences serious mental illness, 65-74, BH10)
“I feel the proposal is long overdue and will personally feel relieved if it does happen. We
seem very behind and feel a lot of mental health illness and flare ups will be avoided with
intervention.”
(MH ACP service user, 35-44, BH20)
A number of comments were related to crisis management, CMHTs and the proposed integration
with the Crisis Team (44 comments). Comments mostly came from respondents who were unsure
about the suitability of merging CMHTs and the Crisis Team. However there were a few respondents
who supported the idea in order to provide a more joined up service but also suggested this proposal
needed further considera���
or example related to sta��
, accessibility and opera����
s.
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“Although you mention the Crisis Team and home treatment service on the first page and say
crisis and CMHT will integrate more, serious changes need to be made to these services to make
them beneficial and positive for the service user.”
(MH ACP service user, 45-54, DT5)
“Crisis home treatment would be useful if we were able to contact them, even when our named
CMHT was open, as more than often duty workers would ignore us when we are asking for
them to ring us… They will only contact those that are important, leaving many others feeling
suicidal but they have to hang onto when the CMHT closes to be able to ring crisis home
treatment.”
(MH ACP service user, 45-54, DT4)
“Merging Crisis Services with CMHT is an excellent idea. I am concerned however that the home
treatment and connections service will be staffed by the existing staff members in the Crisis
Service. This has been a service which has been obstructive and negative with the quality of
telephone support to be poor and unhelpful.”
(35-44, BH7)
������W
o this, a number of comments were related to the staff who will work in proposed
ser�������
ally respondents had concerns that more sta��
e needed, and that these need to be
����������
omments).
“Who will staff these services? Who will gate-keep these services? Will there be changes in staff
contracts? Where are the peers coming from as the forum has struggled to provide the wards
with peers as it is?”
(Someone who works in a MH service, someone who is a���
ted with a MH organisa���M
T4)
“Workforce needs proper training and feel that acute care needs to take place in carefully
supervised areas, which may need to be secure.”
(55-64, BH23)
“The staff must be taken into consideration. Caseloads cannot be increased and all initiatives
won’t be staffed and resourced to meet the needs of the client base.”
(Someone who works in a MH service, BH17)
Comments were also related to funding of mental health services (32 comments), with many of these
commen���������
or further investment in order for changes to services to be e���
e.
“One recognises that we do not have unlimited resources, however, mental health should be
funded to a higher level than at present according to the Government’s own white paper.”
(Carer for someone who experiences serious mental illness, someone who is a���
ted with a
MH organisa��
“It would seem that much more funding is required, for more widespread facilities.”
(75-84, SP7)
“The proposals outlined are a good start, but we need to ensure that provision increase with
demand. Unfortunately, as always it comes down to funding and mental health is the easy
target.”
(55-64, SP7)
A number of respondents discussed the Community Front Rooms, Retreats and beds that will be
provided as part of the proposal (29 comments).
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“There is a need in every community for a Community Front Room. The NHS cannot afford this,
but they could support local, voluntary organisations to achieve this i.e. Harmony, Moving On
and Rethink and offer to support organisations trying to start up in a new area.”
(Carer for someone who experiences serious mental illness, 75-84)
“Generally the Front Rooms and the Retreats offer a more relaxed approach to mental illness
before a crisis.”
(MH ACP service user, 65-74, BH31)
“Whilst the addition of beds in St Ann’s is a welcome step, instigating other services whose aim
is to prevent admission is not, in my view, acceptable when someone I in crisis. A cup of tea and
a chat is not an acceptable step to support someone who is in crisis… The community based
services will become known to and use by people who attend regularly just because they are
available – reducing the number of times others can attend. Not every service user or potential
service user will want their issues being discussed in a public area.”
(MH ACP service user, 45-54, BH18)
Some respondents also commented on treatment for people with various mental health c�����
for example some comments discussed medical interven�����
alking therapies. This included
comments related to the varying level of need for people with SMI and how likely people are to
engage with treatment from mental health services a���
erent stages. Respondents also discussed
the importance of preven���
ather than adop����
���
e approach to helping people with SMI.
“I think you are heading in the right direction, but there is still a great deal that is not being
seen from the perspective of the patient. It may look good on paper but in practice some of the
proposals, in my opinion, just won't work for the more serious cases. I think you have to realise
there is a very broad spectrum in mental health and you have to think about the more seriously
ill as well as the person who has mild depression (for example). The more seriously ill will
dodge appointments with doctors and the community mental health team rather than engage
with them.”
(Carer for someone who experiences serious mental illness, 55-64, BH21)
“Develop services to meet needs irrespective of whether the person is in receipt of formal
mental health services, compulsion under the Act, CPA, and so on but predicated by need. The
person's journey should be seamlessly integrated into the community and have no steps or
barriers to negotiate. Distress is often left until crisis rather than being nipped in the bud by
early sensitive intervention.”
(Someone who is a���
ted with a MH organisa�����
“Some more talking therapies, access to groups and psychologists would be the best change, as
constantly people are pumped of meds and need out.”
(Someone who works in a MH service, BH1)
Some respondents provided a general negative comment about the overall proposal (26 comments).
This included comments from respondents who had reserva����������
ability of the proposal
for service users or were doub����
t any changes would actually happen.
“Having experienced almost a decade of these services alongside promises of change and
having not experienced it, I am still unconvinced that anything will happen.”
(Carer for someone who experiences serious mental illness, 35-44, DT5)
“I am worried that nothing will change and the ongoing difficult access to care will continue.”
(MH ACP service user, 35-44, DT5)
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Comments were also related to concerns about the provision of mental health services for different
groups of people, including young people and children, older people and armed forces veterans (23
comments).
“The proposal doesn’t mention adolescent mental health services. There is a huge demand and
need for early intervention and support. With better services in place for our young this will
surely impact the adult service need.”
(Carer for someone who experiences serious mental illness, 35-44, BH14)
“Where is the synergy for older people and the pathways between functional and dementia?
Older people do need different treatment pathways and this hasn’t been mentioned. Will
Retreats cope with older vulnerable people vs. adults with more physical functionality?”
(45-54, DT11)
“I would be interested to hear if there is going to be any additional funding to assist with
veteran issues, particularly PTSD.”
(35-44, DT1)
Some respondents were concerned about closures elsewhere in the county (22 comments), with the
majority of these commen�������
oposed closure of the Linden Unit.
“Please I urge you to reconsider this proposal and to keep the Linden Unit open. Why create
more beds elsewhere and close a unit that is already there and running?”
(Carer for someone who experiences serious mental illness, 25-34, DT4)
“I am disappointed that a deprived area such as Weymouth, with a high incidence of mental
health issues is having its high quality and valued inpatient service taken away… Trained
and experiences workers will start to move away from Weymouth to larger urban areas –
Bournemouth, Poole, creating a more deprived Weymouth demographic.”
(Someone who works in a MH service, DT5)
“Closing the Hughes Unit at Bridport CMHT was a terrible blow and such a waste of money
refurbishing the premises.”
(MH ACP service user, 55-64, DT6)
Comments were also related to other services within the care pathway and the need for consistency
across services when trea�������������
omments).
“I'm hoping that this is a positive step and not just one to make more excuses as to why we are
so bad at looking after people with Mental Health problems. These people need a consistent
service and to be given the coping skills to have the best quality of life possible.”
(MH ACP service user, 35-44, DT4)
“What I feel is lacking is any change to look at psychological support at tier four. Working in
primary care, I recognise a gulf where psychological support is offered by Steps 2 Wellbeing,
but very limited psychological support at a level above what they provide. I feel this puts undue
pressure on Steps to Wellbeing to work with client outside their remit and leave clients feeling
frustrated if they cannot access appropriate psychological support. I feel not addressing this
issue is an oversight, as providing appropriate psychological care may reduce the need for crisis
support going forward and improve patient journeys.”
(Someone who works in a MH service, BH9)
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“Waiting times to see a member of the mental health team are very long and not acceptable.
It is extremely difficult to get an appointment with a psychiatrist for the initial diagnosis. Often
they are passed straight to an occupational therapist for diagnosis and treatment. As a result
diagnosis can be inaccurate and delay recovery unnecessarily further. Mindfulness should be
taught to all sufferers of anxiety and depression as it increases the chances of maintaining
recovery.”
Some comments were related to the consultation itself (17 comments); including comments on the
level of engagement with service users, sta����
arers.
“I believe more time should have been spent working with staff to access the views of those
patients with a diagnosis of SMI. Also to access the views of the staff, who are so often
overlooked and undervalued. Some staff have skills and experience that would only serve to
inform proposed changes to services.”
(35-44)
“The consultation process needs to be longer (6 months) and publicised more on local radio,
newspapers etc. so the public are aware of it. Also it needs to feel like a genuine consultation
process with more options and a feeling that you are being listened to and that decisions have
not already been made.”
(Someone who works in a MH service, BH8)
������W
o this, twelve comments suggested more information was needed in the consulta��
document about the proposals or had further ques����������
es (12 comments).
“It is very unclear in the proposals about new beds. In the document it appears that there will
be new beds at Waterston in the east, then when these are in use Linden will close and there
will be another additional 15 beds built in the east. I have been told this is not the case and that
after the initial new beds in the east, Linden will shut and no further beds will be built, needs
clarifying.”
(Someone who works in a MH service, 45-54)
“I wonder what level of support would be available at a Community Front Room. Would a
mental health professional always be available there? And would he/ she be able to contact a
community nurse or psychiatrist and gain an urgent appointment for those in need?”
(65-74)
Nine comments were related to inpatient treatment for people with SMI, although respondents were
divided in ho�����
e they were of this as a form of treatment.
“A place at the local hospitals should be included for the mentally ill. No front rooms, a place
they can go or be taken and properly assessed by professionals and the right care allocated.”
(Carer for someone who experiences serious mental illness, 55-64, BH20)
“Being admitted to St Ann’s, a large hospital away from family and friends when in crisis will not
ease their situation. 94 beds is very imposing, it appears to be moving back to the old mental
health hospitals, asylums.”
(Someone who works in a MH service, DT4)
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A few comments were also related to carers and family members who are providing support to people
��������������V
tr ain placed on carers and the need for respite (9 comments).
“I think there are some good workable proposals in the consultation, however I am
disappointed that there is not any mention of carers. Whilst I accept money is short, much more
money would be needed if it were not for the support given by family to those with mental
illness. Sadly mental illness within a household brings everyone down with it and it would be
nice to see some sort of preventable support to prevent carers from also becoming mentally ill.”
(55-64, BH19)
“I think you should seriously think of these changes from the point of view of the families that
are trying to support their family members. I believe you need to have some empathy and
understanding into how very difficult supporting someone can be, and that even the extra
travel time can create a huge extra stress on the unwell person and their family, emotionally
and financially.”
(Carer for someone who experiences serious mental illness, under 25, DT4)
Nine respondents had reservations or recommendations about the overall proposal.
“More should be done earlier – i.e. make CAMHS more effective, tackle homelessness,
parenting issues and so on. It would probably save money and much more importantly,
suffering.”
(55-64, DT7)
Nine other comments were made about the overall proposal, while a further nine comments were
unrelated to the proposal.
“Think you underestimate the value of local help for local people.”
(45-54, SP7)
“No mention is made about the day hospital at Hahnemann House, Bournemouth. Will this still
be an option? Currently takes a number of people referred by CMHTs as well as people under
the care if the crisis/ home treatment team. A vital service for some, it has saved my life on a
number of occasions.”
(MH ACP service user, 45-54, BH6)
Seven respondents commented on the need for more e���
e communication and education to
ensure people with SMI are aware of the help and support that is available to them and how they can
contact and use these services (7 comments).
“I agree totally that you need to have various means of contact for patients like email,
FaceTime etc. My husband was denied access to care because he did not feel able to ring when
in need of help instead of his preferred option of internet access.”
(Carer for someone who experiences serious mental illness, 55-64, DT9)
Finally��
e comments were related to GP services, how they will link with other services to
ensure con������
are and how GP services can be improved in order to bene���
vice users (5
comments).
“Not being able to join support groups straight away and lack of support in the community.
Being referred to GP who doesn’t understand me and my illness – GP is too busy.”
(MH ACP service user, 55-64, BH7)
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5.7

North Dorset respondents

Due to the lack of support for the proposals from respondents within North Dorset, it is worth
exploring the responses from this district in more detail.
There were 217 responses from the SOMH group based in North Dorset, and 72 responses from other
residents in North Dorset not associated with the campaign group.
The follo�������
ompares the responses received from the SOMH group with the responses
received from North Dorset residents not associated with the campaign group.

5.7.1 Demographics
5.7.1.1

Capacity responding to the survey
SOMH group

North Dorset
(excl. SOMH
responses)

A carer for someone living in Dorset who experiences
serious mental illness

7%

13%

A MH ACP service user

9%

24%

Someone who works in a MH Service

3%

12%

Someone who is affiliated to a mental health organisation

4%

10%

None of the above

58%

45%

Prefer not to say

20%

5%

Just less than thr����������
oup respondents (58%) do not care for someone living in Dorset
who experiences serious mental illness, are not a MH ACP service user, do not work in a MH Service,
or are not a���
ted to a mental health organisa������������������������
oup
respondents preferred not to say in what capacity they were responding.
In comparison, thr�������������
set respondents not associated with the SOMH group
either care for someone living in Dorset who experiences serious mental illness, are a MH ACP service
user, work in a MH Service, or are a���
ted to a mental health organisa��
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5.7.1.2

Postcode

Respondents were asked to pro������
st part of their postcode. 207 of the 217 SOMH group
respondents provided a postcode, while all 72 respondents from the rest of North Dorset provided
���
st part of their postcode. The majority of the SOMH group respondents indicated that they live
in either Sha�esbury (SP7) or Gillingham (SP8), while responses from the rest of North Dorset were
distributed between Blandford Forum (DT11), Sha�esbury (SP7), Gillingham (SP8) and Sturminster
Newton (DT10).

Postcode

Areas covered

SOMH group

North Dorset (excl.
SOMH responses)

SP7

Shaftesbury

84%

29%

SP8

Gillingham

10%

24%

DT10

Sturminster Newton

1%

17%

DT11

Blandford Forum

0.5%

31%

SP3

Salisbury

1%

-

BA9

Bruton, South Somerset

1%

-

BH21

Wimborne, East Dorset

0.5%

-

DT9

Sherborne

0.5%

-

SP5

Salisbury

0.5%

-

BA12

Warminster, Wiltshire

0.5%

-
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5.7.1.3

Demographic data
SOMH group

Gender

Age group

Long-standing
illness/disability

Ethnicity

Sexuality

Veteran

Pregnant or
providing
maternity/paternity

Dependent children

North Dorset (excl.
SOMH responses)

Female

68%

83%

Male

27%

13%

Transgender

0%

1%

Prefer not to say

5%

3%

Under 25

3%

3%

25 to 34

3%

4%

35 to 44

7%

13%

45 to 54

13%

15%

55 to 64

23%

31%

65 to 74

34%

26%

75 to 84

13%

6%

85 or over

2%

1%

Prefer not to say

1%

1%

Yes

14%

34%

No

73%

58%

Prefer not to say

13%

9%

White British

90%

93%

Not White British

5%

1%

Prefer not to say

5%

6%

Heterosexual

77%

87%

Bisexual

2%

0%

Lesbian

0%

3%

Gay

1%

1%

Other

0%

0%

Prefer not to say

21%

9%

Yes

6%

6%

No

85%

93%

Prefer not to say

9%

2%

Yes

1%

0%

No

87%

99%

Prefer not to say

12%

1%

Yes

19%

24%

No

72%

73%

Prefer not to say

9%

3%
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While there were more females than male respondents from both the SOMH group respondents and
the rest of North Dorset, there wer�����
antly more male respondents within the SOMH group.
There wer�����
antly more respondents aged 65 or older within the SOMH group than respondents
from the rest of North Dorset.
����
antly fewer respondents within the SOMH group than the rest of North Dorset indicated that
they have a long-standing illness or disability.
More than one-����������
oup respondents preferred not to say what their sexuality was,
����
antly more than respondents from the rest of North Dorset.
12% of SOMH group respondents preferred not to say whether they were currently pregnant or
providing maternity/paternity care for a new-born baby�����
antly more than the respondents from
the rest of North Dorset.

5.7.2 Additional inpatient beds
5.7.2.1

Additional inpatient beds to meet demand

Q. To what extent do you support the proposal to
add beds in order to meet the demand?

SOMH group

North Dorset (excl.
SOMH responses)

A great deal

5%

55%

To some extent

1%

24%

Not very much

3%

3%

Not at all

90%

13%

Don’t know / no opinion

1%

6%

The vast majority of SOMH respondents do not support the proposal to add inpa��t beds at all.
Conversely, more than three quarters of respondents from North Dorset not associated with SOMH
supported the proposal either 'a great deal' or 'to some extent'.

5.7.2.2

Move beds to areas of high demand

Q. To what extent do you support the proposal to
move beds to areas of high demand?

SOMH group

North Dorset (excl.
SOMH responses)

A great deal

2%

28%

To some extent

3%

42%

Not very much

3%

10%

Not at all

91%

16%

Don’t know / no opinion

0%

4%

The vast majority of SOMH respondents do not support the proposal to move inpa��t beds to areas
of high demand at all, while just less than three quarters of responses from the rest of North Dorset
not associated with SOMH supported the proposal either 'a great deal' or 'to some extent'.
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5.7.3 The Retreats
5.7.3.1

Creation of two Retreats

Q. To what extent do you support the proposed
creation of two Retreats?

SOMH group

North Dorset (excl.
SOMH responses)

A great deal

3%

52%

To some extent

17%

28%

Not very much

11%

9%

Not at all

69%

10%

Don’t know / no opinion

0%

1%

More than two thirds of SOMH group respondents do not support the crea�����
o Retreats at all,
while 80% of the North Dorset respondents not associated with SOMH support the proposal either 'a
great deal' or 'to some extent'.

5.7.3.2

Location of the Retreat in the west of the county

Q. Which of the two locations for the Retreat in the
west of the county would you prefer?

SOMH group

North Dorset (excl.
SOMH responses)

Dorchester

96%

89%

Weymouth

4%

12%

While the SOMH group respondents indicated that they preferred the Retreat to be located in
Dorchester, only 27 out of the 217 respondents provided a valid response. The main reason given by
the SOMH respondents who did not indicate a preferred loca���
tated that this was because this
means a lack of provision in North Dorset, especially Sha�esbury and/or Gillingham. The majority of
these SOMH respondents indicated that they live in either SP7 or SP8.

5.7.4 Recovery beds and Community Front Rooms
5.7.4.1

Community Front Rooms

Q. To what extent do you support the proposals
for Community Front Rooms in local areas to help
people who experience serious mental illness?

SOMH group

North Dorset (excl.
SOMH responses)

A great deal

7%

51%

To some extent

13%

23%

Not very much

5%

10%

Not at all

73%

13%

Don’t know / no opinion

2%

3%
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Three quarters of SOMH group respondents do not support the provision of Community Front Rooms
at all, while three quarters of the North Dorset respondents not associated with SOMH support the
proposal either 'a great deal' or 'to some extent'.

5.7.4.2

Combination of Recovery beds and Community Front Rooms

Q. What combination of Community Front Rooms and
Recovery beds would you prefer?

SOMH
group

North Dorset (excl.
SOMH responses)

Seven Recovery beds and three Community Front Rooms

76%

68%

Ten Recovery beds and two Community Front Rooms

24%

32%

While the SOMH group respondents indicated that they preferred the combina�����
ven Recovery
beds and three Community Front Rooms, only 33 out of the 217 respondents provided a valid
response. The main reason given by the 184 SOMH respondents who did not indicate a preference was
that they felt North Dorset needs a Community Front Room and that there are poor public transport
links to Sturminster Newton. The majority of these comments from the SOMH respondents were from
those who live in SP7.

5.7.5 Overall support
Q. Overall, to what extent do you support the
proposed changes to how mental health acute care
is provided in Dorset?

SOMH group

North Dorset (excl.
SOMH responses)

A great deal

2%

34%

To some extent

2%

40%

Not very much

3%

11%

Not at all

92%

11%

Don’t know / no opinion

1%

3%

The vast majority of SOMH respondents do not support the proposals at all, while three quarters of
North Dorset respondents who are not associated with SOMH supported the proposal either 'a great
deal' or 'to some extent'.
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6

Easy Read Respondents

An easy read version of the ques����
e was also made available by NHS Dorset CCG. The easy read
version followed a similar format to the main version of the survey. Respondents to the easy read
version of the ques����
e were not asked details of the capacity in which they were responding or
their loca��
There were 43 responses to the easy read version of the ques����
e; however three of the
responses were completed on behalf of more than one person or a group. One of these responses was
completed by 2 people, meanwhile the other two responses were completed by people who a�ended
a Bridport Speaking Up Group, one with 8 a�endees and the other with 13 a�endees, therefore the
total number of individual respondents to the easy read version was 63.

6.1

Demographic data

Just less than half of respondents were female (47%), while 44% were male.
One quarter of respondents were aged 55 to 64 (25%), while just less than one-���
ere aged
between 25 and 34. 17% were aged 35 to 44 and a further 17% were aged 75 to 84 years old.
The majority of respondents indicated that they are of Whit�����
thnic origin (94%).
Three-quarters of respondents indicated that they are heterosexual (76%) while just less than one-���
did not want to say (19%).
More than two-�����
espondents indicated that they have a mental health need (43%), more than
one-third of respondents indicated that they have a learning disability (37%) and more than onequarter of respondents indicated that they have a physical disability (29%).
More than half of respondents indicated that they are a Chris����������V
t less than one-third
indicated that they have no religion or belief (31%).

6.2

Main Findings

6.2.1 Connection
Respondents to the easy read version of the ques����
e were asked to comment on the proposed
changes to the current 24/7 crisis line to include the new ser���������
or the purpose of
analysis these comments were coded into topics.
There were a total of 52 comments made by respondents in rela���
o the ne��������
vice.
More than half of these comments wer����
e about the ne��������
vice (30 comments)
and were coded into four topics; Skype is a good idea because face to face communica����
preferable (13 commen�����������
ood idea (12 comments), increased numbers of sta���
comments) and it will be easier to access help quicker (2 comments).
A number of comments were related to the use of Skype in the ne��������
vice (13
comments). Respondents felt Skype was a good idea because they would prefer to talk to someone
face to face when in need of help.
“More face to face using technology is good because people like to see faces.”
(35-44, Learning Disability, Physical Disability)
“Good idea because people can see each other.”
(55-64, Learning Disability)
������W
o this, a number of respondents f�����������
vice was a good idea in
general (12 commen����������
espondents liked that the ser����
ered various methods of
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communica����
t they can use when they need help.
“I am very positive about this and welcome every proposal to improve this line.”
(75-84, Physical Disability, Mental Health Need)
“I think it is a good idea to have different ways for people to contact the team.”
(25-34, Learning Disability)
Comments were also related to the bene����
ving more staff available to talk to people (3
comments) and that the changes to this service will make it easier to access help quicker (2
comments).
“It would help. When someone needs it urgently it would be quicker to get help.”
(Bridport Speaking Up Group)
“More staff from 6pm to 2am is a good idea.”
(55-64, Physical Disability)
On the other hand there were a number of comments from respondents who had reservations about
vice (20 comments). Some of these comments were related to concerns about
the ne��������
the accessibility of this service (5 comments). For example, respondents had reserva�������
w
likely someone who is in a crisis or an older person was to use this service.
“Will every vulnerable person be in a position to phone or email etc.?”
(75-84)
“What about those who don’t have the money for a telephone, computer or other ‘digital’
gadgets? They need to speak to a professional face to face.”
(65-74, Mental Health Need)
A few comments were related to the staff who will work within the ne��������
vice (3
comments). Although respondents agreed with the idea to increase the number of sta��
vailable
they also felt it was important to ensure sta��
e adequately trained����������
w to be more
empathe��W
owards someone with SMI and how to trea������������������
“I think it is good to have more staff available to answer calls but they need more training and
empathy on the needs of people with mental health and learning disabilities. It can depend on
who you speak to, to how you are treated and supported.”
(45-54)
A few comments were also related to the opening hours f����������
vice (3 comments);
commen����
t this s������
o be a service that is provided 24/7.
“I hope that the crisis line will still be available 24 hours a day.”
(55-64, Physical Disability)
Other comments made by respondents who had reserva���������
��������
vice were
related to the need for making people aware of this service earlier (2 comments), making the service
more consistent, for example by ensuring calls are returned when sta��
y they will (2 comments), the
need for a private and quiet space to talk to someone (2 comments) and the difficulty of trying to get
help from the service (2 comments).
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“The crisis line needs to be given out sooner to the person with mental health problems.”
(75-84, Physical Disability, Mental Health Need)
“People need somewhere quiet and private to go.”
(Bridport Speaking Up Group)
“What use is a crisis line if nothing happens as a result of a call to it? A relative in crisis called
this line, he was spoken to and his patient notes were found, this showed that he was very
vulnerable BUT after a few placatory sentences he was told that support services could help
him and said that they would inform them the next day. This MAY have happened but social
services failed to treat this seriously and a direct result of this is he suffered a catastrophic
relapse and is now in acute care.”
(75-84, Physical Disability)

6.2.2 Changes to inpatient beds
Respondents were also asked to comment on the proposed changes to inpa��t beds for people with
SMI in Dorset. A total of 35 comments were made by respondents in rela���
o the proposed changes
to beds. Of these commen����
een wer�����
e of the proposed changes, and these were coded
into one of four topics; the changes are a good idea and will mean there is a fairer distribution across
the county (6 comments), the changes will mean it is closer to where people live (4 comments), more
beds are needed in order to meet demand (4 comments) and mental health issues are on the rise in
the county (1 comment).
Six comments were made by respondents who thought the proposed changes to inpa��t beds were
a good idea because this will mean there is a fairer distribution of beds for people across the county.
“I think it’s a good idea to have more beds.”
(25-34, Learning Disability)
“Good idea as although more travel for people in Weymouth – fairer overall.”
(35-44, Learning Disability Physical Disability)
Four comments were made by respondents who supported the proposed changes to inpa��t beds
because it will mean that they are closer to where they live.
“Better to move beds to Dorchester. We need it close to us, Weymouth is too far.”
(Bridport Speaking Up Group)
�������
our comments were related to the need for more beds in order to meet the demand for
this service while one commented on the rising prevalence of mental health issues.
“Have more of them, everything helps.”
(75-84, Physical Disability, Mental Health Need)
“The only thing to say about changing beds is that we need more, not less, as we realise
dementia in the elderly is on the increase because people are living longer. Also mental health
issues are becoming more prominent in earlier age recently.”
(75-84, Physical Disability)
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However, there were a number of comments made by respondents who had reservations about the
proposed changes to inpa��t beds (16 comments). A number of comments were related to the need
for beds in other areas of the county (7 comments). This consisted of four comments related to the
need for beds in Weymouth and West Dorset and three comments related to the need for beds in
other areas of Dorset.
“Should have Weymouth as well! Transport is a big problem from Weymouth to Dorchester and
vice versa.”
(Bridport Speaking Up Group)
“You need to have more beds in the west of Dorset, not less. Why does everything seem to be
going to Poole and Bournemouth in the NHS reorganisations?”
(65-74, Mental Health Need)
“East Dorset needs provision for those far from Dorchester or Poole.”
(55-64, Mental Health Need)
Five comments were related to closures across the county. Four of these comments were related to
the closure of the Linden Unit, while one comment was related to other closures in Dorset.
“I think you should leave the beds at Linden because if people become ill in that area they will
be removed from their local community and family.”
(45-54)
“Would love the Linden Unit to stay open. Difficult for family and friends to access Forston,
Poole is even worse. Staff at Linden are wonderful/ fantastic. Way it is actually run and had
everything under control. Would sit and listen, and give you feedback to calm you down.”
(55-65, Physical Disability, Mental Health Need)
“I have heard much said about MORE beds being provided but when the Hughes Unit and
the similar unit in Sherborne were closed, the number of beds lost was 22. So if adding the
suggested number in this plan occurs there would still be a shortfall from what was previously
in place.”
(75-84, Physical Disability)
Another four comments were related to how these changes to inpa��t beds may impact on services
provided at St Ann’s Hospital.
“Would there not be too many people in St Ann’s? Does that mean more staff to make sure
people are safe and getting the best care?”
“I worry about the number of beds at St. Ann’s, as increasing them by 27 extra beds it may
make an already volatile environment open to becoming more volatile and putting vulnerable
patients at further risk. Also there is no proper occupational therapy at St. Ann’s (closed years
ago), lots of people not getting therapy or activities!”
(45-54)
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6.2.3 Location of the Retreat
Respondents were asked to choose their preferred loca���
or the Retreat in the west of the county.
88% preferred Dorchester as opposed to Weymouth (12%).

6.2.4 Reason for response
Respondents were then asked to provide a reason for why they chose Dorchester or Weymouth as
their preferred op���
or the loca������
etreat. There were a total of 33 comments made by
respondents. The majority of these were made by respondents who had indicated that they would
prefer if the Retreat was to be located in Dorchester (24 comments), mean����
e comments were
made respondents who preferred Weymouth and four comments by respondents who did not give a
preferred loca���

6.2.4.1

Comments from respondents who preferred Dorchester

A total of 24 comments were made by respondents who preferred Dorchester as the loca���
or the
Retreat. These comments were related to Dorchester being easier to access (10 comments), closer to
where they live (5 comments) and other reasons (5 comments).
Many of the comments made by respondents who would prefer a Retreat in Dorchester were related
to Dorchester being more easily accessible because it is more central and public transport c�����
are be�er (10 comments).
“Easier to access Dorchester from other areas.”
(35-44)
“Dorchester is more central. Weymouth is only reachable by train from Sherborne one way if
you are fit and confident, unless able to stay the night and be accompanied by a helper.”
(55-64, Mental Health Need)
Five comments were made by respondents who would prefer the Retreat to be located in Dorchester
because it is closer to where they live.
“Dorchester is closer to here.”
(55-64, Learning Disability)
“Because it is closer to home.”
(35-44, Learning Disability)
Five other comments were made by respondents who would prefer if the Retreat was located in
Dorchester.
“I think it’s a good idea because you can self-refer.”
(35-44, Physical Disability, Mental Health Need)
“Although some people may have difficulty with travel from Weymouth to Dorchester.”
(35-44, Learning Disability)
On the other hand, four comments were made by respondents who preferred Dorchester but had
reservations about the proposed changes. This included comments related to the need for a Retreat
in both of the proposed loca�����
etreat is needed in other areas in Dorset and the closure of the
Linden Unit.
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“A pity that Weymouth and Dorchester can’t both have a Retreat, particularly as the Linden
Unit at Westhaven Hospital in Weymouth will close.”
(55-64, Physical Disability)

6.2.4.2

Comments from respondents who preferred Weymouth

Five comments were made by respondents who would prefer the Retreat to be located in Weymouth.
These consisted of comments related to the local environment in Weymouth, accessibility and public
transport and the mental health needs of the local population.
“Retreat should be somewhere that is not too busy (like the Recovery House). Quiet/ not many
people in the area – this will help people with anxiety to feel comfortable to use this service.
Easy access/ taxis/ public transport.”
(55-64, Physical Disability, Mental Health Need)
“The larger centre of population will have per head more need of these services; Weymouth is
as accessible as Dorchester.”
(45-54, Mental Health Need)

6.2.4.3

Comments from respondents who did not give a preferred option

Four comments were made by respondents who had not given their preferred loca���
or the Retreat.
These comments were related to the need for a Retreat in both areas as well as the need in other
areas of the county.
“I think if you have 3 Retreats then you can have 1 in Weymouth, 1 in Dorchester and 1 in
Poole/ Bournemouth.”
(45-54)
“People need to be able to travel there independently. Sherborne people would be better in
Dorchester but Weymouth has more people with mental health needs.”

6.2.5 Combination of Recovery beds and Community Front Rooms
Respondents were asked to indicate their preferred op���
or the number of Recovery beds and
Community Front Rooms that will be provided. More than half of respondents did not answer this
ques����������
espond were slightly in favour of providing ten Recovery beds and two
Community Front Rooms (53%) as oppose to seven Recovery beds and three Community Front Rooms
(47%), which is in contrast t��������������
onsulta����V
����
e.

6.2.6 Reason for response
Respondents were asked to provide a reason for why they would prefer to have seven Recovery beds
and three Community Front Rooms or ten Recovery beds and two Community Front Rooms. A total
of 25 comments were made by respondents. Just less than half of these comments were made by
respondents who indicated that they would prefer to have seven Recovery beds and three Community
Front Rooms (11 comments), ten comments were made by respondents who would prefer to have
ten Recovery beds and two Community Front Rooms and three comments were made by respondents
who did not choose either op���
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6.2.6.1
Comments from respondents who preferred seven Recovery beds and
three Community Front Rooms
There were 11 comments made by respondents who indicated that they would prefer to have seven
Recovery beds and three Community Front Rooms. Respondents supported this op����
ause it
provides a better geographical distribution which will serve more people in more areas (3 comments),
Community Front Rooms are a good idea and can be used more (3 comments), people will feel part
of the community (1 comment) and early intervention may reduce the need for beds (1 comment).
Three comments were made by respondents who suggested seven Recovery beds and three
Community Front Rooms will provide a better geographical distribution of services which will serve
more people in more areas across the county.
“It will help more people in different areas.”
(35-44, Physical Disability, Mental Health Need)
������W
o this, three comments were made by respondents who felt Community Front Rooms
were a good idea for people with SMI because they provide people with a space they can go to talk
about their problems.
“More front rooms = more socialising and talking about their problems with people to help
them through problems and calm anxiety.”
(55-64, Physical Disability, Mental Health Need)
Other comments were made by respondents who suggested it is be�er to get support within the
community (1 comment) and that Community Front Rooms will provide early intervention (1
comment).
“The Community Front Room is a good idea for early intervention as long as it is installed
effectively.”
(45-54, Mental Health Need)
“Best to be in the community.”
(65-74, Mental Health Need)
On the other hand, three comments were made by respondents who preferred the op���
or seven
Recovery beds and three Community Front Rooms but had reservations about the proposal. These
consisted of comments related to Recovery beds are a good idea but that more Recovery beds and
more Community Front Rooms are needed than the number that have been proposed.
“The more beds and community rooms the better, for people to get better.”
(35-44, Learning Disability)
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6.2.6.2
Comments from respondents who preferred ten Recovery beds and two
Community Front Rooms
There were ten comments made by respondents who indicated that they would prefer to have ten
Recovery beds and two Community Front Rooms. Five of these comments were related to the need
for more beds as they are more important than Community Front Rooms.
“Beds are more important than talk in centres and if beds are conditional to ‘community rooms’
then less is more.”
(75-84, Physical Disability)
“We need more beds. Split up over the county.”
(25-34)
�����������
e comments were made by respondents who had reservations about the
proposal. This included comments related to closures elsewhere in the county, that more of both
Recovery beds and Community Front Rooms are needed and other comments about Recovery beds.
“There used to be Recovery beds at Hahnemann House in Bournemouth but you closed them!”
(45-54)
“I think we need as many Recovery beds as possible as well as community rooms.”
(65-74, Mental Health Need)
“The beds should look less like you are in hospital because people don’t like to admit they have
a mental health problem.”
(35-44, Learning Disability, Physical Disability)

6.2.6.3

Comments from respondents who did not give a preferred option

Three comments were made by respondents who did not give their preferred op���
or the
combina����
ecovery beds and Community Front Rooms. These comments came from respondents
who needed more information in order to make an informed decision and those who did not know
which op����
y preferred.
“Depends how many people need each service. Where is the need higher? More beds needed or
front room support? Local service is better.”
(Bridport Speaking Up Group)

6.2.7 Retreats, Recovery beds and Community Front Rooms
Further analysis was carried out to iden�
y the preferred combina���
or the loca������
etreat
in the west of the county and the number of Recovery beds and Community Front Rooms to be
provided. More than two-�����
espondents preferred Dorchester as the loca���
or the retreat and
to provide ten Recovery beds with two Community Front Rooms (43%) while just less than two-���
of respondents preferred Dorchester and to have seven Recovery beds with three Community Front
Rooms (39%).
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7

Formal Responses

There were nine formal responses to the consulta�����
tal Health Acute Care Services. Six of
these responses were sent directly through to NHS Dorset CCG who forwarded them to BU and three
wer����W
ed using the online survey. Responses were received from the following organisa����
•

Royal Bournemouth and Christchurch Hospitals NHS Founda���
rust

•

Joint Hea�����
����W
ee, Dorset County Council

•

Dorset HealthCare University NHS Founda���
rust

•

���Wee of Friends of the Yeatman Hospital, Sherborne

•

Bournemouth Churches Housing Associa�����

•

Save Our Mental Health Services Group

•

Bridport Town Council

•

Poole Community Mental Health Services

•

Dorset Police and Crime Commissioner

The organisa����
aised and acknowledged the way in which this research has been conducted by
the CCG and commended the level of engagement and co-pr������
t has contributed to the
proposals within the review. The organisa����
volved also expressed their gra����
or being given
the opportunity to provide feedback on the proposals set out in the review.

7.1

Changes to inpatient beds

Overall, all of the organisa���
ecognised the importance of mental health and the need for changes
to be made by NHS Dorset CCG in order to make mental health services more sustainable based on the
current demand. As a result, six organisa�����
ated that they support the proposal to add beds in
order to help individuals in need of acute mental health support as soon as possible and to reduce the
number of transfers outside of the county.
“These are essential, as we must end the delays and transfers out of the area.”
“Additional beds are essential… The current pressure on inpatient beds is not sustainable.”
“Approve Mental Health Professionals particularly welcomed the proposal of increased bed
provision, as they regularly experience difficulties during Mental Health Act assessments in
securing an appropriate, local bed.”
������W
o this, four of these organisa������W
ed the proposal to move beds to areas of high
demand to be�er re������
evalence of serious mental illness across Dorset and to reduce the need
for travel for pa��ts, families and carers.
“We strongly support locating the beds nearer to where the greatest need is.”
“It was acknowledged that the proposals would result in improved access to inpatient acute
mental health care beds for people living in the east of the county. The benefit of this for
patients and their families and carers was welcomed.”
On the other hand, seven of the organisa���
xpressed some concerns or had further ques���
about the proposed changes to inpa��t beds in Dorset. These were related to the closure of the
Linden Unit, the provision of services in West and North Dorset, funding, accessibility and transport,
the gender ra��������������V
ta��
ecruitment and that it needs to be acknowledged that
the demand for services may vary ov����
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“For some individuals (particularly in West and North Dorset) there might be difficulties if the
loss of capacity at the Linden Unit caused a further shortage of beds for the western area.”
“The proposals seemed to favour the eastern side of the county, with the west of the county
seeming to be more adversely affected. The proposed closure of the Linden Unit could have a
significant impact.”
“The capital funding for these developments is not identified in the consultation document and
more detailed work is required to determine the associated capital costs.”
“The teams wished to understand in more detail the proposed function and configuration and
gender split of the new inpatient beds.”
“The CCG were urged to monitor areas of high demand and to recognise that this might change
over time.”
One organisa���
���������
oncerns that rural areas will not be well served by the proposals
to centralise in-pa��t beds and that there is an issue with transport and access for those using the
service and those wishing to visit. It was suggested that this issue could be resolved by looking at
ways in which exis�����
���������P
estminster Memorial Hospital in Sha�esbury could
accommodate a small number of in-pa��t beds which would create smaller, more accessible and less
s�������
al units.
“This is going towards a more centralised mental illness hospital instead of creating smaller,
more accessible and less stigmatising local units…. We would suggest looking at ways in
which existing NHS facilities, such as Westminster Memorial Hospital, Shaftesbury, could
accommodate a small number of in-patient beds.”
The same organisa������W
ed that “there are no in-pa��t beds proposed in the north of Dorset,
even though there are considerable general health in-pa��t f����������
ea”.

7.2

The Retreats

7.2.1 Creation of two Retreats
Six of the organisa�����
ated that they support the proposal to create two Retreats in Dorset.
These organisa������W
ed the proposal for Retreats because they are a good op���
o have
before a situa����
alates, they may release some of the pressure on other services, they have close
links with emergency departments and CMHTs while also providing a calm and informal environment
for people, they provide peer support from people with lived experience and people are able to selfrefer to this service.
“Members felt that the proposed Retreats were a positive step and that the more people that
could access lower level services (without the need for formal Psychiatric referral), the better.”
“Retreats will have the capacity to reduce the numbers of people presenting themselves at
Emergency Departments because they see no alternative and there will be clear opportunities
to work closely with liaison services.”
“Close or co-location with ED would be helpful as the tendency to go ‘where the lights are on’
is understandable. However, this needs to be balanced with the need for a calm and informal
setting, avoiding a medicalised/ institutional approach”
“Retreats accepting self-referrals give people real choice and create greater responsiveness
in local services, allowing services to respond to crises as defined by the person experiencing
them, rather than according to a set of fixed criteria.”
“In respect of Community Front Rooms, Retreats and the Crisis Service, the team supported the
notion of Peer Specialist support, particularly for people in emotional distress.”
“In general, the view was that an increase in community facing services that can be access by
clients self-presenting was good.”
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However, the majority of the organisa���
xpressed some ques���������
o Retreats. Many
of the organisa���
ere concerned about the accessibility of ser�����������
en the opening
hours that have proposed for the Retreats and available transport op���������
ause the current
proposal for the opera����
s may prevent people from being able to use public transport to a�end
the Retreat, and also the hours proposed do not overlap with the opera����
s of CMHTs despite
the proposal sugges����
t these services will be linked.
������W
o this, organisa���
ommented on the importance of ensuring this service is well
integrated with other mental health services within the community while also providing clarity about
the purpose of this service to ensure it is used by individuals with the appropriate level of need.
“It will be important to ensure that the Retreats complement existing community services and
do not exist as stand-alone services… We must have absolute clarity about the role and purpose
of each service.”
Organisa������
aised concerns about other aspects of this service which they were unsure would
work and also how adequate the Retreats w������������������
erent situa������
varying level of need. For example, organisa�����
oncerns that people who are socially isolated,
or experiencing serious mental illness or who are in crisis will not self-refer to this service. They were
unsure about how the peer support approach will work when medical interven����
equired in an
emergency and how sta��������������
ve a dual diagnosis, substance misuse problem
or are under the in��������������
ohol. This emphasised the importance of providing
adequate training for sta�����
s who will work in the Retreats to ensure the safety of sta���
service user�������������������
e was also concern raised regarding the projected
sta����
vels required.
“It was noted that for clients who were experiencing an episode of psychosis, or who live
socially isolated lives as a result of chronic, long term mental illness, that they may not selfpresent at such services.”
“The teams also wished for there to be plans in place as to how to support clients who selfpresent to services such as the Retreats if they have a dual diagnosis/ substance misuse
problem, particularly if under the influence of drugs and/ or alcohol at the time.”
“We are told that the Retreats will be staffed by a combination of qualified professionals and
peer support workers, but no mention is made of projected staffing levels.”
One organisa�����
ommented that they felt that the proposals suggest the Retreats could be
used for acute admission due to the men�������
volvement of the police and A&E departments.
Thought should also be given for loca��������
etreats in North Dorse�������������
Sha�esbury area.

