Joint Commissioning Team
Practice Based Joint Commissioning Project Manager’s Report to the Steering Group

Back Ground



Recognising that Practice Based Commissioning is core to Department 
of Health Strategy, Commissioning a Patient Led NHS and Our Health, 
Our Care Our Say and in acknowledgement of the principles that underpin the recent Department of Health’s Consultation document: Commissioning for Health & Wellbeing, this project has sought to pilot the Practice Based Joint Commissioning (PBJC) of Adult Mental Health & Social care using an indicative Joint Commissioning Partnership Board (JCPB) budget.  The project has engaged local GP’s, service 
users & carers and providers in this development of locally designed 
adult mental health services that are better tailored to the needs of the local population.


This project has been conducted with support from the Care Services 
Improvement Partnership (CSIP), who are overseeing the independent 
evaluation of the project as part of regional developments on this 
agenda. 
Objectives



To Implement a model practice based joint commissioning for Adults of 
Working Age Mental Health for the population of Stevenage and 
evaluate the effectiveness of this approach vs ‘Central’ strategic 
commissioning. 


To identify local priorities through a comprehensive needs assessment 
and commission a model of community Adult Mental Health care 
tailored to meet the requirements of this population.


To engage all relevant stakeholders in the planning and 
implementation of this development including local service users and 
carers.

To work within an agreed indicative JCPB budget.


To establish a robust governance structure that will ensure adherence 
to local and national policy as well as providing a platform for the 
development of a transferable Practice Based Joint Commissioning 
structure that can be replicated elsewhere.
Progress 


Progress for the purposes of this report will be identified within the 
context of the project plan (See Appendix).

Identification of GP Leads

We were successful in the identifying 2 GP Leads for this project who each agreed to work on this project for approx. 1 session per week.  The costs of this were met by JCT who paid the GP’s £180 per session and funded replacement costs where the demands of the project interrupted scheduled clinics.   Unfortunately the project lost one of the GP leads due to personal circumstances after 3 months and with no other capacity available within the PBC group, this lead to greater demands on the remaining GP and the need for additional management and commissioning support from JCT and the PCT.  However it is clear from the work done to date that the value of having a GP leading this project can not be underestimated and as such, providing additional support to enable this the GP to oversee the project has been an effective use of both JCT and PCT resources although it is unlikely that such intensive input could be replicated on a county wide scale.

It has been critical that the GP lead/s have had the mandate of the locality PBC group as timescales for this project would not have allowed us to delay planning and decisions until the PBC group meetings.  Without this mandate we would have undoubtedly experienced further delays in the project.

Establishment of Implementation Group

This was successfully achieved and the Terms of Reference and Membership for this group can be found in the Appendix.  For future reference greater consideration should be given to the role of the Independent and 3rd Sector within this structure.  

Establishing an Indicative Budget

When one is commissioning for service redesign rather that starting afresh it is important that all involved know exactly what the financial parameters of the project are.  So that we had this clear level of understanding, we requested a financial breakdown from Hertfordshire Partnership Foundation NHS Trust (HPFT) of all of the community mental health and social care funding teams and resources serving the Stevenage locality.  It is important to note that this was an actual (pro rata in some cases) spend rather than the capitated spend for the locality.  The spend did not include in-patient costs.

Establishment of a PBJC Governance Group

This group has been set up with partners, chaired by the Head of Joint Commissioning, the group reports directly to the JCPB and its function acts in concert with the PBC Governance Group within the PCT, enabling the ratification of Mental Health & Social Care Proposals that have come forward from PBC groups.

Locality GP Survey

The GP Leads took total charge of this aspect of the project, embarking on semi-structured interviews with their colleagues to understand their anonymous experiences of the current system of mental health provision within the locality.  The outcomes from this fed directly into the group’s needs assessment.

