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1.0 Foreword
Rachel Robinson, Chief Executive, The Care Forum

This report was prepared in response to an invitation from NHS Bristol commissioners to help them design better mental health services for the people of Bristol. This invitation came during NHS Bristol’s period of engagement prior to board of the recently ‘clustered’ Primary Care Trust (PCT) making a decision about the re-commissioning of services.  

We were pleased to support NHS Bristol’s commitment to engage with and hear the views of colleagues in the voluntary and community sector.   
Our event on Friday, 15 July enabled key voluntary and community sector organisations with a stake in mental health services to hear from NHS Bristol and to share their views.  The opportunity for dialogue was embraced by all the organisations approached. They demonstrated their commitment to improving services for the individuals and communities they serve.

This report outlines the key findings and recommendations resulting from the focus group discussions which formed part of the event. The discussions painted a picture of Bristol’s population needs in relation to mental health services.  What emerged was that as a regional capital and as a city serving diverse communities and interests, the picture in Bristol is complex and challenging.  Many examples of positive practice in the statutory and VCS sectors were given. Gaps in services and opportunities for improvement were also identified across local NHS from primary-care-based services and from community to inpatient settings.  
Significant national policy changes and tough economic conditions coupled with increased demand for services present Bristol with a real challenge as it seeks to modernise and improve services.  
Getting services right in the future will require robust commissioning that engages key stakeholders including service users at each stage and that recognises the need to keep challenging all involved to reflect upon their practice and keep improving.  As new funding mechanisms take shape and the design and delivery of services change, the needs of Bristol’s diverse and changing communities must be at the heart of service design and delivery. This will help to improve services for people who are experiencing mental ill health and help to promote mental health in the whole population. [image: image2.jpg]R Rebnsa.




2.0 Introduction
Louise Hudson, Voluntary Sector Co-ordinator

The event hosted by The Care Forum on Friday, 15 July aimed to provide a mechanism for voluntary and community sector organisations to hear from NHS Bristol and to set the scene for commissioning mental health services in the future.  

 A qualitative approach was chosen to explore in depth the views of the voluntary and community sector.  Two focus group discussions were facilitated by the voluntary and community representatives on Bristol’s Mental Health Partnership, Suzanne Pearson and Jim Conley.   Verbatim notes were taken and key themes were coded and analysed which emerged from those discussions.  Alongside those themes, the voices of the voluntary and community sector participants remain prominent throughout this report. 
The recommendations in this report are designed to inform the work of commissioners.  They arise from themes emerging from discussions with and between VCS providers and are wholly based upon the views of the participants.  
Overarching themes around Bristol’s needs as a city of different communities emerged, alongside general views about commissioning.  Specific themes in relation to primary-care-based therapies and community and inpatient services identified gaps in services and the needs of different client groups, including carers, in relation to mental health.   
Key Findings

3.0 Overarching themes

Bristol: city and place
Mental health services cannot be redesigned without first recognising that Bristol’s population and geography impact upon the need for services.  An in-depth knowledge of Bristol’s unique place in the region and of Bristol’s diversity, geographically within the region and within the city itself, will help to shape locally appropriate services.  

Geographically it is different from its rural neighbours.  As a city Bristol is seen as the capital of the South West.  As such it attracts people regionally and from further afield.  

As you would expect in a city, the needs of the population are diverse, and the population is growing and changing rapidly.  

 

This has led some organisations to challenge the assumption that a large centrally-based organisation in the region can have the local knowledge to shape locally appropriate services.


Traditionally, Bristol has been divided into South, North and Central with some services operating on a city-wide basis. 


Strong views were expressed around the need for community-based services. However, there was also a tension between the need for local services and the need for services to be consistent for populations that move around the city such as the homeless population or those who have a need for substance misuse services.  

One suggestion was that a range of options could be available to everyone in every area.

Health inequalities
There was a consensus of belief around the need to recognise health inequalities within Bristol and the potential impact of services shaped around local needs health inequalities.  