7.2.2 Location of the Retreat in the west of the county
Four of the organisa������
ated that they would prefer Dorchester as the loca���
or the Retreat
in the west of the county, while four did not comment on their preferred loca������
ganisa���
who preferred Dorchester felt this op���
ovided be�er accessibility due to its central loca����
transport c��������
as a more suitable op���
onsidering the prevalence of people with SMI
living in the west of the county.
“Members preferred Dorchester as the location for the western Retreat, as it was felt that this
would provide a higher level of accessibility for a greater number of people, given its more
central position.”
“Taking account of travel time times and distances, as well as the numbers of people living in
the west of the county with serious mental illness [we] agree with the preferred option of a
Retreat in Dorchester.”
The three organisa���������
omment on their preferred loca���
or the Retreat because
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they did not feel that it was appropriate for them to comment on this proposal or due to a lack of
informa�����
der to make an informed decision. One organisa������
gested it was important
to have Retreats wherever the greatest level of need is.
“We are not well placed to comment on the Weymouth/ Dorchester option.”
“The team had no strong view on the location of the West Dorset Retreat queried in the
consultation document and will leave recommendations on this to be made by services working
in that area.”
“The future role/ location of the Community Mental Health Teams would not be declared until
the feedback about the stated proposals was received, and until the impact of any relocation of
service personnel was examined in more detail. It is therefore difficult to comment coherently
on the proposals at this stage.”
The other organisa����
gested that there is capacity in the Yeatman Hospital to provide
accommoda���
or the Retreats and Community Front Rooms.

7.3

Recovery beds and Community Front Rooms

7.3.1 Community Front Rooms
The majority of the organisa������W
ed the proposal to create Community Front Rooms in local
areas to support people who experience serious mental illness. Organisa���
er�������
����
e of Community Front Rooms because they are focused on early interven���
fore a crisis.
Organisa���������
ed the rural loca����
oposed, the idea that people can self-present at
this service, the community support approach and that Community Front Rooms will be sta�ed by
peers who have lived experience.
“Early intervention and the ability to talk to someone before a crisis were welcomed.”
“Very supportive of these – any initiative focused on early intervention before they reach crisis
point is welcomed.”
“There is strong support for these, especially in the more rural areas.”
“We see a great role for Community Front Rooms to act as a hub where a range of providers
can reach out of those facing mental health issues, so that when the crisis is over the individual
has a wide range of long-term community support services to fall back on.”
“In respect of Community Front Rooms, Retreats and the Crisis service, the team supported the
notion of Peer Specialist support, particularly for supporting people in emotional distress.”
“We applaud the principle that CFRs will be located in community facilities such as libraries and
cafes, in a way that is non-stigmatising.”
On the other hand, many of the organisa����������
eserva������������
ont
Rooms. Organisa���
ere concerned about the sta������������
ont Rooms and that
they will not be linked with CMHTs; this raised some concerns for what will happen if medical
interven����
equired or an emergency situa��������
as felt that it was unclear whether
peer support workers are already employed in the service. Although there was an acknowledgement
that research in to peer support workers suggests that this approach would help address sta���
recruitmen����������
e was also concern rela���
o the uptake of use of Community Front
Rooms, which would then impact on the sta����
vels required.
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“It is not clear from the document whether peer support workers are already employed in
the service, or whether this is a new arrangement for Dorset. Are these existing NHS staff,
or will extra such staff need to be recruited? What level of staff will be available, and where
will these staff be recruited? How will these peer support workers be trained, managed and
appropriately supervised?”
������W
o this and to ensure con������
are for people with SMI, organisa���
elt it was
necessary for Community Front Rooms to be linked with other services including CMHTs, the
voluntary sector, primary care, housing support services and substance misuse services.
Other concerns were related to the need for more Community Front Rooms in other areas across
the county to improve access locally, the lack of evidence for their e���
eness, and the need for
����
a������
ole of Community Front Rooms and at what stage people would access this
service as oppose to other services based on their needs.
“There was a view that training for staff and peers working in the Community Front Rooms
would need to be carefully considered, in particular in how to manage and respond to para
suicidal threats and behaviour.”
“It was questioned whether the ‘front room’ proposals would mean a loss of access to clinically
qualified staff and whether the ‘front room’ proposals would meet local needs.”
“[We] welcome the idea of Community Front Rooms, but wonder whether third sector
organisations across the county are already providing similar services that could be better
organised and funded… Has Dorset CCG mapped out community services like ours across the
county? We would recommend Dorset CCG undertake this mapping before commissioning new
services, and also look at opportunities for partnership with the third sector.”
“These are proposed to improve access to support in more rural areas. Either 2 or 3 Front
Rooms are proposed for the whole county, which does not suggest very good access potential.”
“The trust would accept that an argument can be advanced for two Community Front Rooms
given the current limited evidence base in respect of their effectiveness… We strongly urge the
CCG to continue its excellent co-production and seek the views on that effectiveness from those
who use them.”
“It was not clear exactly what the role of the CFRs is intended to be. Specifically, what services
are they intended to provide? We were not clear why there was no involvement with CMHTs.”
There w��������
oncern from one organisa���
ela���
o the proposed loca��������
ter
Newton. Due t�������������������
ont Rooms, there would be problems
associated with them being located in a library or café in terms of accessibility, as well as the opening
�������
oincide with public transport from Sha�esbury so accessibility would be an issue.
“Are the proposed opening times of the CFRs seen as a challenge for libraries or cafes which do
not currently have these opening times? Opening hours from Thursday – Sunday from 15:00 –
23:00 means that public transport will not be available during those times.”
“It is suggested that one of the Community Front Rooms could be located in Shaftesbury,
serving a mainly rural population in the north of the county.”
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7.3.2 Combination of Recovery beds and Community Front Rooms
In terms of the number of Recovery beds and Community Front Rooms to be provided, the
organisa���
ere fairly split in their preferences. Two organisa�����
ated that they would prefer
ten Recovery beds and two Community Front Rooms, two organisa���
avoured seven Recovery beds
and three Community Front R������
e of the organisa���������
ate which op����
y
would prefer.
The two organisa����
t preferred the op���
or ten Recovery beds and two Community Front
Rooms suggested Recovery beds are more important because of the important role they have
between inpa��t f�������
ommunity support which allows a mor��
xible approach to
responding to people’s needs which bene���
��ts and the system. As a result, the organisa���
felt more Recovery beds will be the best op���
o provide the highest number of people with the best
access to services when in crisis.
“Whilst very supportive of prevention being better than cure, having one more ‘front room’
is unlikely to make as big a difference to Dorset patients, as having locally accessible mental
health beds.”
“Recovery beds also have an important role in community mental health services. Their purpose
can be either a ‘step up’ or ‘step down’, increasing the flexibility of provision and therefore
offering the greatest flexibility in responding to local need.”
Two organisa���������������
or more Recovery beds in order to reduce delays in
transfers from emergency departments and expressed concerns about the e���
eness of Community
Front Rooms due to the limited evidence base.
“The delays in transfers from ED are not good for the mental health patient who should not be
there, as well as the impact on delaying treatments for patients with physical health needs.”
“The Trust would accept that an argument can be advanced for two Community Front Rooms
given the current limited evidence base in respect of their effectiveness.”
On the other hand, two organisa���
avoured the op���
or seven Recovery beds and three
Community Front Rooms because early interven���
ovided by more Community Front Rooms may
reduce the need for Recovery beds and this op����es services accessible to a greater number of
people.
“This offered more flexibility and might mitigate the need for Recovery beds. Members
recognised that the locations suggested gave the best access to the highest number of people,
with community Front Rooms acting as a ‘filter’ and providing preventative support.”
Of the four organisa����
t did not indicate the number of Recovery beds and Community Front
Rooms they would prefer, only two comment�����������
oposal. One of the organisa���
suggested that they were not well placed to comment on the number of Community Front Rooms that
will be provided but that it was important to provide as many Recovery beds as possible. Meanwhile
another organisa����
gested that two or three Community Front Rooms were not enough and that
even more were needed across the county.
“As Community Front Rooms are to be located outside of the Poole area, the team are
not commenting on the proposed number… The team does appreciate that the number of
Community Front Rooms does impact the number of Recovery beds, and as Recovery beds are
not currently situated in the east of the county, would consider it to be in the best interests of
the Poole population for as many Recovery beds to be accessible and local to Poole residents as
possible.”
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One organisa�����
ommented on the fact that there is no provision for these to be located
in north Dorset, and that they felt that the “Westminster Memorial Hospital in Shaftesbury could
accommodate a small number of recovery beds, for early intervention and local pre-discharge”.

7.4

Overall Proposal

Overall, organisa���
ere mos������
e of the proposals for how to change Acute Mental
Health Services in Dorset and commended the level of thought and engagement that has contributed
to the proposals which will contribute to mee�����
xpecta��������
e Year Forward View for
Mental Health. Organisa���
er������������
e of the pr���
e approach of the proposed
service changes which are focused on early intervention within the community before a crisis point
is reached. As a result of this, many of the organisa���
xpressed their keenness to support and
develop the changes for the bene�����
vice users and suggested it was important that changes were
implemented as soon as possible for the bene��������
ally.
“Overall we are very supportive for the move to more proactive services, and the co-creation
approach used to reach this set of proposals.”
“Welcomes the increased focus on early intervention for individuals experiencing mental health
difficulties.”
“We would be keen to support in any way possible, early implementation of these changes to
benefit local residents.”
“Transformation of acute adult mental health services must not be delayed and this review
marks the start of what will be a significant set of improvements.”
However, all of the organisa��������
eserva�����
t included comments on the provision of
mental health services for other groups of people, the need for integra��������
ship among
services in Dorse�����������������
or the proposed changes, the need for a con����
review, the lack of informa�������
oposal to make an informed decision and the need to align the
outcomes of this review with the Clinical Services Review.
With an acknowledgement of the way in which the review had been conducted for adult mental
health services, many of the organisa���
elt the provision of services for other groups of people
who experience SMI needed to be considered. For example, organisa����
gested that the mental
health services provided to children and young people, older people and those with substance and
alcohol misuse also need to be reviewed and improved.
“These proposals will greatly improve adult services and therefore of course we await with
interest the proposals for children and young people – where [we] continue to have concerns.”
“Equal consideration must also be given to improvements to mental health services for children
and young people and for older people too.”
“[We] did not feel the voice of the older person was strongly reflected within the proposals and
queries whether steps were taken to specifically engage older adults in the modelling phase
about their needs.”
Many of the organisa�������������W
ant role of other services across the county to
support these changes to mental health services in order to achieve the best outcomes and ensure
con������
are for people who experience SMI. Organisa����
gested it is important these
services are integrated within NHS and primary care services but also with third sector and voluntary
organisa�������
ommunity, Loc����������������������
are services.
“Above and beyond integration within NHS services the best outcomes will be achieved where
third sector and voluntary partners are integrated in to service provision and where public
health and social services are part of the solution.”
Prepared by the Market Research Group

119

“Further consideration must be given to how primary care will support the changes and how
all providers will deliver a seamless, high quality service that works across and beyond the
traditional primary, community and secondary interface to improve service user experience and
outcomes.”
“That work will be undertaken with the Local Authorities, to ensure that transport and access
concerns are fully explored and that mutually beneficial solutions can be put in place.”
“The proposals acknowledge the contributions made by the statutory and third sector working
together. The document lists 15 third sector organisations providing mental health services. This
includes national organisations such as the Richmond Fellowship and MIND. However, there is
no mention in the CCG Mental Health Document of local charities such as HOPE, the Shaftesbury
and District Carers. This will be particularly important for those in areas perceived to have least
ready access to services such as North Dorset.”
Some of the organisa���
ommented on the lack of detailed informa������
onsulta��
document about the funding which is required for the proposed expansion and changes to services.
Organisa�����
ve funding f�������
esources and recruitmen��������
ofessionals needs
to be addressed in detail to ensure the proposed changes to services will be sustainable.
“The document avoids the critical question of funding. There is no indication of the cost of
the proposals… The lack of a substantive financial plan erodes the credibility of the overall
proposals.”
“The consultation document does not identify or address the capital requirements to deliver
additional beds, Retreats and Community Front Rooms… The funding requirements and
sources, both in terms of initial capital investment and ongoing revenue costs, will need to be
developed in sufficient detail to ensure the plans may be delivered and that the services will be
sustainable.”
Many of the organisa�������������
or an ongoing review of services by NHS Dorset
CCG a�er the proposed changes have been implemented, which should include further consulta��
with service users, carers and sta�,to ensure changes in services are e���
e and the needs of local
popula����
e being met.
“Important that Dorset CCG should review the mental health services on a continuous basis
including consultation with mental health service users and carers in order to check that any
changes in services are effective.”
“Demand for inpatient beds will be reviewed on an on-going basis, to ensure that the relocation
of provision from West to East Dorset is not detrimental to some residents.”

Organisa������������
need for more detailed operational information as this was not
provided in the consulta������t and it would have enabled them to comment more coherently
on the proposals. Organisa����
gested that more informa���as required on the future role of
CMHTs, impact of exis����
vices and loca������
��
����������������������
service and the impact on NHS and police services.
“The teams look forward to more detail being developed from these initial proposals to
understand the impact on current CMHT ways of working.”
“It transpired that the future role/ location of the CMHTs would not be declared until the
feedback about the stated proposal was received, and until the impact of any relocation of
service personnel was examined in more detail. It is therefore difficult to comment coherently on
the proposals at this stage.”
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“Some members of the public felt that the proposals did not fully highlight the impact on
existing services and locations, and therefore it had been difficult to fully comment.”
“The consultation also proposes to have integrated working between the CMHT and the 2 Crisis
Resolution Home Teams, and we broadly welcome this, in particular the focus of attention of
early intervention and ease of access to services. However, it is hoped that this does not extend
to co-location, and that the CMHT will continue to be based at the Westminster Memorial
Hospital.”
“The CCG also state that the CMHT’s will merge with the Crisis Teams, but do not say where or if
they will be moved.”
“There is a confusion of the roles of the three residential services: Retreats, Recovery beds and
in-patient beds. It is unclear the exact differences between them and what they are trying to
achieve.”
One organisa�����
ommented that the results of this review on mental health services needs to
be aligned with the outcomes of the Clinical Services Review in order to ensure parity of esteem for
physical and mental health.
“The Clinical Services Review undertook to review physical health services. To ensure parity of
esteem for physical and mental health services it will be essential to consider the responses
to this consultation… The very best services for local people will be those that simultaneously
address mental and physical health need, tackling variation in outcome and experience.”
One organisa�������
aising elements of the proposals in terms of redesigning services to bene��
people in Dorset who may experience SMI, also felt that that a number of the proposals tend to bene��
people with mild to moderate mental health issues.
“Stages of the care pathway appear to include elements of services that support prevention,
early intervention, planned care, crisis care, recovery and on-going support. But there is a need
for further clarification as to what we can expect from the care pathway overall. It would be
helpful to understand the proposals in the context of the range of services and interventions
within the care pathway. This would make it easier to assess the proposals in their context.”
“There is little reference to the services in GP surgeries, CMHTs or the work of associated
agencies. The CCG mention more involvement ‘in-reach’ with GPs, but fail to elaborate on what
that actually means.”
This organisa�����
aised a number of other concerns and sugges�������
oncerns related
to gaps in the proposals in terms of parity of esteem between mental health services and general
health services, especially in north Dorset, and that rural areas will not be served by the proposals to
centralise services rela���
o inequality of service provision throughout the county and accessibility
issues and poor transport links.
“Parity of esteem between MH services and general health service is of paramount importance,
especially as many people are users of both services.”
“The CCG have seemingly neglected 34% of potential service users in non-urban areas. This
means that more attention should be given to the needs of people living in rural areas, with
consideration to access and transport.”
“Due to the close-knit nature of the rural community, mental health problems are often hidden
and go unreported”.
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One other concern made by this organisa���
elated t����������
vice and the access to this
service.
“We note that not all MH service users are able to use the internet, and internet/mobile services
are not always equally available within rural areas. This means that not everyone will be able to
access this service equally.”
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8

Conclusion

�������������
����
er a comprehensive overview and analysis of the Mental Health
Acute Care Pathway Review consulta�������
����
e gave service users, carers, workers,
mental health organisa�����
esidents the opportunity to provide their views on the proposed
changes to the MH ACP that had been co-produced.
Respondents wer�����
e of the proposed changes to the MH ACP in Dorset. This support is
consistent among service users, sta����
arers as well as mos������
erent loc�����
oss
Dorset. An excep���
o this is a large pr������
espondents from North Dorset who strongly
opposed all of the proposals set out in the consulta����
ause of the lack of service provision
pr�������������������
ounty���������
�esbury and Gillingham. It is worth
�����
t a high pr������������
set responses were received from the SOMH group, and
a high pr���������
espondents indicated that they live in Sha�esbury or Gillingham. Analysis
of the North Dorset residents not a���
ted with the SOMH group campaign indicated similar levels of
support with the proposals to those found within the rest of the county.
The majority of respondents wer�����
����������
��t beds. The main reasons for
support were because current demand exceeds availability and people with SMI are vulnerable and
need a safe place. General support extended to the proposal to move beds to high demand areas
because they are much needed and will reduce transfers away from family and friends. However,
concerns about the closure of the Linden Unit meant many respondents from the Weymouth and
Portland area were concerned about the proposed changes to inpa��t beds in the county.
���������������
espondents supported the proposal to create Retreats because they will
�er help, support and safety to service users before a situa����
alates. However, respondents,
������������
ork in mental health services, raised concerns about the sta���������
hours proposed for the Retreats. The majority of respondents indicated that their preferred loca��
for the Retreat in the west of the county would be Dorchester, with the main reasons being that it
would be a more accessible and central loca��������
oviding more than two would enable
Retreats to be located in more loca����
oss the county to make access easier.
Finally, the idea for Community Front Rooms was well supported, with the majority of respondents
indica����
t they would prefer three Community Front Rooms and seven Recovery beds, which
would provide more people with easy access to services within the community. Similarly to the
Retreats, there were concerns related to sta��������
oposed opera����
s as well as if these
se����
e adequate for people with SMI.
NHS Dorset CCG should consider the views expressed throughout the report in the next stage of MH
ACP service development.
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1.

INTRODUCTION

1.1

NHS Dorset Clinical Comissioning Group (CCG) is undertaking a review of Adult and Older
Person’s Mental Health Acute Care Pathway for people with a serious/severe mental illness
(SMI) in Dorset. SMI is focused upon functional mental illness and excludes organic conditions
such as dementia. Serious mental health illness includes psychosis, severe depression, bipolar
disorder, personality disorder and schizophrenia.

1.2

This report aims to identify the needs and demand profile of the local population of people who
have a SMI to enable an evidenced case to be developed.

2

DEMOGRAPHIC PROFILE OF DORSET

2.1

Dorset CCG operates on the basis of a locality model with the geography of Dorset divided into
13 GP localities.

3
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2.2

Based upon data obtained from Open Exeter (December 2014) Dorset has an estimated total
registered GP practice population of 783,543 people split across urban and rural settings. The
split between the two very different types of urban and rural geographies impacts on how
services need to be modelled to deliver appropriate care in these environments. The age and
gender profile of each locality is outlined below.

Dorset Registered GP Practice Populations (December 2014)

Locality
Urban Dorset
Weymouth &
Portland

18-64
yrs

Male
65+
yrs

Total
(All ages)

18-64
yrs

Female
65+
yrs

Total
(All ages)

18-64
yrs

Total
65+
yrs

Total
(All ages)

508,585
21,814

8,047

36,876

21,566

9,416

37,724

43,380

17,463

74,600

Poole Bay
Bournemouth
North
Central
Bournemouth

22,542

7,451

36,307

21,173

9,358

36,462

43,715

16,809

72,769

21,820

5,164

32,420

22,256

6,232

33,642

44,076

11,396

66,062

21,844

4,787

33,110

20,683

5,708

32,528

42,527

10,495

65,638

Poole Central
East
Bournemouth

18,549

5,848

30,501

18,848

7,105

31,745

37,397

12,953

62,246

20,443

4,965

30,914

18,290

6,175

29,718

38,733

11,140

60,632

4
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Christchurch

14,256

7,303

26,326

14,365

9,242

28,031

28,621

16,545

54,357

Poole North

15,205

5,287

25,583

15,453

6,256

26,698

30,658

11,543

52,281

Rural Dorset

274,958

North Dorset

22,882

9,996

41,872

23,845

12,018

44,563

46,727

22,014

86,435

East Dorset

18,232

9,626

34,332

18,600

11,647

36,346

36,832

21,273

70,678

Mid Dorset

12,009

4,920

21,097

12,203

5,900

21,996

24,212

10,820

43,093

Dorset West

10,698

5,824

19,893

11,081

6,890

21,209

21,779

12,714

41,102

Purbeck
Grand Total

9,257

4,456

16,555

9,263

5,132

17,095

18,520

9,588

33,650

229,551

83,674

385,786

227,626

101,079

397,757

457,177

184,753

783,543

Data Source – Open Exeter System (31st December 2014)

2.3

The population table illustrates that approximately 35% of the population are located in the
rural areas of Dorset and 65% are in the urban areas, primarily in Poole and Bournemouth. This
broadly reflects the rest of the country.

2.4

It must be highlighted however that there is no singular definition of rurality but rather a
number of different approaches to it. This encompasses spatial classification (based on
population density, distance to cities and urban centres); a socio economic classification (based
upon principle forms of employment in an area) and more complex definitions combining both
of the above. (Nicholson, 2008 in Advances in psychiatric treatment).

2.5

For the purpose of this report, population density has been used as the guiding principle for the
rural / urban split stated above.

2.6

The percentage of males and females in each age group is different for each GP locality and also
for Dorset CCG as a whole. The population pyramid for Dorset CCG is shown overleaf and the
pyramids for the 13 Dorset GP localities are shown in Appendix 1. The percentage of males and
females in each age group are represented by the bars in the population pyramids and are
compared with corresponding percentages for England (lines). The population pyramids are
helpful when considering the profile of the SMI population and associated need and demand.
For example, first episode of psychosis generally presents between the ages of 16 – 34 years.

2.7

The population pyramids show that most of the urban localities have higher percentages of
people in the age range 15-24 years, this is when a first episode of psychosis generally presents.

5
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2.8

Predicted Bournemouth, Poole and Dorset local authority (LA) adult resident population figures
obtained from the POPPI and PANSI websites (October 2015) are outlined in the table below:

2.9

The adult resident population of Dorset is expected to grow by 5.8% between 2015 and 2025
from 621,100 to 657,100. The predicted increase is almost exclusively in the 65 and older age
group with an expected growth of 18.8% from 2015 to 2025. The largest predicted growth for
this age group is in the Poole UA area (20.0%).

2.10

The estimated population growth in the 18 to 64 years age group remains relatively stable
between 2015 and 2015 at 0.2%. Variation is however seen across the Dorset area from 2015
to 2025 with growth predicted in both Bournemouth UA (3.9%) and Poole UA (3.1%) and
shrinkage in Dorset (-2.9%).

6
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2.11

Projected changes to the population profile of the county are not expected to alter existing
prevalence of severe mental illness locally but there will be a slight increase in numbers of
people potentially requiring services in line with the overall growth.

2.12

Projected increases in the SMI population based on population projections are outlined below:

2.13

Figures show a projected 5.4% increase (extra 378 patients on register) of patients on the
Dorset CCG SMI practice register by 2022/23. The projections are crude and don't take into
consideration the age and sex difference in population projections and whether certain groups
(age and sex) of people are more likely to experience SMI.

7
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3

PREVALENCE OF SERIOUS / SEVERE MENTAL ILLNESS

3.1

Public Health England (PHE) has outlined numerous factors to inform local profiles of severe
mental illness which link to socioeconomic deprivation: this was recommended to be used as
the key determinant of Serious Mental Illness. The Index of Multiple Deprivation (IMD) 2010 is a
composite of the following factors and weightings:








Income (22.5%)
Employment (22.5%)
Health and Disability (13.5%)
Education, Skills and Training (13.5%)
Barriers to Housing and Services (9.3%)
Crime (9.3%)
Living Environment (9.3%)

3.2

The maps included below outline Index of Multiple Deprivation (IMD) national rankings. These
demonstrate a wide variance in the levels of deprivation across the geographical boundaries of
Dorset CCG ranging from some of the poorest areas in the country to those that are more
affluent.

3.3

The maps of deprivation below (Dorset) and overleaf (Bournemouth and Poole area) show
differences in deprivation levels in Dorset based on national quintiles (fifths) of the Index of
Multiple Deprivation 2010 by area (Lower Super Output Area). The darkest coloured areas are
some of the most deprived areas in England. The areas with most significant deprivation are
mainly located in the urban areas of Bournemouth, Poole and the Weymouth & Portland
locality. There are also some pockets of deprivation in Christchurch and Bridport.
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3.4

The map overleaf illustrates a more detailed overview of relative deprivation across Dorset. To
determine relative deprivation the level of deprivation in each area is ranked and divided into
local quintiles. The relative deprivation shows that in addition to the urban areas, relatively
9
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speaking Sherborne, Bridport, Blandford and parts of East Dorset and Dorchester also have
relatively high levels of deprivation when compared to other areas in Dorset.

3.5

Using the boundaries of CCG GP localities, the following box plot shows deprivation levels for each
locality sorted from lowest to highest deprivation (lowest being East Dorset and highest East
Bournemouth). The chart illustrates differences between each locality in addition to demonstrating the
variation within localities themselves.
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3.6

Ten Dorset GP practices mapped within areas of the highest deprivation in descending order
are:

Practice

Locality

Providence Surgery

East Bournemouth

Crescent Surgery

East Bournemouth

Boscombe Manor Medical Centre

East Bournemouth

Shelley Manor Medical Centre

East Bournemouth

Holdenhurst Road Surgery

Central Bournemouth

Kinson Surgery

Bournemouth North

Herbert Avenue Surgery

Poole Bay

Durdells Avenue Surgery

Bournemouth North

Panton Practice

Central Bournemouth

Bridges Medical Centre

Weymouth & Portland

3.7

Nationally, East Dorset was recorded among the top 20 LA Lower Super Output Areas with the
highest proportion of population in the least deprived decile of IMD 2010. Central Boscombe,
on the other hand was recorded within the 3.5% most deprived areas in the country thus
demonstrating the wide variance across the county.
N.B: Lower Super Output Areas – are homogenous small areas of relatively even size (around 1,500 people) of
which there are 32,482 in England, for more detail see:
www.neighbourhood.statistics.gov.uk/dissemination/Info.do?page=userguide/moreaboutareas/furt
herareas/further-areas.htm

3.8

A chart outlining deprivation level by practice is shown in Appendix 2. The chart clearly shows
the four GP practices highlighted above with the highest levels of deprivation in Dorset.

3.9

GP registers of severe mental illness, using the Quality Outcomes Framework (QoF) data
broadly align (correlation of 75%) with the indices of deprivation thus supporting the use of
IMD as a proxy for mental health need prevalence as valid.

3.11

QoF data is generally acknowledged to be robust; however local practice behaviour needs to be
considered when interpreting the data. It also needs to be noted that this data is not weighted
by practice population demographics.

3.12

Utilising the QoF data, the following chart outlines the percentage of the practice population on
SMI registers by locality and GP practice. The GP locality with the highest median GP recorded
11
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prevalence of serious mental illness is East Bournemouth although the prevalence range within
this locality varies considerably.
Serious Mental Illness

QOF prevalence % (all ages) 2013/14 by GP locality
East Dorset
Purbeck
Christchurch
Mid Dorset
North Dorset
Bournemouth North
Poole North
Poole Central
Weymouth & Portland
Dorset West
Poole Bay
Central Bournemouth
East Bournemouth
.5

1
1.5
2
2.5
SMI: QOF prevalence % (all ages) 2013/14

3

3.10

A chart outlining SMI prevalence by practice is shown in Appendix 3. The chart again clearly
shows the GP practices with the highest levels of SMI prevalence in Dorset are within the east
Bournemouth locality.

3.13

The Quality Outcomes Framework also requires GP practices to maintain a depression register,
enabling a more holistic picture of overall prevalence of mental health need to be considered.
Whilst the depression register will include those with severe depression, it is unlikely to be a
good proxy for severe mental health need prevalence.

3.14

Again the QOF data needs to be considered in the context that it is not adjusted for age, sex
and other factors that may impact on prevalence.

3.15

Across all localities, the prevalence of depression outweighs that of SMI prevalence. QoF
depression data does not allow further interrogation to determine the number and/or
percentage identified with severe depression (which constitutes a serious mental illness).

3.16

A chart outlining depression prevalence by practice is shown in Appendix 4.

3.17

Of note, certain practices record substantially higher prevalence compared to other surgeries in
the same locality and not all of this is explained by practice deprivation. This may be due to
differences in other factors such as age, sex and practice recording and screening processes.
These practices are highlighted below:
Surgery

% Prevalence of
Depression

Locality

Moordown Medical Centre

>18%

Bournemouth North
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Wyke Regis Health Centre

≥14%

Weymouth & Portland

Bridges Medical Centre

>16%

Weymouth & Portland

3.18

Mental illness has a huge impact on health and wellbeing. People with mental health problems
are more likely to develop significant preventable conditions such as diabetes, heart disease,
bowel cancer and breast cancer, and at a younger age (King’s Fund). They are also more likely to
misuse substances (Coulthard et al 2002).

3.19

Life expectancy is much lower with people dying on average 20 years younger than the general
population (Newman and Bland 1991; Brown et al 2010).

3.20

Smoking is the largest single preventable cause of morbidity, mortality and inequalities in health
in Britain and accounts for about half of the difference in life expectancy between the lowest
and the highest income groups. Most of the reduction in life expectancy among people with
serious mental illness is attributable to smoking. People with mental health problems smoke
significantly more and are more dependent on nicotine than the population as a whole, with
levels about three times those observed in the general population. Supporting individuals to
stop smoking while receiving NHS care represents a significant opportunity to close the gap in
morbidity and mortality, between those people experiencing mental health conditions, and the
general population.
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/432222/Smoking_Cessation_in_
Secure_Mental_Health_Settings_-_guidance_for_commis....pdf

3.21 . The King’s Fund report describes the wider societal impacts of mental illness. Increased levels of
worklessness, reduced productivity in the workplace, increased rates of sickness absence
(Sainsbury Centre for Mental Health 2007) and high social care costs are all associated with
mental illness. Seventy per cent of people with psychotic disorders are economically inactive,
while self-reported depression is the single most important cause of workplace absenteeism in
the United Kingdom (Gray 1999). There is a major impact on families and carers of those with
mental illness and their health and wellbeing can also be affected.
3.21

A summary of some key risk factors for serious mental illness for Bournemouth, Poole and
Dorset compared with the England averages are included in the table below.

Risk Factor
Number of People with Learning
Disabilities known to GPs: number
on QoF registers
Children in poverty: % living in low
income households

Period

England
Value

13

Poole
UA

Dorset
CC

1,732 (2012/13 LD Joint
Health & Social Care SelfAssessment)

2012/13

2012

Bmth
UA

19.2

18.4

15.3

12.3
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Looked after children: rate per
10,000<18 population
Children leaving care: rate per
10,000<18 population
Domestic abuse incidents recorded
by the police: rate per 1,000
population
Risk Factor
English Language skills: % of people
who cannot speak English / speak it
well
Population turnover (internal
migration): Rate per 1,000 resident
population
Migrant GP registrations: Rate per
1,000 resident population
Black or Black British ethnic group
proportion: % of population who
identify their ethnicity as Black or
Black British
Asian or Asian British ethnic group
proportion: % of population who
identify their ethnicity as Asian or
Asian British
White ethnic group proportion: % of
population who identify their
ethnicity as white (British, Irish or
other)
Mixed/multiple ethnic group
proportion: % of population who
identify their ethnicity as mixed or
multiple groups
Other ethnic group proportion: % of
population who identify their
ethnicity as Other
Statutory Homeless: rate per 1000
households
CPA adults in settled
accommodation: % of people aged
18-69 on CPA in settled
accommodation
CPA adults in employment: % of
people aged 16-69 on CPA in settled
accommodation
Smoking prevalence in adults current smokers (IHS)

2013/14
2013/14
2012/13

Period

59.8

83.5

50.9

44

26.4

37.3

27.2

22

18.8

13.5

13.5

13.5

Poole
UA

Dorset
CC

England
Value

Bmth
UA

2011

1.65

1.32

0.54

0.25

2014

90.7

157.1

121.4

93.5

11.7

21.3

6.0

3.7

3.5

1

0.4

0.2

7.8

3.9

2.2

0.9

85.4

92

95.9

97.9

2.25

2.28

1.3

0.82

1

0.9

0.3

0.2

2.3

1.7

0.9

1.1

58.5

19.9

29.5

13.8

8.8

2.5

5.0

7.0

18.4

16.6

20.2

14.3

2014
2011

2011

2011

2011

2011
2013/14
2012/13

2012/13
2013
14
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Estimated prevalence of opiate
and/or crack cocaine use
Admission to hospital for mental and
behavioural disorders due to alcohol

Risk Factor
Mortality from suicide and injury
undetermined: Standardised rate
per 100,000
Premature (<75) mortality in adults
with serious mental illness: rate per
100,000 population
Emergency hospital admissions for
intentional self harm: Directly age
standardised rate

2011/12

8.4

15.2

5.7

5.6

2012/13

84.1

134.2

51.3

55.6

Poole
UA

Dorset
CC

Period

England
Value

Bmth
UA

2011/13

8.8

9.6

8.3

10.2

2012/13

1319

1462

1987

1521

2013/14

203.2

286.0

242.5

245.9

Source: Public Health England Mental Health Profiles, accessed online October 2015

3.22

Public Health England (PHE) has produced severe mental illness profiles from a variety of
sources including:







3.17

QoF
Adult Psychiatric Morbidity Survey (APMS),
ONS population estimates including mid-year estimates for estimated prevalence
NHS resource allocation formula
Health & Social Care Information Centre
Monthly Mental Health Minimum Data Set (MHMDS) Reports

A link to the Dorset CCG Profile is included below:
http://www.nepho.org.uk/pdfs/severe-mental-illness/E38000045.pdf

3.18

Of note is that PHE state there are some concerns over data quality for the majority of
indicators from the profiles which therefore impacts on the reliability of the profiles. Finance
elements in addition to some elements of the psychosis pathway are highlighted as having
serious data quality concerns and have not been included in the key highlights outlined
overleaf.
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3.19

A number of key highlights taken from the Public Health England profile for Dorset CCG are
shown below. Dorset CCG figures were benchmarked against 10 other similar CCGs to
determine significant difference.
Dorset Profile

Data Issues

Significantly higher % of people with learning disabilities on GP registers than
national average

No concerns

Significantly higher % of people with SMI known to GPs than national average

No concerns

Significantly less people per 100,000 population on Care Programme Approach
(CPA)

Some concerns

Significantly less service users in contact with MH services on CPA

Some concerns

Significantly less service users as in-patients in a mental health hospital

Some concerns

Significantly less people detained under MH Act per 100,000 population

Some concerns

Significantly less short term orders under MH Act per 100,000 population

Some concerns

Significantly higher % of exemptions from SMI health checks

Some concerns

Significantly less days of delayed discharge in quarter per 1,000 bed days

Some concerns

3.20

Work has also been undertaken by the Wessex Academic Health Science Network (AHSN) to
understand the needs of service users with psychosis across the region. The work focused upon
service users who were in contact with secondary care services in the period 2010-13. It did not
include those who may have only had contact with primary care or did not contact secondary
care within this time period.

3.21

Data from the Mental Health Minimum Data Set (MHMDS) was used to identify individual
patient records, using three different approaches:


ICD Diagnosis codes



PbR Cluster codes



HONOS codes (Question 6)
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After identifying individual records in MHMDS, they were linked with the Hospital Episode
Statistics (HES) database to obtain A&E and non-mental health Trust admissions for these
same patients. The user group was then divided by CCG to create the local CCG packs.
The AHSN have stated their approach was clinically validated. Final figures for the Wessex area
approached 85% compliance with QoF data, suggesting the approach was robust.

3.21 The AHSN have produced a profile pack for Dorset CCG in which figures for Dorset were
compared with 10 other similar CCGs. Key highlights are outlined below:


Although there is a need for local interpretation, the data suggests the estimated number of
people with a psychotic disorder in NHS Dorset CCG is just under 20% higher than other
areas.



There is an estimated 35% fewer service users treated under the Care Programme
Approach.



An estimated 30% higher number of mental health admissions.



Over 40% more people subject to the Mental Health Act.



Dorset CCG has a higher percentage of known service users who have psychosis (30%
compared to Wessex average of 26%).



A greater number of service users with psychosis reach old age.



Dorset has a high number of older people with mood disorders.



Higher than expected proportion of psychosis amongst service users of a minority ethnic
background.



An estimated 9% of service users with psychosis have not got the opportunity to work
despite wanting to. (This is likely to be greater as the employment status of the majority of service users was unknown)



Service users with psychosis in Dorset require three times as many health professional
contacts when compared with other mental health conditions.



27% of service users with psychosis get admitted to mental health inpatient wards (less
than Wessex average of 30%) but stay twice as long in hospital when compared to others.



2012-13 average number of A&E attendances for service users with psychosis was 2.4 per
user and 2.1 for other mental health conditions.



A 5% increase in A&E visits by CCG users with Psychosis was recorded from 2011-12 to
2012-13.



Emergency admissions and use of emergency bed days to non-mental health trusts of
individuals with a mental health condition have also increased during the same period. Of
these, there was a 12% increase in emergency admissions of people with psychosis with
subsequent length of stay increasing by 6% for the same cohort of patients.
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4

INCIDENCE OF FIRST EPISODE OF PSYCHOSIS

4.1

PsyMaptic is a free online prediction tool for healthcare planners, commissioners and other key
stakeholders who require accurate and reliable data on the expected incidence (new, clinicallyrelevant cases per year) of psychotic disorder in England & Wales. The tool gives instant access
to the expected incidence of psychotic disorder in different regions of England & Wales, based
on their socio-demographic and socioeconomic profile.

4.2

When using predictions from the tool, please be aware that forecasts are based on the
expected number of clinically-relevant cases of first episode psychosis occurring in each region
per year. Actual demand for severe mental health care services, including early intervention
services (EIS), will likely be higher than predictions, given a degree of people who will consume
service resources, and who may require some form of mental health care intervention, but who
are not found to meet clinical criteria for severe mental illness.

4.3

PsyMaptic predictions for incidence (i.e. new cases) of psychosis are broken down by local
authority districts or county. Predictions for the prevalence of new cases of psychosis are
included in the online table:
http://www.psymaptic.org/files/2014/06/PsyMaptic_Psychosis_LAD_v1-0.xlsx

4.4

In summary, the annual number of predicted new cases (aged 16 – 65) for Bournemouth, Poole
and Dorset LA collectively is approximately 80.
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5

SERVICES

5.1

The services included within the review are:

5.2



Community Mental Health Teams (Adult and Older People)



Crisis Resolution and Home Treatment Teams



Adult Inpatient Assessment and Treatment Units (Functional)



Psychiatric Liaison Service



Intensive Psychological Therapy Service



Street Triage Service



The Recovery House



Local Authority Out of Hours Service

Dorset Healthcare NHS University Foundation Trust is the main provider of specialist mental
health services across Dorset. Services are arranged as distinct entities that serve coterminous
GP localities or across GP locality boundaries. The locations of the various services are shown
on the map below.
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5.3

According to The Big Ask, Market Research Group, 2013 report, access to adult mental health
services is generally good, however in some areas there is not enough support provided to
patients outside working hours.

5.4

Local service data on activity and performance of the acute mental health system provides a
key insight into demand and current capacity. Data for the period of January to December 2014
has been used for the purpose of this report unless otherwise stated.

6.

Community Mental Health Teams (CMHTs/OPCMHTs) – Adult and Older People

6.1

In total there are 13 adult CMHTs and 11 Older Persons CMHTs spread across the county.
Teams are split into adults of working age (aged 18 to 64 years) and older adults (aged 65 years
and over).

6.2

Boundaries for each of the teams broadly reflect CCG GP locality boundaries although it is
noted that in the east of the county a number of the teams are not co-terminus with CCG
localities.
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6.3

Outlined below are a series of tables and graphs that capture the main activity of CMHTs.
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6.4

CMHT caseload figures show that the majority of patients on caseload are registered with
North Dorset GP practices with the next highest caseloads being for patients registered with
the Weymouth and Portland then East Bournemouth GP localities.

6.5

North Bournemouth GP locality has the highest percentage of patients on caseload within the
age group 39 years and under (39.6%), this reflects the high proportion of people registered
with GPs within this age band as shown in the locality population pyramid (Appendix 1).

6.6

The three Bournemouth GP localities, Weymouth and Portland and Poole North GP localities all
have over 75% of their caseload aged 64 and under. East Dorset, Purbeck, Mid Dorset and
Christchurch GP localities all have over 30% of their caseload aged 65 years and over.
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6.7

The majority of GP localities have a slightly higher percentage of female patients on CMHT
caseload compared to males with the exception of Weymouth and Portland and Poole Bay who
both have an equal split of males and females. Dorset West (57.5%) and East Dorset (57.5%)
GP localities have a noticeably higher percentage of female patients on caseload. Patients
registered with North Dorset GP locality show 59.7% of patients on CMHT caseload are female
compared with only 40.3% of males.