Service User & Carer Engagement

Initially the GP leads felt strongly that the existing countywide structures in place with Viewpoint and Carers in Herts would not deliver the intelligence they required to understand the mental health needs of their practice populations.  As such a number of individuals were approached and attended the implementation group and whilst their individual experiences were extremely valuable to the group's understanding, these persons did not have the experience or resources to engage in the more strategic gathering of views and experience from a wide range of service users and carers within the locality.  As such at a mid point in the process Viewpoint and Carers in Herts were asked to lead on engaging with their respective bodies within the locality.  The eventual outcomes from this were excellent, however the understandable delay in achieving this level of community engagement significantly impacted on the timescales of the project.

In addition to this focus group orientated work, a focused questionnaire was sent out to randomly selected individuals on practice’s Quality Outcome Framework Dep2 lists (e.g.those who had been in contact with primary care only for treatment of depression and related disorders).  This process proved a rich data source and triangulated well with the information arrived at through the work of Viewpoint and Carers in Herts.
Local Mental Health & Social Care Needs Assessment

The final version of this document can be found in the Appendix of this report.  This document has a pivotal role in the commissioning cycle and has enabled the group to objectively evaluate current service provision, identify gaps and consider how services could change to address the specific needs of the locality.
This project recognised that the specific expertise to carry out a comprehensive Health and Social Care needs analysis was not available and that GPs by their own admission struggled to understand the interface between health and social care and the potential possibilities bringing both resources together could deliver when commissioned at a locality level.

In the numerous iterations of the needs assessment conducted for this project, governance was required to address the evident medical bias.   The completion of this needs assessment was appropriately intensive of GP time and required significant support from all stakeholders, including local service users & carers. 

Although mandated to conduct this piece of work on their behalf, it has been useful for the headlines from the needs assessment to be fed back to the PBC group, with the final document being shared with each practice upon its completion.

Whilst in no way do we consider that the needs assessment completed for this project is superior than other formats that may be used, in our experience we have not found an existing format that meets the specific requirements of this brief and we would hope that the structure we have used will inform other PBC areas, so that it may be built upon and continue to develop as an effective tool. 
Audit of CMHT Activity
The group requested HPFT to carry out an audit of mental health activity for the locality, including; 

· Referral data by practice, 

· Numbers of non GP Referrals (Eg. Police, A&E etc.)

· Numbers of persons offered one appointment only by practice

· Diagnosis and Severity of need on referral by practice

This information was extremely valuable for the group to begin to understand the variance in practice by GP practice and enable the GP leads to begin to highlight and challenge practice amongst colleagues.

This information would however have been of more value had the GP leads had it to hand when they met with Colleagues through the semi structured interviews.

Social Care Responsibilities

As mentioned in the section on needs assessment, this area presented the single biggest challenge for the project, largely because of the paradigm shifts in NHS thinking required to consider topics such as Means Testing and Fair Access to Care, and how these could be of direct benefit to the localities practice population if applied at different points in the care pathway.

Commissioning Health and Social Care is central to this initiative and is fully integrated into the work of the Countywide Joint Commissioning structures.  Therefore if PBJC is ever to truly be effective beyond this pilot it is essential that the likely limited understanding of PBC groups of the wider social care agenda is explicitly addressed at the outset.  

Clearly to not do so and to move to a position of PBC groups commissioning the health aspect of mental health care alone would be counter not only to strategy but also significantly damage the current provision of fully integrated mental health and social care within the county with all the care & operational benefits that this affords service users, carers and commissioners.
One method of ensuring that such a PBC health and social care resource is available would be to consider the recruitment of a half time GP champion with JCT to specifically take this agenda forward with individual PBC groups over the next 2 years.