There was also recognition that the re-commissioning of mental health services could not address many of the fundamental issues around health inequality and the wider determinants of health.  


A coherent public health strategy for mental health in Bristol which joined up health, social care, education, children and young people’s services, housing and community development was suggested as a way forward to build mental health resilience within the community. 

Participants called for community infrastructure, including grass-roots organisations to be supported financially and developmentally especially amongst communities with the highest health inequalities.  

Views were expressed around the need for low-level mental health support to address physical environment, aspiration, confidence and self-esteem.   Creative thinking and services that went out into communities to address mental health issues were called for.


Linked to this was a strong desire to support the most vulnerable families and young people, especially in areas with the highest levels of deprivation.  Examples were given of unemployment and substance misuse running through three or four generations within families.

Participants suggested a short-to-medium-term plan for commissioning mental health services should sit within a longer-term strategic plan where more resource is placed within preventative services and less in responsive services.  

To build resilience in communities participants called for services to be funded that addressed family and relationship issues, domestic abuse, unemployment, the local economic situation and housing.  More services along the social prescribing model of delivery were identified by several participants as a potentially important feature of a mental health delivery plan. 

A diverse community

There are gaps in services responsive to Bristol’s diverse populations.   

Services for women
Participants described gaps in services for women.  Services for women experiencing domestic violence had been subject to funding cuts. Participants described how building trust amongst these women to enable them to engage with services can take years 
and the erosion of funding threatens this work.
Participants wanted the need for services that address trauma for women experiencing domestic violence to be recognised. 


Participants talked about social isolation and a lack of motivation amongst women generally in some communities.

BME Communities
Voluntary sector organisations working with BME communities described different needs and gaps in services.


However, concern was expressed that services generally are not culturally appropriate for black and minority ethnic (BME) communities and that there was little provision for these communities to prevent mental illness and that carers were not fully supported.

Some participants voiced concern that a high number of people from the BME population are entering mental health services via the criminal justice route.

One participant talked about a revolving door for people from BME communities with mental health needs.  It was felt that there was a lack of support for people to prevent admissions to acute services and a lack of support, including support for carers, once people were discharged which led to re-admission.


Views were expressed about some elements of the BME population being left until they reached crisis point before there was any intervention.  The reason for this was felt to be twofold.  First, culturally appropriate support was not available in primary-care-based mental health services.  Second, there are cultural implications around disclosing the need for support. Faith needs to be recognised as an important part of culture for some communities.


Homelessness

Concerns were expressed around gaps in services for the homeless population.  There was concern that the homeless population were overlooked.  Participants wanted there to be recognition that the homeless population had complex and multiple high-level needs.  

While most homeless people are in the centre of Bristol they are a transient population that can move around the city.  It is particularly hard for them to engage with community and rehabilitation services.

  

One participant was concerned that as GPs were based in localities they were not in touch with the transitory homeless population and as a result there were gaps in primary-care-based mental health services for this client group.

Another participant felt there was a real need for diagnosis of and services to address borderline personality disorder (BDP) in the homeless population. 

Young people

Although children were out of the scope of this particular review, the needs of young people as they move into adult services did emerge in the discussions.

It was felt that young people were more likely to engage in talking therapies and that more resources should be directed to these services in the future, in recognition of the needs of future generations.

For young people, electronic and digital forms of communication can provide access to information, support and intervention before the situation escalates.  It was felt that the solutions do not need to be medical. 

As young people move into adult services, communication and join-up with the Child and Adolescent Mental Health Services (CAMHS) could improve their experience of services. 

As younger people move into adult services, services it was identified that services will need to be shaped that increasingly respond to dual-diagnosis.  


There was concern that drug and alcohol issues masked mental health needs and that the younger generation was responding to stress by self-medicating with drugs and alcohol.

Older people

Services specifically for older people were briefly discussed.  One participant talked positively about the focussed nature of services to support those with dementia and the good access to those services.  

 
Concern was expressed around the provision and join-up with social care.  It was felt that there was an increasing need for specific mental health services for older people and improved access to those services in some instances.  In particular services that addressed depression in older people and services that supported older people caring for partners with mental health needs were sought after.  