6.8

The scatter graphs overleaf plot CMHT caseload per 10,000 population against SMI QoF
prevalence percentage. The graph showing total CMHT caseload rate suggests a reasonable
correlation with SMI prevalence (r2=0.4872). The correlation is higher (r2=0.5035) when only
the adult CMHT caseload rate is plotted against SMI prevalence.

6.9

The scatter plots show a number of outliers to the suggested correlation between CMHT
caseload rate and SMI prevalence. The Crescent Surgery and Boscombe Manor Medical Centre
both in East Bournemouth GP locality show a lower than expected number of people on CMHT
caseload compared to the recorded SMI prevalence at that practice.

6.10

Four practices within the North Dorset GP locality show a higher than expected number of
people on caseload compared with the recorded SMI QoF prevalence at these practices.

6.11

No correlation is shown when plotting the older people’s CMHT caseload rate against SMI
prevalence or when plotting CMHT caseload rate against Depression QoF prevalence (see
Appendix 5).

23

Appendix 4

6.12

Pressure on compliance with waiting times to CMHTs has been noted over the course of the
past twelve months. Significant variance between localities is apparent around adherence to
the 28 day waiting standard for non-urgent referrals. The charts below show the routine
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waiting times for referral assessment to both adult and older people’s CMHT by GP locality for
the period April to July 2015.
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6.13

Within the adult CMHT, routine response times have been particularly low with only five teams
reaching the 100% target of all routine referrals being assessed within 28 days during the four
month period (average 87.8%). The Boscombe and Turbury Park Sectors had the lowest
response times with both averaging less than 75% of referrals assessed within 28 days. This
may reflect differences in workforce profile and associated capacity within individual teams.
(Workforce profiles are highlighted later in this section).

6.14

The response times were higher within the Older People’s CMHTs (average 95.8%) with only
the Bridport and Shaftesbury teams failing to assess over 10% of routine referrals within the 28
day target.

6.15

Compliance with response to urgent within 5 working days has also presented challenges
although this has improved over recent months. The charts in Appendix 6 show the urgent
waiting times for referral assessment to both adult and older people’s CMHT by GP locality for
the period April to July 2015.

6.16

First appointment DNA (did not attend) rates average 22% with follow up appointment DNA
rates recorded as an average of 5% for adult CMHTs.

6.17

Older People’s CMHT DNA rates are lower with a 5% average for first appointment DNA and 4%
for follow appointment DNA.

6.18

The percentage of patients on CMHT caseload on Care Programme Approach (CPA) is averaging
close to 20%. This re-enforces the AHSN data presented earlier that suggests Dorset CCG has a
much lower percentage of people managed under CPA. The chart below shows the active
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caseload of patients on enhanced CPA by GP locality and demonstrates differences in
complexity of case between teams.

6.19

In the absence of robust diagnosis data, a breakdown of Mental Health Payment by Results
(PbR) care cluster numbers has been provided below as a means of demonstrating levels of
complexity of caseload in each GP locality. (Definitions of the care clusters are included within
Appendix 10).

6.20

Appendix 7 shows the PbR cluster allocation as at 28th May 2015. Also included are the WTE
budgeted nursing and occupational therapy staff, it does not include posts which are wholly or
substantially management roles, medical or psychology posts.

6.21

By crude comparison it can be seen that the allocation of workforce resources is not consistent
with the overall prevalence and complexity of caseload within each CMHT.

6.22

There are a number of patients whose needs have been clustered within clusters 1-3. These
clusters are generally recognised as being at the low end of need and severity and are best
managed within primary care services including IAPT. Some individuals would be expected in
cluster 3 and 4 due to increased risk profiles, requiring more substantial support and for those
people whose needs have reduced over time and are at a point on their recovery journey which
would shortly leave to a discharge from secondary care services.

6.23

There are significant differences across the CMHTs in the numbers of patients on cluster 7 and
8 both of which tend to support individuals with personality disorder and complex needs.

6.24

There are significant numbers of patients in cluster 11 some of this will be due to patients step
down journey from CMHT to primary care, some due to the ongoing significant health needs
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and potential for relapse associated with long term psychotic condition managed in part by
medication such as Clozapine. A significant number will have needs best managed in Primary
care with support from a practice nurse administering depot medication but due to the current
situation with care arrangements this is difficult to achieve.
6.25

The low numbers recorded against clusters 14 and 15 is not reflective of the high bed
occupancy and calls to CRHT. It is likely this is a reflection of data quality and recording issues
rather than significantly lower than expected numbers of people in acute crisis with either
psychotic or depressive disorders. It should also be remembered that the numbers recorded
against the Crisis team only reflect those individuals with an open referral to Crisis who have no
other open referral to a secondary care community team.

6.26

It is of note that when the Assertive Outreach dedicated teams (currently only in place for
Bournemouth and Poole and Weymouth and Portland,) are excluded from the analysis that the
prevalence of people with dual diagnosis and or who are difficult to engage (clusters 16 and 17)
are low but noticeably higher in the urban areas of Bournemouth both East and West / Central
and Weymouth in line with the expected deprivation and demographic indicators for those
areas.

6.27

It is also of note that there is an apparent discrepancy between the numbers of individuals
clustered to clusters 4-6 across the county. Whilst there is some evidence that this may be due
to indicators such as social isolation and gender (including the proportionately higher number
of females on the CMHT caseloads in the West of the county) it is also likely to reflect the levels
of complexity within caseloads. Also it is likely to reflect an inconsistency in eligibility criteria
across CMHT's with those with the highest levels of deprivation and SMI rates having an
apparent significantly higher cut off for eligibility than those with lower deprivation indices and
lower rates of complexity and SMI.

6.28

The professional breakdown with each team also differs by way of whole time equivalent (wte)
allocation. It is not clear how individual team workforce profiles have been determined with
apparent inconsistencies between ratios of administrative and clinical staff. Band 6 nurses
make up the majority of the CMHT workforce and significantly outweigh other professional
groups.

6.29

The skill set of the clinical workforce is currently being assessed as part of the scope of an
internal provider review. Early indicators suggest a need for additional skills-based training for
staff to ensure there is a consistent approach to management of specific groups of disorders
such as emotionally unstable personality disorder and bipolar disorder. The review has also
identified the need for refresher training on a formulation based approach for managing
psychosis.

6.30

Medical staffing profiles were not available at the time of writing the report and may need to
be considered to ensure consultant psychiatrist capacity matches presenting need.
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6.31

The previous chart outlines the pan Dorset CMHT staff turnover/ monthly absence profile in
addition to the vacancy rate. Even though turnover is high, vacancy rates have remained static
as an overall percentage. Anecdotally however, it has been reported that some teams have
more difficulty recruiting that others and further analysis by individual CMHT team is required
to identify any emerging trends.

6.32

When viewed as a percentage of whole time equivalent workforce per team, concerns arise in
respect of the impact on service capacity and resilience. The five teams with the highest %
vacancy rate are:


OPCMHT Poole: 29% of wte workforce posts are vacant



CMHT Purbeck: 23% of wte workforce posts are vacant



OPCMHT Bridport: 23% of wte workforce posts are vacant



CMHT Dorchester: 17% wte workforce posts are vacant



CMHT Bournemouth East: 16% wte workforce posts are vacant

6.33

As the impact of vacancies is likely to be affected by the nature of any specific role it is difficult
to draw firm conclusions from the data. However, it is noticeable that when vacancy rates are
compared with performance indicators such as waiting time compliance it suggests the impact
is greater in the adult CMHTs. Despite such high vacancy rates in OPCMHT in Poole, the team
have consistently achieved in the region of 95% compliance with 4 week waiting time
standards.

6.34

It must also be noted that social worker posts are not included in the workforce profile outline
as the data was unavailable at the time of writing. The availability of social work input is likely
to have a significant impact on capacity and service outcomes.

6.35

CMHT monthly aggregated sickness absence rates are in line with the trusts target rate of 4%.
Data broken down by each CMHT team was not available at the time of writing.
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7

Crisis Resolution and Home Treatment Teams (CRHT)

7.1

CRHT provision is divided into two teams who cover West Dorset and East Dorset respectively.
The service as a whole is responsible for gate keeping all mental health acute admissions.

7.2

The development of the team in the west of the county occurred in the past two – three years
following a review of Mental Health urgent care services in that part of the county.

7.3

The team in the east of the county is well established.

7.4

Significant performance related issues have been reported for CRHT services over the past year.
These related specifically to the teams capacity to respond within agreed timeframes to
requests for support from local acute hospital providers outside normal working hours.

7.5

CRHT (East and West) provide cover to each of the three acute hospitals outside the normal
working hours (Mon-Fri 9.00am - 5.00pm) of the psychiatric liaison service in addition to
providing crisis cover to the community. Additional recourse has been made available to
provide OOH psychiatric liaison support to the acutes.

7.6

Caseload activity by team (July 2015) is shown below:
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7.7

It is important to note that significant concerns exist about the quality of the data related to
out of hours referrals to the West team and differences in what is recorded as a referral. All
contacts in the west are counted and considered as a referral irrespective of the nature and
outcome of the contact.

7.8

Anecdotally it has been suggested that the East team receive a higher number of out of hours
referrals than the West. This evidence again supports the data quality issues highlighted with
recording of out of hour contacts in the West team.

7.9

Compliance with responses to out of hours referrals has improved in line with additional
investment into the service to specifically respond to requests from the acute hospitals.

7.10

More detail regarding CRHT caseload is covered in the graphs below:
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7.11

The data (excluding the Out of Hours West Team data) shows a higher level of caseload in the
Poole Bay, Central and East Bournemouth and Weymouth and Portland GP localities which
broadly correlates with what might be anticipated by virtue of SMI QoF prevalence data.

7.12

Actual pan Dorset activity is below the commissioned target for service user contacts
suggesting spare capacity although it must be noted that figures alone do not allow insight to
the nature of the complexity of the cases being managed and duration of each contact.

7.13

Average caseload figures as a pan Dorset service are also below the commissioned figure for
the year 2014-15. Total number on the team caseload for April 14 – March 15 was 789 vs a
target of 828 cases. The average caseload each month ranges from 54-90.

7.14

Other aspects of the pan Dorset CRHT activity including the number of day treatment patients,
day treatment contacts and number of calls to the 24 hr crisis line significantly exceeded the
level of commissioned activity.

7.15

Although the number of home treatment episodes and new assessments by the service
exceeded the commissioned level the difference was insignificant.

7.16

Other points of interest from the data indicate a higher percentage of accepted female referrals
to the service. This is of some significance in lieu of the lack of female PICU beds locally.
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7.17

CRHT staff turnover and monthly absence data suggests possible instability in the workforce.

8

Adult Inpatient Assessment and Treatment Units

8.1

Dorset’s acute mental health in-patient capacity consists of 112 beds. The beds are currently
configured as follows:


107 acute in-patient beds. (beds on certain units flex to meet varying demand for male or
female beds / assessment or treatment beds)



5 male psychiatric intensive care (PICU) beds.



There are no female PICU beds provided locally at present. Those in need are transferred
out of area, although the CCG commissions a total of 11 PICU beds.
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8.2

Bed occupancy for the period Jan - Dec 14 averaged 97% (minimum 93.9% in Mar 14, maximum
100.9% in July 14) which is well above the recommended Royal College of Psychiatrist rate of
85%. During one month (July) bed occupancy exceeded 100%.

8.3

Contributory factors linked to the high occupancy rate include delayed discharges. (see graph
below)
Delayed Transfers of Care Feb - Dec 2014
Dorset position (Bmth, Poole & Dorset LAs)
Responsibility for Delay - Number of individuals at month end
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8.4

Other contributory factors may relate to complaints from Approved Mental Health Practitioners
about the apparent lack of support from the CRHT during mental health act assessments.
Improved CRHT support could offer possible alternatives to formal admission.

8.5

Out of area placements are also a by-product of the high levels of bed occupancy. The next
graph displays numbers and outlines the position throughout the period Jan – Dec 14.
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8.6

The next series of graphs and tables outline in-patient demographic data by locality and CMHT
team.

8.7

Admissions broadly reflect SMI prevalence data. Patients registered with Poole Bay locality
recorded the highest number of admissions during the 12 month time period. Specific data
detailing the diagnostic codes for admission and further analysis is required to determine any
emerging themes.
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8.8

Informal admissions outweigh formal rates in all localities but for a few noticeable exceptions –
Central Bournemouth, North Bournemouth, Poole Central and Christchurch. This correlates
with the profile of complexity of caseload as defined by mental health care cluster data in the
case of Central and North Bournemouth. There is no immediate obvious rationale that may
explain the higher rate in Christchurch.

8.9

The ratio split between female and male admissions is broadly equal with 556 female
admissions and 545 male.
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8.10

The variance between the number of formal vs informal admissions by gender is greater with
55% of females making up formal admissions and 54% of males accounting for informal
admissions. This may reflect the slightly higher ratio of females on active CMHT caseloads.

8.11

Bournemouth East CMHT recorded the highest number of total and formal admissions of
patients that were open to their existing caseload. This may indicate that the team do not have
the required capacity or skill mix to manage the complexity of cases.
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8.12

A total of 186 patients were re-admitted within 12 months of their last admission between the
period January to December 2014. Of those 186 patients, 66% had two re-admissions during
the course of that period. 20% of the 186 were not recorded as being open to the local mental
health treatment system at the time of re-admission. This prompts questions about the level of
post discharge support on offer and how high bed occupancy rates are impacting upon
decisions to discharge.

8.13

Data from the NHS Benchmarking Network mental health benchmarking exercise supports this
argument in that it states length of stay on in-patient units locally is below both the national
mean and median rate.

8.14

The scatter plot overleaf shows the in-patient admission rate per 10,000 population against the
SMI QoF prevalence %. The graph suggests a slight correlation (r2=0.4717) between in-patient
admission rates and SMI prevalence. The lack of more of a correlation suggests the need to
improve provision of support in the community and appears to correlate with early indications
from the provider’s internal CMHT review of the need for additional skills based training for
staff to ensure there is a consistent approach to management of specific groups of disorders
such as emotionally unstable personality disorder and bipolar disorder.
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9.

Psychiatric Liaison (PL) Service

9.1

The Psychiatric Liaison service provides assessment for patients who attend Emergency
Departments (ED) and all other wards in Dorset hospitals when necessary.

9.2

The current service specification for psychiatric liaison describes a Monday to Friday 9am – 5pm
service. Cover outside these hours has been confined to ED and acute assessment units and is
provided by CRHT. This has been impacting upon CRHT capacity and performance.

9.3

The tables and graphs below show the number of referrals and contacts for the PL service
during the period April to August 2015.

9.4

The figures show during the time period referrals to the Royal Bournemouth and Poole teams
averaged approximately 68 referrals per month and each made up an average of 38% of the
total Pan Dorset referrals. Referrals to the Dorset County team averaged 41 referrals per
month and made up 23% of the total Pan Dorset referrals.
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9.5

Referrals to the Royal Bournemouth team increased almost monthly during the time period.
Referrals to the Poole team stayed relatively steady and referrals to the Dorset County team
reduced month on month.

9.6

The number of contacts made by each of the three Dorset PL teams during the time period
followed a similar pattern to the referrals. Of note is that the ratio of referrals to contacts was
higher in the Royal Bournemouth team with an average of 1.86 compared to the average ratios
in both the Dorset County team (1.51) and the Poole team (1.46).

9.7

The table and graph below show the total number of contacts by the Psychiatric Liaison Teams
for individuals within PbR cluster 8 and the number of times these individuals have had contact
within the period June 2014 to May 2015.

9.8

Patients in cluster 8 have non-psychotic chaotic and challenging disorders and have complex
needs. Frequent contact with the PL service may indicate the needs of these individuals are not
being suffiently managed by mental health services.
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9.9

A total of 163 contacts were made with the PL service during the time period for patients who
had previously been allocated to cluster 8.

9.10

The 163 contacts were made by 72 individuals. Of those that had contact with the PL service
50% had more than one contact. Four individuals had over 6 contacts each. One individual had
16 contacts in the 12 month time period, all but one of these contacts was with the Dorset
County team.

9.11

Following a recent review of the PL provision pan Dorset, inequities of provision were
identified. The review also highlighted that the existing configuration of the service did not
meet presenting demand.

9.12

The review indicated the greatest demand for the service between the hours of 5pm to 3am
specifically within the east of the county. The chart overleaf outlines the profile of out of hours
ED referrals to CRHT. (Note: there are concerns about the quality of data that informs the
chart)
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9.13

Other key points from the review highlighted that an average of 40% of cases assessed by the
PL service were already open on the active caseload of a CMHT.

9.14

Re-referral rates within 12 months to the service are averaging between 20 – 35 per month
(approximately a fifth of new cases taken on each month) suggesting there may be added value
in provision of ambulatory out-patient PL service.

9.15

In light of the findings of the review and significant concerns around out of hours response and
support, immediate non-recurrent financial resource was released to provide dedicated out of
hours ED/Acute Assessment cover within the CRHT service. Staff employed with the nonrecurrent resource commenced late February. Performance data for March indicates that the
additional resource has had a positive impact and in March 2015 CRHT was compliant with the
performance standard for out of hours response to Emergency Departments.

9.16

Following the completion of the review a business case was also approved for additional
recurrent financial investment in PL services pan Dorset. The primary aim of the additional
investment is to test the proof of concept of an expanded psychiatric liaison model that
provides dedicated 24 hours psychiatric liaison support and equity across Dorset.

9.17

Activity and outcome data derived from the development will be considered as the Mental
Health Acute Care Pathway Review project progresses.

9.18

A mobilisation plan for the revised 24 hours model is currently being produced with the aim of
being operational in December 2015.
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10.

Intensive Psychological Therapy Service (IPTS)

10.1

This is a centralised psychology service that provides Dialectical Behavioural Therapy (DBT) and
Cognitive Analytical Therapy (CAT) to the east of the county.

10.2

Dialectical Behavioural Therapy is a therapy designed to help people change patterns of
behaviour that are not helpful, such as self-harm, suicidal thinking, and substance abuse. The
approach works towards helping people increase their emotional and cognitive regulation by
learning about the triggers that lead to reactive states and helping to assess which coping skills
to apply in the sequence of events, thoughts, feelings, and behaviours to help avoid undesired
reactions. DBT assumes that people are doing the best they can but are either lacking the skills
or influenced by positive or negative reinforcement that interfere with their ability to function
appropriately. The therapy is offered on an individual and group basis. A typical course of
treatment lasts 16 sessions over the course of 6 to 12 months.

10.3

Cognitive Analytical Therapy (CAT) is a collaborative programme for looking at the way a person
thinks, feels and acts, and the events and relationships that underlie these experiences (often
from childhood or earlier in life). It brings together ideas and understanding from different
therapies into one user-friendly and effective therapy. It is a programme of therapy that is
tailored to a person’s individual needs and to his or her own manageable goals for change. It is
a time-limited therapy - between 4 and 24 weeks, but typically 16. At its heart is an empathic
relationship between the client and therapist within the therapeutic boundaries, the purpose of
which is to help the client make sense of their situation and to find ways of making changes for
the better.

10.4

Access to the service in IPTS has been difficult with the waiting list for the service being as long
as two years from referral. This period has recently been reduced to approximately six months
for DBT following additional capacity and a revised operational model. Access to CAT remains
limited with long waiting periods.

10.2

Access to IPTS is only via the CMHT, and therefore the extended waiting times are likely to be
impacting upon capacity in the CMHTs.

10.4

DNA rates for the service are high – 16% average for 1st appointment and 11% average for
follow up appointments (based on Apr 14 – March 15 data).

10.5

In the west of the county, both DBT and CAT are provided via a more dispersed CMHT model.
Very little data is available on the activity and performance of psychology services in the west
of the county.
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11.

Street Triage Service Pilot

11.1

The Street Triage Service was jointly commissioned by:

11.2



The office of the Police Crime Commissioner



NHS England



Bournemouth Borough Council



Dorset Clinical Commissioning Group



Dorset County Council



Borough of Poole

This service was established in June 2014 in response to the high rate of Section 136 use and
set the following objectives:


Reduce number of s136s to St Ann’s Hospital and Dorset Police Custody Suites.



Decrease the number of people detained and admitted under s136 whilst ensuring that
s136 is appropriately used measured by an increase in the percentage rate of people
that are admitted for treatment following a s136 assessment.



Reduction in the time police officers spend dealing with members of the community
who have (or appear to have) mental health issues and are detained under s136.



Police officers support and advice for people who are in crisis from an appropriately
trained mental health professional.



Improve experience for people who may have previously been detained under s136.



Identify individuals who have high propensity for crisis and share relevant information
across agencies to better manage the individual’s care.

11.3

Section 136 is a part of the Mental Health Act that enables police to remove an individual from
a public place to a place of safety – normally an acute mental health hospital.

11.4

Since commencing, the service has had contact with 1,231 individual cases as detailed in the
following graph.

45

Appendix 4

Street Triage Service - Total Incidents by Week ( 27 Jun 2014 to 30 March 2015)
Number of incidents
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11.5

In light of the apparent positive impact, the service has recently expanded to cover 7 evenings/
nights (until 3am) a week.

11.6

The initial evaluation of the pilot concluded the service achieved four of the six objectives set
out above. Qualitative evidence strongly suggested 5th had been achieved. The 6th and final
objective has not been evaluated at the time of this report.

11.7

Evidence from the pilot suggested that the service added further value in that a wide range of
people in crisis have been triaged and intervened with, including adults and also a significant
number of young at risk people. Though it is difficult to measure, it is quite likely that some
arrests have been averted and that some at risk people have been supported at an early stage.

11.8

In light of the initial evaluation and positive outcomes, the decision has been taken to extend
the original pilot duration by a further 12 months as well as changing the operational hours of
the service to ensure cover 7 evenings a week.

12.

Mental Health Benchmarking Network

12.1

Dorset HealthCare participates in a national benchmarking network and submitted data for the
2015 exercise (data submitted for the financial year 2014/15). All specialist mental health
trusts in England participated in the exercise.

12.2

The benchmarking exercise provides an overview of key mental health metrics for inpatient and
community services. These include measures of activity, workforce, clustering, finance and
quality.

12.3

Key highlights of the report are outlined below:


Dorset is at the lower end of the interquartile range for the number of adult acute beds per
100,000 population – 16.1 beds locally vs a median position of 19.0 beds nationally (range
8.2 to 37.6 beds). This compared to 15 beds locally vs a median position of 21 beds
nationally in 2014. Nationally adult acute bed numbers have reduced 5% compared to last
year.



Dorset older adult bed numbers per 100,000 population has reduced from 47 beds in 2014
to 43 beds in 2015, this compared with a stable median national figure of 47 beds in both
2014 and 2015. Nationally older adult bed numbers have reduced 6%.
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Adult acute bed occupancy (excluding leave) for Dorset is in the upper quartile range at
97.1%. Dorset has the highest bed occupancy figure in the local region. Nationally bed
occupancy figures have continued to rise this year with a median figure of 94.1%. (94%
locally and 93% median position in 2014). Both local and national adult acute bed
occupancy figures are considerably higher than the Royal College of Psychiatrists optimal
bed occupancy rate of 85%. As in previous years, the range on this metric is relatively low
with a lower quartile of 87.0% and an upper quartile of 96.5% suggesting that most Trusts
are within a few percentage points of their peers.



Older adult bed occupancy (excluding leave) rose in Dorset from 78.1% in 2014 to 90.4% in
2015, nationally the figures remained stable in 2014 and 2015 at 85.3%.



The Dorset adult acute admission rate (214 admissions per 100,000) was slightly lower than
both the median (221) and mean (234) national position. Nationally admissions into adult
acute beds have reduced slightly in 2015 (admissions per 100,000 population median
position was 221 in 2015 and 225 in 2014), this is most likely as a result of some bed
closures and also increases in length of stay, reducing the amount of available bed capacity.



Adult acute occupied bed days (OBDs) excluding leave per 100,000 population in Dorset
was recorded as 5,686 versus the national median of 6,643. The national mean figure was
recorded as 6,862 OBDs – well above the Dorset rate. This year the Dorset OBDs rate has
moved into the interquartile range from the lower quartile range in 2014. The overall
national trend for OBDs has continued to reduce over the last few years and is largely
consistent with the reduced number of beds available across the country. The lower
number of local OBDs supports the earlier statement regarding the below average number
of beds available locally.



The Dorset emergency readmission figure was in the lower quartile at 1.9% (3 rd lowest
figure of all Mental Health Trusts). This figure is well below the national median of 9.2%
and has reduced significantly from the 2014 Dorset figure of 7.2%.



The Dorset older adult delayed transfer of care figure was 25.2% (7.5% in 2014) compared
to a median national position of 6.1% (5.9% in 2014). In 2015 Dorset had the 2nd highest
rate of delayed transfer of care for all Mental Health Trusts. The adult acute delayed
transfer of care figures for Dorset were 2.8% in 2015 compared to a median national figure
of 4.4%.



Dorset was in the lowest quartile for mean length of stay (excluding leave and unadjusted
for outliers) in Psychiatric Intensive Care Units (PICU) in both 2014 (21 days) and 2015 (14
days). PICU bed occupancy in Dorset rose from 87.8% in 2014 to 99.5% in 2015, nationally
the median national position rose from 85.5% in 2014 to 86.7% in 2015. The rise in PICU
bed occupancy confirms ongoing increases in demand levels for PICU services which may
be associated with both increasing acuity of patients and lack of availability of adult acute
beds. Around two thirds of providers report PICU bed occupancy levels above the Royal
College of Psychiatrists optimal bed occupancy rate of 85%.



Inpatient cluster profiles for inpatients were reported as at 31 st March 2015. Dorset had
0% patients in clusters 1-2 (0.6% median), 6.4% in clusters 1-4 (6.4% median), 28.5% in
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clusters 1-8 (23.3% median), 40.7% in clusters 10 to 16 (55.1% median), 14.0% in cluster 17
(5.9% median) and 16.9% in clusters 18-21 (15.3% median).


The percentage of adult acute admissions under the Mental Health Act Dorset has reduced
from 39.5% in 2014 (upper quartile) to 29.4% in 2015 (interquartile). Nationally the
median figure has increased from 28.6% in 2014 to 32.6% in 2015. The majority of local
admissions are related to Section 2 which is mirrored in the national benchmark mean.



The adult Dorset CMHT caseload per 100,000 population aged 16-64 years is higher than
the national median (Dorset 1,783 vs national median 1,377) whereas the number of face
to face contacts per 100,000 population 16-64 years in Dorset are similar to the national
median (Dorset 32,533 vs national median 32,677).



The Dorset older people and memory services CMHT caseload per 100,000 population aged
65+ years is slightly higher than the national median (Dorset 2,924 vs national median
2,872) whereas the number of face to face contacts per 100,000 population aged 65+ years
in Dorset is below the national median (Dorset 32,378 vs national median 31,671).



Dorset CRHT face to face contacts per 100,000 population are higher than the median
(Dorset 4,557 vs national median 3,711). The local figure is in the interquartile range
however it is the highest number in the local region. In 2014 Dorset had the highest
average CRHT waiting time for routine appointments amongst all the providers undertaking
the exercise (Dorset 2.0 days vs national median 0.1 days), similar figures were not
published in the 2015 report. Figures for 2014 showed the percentage of CRHT referrals
that resulted in admission to an inpatient bed for Dorset aligns closely with benchmark
mean, again similar figures were unavailable in the 2015 report.



Adult acute WTE consultant psychiatrists per 10 beds was 0.5 for both Dorset and the
median national position however older adult acute WTE consultant psychiatrists per 10
beds was 0.1 for Dorset with a median national position of 0.5. Dorset had the 2 nd lowest
WTE older adult acute WTE consultant psychiatrists per 10 beds of all mental health
providers.



Dorset had 8.4 adult acute qualified nurses per 10 beds (median 7.3) and 9.9 older acute
qualified nurses per 10 beds (median 7.4). The number of PICU qualified nurses per 10
beds in Dorset has dropped from 32.2 in 2014 (14.0 median) to 24.0 in 2015 (12.9 median)
however local figures are still considerably higher than the national median figures.



The Dorset adult acute ward workforce vacancy rate as a percentage of WTE in
establishment is considerably higher than the national median rate (Dorset 20.3% vs
median 14.0%) and is the highest in the local region.



Both the Dorset adult acute and older adult cost per bed and cost per occupied bed day
(excluding leave) are all higher than the national median figures and are placed in the
upper quartile range. In contrast to this, the Dorset adult acute cost per admission was
similar to the national median figure.
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12.4



The Dorset cost per patient on the generic CMHT caseload is considerably lower than the
national median and is in the lower quartile of all mental health providers. The cost per
patient on caseload measure reflects both the size of the caseloads held in team and the
intensity of support offered, measured through number of contacts a patient receives. In
Dorset the low cost per patient figures reflect the fact that teams operate with higher
caseloads and fewer contacts per patients.



In terms of quality, the Dorset community teams patient satisfaction score of 72.0% is in
the upper quartile (national median 69.0%) and the highest in the local region. In 2014
local rates of staff satisfaction were below (Dorset 72.0%) the national mean (76.3%) and
median (77%) rates suggesting that staff may be working in pressured environments.



The number of serious incidents, ligature incidents and incidence of physical violence to
staff per 100,000 occupied bed days and face to face contacts for Dorset are all similar to
the national medians for each measure and all fall within the interquartile range for all
mental health providers.



The number of incidences of physical violence to patients per 100,000 occupied bed days
and face to face contacts for Dorset (139) is higher than the national median figure (89)
and in the upper quartile.



The number of complaints per 100,000 occupied bed days and face to face contacts for
Dorset is lower than the national median figure (Dorset 44 vs median 59) and is the lowest
in the local region.



The balance of financial investment figures show Dorset had 43.8% of total funding
allocated to community based services (median 51.7%) and 56.2% allocated to hospital
inpatient services (median 48.3%). The balance of activity figures show Dorset had 89.5%
of activity take place in the community (median 87.0%) and 10.5% in inpatient settings
(median 13.0%).



On the census date of 31st March 2015 Dorset had 98.5% of service users under the care of
community teams (median 98.4%) compared to 1.5% occupying inpatient beds on that day
(median 1.6%).



The balance of workforce figures show 42.0% of Dorset’s WTE staffing was based in a
community setting (median 54.5%) compared to 58.0% in an inpatient setting (median
45.5%).

For the 2015 exercise 100% of English Mental Health Trusts and 100% of Welsh Local Health
Boards submitted data. In addition some private sector members of the Benchmarking
Network and a Scottish Local Health Board also participated. All participants were given the
opportunity to review their provider draft report as part of the validation process. The final
validated benchmarking report does not specifically highlight any known data quality issues
however it is important to note that although the report provides a useful comparative picture,
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the information may still be subject to data quality concerns and needs to be considered in the
light of all other information available.

13.0

Conclusions and Summary Analysis

13.1

Data quality concerns have been identified in some of the data sources used to inform this
analysis. The concerns link to recording and coding practices as well as the methodology used in
the production of some secondary data.

13.2

The Public Health England SMI profile for Dorset CCG shows Dorset GP practices have
significantly higher proportions of people with recorded SMI than the national average. Across
Dorset and within GP localities, there are significant variances in the prevalence of SMI.
Prevalence is higher in the urban areas of Dorset (0.99%) compared to the rural areas (0.73%).
The highest levels of SMI prevalence are seen in practices within the East Bournemouth GP
locality (although the prevalence range within the locality varies considerably) and the lowest
levels are in the East Dorset GP locality.

13.3

A number of key risk factors are associated with SMI. Across the Dorset area, Bournemouth UA
has the highest number of risk factors significantly worse than the England average (10 risk
factors), followed by Poole UA (7 risk factors) and then Dorset LA (4 risk factors).

13.4

There is projected to be a 5.4% increase of patients with SMI on practice registers by 2022/23.
This equates to an additional 378 patients. These projections are crude and do not take into
consideration the age/sex difference in population projections and whether certain groups
(age/sex) of people are more likely to experience SMI.

13.5

CMHT caseload rates per 10,000 population suggest a some correlation with SMI prevalence.
There are exceptions to this correlation most noticeably within a few East Bournemouth GP
practices and a number of North Dorset GP practices. For the East Bournemouth GP practices a
lower number of people are on CMHT caseload than would be expected when considering SMI
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prevalence figures. In the North Dorset practices a higher number of people are on the CMHT
caseload than expected. Waiting times for assessment of routine referrals is longer in the
Bournemouth area adult CMHTs than in the North Dorset area teams. This raises questions
about the consistency of eligibility criteria to access CMHTs and potential inequalities around
access to services.
13.6

A summary of weighted of key activity indicators by practice is included in the Appendix 8 and
by locality in Appendix 9. This outlines activity rates per 10,000 population for CMHT caseload
and in-patient admissions. CHRT activity has not been included in the summary due to major
issues with data quality in the West, Out of Hours team.


GP practices with the highest levels of SMI prevalence do not consistently show activity
within the top quintile for CMHT caseload and inpatient admissions. Similarly GP practices
with the lowest levels of SMI prevalence do not consistently show activity in the lowest
quintile for CMHT caseload and inpatient admissions. This suggests inconsistent practice
across CMHT teams which is supported by the initial findings of a provider internal review of
services.



The review identified a need for additional skills-based training for staff to ensure there is a
consistent approach to management of specific groups of disorders such as emotionally
unstable personality disorder and bipolar disorder. The internal review also identified the
need for refresher training on a formulation based approach for managing psychosis.

13.7

Mental Health Payment by Results Care Cluster data has been used to gauge levels of
complexity of care on active CMHT caseloads. Of those on the CMHT caseload who have been
clustered, 21% are presenting with a moderate to severe non-psychotic disorders (PbR care
clusters 1 – 4). When analysing the location of patients on CMHT caseload with a moderate to
severe non-psychotic disorders, 18% are located in urban areas and 26% are in rural areas.

13.8

Across all teams there are significant numbers of patients within care clusters 1 – 4 (highest
29.6% in Dorset West GP practice locality, lowest 11.7% in East Bournemouth GP Practice
locality). This leads to questions about the interface with primary care mental health services
such as Steps to Wellbeing who are commissioned to provide interventions at this level of the
treatment spectrum.

13.9

Analysis of CMHT workforce profile versus caseload complexity and active caseload suggests
that resource has not been allocated in line with the predicted demand based upon GP QoF SMI
registers. The ratio of staff professions within teams also differs suggesting that individual
services are operating in an inconsistent manner. This increases the risk of inequity in the
provision of services.

13.10 The argument that resources are not aligned to need is further strengthened by performance
data that highlights those areas with the highest level of complexity and prevalence are
struggling to comply with routine waiting time standards. Compliance with urgent referral
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waiting time standards has improved in recent months suggesting that services are focusing
upon those deemed most in need.
13.11 Despite apparent pressures upon capacity, CRHT caseload numbers are below the
commissioned level. However, other aspects of the service – the number of day treatment
patients, day treatment contacts and number of calls to the 24 hr crisis line – are exceeding
activity targets which supports the review of the core functions of the service. CRHT staff
turnover and monthly absence data is also high and may suggest possible instability in the
team.
13.12 Bed occupancy levels (average of 97%) significantly exceed the recommended Royal College of
Psychiatrist rate of 85%. National benchmarking data shows that there are a relatively low
number of in-patient beds in Dorset when compared to the national average. Length of stay is
much lower than the national mean and median rates. This may suggest a need to review the
bed provision, in conjunction with the efficiency of the other associated services and in the light
of a high readmission rate. Of 805 patients who were re-admitted within a twelve month
period, 23% had two or more re-admissions during the course of the same period.
13.13 Despite there being an overall higher ratio of female formal admissions to mental health
hospitals, there is no local female Psychiatric Intensive Care Unit provision, which is due to the
current estate not being able to offer the required standards around mixed sex wards. Female
PICU is commissioned by the CCG however plans are in place for this service to be available
locally.
13.14 Between 2011-12 and 2012-13 there has been an increase in the number of people with mental
health conditions presenting at Emergency Departments and subsequent emergency
admissions at non mental health trusts. This re-enforces the need to commission adequate
psychiatric liaison services to meet demand and also ensure preventative services are
commissioned more effectively in the community. It also suggests a possible need for
improvements in the physical health monitoring of people with SMI. This will become more
significant as the population gets older.
13.15 Psychology provision differs between the east and west of the county with the east operating
via a dedicated specialist tertiary service. The service has significant challenges in relation to
access waiting times which are likely to be impacting negatively on CMHT capacity. The
existence of two operational models across the county also raises the risk of inequitable service
provision.
13.16 Developments such as the Street Triage service have been evaluated as providing a positive
impact on the rate of Section 136 detentions. The ratio of Section 136 detentions that
subsequently convert to an acute mental health admission has increased suggesting that Sec136
is being applied more appropriately.
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APPENDIX 1 - Dorset CCG and GP Locality Population Pyramids
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APPENDIX 2 – Deprivation (IMD) by GP Locality and Practice
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Deprivation (IMD) by Locality and GP practice
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APPENDIX 3 – Severe Mental Illness Prevalence (QoF) by GP Locality and Practice

SMI: QOF prevalence % (all ages) 2013/14
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APPENDIX 4 – Depression Prevalence (QoF) by GP Locality and Practice
Depression: QOF prevalence % (18+ years) 2013/14
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APPENDIX 5 – Scatter Plots Showing CMHT Caseload Rate per 10,000 against SMI Prevalence and
Depression
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APPENDIX 6 – CMHT Urgent Referrals Assessment Response Times
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APPENDIX 7 – CMHT Caseload shown by WTE Nursing and Occupational Therapy Staff and Allocated PbR Cluster as at 28th May 2015
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APPENDIX 7 – CMHT Caseload shown by WTE Nursing and Occupational Therapy Staff and Allocated PbR Cluster as at 28th May 2015
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Please note that although OPMH Memory Clinics are excluded from the scope of the Acute Care Pathway project, caseload figures for this service are financed and staffed by the CMHTs and are therefore included in the above tables.
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APPENDIX 8 - Weighted Summary of Key Indicators by SMI QoF Prevalence
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APPENDIX 9 - Weighted Summary of Key Indicators by GP Locality
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APPENDIX 9 - Weighted Summary of Key Indicators by GP Locality

APPENDIX 10 – Mental Health Payment by Results (PbR) Care Cluster Definitions
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Mental Health Acute Care Pathway Review
Travel Time Analysis Notes
Background
Travel time analysis data was purchased by Dorset CCG from Steer Davies Gleave (SDG). The data includes both car and
public transport travel times from any Dorset geographical area (LSOA) to a range of potential provider sites within Dorset.
The central point of each LSOA has been used to calculate travel times. Using data sourced from TomTom and their historic
speeds dataset records, SDG calculated average observed road speeds along road links for peak (7am to 10am and 4pm to
7pm), off peak (10am to 4pm) and night (10pm to 4am) time periods.
Within England and Wales postcode areas have been grouped into various larger geographies called output areas. Super
output areas were designed to improve the reporting of small area statistics and are built up from groups of output areas.
Lower layer super output areas (LSOA) group together a number of output areas. LSOAs have a minimum population of
1,000 and a maximum population of 3,000. LSOAs have a minimum number of 400 households and a maximum number of
1,200 households. 2011 LSOA boundaries have been used for the ACP modelling. There are 452 LSOAs in Dorset.
How calculations have been made
For each modelled option the quickest travel time from each Dorset LSOA to the closest provider site destination has been
calculated. For the ACP modelling a maximum travel time of 25 minutes during the off peak period has been used. Drive
times in this document refers to off peak car based travel times. Public transport travel times have also been considered.
The percentage of the estimated adult (18 yrs and over) 2021 projected population that can reach the provider destination
within 25 minutes has been calculated. For example in Option D the drive time has been calculated from the central point
within each Dorset LSOA to a potential provider site in Weymouth. The figures show 15.1% of the estimated adult
population could drive to the Weymouth site within 25 minutes. In Option A provider sites in both Bournemouth and
Weymouth have been selected. The drive time has been calculated from the central point within each Dorset LSOA to either
the Bournemouth or Weymouth site, whichever is closest. Figures show 79.8% of the estimated adult population could
drive to either Weymouth or Bournemouth within 25 minutes. It should be noted that for the public transport travel times
the methodology of calculating travel times from the central point within each LSOA has caused some unexpected results.
The public transport maps should therefore be interpreted with care.
Calculations related to SMI prevalence
The estimated number of Dorset residents with SMI that could not travel to selected provider sites within 25 minutes during
off-peak periods has also been calculated for each option. For Option A, it has been calculated an estimated 1,287 Dorset
residents with SMI would be unable to drive to either the Bournemouth or Weymouth sites within 25 minutes during the offpeak period. Of these 1,287 people, 264 people are in the highest quintile (fifth) of SMI prevalence and 251 are in the
lowest quintile of SMI prevalence.
The estimated number of Dorset residents with SMI that could not travel to selected provider sites within 30, 35 and 45
minutes during off-peak periods has also been calculated for each option. Option B shows that an estimated 1,094 Dorset
residents with SMI would be unable to drive to either the Bournemouth or Dorchester sites within 25 minutes during the offpeak period. If the drive time was increased to 30 minutes the estimated number of Dorset residents with SMI that could
not drive to either Bournemouth or Dorchester reduces from 1,094 to 645. If the drive time is increased to 45 minutes the
estimated number of Dorset residents with SMI that could not drive to either Bournemouth or Dorchester reduces to 125.
Interpretation of Data
When reviewing the various modelled options both the percentage of adult Dorset residents that could travel to the
selected sites within 25 minutes and the estimated number of Dorset residents with SMI that could not travel to the selected
site within 25 minutes need to be considered. Options with the highest percentage of adult Dorset residents that could
travel to the selected sites within 25 minutes and lowest estimated number of Dorset residents with SMI that could not
travel to the selected site within 25 minutes are preferable. Of those estimated Dorset residents with SMI that could not get
to a selected site within 25 minutes the scale of SMI prevalence should also be considered. The options with lowest number
of people in the highest SMI prevalence categories are preferable.
Graphic depictions
Maps have also been included for each modelled option. Each map shows the LSOAs where Dorset residents with SMI could
not travel to the selected provider site(s) within 25 minutes during the off peak period. The LSOAs have been coloured
according the estimated SMI prevalence of people living in that area. Those areas with more LSOAs coloured red show
people who are in the areas of highest estimated SMI prevalence. When reviewing the maps those with fewer coloured
areas and those with fewer red areas are preferable.
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Mental Health Acute Care Pathway
Travel Time Analysis
Off Peak Travelling to Retreats
Provider Site
Bournemouth (Hahnemann House)
Dorchester (Maiden Castle)
Weymouth (Linden - West Haven Hospital)
Percentage of Dorset residents (aged 18 yrs & over)
that can travel to selected sites within 25 minutes 1

Postcode
BH2 5JW
DT1 2ER
DT4 0QE

Option A



Drive Time (Car Journeys)
Option B
Option C
Option D





Option E


Public Transport
Option A - PT Option B - PT Option C - PT Option D - PT Option E - PT








79.8%

82.8%

64.7%

15.1%

18.1%

20.2%

20.2%

16.0%

4.2%

4.2%

1,287

1,094

2,513

6,100

5,907

5,401

5,406

5,758

6,967

6,973

5 - Highest
Prevalence

264

117

661

1916

1769

1133

1065

1213

2233

2166

4

147

127

593

1158

1138

1026

1065

1218

1412

1451

3

260

333

544

1064

1136

1218

1266

1303

1262

1310

2

365

316

381

1150

1101

1142

1142

1142

1166

1166

1 - Lowest
Prevalence

251

202

333

813

763

882

868

882

894

880

Estimated number of Dorset residents with SMI that could not travel
to selected sites within 30 minutes 2,3

1,013

645

2,411

5,918

5,301

4,863

4,835

5,311

6,878

6,849

Estimated number of Dorset residents with SMI that could not travel
to selected sites within 35 minutes 2,3

836

447

2,336

5,748

4,230

4,041

4,090

4,643

6,724

6,772

Estimated number of Dorset residents with SMI that could not travel
to selected sites within 45 minutes 2,3

344

125

1,695

4,191

1,786

3,093

2,842

3,791

6,627

6,363

Estimated number of Dorset residents with SMI that could not travel
Total
to selected sites within 25 minutes by prevalence quintile 2,3

Note 1 - Percentage of Dorset residents (aged 18 yrs & over) that can travel to selected sites within 25 minutes using 2021 population projections (SNPP 2014 ONS)
Note 2 - SMI prevalence for each LSOA has been calculated by applying 2014/15 QoF SMI GP Practice prevalence to Dorset resident 2021 population projections
Note 3 - 2014/15 QoF SMI GP Practice prevalence applied to Dorset resident 2012 population projections assumes the same GP practice prevalence across each LSOA where registered patients reside
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1.