One participant called for an improvement in the diagnosis of mental health needs in the older population by GPs.

Commissioning: the voluntary sector perspective

Remodelling, service redesign and commissioning were themes that ran throughout the discussions.  

Concerns were raised about AWP’s redesign programme and the length of time it appeared to have taken.  It was felt this had caused insecurity amongst staff and that change had not been managed well.
 

Robust commissioning with secure contractual arrangements was called for to support voluntary sector services faced with increasing competition and insecurity.


Concern was raised among a number of organisations that services that were providing vital mental health support from play therapy, family therapy, group therapy for families with substance misuse problem to men’s counselling were only funded for the short-term and often via non-statutory sources of funding. 


Commissioning across health and social care was cited as a potentially positive development.  Participants called for commissioners to support holistic services across housing, social services, mental health and children and young people’s services.

Outcomes needed to measured and views were expressed around how a good monitoring process provided the opportunity to reflect upon and improve practice.  There was recognition of the tension between outcomes-focussed commissioning and short to medium term commissioning programmes.   The benefit of services might only be realised further into the future.


Monitoring that focussed on process, targets, rules and regulations and data collection was felt not to be helpful and to use up resources that could be deployed in service provision. 


Several participants highlighted the 
current economic situation as grave and a threat to the survival of voluntary sector services.


The point was made that while voluntary sector providers could use volunteers to deliver some services they are not a cheap option and still needed to be resourced and well supervised.

Personalisation and commissioning emerged as a theme and linked to that the importance of signposting and knowledge of available services.  One participant acknowledged that risks might need to be taken but that the commissioners should embrace personalisation and commission through service users.  Service user involvement in redesign was encouraged. 

3.1 Specific themes: Access to and gaps in current services
Diagnosis

Diagnosis emerged as a theme in all discussions.  Diagnosis of mental ill-health among specific communities has been touched upon.  Views were expressed that training around mental health issues and in psychology for staff based in primary care settings generally could improve the rate of diagnosis and access to services before situations and service users escalated. 

 
The lack of diagnosis of and services for people with borderline personality disorder (BDP) such as access to dialectical behaviour therapy was highlighted several times.  Similar issues with diagnosis and access to appropriate therapies were identified around post-traumatic stress disorder. 

It was felt that people who had a network of family support could access services as their family acted as advocate.

Primary-care-based mental health services
For populations on the edge of the city within areas of high economic deprivation there were gaps in primary-care-based services. 


Participants described the need for locally-based counselling services.  There are long waiting lists for counselling provided by both statutory and voluntary sector providers. 

Community-based counselling and psychotherapy services were sought after to refer people on to. 

There were gaps in services to address relationship difficulties.  One suggestion was that group therapy could help build resilience in personal relationships and within families.

Several examples were given of the difficulty GPs appeared to face in accessing services.  


This seems to describe a lack of clarity or consistency in the care pathway and access to services.  


There was felt to be a lack of information about availability and access to primary- care-based mental health services.  One participant called for access to talking therapies through one route.

Length of time to access IAPT services was highlighted as an issue several times.

.

One participant described the IAPT service positively.

The number of sessions allocated by the IAPT service was also described as insufficient.


Participants wanted more support for 

their client groups from the GP and community services so that individuals did not end up in acute services.  

Universally accessible therapy services, based in local areas and designed around the needs of the community were described as the ideal.  

In-patient and community services for adults of working age

Several participants spoke about problems in accessing services for people in crisis situations.  Acute services needed to be universally accessible across the city. 


In the community, the assertive outreach team was highlighted by several participants as a service that was needed but was not always accessible, with the threshold for services being too high.  Concerns were voiced that community redesign might lead to assertive outreach being disbanded.

One participant felt there was a lack of clarity in terms of the function of the assertive outreach team.   


One participant described the assertive outreach team’s support to prevent hospital admissions in positive terms but voiced doubts about their medicalised approach.