INTRODUCTION

1.1

Background
This document sets out the results of a simulation modelling project carried out by Mental
Health Strategies for Dorset HealthCare University Foundation Trust (“the Trust.”)
The Trust are facing significant pressures on many of their mental health services, and are
contemplating a range of potential changes to their size, roles and functioning. The Trust were
therefore keen to ensure that their plans and assumptions were rigorously and independently
tested. The purpose of this project was therefore to provide an independent analysis and
assessment of the potential for change in key aspects of the capacity, organisation and
delivery of a range of mental health services. This project was intended to provide both a body
of evidence to inform local discussions, and independent recommendations as to specific
actions which could be taken.
The project’s specific objectives, at its outset, were to answer the following questions:

1

2

Question

Sub-questions / breakdowns required

How many inpatient beds should
be provided for adults with mental
health problems?

Analysis and options will be considered by:

What should be the size, role and
function of crisis intervention /
home treatment services?

•
•

Function (triage, acute, rehab, PICU)
Cohorts identified by lengths of stay and/or
supercluster

•

Locality/site, including consideration of possible
changes to catchment boundaries

•

Sex, including options within existing design
constraints, and options for future redesigns

•

Age, including alternative age cut-offs between
services for adults of working age and those for
older people

Analysis and options will be considered by:
•
•

Patterns of contact intensity and diversion rates
Locality, including consideration of possible
changes to catchment boundaries

•

Age, including alternative age cut-offs between
services for adults of working age and those for
older people

•

Supercluster breakdown

3
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4

What should be the size, role and
function of services offering
specialist psychological therapies?

Analysis will take into account:

What should be the size, role and

Analysis and options will be considered by:

•
•
•
•

Patterns of contact intensity
Lengths of episodes
Internal and external waiting times
Supercluster breakdown

10th February 2016
function of Community Mental
Health Teams?

5

How should services be structured
and organised to best manage the
needs of people with personality
disorders?

•

Patterns of contact intensity and lengths of
episodes

•

Locality, including consideration of possible
changes to catchment boundaries

•
•
•

Staff utilisation rates
Urgency of referral
Age, including alternative age cut-offs between
services for adults of working age and those for
older people

•

Supercluster breakdown

Analysis will identify:
•

The current pattern of management of clusters 8
and 7

•

The consequences of alternative patterns of
management

In practice, a wide range of specific questions and scenarios emerged as the project
progressed, some directly related to the original questions, and some developing from these
discussions. This report presents the results of the analyses and scenarios which were the
main focus of attention in discussion with the Trust.
The project focussed on services provided by the Trust only, irrespective of commissioner. It
included services for adults of all ages; this included not only the mental health services
explicitly listed within the project objectives, but also associated mental health services with
which these services have a flow relationship, to enable a full understanding of internal care
pathways.
The scope therefore did not include:

1.2

•
•

Services provided for children and adolescents
Specialist forensic services, including low secure services

•
•

Eating disorder services
IAPT

Purpose and structure of document
This document sets out the results of our work. After this introduction, the document is
organised as follows:
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Section 2 contains a brief description of the method adopted to undertake the review Section
3 explains the questions and scenarios which arose during our workshops and meetings with
Trust staff
Section 4 contains the main findings of the quantitative modelling analysis
Section 5 contains our conclusions and recommendations, in the light of the work
undertaken

2.

METHOD
This section summarises how the work was carried out.
The project had both qualitative and quantitative elements. The qualitative work proceeded
via a series of engagement meetings and teleconferences with staff of the Trust. The results
of these meetings are set out in section 3 below.
The quantitative aspect of the work was undertaken via discrete event simulation modelling.
This approach required construction of a statistical model of the current operation of
services, identification of scenarios for change, and interactive modelling of the effects of
those scenarios to achieve the optimum use of resources. This is based, not on use of simple
averages and standardised flows, but on the creation of patient cohorts and presentations
which mimic, as far as possible, the variance between patients and patient events which
happens in real life. This proceeded via the following steps:
a) Preparation of an episode-level data schedule (i.e. a list of every contact by every
patient) for services within scope over a three year data period.
b) Validation and cleansing of the data, to enable it to be used in model design. This
was an unusually lengthy process in this case, as there were numerous problems
with the structure of local data. (We have not gone further into this issue in this
report, as it was not a project question, but we would be pleased to provide further
comments on this topic, should you wish this.)
c) Creation of a discrete event simulation model to enable forward projections to be
made.
d) Forward projections were run for five years as a baseline
e) Via stakeholder discussions and meetings:
a. validation of the statistical inputs to the model
b. identification of “what if” scenarios – changes to services which could help
to improve flow and management of demand
c. discussion and evaluation of the modelling results
f)

Between and after workshops, review and revision of the core model to ensure its
accuracy, and to test more complex combinations of scenarios
6
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The following parameters applied to our baseline modelling:
1. The safe operating caseload limit for community teams is equivalent to the peak caseload
over the six months prior to the census date
2. The volume of demand for each service (both external referrals and internal transfers) will
follow a trend established by the most recent stable trend within the three years prior to the
modelling period – but adjusted by demographic change for the catchment population as
estimated by the ONS
3. External referrals are modelled using a Poisson distribution with mean equal to the observed
rate described above (3)
4. The pattern of variance in lengths of stay (inpatients) and contact intensity (community
services) will follow a trend established by the most recent stable trend within the three
years prior to the modelling period
5. Length of stay distributions are generated by segmenting the set of all discharges associated
with a service into percentiles. The uppermost percentile boundary is trimmed to ensure
the mean of the length of stay distribution matches the mean of the underlying dataset
6. Where, due to recent service reconfigurations, historic length of stay does not represent the
expected length of stay of new patients joining the service, a length of stay profile was
generated using the number of caseload days/occupied bed days and discharges for the
service over the most recent stable period
7. The waiting time standard for all referrals classed as urgent is 5 days, and for all referrals
classed as emergency is 24 hours. Demand for A&E liaison, crisis or home treatment services
must therefore be met within one day, or will be counted as a waiting time fail
8. Demand for CMHTs must be met within four weeks, or will be counted as a waiting time fail
9. Demand for all other services must be met within 18 weeks, or be counted as a waiting time
fail
10. If demand rises above capacity for inpatient beds, an overspill fail will be created for each
bed night a patient spends in an overspill bed
11. Capacity of overspill beds is unlimited
12. Wards are considered full once 100% capacity is reached, inclusive of leave
13. Male patients can be admitted only to beds designated as suitable for male patients; female
patients only to beds designated as suitable for female patients.
7
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14. Out-of-area use of female PICU beds are not be counted as a fail, as no local services are
provided. All secure services are out of scope and should not be considered as fails
15. A bed for the “wrong” age group will always be used in preference to overspill.
16. If demand rises above capacity for CMHTs, patients will nonetheless be accepted by the
service, which will dilute its response to all patients in consequence. All such events will be
counted as fails.
17. If demand rises above capacity for other community services, patients will join a waiting list
until a caseload space is available. Once a space is available, the patient who has been
waiting longest will fill that space – there are no priority criteria according to source of
referral
18. With the exception of A&E liaison and crisis services, services must retain patients on their
caseload until the required downstream service has capacity to accept them – caseload days
attributable to such patients are counted as internal delayed transfers of care within the
model
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3.

QUESTIONS AND SCENARIOS ARISING FROM ENGAGEMENT WORK
In preparing this report, as well as the technical analysis, we participated in a range of
meetings and discussions with a range of staff from across the Trust.
These meetings in part enabled us to review and validate the datafeed; we are confident
that the data are now of sufficient quality for the model to be robust and useful. There were
many validation changes made to weight the model’s data as realistically as possible.
In these discussions, we were asked to consider and evaluate a very wide range of scenarios:
a) Creation of an AAU within which only 50% of patients stay longer than 7 days
b) A female acute inpatient service with 6 PICU and 14 acute beds – with particular
reference to the effect on overspill
c) A female acute inpatient service with 6 PICU and 17 acute beds – with particular
reference to the effect on overspill
d) Derivation of a pattern of bed numbers, lengths of stay and admission rates which
would reduce the risk of overspill to close to zero.
e) Assuming current bed numbers and admission rates are maintained, derivation of
patterns of length of stay which would reduce the risk of overspill to close to zero.
f) Operation of a firmer system of allocation of wards to localities; and assessment of
the risk of patients having to go to ward for the “wrong” locality under the range of
scenarios under consideration. Under this system, Poole, Bournemouth,
Christchurch and Southbourne would be in the East; Wimborne and Purbeck in
either; all other localities in the West. Waterton, Linden, Melstock and Charbury
would be the wards in the West; all others in the East.
g) Reduction of CMHT caseloads, with combinations of the following criteria; all
patients in clusters 1-3; patients in clusters 4, 5 or 11 who are in contact with
services monthly or less and have no admission in the past three months.
h) Change of the cut-off for older adult services to 70, or 75
i) Analysis of cohorts within the pattern of inpatient data to determine the potential
ward sizes for services focussing on: short-term assessment (around 3 days at most);
assessment (typically in weeks); longer assessment (up to 3 months); rehabilitation
(longer than 3 months, possibly with sub-cohorts in this group.)
j) Elimination of all differentiation in ward types, expect for functional and organic
k) Creation of a community-based recovery/rehabilitation service – ideally using
before/after comparator data, if available
l) Amalgamate CMHTs and Home Treatment, with three teams covering Bournemouth,
Poole and the rest of Dorset
m) Amending the algorithm driving the relationship between AAU and general inpatient
services, such that the creation of a free bed within an acute ward “pulls” the next
available patient from the AAU
n) Standardisation of lengths of stay by ward to the shortest lengths of stay for wards
of that type within Dorset
9
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o) Adjusting the actual bed availability to match demand by locality
p) Deriving the change required to length of stay, if overspill is to eliminated solely by
reductions in length of stay within rehabilitation wards
q) Increasing the size of crisis teams such as to minimise the expected level of overspill
r) Analysing the proportion of the working age adult community caseload/contacts
which is taken up by patients in cluster 7 and 8 – and modelling potential reductions
in those proportions
s) Analysing the activity of home treatment teams as follows (with possible scenarios
to follow once the analysis is undertaken), all broken down by care cluster:
a. Contacts per day
b. Contacts per week
c. Length of episode
d. Sources of referral
e. Destination on discharge
f. Lengths of inpatient stay with/without home treatment team involvement
t) Analysing the patients staying longer than 90 days by ward, care cluster, and
eventual discharge destination
u) Removal from the baseline of all patients who have had no contact with any service
recorded for a 15-month period
v) As a scenario, removal from the caseload of all patients who have had:
a. No contact with any service for a 12-month period
b. No contact with any service for a 6-month period
w) Variant levels of inpatient occupancy above and below the 100% threshold used in
the modelling to date:
a. A maximum occupancy level of 85%
b. A continuation of current occupancy patterns, whereby leave beds are in
routine use, and notional bed occupancy routinely exceeds 100%
The findings and recommendations which follow in this report have taken into account this
full range of proposals, making eventual use of those which proved most helpful to overall
flow, or most illuminating to the Trust’s position. Details of all of the analyses have been
made available via slide presentations as the project progressed; all of these slide packs are
available from us on further request.

4.

FINDINGS FROM SIMULATION MODELLING

This section presents the findings of the quantitative element of our work, the simulation modelling.
Our presentation starts with the baseline prediction – what would happen if the service simply
continues as currently planned. It then presents the individual results of the key scenarios tested.
Next, various possible optimised scenarios are described based on combinations of the scenarios.
Each of the scenarios is numbered and summarised, for ease of overall reference; all are five-year
projections.
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The results of modelling work of this nature should always be interpreted with a measure of caution.
The findings here do not represent what is certain to happen; they present what is predicted to
happen if the scenarios here do in fact happen, and if no other significant events emerge during the
planning period. There is also always the risk of random variation, although the numbers here are
sufficiently large that this need not be a major concern. Modelling results should therefore be taken
only as one source of evidence in the Trust’s decision-making process, to sit alongside appraisals of
clinical strategy, and of commissioning intentions.

4.1

Baseline prediction

In order to identify potential issues of capacity and flow with the proposed locality model over the
next five years, and to allow a basis of comparison for our scenario work, we first generated a ‘base
model’. The modelling assumptions and results of the base model simulation are shown overleaf.
In the results table overleaf, and throughout this section, terms should be understood as follows:
Over Capacity Fails: the number of times a patient is referred to a service within the model’s scope
which is over its operational capacity at the time of the referral, where that service is not permitted
to run a waiting list
Waiting Time Fails: the number of times a patient remains on the waiting list of a service for longer
than the specified maximum waiting list for that service
Total Fails: the total number of over-capacity and waiting time fails as described above. These are
broken down by the major community teams within the model
Total Acute Overspill OBDs: the number of bednights occupied by patients residing in the trust patch
in beds provided by other providers as acute overspill. Each 1825 OBDs represent, on average, a
whole bed occupied throughout the five-year modelling period. These are broken down into the
various functional service types
Implied number of beds (mean): the mean number of overspill beds occupied at any one time during
the modelling period

BASELINE MODEL
Assumptions: No change to current service model, other than the impact of demographic growth
Metric
Total fails
…of which in CMHTs for adults

Baseline
13,383
5,905

…of which in CMHTs for older adults

2,676

…of which in other community teams

612

…of which inpatients within trust

2,417
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…of which inpatients going into overspill

1,774

Overspill
…adult acute inpatient bed days

39,055

…implied number of beds (mean)
…AAU inpatient bed days

21.4
10,105

…implied number of beds (mean)

5.5

…older adult functional bed days

3,370

…implied number of beds (mean)

1.8

…dementia inpatient bed days

639

…implied number of beds (mean)

0.4

…PICU bed days

524

…implied number of beds (mean)
…rehab inpatient bed days

0.3
858

…implied number of beds (mean)

0.5

Caseload days

17,316,232

Total days wait

604,597

Around 13,000 fails are observed over the modelling period. The position in Dorset’s community
services compares favourably with similar work which we have done in other locations. Only CMHTs
are estimated as experiencing an appreciable fail level, and at a level which could be operationally
manageable.
Overspill is, however, a more significant pressure. Particularly in services for adults of working age,
we forecast, if no action is taken, a substantial ongoing level of demand for overspill beds.
4.1.1

Baseline trends

Fails and overspill placements are not predicted to be uniform across the five year period. Many of
the fails are generated towards the end of the model where the impact of demographic growth is at
its greatest.
Waiting time fails over time
8,000
7,000
6,000
5,000
4,000
3,000
2,000
1,000
0
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As is usual, the pattern of forecast overspill is very volatile. It is also variable depending on assumed
occupancy levels. At 100% occupancy, demand for overspill peaks between 40 and 50 beds in the
baseline; it peaks between 20 and 30 if the current high levels of occupancy are planned to continue.
Daily overspill (all bed types)
80
70
60
50

40
30
20
10
0

Baseline (100%)

Baseline (85%)

Baseline (current)

4.2
Scenarios tested
In this section, we show the results of the most significant scenarios tested, comparing each with the
baseline.
Scenario 1 – Discharging community patients with low contact frequencies
Assumptions: removal from the caseload of all patients who have had:
a.
b.

No contact with any service for a 12-month period
No contact with any service for a 6-month period
Scenario B Scenario B

Metric
Total fails
…of which in CMHTs for adults
…of which in CMHTs for older adults
…of which in other community teams
…of which inpatients within trust

Baseline
13,383
5,905
2,676
612
2,417
13

(i)
12 month
cut-off
10,770
4,032
2,021
555
2,419

(ii)
6 month
cut-off
7,175
1,313
1,113
588
2,444
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…of which inpatients going into overspill
Overspill

1,774

1,743

1,716

…adult acute inpatient bed days
…implied number of beds (mean)

39,055
21.4

39,473
21.6

38,404
21.0

…AAU inpatient bed days
…implied number of beds (mean)
…older adult functional bed days
…implied number of beds (mean)
…dementia inpatient bed days
…implied number of beds (mean)
…PICU bed days

10,105
5.5
3,370
1.8
639
0.4
524

9,405
5.2
3,505
1.9
493
0.3
591

9,426
5.2
3,380
1.9
550
0.3
674

…implied number of beds (mean)
…rehab inpatient bed days
…implied number of beds (mean)
Caseload days

0.3
858
0.5
17,316,232

0.3
789
0.4
17,151,176

0.4
809
0.4
16,396,568

Total days wait

604,597 436,150 200,165

Findings: This has trivial effects on the inpatient situation, but does significantly reduce fails within
the CMHTs, enabling them to manage the effects of demographic growth.
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Scenario 2

Reallocating beds across the patch

This scenario investigated the balance of beds by locality. There are small imbalances between the
present supply of beds and the locality which they service. A “fair share” redistribution would result in
a small increase in working age beds in the south and east, and a small net increase in older age beds
in the north and west.
Bed Type

Patch

Current Beds Bed days (2 years)

'Fair share'
Change

AAU

North and West

13

6,545

9

-4

AAU

South and East

14

12,582

18

4

Adult Acute

North and West

15

11,622

12

-3

Adult Acute

South and East

33

34,132

36

3

Dementia

North and West

12

11,434

21

9

Dementia

South and East

33

12,602

24

-9

Older Adult

North and West

12

7,163

9

-3

Older Adult

South and East

20

19,506

23

3

Metric
Total fails
…of which in CMHTs for adults
…of which in CMHTs for older adults
…of which in other community teams
…of which inpatients within trust
…of which inpatients going into overspill
Overspill

Baseline
13,383
5,905
2,676
612
2,417
1,774

Scenario C Reallocate
beds across
patch
13,577
6,020
3,312
591
2,078
1,577

…adult acute inpatient bed days
…implied number of beds (mean)
…AAU inpatient bed days
…implied number of beds (mean)
…older adult functional bed days
…implied number of beds (mean)
…dementia inpatient bed days
…implied number of beds (mean)
…PICU bed days
…implied number of beds (mean)
…rehab inpatient bed days
…implied number of beds (mean)
Caseload days

39,055
21.4
10,105
5.5
3,370
1.8
639
0.4
524
0.3
858
0.5
17,316,232

35,133
19.3
8,790
4.8
3,122
1.7
7
0.0
718
0.4
1,033
0.6
17,288,504
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Total days wait
604,597
629,946
Redistribution of beds in this way has a small but appreciable effect on the predicted number of inpatient
fails.
Scenario 3 – Flexible Adult Bed Pool
Assumptions: Elimination of all differentiation in ward types, expect for functional and organic

Baseline
13,383

Scenario D
- merge
bed pool
13,257

…of which in CMHTs for adults

5,905

6,221

…of which in CMHTs for older adults

2,676

2,129

…of which in other community teams

612

585

…of which inpatients within trust
…of which inpatients going into overspill

2,417
1,774

2,763
1,559

…adult acute inpatient bed days

39,055

22,733

…implied number of beds (mean)

21.4

12.5

…AAU inpatient bed days

10,105

13,017

…implied number of beds (mean)
…older adult functional bed days

5.5
3,370

7.1
872

…implied number of beds (mean)
…dementia inpatient bed days

1.8
639

0.5
533

…implied number of beds (mean)
…PICU bed days

0.4
524

0.3
694

…implied number of beds (mean)
…rehab inpatient bed days

0.3
858

0.4
1,252

Metric
Total fails

Overspill

…implied number of beds (mean)
Caseload days
Total days wait

0.5
0.7
17,316,232
17,294,511
604,597 570,357

This would clearly not be a straightforward option to implement – but it could produce significant
flexibilities in bed use, and thereby reduce the demand for overspill.
Scenario 4 Rebalancing services around age groups
The current distribution of bed days by age group is as follows

Age Group

Bed days
(2 years) Implied beds
16
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Under 65

44,915

61

65-69

7,831

11

70-74

6,776

9

75+

12,901

18

Total

72,423

99

This would lead to the following pattern of use if organised on a fair shares basis, according to current
demand. It will be seen that this is almost identical to the current bed distribution i.e. the existing cutoff of 65 appears well matched to local demand

Cut-off

65+

70+

Adult beds

61

72

81

48

Older adult beds

38

27

18

32

Change in adult

13

24

33

6

-5

-14

'Fair share' adult

49

58

66

'Fair share' older adult

31

22

14

Change in older adult

75+ Current beds

Within the community services, this is the current pattern of caseload by age group:
Caseload days
(2 years)

Implied cases

4,800,660

6,576

65-69

294,930

404

70-74

268,980

368

75+

1,044,335

1,431

Total

6,408,905

8,779

Age Group
Under 65

Again, the pattern of caseload distribution is very similar indeed to the existing distribution, if a cutoff
of 65 is operated.

Cut-off

65+
17

70+

75+

Current cases

10th February 2016
–
Adult cases

6,576

6,980

7,349

6,777

Older cases

2,203

1,799

1,431

2,290

-201

203

572

-87

-491

-859

'Fair share' adult

6,792

7,209

7,590

'Fair share' older adult

2,275

1,858

1,477

Change in adult
Change in older adult

Metric

Baseline

Scenario F Stricter age
limits and
rebalance

Total fails

13,383

13,226

…of which in CMHTs for adults

5,905

5,632

…of which in CMHTs for older adults

2,676

2,888

…of which in other community teams

612

637

…of which inpatients within trust

2,417

2,365

…of which inpatients going into overspill

1,774

1,704

…adult acute inpatient bed days

39,055

37,898

…implied number of beds (mean)

21.4

20.8

…AAU inpatient bed days

10,105

9,818

…implied number of beds (mean)

5.5

5.4

…older adult functional bed days

3,370

3,204

…implied number of beds (mean)

1.8

1.8

…dementia inpatient bed days

639

601

…implied number of beds (mean)

0.4

0.3

…PICU bed days

524

622

…implied number of beds (mean)

0.3

0.3

…rehab inpatient bed days

858

1,167

…implied number of beds (mean)

0.5

0.6

Overspill

Caseload days

17,316,232 17,271,352

Total days wait
604,597
585,612
As would therefore be expected, rebalancing beds or community services by changing the age cutoff
makes very little difference to anticipated fail levels.

18

10th February 2016
Scenario 5

Reduction in ward stays over 90 days in length

The current distribution of long stays varies substantially by ward type. However, overall, this is a low
percentage of service use – it does not appear that the Trust has a significant problem of excessive
stays within its services.

Stays over 90
days

As %

Glendinning Unit

23

32.4%

Nightingale Court

30

31.3%

Nightingale House

42

23.0%

Chalbury Unit

24

10.5%

Alumhurst Ward

50

8.1%

St Brelades

20

7.2%

Melstock House

16

4.6%

Herm

10

2.6%

Harbour Ward

19

2.0%

Dudsbury Ward

21

1.3%

Linden Unit

11

1.3%

Psychiatric Intensive Care Unit

2

0.7%

Waterston Acute Assessment Unit

6

0.5%

AAU Seaview

2

0.1%

276

3.1%

Ward

Total

By care cluster, the bulk of these longer stays are in complex psychoses, or dementia, as would be
expected.
Stays over 90
days

As %

0

1

1.9%

1

1

1.4%

2

1

1.3%

3

2

0.6%

4

4

1.0%

5

10

4.9%

6

1

1.4%

Cluster
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7

6

2.8%

8

1

0.2%

10

8

2.5%

11

12

2.0%

12

33

4.0%

13

29

3.5%

14

6

1.6%

15

6

3.8%

16

10

5.3%

17

57

12.6%

18

2

4.8%

19

13

5.9%

20

33

7.1%

21

13

8.9%

NULL

27

1.1%

Total

276

3.1%

Scenario H Scenario H Scenario H
(i) - All ward (ii) - 50% stays (iii) - 25% stays
stays 90+ days 90+ days
90+ days
reduced to 90 reduced to 90 reduced to 90
Metric
Total fails
…of which in CMHTs for adults

Baseline
13,383
5,905

days
12,497
5,450

days
13,331
6,146

days
13,638
5,882

…of which in CMHTs for older adults

2,676

2,311

2,466

3,009

…of which in other community teams

612

600

623

601

2,417
1,774

2,390
1,746

2,368
1,729

2,385
1,762

…adult acute inpatient bed days

39,055

38,181

38,602

39,003

…implied number of beds (mean)
…AAU inpatient bed days
…implied number of beds (mean)
…older adult functional bed days
…implied number of beds (mean)

21.4
10,105
5.5
3,370
1.8

20.9
4,894
2.7
4,699
2.6

21.2
4,983
2.7
4,648
2.5

21.4
5,079
2.8
4,663
2.6

…of which inpatients within trust
…of which inpatients going into overspill
Overspill
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…dementia inpatient bed days
…implied number of beds (mean)
…PICU bed days
…implied number of beds (mean)
…rehab inpatient bed days

639
0.4
524
0.3
858

665
0.4
572
0.3
967

435
0.2
580
0.3
670

606
0.3
516
0.3
601

…implied number of beds (mean)
0.5
0.5
0.4
0.3
Caseload days
17,316,232
17,295,918
17,255,804
17,317,537
Total days wait
604,597
545,576
588,009
606,954
Analysing scenarios where these long stays are reduced demonstrates the very small opportunity available
to the Trust to reduce bed use by this means. There may well be individual cases where this could and
should be pursued, but the overall efficiency opportunity here appears small.
Scenario 5 Internal benchmarking of ward lengths of stay
In this scenario, we investigate the effect of changing length of stay practice across the Trust to that of
the shortest-stay unit. It clearly may be possible to pursue benchmark lengths of stay outside the
Trust, but adoption of practices from other Trusts may prove more difficult – and the existing lengths
of stay are not, in any event, unusually long.
The charts here show the median lengths of stay for each of the past two years for each ward (the
central line of the box and whisker plot); they also show the inter-quartile range, with half of all stays
falling within the coloured box. The “whiskers” show the full range.
It will be seen that AAU Seaview has an appreciably shorter profile than Waterston AAU
Acute assessment units
35
30
25
20
15
10
5
0

Year 1

Year 2

Year 1

Waterston Acute Assessment Unit

Year 2

AAU Seaview
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The Linden Unit has the shortest profile; all acute inpatient profiles have somewhat lengthened over the
period.

Herm has clearly the shortest profile of the dementia wards.
Dementia wards

Year 1

Year 2

Linden Unit

Year 1

Year 2

Dudsbury Ward

Year 1

Year 2

Harbour Ward

Adult inpatient
70

60
50
40
30
20
10
0
160
140

120
100
80
60
40
20
0

Year 1

Year 2

Chalbury Unit

Year 1

Year 2

St Brelades

….and Melstock House of the older adult functional wards.
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Year 1

Year 2
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Older adult functional wards
160
140
120
100
80
60
40
20

0

Year 1

Year 2

Year 1

Melstock House

Year 2

Alumhurst Ward
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Rehabilitation wards
We have not benchmarked these wards against each other as they are performing different
functions, but their data are included here for completeness.
800
700
600
500
400
300
200
100
0

Year 1

Year 2

Nightingale House

Year 1

Year 2

Nightingale Court

Year 1

Year 2

Glendinning Unit

Likewise we clearly cannot internally benchmark Dorset’s single PICU, where the profile is of
increasing lengths of stay.
PICU
60
50
40
30
20
10
0
Year 1

Year 2
PICU

We have therefore adopted the following benchmarks in this scenario:
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Median ward
stay
(in year 2)
(days)

Mean ward
stay
(in year 2)
(days)

Proportion of
discharges with
subsequent ward
stay of same type
(%)

Adjusted
stay length
(days)

Waterston Acute Assessment Unit

4

9.1

45%

16.5

AAU Seaview

3

5.6

36%

8.7

Linden Unit

6

13.2

35%

20.4

Dudsbury Ward

5

13.0

52%

26.9

Harbour Ward

6

16.3

54%

35.3

Chalbury Unit

21

28.6

64%

79.0

St Brelades

12

28.4

55%

63.7

Herm

10

23.0

58%

55.4

Melstock House

10

19.0

44%

34.2

Ward

Alumhurst Ward
9
33.1
50%
66.3
In each case the ward in bold/italic indicates the one with the lowest benchmark mean stay length of
wards of that type. Modelling findings suggest there could be a worthwhile opportunity here.

Metric

Baseline

New Ward
Benchmarking

Total fails

13,383

13,235

…of which in CMHTs for adults

5,905

5,982

…of which in CMHTs for older adults

2,676

2,836

…of which in other community teams

612

687

…of which inpatients within trust

2,417

2,350

…of which inpatients going into overspill

1,774

1,380

…adult acute inpatient bed days

39,055

27,715

…implied number of beds (mean)

21.4

15.2

…AAU inpatient bed days

10,105

8,011

…implied number of beds (mean)

5.5

4.4

…older adult functional bed days

3,370

2,941

…implied number of beds (mean)

1.8

1.6

…dementia inpatient bed days

639

127

…implied number of beds (mean)

0.4

0.1

Overspill
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…PICU bed days

524

775

…implied number of beds (mean)

0.3

0.4

…rehab inpatient bed days

858

219

…implied number of beds (mean)

0.5

0.1

Caseload days

17,316,232 17,305,284

Total days wait

604,597

603,106

Scenario 7 – Personality Disorder services
In this scenario, we investigated the impact of patients in cluster 8 on the Trust’s pattern of service
provision. This cluster was used as a proxy for personality disorder – earlier analysis used both
clusters 7 and 8, but was subsequently changed to focus this more narrowly.
There is wide variation across the Trust in the level of inpatient bed days, community caseload days,
and the relationship between the two.
Ratio of community caseload days and inpatient bed days for patients in cluster 8
Community Caseload
Days
(2 years)

Inpatient bed days (2
years)

Ratio (Caseload days per
OBD)

Poole North

11,623

18

646

Poole Bay

38,428

117

328

North Bournemouth

34,432

164

210

North Dorset

55,944

424

132

East Dorset

10,629

97

110

Weymouth & Portland

71,210

888

80

Poole Central

30,278

451

67

East Bournemouth

24,006

360

67

Christchurch

12,108

191

63

Central Bournemouth

27,139

432

63

Mid Dorset

16,709

277

60

Dorset West

11,482

275

42

Purbeck

6,539

176

37

No data

23,296

229

102

Trust total

373,823

4,099

91

Location

There is likewise much variation in referrals recorded as being in cluster 8. Adult
CMHT referrals
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Cluster 8

Other
Clusters

No
Cluster

% cluster
8

Excluding
no cluster

AMH Bournemouth East CMHT

98

650

370

9%

13%

AMH Bournemouth West CMHT

200

1,098

382

12%

15%

AMH Christchurch and Southbourne CMHT

105

554

517

9%

16%

AMH Dorset Central CMHT

97

958

637

6%

9%

AMH Dorset North CMHT

253

1,257

454

13%

17%

AMH Poole CMHT

167

1,039

446

10%

14%

AMH Weymouth CMHT

142

1,151

712

7%

11%

95

704

571

7%

12%

1,157

7,411

4,089

9%

14%

CMHT

AMH Wimborne and Purbeck CMHT
Total

North Dorset CMHT records the highest proportion of contacts with people in cluster 8, alongside
Christchurch and Southbourne.
Adult CMHT contacts
CMHT

% cluster 8 Excluding no cluster

AMH Bournemouth East CMHT

7%

9%

AMH Bournemouth West CMHT

9%

11%

10%

15%

AMH Dorset Central CMHT

5%

8%

AMH Dorset North CMHT

12%

15%

AMH Poole CMHT

10%

13%

AMH Weymouth CMHT

8%

11%

AMH Wimborne and Purbeck CMHT

5%

9%

Total

8%

12%

AMH Christchurch and Southbourne CMHT

The proportion of occupied days used by this cluster is however small, at only 3%. All
inpatient
Cluster Group Ward stays (2 years) Bed days (2 years) OBDs as %
(excluding unclustered)
Cluster 8

448

4,099

3%

3%

Other clusters

6,069

118,106

81%

97%

No cluster

2,399

23,578

Total

8,916

145,783

16% /

…or 5% of adult acute inpatient beds, 7% excluding the large volume of unclustered episodes. Adult
Acute Inpatient only
Cluster Group Ward stays (2 years) Bed days (2 years) OBDs as %
(excluding unclustered)
Cluster 8

219

2,377
27

5%

7%

10th February 2016
Other clusters

2,088

31,365

69%

No cluster

1,191

12,012

26% /

Total

3,483

45,754

93%

For modelling purposes, we have derived the following estimates:
•

The new service would be required to accept around 1,050 patients per year

•

Assuming community length of stay for PD patients is maintained (mean=318 days), the
service would carry an average caseload of 921

•

If patients could complete treatment ‘one decile lower’ than they currently do, the service
could carry an average caseload of 536 (mean=183 days) PD community LOS by decile (last
two years)

Percentile

LOS (days)

0%

0

10%

7

20%

41

30%

84

40%

137

50%

190

60%

258

70%

340

80%

454

90%

684

100%

1,979

Modelling Results – Personality disorder

Metric

Baseline

Scenario G
(i) Transfer
100% of PD
patients

Total fails

13,383

6,449

6,877

8,720

5,905

0

468

2,184

…of which in CMHTs for adults
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Scenario G
(ii) Transfer
50% of PD
patients

Scenario G
(iii) Transfer
25% of PD
patients
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…of which in CMHTs for older adults

2,676

2,181

1,919

1,922

…of which in other community teams

612

597

561

567

…of which inpatients within trust

2,417

2,292

2,349

2,400

…of which inpatients going into overspill

1,774

1,378

1,581

1,647

…adult acute inpatient bed days

39,055

32,404

36,282

37,624

…implied number of beds (mean)

21.4

17.8

19.9

20.6

…AAU inpatient bed days

10,105

3,497

4,152

4,282

…implied number of beds (mean)

5.5

1.9

2.3

2.3

…older adult functional bed days

3,370

3,740

4,467

4,650

…implied number of beds (mean)

1.8

2.0

2.4

2.5

…dementia inpatient bed days

639

431

560

593

…implied number of beds (mean)

0.4

0.2

0.3

0.3

…PICU bed days

524

580

601

688

…implied number of beds (mean)

0.3

0.3

0.3

0.4

…rehab inpatient bed days

858

1,346

911

1,094

…implied number of beds (mean)

0.5

0.7

0.5

0.6

Overspill

Caseload days

17,316,232 15,810,879

16,613,788

16,983,732

Total days wait

604,597

210,929

318,545

200,063

The modelling results from this scenario show a potentially substantial impact on community
services, if a specialist service were to take over responsibility for all cluster 8 patients in the
community. The effect on inpatient services is more modest, but non-trivial. Of the order of 7 general
beds could be saved if people clustered in cluster 8 were no longer admitted.

Scenario 8 – Additional PICU beds
In this scenario the complement of PICU beds in the trust is increased from 6 male, 0 female to 7
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male, 5 female – an increase of 6 beds overall. We understand that this is currently firmly
contemplated by the Trust.
Modelling Results
Metric

Baseline

Extra PICU beds

Total fails

13,383

14,278

…of which in CMHTs for adults

5,905

5,653

…of which in CMHTs for older adults

2,676

2,757

…of which in other community teams

612

1,513

…of which inpatients within trust

2,417

2,650

…of which inpatients going into overspill

1,774

1,706

…adult acute inpatient bed days

39,055

34,717

…implied number of beds (mean)

21.4

19.0

…AAU inpatient bed days

10,105

11,144

…implied number of beds (mean)

5.5

6.1

…older adult functional bed days

3,370

2,150

…implied number of beds (mean)

1.8

1.2

…dementia inpatient bed days

639

549

…implied number of beds (mean)

0.4

0.3

…PICU bed days

524

437

…implied number of beds (mean)

0.3

0.2

…rehab inpatient bed days

858

1,218

…implied number of beds (mean)

0.5

0.7

Caseload days

17,316,232

17,321,213

Total days wait

604,597

614,908

Overspill

This has a beneficial effect on flow, but at a fairly modest level.

4.3

Optimisation

Clearly, many combinations of the above scenarios, and others, could be made. We have drawn out
the following as potentially the most plausible, useful, and consistent with what we understand to
the Trust’s strategy and intentions:
•

Patients in community services not contacted in the last 12 months can be discharged

•

The inpatient bed pool is reorganised to match capacity to demand in each half of the patch
– no overall change in bed numbers for this purpose is assumed
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•

The distinction between AAU and Adult Acute Inpatient is removed, allowing flexible use of
the bed pool

•

Ward stay lengths and profiles are improved to the best example of each type of bed across
the trust

•

Minor amendments to the ratio of adult to older adult beds and community cases are made,
aligning capacity to demand

•

A community personality disorder service is set up, avoiding the admission of patients in
cluster 8

•

25% of ward stays longer than 90 days in rehabilitation services are reduced to 90 days

•

Additional PICU beds are introduced (1 extra male, 5 extra female)

Metric

Baseline

Optimisation: Optimisation: Optimisation:
current trust 100%
85%
occupancy
occupancy
occupancy

Total fails

13,383

3,657

4,654

6,359

…of which in CMHTs for adults

5,905

627

415

402

…of which in CMHTs for older adults

2,676

2,042

2,036

2,086

…of which in other community teams

612

542

760

1,014

…of which inpatients within trust

2,417

297

1,028

1,954

…of which inpatients going into overspill

1,774

148

415

903

…adult acute inpatient bed days

39,055

269

3,043

10,379

…implied number of beds (mean)

21.4

0.1

1.7

5.7

…AAU inpatient bed days

10,105

1,298

4,237

8,803

…implied number of beds (mean)

5.5

0.7

2.3

4.8

…older adult functional bed days

3,370

1

27

204

…implied number of beds (mean)

1.8

0.0

0.0

0.1

…dementia inpatient bed days

639

0

5

60

…implied number of beds (mean)

0.4

0.0

0.0

0.0

…PICU bed days

524

579

521

344

…implied number of beds (mean)

0.3

0.3

0.3

0.2

Overspill
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…rehab inpatient bed days

858

214

108

728

…implied number of beds (mean)

0.5

0.1

0.1

0.4

Caseload days

17,316,232 16,470,963

16,448,109

16,391,022

Total days wait

604,597

419,611

419,311

413,328

This optimisation brings the already good community services position into one which is even closer
to balance – the above situation could be considered to be operationally balanced for community
services. For inpatient services, the mean level of overspill at 100% occupancy falls to around 4.4.

We have estimated the forward trajectories for inpatient services under this optimisation. At 85%
occupancy, the overspill range moves typically between 10 and 20 beds.
Overspill places forecast by day (trial simulation) at 85% target occupancy
80
70
60
50
40
30
20
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0

Optimised (85%)
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At 100% occupancy, overspill only peaks occasionally above 10 beds, and remains typically in single
figures.
Overspill places forecast by day (trial simulation) at 100% target occupancy
80
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50
40
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20
10
0

Optimised (100%)

If the Trust is able and willing to maintain existing occupancy levels, overspill could be close to
eliminated by the optimisation identified here.
Overspill places forecast by day (trial simulation) at current trust occupancy
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10
0

Optimised (current)

Overspill places forecast by day summary
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Optimised (100%)

Optimised (85%)

Optimised (current)

Within community services, waiting time fails would not be eliminated, but would be substantially
mitigated by this programme.
Waiting time fails forecast by day
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Delayed Transfers of Care

In addition to the above, it may be possible to eliminate the need for additional beds by increasing
the availability of non-trust provided services causing a delay in discharge from inpatient units. The
data available to us is not sufficiently detailed to allow us to model these effects explicitly.
Nonetheless, the table below shows the number of occupied beds days, and implied bed numbers
attributable to such delays.