Participants agreed that they had expected the service to reach more people and engage with a broader client group.  Participants spoke of the difficulty accessing the service on behalf of clients.  They felt if you were not NHS staff it was hard to reach the crisis teams.  One participant felt they could not pick up the phone and speak to someone to access the service.


Other participants felt the service varied depending which team was contacted.  Inconsistency of service was flagged up as an issue.


Creative solutions for managing crises were called for.  A telephone helpline with good access and time to listen was suggested as a way forward.

Several participants spoke positively about the women’s crisis house and the good relationship between the crisis house and AWP.  They welcomed the fact that it did not appear to be based on a medical model and promoted recovery and social inclusion.  It was described as a good alternative to inpatient psychiatric care. The planned opening of a similar service for men in 2012 was welcomed.  
A range of different views were expressed about inpatient services.  The need to shape services according to best practice was identified.  

Participants felt that it was important that patients did not have to travel out of area to access beds.  Nonetheless, access to acute beds was described as problematic.  There was a perception that there was a shortage of beds.  


While there was a consensus of opinion that provision of inpatient beds was vital, participants described a tension between the need for provision and whether or not the provision was fit for purpose. 

Participants positively described the level of service in Psychiatric Intensive Care Units.  Participants spoke of good staffing levels, access to professionals and a high quality of care. 

However, there seemed to be less positive views of services on acute wards.  Participants voiced concerns that people received less physical care and attention; the staff was described as “junior” by one participant while several said there was an issue with access to professionals on acute wards. 


The move towards staff on the wards that promote recovery was welcomed.  However, two issues were identified by several participants.  First, whether or not all staff on wards needed to be employees of the NHS and second, whether or not the staff had a good enough local knowledge of support in the community to aid recovery upon discharge. 


Participants agreed that peer support roles could help patients to move on.  


Recovery and rehabilitation

Access to services was again cited as problematic by several participants. 


Several participants were concerned that people were discharged with little support. One participant described a service user discharged to their GP in positive terms but was less positive about the lack of reassurance for that individual around ease of access to acute services again should they be needed.


For members of the BME community participants described the lack of support for individuals upon discharge to prevent readmission.  


Discharge planning and after care support were highlighted as gaps in service.


Participants again spoke of a lack of consistency and support and a lack of trust between agencies.  They voiced a desire, as voluntary sector organisations, to improve partnership working and engagement generally with the NHS.  

Employment services were discussed at length.  Several participants expressed the view that helping people into employment was a vital part of recovery and prevention but that resources could be directed towards a range of different services.  

Several participants complained that employment services were a weak aspect of the recovery model and there was a gap around employment and training opportunities.  Participants felt that service users were less likely to engage with a statutory sector employment service and were more likely to engage with local voluntary sector organisations.  There was concern that too much resource had been aligned with Bristol vocational service and several participants voiced doubt about the efficacy of that intervention.

More generally several participants felt there were issues with the welfare benefits system and support offered through Job Centre Plus.  Concerns were raised about changes to the welfare benefits system and the potential impact on vulnerable individuals.  

4.0 Recommendations
· Services must be shaped in recognition of Bristol’s place as a city in a largely rural region, with a diverse, transitory, growing and changing population.  Good local knowledge is required.

· All services should be shaped around the needs of particular communities, taking into account age, gender, ethnic diversity and culture, housing status, access to employment opportunities and social and economic deprivation.

· A consistent range of options for primary-care-based talking therapies should be available across the city.  The service should be easily accessible, with clear referral points and limited waiting times for therapy.

· Community-based voluntary sector organisations should be supported by robust commissioning processes, in local areas, to provide services to address low-level mental health needs and in some cases to support individuals in need of crisis and recovery support. 

· Clearer pathways into primary-care-based services, community services and acute services, with clearer referral points for VCS organisations are needed.
· Universal access to and consistency of acute services are required across the city.

· Good access to professional, experienced staff is required by users of inpatient services, which should focus on recovery.  