OBDs and beds attributable to Delayed Transfers of Care

Reason for delay

Total OBDs
2015
(Feb-Dec 2015) Estimate

Implied beds
(@ 100%
occupancy)

1,887

2,059

5.6

499

544

1.5

376

410

1.1

Awaiting completion of assessment

89

97

0.3

Awaiting public funding

50

55

0.1

120

131

0.4

3,049

3,326

9.1

Delay attributable to

Total OBDs
(Feb-Dec
2015)

2015
Estimate

Implied beds
(@ 100%
occupancy)

Responsibility of NHS

753

821

2.3

Attributable to Social Care

390

425

1.2

Attributable to both

1,898

2,071

5.7

Total

3,049

3,326

9.1

Ward

Total OBDs
(Feb-Dec
2015)

2015
Estimate

Implied beds
(@ 100%
occupancy)

St Brelades

978

1,067

2.9

Herm

616

672

1.8

Chalbury Unit

447

488

1.3

2,041

2,227

6.1

Awaiting nursing home placement
Awaiting residential home placement
Awaiting further (non acute) NHS care

Awaiting care package in own home
Total

All dementia
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452

493

1.4

9

10

0.0

Dudsbury Ward

123

134

0.4

All working age

584

637

1.7

Alumhurst Ward

123

134

0.4

Melstock House

156

170

0.5

All older adult functional

279

304

0.8

Psychiatric Intensive Care Unit

56

61

0.2

Waterston Acute Assessment Unit

89

97

0.3

145

158

0.4

3,049

3,326

9.1

Linden
Harbour Ward

All others
Total

It should be noted that these DTOC figures are very similar to the typical overspill levels forecast at
100% occupancy in the optimisation.

5.

CONCLUSIONS
This has been a very substantially desk-based modelling project, during which Mental Health
Strategies have made no visits to services, nor considered evidence of the quality or safety of
existing services. Our conclusions are therefore drawn purely from flow data; we would expect
the Trust to overlay our conclusions with your own knowledge of matters of quality and safety
to reach the most appropriate decisions for the future of these services. This section presents
our conclusions based on the evidence assembled here.
We see no plausible case for reductions in bed numbers in the foreseeable future. There are,
however, several reconfiguration options which have emerged from this work which we think
warrant serious consideration:
•

If feasible, making small changes in future bed pools to match local capacity more
closely with demand across the county – increasing adult beds in the south and east,
and older adult in the north and west. This will improve staff and carer travel times,
as well as access for patients

•

Ending the distinction between AAU and Adult Acute Inpatient beds, which appears
to be creating an unnecessary hand-off in inpatient flow arrangements
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•

A clinically-led programme to examine the reasons for variation in length of stay
profiles across the county, with an aim of moving towards the shorter patterns of
lengths of stay. There are clear opportunities for spreading local practice within the
Trust

•

A specific clinically-led programme to reduce rehabilitation ward stays of longer than
90 days – aiming to achieve reductions in at least 25% of patients. We have heard
that changes of this nature could be considered plausible

•

Proceeding with the planned increase in PICU beds (1 extra male, 5 extra female).
These are clearly needed locally – indeed, there may be a case for further male beds

•

Working with other local agencies to reduce DTOC levels – this is likely to require
support from social care, which may or may not be available in the immediate term.

It is just about possible that success on all of these initiatives could obviate the need for
additional beds (or bed-like provision) to manage overspill. But we think, more realistically,
that a contingency plan, with a measure of flexibility, may be required. We describe this below,
based on our assumptions as to acceptable fail rates.
In assessing the number of beds required in Dorset, we have considered the size of the bed
pools which would be needed within our optimised model to maintain a fail rate of under
2.5% i.e. a bed will not be available fewer than 1 in 40 times it is required. This does not
imply that that person would not be admitted to any bed in such a situation. In practice, such
situations arise very frequently, and could be managed by use of an overspill bed, by
discharge of an existing inpatient, or by a period of waiting. We suggest this is an acceptable
and realistic rate, but it is of course a matter of judgement, and local commissioners and
providers will need to discuss and agree the level of fails which are considered acceptable for
each bed pool. Clearly, that might differ according to the type of bed pool – a fail might be
considered most serious for people whose needs are most acute.
This analysis assumes that occupancy rates do not rise above 100%, but are managed at
levels below 100% sufficient to maintain bed availability in most circumstances.
This produces the following trajectory for required bed pools in the optimised model, i.e.
assuming that some reconfiguration proves possible:
Size of bed pools required in optimised model to maintain a median fail rate of under 2.5%
Bed Pool

Year 1

Year 1

Year 3

Year 4

Year 5

Current

Acute Inpatient - North West

28

30

31

32

32

21

Acute Inpatient - South East

58

61

64

64

64

54

Male PICU

9

9

9

9

9

6 (7)

Dementia - North West

14

14

14

15

15

21

Dementia - South East

21

22

22

22

23

24

38

10th February 2016

Functional - North West

10

10

10

10

10

9

Functional - South East

24

24

24

24

25

23

Rehabilitation

38

34

32

32

31

38

Notes – In the data provided we are not able to determine which female patients would use a PICU
service if it existed. As such, the 5 female PICU beds are included in the Adult Acute bed pools.
Demand for rehabilitation services falls slightly over the five year forecast. The peak in bed numbers
required in year one is due to the fact that 37/38 beds were occupied on the census day.
Provision of this level of beds would produce, we estimate, the following mean fail rates:
Bed Pool

Year 1

Year 1

Year 3

Year 4

Year 5

Acute Inpatient - North West

1.3%

1.3%

2.2%

1.4%

0.4%

Acute Inpatient - South East

1.8%

2.2%

1.8%

0.4%

1.8%

PICU

0.9%

0.0%

2.5%

1.6%

1.6%

Dementia - North West

0.0%

3.2%

0.0%

1.3%

0.5%

Dementia - South East

1.0%

0.0%

0.0%

0.5%

1.9%

Functional - North West

1.6%

1.3%

1.7%

0.2%

0.5%

Functional - South East

0.0%

1.5%

0.0%

2.1%

2.5%

Rehabilitation

0.0%

2.2%

1.2%

2.3%

0.7%

We are therefore estimating that approximately 12 additional beds would be required within
a reconfigured service by the end of the five year modelling period – assuming all the
optimisation tasks are achieved. If there is some level of shortfall in achieving those tasks, it is
likely that of the order of an additional ward of 18 beds would be required.
What is less certain is whether this needs to be an actual inpatient ward. There has been
discussion, in both Dorset and nationally, about the extent to which properly resourced crisis
resolution / home treatment services, with a home treatment arm undistracted by crisis
assessment duties, can function as a genuine “ward in the community.” It is possible, with
local clinical support,that much of the estimated shortfall of 12-18 beds, or “bedequivalents”
could be provided in this way. This would also offer the advantage of greater flexibility to meet
the inevitable volatility of expected demand.
Within general community services, the position is simpler. It appears, on this evidence, that
there is a relatively good match between capacity and demand in Dorset’s general
community mental health services. Demographic change will create pressures, but there may
be some releasable capacity in the body of people being seen relatively seldom, and/or in
lower numbered care clusters. We have heard concerns that some services’ caseloads may
39

10th February 2016
be difficult to manage within their existing staffing; if this is the case, there may of course be
need to review the operation of those specific services. There is, however, on this evidence,
no immediate need for a fundamental reconfiguration of the structure of community mental
health services, unless driven by reasons other than capacity and demand planning.
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Mental Health Acute Care Pathway Needs and Data Analysis Review
Capacity and Demand Modelling for Mental Health Acute Care Pathway Inpatient Beds - OPMH and PICU beds excluded
Summary
Proposed Capacity

Hospital Site
St Ann’s Hospital
Forston Clinic Males
Forston Clinic Females
Forston Clinic Total
Total Occupied Bed Days

Scenario 1

Occupied
Bed Days
Bed
(85%
Numbers occupancy)
74
22,959
12
3,723
6
1,862
18
5,585
92
28,543

Proposed total OBDs (overall 85% occupancy)
split by estimated 2016/17 site split for each gender

Hospital Site
St Ann’s Hospital
Forston Clinic
Total Occupied Bed Days
% OBDs at St Ann's Hospital
% OBDs at Forston Clinic

Estimated Annual DHUFT
Occupied Bed Days
Males
Females
Total
12,646
9,703
22,349
3,332
2,862
6,194
15,978
12,565
28,543
79.1%
77.2%
78.3%
20.9%
22.8%
21.7%

Gender split
Males
56.6%
53.8%
56.0%

Hospital Site
St Ann’s Hospital

Females
43.4%
46.2%
44.0%

Forston Clinic

Males
Females
Total
Males
Females
Total

Grand Total

Scenario 2

Proposed total OBDs (overall 85% occupancy)
split by estimated 2016/17 site split for each gender

Hospital Site
St Ann’s Hospital
Forston Clinic
Total Occupied Bed Days
% OBDs at St Ann's Hospital
% OBDs at Forston Clinic

Estimated Annual DHUFT
Occupied Bed Days
Males
Females
Total
12,646
9,703
22,349
3,332
2,862
6,194
15,978
12,565
28,543
79.1%
77.2%
78.3%
20.9%
22.8%
21.7%

FORSTON CLINIC - Proposed total OBDs (overall 85% occupancy) split by
31 mile distance from admission postcode to St Ann's Hospital for each gender

Gender split
Males
56.6%
53.8%
56.0%

Females
43.4%
46.2%
44.0%

Hospital Site
Within 31 miles of St Ann's Hospital
Outside 31 miles of St Ann's Hospital
Total Occupied Bed Days
% Within 31 miles of St Ann's Hospital
% Outside 31 miles of St Ann's Hospital

Estimated Annual DHUFT
Occupied Bed Days
Males
Females
Total
1,295
929
2,224
2,365
1,605
3,970
3,660
2,534
6,194
35.4%
36.7%
35.9%
64.6%
63.3%
64.1%

Gender split
Males
Females
58.2%
41.8%
59.6%
40.4%
59.1%
40.9%

Hospital Site
St Ann’s Hospital

Forston Clinic

Males
Females
Total
Males
Females
Total

Grand Total

Scenario 3

Proposed total OBDs (overall 85% occupancy)
split by estimated 2016/17 site split for each gender

Hospital Site
St Ann’s Hospital
Forston Clinic
Total Occupied Bed Days
% OBDs at St Ann's Hospital
% OBDs at Forston Clinic

Estimated Annual DHUFT
Occupied Bed Days
Males
Females
Total
12,646
9,703
22,349
3,332
2,862
6,194
15,978
12,565
28,543
79.1%
77.2%
78.3%
20.9%
22.8%
21.7%

FORSTON CLINIC - Proposed total OBDs (overall 85% occupancy)
split by patient's attending closest Hospital

Gender split
Males
56.6%
53.8%
56.0%

Females
43.4%
46.2%
44.0%

Hospital Site
Closest Hospital St Ann's
Closest Hospital Forston Clinic
Total Occupied Bed Days
% Closest Hospital St Ann's
% Closest Hospital Forston Clinic

Estimated Annual DHUFT
Occupied Bed Days
Males
Females
Total
394
507
901
3,266
2,027
5,293
3,660
2,534
6,194
10.8%
20.0%
14.5%
89.2%
80.0%
85.5%

Scenario 1
Patients attend St Ann's Hospital or Forston Clinic
according to admission postcode area
Actual % Occupancy
(Overall 85% Occupancy)
for modelled OBDs
Occupied Bed Days
Number of beds
based on proposed
bed numbers
Proposed Modelled Difference Proposed
Modelled
Difference
12,646
40.76
9,703
31.28
22,959
22,349
609
74
72.04
-1.96
82.7%
3,723
3,332
391
12
10.74
-1.26
76.1%
1,862
2,862
-1,001
6
9.22
3.22
130.7%
5,585
6,194
-609
18
19.96
1.96
94.3%
28,543
28,543
0
92
92.00
0.00
85.0%

Scenario 2
Patients attend St Ann's Hospital or Forston Clinic according to admission
postcode area however patients whose postcode area is within 31 miles of
St Ann's attend St Ann's Hospital
Actual % Occupancy
(Overall 85% Occupancy)
for modelled OBDs
Occupied Bed Days
Number of beds
based on proposed
Proposed Modelled Difference Proposed
Modelled
Difference
bed numbers
13,941
44.93
10,632
34.27
22,959
24,573
-1,615
74
79.20
5.20
91.0%
3,723
2,365
1,358
12
7.62
-4.38
54.0%
1,862
1,605
257
6
5.17
-0.83
73.3%
5,585
3,970
1,615
18
12.80
-5.20
60.4%
28,543
28,543
0
92
92.00
0.00
85.0%

Scenario 3

Gender split
Males
Females
43.8%
56.3%
61.7%
38.3%
59.1%
40.9%

Hospital Site
St Ann’s Hospital

Forston Clinic

Grand Total

Males
Females
Total
Males
Females
Total

Patients with an east Dorset admission postcode attend St Ann's Hospital,
patients whose postcode area is in the west attend their closest hospital Actual % Occupancy
(Overall 85% Occupancy)
for modelled OBDs
Occupied Bed Days
Number of beds
based on proposed
Proposed Modelled Difference Proposed
Modelled
Difference
bed numbers
13,040
42.03
10,210
32.91
22,959
23,250
-292
74
74.94
0.94
86.1%
3,723
3,266
457
12
10.527
-1.47
74.6%
1,862
2,027
-166
6
6.534
0.53
92.6%
5,585
5,293
292
18
17.06
-0.94
80.6%
28,543
28,543
0
92
92.00
0.00
85.0%

Conclusions
Scenario 1 = Comparing the proposed occupied bed days and modelled occupied bed days (based on 2016/17 activity) modelled at overall 85% occupancy where all patients admitted from a west Dorset postcode area are admitted to Forston Clinic and those admitted from an east Dorset postcode area are admitted to St Ann's, shows approximately 2 (1.96) beds currently proposed at St Ann's Hospital
should be moved to Forston Clinic. At Forston Clinic beds should be split approximately 11 (10.74) male and 9 (9.22) female. Managing patients under this scenario shows approximately 3 additional female beds are needed at Forston Clinic.
Scenario 2 = Comparing the proposed occupied bed days and modelled occupied bed days (based on 2016/17 activity) modelled at overall 85% occupancy where all patients admitted from a west Dorset postcode area are admitted to Forston Clinic (exception being those who are admitted from a postcode area within 31 miles of St Ann's being admitted to St Ann's) and those admitted from an east Dorset
postcode area are admitted to St Ann's, shows approximately 5 (5.2) beds currently proposed at Forston Clinic should be moved to St Ann's Hospital. At Forston Clinic beds should be split approximately 8 (7.62) male and 5 (5.17) female. Managing patients under this scenario shows there are enough female beds at Forston Clinic.
Scenario 3 = Comparing the proposed occupied bed days and modelled occupied bed days (based on 2016/17 activity) modelled at overall 85% occupancy where all patients admitted from a west Dorset postcode area attend their closest hospital and those admitted from an east Dorset postcode area are admitted to St Ann's, shows approximately 1 (0.94) bed currently proposed at Forston Clinic should be
moved to St Ann's Hospital. At Forston Clinic beds should be split approximately 10 (10.527) male and 7 (6.534) female. Managing patients under this scenario shows approximately a single additional female bed is needed at Forston Clinic however if the female ward runs at 92.6% bed occupancy then 6 beds are sufficient.

Notes
Analysis using AA route planner shows that all addresses in Dorset are within 31 miles of either Forston Clinic or St Ann's Hospital

Mental Health Acute Care Pathway Needs and Data Analysis Review
Capacity and Demand Modelling for Mental Health Acute Care Pathway Inpatient Beds - OPMH and PICU beds excluded
Modelling Analysis
Method
Occupancy and activity within this modelling is based on all activity at DHUFT MH ACP wards (Dorset CCG registered patients and other CCG registered patients) excluding PICU and OPMH functional activity
2016/17 admissions to DHUFT MH ACP beds were analysed by postcode of patient at admission and gender, admissions were then split into area of admission (East/West/Other) and gender
The admission area percentages were then applied to the 2016/17 occupied bed days (all OBDs) figures for each ward to determine the estimated split of area of admission and gender for each ward
The resulting occupied bed days figures were then allocated to St Ann's and Forston according to the following criteria
All East Dorset area patients being admitted to St Ann's
All West Dorset area patients being admitted to Forston Clinic
Out of Area/Unknown patients admitted to St Ann's to continue to be admitted to St Ann's
Out of Area/Unknown patients admitted to the west hospitals to continue to be admitted to Forston Clinic
West Dorset patients needing PICU also having an assessment at St Ann's (modelling is based on 2016/17 admissions, PICU bed changes that occurred in late 2016/17 have not been prorated annually)
The percentage splits by site and gender were then calculated for the estimated occupied bed days figures
Scenario 1 - The percentage splits by site and gender were then applied to the proposed total occupied bed days figure for overall 85% occupancy
Scenario 2 - Method as above but for patients admitted from west Dorset postcodes within 31 miles of St Ann's Hospital move these patient's OBDs from Forston to St Ann's Hospital, overall 85% occupancy
Scenario 3 - Method as above but for patients admitted from west Dorset postcodes attending their closest hospital, overall 85% occupancy
2016/17

Hospital Site

Ward Name

Type of Bed

St Ann’s Hospital

Seaview
Chine
Harbour

Acute Assessment Unit
Acute Female Treatment
Acute Male Treatment
Additional beds
Transfer beds from Linden

Forston Clinic

Westhaven Hospital Weymouth
Bed provision in East Dorset
Bed provision in West Dorset
Total Bed Provision

Total
Waterston AAU
Total
Linden

Acute Assessment Unit
Additional female beds
Acute Treatment

Current
Number of Available
Beds
bed days
14
5,110
17
6,205
16
5,840

47
14

17,155
5,110

14
15
47
29
76

5,110
5,475
17,155
10,585
27,740

Proposed
Number of Available
Beds
bed days
14
5,110
17
6,205
16
5,840
12
4,380
15
5,475
74
27,010
14
5,110
4
1,460
18
6,570
0
0
74
27,010
18
6,570
92
33,580

Ward Name

Type of Bed

St Ann’s Hospital

Seaview
Chine
Harbour

Acute Assessment Unit
Acute Female Treatment
Acute Male Treatment
Additional beds

Males
230
0
11
0

Transfer beds from Linden
Forston Clinic

Total
Waterston AAU

Total
Westhaven Hospital Weymouth
Linden
Total Admissions
Admissions to East Dorset Wards
Admissions to West Dorset Wards
Percentage of total admissions to East Dorset Wards
Percentage of total admissions to West Dorset wards

Acute Assessment Unit
Additional female beds
Acute Treatment

Females

Total

189
28
0
0

Males
419
28
11
0

Females
168
0
9
0

Ward Name

Type of Bed

St Ann’s Hospital

Haven
Haven Female

Male PICU
Female PICU

Total

Total

153
24
0
0

Males

321
24
9
0

Females

50
0
0
0

Annual Occupied Bed Days
Males

Females

Total

3,057

1,928
6,131

4,985
6,131
5,831

Occupancy
Rate
97.6%
98.8%
99.8%

5,831

17,155
5,110

8,888
3,575

8,059
1,086

16,947
4,661

98.8%
91.2%

5,110
5,475
17,155
10,585
27,740

3,575
2,660
8,888
6,235
15,123

1,086
2,748
8,059
3,834
11,893

4,661
5,408
16,947
10,069
27,016

91.2%
98.8%
98.8%
95.1%
97.4%

26
4
0
0

Males
76
4
0
0

Females

12
0
2
0

Total

10
0
0
0

22
0
2
0

0

0

0

0

0

0

0

0

0

0

0

0

217
63
0
63
82
362
217
145
59.9%
40.1%

458
179
0
179
135
772
458
314
59.3%
40.7%

177
66
0
66
23
266
177
89
66.5%
33.5%

177
41
0
41
44
262
177
85
67.6%
32.4%

354
107
0
107
67
528
354
174
67.0%
33.0%

50
38
0
38
23
111
50
61
45.0%
55.0%

30
19
0
19
34
83
30
53
36.1%
63.9%

80
57
0
57
57
194
80
114
41.2%
58.8%

14
12
0
12
7
33
14
19
42.4%
57.6%

10
3
0
3
4
17
10
7
58.8%
41.2%

24
15
0
15
11
50
24
26
48.0%
52.0%

Males

Females

69
0
69

2016/17 DHUFT Admissions
East Dorset Area
West Dorset Area
Admissions
Admissions
Total

0
14
14

Males
69
14
83

Females
36
0
36

Total

2016/17

Males
36
9
45

9
9

Females

17
0
17

Out of Area/Unknown
Admissions
Total

Males
17
3
20

3
3

Females

16
0
16

Total
0
2
2

16
2
18

Estimated Annual DHUFT Occupied Bed Days

Annual Occupied Bed Days for DHUFT

East Dorset

West Dorset

Out of Area/Unknown

Hospital Site

Ward Name

Type of Bed

Males

Females

Total

Males

Females

Total

Males

Females

Total

Males

Females

Total

St Ann’s Hospital

Seaview
Chine
Harbour

Acute Assessment Unit
Acute Female Treatment
Acute Male Treatment
Additional beds
Transfer beds from Linden

3,057

1,928
6,131

4,985
6,131
5,831

2,233

3,794
5,255
4,771

665

265
876

930
876

159

102

4,771

1,561
5,255
0

262
0
1,060

8,888
3,575

8,059
1,086

16,947
4,661

7,004
2,034

6,816
707

13,820
2,741

665
1,171

1,141
328

1,806
1,499

1,220
370

102
52

1,322
422

3,575
2,660
15,123
8,888
6,235
58.8%
41.2%

1,086
2,748
11,893
8,059
3,834
67.8%
32.2%

4,661
5,408
27,016
16,947
10,069
62.7%
37.3%

2,034
1,154
10,192
7,004
3,188
68.7%
31.3%

707
1,475
8,997
6,816
2,181
75.8%
24.2%

2,741
2,629
19,189
13,820
5,370
72.0%
28.0%

1,171
1,154
2,990
665
2,325
22.2%
77.8%

328
1,139
2,608
1,141
1,467
43.8%
56.2%

1,499
2,294
5,598
1,806
3,792
32.3%
67.7%

370
351
1,941
1,220
721
62.8%
37.2%

52
134
288
102
186
35.4%
64.6%

422
485
2,229
1,322
907
59.3%
40.7%

Forston Clinic

Total
Waterston AAU

Acute Assessment Unit
Additional female beds

Total
Westhaven Hospital Weymouth
Linden
Acute Treatment
Total Occupied Bed Days
Occupied Bed Days in East Dorset Wards
Occupied Bed Days in West Dorset Wards
Percentage of total occupied bed days to East Dorset Wards
Percentage of total occupied bed days to West Dorset wards

5,831

2016/17

Ward Name

Type of Bed

Males

St Ann’s Hospital

Haven
Haven Female

Male PICU
Female PICU

2,263

Total

2,263

1,060

Estimated Annual DHUFT Occupied Bed Days

Annual Occupied Bed Days for DHUFT

Hospital Site

Proposed
Annual Capacity
Occupied Bed Days
85%
90%
95%
Occupancy Occupancy Occupancy
4,344
4,599
4,855
5,274
5,585
5,895
4,964
5,256
5,548
3,723
3,942
4,161
4,654
4,928
5,201
22,959
24,309
25,660
4,344
4,599
4,855
1,241
1,314
1,387
5,585
5,913
6,242
0
0
0
22,959
24,309
25,660
5,585
5,913
6,242
28,543
30,222
31,901

Out of Area/Unknown
Admissions
Total

241
116
0
116
53
410
241
169
58.8%
41.2%

Total
Admissions

Hospital Site

Actual
Available
Bed Days
5,110
6,205
5,840

2016/17 DHUFT Admissions
East Dorset Area
West Dorset Area
Admissions
Admissions

Total
Admissions

Hospital Site

Additional Capacity
Number of Available
Beds
bed days
0
0
0
0
0
0
12
4,380
15
5,475
27
9,855
0
0
4
1,460
4
1,460
-15
-5,475
27
9,855
-11
-4,015
16
5,840

East Dorset

Females

Total

Males

396
396

2,264
395
2,659

1,181

St Ann’s Hospital
Forston Clinic
Total Occupied Bed Days
% OBDs at St Ann's Hospital
% OBDs at Forston Clinic

Estimated Annual DHUFT
Occupied Bed Days
Males
Females
Total
11,969
9,184
21,153
3,154
2,709
5,863
15,123
11,893
27,016
79.15%
77.22%
78.30%
20.85%
22.78%
21.70%

Forston
Within 31 miles of St Ann's Hospital
Outside 31 miles of St Ann's Hospital
Total
% Within 31 miles of St Ann's Hospital
% Outside 31 miles of St Ann's Hospital

2016/17 Admissions for DHUFT
Males
Females
Total
46
33
79
84
57
141
130
90
220
35.4%
36.7%
35.9%
64.6%
63.3%
64.1%

Forston
St Ann's closest
Forston Closest
Total
% St Ann's closest
% Forston Closest

2016/17 Admissions for DHUFT
Males
Females
Total
14
18
32
116
72
188
130
90
220
10.8%
20.0%
14.5%
89.2%
80.0%
85.5%

1,181

West Dorset

Females

Total

Males

255
255

1,181
255
1,435

558
558

Out of Area/Unknown

Females

Total

Males

85
85

558
85
642

525
525

Females

Total

57
57

525
57
581

Gender split
Estimated OBDs based on:
All East Dorset area patients being admitted to St Ann's
All West Dorset area patients being admitted to Forston
West Dorset patients needing PICU also having an assessment at St Ann's
Out of Area/Unknown patients admitted to St Ann's to continue to be admitted to St Ann's
Out of Area/Unknown patients admitted to the west hospitals to continue to be admitted to Forston

Males
56.58%
53.79%
55.98%

Females
43.42%
46.21%
44.02%

Males
58.2%
59.6%
59.1%

Females
41.8%
40.4%
40.9%

Data from original dataset

Males
43.8%
61.7%
59.1%

Females
56.3%
38.3%
40.9%

Data from original dataset

Mental Health Acute Care Pathway Needs and Data Analysis Review
Distances between various areas in Dorset and Forston Clinic or St Ann's Hospital
Forston Clinic
Miles
Minutes
Dorset Area
Location
South East
Studland
29.3
44
South East Coast
Wareham
19.4
28
South East Coast
West Lulworth
16.8
30
South East Coast
Swanage
30.3
48
South East Coast
Osmington Mills
12.6
23
South East Coast
Tyneham
21.3
36
South Coast
Fortuneswell, Portland
17.0
33
South Coast
Wyke Regis
14.5
28
South West Coast
Fleet
15.5
28
South West Coast
Langton Herring
13.3
23
South West Coast
Abbotsbury
11.8
21
South West Coast
West Bexington
15.5
29
South West Coast
Burton Bradstock
17.1
28
South West Coast
West Bay
18.2
29
South West Coast
Eype
18.9
29
South West Coast
Seatown
21.1
34
South West Coast
South of Morcombelake
21.8
35
South West Coast
Chideock
20.4
31
South West Coast
Morcombelake
22.0
34
South West Coast
Charmouth
24.4
38
South West Coast
Lyme Regis
27.3
44
South West
Tytherleigh
30.3
50
South West
Monkton Wyld
26.8
41
South West
Broadwindsor
20.1
34
South West
Beaminster
17.5
29
South West
Laymore
22.7
42
Mid
Sturminster Newton
17.4
27
Mid
Dorchester
3.5
9
West
Mosterton
18.5
30
West
Halstock
18.3
28
North West
Stalbridge
16.8
25
North West
Bradford Abbas
17.8
27
North West
Trent
19.1
29
North West
Corton Denham
19.0
30
North
Buckhorn Weston
23.8
39
North
Gillingham
24.2
38
North
East Stour
23.7
38
North
Shaftesbury
25.5
44
North
Zeals
30.2
47
North East
Sixpenny Handley
29.0
42
North East
Woodyates
29.8
42
East Dorset
Fordingbridge
39.5
57
East Dorset
Ringwood
34
48
South East
Walkford
40.4
65
South East Coast
Boscombe
31
51
Data Source - AA Route Planner, 10th and 11th July 2017
* via Sandbankes ferry

St Ann's Hospital
Miles
Minutes
5.3*
38
13.1
29
21.4
43
24.1
51
27.4
52
19.4
42
40.2
67
37.0
59
37.5
59
37.3
61
38.0
59
41.6
67
43.3
66
44.3
68
44.9
68
47.2
73
50.9
79
46,5
69
48.2
72
50.5
77
53.4
82
59.0
90
53.0
80
47.7
72
45.2
63
50.4
81
27.4
54
29.2
47
46.2
74
46.8
75
33.1
62
45.0
71
46.3
74
46.2
75
35.7
71
35.0
66
32.6
62
29.5
58
38.4
74
27.0
46
28.0
46
20.9
34
15.2
24
13.8
32
5.5
14

Cells coloured red show distances
of greater than 31 miles to
Forston Clinic or St Ann's Hospital

Conclusion
Analysis using AA route planner
shows that all addresses in Dorset
are within 31 miles of either
Forston Clinic or St Ann's Hospital.
The analysis shows that most
people in Dorset could get to
Forston Clinic within 31 miles,
exceptions being far east of the
county. Everyone in the east of
the county could get to St Ann's
within 31 miles however anyone
further north west of approx
Sturminster Newton or further
west of approx Dorchester could
not reach St Ann's hospital within
31 miles.
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Appendix 8
Organisation
Access Dorset

Age UK
Bournemouth

Age UK
Dorchester

Opening
Hours

Type of Service

Website

Access Dorset is a user led organisation and registered charity, run by disabled people,
older people and carers. They work to remove the physical, attitudinal and
communication barriers that exist and are faced daily by their client base.
East Dorset:
 Age UK Bournemouth provides home support, a community support centre,
insurance, lunch clubs, pop-ins, nail cutting, befriending, information & advice, a
charity shop.
 Age Concern Christchurch provides pop-ins, transport and befriending.
 Age Concern Ferndown and District provides pop-ins, a day centre, shopping
service and transport
 Age Concern Lytchett Minster and Upton provides a day centre, outings and
holidays.
 Age Concern Poole provides pop-ins, information & advice.
 Age Concern Verwood provides a day centre

http://www.
accessdorset
centre.org/

North Dorset:
 Age Concern Blandford Forum provides pop-ins, outings, information & advice. Monday,
Tuesday, Thursday 10am to 1pm, 01258 458250 www.acblandfordforum.org.uk
 Age Concern North Dorset (Sturminster Newton and District) provides lunch clubs,
outings, access to information & advice, befriending and practical support. Monday to
Friday 9am to 1pm, 01258 475582 www.acnorthdorset.org.uk
 Age Concern Shaftesbury & Gillingham provides outings, pop-ins, shopping service,
befriending, hospital transport, information & advice, lunch clubs. Wednesday and
Thursday 10am to 12pm, 01747 853966
Chancery House (previously known as Age Concern Bridport) provides a day centre,
outings, lunch clubs, holidays, hairdressing, foot care. Monday to Friday 9am to 3pm,
01308 424357 www.chanceryhouse.org.uk
 Bridport Friendship Centre provides social meetings, trips and lunches. 01308 424557
 Age Concern Wareham provides 'Helping Hands', a volunteer driving scheme and
befriending service. 01929 556655



Age UK Dorchester – Monday to Friday, 9am to 4pm, 01305 269444

http://www.
ageuk.org.uk
/dorchester/
about-ageukdorchester/d
orset-ageuk-groups/

http://www.
ageuk.org.uk
/dorchester/
about-ageukdorchester/d
orset-ageuk-groups/
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Appendix 8

Locality

Organisation

Opening
Hours

Bournemouth
& Poole

Bi Polar
Support Group
Bournemouth
& Poole

Meets: 1st
Wednesday of
every month
at 7:30pm

Bi-Polar
Support group
Dorchester

Tuesdays,
second week
of the month,
7:00pm to
9:00pm
Opening Times
Monday
13:00-17:00
Tuesday
13:00-19:00
Wednesday
13:00-17:00
Thursday
13:00-19:00
Friday 10:3017:00

Dorchester

Pan Dorset

Bournemouth
& Poole

Body Positive
Dorset

Bournemouth
& Poole MDF
Bipolar Self
Help Group

Type of Service

Website

Acute Care Pathway Documents\Guidance
Documents\bipolar_uk_strategy_2015_2020.pdf

Acute Care Pathway Documents\Guidance
Documents\bipolar_uk_strategy_2015_2020.pdf
Body Positive Dorset aims to support and empower people living with and affected by
HIV in Dorset and surrounding areas, to evaluate and develop services that meet the
changing needs of the diverse community. They provide information and education
on HIV and other sexually transmitted infections to encourage testing, early diagnosis
and treatment to reduce the onward transmission of infections. They are committed
to working both individually, and in partnership with others, to achieve these aims.

http://www.
bipolaruk.or
g.uk/

http://www.
bodypositive
dorset.org/in
dex.php

(For carers & people with bipolar disorder)
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Locality

Organisation

Bournemouth

Bournemouth
Council for
Voluntary
Service

Pan Dorset

Bournemouth

Bournemouth
Churches
Housing
Association

Bournemouth
Islamic Centre
& Central
Mosque

Opening
Hours

Type of Service
This is a charity who offer support to over 1,500 Voluntary and Community groups.
These groups are crucially important because they provide a service to over half the
population in Bournemouth.
They help to set the groups up, speak up on their behalf to ensure they have a say in
the local community, support them to network and help them become more
effective. They also help them to advertise volunteer opportunities and find
volunteers.
This is a major provider of a diverse range of housing, support and learning services
for socially excluded people. Although based in Bournemouth, they currently deliver
services across the South from Plymouth to Reading.
Their mission is to help people take control of their own lives. Wherever people feel
vulnerable or stuck, they want to equip them to find a way forward, by offering the
highest standards of support for housing, health, learning and work - or any
combination of these needs. As a multi-discipline third sector organisation, they want
to continuously develop our services, resources and partnerships, to help bring
together the housing, health and social care sectors - and so deliver an ever-improving
quality of support to society's most in-need people. BCHA has a range of services to
offer:
Alder Hills Factory – café, storage, cycle workshop
Domestic Violence Service
Range of Supported Housing Services
Ignite – training courses
Community Centre for Muslims and non-muslims

Website

http://www.
bournemout
hcvs.org.uk/

http://www.
bcha.org.uk/
about-us/
http://www.
biccm.co.uk/
Pages/defaul
t.aspx
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Locality

Organisation

Bournemouth

Bournemouth
People First

Bournemouth
& Poole

Pan Dorset

Bournemouth
UniversityStudent
Wellbeing

Carers Moving
Forward

Opening
Hours

Type of Service

This organisation is run by people with learning disabilities, making things better for
people with learning disabilities by:
* Training our members and services
* Putting on events
* Telling services what our members think
* Putting on club nights for our members and friends
* Running projects like Keeping Safe and Speaking Up
* Making sure people have rights, choice and control
* Making sure information is accessible
Monday Thursday
9:00am5:00pm
Friday 1:00pm4:00pm

They offer a range of support, including:
Support from a Wellbeing Advisor who can offer practical help with issues such as
stress, worry, homesickness, panic, sleeping and eating difficulties, lifestyle issues and
low mood or anxiety. The Wellbeing Advisor will help people to access more intensive
support if it is needed.
Support from a Counsellor. The service offers a block of six sessions with a counsellor.
Drop-in support. Monday 12:30-1:30pm & Wednesday 3:30-4:30pm, or the Young
Adults Drug & Alcohol Service drop-in Tuesday 12:30-1:30pm.
They also signpost people to relevant services.

Carers Moving Forward offers friendship and support to people whose loved ones
have to go into emergency, respite or full-time residential care. The first Carers
Moving Forward group was launched in Dorchester in September 2014. A year later, a
second group was opened in Bournemouth.

Website

http://www.
bournemout
hpeoplefirst.
co.uk/index.
html

https://www
1.bournemo
uth.ac.uk/st
udents/healt
hwellbeing/st
udentwellbeing
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Locality

Organisation

Bournemouth
& Poole

Type of Service

Website

Carers Service
Users
Partnership

The Carer and Service User Partnership Group plays an integral role in the delivery
and development of the university’s health and social care programmes.
They are a group of people who have used a wide range of health and social care
services, or who are carers for family members or friends. They are involved at
various points of each student’s journey, from participating in recruitment activities
for their courses and taking part in teaching and learning activities, to getting
involved with the assessment of students’ work and contributing to research.

Pan Dorset

Diverse
Abilities

https://www1
.bournemouth
.ac.uk/discove
r/faculties/fac
ulty-healthsocialsciences/carer
-service-userpartnershipgroup

Pan Dorset

Dorset Action
on Abuse

Diverse Abilities Plus (formerly Dorset Scope) is a local independent charity
supporting adults and children with physical and learning disabilities, often profound
and complex, in the local community.
This organisation’s mission is to relieve the suffering and distress of men and women
over the age of 16 who are survivors of child abuse (sexual, physical, emotional and
neglect) in Dorset, including Bournemouth and Poole..
DAA provides a variety of services:
Facilitated survivor support groups
Training events for professionals, volunteers and the public
Weekly, individual therapeutic counselling
Creative Therapy group courses.

https://divers
eabilities.org.
uk/

Pan Dorset

Pan Dorset

Dorset ADHD
Support Group

Dorset Adult
Asperger’s
Support

Opening
Hours

Dorset ADHD is a voluntary organisation set up by parents to support others living
with ADHD. We are active in learning from you and educating a wider audience on
Attention Deficit Hyperactivity Disorder.
We can deliver training on ADHD and assist in setting up an ADHD Parent group in
your area.
Meeting for carers & adults affected by Asperger’s Syndrome

http://www.d
orsetactionon
abuse.org.uk/
http://adhddo
rset.btck.co.uk
/
www.dorseta
dultaspergerss
upport.org.uk
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Locality
Pan Dorset

Pan Dorset

Pan Dorset

Pan Dorset

Pan Dorset

Organisation

Opening
Hours

Type of Service

Dorset
Advocacy
Service

Dorset Advocacy develops and uses excellent practice to ensure people can speak
up, promote their rights, and play a full part in the life of their communities.
To maximise the opportunities for everyone we work with to meet their specific
individual potential, and enable and empower them to live their lives the way they
choose.

Dorset
Community
Action

Dorset Community Action (DCA) is an independent voluntary organisation and
charitable company
They are governed by a Board of Trustees, and have a membership of over 250
voluntary organisations, community groups, social enterprises and local authorities
from across Dorset.

Dorset Mental
Health Forum

Dorset Mind

Dorset
Occupational
Therapy
Service (DOTS)

The Forum's
office hours
are 9.30am 3.30pm
Monday to
Friday.

The Dorset Mental Health Forum is a local peer led charity. They exist to improve
the lives of everyone affected by mental illness by promoting wellbeing and
recovery. They were established in 1992 and employ people with lived experience of
mental health problems whenever possible.
Recovery Education Centre – classes all over Dorset
Reach Project – Sport and leisure activities across Dorset

Dorset Mind has been serving people with mental health problems in the Dorset
area since 1947. The charity aims to support people in their recovery from mental
health problems. Future Plans: Dorset Mind is currently looking to open up more
peer support recovery groups in different locations throughout Dorset.
DOTS Disability is a Community Interest Company, established in 2007 by disabled
people, older people and carers. They are the social enterprise arm of the charity
Access Dorset. We provide access to consultation with disabled people from across
the impairment groups, training and Occupational Therapy services. All of their work
is informed by the Social Model of Disability

Website

http://www.d
orsetadvocacy
.co.uk/index.h
tml
http://www.d
orsetcommuni
tyaction.org.u
k/

http://www.d
orsetmentalhe
althforum.org.
uk/
http://www.d
orsetmind.org
.uk/
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Locality

Pan Dorset

Pan Dorset

Pan Dorset

Organisation

Opening
Hours

Dorset Race
Equality
Council

Essential Drug
and Alcohol
Services
(EDAS)

Faith Work
Wessex

SMART
Substance
Misuse and
Assessment
and Referral
Team
Appointments:
Mon-Fri 8.30 –
3.30
Evening
appointments
available

Type of Service

Website

Their Aims
i. Ensure that ethnic minority individuals and communities in Dorset feel
empowered to challenge racism and discrimination and have access to support and
information
ii. Promote the celebration of ethnic, cultural and religious diversity in Dorset
society and strengthen local ethnic minority organisations
iii. Work towards making public, private and voluntary sector agencies in Dorset
fully representative of, and responsive to, the ethnic, cultural and religious diversity
of the population; offering equal opportunities and equal access to all.
EDAS was established in 1970, with the organisation’s 40+ years of experience,
passion and enthusiasm for the client group, EDAS has developed a service that
provides care and support for all sectors of the community to include: Young people,
carers, criminal justice clients, through-care and aftercare clients, clients with
medication issues, pre-treatment and assessment for service users aged 10 – 85
plus.

http://www.d
orsetrec.org.u
k/

• They have a passion for those who are often forgotten or ignored
•They highlight that theu are in it for the long term – and recognise that change
comes over time as we “walk alongside people on their journey” and develop
relationship;
• They believe that the Christian faith is about putting faith into action in order to
bring lasting change for the local community;
They now have 18 staff and over 220 volunteers working on at least 10 different
projects all focused on bringing Hope into areas of crisis and despair.

http://www.e
dasuk.org/

http://faithwo
rkswessex.org.
uk/
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Organisation

Pan Dorset

Mind OUT
Dorset

Poole

Richmond
Fellowship Poole

Christchurch

Richmond
Fellowship
East Dorset

Bournemouth

Richmond
Fellowship
Bournemouth

Pan Dorset

Healthwatch
Dorset

Opening
Hours

Type of Service

Helpline is
open Tuesday,
Wednesday
and Saturday
7.00pm to
9.30pm
Thursdays
from 1pm 4pm at Over
The Rainbow.
2ND Weds of
each month
7.00pm –
9.00pm
Last Weds of
each month
7.00pm –
9.00pm
Monthly on
Mondays
2.00pm –
4.00pm

Lesbians, gay men, bisexual women and men face discrimination within the present
day mental health system – as users, carers and professionals.
The 2003 Mind/University College of London report on mental health of lesbian, gay
men and bisexual people found that up to 36 per cent of gay men, 26 per cent of
bisexual men, 42 per cent of lesbians and 61 per cent of bisexual women recounted
negative or mixed reactions from mental health professionals when being open
about their sexuality

Website

General Mental Health Carers Support Groups

General Mental Health Carers Support Groups

Carers of people with mental health problems

Healthwatch gives people a powerful voice locally and nationally. At a local level,
local Healthwatch works to help local people get the best out of their local health
and social care services. Whether it's improving them today or helping to shape
them for tomorrow. Local Healthwatch is all about local voices being able to
influence the delivery and design of local services. Not just people who use them,
but anyone who might need to in future.

http://www.h
ealthwatchdor
set.co.uk/
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Organisation

Opening
Hours

Type of Service

Pan Dorset

HYPED

Monday to
Friday, 9am 5pm

Every year Hyped helps hundreds of young people who find themselves homeless.
Throughout Dorset and Oxford, we provide somewhere safe to call home, plus the
support and guidance young people need to regain control of their lives.

Pan Dorset

Live Well
Dorset

Mon - Fri 9am
to 5pm

Pan Dorset

Mosaic

LiveWell Dorset is a free service for people who live in Bournemouth, Poole and
Dorset who would like support to change their lifestyle. They offer a friendly single
point-of-access to multiple health and wellbeing services and advice. A team of
trained Wellbeing Advisors and Coaches provide tailored information, guidance and
support to help people stop smoking
Mosaic is a Dorset wide charity offering a pathway of support to bereaved children,
young people and their families. They also work with young people who are facing
the death of a loved one.
Mosaic provides individual, family and group support. Every child has the
opportunity to attend their residential weekend programme where they can meet
others and share their experiences.
Patient & Public Involvement Development Worker employed by North Dorset
Locality to work with Communities in the Locality

North

Mid

North Dorset
Locality (CCG)
PPI
Development
Worker
Obsessions
Together

Website

http://www.h
yped.org.uk/h
ome.aspx

http://www.m
osaicfamilysup
port.org.uk/

Support groups across Wimborne and Poole for people with OCD and their carers

Dorset

People First
Dorset

Support forum for people with a Learning Disability.

Poole

Poole Council
for Voluntary
Service

Poole CVS works in partnership with Bournemouth CVS and Dorset Race Equality
Council. They offer a range of services including: Funding advice
Advice on running your organisation
Help with finding volunteers

http://www.d
orsetpeoplefir
st.co.uk/
http://www.p
oolecvs.org.uk
/
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Locality
Poole

Poole

Organisation
Poole Forum

Poole Wellbeing
Collaborative

Opening
Hours
Monday to
Wednesday
9.30 am to
3.00 pm
Thursday 9.30
am to
11.30am.

Type of Service

Website

Support forum for people with a Learning Disability.

The role of the Poole Well-being Collaborative is to support local Poole residents by
giving access to information and services and to also identify gaps where people
could benefit from new services or community groups.
They work in Beech House as part of a wider housing hub community that together
provide a wealth of information, advice and services now available to residents
across the Borough of Poole.

Pan Dorset

Relate

Blandford

Relate Blandford

Monday to
Friday : 9:0017:00

Bridport and
Locality

Relate Bridport

Monday to
Friday : 9:0017:00

As above

Dorchester

Relate Dorchester

Monday to
Friday : 9:0017:00

As above

North

Relate Shaftesbury

Only open
Tuesday:
18:00-21:00

http://www.p
ooleforum.co.
uk/index.html

http://www.p
oolewellbeing.
org/

They help with relationship counselling, children and young people’s counselling,
family counselling and sex therapy. Their separation services include Family
Mediation, Supervised Contact and the Separated Parents Information Programme.
As above

As above

http://www.re
latedorset.org
.uk/
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East

Relate Verwood

Bournemouth

Rethink Bournemouth
Housing Northover
Court

Bournemouth

Rethink Bournemouth
Housing Southbourne
Road

Bridport and
Locality

Rethink Bridport and
Beaminster
Rethink
Relatives and
Carers Group

Opening
Hours
Monday to
Friday : 9:0017:00
This service is
open 24 hours
a day, 7 days a
week

Monday to
Sunday
8:00am 10:00pm

The Group
meets on the
fourth Monday
of every
month from
3.30pm 5.30pm

Type of Service

Website

They can help with relationship counselling, children and young peoples’
counselling, family counselling and sex therapy. The separation services include
Family Mediation, Supervised Contact and the Separated Parents Information
Programme.
Area Covered: Bournemouth: Northover Court is a 22 bed high level supported
housing scheme for adults with a mental health diagnosis living in Bournemouth.
They typically provide up to 12 hours of support per person per week. It is expected
that everyone we support moves on from the service.

Area Covered: Bournemouth: Medium supported accommodation with nine
bedrooms for people with mental health problems. Move on accommodation support provided for two years. Floating support is provided to the tenants between
the hours of 8am-10pm Monday to Sunday.

They have a membership of about 25, all Carers. The aim of the group is mutual
support. Half of the meetings are discussion and self-help, and half are where
speakers are invited on very relevant topics. They do local campaigning when the
need arises.

https://www.r
ethink.org/ser
vicesgroups/servic
es/bournemo
uth-housingnorthovercourt
https://www.r
ethink.org/ser
vicesgroups/servic
es/bournemo
uth-housingsouthbourneroad
https://www.r
ethink.org/ser
vicesgroups/groups
/bridport-andbeaminsterrethinkrelatives-andcarers-group
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Locality
Dorset

Organisation
Rethink Dorset Care
Support
Service

Opening
Hours
Monday to
Friday 9.00am
- 4.30pm

Bridport and
Locality

Rethink Dorset Early
Intervention
Service

Monday varies
- please
enquire 01308
459762

Poole

Rethink Poole Floating
Support

Monday to
Friday 9.00am
- 5.00pm

Type of Service

Website

They can help people living in Dorset (excluding Bournemouth & Poole) who care for
someone with a mental illness. They provide one to one and group support, give
advice, support, information, activities and help with respite funding and much
more
https://www.rethink.org/?gclid=Cj0KEQiAsP-2BRCFl4Lb2NTJttEBEiQAmj2tbYxpbo41PwP8FkWhrJCY3jPo1zBrN1qIrXs3uYElPIaAm1W8P8HAQ&gclid=Cj0KEQiAsP2BRCFl4Lb2NTJttEBEiQAmj2tbYxpbo41PwP8FkWhrJCY3jPo1zBrN1qIrXs3uYElPIaAm1W8P8HAQ
The service provides Early Intervention in Psychosis support for young people in the
first few years of experiencing psychosis. Youth groups are organised regularly.

Area Covered: Poole
Poole Floating Support service is a free service which offers recovery-focused
housing related support to individuals under Poole CMHT and residing in Poole,
Dorset. The service promotes independent living in the community, usually
providing support in the person’s own home. Support is tailored to the needs of the
individual using a person centred recovery, support and safety plan. This may
include housing related needs such as practical skills to maintain their tenancy e.g.
domestic and laundry skills.

https://www.r
ethink.org/ser
vicesgroups/servic
es/dorsetearlyinterventionservice
https://www.r
ethink.org/ser
vicesgroups/servic
es/poolefloatingsupport
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Locality

Organisation

West & North

Rethink - West
and North
Dorset
Community
Services

Opening
Hours
Monday to
Friday 9.00am
- 5.00pm

Type of Service
Area Covered: West and North Dorset including Weymouth and Portland
West and North Dorset Community team provide fluid, flexible, personalised,
socially inclusive, time framed individual and group-based support to meet the
aspirations and diverse needs of people accessing their service.

Bournemouth

Rethink Reconnect
Floating
Support
Service Bournemouth

Monday to
Friday 9.00am
- 5.00pm

Area Covered: Bournemouth
Reconnect Bournemouth Floating Support is a free service which provides housing
related support to individuals with a diagnosis of dementia, or memory loss, living in
Bournemouth. Assisting them to develop or maintain their independence and
recover to a better quality of life within the community. They provide up to five
hours of support each week, usually in the person's own home.

West & North

Rethink - West
and North
Dorset
Community
Services

Monday to
Friday 9.00am
- 5.00pm

Area Covered: West and North Dorset including Weymouth and Portland
West and North Dorset Community team provide fluid, flexible, personalised,
socially inclusive, time framed individual and group-based support to meet the
aspirations and diverse needs of people accessing our service.

Pan-Dorset

Rethink - West
of Dorset
Recovery
House

This service is
open 24 hours
a day, 7 days a
week

The Recovery House is a 7 bed residential property located in Weymouth. The
service supports people in an acute mental health crisis who require a stable,
supported and homely environment on a very short term basis, for a maximum of 14
days.

Website
https://www.r
ethink.org/ser
vicesgroups/servic
es/west-andnorth-dorsetcommunityservices
https://www.r
ethink.org/ser
vicesgroups/servic
es/reconnectfloatingsupportservicebournemouth
https://www.r
ethink.org/ser
vicesgroups/servic
es/west-andnorth-dorsetcommunityservices

https://www.re
think.org/servic
esgroups/services
/west-ofdorsetrecovery-house.
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Locality

Organisation

Opening
Hours

Type of Service

Bournemouth

Richmond
Fellowship
(Bournemouth
Supported
Housing)

They work with experts in the field, such as the Implementing Recovery through
Organisational Change (ImROC) programme team, who are helping to ensure that
recovery principles are embedded consistently across our wide range of services.

East

Richmond
Fellowship
(East Dorset
Community
Service)

They provide recovery focused groups and one to one support for individuals with
mental health problems throughout the Poole area. They also provide a carers
service, providing one to one support and group support to individuals who care for
people who have mental health problems.

Poole

Richmond
Fellowship
(Poole
Community
Based Service)

They provide a variety of recovery focused activities, training and one-to-one
support for people with mental health problems. Our service is based on an ethos of
social inclusion, service user involvement and individualised support. Activities
include peer support, healthy living, horticultural groups, Bailey’s Frames, groups
and group work. Volunteering opportunities are available within the service.
The carers support service offers one-to-one support, respite opportunities and a
dynamic support group

Pan Dorset

Soldiers and
Sailors
Families
Association
(SSAFA)

Their Vision:
“We want our Armed Forces (both Regular and Reserves), veterans and their
families to know they can depend on SSAFA for support now and for the rest of their
lives. Our values mean we are committed, practical and understanding.”

Website

http://www.ri
chmondfellow
ship.org.uk/do
rset/
http://www.ri
chmondfellow
ship.org.uk/do
rset/poolecommunitybased-service/
http://www.ri
chmondfellow
ship.org.uk/do
rset/eastdorsetcommunityservice/#toggl
e-id-4
https://www.s
safa.org.uk/do
rset
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Locality

Organisation

Opening
Hours
Mon- Fri: 8.00
am - 4.00 pm
Sat: 10.00 am 3.00 pm
Sun: Closed

Type of Service

Poole

SWOP
Chestnut
Nursery

Pan Dorset

The Intercom
Trust LGB & T

Ferndown

Turbary
Resource
Centre (The
bus stop club)

Provides Parenting Support, Money advice, Life Skills

Bournemouth

Unity In Vision

"We unite people from diverse cultures to work co-operatively on social projects
that benefit the entire community". They aim to bring people together from diverse
cultural backgrounds so that they might see beyond the negative stereotypes and
institutionalised social prejudice to meet their fellow human beings face to face.

North Dorset

Chestnut Nursery is the second project of the registered charity the Sheltered Work
Opportunities Project (SWOP) Chestnut Nursery is a project of SWOP (Sheltered
Work Opportunities Project) which is a registered charity. Based in the centre of
Poole, it provides voluntary work for adults with severe and enduring mental illness.
The project aims to improve mental wellbeing through the healing nature of
horticulture.
Their Mission Statement is: "To work to build a South West where lesbian, gay,
bisexual and trans people can live and work among our neighbours without
prejudice and without fear."

Zest Café - ?no longer open, no website and no opening times.
Tuesday, every
other week,
10.00 am –
12.00

Mindful Café Gillingham

Website
http://www.c
hestnutnurser
y.org.uk/

http://www.in
tercomtrust.or
g.uk/
http://thebuss
topclub.co.uk/

http://www.u
nity-invision.org.uk/i
ndex.htm
https://www.
mylifemycare.
com/article/4
19442/Mindfu
l-Cafe--Gillingham
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North Dorset
and
Bournemouth

Hope Charity

Pan Dorset

Community
Assets

Community Resource Teams – Weymouth, Dorchester, Bridport and North Dorset

Pan Dorset

Sports Centres

Ferndown Leisure Centre
http://www.placesforpeopleleisure.org/centres/ferndown-leisure-centre/
Queen Elizabeths Leisure Centre
https://www.dorsetforyou.gov.uk/qe-leisure-centre
Purbeck Sports Centre
https://www.dorsetforyou.gov.uk/purbeck-sports-centre
Dorchester Sports Centre
https://www.1610.org.uk/centres/dorchester-sports-centre/
Bridport Leisure Centre
http://www.bridportleisure.com/
Gryphon Sports Centre, Sherborne
https://www.dorsetforyou.gov.uk/article/387466/Gryphon-Sports-CentreSherborne
Rivers Meet Leisure Centre, Gillingham
http://www.riversmeetgillingham.org/

http://www.h
opehts.com/

http://wellbei
ngweymouth.
org.uk/
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Osprey Leisure Centre, Portland
http://www.ospreyleisure.co.uk/

Blandford Leisure Centre
https://www.everyoneactive.com/centre/blandford-leisure-centre/
Verwood Hub
https://www.dorsetforyou.gov.uk/verwoodhub
Bournemouth
Littledown Centre
https://www.bhliveactive.org.uk/centres/littledowncentre/?domain=www.littledowncentre.co.uk
Pelhams Park Leisure Centre
https://www.bhliveactive.org.uk/centres/pelhams-park-leisure-centre/
Stokewood Leisure Centre
https://www.bhliveactive.org.uk/centres/stokewood-leisure-centre/
Sir David English, Castle Lane
https://www.bhliveactive.org.uk/centres/sir-david-english-sports-centre/
Poole
Poole (Dolphin) Leisure Centre
https://www.everyoneactive.com/centre/everyone-active-leisure-centre-pooledolphin/
Ashdown Leisure Centre
http://www.poole.gov.uk/leisure-and-culture/sports-clubs-fitness/leisure-centresin-poole/#Everyone-Active-Ashdown
Rossmore Leisure Centre
http://www.poole.gov.uk/leisure-and-culture/sports-clubs-fitness/leisure-centres-
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in-poole/#Everyone-Active-Rossmore

The Junction Sport and Leisure Centre, Broadstone
http://www.thejunctionbroadstone.co.uk/
Sherborne Sports Centre
http://www.sherbornesports.co.uk/
Christchurch
Two Riversmeet Leisure Centre
https://www.dorsetforyou.gov.uk/2-rivers-meet
Christchurch

Bournemouth

Positive Spirits

Tuesdays
10.30 – 12.00

Hearing Voices Groups held at Christchurch library. Open to CMHT clients from
Christchurch and Southbourne CMHT.

? Community centres – Pelhams/Moordown/West Howe – change project.
Moordown Community Centre
http://www.bournemouthcommunitycentres.co.uk/moordown/
Strouden Community Centre
http://www.bournemouthcommunitycentres.co.uk/strouden/
Muscliff community Centre
http://www.bournemouthcommunitycentres.co.uk/muscliff/
Support – Time Recovery workers (Bournemouth Borough Council) – can these be
integrated?

http://www.h
earingvoices.org/gro
ups/dorset/
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1. Increasing the range of
options for people
approaching a crisis
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Increasing the range of
options for people
approaching a crisis

Host families

Host families offer an alternative to hospitalisation for people with
mental health challenges who are experiencing a mental health crisis.
Initially developed in USA, New Zealand, Australia and in other parts of
Europe, Hertfordshire Partnership NHS Trust is pioneering a Host
Families Scheme in the UK1 and was awarded the 2012 Health Service
Journal Innovation in Mental Health Award for their Host Families
Programme2. Host families are recruited within the local community and
are trained/supported by mental health professionals.
They offer a short term (up to 3 weeks) supportive home environment to
someone with mental health challenges who is in crisis and are paid
£600 per week while they are hosting an individual3. Clinical support is
provided by clinical staff from the Mental Health Trust Crisis and Home
Treatment Team who visit daily and can respond when requested by the
family. Host families provide a welcoming and friendly home
environment: a less stigmatising, non-institutional alternative to hospital
admission that focuses on providing the safety and support a person in
crisis needs while maintaining local connections. They can also
facilitate early discharge. Early indications from the first 42 people who
have stayed with host families show good clinical outcomes and positive
feedback from service users4. Host families may be particularly
valuable in a more rural situation as they can enable people to remain in
http://www.communitycare.co.uk/blogs/adult-care-blog/2012/03/adults-in-mental-distress-placedwith-families-to-avoidhospital/
2 http://www.hsj.co.uk/Journals/2012/11/20/r/k/h/HSJAWARDS_121122.pdf
3 http://www.hpft.nhs.uk/_uploads/documents/leaflets/host-families-leaflet-2011.pdf
4 http://www.imroc.org/wp-content/uploads/Seminar-F-Nicodimos-Kamera-Compatibility-Mode.pdf
1

4

their local area as an alternative to admission to a hospital some
distance from their home.

5

Notes
Increasing the range of
options for people
approaching a crisis

Non-residential
options:
Community
Crisis Respite
Centre The Living
Room
Developed in the USA, Community Crisis Response Centres like ‘The
Living Room’ offer a place where people can go when they are in crisis.
Some are staffed entirely by peer workers5 but others, like that in
Chicago, provide a service led by mental health nurses alongside peer
counsellors so that people can benefit from both the expertise of
professionals and the expertise of people with lived experience6. They
offer a safe place where people can spend some time talking to people
who understand what they are going through and receive support/help to
manage the difficulties they are facing from both peer counsellors and
qualified nurses.
The nurse provides initial triage (including a risk assessment) so that
those whose mental (or physical) health problems require, for example,
emergency admission can be identified. Many people report finding it
difficult to get help in crisis: having to wait for hours in A&E, having
difficulty getting through to crisis numbers, being told that their problems

5
6

http://www.recoveryinnovations.org/pdf/LivingRoom.pdf
http://www.gjcpp.org/pdfs/2013-007-final-20130930.pdf
7

are not serious enough to warrant admission or home treatment7 etc.
Community Crisis Response Services provide somewhere for people to
go to get help when they feel that a crisis is approaching. In Chicago
they greatly reduced use of Emergency Departments (93% of people
who presented at the Centre did not have to go on to Emergency
Departments thus saving the State some $550,000 in a year). After
spending time in ‘The Living Room’ the distress of some 84% of guests
had been alleviated to the point where they could go home. The service
was greatly valued by people who used it: “I am so glad I came here and
that you are real and can relate to me. I’m sick of going to the ER
[Emergency Room].” “At the ER it’s very frantic, there are no choices.
Here I was able to talk and calm down…you gave me a chance to calm
down without sending me to hospital.”

7

http://www.mind.org.uk/media/211306/listening_to_experience_web.pdf
8

Notes
Increasing the range of
options for people
approaching a crisis

Non-residential
options: Leeds
Survivor Led Crisis
Service

When you’re desperate and feel
you can’t cope, there is a place
where you can talk to someone
who’ll listen...

Staffed by trained counsellors and counsellors in training, Leeds
Survivor Led Crisis Service offers an ‘out of hours’ service for people in
crisis8. Dial House, open from 6pm to 2am five nights per week (Friday
to Monday and Wednesday including Christmas and bank holidays),
takes a broad view of crisis: from worsening mental health problems to
life crises such as relationship breakdown or losing your job. People call
each evening to book themselves in for the evening; if necessary a taxi
can be sent to provide transport. The 5 key elements of effective support
are listening, treating people with warmth, kindness and respect; people
do not feel judged or assessed; being in a different and calm
environment and peer support9.
A telephone help-line – ‘Connect’, staffed by trained volunteers, is also
available from 6pm to 10.30pm every night of the year. This help-line
provides emotional support and information for people in distress:
people in crisis, anxious, depressed, lonely … The aim is to provide nonjudgemental, empathic support and information about other services if
requested. It is also funded to provide emotional support to carers. In

8
9

http://www.lslcs.org.uk/what-do-we-do
http://www.imroc.org/wp-content/uploads/Fiona-Venner.pdf
9

addition Dial House @ Touchstone provides a Crisis Service for people
from BME groups on two evenings per week.
In 2014 214 people made 1474 visits to Dial House and 4392 people
called the telephone help-line. Self-injury was a presenting issue in 46%
of visits and suicide in 60%. Abuse (past or present) was a presenting
issue in 59% of visits. The service has won a number of awards
including the Guardian Public Services Award for Complex Needs and
for Customer Service.

10

Notes
Increasing the range of
options for people
approaching a crisis

Solidarity in Crisis:
Peer Support in
Crisis
In Lambeth, Southwark and Lewisham, Solidarity in Crisis (operated by
Certitude) provides out of hours emotional support over the telephone
and in person10. Codesigned and co-delivered by service users and
carers, the service is run by Peer Supporters who have their own
experience of facing and overcoming crises and receive comprehensive
training, supervision and support. Initially open only at weekends, the
service now provides out of hours support 7 days per week: 6pm to
midnight Monday to Friday and midday to midnight on Saturday and
Sunday.
The aim of the service is to provide support for people in distress before
they reach crisis point and help guide them towards appropriate
professional support as necessary. It endeavours to reduce isolation
out-of-hours by providing support that is respectful and non-judgemental,
using the empathy and knowledge gained through lived experience.
Peer Supporters provide crisis support over the telephone and through
meetings in the community (in mutually agreed public places) to help
people move on from the acute stage of their crisis. By sharing life
experiences, Peer Supporters can promote recovery and enhance
feelings of belonging, especially for those who feel isolated. Solidarity in
Crisis receives calls from people who have a variety of different issues,
for example, social isolation/needing someone to talk to, relationship
breakdown, bereavement, selfharming, suicidal thoughts, overdose and
10

http://www.certitude.org.uk/find-support/mental-health/services-we-offer/support-in-crisis/
11

support with benefits11. Highly valued by those who use it, the service
has, for some people, reduced admissions and use of Accident and
Emergency Services.
The service has been recognised as an example of good practice in
London Mental Health Crisis Commissioning case studies12.

http://www.certitude.org.uk/wp-content/uploads/2013/06/SiaC-Report.pdf
http://www.crisiscareconcordat.org.uk/wp-content/uploads/2014/11/mh-urgent-commiss-cs102014.pdf
11
12
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Notes
What options do we want in
Dorset:
• For people when things
start to go wrong and a
crisis might be looming?
• When people are in crisis?
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2. Personalising support for
people in
a crisis
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Personalising support
for people in a crisis

Joint Crisis Plans
A substantial number of people have repeated mental health crises. A
Joint Crisis Plan enables the individual and services to learn from
experience and make plans about what to do in the event of another
crisis. It is developed by seeking agreement between the patient and
their mental health team about what to do if they become unwell in the
future. It can include things like an individual the patient would like to
have contacted in a crisis; treatments that have been helpful or unhelpful
in the past; treatment preferences or refusals, and practical
arrangements. Research demonstrates that Joint Crisis Plans can
significantly reduce compulsory detention and number of admissions13.
They can also reduce the risk of relapse via early intervention and, when
they work well, are both clinically useful and result in service users
reporting improved therapeutic relationships and more empowerment
and control over their illness
However, it does appear to be important that Joint Crisis Plans are
developed collaboratively, used effectively and form a core part of the
team’s work – if poorly implemented they do not have the desired
effect14. In the initial research trials an independent person – a facilitator
– helped to balance the power relationship between the service user and
their mental health professionals and promote a dialogue that
encourages reflection, negotiation, and problem solving. It may not be
possible to provide this for everyone using a busy mental health service.
Henderson, C. et al (2004) Effect of joint crisis plans on use of compulsory treatment in psychiatry: single
blind
randomised controlled trial, BMJ, doi:10.1136/bmj.38155.585046.63 (published 7 July 2004)
https://www.researchgate.net/publication/8469589_Effect_of_joint_crisis_plans_on_use_of_compulsion_in_p
sychiatric_treat ment_single_blind_RCT
Flood, C. et al (2006) Joint crisis plans for people with psychosis: economic
evaluation of a randomised controlled trial, BMJ, doi:10.1136/bmj.38929.653704.55
(published 16 August 2006)
14 http://www.imroc.org/wp-content/uploads/Claire-Henderson.pdf
13
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However, in South West London, they specifically focused on
embedding and sustaining practices and identifying barriers to doing
this. They focused on engaging care co-ordinators, making
Collaborative Crisis Plans meaningful for them, integrating them with
Care Planning, and producing materials to aid conversations between
service users and staff: within one year approaching 80% of people on
CPA and 50% of those not on CPA had a completed Collaborative Crisis
Plan15.

Notes

15

http://www.healthcareconferencesuk.co.uk/news/newsfiles/miles-rinaldi_1208.pdf
16

Personalising support
for people in a crisis

Personal Health
Budgets

used more flexibly16.

Evaluations of personal health
budgets (PHBs) clearly demonstrate
significant improvements in quality of
life, choice and control and
psychological well-being and that the
greatest gains were achieved for
people with mental health conditions,
learning disabilities and younger
people with physical impairments.
They also demonstrated that Personal
Health Budgets were most cost
effective for those with mental health
conditions and continuing healthcare,
for people with high-value personal
budgets and where budgets were

While limited progress has been made in the
widespread use of personal health budgets in mental health, there are a
number of examples where Personal Health Budgets have offered alternatives
to hospitalisation or support that enables people to leave hospital much
earlier. Some people have found hotels, ‘bed and breakfasts’ or retreats to be
useful to alleviate crises. Indeed, use of hotels with support provided by the
mental health team was a component of the original Maddison Assertive
Community Treatment Team on which UK Assertive Outreach Teams were
modelled17. Other people have received support at home during crisis from a
Personal Assistant employed using a Personal Budget during a crisis.
Typically, a person is allocated a set number of days in a hotel/retreat or a set
number of hours of a PA each year which they can call upon when a crisis is
looming. For example, one woman using an inner London mental health
service had repeated short admissions in crisis. She did not find hospital
helpful, but had no alternatives until she received a personal budget that
allowed her to purchase up to 12 nights per year in a retreat outside London
when she felt a crisis was looming. It is noteworthy that she never used all of
her allocated 12 days. The cost of this was a small fraction of the cost of
hospital admission and it was effective in preventing the need for
hospitalisation for the ensuing two years.

https://www.phbe.org.uk/getFile.php?id=report
Stein, L.I. & M.A. Test. (1980). Alternative to Mental Hospital Treatment Conceptual
Model,
Treatment Program, and Clinical Evaluation. Archives of General Psychiatry, 37, 392397
16
17

17

Such alternatives may be supported by a Home Treatment Team who can
provide clinical input and could usefully be combined with Joint Crisis
Plans1819. However, at present, the range of available options is limited (e.g.
inpatient admission, home treatment, a crisis house) and early intervention at
the first signs of a ‘relapse’ is often difficult: pressure on services means that
both of these are usually restricted to those who are already in crisis, rather
than as an early intervention to prevent the build-up of a crisis once warning
signs are identified. Personal health budgets, in conjunction with Joint Crisis
Plans could offer a genuinely personalised range of supports and the
possibility of intervening early to obviate the need for hospital admission.
There may also be a role for personal budgets in maintaining community links
and facilitating early discharge (e.g. paying for transport so people can visit
the local area and reestablish relationships during admission or paying for
transport so relatives and friends can visit).
Personal budgets offer the opportunity for more personalised support in crisis
that might be particularly targeted on those who make highest use of inpatient
services, often on a compulsory basis: a small number of people typically use
a disproportionate number of available bed days.

Henderson, C. et al (2004) Effect of joint crisis plans on use of compulsory treatment in
psychiatry:
single blind randomised controlled trial, BMJ, doi:10.1136/bmj.38155.585046.63
(published 7 July
18

19

)https://www.researchgate.net/publication/8469589_Effect_of_joint_crisis_plans_on_use_of_compulsion
_in_psyc hiatric_treatment_single_blind_RCT
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A personal health budget is an amount of money to
support your identified health and wellbeing needs,
planned and agreed between you and your local NHS
team. The aim is to give people with long
term conditions and disabilities greater choice and
control over the healthcare and support they receive.
Money can be managed in three ways:
• A notional budget managed by statutory services
• A third party manages the budget : an independent
voluntary organisation or an individual (relative,
friend ...) manages the money for the
person and buys what they need
• A direct payment: the money is transferred to the
person and they buy goods and services
themselves. An independent direct payment support
agency (e.g. Independent Living Centre) may help
the person to manage their direct payment
For more information see
Paths to Personalisation in Mental Health
http://www.ndti.org.uk/uploads/files/New_Paths_to_Personalisatio
n_%28NDTi,_April_2013%29.pdf
Mind Guide to Personal Budgets for Social Care:
http://www.mind.org.uk/information-support/guides-tosupportand-services/personal-budgets/#.VTEhbpNWvgQ
Choice Control and Recovery, Mental Health Foundation
http://www.mentalhealth.org.uk/content/assets/PDF/publications/c
hoice_control_recovery.pdf?view=Standard

Notes
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How can we personalise crisis
support in Dorset?
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3. Increasing the range of
support in the community to
promote recovery and prevent
crisis
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Increasing the range of
support in the
community to promote
recovery and prevent
crisis

Clinical and Social
Support:
Care Co-ordinators
and
Personal
Navigators
Since 1990 the term ‘Care Programme Approach (CPA)’ has been used
to describe the framework that supports and co-ordinates effective
mental health care for people with severe mental health problems in
secondary mental health services. Responsibility for care co-ordination
traditionally rests within secondary mental health services and has been
conducted by trained clinicians. CPA Care plans cover not only clinical
treatment and interventions, but also social support that the person may
require. However, after 25 years, the results are less than impressive.
“Not only is the evidence about the fundamental effectiveness of case
management equivocal at best, but the CPA is viewed as being
excessively bureaucratic and as effectively turning skilled clinicians into
administrators. Perhaps the most damming critique is that most patients
and their families are not even aware what the CPA is.”
(Centre for Social Justice Report on Mental Health, 2011)20

• It is questionable whether, given the shortage of trained
professionals, professional time is best used in the task of co20

http://www.centreforsocialjustice.org.uk/published-policy/mental-health
22

ordinating the provision of treatment and therapy rather than providing
it.
• The effectiveness of existing mechanisms is also questionable. The
2015 Care Quality Commission Community Mental Health Survey21
showed that only 42% of service users knew the plan for their
treatment and care and only 55% were as involved as they wanted to
be in decisions about treatment and therapies. Further, a large
proportion said they did not receive the social support they needed:
 43% would have liked help with accommodation but did not get it
 43% would have liked financial advice or help with benefits but did
not get it
 47% would have liked help with finding/keeping work but did not
get it
 42% would have liked support to take part in an activity locally but
did not get it
• If care co-ordination and care planning are located within secondary,
specialist, mental health services then these are lost when the person
is discharged to Primary Care. There is also an increasing emphasis
on the role of Primary Care in the treatment of people with mental
health conditions, both ‘common’ and ‘severe’. Typically it is
expected that people will not spend long periods of time in the care of
secondary mental health services but, as with physical health
challenges, when people are ‘clinically stable’ they are typically
discharged to Primary Care. However, being clinically stable does
not mean that people do not have needs for social support, nor that
they are able to navigate life and services, or reconnect if their
condition deteriorates. Support is required after people have left
secondary services if recovery is to be promoted and crises, relapse
and readmission are to be minimised.
Such considerations have led to the development of a range of
‘navigator’ roles in relation to a range of long term health conditions –
including mental health2223. Usually employed within the voluntary
21

http://www.cqc.org.uk/sites/default/files/20151020_mh15_statistical_release.pdf

http://www.londonhp.nhs.uk/wp-content/uploads/2012/10/12-08-21-Navigator-role-in-mental-healthmodels-of-carelegacy-final.pdf
23 http://www.hsj.co.uk/topics/integration/safer-passage-how-care-navigators-help-improve-mentalhealthservices/5041420.fullarticle
http://lambethcollaborative.org.uk/about/our-service-model
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sector, such personal ‘navigators’ build relationships with people and
help them to solve problems and locate resources and opportunities that
promote recovery, inclusion and well-being. They also help people to
navigate and access the range of health care services the person may
need. Based in community settings they can span primary and
secondary care and continue to support people who need ongoing
assistance to navigate life, communities and services after discharge
from specialist mental health treatment services. Some specifically
focus on providing peer support by employing people with their own lived
experience24.
Examples of ‘personal navigator’ type services:
• The Evolve Navigator Service in Waltham Forrest25 provides 12 – 18
months support from a designated navigator to adults with serious
mental health challenges in their discharge from secondary to primary
care. Provided by a local voluntary organisation – CREST – personal
navigators adopt a person-centred recovery focus (including
encouraging people to develop Wellness Recovery Action Plans) in
supporting people to decrease social isolation and access a range of
local opportunities/services. They also ensure that people attend
appointments with their GP/practice nurses to monitor their physical
and mental health and gain additional support in crisis. By building
relationships, they are able to identify early signs of mental health
crisis and help prevent relapse. If someone does enter a period of
crisis they receive increased contact with their navigator who can
arrange re-referral, urgent out-patient appointments and development
of a recovery plan. Outcomes of the pilot showed an overall reduction
in crises where regular contact with the navigator is maintained.
There have also been reductions in the duration of crisis episodes
and the time spent by individuals in secondary care.
• In South Australia, navigators in the form of peer support workers
provide support to facilitate early discharge from hospital and prevent
re-admission. All of the peer workers have their own experience of
hospital admission as well as prior experience (paid or unpaid) of
providing support. They meet people prior to discharge and agree an
http://www.turning-point.co.uk/community-commissioning/connected-care/projects/connected-care-inhartlepool.aspx http://bristolmentalhealth.org/media/654252/november-2014-newsletter.pdf
24 http://vancouver-fraser.cmha.bc.ca/how-we-can-help/adults-and-seniors/peer-navigator-program
https://www.tynesidemind.org.uk/.../peer-navigator-role-specification
25

http://www.slcsn.nhs.uk/scn/mental-health/mh-urgent-commiss-cs-102014.pdf

http://www.healthwatch.co.uk/sites/healthwatch.co.uk/files/170715_healthwatch_special_inquiry_2015_1.pdf
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individualised package of support to be provided on discharge from
hospital. ‘Hospital avoidance support’ can also be provided for those
who are at risk of being admitted. The emotional and practical support
offered can include phone calls, information about services and
opportunities, home visits, accompanying the person to their GP or
other appointments and activities, linking with community supports,
help to develop relapse prevention and self-management strategies
and information and support for relatives and carers. Research
showed that, within 3 months, 49 support packages saved 300 bed
days and feedback from all stakeholders (service users, mental health
staff, carers, GPs and peer support workers) was overwhelmingly
positive26.
More generally, working together with mental health professionals,
‘personal navigator’ roles within the voluntary sector could allow mental
health professionals to focus on the provision of treatment and therapy
leaving more co-ordination of treatment and support to navigators.
Navigators could enable people to access these professionals as well as
other services and supports (including personal budgets) they may need
and provide the recovery-focused social support some people need to
make the most of their lives. They could also continue to provide this
when people have left services. It should be noted that, in the original
case-management services developed in the USA, care managers were
not qualified professionals but people (some peers) specifically trained
to perform this function27.

Notes
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http://www.tandfonline.com/doi/abs/10.1080/09638230701530242
http://www.oxfordbibliographies.com/view/document/obo-9780195389678/obo-9780195389678-0096.xml
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How can we provide individuals
with the clinical and social
support they need AND
improve continuity and
communication?
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Increasing the range of
support in the
community to promote
recovery and prevent
crisis

Personal health
and social care
budgets
Personal budgets can be an important tool in promoting recovery28. A
personal budget is an allocation of social care or NHS resources or an
integrated allocation of both that is controlled by an individual and can
be used to meet identified goals: personal budgets (PBs) in social care
and personal health budgets (PHBs) in the NHS can help embed and
enhance recovery-oriented practice. If people have effective support
tailored to their preferences, aspirations and needs, evidence suggests
that admissions can be reduced and thus the cost of care decreased29
(Alakeson and Mycawka, 2014):

http://www.centreformentalhealth.org.uk/recovery-personalisation
http://www.slideshare.net/incontrolpartnerships/webinar-slides-personal-health-budgets-andmental-health-getting-readyand
http://www.neneccg.nhs.uk/resources/uploads/files/Northants%20MH%20report%20July%202014.pd
f
28
29
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Increasing the range of
support in the
community to promote
recovery and prevent
crisis

Peer Support

There is now a wealth of evidence that peer support can be particularly
important in promoting recovery30. Peer support helps people feel less
alone, offers support from someone who understands what you are
going through, allows people to share experiences and different ways of
understanding what has happened, helps people to work out ways of
dealing with problems and, most importantly, offers images of possibility
and helps people find the courage to keep going when times are difficult.
Peer support workers provide a different kind of relationship to that
between mental health professionals and the people they serve: a
relationship that is based on mutuality and a shared journey without
claims to ‘special knowledge’ or expertise. “Peer Support is about being
an expert in not being an expert and that takes a lot of expertise”
(Recovery Innovations, 2009)’
In order to create recovery-oriented services we must bring together the
expertise of lived experience and the expertise of professionals on equal
terms and enable people who use services to access both sorts of
expertise to assist them in their journey. Relatives, friends and carers
have also gained a great deal from peer support provided by others who
face similar challenges.
30

http://www.nhsconfed.org/~/media/Confederation/Files/Publications/Documents/ImROC%20Peer%20Suppor
t%20Workers
%20Theory%20and%20Practice.pdf http://www.imroc.org/wp-content/uploads/7-Peer-Support-Workersa-practical-guide-to-implementation.pdf
30

There are many ways of providing peer support, including peer support
networks outside services and Peer Support Workers within mental
health services (in both statutory and voluntary sectors). Both would
appear to be important.
Within both statutory and non-statutory services, trained Peer Support
Workers are taking on a variety of roles. It would appear that support
from a Peer Support Worker may be particularly important at times of
transition like coming into hospital, leaving hospital and re-establishing
life at home and leaving services. There may also be a role for Peer
Support Workers in fostering the development of networks (see Circle of
Friends and Prosper below).
Benefits to people being
supported

Benefits to the Peer Support
Workers

•

• empowered in their own
journey of recovery
• greater confidence and selfesteem
• more positive sense of identity
• less self-stigmatisation
• feel valued, more money,
more skills

•
•
•

•

•

•

•

increased self-esteem and
confidence
improved problem solving
skills
increased sense of
empowerment
improved access to work and
education

“I work hard to keep myself well
now, I’ve got a reason to look
after myself better...
It’s made a real big difference to
me, you know, contributing
something to them.
And hopefully changing their lives
for the better”.

more friends, better
relationships, more
confidence in social settings
greater feelings of being
accepted and understood
(and liked)
reduced selfstigmatisation
greater hopefulness about
their own potential
more positive feelings about
the
future
31

•

reduced re-admissions and
longer community tenure

Benefits to the teams in which they work
• Support the development of recovery-focused practice
• provide hope and inspiration for both others using services and staff
• facilitate better understanding between staff and people using services
“I just stand back and watch him work his magic. Not just with the patients
who come in here so frightened and hopeless, but with staff too. He can
help them see things in a completely different way.”
“Peer workers have significantly changed the recovery focus of our team,
they challenge the way we talk about people from a problem and
diagnosis focus to one of strengths
and possibilities” (Politt et al., 2012)

Notes
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An example of combining the power of
personal budgets and Peer Support: Real
Lives in

Real Lives is a Community Interest Company in Nottingham that was
established to provide peer support for people with significant mental
health challenges using personal budgets31. Support is provided by
Peers and Allies for Living (PALS) who are recruited from among people
with lived experience of mental health challenges and trauma: all PALS
receive training and supervision and have ‘Wellness and Development
Plans’ that identify their aspirations, support needs and detail how they
will manage any challenges they themselves face in a work context.
Choice and flexibility lie at the heart of Real Lives. Each client chooses
their own PAL from profiles on the web site31. All have a ‘Wellness and
Safety Plan’, co-produced with their PAL which starts from their
ambitions/goals, the support they want and what they want to get out of
that support, and their warning signs and environments/situations in
which they feel unsafe. These individual support plans are funded by
personal social care budgets.
The accessible heart of the Real Lives service is the Crocus Café – a
Vegan/Vegetarian Café that serves not only clients of the service but the
whole community. Clients have ranged in age from 18 to 95. Most have
http://www.real-lives.co.uk/
Perkins, R. et al (2015) Real Lives: promoting recovery through personalisation and peer support,
Mental Health and Social Inclusion, 19(1), 22-29
http://www.emeraldinsight.com/doi/abs/10.1108/MHSI-11-2014-0037 31 www.reallives.co.uk/choose-your-pal-2/
31
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serious mental health problems, a range of complex needs and have
been hospitalised many times. Some have a forensic history. Evidence
from individuals shows that the service is successful in maintaining
people in community living, reducing hospital admissions and use of
emergency services and helping them to move forward in their lives.