· Recovery workers need strong community links for service users and carers to access appropriate support in the community to prevent service users entering a revolving door.  The co-ordination of intermediate care must cross institutional boundaries. 
· The commissioning of services to signpost and handhold individuals to services and support them in the community should form part of any strategy to promote mental health, prevent mental ill-health and aid recovery.
· The likelihood of an increased demand for services to support dual-diagnosis as younger people move into adult services must be recognised.

· There must be improved recognition of the mental health needs of older people and their carers.
· Adults of working age need improved access to a range of employment services.

· Culturally appropriate services must develop in partnership with communities. 

· Commissioning should focus on outcomes rather than process.

· Short to medium strategies for mental health services must sit within long-term strategies to promote better mental health in the population as a whole.
 5.0
The Care Forum – informed voices and choices in health and social care
The Care Forum is a charitable organisation that promotes health and wellbeing and challenges inequalities in heath and social care policy. We have more than 20 years experience of partnership work with statutory, voluntary, community and social enterprise sectors across the west of England sub-region and beyond.
Our networks of voluntary and community sector agencies inform and support organisations and their service users to express their views, make their needs understood, participate in decision-making and improve access to health and social care services. The Care Forum researches, evaluates and promotes best practice in health, wellbeing and social care policy and services.
We host two Local Involvement Network (LINks) and provide advocacy, social prescribing and information services to help improve individuals’ access to and involvement in health and social care services.
To find out more about our services visit www.thecareforum.org.uk or contact The Care Forum ( 0117 965 4444.
For further information about the content of this report email louisehudson@thecareforum.org.uk or 
( 0117 958 9337.
Let’s not assume Bristol means one thing.  Different client groups require different interventions.  Knowle West is very different from central Bristol.





There needs to be smaller, localised services, tailored to the locality.  If a big provider has a monopoly then there is no choice for individuals.





I think there is value in commissioning by locality area because the three areas can respond to local needs.   We have to challenge ourselves in terms of whose need are we responding to when shaping a service:  Is it the workers’ need or the service users’?








Currently it is a lottery according to where you live and because of the historical context of Bristol North, South and Central.





Different responses from AWP in different areas are a problem for me because someone will move and they will end up with a different level of service.  





Lift people out of poverty and you’ll get results.





There is medicalising of people’s experience.  There is the opportunity to think more broadly about what things meet people’s needs.  The care pathway is not just about health.








You have to put more support in areas that are most vulnerable.  It might be a community resource but it should still be viewed as a mental health resource to be supported financially.





Rethink works at the football ground around mental health issues.  It is a different way of reaching communities.





More resource needs to be targeted at high risk families dedicated for prevention in the younger generation for families with entrenched problems.  If we treat families who are most chaotic in a small number of years there will be a subsequent drop in the population accessing more acute mental health services in the city.





There needs to be more systematic thought about mental health.  Individuals are part of families and communities.





Years of established confidence and trust are being taken away.





With domestic violence, people may have multiple trauma…It is surviving, not living.  Often they don’t know that change is possible.  It is beyond the remit of my service.





The Somali family who got here is motivated.  If they can’t get a job they will create work.  Barton Hill population is hugely resourceful.  It is different in Knowle West.





There is a lack of community services at both ends.








Training with Imams around mental health worked well.  It’s about flexible thinking.





For the homeless population, it is very hard to get services.  The central team has not served the homeless population it was intended for…It is a big disappointment.





Improving Access to Psychological Therapies (IAPT) has worked in a very different way with young people, for example, using social networking, podcasts and Facebook.  In the future, the way they want to engage will be different. 





There are young people that used Class A drugs at primary school.  Their parents and grandparents are on long term scripts and so that is their example as a child and their aspiration for life.  Need to provide mentoring and groups for young people and their families.  There is harm done where there are long-term drug problems.





There is a lot of depression with dementia, often due to isolation, so other services are needed as well.  Mental health teams are very helpful.








With older people with depression, it is about reducing stigma.  There is a generation with the perception of counselling as failure. 








It is about building the skills of people working in GP practices.  Nursing staff need to be psychologically informed.  It is wider than just mental health services.





Mental health professionals often have negative views [of BDP] but provision of services is patchy.  There is such a high level of need.





There is a large group of people missed because they don’t have families.  Some people don’t know where their family is.  People who shout the loudest get the most.





There should be a free community-based psychotherapy service in Hartcliffe.





Any door is the right door for talking therapies.  The waiting list in AWP for talking therapies is huge.





There are not many places to refer people on to…cognitive behavioural therapy (CBT) is not right for a lot of people.  There are limited things for men.  People don’t move beyond Bedminster.  The service has to be community based with staff to support people to access it.  It costs £4 to get the bus into the city centre for services.





Even the GP seems to feel that its difficult to access services…Decisions appear to be based on risk rather than need.  If someone presents with the same symptoms as someone else and they are perceived as having a support network then they won’t get the same level of support.  In addition, those that are harder to reach and more chaotic are less likely to get services.  Someone who is articulate and responds well to the offer of services is more likely to get a service.





Where our service is based [Knowle West] there is an epidemic of low-level mental health need.  There is a lack of clarity about those services that sit in the community and my sense is that IAPT is not meeting their needs.





There is not clarity about what providers can provide.  You hear from clients: “Don’t give me label, say I have needs and then do nothing.”   There should be a demand from commissioners for the partnership and pathways between AWP and Right Steps to be clearer.





We take a lot of referrals from GPs because of the length of time it can take to engage with IAPT services.





When people get into therapy, they have a good experience of the IAPT service.  Satisfaction levels are high.  But getting into it is a huge issue.





IAPT cannot provide enough sessions for post-traumatic stress issues.





With modernisation, the assertive outreach team’s primary function seems to be gate-keeping hospital beds, not providing emergency care and support for people in the community.  It is a hospitalised type function, even if it is community-based.  We do need assertive outreach teams.  





They are linked with hospitals and medication.





Getting the services is a battle.  The culture needs to change so it is not so rigid.





Secondary care is so defended, it is a battle to get people into the service.  There are strong gatekeepers and GPs are holding a lot of issues.  The responsiveness from some teams is very poor.





I recently rang the crisis team, the person got an assessment and was offered a safe house.  I felt very supported.





Some service users have said they value having a listening ear at weekends or evenings…one of the criticisms of the crisis team is that when people phone up they don’t have enough time.





It is difficult to get onto a psychiatric ward and then it is difficult to get out.





In terms of acute needs it should be a haven for a short time but it is generally not where you would want to go if you had great mental health distress.  It is hard to hear from mental health professionals themselves “the last place this person needs to be is on an acute ward.” 





High levels of care and sophisticated treatments are needed.  The professionals’ medical information and knowledge is needed.





Big organisations don’t network.  At Callington Road, they don’t go looking for local links.





You need a support team, with peer workers, link workers, a nurse on duty and a doctor as sessional lead. 





There needs to be more support once an individual is discharged so they don’t end up back in acute services. There seems to be very little in the community, for example crisis houses or supported settings.








Rehabilitation is about enabling people with more complex, longer-term needs to be as independent as possible.





There needs to be someone in the unit who will support them in the community once they are released and get them back and settled at home so they do not enter a revolving door.





There should be care coordinators aligned to teams.  People are moving through different teams, e.g. a support and recovery team and that is not working well.  It is difficult to make sense of it.





All our services are based in people’s homes.  The cost of these services is under massive pressure.  Rates are so unrealistic.  You can’t compare these services to changing a dressing.  The cost drive is horrific and will undermine everything.





Sometimes you are pushing claims in and out of financial years.  You have to meet targets and can’t take any more referrals.





A  five year plan needs to sit within a 20 year plan to reduce expensive services and to invest in cheaper services.








It is very important that in mental health things are not spot purchased, they need to be commissioned.





There needs to be commissioned funding to get people through the door.





There has been criticism over lack of consultation and involvement of service users, carers and the voluntary and community sector. 
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