Notes
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Might personal budgets and
Peer Support Workers have a
role to play in personalising
support in Dorset?
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Increasing the range of
support in the community
to promote
recovery and prevent
crisis

The importance of
Social Networks
Social isolation is a major problem for people experiencing mental health
challenges32. Too often it is social isolation that traps people in services:
other than family, if they have one, many people have no contacts
outside the mental health workers who visit them33. When someone is
discharged because their symptoms have been controlled, they lose
even the limited social contact provided by visits from a mental health
worker, thus increasing their isolation. It is often the lack of friends that
prevents people engaging in activities in the local community, and being
a part of that community - doing things like going bowling or to the gym
on your own can be very daunting!
Social isolation and exclusion from community life are extremely bad for
mental and physical health34. Lack of social relationships is a major risk
factor for physical health. Many research studies show a strong
relationship between social isolation and mortality: social isolation is
comparable with smoking and is worse than many well-established risk
factors such as obesity and inactivity35. There is also some evidence of a
relationship between social isolation and admission: lengthy and
repeated admissions were associated with smaller social networks36.
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/320509/buildingunderstanding-mainreport.pdf
33 Ford, R et al (1994) Developing case management for the long term mentally ill. Bulletin of the
Royal College of Psychiatry, 17, 409-411
34 Marmot, M. (2015) The Health Gap, London: Bloomsbury
35 http://journals.plos.org/plosmedicine/article?id=10.1371/journal.pmed.1000316
36 Holmes-Eber, P. and Riger, S. (1990) Hospitalisation and the composition of patients social networks.
Schizophrenia Bulletin, 16, 157
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Researchers at the International Centre for Life-course Studies in
Society and Health have demonstrated that social isolation is a key
trigger for mental illness and that supportive relationships with friends,
family and neighbours have beneficial effects on mental health and wellbeing37. This showed that small scale funding for community
organisations can have a major impact. This means that, as well as
thinking about clinical support inputs for people who experience mental
health crises, it is also important to think about the role services can play
in fostering social relationships and acting as a catalyst to the
development of social networks that can be protective against relapse
and facilitate recovery.
There are a number of examples of ways in which primary and
secondary mental health services have attempted to do this, for
example:
• In Phoenix Arizona, Circle of Friends provides members with a
range of opportunities to get together and engage in activities in
the community38. Coordinated by a Peer Support Worker from the
local mental health service, it offers an extensive range of activities
such as bowling and baseball matches39. It therefore provides
people with the opportunity to create new friendships, build support
networks, and gain peer support to access a wide range of
community resources/supports to help further their own recovery.
Circle of Friends also provides activities and events designed
specifically for young adults.
Although Circle of Friends does not provide transport, other similar
initiatives have made arrangements for helping people to come to
events, for example, setting up arrangements for a peer (someone
else who is attending) to travel with someone who is having
difficulties, use of volunteers (who may be peers) to act as ‘travel
buddies’, use of Personal Budgets to provide transport, etc.

• In South West London the Trust has provided a small amount of
resource to facilitate the development of Prosper40: a self-directed
http://www.esrc.ac.uk/_images/ESRC_Evidence_Briefing_Mental_health_social_rel_tcm8-26243.pdf
http://riinternational.com/our-services/arizona/circle-of-friends/
39 http://www.recoveryinnovations.org/riaz/documents/COFMARCH2013.pdf
40 http://www.prospernetwork.co.uk/
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community of serviceusers and service user groups that
recognises not only the importance of social networks, but also the
value of peer support in enabling people to support each other to
build their own personal resilience and gain greater control over
their lives. Prosper enables people to do things for each other and
increases the provision of peer-led alternatives and mutual support
groups41.

• In South West Yorkshire the Trust has supported the creation of
Creative Minds42. The Trust develops community partnerships
with a range of different local community organisations and cofunds creative projects across their localities. 130 creative
projects in 95 voluntary, third sector, not-for-profit organisations
and other community groups deliver creative, spiritual, sporting
and environmentally based activities to more than 3,000 people43.
This programme won the 2015 Patient Experience Network
National Strengthening the
Foundations award and the 2014 Health Service Journal
Compassionate Patient Care award44.
• City and Hackney Clinical Commissioning Group have developed a
primary care Social Prescription and Community Referral
service45. A non-statutory organisation has been commissioned
to provide a social prescription assessment service in 18 surgeries
to which GPs can refer socially isolated people with mental health
problems. This service explores people’s interest, needs and
aspirations and refers them to a range of community activities.
Other initiatives have been more informal, like a service introducing
people with similar interests to each other and assisting groups pf
http://www.emeraldinsight.com/doi/pdfplus/10.1108/MHSI-08-2014-0026
http://www.creativemindsproject.org.uk/
43 http://www.emeraldinsight.com/doi/abs/10.1108/MHSI-12-2014-0041
44 http://www.southwestyorkshire.nhs.uk/quality-innovation/creative-minds/award-winning/
45
http://www.health.org.uk/programmes/shine-2014/projects/commissioning-pilot-primary-care-socialprescriptioncommunity
41
42
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people with similar interests to organise opportunities to get together.
Personal budgets may be of value to support this.
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The importance of
work

Most people who experience mental health problems would like to be
able to work, yet it remains the case that the vast majority do not have
access to the support they need to gain and sustain employment.
Around 28% of people with mental health problems are employed,
compared to around 70% of the general population, but among those
with more serious mental health challenges, only around 8% are in
employment46. This is important because appropriate employment
appropriate reduces symptoms and the likelihood of relapse and suicide
as well as improving well-being and quality of life.
Employment provides meaning and purpose in life, status and identity
and social contacts. It also helps lift people out of poverty and links
people to their communities, and is good for physical health.
Unemployment increases the risk of many physical health problems and
premature death47. There is now a wealth of evidence that, with the
appropriate help and support – Individual Placement and Support (IPS)
evidence based supported employment – around 60% of people with
serious mental health problems, can gain and sustain employment48.
IPS does not only enable people to gain jobs, but also to sustain them
and reduces the need for admission and use of mental health
46

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/265388/Mental_Health_Dashb
oard.pdf
47

http://www.rcpsych.ac.uk/usefulresources/workandmentalhealth/clinician/workisakeyclinicaloutco
me/importanceofemploym
ent.aspx
https://www.gov.uk/government/publications/betteremployment-support-for-people-with-a-mental-healthcondition
48 http://www.centreformentalhealth.org.uk/individual-placement-and-support
http://www.centreformentalhealth.org.uk/briefing-37-doing
40

services4950. NICE Quality statements for people with a diagnosis of
psychosis and schizophrenia and bipolar disorder51 make it clear that
people should have access to IPS, yet despite these recommendations
and the extensive evidence base, such support is currently available to
only a small proportion of those who need it.

Notes

http://www.lancet.com/journals/lancet/article/PIIS0140-6736%2807%2961516-5/abstract
http://ajp.psychiatryonline.org/doi/abs/10.1176/appi.ajp.2014.13070857?url_ver=Z39.8850 &rfr_id=ori%3Arid%3Acrossref.org&rfr_dat=cr_pub%3Dpubmed
51 https://www.nice.org.uk/guidance/qs80/chapter/Quality-statement-5-Supported-employment-programmes
http://www.nice.org.uk/guidance/qs95/chapter/quality-statement-8-supported-employment-programmes
49
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Access –
getting
help:
A final note
on
pathways
Whatever the range of services offered, it is critical that people can
access these easily and quickly when they need them – not just in fullblown crisis, but when there are signs that a crisis is looming: early
intervention can reduce both service usage and disruption to people’s
lives and wellbeing.
Often pathways into services have been confusing with multiple different
teams each with their own access points taking their own referrals. For
this reason, many services have developed a ‘Single Point of Access’ for
all referrals52. These have been successful and cost-efficient. However,
it is important to ensure that there is ‘no-wrongdoor’: whether a person
self-refers, or goes to their GP, a voluntary sector or community
organisation, A&E or a local pharmacist they can still get to the single
point of access.
Typically services assume linear pathways:
assessment – diagnosis – treatment –
discharge. Many mental health problems
fluctuate meaning that people need to be able to
move into and out of services when their
problems wax and wane. Therefore pathways need to be circular and

52

See
for
example
http://www.nhsiq.nhs.uk/media/2635697/ltc_case_study_single_point_of_referral_hertfordshirepartner
ship.pdf
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personalised. People are different - different influences, networks,
cultures and beliefs, risk factors, preferences53 so personalising access, especially for people
with longer term challenges, may be important.
Too often people are reluctant to leave services
because they know they cannot easily get back
to the person they trust and who knows them
without a tortuous journey of having to go back
to their GP who refers to the single point of
access, where they are assessed before they
can be referred on to the team that knows them. Clinicians may also be
reluctant to discharge people when they are doing well if their
experience shows that in the coming months they will need specialist
help again.
Some teams provide such opportunities ‘unofficially’ when people who
they have known well call for help, and it can be very efficient: if a team
or clinician knows a person well then they can often offer advice more
quickly. For example, in the 1980s, the Maudsley Hospital’s ‘District
Services Centre’ for local people with long term mental health
challenges kept a register of ‘support patients’: people who had used the
service and who could return if their problems recurred. Often this took
the form of a single phone call or visit to deal with a problem or avert a
crisis, but at other times the person required a period of more intensive
support or referral to another service. If, after a number of years, the
person had not re-accessed the service, their position was reviewed.
It may be desirable, therefore, to complement a Single Point of Access
for people new to services (and those who have been out of contact for
a long period of time) with the possibility of someone who has received
treatment from a clinical team being able to recontact and return to the
team and people who they know and who know them if their problems
recur. This could be achieved as part of a discharge plan, agreed with
all parties, that detailed warning signs, or trigger events, and who the
person should contact if these happen. This would allow the possibility
of early intervention – before problems escalated to crisis pitch. If
people with ongoing mental health challenges know that they can easily
get help from the clinicians/team who know them then they are likely to
be more willing to leave services when things are on an even keel.
53

http://www.slideshare.net/AlainvanGool/2015-1126-neuroinformatics-and-personalized-health-caresymposium-nijmegenalain-van-gool
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How can we improve access to
services in Dorset
• For people who are new to the
service?
• For people returning to the
service?
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Supporting people in Dorset to lead healthier lives
1.

Introduction

1.1

This brief paper provides an overview of the locations and services that have been visited by members
of the Clinical Commissioning Group and Dorset HealthCare University NHS Foundation Trust as part
of the ACP Benchmarking activity.

1.2

The visits were arranged because nationally these areas were being flagged for their innovation and
service redesigns and good practice in mental health. The sites were chosen because they were
making service changes but also the areas were all been broadly comparable with Dorset in relation to
the mix of conurbation and rurality and size of the population covered.

Table 1: Sunderland Synopsis
Location of Service
Being
Benchmarked

Sunderland

Date Visited

2 October 2014

Report Authors

EH and KFS

NHS Provider and
Rating

Northumberland, Tyne and Wear

Scope of the visit

The visit was arranged because the Northumberland Tyne and Weir Trust has just
reviewed MH services and care pathways.
The visit encompassed meetings with:
• Provider staff who deliver the CRHT and manage patients’ entry into MH
services
• CRHT and triage staff
• Clinicians and service managers who led the review and reconfiguration of
services – we ‘walked the wall’
• Commissioners of MH services

Benchmarking Synopses

Questions
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What is the size and demographic of the local population?
Northumberland Tyne and Weir has a population of 1.4 million and a mix of rural
and urban areas. The area we visited in Sunderland had a population of 4.5 million
with a mix of urban and rural areas.
What is the demand for services?
Figures based on data from Goldberg and Huxley (1992) would suggest for
Northumberland the number of adults per year under 65 years expected to have a
diagnosed mental illness would be approximately 20,000. An estimated 4,755 would
be known to specialist mental health services, with nearly 1,200 admitted to
psychiatric hospital per year.
What services are included in the Acute Care Pathway?
•
•
•
•
•
•
•

PICU
In Patient treatment and assessment wards
CRHT
Triage
Psych liaison
Digital dictation
Access to all the other mental health provision in the pathway through the

Benchmarking Synopses
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single point of access
What does the Acute Care Pathway cost (total and by service)?
The budget for MH services across the Trust was £50 million but don’t at this point have costs for
Sunderland.
We are awaiting information about the budget and detail about how they funded any change.
Compliance with NICE and other Guidance on the delivery of MH Acute Care pathways?
In 2009 the trust received a very poor CQC report about the quality of the MH services and there was clear
acknowledgement that services needed to change and the quality be improved. This report led to the full
review of MH services and care pathways.
Service Review and redesign
The review of services was done in collaboration between the MH Trust and Commissioners.
There was full consultation and engagement and the changes that occurred happened because patients said
what they wanted from MH services when there were in crisis.
The review highlighted key pressure points in the existing system that meant patients were delayed in terms
of accessing the right service at the right time.
The review led to significant changes to the front end and access to services. The key change were:
•
•

•
•
•
•
•
•

The creation of one access point to services, one phone number for the whole area with a fully staffed
call management system. This avoided confusion and made access easy for everyone who needed to
contact MH services.
A fully staff triage services was put in place to deal with anyone calling in. The triage role is challenging
because the staff team needs to be award of all services available, they need to be able to direct callers
to the right service, they need to be able to assess so that people in crisis are picked up and that no one
slips through the net. They also need to be able end calls skilfully
The CRHT is based in the same office as the triage service so that there is continuity when needed.
The CRHT is able to carry out planned and urgent work which gives clients choice about how they want
to be supported.
Crisis is defined by the patient and the services work with that to ensure that patients always feel that
they have had opportunity to discuss their situation and plan their treatment and support or other
options.
Digital dictation was introduced to enable clinicians and practitioners to spend time with patients with
an assurance that their assessments and care plans would be written up and be of good quality.
The changes to the entry in to the MH system ensured that patients were directed to the right service at
the right time and had choice and control over how they were supported.
As part of the review the Trust and Commissioners reviewed all the services in the pathway and at each
stage implemented changes that patients wanted for
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example patients wanted one initial assessment appointment rather than having
one appointment to see psychiatrist, one to get blood tests done etc. The
service changed the way they worked so that the patient has their assessment,
goes off for their blood tests and return to talk through their care plan.
Thoughts and
observations

Over all the service developments make a lot of sense and Dorset had wanted to
take this approach to make access to services much easier for patients.
Investing in the front end activity appeared to be crucial and this meant investing in
more administration time and in the digital dictation service. Both ensure that
clinician and practitioner time is given to patients rather than split doing patient and
administrative tasks.
There would possibly be a bed number challenge: the Tyne and Wear Trust has more
MH beds per head of population which means that they can use in patient provision
more readily and informally.
The Trust reviewed the whole system and created a pathway making sure that
patients know that they will be directed to the right service at the right time and
there is a review process at every stage to ensure that the patients’ treatment and
care remains right for them. All services and service specs were reviewed to reflect
change and development and described what each service provided.

Conclusions

The whole system review makes absolute sense and that the project should possible
develop to incorporate pathway approach once someone has come in to contact
with services

Table 2: Bradford Synopsis
Location of
Service Being
Benchmarked

Bradford

Date Visited

2 April 2015

Report Authors

EH

NHS Provider and
Rating

Bradford and District

Scope of the visit

The visit was arranged because Bradford has just reviewed MH services and care
pathways and implemented changes based on the model developed in Sunderland
and adapted it for the Bradford context.
The visit encompassed meetings with:
• Provider staff who deliver the CRHT and manage patients’ entry into MH
services
• CRHT and triage staff
• Clinicians and service managers who led the review and reconfiguration of
services
• Commissioners of MH services
• Staff from the consultancy company leading on work in the inpatient settings
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Questions
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What is the size and demographic of the local population?
Bradford has a population of 660,000. The latest population figures produced by the
Office for National Statistics (ONS) show that an estimated 526,400 people live in
Bradford District.

Benchmarking Synopses

Mental Health ACP Review

Appendix 10

What services are included in the Acute Care Pathway?
•
•
•
•
•
•

First response service
Home treatment
Electronic diary management system
PICU
In patient services
ICT for people with a personality disorder

What does the Acute Care Pathway cost (total and by service)?
Awaiting details from Bradford about costs and budget.
Compliance with NICE and other Guidance on the delivery of MH Acute Care pathways?
There were no compliance issues but there were pressures in the system that if left were unsustainable. For
example there was high used of out of area bed provision.
Service Review and redesign
The review of services was a collaboration between MH Trust and Commissioners with an advantage of joint
commissioning arrangements between health and local authority.
The review highlighted key pressure points in the existing system, particularly around the use of mental
health beds e.g. Bradford’s use of out of area beds. Patients had to travel when requiring a PICU bed. There
was also significant pressure on the crisis services.
The review focussed on patients’ experiences and this led to the development of the First Response
Steering group
The review led to significant changes to the front end and access to services. The key change were:
•
•
•

•
•
•
•

The Crisis and home treatment teams were split
The creation of a single point of access to services, including one phone number for the whole area with
a fully staffed call management system. This avoided confusion and made access easy for everyone who
needed to contact MH services.
A fully staffed triage services was put in place to deal with anyone calling in. The triage role is
challenging because the staff team needs to be aware of all services available, they need to be able to
direct callers to the right service, they need to be able to assess so that people in crisis are picked up
and that no one slips through the net. They also need to be able end calls skilfully.
In the triage services there was a decision to use tele coaches and fact finders and first responders to
sign post and support people who called into the crisis service.
The first responders are nurses who are able to carry out face to face or telephone assessments with a
view to ensuring that the patient is accessing the right service to meet their need
The Home Treatment Team (HTT) is based in the same office as the First Response service so that there
is continuity of care when needed
The HTT gate keeps all admissions to hospital and provides a step up, step down
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services that facilitate admissions and discharges.
The HTT is able to carry out planned and urgent work which gives clients choice
about how they want to be supported.
Crisis is defined by the patient and the services work with that to ensure that
patients always feel that they have had opportunity to discuss their situation and
plan their treatment and support or other options.
Fact finders and tele coaches and first responders added to ensure that people
accessing the service received the right i.e. the most beneficial in put at the right
time
The review led to a reshaping of the CMHTs. These services became aligned to the
GP Communities (equivalent to localities in Dorset CCG)
In patient services were reviewed by an independent company to look at
treatment and processes on the ward with a view to ensuring the admission is the
most beneficial for the patient

MH Provider Views There were no additional funds to redevelop the services and so some investment was
moved from inpatient services to develop the First Response Service.
Thoughts and
observations

Over all the service developments made a lot of sense in the context of high demand
and existing services being under some pressure which has a knock on effect on
patients.
Investing in the front end activity appeared to be crucial (echoed in the report about
Sunderland) and this meant investing in more administration time and in fact finders
and tele coaches. This approach enables the services to filter people in and out of the
services dependent in the assessed and triaged needs but of primary benefit is the fact
that people experiencing crisis of whatever type are listened to and filtered towards
the most appropriate service to support them.
The whole system approach was also necessary because of the impact of one service
on another.

Conclusions

In some ways the Bradford service review and changes fit the Dorset context
especially as the Clinical Service Review develops.

Table 3: Leeds survivor led crisis service synopsis
Location of
Service Being
Benchmarked

Leeds

Date Visited

20 November 2015 and 25 March 2016

Report Authors

KFS and EH

Third Sector
Organisation

Leeds Survivor Led Crisis Service (LSLCS)

Benchmarking Synopses

Scope of the visit
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The Mental Health ACP Review has visited various services and looked at various
models of care that will help to inform the modelling work in stage 3 of the project.
The first visit to the LSLCS was organised by the Dorset Mental Health Forum and the
second was a follow up visit to discuss some elements of the service in more depth.
The Leeds services is a service user led crisis service that operates outside of statutory
services but is signposted to by statutory services e.g. Crisis Home Treatment Teams
and when necessary the service refers to statutory services if a client needs a different
level of intervention.

The service was set and delivered by people who have lived experience of mental
illness. This is one of only a few services in the country that is delivered in this way
and with the workforce challenges in Dorset it is important to consider other options
that change the dynamic of the workforce.
The benefits of diversifying the workforce are more clinical time and more choice for
people who use services at the point of crisis and a real focus on people who are
experts because of their experience of MH conditions and services.
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What is the size and demographic of the local population?
Leeds is city with approximately 800,000 people and is the second largest city in the
UK. The west Yorkshire area has a population of approximately 1.8 Million.
The area is diverse and although 85% of people consider themselves as white the
ethnic mix consists of Black African and Afro Caribbean, Asian – Bangladeshi and India,
Arab including people from Afghanistan and Iran and Iraq and a number of others who
describe themselves as people of mixed race.
What is the demand for services?
•
•

•
•
•
•

The services started in 1999 and was funded by social services and then received
charitable status and currently has a mixed revenue
Modelled on services in California - Soteria Services which can be described as the
24 hour a day application of interpersonal phenomenological interventions by a
nonprofessional staff, usually without neuroleptic drug treatment, in the context
of a small, homelike, quiet, supportive, protective, and tolerant social
environment. The core practice of interpersonal phenomenology focuses on the
development of a nonintrusive, non-controlling but actively empathetic
relationship with the psychotic person without having to do anything explicitly
therapeutic or controlling. In shorthand, it can be characterized as “being with,”
“standing by attentively,”
The service initially was based in one property and now has two properties a
telephone crisis line and a bereavement service
It is now funded through a mix of charitable donation and money from the NHS
and Leeds City Council
The service is open to people who say they are experiencing mental health crisis
People self-present/refer and if accepted can check into the house for social
contact, space, de-escalation and one to one support as needed

What does the service cost?
The cost of the service is £740k per annum and is funded by the CCG and the Local
Authority.
The service cost benefit evaluation suggests that for every £1 invested in the service
there is a social return on investment of £4-7. The full cost benefit analysis is based
on a range of benefits and not just based on the cost of crisis intervention and bed day
costs.
Service Building based services – Dial House and Touchstone House
The service is a charity and has a board of Trustees: 50% plus two have to be people
who have lived experience of mental ill health. People who work or volunteer have to
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have lived experience of mental illness but also need to have worked or experience of
working in mental health services or business so that the staff team is experienced
enough to develop the business model whilst not losing its core ethos.
Most people who work are also counsellors, mostly person centred but some other
training backgrounds included. Ethos based on Rogererian principles that people
innately make good decisions about themselves. Most of the counselling work is
Integrative Counselling because dissociating is a very big part of their work.
The service has two properties one specifically targeting BME and LGBT and other
marginalised groups. Touchstone House specialises in BME groups.
The staff team works across both sites because this enables the team to be skilled in
all areas of the service provision.
Dial House in Leeds has no rent to pay because of the lease arrangement between
NHS and the City Council.
The service is primarily funded through the NHS and charitable donation and operates
five nights per week.
The service receives about 20 requests per night but can only take 15 per night. The
service never turns down a request to first time callers and to callers that the service
has not seen for a time.
Most of the work focusses on self-harm or suicidal ideation. Approximately 60-68% of
people calling in to the services have experienced sexual abuse and have unresolved
trauma which statutory services are not set up to manage. Approximately 60% of the
people using the service are women but in the other service where BME groups are
supported: they are also noting that men from the middle east are attending who
have experience significant emotional and sexual trauma whilst prisoners is their
place of origin
Approximately 30% calls are from people describing themselves as LGBT.
The service pays for taxis for people accessing the service which costs approximately
£50k per year. This was a pragmatic response to keeping people safe. They looked at
other ways of doing this e.g. buying a vehicle but the option they work now is the best
fit.
The service has very little contact with statutory services but statutory services are the
largest signposter to the service and over the years a level of trust has been
developed.
The telephone support service
Helpline is available by phone and email and is going to be accessible to people who
are deaf.
The serviced operates four nights per week between 6:00pm and 10:30pm and is
delivered by one paid member of staff and a bank of volunteers between 1 and four
volunteers per night. The peak time for calls at present is between 6pm-8pm. The
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demand is possibly linked to the times that most statutory services finish for the day.
The service manages between 5-10 calls a night’
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The service has a bank of approximately 40 volunteers and volunteers can get a reference after 6 months
which enable people to move to paid employment
The helpline service is also available online and has an on line messenger service.
The service is clear about what is offered to that people don’t have un realistic expectations of what can be
given
Group work at the services
Group work at dial house was initially focussed on social isolation. The My Time group helped to reach out
to certain groups that outreach wasn't helping.
Visitors can help out as much or little as possible - facilitator training is part of the service. All groups are
facilitated by staff member who has often been a visitor and been promoted to a member of staff through
training and support.
The groups see between 40 and 50 people per week and there are a range of supported groups covering a
range of subjects but very much driven by what visitors say they need.
Meals can be cooked at the services and paid for by donation by the visitors or group attendees.
Staff support
Regular debrief sessions during shifts as well as a monthly session
Monthly reflective practice sessions
All staff receive regular and ongoing training
Service users views
A visitor told us that if she is declined for a visit there is the helpline and this gives her confidence.
They also told us that when visitors arrive they are offered:
•
•
•
•
•
•
•
•

One to one support for up to 1 hour
Social time
Focus on enabling de-escalation
A home away from home
Calm and safe for a couple of hours where the attitude is completely different to statutory services
Safe space where people are able to take control of themselves again
Liaison with services but only if visitor wants this unless safeguarding is required
Support at CPAs

We were told that most people who attend have been labelled with a personality disorder rather than being
identified as someone experiencing unresolved trauma.
The service was really clear in their view about this and said that most people using the services were
people with trauma in their history – their personalities are not disordered.
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One visitor told us about the on line support and that it provides online anonymity
which means that they are able to state things that in a face to face session would be
difficult - expressing on phone can cause the need to break confidentiality if it's taken
in a certain way –anonymity is good.
Other visitor comments are:
•
•
•

Thoughts and
observations

I work in supermarket but can feel alone despite speaking to people all day
and calling in to the service really helps by letting me know I exist.
The service lets me be in the moment - it's not about 2 weeks earlier unlike
the crisis team that always refers to history and not the current experience.
It doesn't matter what the staff members’ lived experience is but you know
that they have had an experience and that is important.

Over all the service made a lot of sense in the context of high demand from and
existing services being under some pressure because they are generally less good at
providing support for people who have been diagnosed (or not) with trauma and
personality related issues.
The ethos of the service enabled people to resolve their own crisis as defined by them
in a safe way that empowered rather than controlled.
For statutory services this model may be a challenge because the approach to risk and
the management thereof is much more controlled and controlling
In terms of cost it seems to make good economic sense to invest in alternatives that
work for people who otherwise would have to be intensively supported because of
the risk factors. It also makes sense not to use clinicians’ time if not absolutely
necessary.
Trust in the services has developed over time and this is important to consider if
Dorset service users feel they would benefit from this type of service.
There was heavy reliance on volunteers and although there are some benefits related
to user expectations etc the risks are that the service could be unreliable and
inconsistent and perhaps not robust enough at all times to meet the demand.

Conclusions

We were impressed with the service, the ethos and the real alternative to medical
models of care with some caveats particularly related to the reliance on volunteer
workforce.

Table 4: Aldershot Crisis Café Synopsis
Location of
Service Being
Benchmarked

Aldershot

Date Visited

20 November 2015 and 25 March 2016

Report Authors

KFS and EH
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NHS and third
sector
organisations
collaborating

NHS Crisis resolution Home Treatment Team and two third sector providers deliver the
crisis service.

Scope of the visit

The crisis café in Aldershot was gathering a reputation for helping prevent people who
experience serious mental illness from presenting to emergency departments when in
crisis. Nationally it was being flagged as an example of good practice in mental health
crisis management.
Dorset is in a similar position in terms of a lot of people using emergency departments
or being detained under sec 136 etc.

Questions

What is the size and demographic of the local population?
Aldershot has a population size of approximately 200,000.
What is the demand for services?
The service was set up as a pilot to see whether this type of provision can support
people experiencing mental health crisis and help them to reduce their need of more
acute mental health care.
What does the service cost?
The service costs approximately £230,000 per annum.
•
•

•
•
•
•
•
•

The service is based in an information resource centre open which delivers
different services in the day time
It utilises an already functioning site and brings mental health NHS clinicians
together with two third sector organisations working in mental health, these
organisations bring additional and non-clinical support from peer support e.g.
people who have lived experience
The Crisis café opens in the evening 18:00-11:00pm and opens seven days a week
The service sees approximately 259 people per month and 48.6 use the service
state that they use it instead of attending at an emergency department.
62% of users stated that they used it for maintaining wellbeing.
People under the influence of drugs and/or alcohol are not allowed to use the
service
Further testing is required to assess the impact on other MH services such as crisis
response, OOH and inpatient usage to accurately reflect cost savings in this area
The café set up is staffed by peer support workers and the senior practitioner from
the crisis team in Aldershot this mix enables people to have the least intrusive
level of support but also enable people to access clinical support and intervention
if needed for example the service has coordinated MH Act Assessments for
customers when necessary
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Over all the service made a lot of sense in the context of high levels of crisis demand
and existing services being under pressure. It makes sense to have an alternative to
A&E for individuals but also for the police or ambulance crews when and emergency
department is not necessary but often is a default position.
The service provides space that enables people to manage or resolve their own crisis
as defined by them in a safe way with a range of clinical and peer worker support
interventions.
In terms of cost it seems to make good economic sense to invest in alternatives
enables people to manage their own crisis and logic suggests that this should have a
long term benefit on acute service because people are being supported, in a way that
suits them and it happens before crisis escalates.

Conclusions

We were impressed with the service, the ethos and the real alternative to help people
to manage their own mental health challenges wherever possible.
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Mental Health Acute Care Pathway Coproduction Group Attendees
The Coproduction workshops were made up of three different groups from a mix of the organisations listed
below. All groups had a slightly different remit but were integral to the model development work.
Group 1 The Coproduction Group (CPG) was made up of heads of service, service managers and decision
makers in the various organisations and they worked alongside service user and carer representatives. The
CPG makes recommendations to the project board.
Group 2 The Urban Rural Groups were made up of the CPG member plus other people either working in
services or using services as a client or as a carer for someone who uses services. These groups were larger
with a bigger mix of interested parties. The Urban Rural Groups developed the models and tested them
out and challenged the concepts in the context of their situations either working in or using services.
Group 3 The Crosscheck Groups were made up of people who use services or carers. The Cross Check
Group’s role was to challenge the work of the CPG and Urban Rural Groups to ensure that all potential
models of care delivers what people need.
All the groups had attendees from one or more of the organisations listed below. Workshop
Attendees
Coproduction Group (CPG) Attendee (organisations represented)
Dorset Clinical Commissioning Group
Service user and carer representatives
Dorset HeatlhCare University Foundation Trust
Bournemouth Borough Council
Dorset County Council
Borough of Poole
Dorset Mental Health Forum
Rethink Mental Illness
South West Ambulance Service Foundation Trust
Dorset Police
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Dorset Mental Health Acute Care Pathway Review Stage
3 Model Development Problem statements and
objectives
Area

Consistency

Problem

There are significant differences in the level, scope and style of services across the
county.
•
•
•
•
•

Some of these differences may be appropriate, if they reflect the different
needs of different localities (for example, urban/rural populations)
Other differences are due to historical factors or have emerged as services have
evolved in different ways
The data and needs analysis, demand and capacity suggest that there is a
mismatch between need and resources across localities
The increased focus on integrating services is also challenging because of the
number of organisations involved and different operational and commissioning
approaches
Some of the inconsistency is due to different IT systems and IT management
approaches

How do we
know this is a
problem?

•
•
•
•

Why does it
matter?

The impact of inconsistency is that:
•
•
•
•

Stage 1. Data analysis from of project
Stage 2. Feedback from view-seeking
Benchmarking by DHC and Dorset CCG
Experience of Local Authorities

Resources are not targeted at areas of greatest need
People moving from one area of Dorset to another may find that they can no
longer access the same services as before
Quality standards cannot be met in a consistent way
There is an inequity of provision and care across the area.
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•

Objectives

•
•
•
•
•

To develop a consistent acute MH care pathway across Dorset where
people using services will know what to expect from each service
To define the range of skills that will be available at each level of service
Ensure that this is in place consistently across Dorset
Acknowledging that operating models might differ e.g. rural service may be
different to urban
To ensure that consistent service e.g. waiting time or performance targets
and patient outcomes are delivered in all geographical areas of Dorset
To ensure that IT and other systems are in place and accessible and allow
staff to give time and attention to patients that enables people where
possible to tell their story only once in the way they want to tell it.

Area

Accessibility

Problem

Across Dorset, people are finding it hard to access services that can help them. The
problems of access include:
•
•
•
•
•
•
•

Lack of information/knowledge about what services are available across Dorset
Inappropriate or delayed referrals from first contact to appropriate support
People unable to access the right level of support at the right time
Difficulties accessing services out-of-hours e.g. end of afternoon shifts
Inability to access inpatient beds when needed and access them in the least
restrictive way which leads to over use of the MH Act and formal admissions
High demand on certain services means they become less accessible e.g. CMHT
where there are high levels of psychotic illness which possibly excludes people with
depressive illness because of the capacity of the team
There are gaps in service provision specifically for people who are diagnosed with a
personality disorder and or dual diagnosis

How do we
know
this is a
problem?

•
•
•
•
•

Why does
it matter?

Impact of Accessibility issues are that:
•
•
•

Stage 1 Data and needs analysis
Stage 2 Feedback from the view seeking
Problems experienced by social services
Independent review services by Dorset HealthCare
Contract monitoring information e.g. contract reports re the use of mental health
act

People do not always receive the support and care that they feel they need
Delayed access to services can lead to deteriorating mental health
Placements out of county are a bad experience for the individual and cause
problems for social services
Use of the MH act is stigmatising and should be used only as a last resort
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Objectives •
•
•
•
•
•
•

Ensure better access to prevention, self-management, support services that reduce
need for in-patient care
Ensure sufficient inpatient provision to meet the need of the population
Ensure access to effective treatment and therapies where appropriate
To ensure that comprehensive and accurate information about services is available
to all in an accessible way
To ensure that there is an easy and effective process for referral to all mental health
services across Dorset
To develop a broad range of services that are available on a 24:7 basis so that
people can access support when needed especially when they are experiencing a
crisis
To develop services to address specific gaps in provision

Area

Community Facing

Problem

There is a disengagement of local communities from mental health issues.
•
•
•
•

How do we
know
this is a
problem?

•
•
•
•

People with mental health problems are not being supported to help them engage
in social / community activities despite widespread acknowledgement of the value
of social activity and contact in relation to mental health recovery and wellbeing.
Existing health services are not always proactive in relation to assisting people to
access community resources, which may be due to pressures on time and/or having
the necessary skills and knowledge.
There is a lack of understanding about mental health issues generally which would
be improved if there was a greater community focus for services.
The local community has many assets that people with mental health concerns
could access. However there are some issues that make this difficult. Some are
related to stigma and lack of understanding about mental health in the community
but also we generally lack of awareness about the assets that are available in local
areas across Dorset
Stage 2 View seeking
Anecdotal information from people who use services / who work in services
Local contract monitoring in relation to employment and settled housing
Evidence from elsewhere demonstrates the value of community engagement in
enabling people to recover
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Why does
it matter?

The impact of lack of access to community resources is that:
•
•
•
•

Objectives •
•
•

People with mental health needs can remain socially isolated
Recovery outcomes are likely to be less well met where there is social isolation
Sustained or increased stigma in relation to mental health if people who experience
mental health needs feel unable to use local community resources
Increasing understanding and awareness of mental well-being and reducing stigma
in general
Ensure that people who use services are able to engage in community/social
activities as part of their recovery plan
To achieve increased understanding of mental health issues amongst the general
population
Develop partnerships with the third sector to ensure access to community
resources

Area

Style / Culture

Problem

The style of service provision (in both health and social care) does always not lend
itself to person centred recovery-focused approach.
In the development of the a person centred recovery focussed MH Acute Care Pathway
there are several things that could underpin a recovery model, for example:
•
•
•
•
•

How do we
know
this is a
problem?

Take a “person-centred” approach in everything services are set up to do
Move from “task focus” to “outcome focus”
Move from an “interventions” basis to “improving lives” with the use of evidence
based intervention when right for the person
Shift from a professional definition of crisis to the individual’s definition
Move away from the emphasis on “eligibility criteria” towards more open access to
services for those who feel they need help

•
Stage 2 View seeking
•
Feedback from members of CPG and others involved in the ACP Project
•
Comparison with services elsewhere
•
High admission rates and use of Mental Health Act indicate that support and
interventions are not available early enough to prevent mental state deterioration
Complaint issues reported in the contract monitoring about access to crisis
teams
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Why does
it matter?

If the future service is going to support recovery through a set of person centred
principles, a shift in style and culture will be needed. The impact of not changing is that:
•
•
•
•
•
•

Objectives •
•
•
•

Dorset continues to provide service led provision
Continues to rely on hospital admissions and the mental health act
People continue to rely on services without realising their own potential and
capacity to live the life they want to live
People continue to feel frustrated at not having access to the right support at the
right time and in the right place to meet their needs
Parity of esteem is not achieved
Dorset CCG fails to achieve the goal of delivering person centred recovery focussed
service
Ensure that the success of services is measured in terms of
The achievement of personal goals set by the individual service user and recorded
in all care plans
The achievement of outcomes reflected in commissioning model (e.g. increased
employment of service users, reduced length of inpatient stay; improved
satisfaction with services, increased staff satisfaction).
To ensure appropriate referral to Mental Health act assessments
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ACP Review Risk Log
Stage 4 Public Consultation and Outline Business Case Sign off

Risk Description

Probability Impact

Last
Updated
Dec 2016

Stage

Owner

Status

H

Raised Date
by
Raised
KFS
Oct 2016

1

Delay in CSR
Consultation

M

2

Delays in the ACP
consultation work
streams could cause
delays to the
consultation time
frames

3

4

Stage 4

EH

M

H

KFS

Oct 2016

Feb 2017

Stage 4

EH

Campaign groups
having negative
impact on the
consultation

M

M

KFS

Oct 2016

Mar 2017

Stage 4

EH

Closed CSR consultation. Project continued
to time. Ongoing links with the
transformation team managing
interfaces. Project time scales
adjusted to match CSR timings.
Closed Maintain strong project controls to
ascertain progress of each element
of preparation for consultation.
Worked with CSR and ensured good
alignment with the CSR processes.
Worked with providers and other
teams to ensure on track and on
time delivery.
Closed Continue to engage with anyone
who has an interest in the project
Maintain the open approach to
discussion about the project and
the proposed plans. Although there
was negative campaigning it did not
impact on the outcomes of the
consultation which supported the
preferred option

Local Authorities
continue to take
resources out of
mental health services

H

H

KFS

Mar 2017

July 2017

Stage 4

EH

Open

Mitigating Action

Seek confirmation about intentions
related to MH services across the
county and escalate any concerns
through the STP about the impact
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on MH provision

6

7

8
9

Project team members H
having competing
priorities which could
have an negative
impact on the delivery
of the OBC in the
agreed timeframes

H

KFS

April 2017

July 2017

Stage 4

EH

Open

Develop strong project controls and
maintain pressure to achieve
deadlines agreed. Escalate any
issues related to competing
demands that threaten the delivery
of the OBC

Finances for the OBC
not approved

M

H

KFS

June 2017

July 2017

Stage 4

EH

Open

Maintain tight project controls and
highlight any financial issues and
escalate where required as soon as
possible to enable the risks to be
mitigated.

Team resilience is
threatened as project
team is small and the
work relentless. Key
people responsible for
the deliverables are
stretched.

H

H

KFS

July 2017

July 2017

Stage 4

EH

Open

Ensure that support and humour
within the team is maintained.
Ensure that senior people are
aware of the potential risks. Ensure
that regardless of the pressure the
team members take care of
themselves in order to meet the
key delivery dates.

5
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Impact
ID

Risk Description

Probability

Raised Date
by
Raised

Service users and carers
do not engage in review

M

H

KFS

10/06/2015

Insufficient engagement
and communications
evidence to satisfy
statutory duties.

L

H

DB

H

H

EH

Last
Updated

Stage

Owner

Status

8/10/2015

Stage 2
and 3

KFS

closed

10/06/2015

8/10/2015

Stage 2

DB

Closed

10/06/2015

Stage 2
8/10/2015 onwards KFS

Media fail to report a
balanced view. Potential
for the media to create a
negative climate

Open

Mitigating Action
Develop a programme of
engagement where people feel
listened to and valued in relation to
the views.
Prepare a detailed action plan per
phase. Request DHUFT support for
staff engagement through project
team. Additional engagement and
communication support for stage 2.
Access to stakeholders through local
networks. Use CCG Stakeholder
Development Officer to help find
appropriate audiences.
Provide positive, accurate and
balanced press releases with
supporting material. Include local
people and demonstrate their
involvement and input. Visibly
clinical lead.
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Dorset Mental Health Acute Care Pathway Project
Notes from the Shortlisting Workshops held on 21st July 2016 and 16 September 2016
1.

INTRODUCTION
The Co-Production Group (CPG) of the Dorset Mental Health Acute Care Pathway to identify a shortlist of options for implementing the new
vision for mental health care. This was carried out in two workshops one on the 21 July 2016 and the other on the 16 th July 2016. This paper
describes the process used and sets out the conclusions that were reached.

2.

PROCESS
There were 34 participants at the workshop on the 21 July and 26 participants on the 16 th September. A table showing the organisations
represented at both sessions is seen in Appendix A.
In both workshops the process used was an “Options Framework” approach, as recommended in the best practice guidance for Business Cases
promoted by HM Treasury (the “Five Case Model”). The options framework helps groups identify what choices are potentially open to them,
then make those choices with clear reference back to the objectives of the project and the important “success factors” which have also been
defined.

3.

OBJECTIVES AND CSFS
The Project Objectives were defined early in the project and are set out in detail at Appendix B. They can be summarised as:
•
•
•

Achieve Consistency – ensure consistency of provision and access and care
Improve Accessibility – ensure that services are accessible wherever you live in Dorset
Community Facing – ensure that services are community facing and that local community assets are fully utilised
ensure that the style and culture of the service delivery is person-centred and recovery-focused.

Style / Culture –
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In addition, the CPG previously identified factors that would be crucial to the success of any option for example, affordability and achievability.
These are set out in detail at Appendix C. They are that options must be:
•
•
•
•
•
•
4.

Implementable
Sustainable and Safe
Affordable
Acceptable
Based on best practice
Delivering a better experience.

DIMENSIONS OF CHOICE
The new service vision is clear in terms of the key elements of service which are proposed and how they might work together. However, there
are a number of options about how this vision might be realised in practice. In particular, decisions need to be made on the following
dimensions:
•
•

•

The number and location of “Retreats” to be provided
The operating hours of the new “Connection” service (which will enhance the existing Crisis Line) The balance of investment in other
services, particularly Recovery Beds and Community Front Rooms The pace of implementation of the changes once approvals have
been achieved.
The number and location of inpatient beds.

Each of these dimensions of choice is explained in more detail below.
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4.1

Number of Retreats
The development of Retreats is a key part of the proposed new vision. For a Retreat to be viable, it would need to serve a critical mass of
population. Analysis suggests that there are two areas in Dorset where there is sufficient concentration of population to make this feasible:
the Bournemouth/Poole conurbation and the Weymouth/Dorchester area. The choices open are, to have just one Retreat (in
Bournemouth/Poole, Weymouth or Dorchester); or to have two Retreats (one in the east in either Bournemouth/Poole and one in the west,
either Weymouth or Dorchester). A three retreat option was ruled out because it would be unaffordable.
Number of Retreats: Options
1

One:
Bournemouth
/Poole
One retreat,
No retreats. located in the
Bournemouth/
Services as
Poole area.
now.
Assumed to be
open 16:00-24:00
Mon to Thurs and
18:00-02:00 FriSunday.
“Connections” operating hours
Existing No
Retreats

4.2

2

3

4

One:
Weymouth

One:
Dorchester

One retreat,
located in the
Weymouth area.
Assumed to be
open 16:00-24:00
Mon to Thurs and
18:00-02:00 FriSunday

One retreat,
located in the
Dorchester area.
Assumed to be
open 16:00-24:00
Mon to Thurs and
18:00-02:00 FriSunday

5

6

Two:
Bournemouth/Poole
Weymouth
Two retreats.
One to be in the
Bournemouth/Poole
The other to be in the
Weymouth area assumed
to be open 16:00-24:00
Mon to Thurs and
18:0002:00 Fri- Sunday

Two:
Bournemouth/Poole
Dorchester
Two retreats.
One to be in the
Bournemouth/Poole area.
The other to be in the
Dorchester area assumed
to be open 16:00-24:00
Mon to Thurs and
18:0002:00 Fri- Sunday

The telephone Connections service is a crucial part of the proposed new vision (as described at Section 2.5). This is an enhancement of the
existing Crisis Line service. The Crisis Line will continue and there will be additional staff cover the peak times. The Connection service will

Annex 2

provide a telephone support service for people in crisis, or their carers or people working in mental health or other service professions such
and police and ambulance. The aim will be to support people to manage their own crisis as defined by them. People will be able to call in and
talk through their situation with a mental health practitioner or peer support worker.
The choices open relate to the operating hours for this enhanced service. It could, of course, operate on a 24/7 basis alternatively it could
operate on a more restricted basis, targeted at the times of day when demand for the service is highest. Analysis of existing activity suggests
that the greatest need for such a service is between 6pm and 2am each day. There are relatively few crisis calls after 2am; and relatively few
during the daytime hours because the community mental health teams (although staffing during daytime hours is, of course, less costly).
The choices which explored test a 24/7 offering; an offering just for “peak” hours; an “overnight” offering; and a daytime (plus peak) offering.
Connections Operating Hours: Options
1

2

3

4

5

Existing
No connection
service

24/7

Peak
18:00 – 02:00

"Overnight"
18:00 – 09:00

"Daytime + Peak"
10.30am – 02:00

No Connection
service.

Crisis Line continues 24:7.

Crisis Line continues 24:7.

Crisis Line continues 24:7.

Crisis Line continues 24:7.

In addition, there will be
staff available on the Crisis
Line number 24/7 to provide
the enhanced Connections
service.

In addition, there will be
staff available on the Crisis
Line number between 18:00
and 02:00 every night to
provide the enhanced
Connections service.

In addition, there will be
staff available on the Crisis
Line number between 18:00
and 09:00 every night to
provide the enhanced
Connections service.

In addition, there will be
staff available on the Crisis
Line number between
10.30am and 02:00 every
day to provide the enhanced
Connections service.

A service as now –
that is, Crisis Line
continues as now.
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4.3

Recovery Beds and Community Front Rooms
In addition to the Retreats and Connections service discussed above, the new vision for care will be enhanced by other services. These services
are likely to be delivered through third sector, volunteer and community focused organisations, helping establish a different style of provision
and care. The key elements here will be Recovery Beds and Community Front Rooms.
There are already seven Recovery Beds within Dorset (all in Weymouth). There is an opportunity as these are re-commissioned to enhance
their place in the pathway, use them more effectively, and ideally distribute them to the east and west of the country rather than having
them all located in one place.
The resources available for these services are the £350k that is currently supporting the seven Recovery Beds; plus new funding of £300k which
the CCG has obtained provided to achieve “Parity of Esteem”. This means there is a total of £650k available to invest in some combination of
Recovery Beds and Community Front Rooms.
The choices open relate to the balance to be struck in allocating these resources – how much towards Recovery Beds and how much towards
Community Front Rooms. Two “extreme” options were explored (all Recovery Beds, or all Community Front Rooms); one option where
existing numbers of Recovery Beds are maintained but the rest of the resource is all invested in Community Front Rooms; and one option
where there are additional Recovery Beds as well as some Community Front Rooms. At this stage no decision is being made about where any
Community Front Rooms would be located – this would be decided on the basis of need and prevalence, as well as local community
resources. We are, however, making choices about where the emphasis should be for targeting new money.
At this stage in the project it is not possible (or desirable) to define the exact form of a “Community Front Room”. The operating model and
hours of each would be designed in partnership with the community within which it sat. For the purposes of this exercise, an assumption has
been made about the cost of a “typical” Community Front Room, based on weekend opening between midday and midnight, and opening for
two weekdays from 6pm to midnight. This equates to a cost of £120k.
Similarly, the cost of a Recovery Bed will not be known until the procurement exercise is undertaken; but for the purposes of this exercise an
average cost of £40k has been assumed.
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Recovery Beds and Community Front Rooms: Options
1

2

3

4

5

Existing
Recovery Beds (7 beds)
0 CFRs

CFR invest
Rec Beds (7)
3 CFRs

CFR focus
0 Rec Beds
5 CFRs

Balance
10 Rec Beds
2 CFRs

Recovery focus
16 Rec Beds
0 CFRs

All existing Recovery Beds are
decommissioned, and the
resource re-directed towards
Community Front Rooms.

Ten Recovery Beds are
commissioned, split across
east and west Dorset to
enhance access.

Five Community Front Rooms
are established (locations to
be determined based on
more detailed planning
work). Assumed to be open
15:00-23:00 Thursday to
Sunday

Two Community Front
Rooms are established
(locations to be
determined based on more
detailed planning work).
Assumed to be open
15:00-23:00 Thursday to
Sunday

Sixteen Recovery Beds
are commissioned,
split across east and
west Dorset to
enhance access.

The existing seven
Seven Recovery Beds are
Recovery Beds are retained commissioned, split
in their existing location.
across east and west
Dorset to enhance
No Community Front
access.
Rooms.
Three Community Front
Rooms are established
(locations to be
determined based on
more detailed planning
work). Assumed to be
open 15:00-23:00
Thursday to Sunday
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4.4

Implementation
There are some elements of the new service vision which are relatively clear (for example, the development of Retreats and the Connection
service). There are other elements which will take longer to define operationally and plan for (for example, Host Families and – to some extent
– Community Front Rooms). Although work will continue on these elements, it is likely that even once public consultation is complete there
will still be work to be done.
There are two choices about the implementation tactics. One approach would be to say that we should not proceed to implement any part of
the new model until all parts are clearly described and ready to be implemented. An alternative approach is to say move to implement one
element (that is, as soon as all necessary consultations and approvals are successfully completed), and implement that while in parallel
continuing to work up the detail of other elements.
Implementation: Options
1

2

3

Existing

Wait...
till all elements clear

Act now...
with what we have

No implementation.

Wait until all elements of the new model are clearly
defined and ready to be implemented before moving
forward.

As soon as approvals and consultations
are complete, begin to implement
those parts of the model that are
“ready to go” while continuing to
develop the others.

Services continue as now.
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4.5

Number and location of inpatient beds
The analysis of need and demand shows that alongside the other service changes there is a requirement for 22 additional inpatient beds in
Dorset. These along with the other options in the pathway will enable a reduction in the use of out of area placements as well as increase the
ability of the system to offer inpatient care in as near to home as possible e.g. within 33 miles of their place of residence in the best unit to
meet their needs.
There are issues with the way in which existing services operate. The beds are currently in three sites across the county. St Ann’s in Poole,
Forston Clinic nr Dorchester and the Linden Unit in Weymouth. St Ann’s and Forston are the two strategic sites because these two units enable
people living in Dorset to access an inpatient service within 33 miles of their home. People should be able to access an inpatient service within
33 miles and this means that 42% of people in the county cannot access the Linden within 33 miles, whereas, at St Ann’s it is only 20% that
cannot and Forston only 5%.
Linden unit is a well-managed inpatient unit that is rated “outstanding” by CQC. Despite this there are challenges related to the unit because it is
an isolated unit which means that it does not have the same resources available in terms of additional staff cover for example when someone
becomes more acutely unwell needing additional support or lower stimulus environment. The unit would require a significant refurbishment to
bring it up to the physical standard required.
The choices are about whether to retain the Linden unit or not and if not where the Linden beds are should be relocated and finally where to
accommodate the additional beds increasing the inpatient provision by 22 beds.
An assessment has been made of possible locations for additional beds and there are two options to consider. Option one an additional 12 beds
or option 2 additional 16 beds. To create additional bed capacity there is scope to retain the Linden Unit in the short term (up to five years) and
use modular buildings to create space. The preferred option at this stage is to close Linden and reprovision 15 beds and increase the bed stock
by a further 16 beds, that will be shared between Forston and St Ann’s and the implementation staged over five years to enable Linden to
remain whilst other space is created.
The choices for all the options explored are shown below.
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The discussions at the shortlisting workshops on 21st July 2016 and the 16 September 2012 enabled a shortlist of 6 options to be produced, plus
a “do minimum” benchmark, which achieves all our objectives and are realistic, affordable and implementable. The approach used to achieve
this, and the conclusions reached, are described in section 6 onwards.
1

2

3

Existing No
Retreats

One:
B'mouth/Poole

One:
Weymouth

Connection
Operating hours

Existing
No connection
service

24/7

Recovery Beds and
Community Front
Rooms

Existing
Recovery Beds
(7 beds)
0 CFRs

No. of Retreats

5

6

One: Dorchester

Two:
B'mouth/Poole
Weymouth

Two:
B'mouth/Poole
Dorchester

Peak 6pm
- 2am

"Overnight" 6pm
- 9am

"Daytime + Peak"
10.30am - 2am

CFR invest
Rec Beds (7)
3 CFRs

CFR focus
0 Rec Beds
5 CFRs

Balance
10 Rec Beds
2 CFRs

Recovery focus
16 Rec Beds
0 CFRs

Existing

Wait... till
all elements
clear

Act now...
with what we have

Existing (119
beds)

Retain Linden 12
beds to Forston

Retain Linden 12
beds to St Ann's

Retain Linden
12 beds split Forston
/ St Ann's

Close Linden
27 beds split
Forston / St Ann's

Implementation

Beds

4

Close Linden 31 beds
split Forston/ St Ann's

When all the choices are considered together they represent a large number of possible combinations. The “long list” of options is seen below
in section 5.

ANNEX 1

5.0

Long list of options for the ACP

No. of Retreats

Connection
Operating hours

Recovery Beds
and Community
Front Rooms

1

2

3

4

Do nothing No
Retreats

One:
B'mouth/Poole

One:
Weymouth

One:
Dorchester

DN
1

reject
2

reject
3

reject
4

Do nothing No
connection service

24/7

Peak 6pm
- 2am

"Overnight" 6pm
- 9am

reject
2

PWF
3

CFR invest
Rec Beds (7)
3 CFRs
PWF
2
Wait... till
all elements
clear
reject
2

DN
1
Existing
Recovery Beds (7
beds)
0 CFRs
DN
1
Existing

Implementation
DN
1

5

6

Two:
B'mouth/Poole
Dorchester
PWF
6

reject
4

Two:
B'mouth/Poole
Weymouth
SL
5
"Daytime +
Peak"
10.30am - 2am
reject
5

CFR focus
0 Rec Beds
5 CFRs

Balance
10 Rec Beds
2 CFRs

Recovery focus
16 Rec Beds
0 CFRs

reject
3
Act now...
with what we
have
PWF
3

SL
4

reject
5

4

5

6

Existing (119
beds)

Retain Linden 12
beds to Forston

Retain Linden
12 beds to St
Ann’s

Retain Linden
12 beds split
Forston/St Ann’s

REJECT

REJECT

REJECT

Beds

Close Linden
27 beds split
Forston / St
Ann’s
SL

Close Linden 31
beds split Forston/
St Ann’s
PWF

ANNEX 1

6.

APPRAISAL OF THE LONG LIST OF OPTIONS

6.1

Process
The approach used to identify a shortlist of options to take forward is the one
recommended as best practice in HM Treasury’s “Five Case Model” for business
cases and decision making. The CPG took each dimension of choice in turn, and
considered the available choices in light of the Objectives of the project and the
Critical Success Factors. Having considered whether each choice met the objectives
and success factors, the Group decided:
•

Which options should be rejected, because they failed to meet objectives
and/or success factors?

•

Which option would be the “preferred way forward”, on the basis of current
information and understanding?

•

Which other options, if any, should be retained on the shortlist for further
consideration – with better analysis, and testing them through wider public
consultation?

The workshop on the 21st July followed this approach for the first four dimensions of
choice (Retreats, Connection, Recovery Beds /Community Front Rooms and
Implementation). The workshop on the 16th September used the same approach to
consider the final dimension (number and location of inpatient beds).
The conclusions reached are set out below.
6.2

Appraisal of “Number of Retreats” Options
The table below illustrates the conclusions reached about the options for “Number of
Retreats”. Having considered their performance against all the Objectives and
Success Factors, the CPG concluded that the best way forward would probably be
option 6; but that option 5 should also be shortlisted for consideration and further
examination. The rationale for this recommendation is explained below the table.

No. of Retreats

1
Do
nothing
No
Retreats
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2

3

One:
One:
B'mouth/Poole Weymouth

4

One:
Dorchester

5

6

Two:
Two:
B'mouth/Poole B'mouth/Poole
Weymouth
Dorchester

Objectives
1 Achieve Consistency

N

N

N

N

Y

Y

2 Improve Accessibility

N

Y

Y

Y

YY

YYY

3 Community facing

N

Y

Y

Y

YY

YY

4 Style/Culture

N

Y

Y

Y

YY

YY

1 Implementable?

N

Y

Y

Y

Y

Y

2 Sustainable/Safe?

N

Y

Y

Y

Y

Y

3 Affordable?

N

YY

YY

YY

Y

Y

4 Acceptable?

N

N

N

N

Y

YY

5 Best practice?

N

Y

Y

Y

YY

YY

6 Better experience?

N

Y

Y

Y

YY

YY

DN

reject

reject

reject

SL

PWF

Success Factors

PWF / SL / DN / reject:

Rationale:
•

Option 1 (the “existing” benchmark) meets none of the Objectives and none
of the Success Criteria. It fails to meet the objectives because it does not
address any of the problems identified. It would not be affordable,
sustainable or implementable because the existing pattern of services is
under unsustainable pressure both financially and in terms of staffing, and
this option does nothing to address these pressures. It does not represent
best practice, nor improve the experience of those who use the services; and
it would not be acceptable to stakeholders, who are clear that improvements
and changes are needed.

•

The “Consistency” objective is achieved only by those options that offer a
Retreat both in the east and the west of the county.

•

“Accessibility”, “Community Facing” and “Style/Culture” would be improved
by all options 2 - 6; but they would be most improved in options 5 and 6,
because these options offer benefits to more of the population.

•

Analysis of travel times indicates that Option 6 is slightly better than Option 5
in terms of Accessibility, both for the population generally and also if
considering the pattern of prevalence of mental illness in Dorset.

•

All options (except option 1) are Implementable and Sustainable.

•

All options (except option 1) are Affordable. Options 2 – 4 would be lower
cost than options 5 and 6, so are even better on Affordability.

•

Options which provide only one Retreat would not be Acceptable, because of
the disparity they create between areas of Dorset and the impact on travel
times. Options 5 and 6 would both be Acceptable; and travel time analysis
suggests that Option 6 would achieve the best travel times within acceptable
limits.

•

All of options 2 – 6 offer a “best practice” solution in line with available
evidence, and will provide a better experience for those who use the service.
This is especially true for options 5 and 6 where Retreats will be available
locally for the widest populations.
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6.3

Appraisal of “Connections Operating Hours” Options
The table below illustrates the conclusions reached about the options for
“Connections Operating Hours”. Having considered their performance against all the
Objectives and Success Factors, the CPG concluded that the best way forward would
be Option 3. The rationale for this recommendation is explained below the table.
There was also a suggestion that more information should be gathered about Option
5, to test the extent to which it would meet the pattern of need and demand, and its
affordability.
1

2

3

4

5

Peak
6pm 2am

"Overnight"
6pm - 9am

"Daytime +
Peak" 10.30am 2am

Y

Y

Y

Connection Operating hours
24/7
Do nothing
No connection
service
Objectives
1 Achieve Consistency

N

Y

2 Improve Accessibility

N

YY?

Y

Y

Y

3 Community facing

N

(Y)

(Y)

(Y)

(Y)

4 Style/Culture

N

Y

Y

Y

Y

1 Implementable?

N

N

Y

Y?

Y?

2 Sustainable/Safe?

N

N

Y

Y?

Y?

3 Affordable?

N

N

Y

N

N?

4 Acceptable?

N

YY

YY

Y

Y

5 Best practice?

N

Y

Y

Y

Y

6 Better experience?

N

Y

Y

Y

Y

DN

reject

PWF

reject

Success Factors

PWF / SL / DN / reject:

More
needed

work

Rationale:
•

Option 1 (the “existing” benchmark) meets none of the Objectives and none
of the Success Criteria. It fails to meet the objectives because it does not
address any of the problems identified. It would not be affordable,
sustainable or implementable because the existing pattern of services is
under unsustainable pressure both financially and in terms of staffing, and
this option does nothing to address these pressures. It does not represent
best practice, nor improve the experience of those who use the services; and
it would not be acceptable to stakeholders, who are clear that improvements
and changes are needed.

•

The introduction of the Connections service would go some small way
towards addressing the community facing objective, since it would provide
advice and signposting to services in the community; however this in itself
would not make a major impact on the objective. For this reason all options
that include a Connections service are shown as “(Y)” – a positive impact, but
only marginal.
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6.4

•

All options 2 – 5 meet the objectives for Consistency, Accessibility and
Culture. It could be argued that the 24/7 option is best of all, because it
would be available all the time; however, the pattern of current demand for
crisis services suggests that there is relatively little demand out of peak hours
so the extent of this advantage is questionable.

•

Option 2 is probably not Implementable because of the need for additional
(scarce) staff to provide the service on a 24/7 basis. For the same reason
there are substantial doubts over its Sustainability. Similar concerns might
arise (although to a lesser degree) about options 4 and 5. Based on current
information it is only the Peak Hours option that can be said with confidence
to be implementable and sustainable.

•

Based on current costings, it is believed that only the Peak Hours option is
affordable. (There was a suggestion that the “Daytime plus Peak” option
might be affordable, and that this might be worth exploring if demand could
be shown to justify it. This was agreed to be an additional piece of analysis
that should be done prior to public consultation, and these options reviewed
if necessary when the information was available.)

•

The view-seeking work carried out earlier in the project suggested a strong
preference amongst service users for either 24:7 operation, or Peak Hours
operation. There were few voices in favour of other arrangements. Options
2 and 3 are therefore considered best on the “Acceptability” factor (although
none of the options would be “unacceptable” except option 1).

•

All of options 2 – 5 offer a “best practice” solution in line with available
evidence, and will provide a better experience for those who use the service.

Appraisal of “Recovery Beds and Community Front Rooms” Options
The table below illustrates the conclusions reached about the options for “Recovery
Beds and Community Front Rooms”. Having considered their performance against all
the Objectives and Success Factors, the CPG concluded that the best way forward
would be either Option 2 or Option 4. It was considered difficult to select which of
these looked best at this stage, since more discussions are needed on how Recovery
Beds and Community Front Rooms will operate in practice. We are required,
however, to select a notional “preferred way forward”, and so (on the basis of a
show of hands), Option 2 was selected. Option 4 is also shortlisted. The rationale for
this recommendation is explained below the table.
Recovery Beds and
Community
Front Rooms

Objectives
1 Achieve Consistency
2 Improve Accessibility
3 Community facing
4 Style/Culture
Success Factors

1

2

3

4

5

Current
Recovery Beds (7
beds)

CFR invest
Rec Beds (7)
3 CFRs

CFR focus
0 Rec Beds
5 CFRs

Balance
10 Rec Beds
2 CFRs

Recovery focus
16 Rec Beds
0 CFRs

Y
Y
Y
Y

Y
N
Y
Y

Y
Y
Y
Y

Y
Y
N
Y?

0 CFRs
N
N
N
N
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1 Implementable?
2 Sustainable/Safe?
3 Affordable?
4 Acceptable?
5 Best practice?
6 Better experience?
PWF / SL / DN / reject:

N
N
N
N
N
N

Y
Y
Y
Y
Y
Y

Y
Y?
Y
N?
Y?
Y?

Y
Y
Y
Y
Y
Y

Y
Y
Y
N?
Y?
Y?

DN

PWF

reject

SL

reject

Rationale:

6.5

•

Option 1 (the “existing” benchmark) meets none of the Objectives and none
of the Success Criteria. It fails to meet the objectives because it does not
address any of the problems we have identified. It would not be affordable,
sustainable or implementable because the existing pattern of services is
under unsustainable pressure both financially and in terms of staffing, and
this option does nothing to address these pressures. It does not represent
best practice, nor improve the experience of those who use the services; and
it would not be acceptable to stakeholders, who are clear that improvements
and changes are needed.

•

All of the options 2 – 5 achieve Consistency.

•

Options 2, 4 and 5 all improve Accessibility. Option 3 would improve
Accessibility through Community Front Rooms but because it would remove
all access to Recovery Beds it is considered to not be an improvement overall.

•

The Community Facing objective is achieved in all options that include
Community Front Rooms.

•

All options 2 – 5 achieve the objective on Style and Culture (although the lack
of Community Front Rooms in option 5 casts some doubt over the extent to
which this is achieved).

•

All options 2 – 5 are Implementable and Affordable.

•

All options are probably Sustainable, although there are concerns about how
the loss of Recovery Beds in option 3 would impact on the rest of the care
pathway.

•

Options 2 and 4 would be Acceptable to stakeholders. Option 3 would be
unpopular with those who value Recovery Beds highly; and Option 5 would be
unpopular with those who are enthusiastic about the potential of Community
Front Rooms.

•

All options would deliver a “good practice” solution, and a better experience
for users. However, without either Recovery Beds (in option 5) or Community
Front Rooms (in option 3) the full potential of a “best practice” package of
services would be lost.

Appraisal of “Implementation” Options
The table below illustrates the conclusions reached about the options for “Recovery
Beds and Community Front Rooms”. Having considered their performance against all
the Objectives and Success Factors, the CPG concluded that the best way forward
would be Option 3. The rationale for this recommendation is explained below the
table.
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Implementation

1

2

3

Do nothing

Wait... till
all elements clear

Act now...
with what we have

1 Achieve Consistency

N

Y

Y

2 Improve Accessibility

N

Y

Y

3 Community facing

N

Y

Y

4 Style/Culture

N

Y

Y

1 Implementable?

N

Y

Y

2 Sustainable/Safe?

N

N

Y

3 Affordable?

N

Y

Y

4 Acceptable?

N

N

Y

5 Best practice?

N

Y

Y

6 Better experience?

N

Y

Y

DN

reject

PWF

Objectives

Success Factors

PWF / SL / DN / reject:

Rationale:

6.6

•

Option 1 (the “existing” benchmark) meets none of the Objectives and none
of the Success Criteria. It fails to meet the objectives because it does not
address any of the problems we have identified. It would not be affordable,
sustainable or implementable because the existing pattern of services is
under unsustainable pressure both financially and in terms of staffing, and
this option does nothing to address these pressures. It does not represent
best practice, nor improve the experience of those who use the services; and
it would not be acceptable to stakeholders, who are clear that improvements
and changes are needed.

•

Option 2 meets most objectives and success factors, but fails to give an
assurance of Sustainability or Acceptability. This is because the problems and
pressures on the service are being felt acutely now, and there is a strong
feeling that improvements need to be pursued as swiftly as possible.

•

Option 3 meets all objectives and success factors.

Appraisal of “Number and location of Beds” options
The table below illustrates the conclusions reached about the options for “Number
and Location of Beds”. Having considered their performance against all the
Objectives and Success Factors, the CPG concluded that the best way forward would
be Option 5. The rationale for this recommendation is explained below the table. .
Beds

1

2

3

4

5

6
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Do
nothing
(119
beds)

Retain
Linden
12 beds to
Forston

Retain
Linden
12 beds
to St
Ann’s

Retain
Linden
12 beds
split
Forston /
St Ann’s

Close
Linden
27 beds
split
Forston /
St Ann’s

Close
Linden 31
beds split
Forston/
St Ann’s

1 Achieve Consistency
2 Improve Accessibility

N

N

N

N

Y

Y

N

Y

Y

Y

YY

YY

3 Community facing
4 Style/Culture

N

N

N

N

Y

Y

N/A

N/A

N/A

N/A

N/A

N/A

1 Implementable?
2 Sustainable/Safe?

N

Y

Y

Y

Y

Y

N

N

N

N

Y

Y

3 Affordable?
4 Acceptable?

N

N

N

N

YY

Y

N

N

N

N

Y

Y

5 Best practice?
6 Better experience?

N

N

N

N

Y

Y

N

Y

Y

Y

Y

Y

REJECT

REJECT

REJECT

SL

PWF

Objectives

Success Factors

PWF / SL / DM / reject:

•

Option 1- 4 meet very few of the success factors or objective because in the long
run they are either unaffordable or unsafe and do not future proof the service.
They fail to meet the objectives because they do not address any of the problems
identified. Therefore options 1-4 are unaffordable, they do not improve
accessibility, they do not change the style or culture and are not community
facing i.e. meeting the needs in the areas of highest demand.

•

Option 6 is the preferred way forward in terms of meeting all the objectives and
most of the critical success factors.
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No. of Retreats

Connection
Operating hours

Recovery Beds and
Community Front
Rooms

Implementation

1

2

3

Existing No
Retreats

One:
B'mouth/Poole

One:
Weymouth

DN

reject

reject

1

2

Existing No
connection service

5

6

reject

Two:
B'mouth/Poole
Weymouth
SL

Two:
B'mouth/Poole
Dorchester
PWF

3

4

5

6

24/7

Peak 6pm
- 2am

"Overnight" 6pm
- 9am

"Daytime + Peak"
10.30am - 2am

DN

reject

PWF

reject

reject

1

2

3

4

5

CFR invest
Rec Beds (7)
CFRs

CFR focus
Rec Beds
CFRs

Balance
Rec Beds
CFRs

Recovery focus
Rec Beds
CFRs

PWF

reject

SL

reject

1

2

3

4

5

Existing

Wait... till all
elements clear

Act now...
with what we have

DN

reject

PWF

1

2

3

Existing
Recovery Beds (7
beds)
CFRs
DN

4
One: Dorchester

4
5

6

Existing
(119 beds)

Retain Linden 12
beds to Forston

Retain Linden 12
beds to St Ann’s

Retain Linden
beds split Forston /
St Ann’s

REJECT

REJECT

REJECT

Beds

Close Linden
beds split
Forston / St Ann’s
SL

Close Linden 31 6.7
beds split
Forston/ St
Ann’s
PWF

Conclusion – building the shortlist of options
The conclusion of the appraisal of the long list of options is illustrated in the Options Framework below. The gold cells represent the Preferred Way
Forward for each category of choice. The grey cells are the “do nothing”. The green cells indicate where alternative options have been shortlisted for
further consideration.
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In order to build a shortlist of options which should be taken forward for further development and then public consultation, the CPG have combined all
possible permutations of the shortlisted elements shown above.
The resulting shortlist of options is illustrated below:
No. of Retreats

Connection
Operating hours

Recovery Beds and
Community Front
Rooms

Implementation

Beds

Existing No
Retreats

Existing No
connection service

Existing
Recovery Beds (7 beds)
0 CFRs

Existing

Existing (119
beds)

Two:
B'mouth/Poole
Dorchester

Peak 6pm
- 2am

CFR invest
7 Rec Beds
3 CFRs

Act now...
with what we have

Close Linden 31 beds split Forston/ St Ann’s

Peak 6pm
- 2am

Balance
10 Rec Beds
2 CFRs

Act now...
with what we have

Close Linden 31 beds split Forston/ St Ann’s

Option C

Two:
B'mouth/Poole
Dorchester

Peak 6pm
- 2am

CFR invest
7 Rec Beds
3 CFRs

Act now...
with what we have

Close Linden 31 beds split Forston/ St Ann’s

Option D

Two:
B'mouth/Poole
Weymouth

Peak 6pm
- 2am

Balance
10 Rec Beds
2 CFRs

Act now...
with what we have

Close Linden 31 beds split Forston/ St Ann’s

Option E

Two:
B'mouth/Poole
Weymouth

Option F

Two:
B'mouth/Poole
Dorchester

Peak 6pm
- 2am

CFR invest
7 Rec Beds
3 CFRs

Act now...
with what we have

Close Linden
27 beds split Forston / St Ann’s

Option G

Two:
B'mouth/Poole
Dorchester

Peak 6pm
- 2am

Balance
10 Rec Beds
2 CFRs

Act now...
with what we have

Close Linden
27 beds split Forston / St Ann’s

Option H

Two:
B'mouth/Poole
Weymouth

Peak 6pm
- 2am

Balance
7 Rec Beds
3 CFRs

Act now...
with what we have

Close Linden
27 beds split Forston / St Ann’s

Option A Existing

Option B - PWF

Option I

Two:
B'mouth/Poole
Weymouth

Peak 6pm
- 2am

Balance
10 Rec Beds
2 CFRs

Act now...
with what we have

Close Linden
27 beds split Forston / St Ann’s
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7.

OPTIONS SHORTLIST

The options the workshops recommend to be taken forward for further consideration
(including testing through public consultation) are as follows:
•
•

The Existing option (including additional PICU beds) is included only as a benchmark.
Option A is the combination of the “preferred” choices at this stage, and is the nominal
Preferred Way Forward.

•

Options B to H are variants which test combinations of the other shortlisted choices.

Figure 1: Shortlisted options
Option

Description

Option A

Existing
Retain services as they currently exist.

Option B

Preferred Way Forward
Two retreats:
• One to be in the Bournemouth / Poole area and the other to be in the
Dorchester area. Assumed to be open Monday to Thursday 16:00-24:00
Friday to Sunday 18:00-02:00.
• Crisis Line continues 24/7 enhanced by additional staff available
between 18:00-02:00 every night to provide the Connections service.
• Seven Recovery Beds are commissioned, split across east and west
Dorset to enhance access.
• Three Community Front Rooms are established (locations to be
determined based on more detailed planning work against specific
criteria). Assumed opening hours Thursday-Sunday 15:00-23:00.
• Close Linden and re-provide the 15 beds and increase the bed stock by a
further 16 beds shared between St Ann‘s and Forston
• Implement as soon as approvals and consultations are complete, begin
to implement those parts of the model that are “ready to go” while
continuing to develop the others.

Option C

Two retreats:
•

•
•
•
•
•

One to be in the Bournemouth / Poole area and the other to be in the
Dorchester area. Assumed to be open Monday to Thursday 16:00-24:00
and Friday to Sunday 18:00-02:00.
Crisis Line continues 24/7 enhanced by additional staff available
between 18:00-02:00 every night to provide the Connections service.
Ten Recovery Beds are commissioned, split across east and west Dorset
to enhance access.
Two Community Front Rooms are established. Assumed opening hours
Thursday-Sunday 15:00-23:00.
Close Linden and re-provide the 15 beds and increase the bed stock by a
further 16 beds shared between St Ann‘s and Forston
Implement as soon as approvals and consultations are complete, begin
to implement those parts of the model that are “ready to go” while
continuing to develop the others.
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Option

Description

Option D Two retreats:
• One to be in the Bournemouth / Poole area and the other to be in the
Weymouth area. Assumed to be open Monday to Thursday 16:00-24:00
and Friday to Sunday 18:00-02:00.
• Crisis Line continues 24/7 enhanced by additional staff available
between 18:00-02:00 every night to provide the Connections service.
• Seven Recovery Beds are commissioned, split across east and west
Dorset to enhance access.
• Three Community Front Rooms are established (locations to be
determined based on more detailed planning work against specific
criteria). Assumed opening hours Thursday-Sunday 15:00-23:00
• Close Linden and re-provide the 15 beds and increase the bed stock by a
further 16 beds shared between St Ann‘s and Forston
• Implement as soon as approvals and consultations are complete, begin
to implement those parts of the model that are “ready to go” while
continuing to develop the others

Option E

Two retreats:
• One to be in the Bournemouth / Poole area and the other to be in the
Weymouth area. Assumed to be open Monday to Thursday 16:00-24:00
and Friday to Sunday 18:00-02:00.
• Crisis Line continues 24/7 enhanced by additional staff available
between 18:00-02:00 every night to provide the Connections service.
• Ten Recovery Beds are commissioned, split across east and west Dorset
to enhance access.
• Two Community Front Rooms. Assumed opening hours ThursdaySunday
15:00-23:00.
• Close Linden and re-provide the 15 beds and increase the bed stock by a
further 16 beds shared between St Ann‘s and Forston
• Implement as soon as approvals and consultations are complete, begin
to implement those parts of the model that are “ready to go” while
continuing to develop the others

Option F

As per option B but with 12 additional beds rather than 16.

Option G As per option C but with 12 additional beds rather than 16.
Option H As per option D but with 12 additional beds rather than 16.
Option I

As per option E but with 12 additional beds rather than 16.

The CPG is confident that all these options (except for the benchmark do nothing achieve
the objectives of the project, are likely to be affordable and achievable, and are therefore
realistic and attractive options to be explored and discussed through public consultation.
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Workshop Attendees

Coproduction Group (CPG) Attendee (organisations represented)
Dorset Clinical Commissioning Group
Service user and carer representatives
Dorset HeatlhCare
Bournemouth Borough Council

Dorset County Council
Borough of Poole
Dorset Mental Health Forum
Rethink Mental Illness
South West Ambulance Service Foundation Trust
Dorset Police
The CPG is made up of heads of care, service managers and
clinicians, commissioning managers and representative service users
and carers. The CPG members have attended most of the modelling
workshops and are the recommending group of the modelling
workshop process.
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PROJECT OBJECTIVES
Objective:
What it
means:

ACHIEVE CONSISTENCY: To ensure consistency of provision and access
and care
• To develop a consistent acute MH care pathway across Dorset where
people using services will know what to expect from each service
• To define the range of skills that will be available at each level of service
by end March 2017
• Ensure that this is in place consistently across Dorset by end 2017
acknowledging that operating models might differ e.g. rural service may
be different to urban
• To ensure that consistent service e.g. waiting time or performance targets
and patient outcomes are delivered in all geographical areas of Dorset
• To ensure that IT and other systems are in place that are accessible and
allow staff to give time and attention to the patient and that enables
people where possible to tell their story only once in the way they want to
tell it

Objective:

IMPROVE ACCESSIBLIITY: To ensure that services are accessible
wherever you live in Dorset

What it
means:

• Ensure better access to prevention, self-management, support services
that reduce need for in-patient care
• Ensure sufficient inpatient provision to meet the need of the population
• Ensure access to effective treatment and therapies where appropriate
• To ensure that comprehensive and accurate information about services is
available to all in an accessible way
• To ensure that there is an easy and effective process for referral to all
mental health services across Dorset
• To develop a broad range of services that are available on a 24/7 basis so
that people can access support when needed especially when they are
experiencing a crisis
• To develop services to address specific gaps in provision

Objective:
What it
means:

COMMUNITY – FACING: To ensure that services are community
facing and that local community assets are fully utilised
• Ensure that people who use services are able to engage in
community/social activities as part of their recovery plan
• To achieve increased understanding of mental health issues amongst
the general population
• Develop partnerships with the third sector to ensure access to
community resources
Appendix B

Objective:
What it
means:

STYLE / CULTURE: To ensure that the style and culture of the service
delivery is person centred and recovery focussed
• Ensure that the success of services is measured in terms of the
achievement of personal goals set by the individual service user and
recorded in all care plans
• The achievement of outcomes reflected in commissioning model (e.g.
increased employment of service users, reduced length of inpatient
stay; improved satisfaction with services, increased staff satisfaction).
• To ensure appropriate referral to Mental Health act assessments
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PROJECT SUCCESS FACTORS
Factor to be
considered

Issues to be included when considering this factor

Can the option
really be
implemented?

Will there be sufficient / appropriate workforce?
Will there be any negative impact on current workforce?
Will there be any sustainability issues related to future workforce?
Will it be attractive enough to retain the workforce?
Will the necessary IT systems be in place?
Will all other necessary systems be in place?
Will the implementation be achievable within 3-5 years?
Will the options provide a flexible platform for the future especially
considering other strategic changes?

Does the option
deliver services
which are clinically
sustainable and
safe?

Will there be sufficient staffing and systems to ensure the safety of
staff and people who use services in all settings?
How vulnerable will the services be to unexpected staff shortages
(eg sickness, absence)?
Will the option be flexible enough to manage peaks and troughs in
demand?

Will the option be
affordable?

Using high-level estimates, do we believe that the option can be
delivered by reshaping existing resources?
Are there likely to be any one off revenue or capital costs associated
with implementing the model options?
If there will be short-term transitional costs, do we believe there will
be a way of funding them?
Will the option be affordable in the long term?

Will this option
deliver services
which will be
acceptable to
people?

Will services be acceptable / attractive to people who use services?
Will travel times be acceptable and within agreed limits
Will they be acceptable to the families and carers of those who use
services?
Will they be acceptable / attractive to all groups – for example, BME
communities?

Is the option based
on evidence of best
practice?

Is there objective, accepted evidence of the effectiveness of the
proposed service model?
Will the models meet expected standards set by NICE and Royal
Colleges?
Will options meet mandated requirements?

Will this option
result in a better
experience for those
who use the
service?

Will it promote positive relationships between those who use the
service and the clinicians who support them?
Will it give patients choice?
Will it “help us live the lives we want to live”?
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Mental Health Acute Care Pathway Review
Strategic Outline Case
Glossary of Terms
Inpatient Services

For people who require treatment in hospital

Psychiatric Intensive Care Unit (PICU) For people who require intensive care because of the severity of their
mental health condition
Community Mental Health Teams
(CMHT)

The CMHT is a community team made up of community psychiatric
nurses, psychiatrists, social workers, occupational therapists and they
provide support and treatment for people who have serious mental
health conditions in the community

Crisis Resolution Home Treatment
Teams (CRHT)

The CRHT is another team made up of professionals as outlined above
but they specialise in the support and treatment of people who are
acutely mentally unwell and they provide a gateway in to hospital if
needed but they aim to keep people at home as far as possible

Street Triage Team

Is a small team of mental health professionals that work alongside the
police and helps the police to identify where someone they have
contact with has a mental health need. The team provides advice,
information and support to the police and they are able to do face to
face assessments if required but most of their work carried out over
the telephone

Recovery House

The recovery house is a short term alternative to hospital admission
for people who are experiencing a mental health crisis. Support is
given to enable people to stabilise by providing a safe supported space
and resolving the existing difficulty and then through planning for
future crisis management

Psychiatric Liaison Service

The psychiatric liaison service works in Bournemouth General Hospital,
Poole General Hospital and Dorset County Hospital. The service works
in the emergency departments and provides assessments where it
appears that someone is experiencing a mental health problem and
provides an in-reach service into the wards where there are concerns
about someone’s mental health.

Approved Mental Health
Professional

An Approved Mental Health Professional (AMHP) is a person who is
warranted, or authorised, to make certain legal decisions and
applications under the Mental Health Act 1983. Usually, this person
will be a social worker who has undertaken additional training to
become warranted but in 2007 the law was amended to allow other
mental health professionals to undertake this role. So it is now
possible to see psychiatric nurses, occupational therapists or
psychologists becoming AMHPs

Care Programme Approach (CPA)

The Care Programme Approach (CPA) is a way that services are
assessed, planned, coordinated and reviewed for someone with
mental health problems or a range of related complex needs.
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Mental Health Act 1983 and 2007

The MH Act 1983 and 2007 form the legislative framework under
which people experiencing a mental disorder that is serious enough to
warrant treatment

Section 136

The police can use section 136 of the Mental Health Act to take you to
a place of safety when you are in a public place. They can do this if
they think you have a mental illness and are in need of care. A place of
safety can be a hospital or in exceptional circumstances a police
station.

Place of Safety

The place of safety (POS) is a health based provision for any one
detained under a section 136. The Dorset POS is at St Ann’s hospital in
Poole.

Retreat

The Retreat is somewhere to go when things start to go wrong and
where an individual can access a service geared up to addressing their
need when they present. This can be self-referral, referral from GPs
and other services or can be an alternative to ED or Police Custody
when someone is experiencing mental distress. These will be open
over times when other services are not in operations: Monday to
Thursday 16:00pm-24:00pm and Friday to Sunday 18:00-02:00. Police
and ambulance services could also access these services should this be
appropriate. They are places of calm and will be supported by a mix of
clinically qualified staff and people with lived experience.

Community Front Rooms

Community Front Rooms are safe places to go when things start to go
wrong, similar to the retreats but not directly linked to the CMHTs.
The Front Rooms can be based in existing community assets such as
cafes or day centres or libraries or supported housing services. They
would be set up as a safe space to be to help people manage their own
crisis through contact with other people, peer support workers and or
clinicians and open at times that people have outlined are pertinent to
feeling anxious and isolated in their communities. Because of the
nature of CFRs, each one will need to be closely tailored to the needs
and resources of local communities. These are modelled on being
open on Thursday –Sunday from 15:00-23:00 in line with when people
have indicated they feel most socially isolated.