Service Specification 
Once the local needs assessment is in place, the next step was to draft the service specification.  It was essential that once drafted this 
specification achieves local ‘sign off’ from those that inputted into it, most notably the service users, carers and professionals who highlighted their experiences, to ensure that the proposed specification will seek to address the key themes and areas of unmet need raised.
The Service Specification has been approved by the Stevenage Locality Group.  HPFT has agreed to the Service Specification on the proviso that funding is made available for an additional Link Worker.  A business case is being prepared by HPFT, and this will need to be approved by the Stevenage Locality Group.  Unfortunately, it is unlikely that the business case will be ready in time to be considered by the next meeting of this group which is being held on 13th May 2008.  

When the business case is approved or other agreement reached, the Service Specification will then need to go to both the PBJC and PCT PBC Governance Group simultaneously to ensure that the specification has their approval and remains consistent with the county’s overarching mental health strategy.

At this point the GP lead also needs to present the final approved specification to the PBC group to ensure clear and consistent understanding with colleagues. 

Specification Implementation Strategy

Having received approval to proceed with the specification, the provider in this case HPFT will need to draft an implementation plan to identify how they propose to deliver the requirements of the specification and over what timescale.  It is important that whilst the commissioners will want to finally approve this strategy, the provider should be allowed sufficient time to deliver this so that they can fully consider the most effective way of taking this forward.  

Devise Communications Strategy

Running parallel to the Implementation Strategy the group needs to develop a communication strategy for all stakeholders, clearly explaining the changes and the rational for these as well as the likely impact and providing a point of contact for concerned individuals.  A small budget is required to fund printing and other associated costs.
Phased Implementation of Specification
Having agreed timescales with the provider, it is essential that the Group now work with their respective stakeholders to ensure that the transition is as smooth as possible.  Furthermore the parameters upon which the provider will be performance managed during the transition period should be agreed, which can then be monitored through the local governance group

Rolling Evaluation and Establishment of Local Governance Group

Upon the completion of the Project it is required that the local PBC group takes ownership for the establishment of a local governance group which oversees the implementation and evaluation of the commissioned service changes

Recommendations
This section aims to set out a number of recommendations that have been invaluable within the pilot or that would have enhanced the outcomes that were achieved.
· It is essential that the Project is locally owned and by the PBC Consortia and that an identified GP is defined to lead the project with sufficient capacity to do so.
· Given the complexities uncovered through this project, and the intensity of resources this pilot has required, consideration should be given to think about an alternative model- with a central JCPB funded PBJC Lead GP to act as both champion & resource for individual PBC groups.  This will no only reduce dependence on JCT officers and avoid duplication of work across the county but also ensure that individual PBC groups are able to rapidly learn from one another to promote the most effective outcomes. 
· The role of social care within this framework needs to be explicitly set out at the outset and each PBC group will need to ensure that they have sufficient social care representation available to them so as to ensure the process ids not medically dominated.

· Greater consideration of the involvement of the 3rd sector should be demonstrated by PBC wishing to engage in this process.
· The existing PBJC Governance Group has been invaluable in their role as a ‘critical friend’ and has significantly enhanced the outputs of the pilot.  This group should continue.
· Needs Assessment Format used in the pilot is proposed as model for other PBC groups wishing to undertake a similar exercise.
· Viewpoint & Carers in Herts have the required expertise to engage with their respective groups and when this is used in conjunction with local Primary Care intelligence and patient lists, this is likely to deliver the best possible information.
Appendix

-Project Plan

-Needs Assessment

-ToR

Practice Based Joint Commissioning Strategic Project Plan: Stevenage

Lead GP: Dr P Moodley.

Project Manager: Jess Lievesley / Amanda Brown

	Action
	Expected 

Outcome
	By Whom
	By When
	Risks of Delay
	Date Completed
	Complete
	Notes
	Sub Project required & lead

	Identify GP Lead
	-Begin to Facilitate Engagement With PBjC. & wider Stakeholders
	GP Lead
	April 07
	Information Delay will impact on all other timescales
	April 07
	yes
	
	

	Establish Implementation Group
	To Provide a local structure to oversee and govern project . 
	Jess
	April 07
	Lack of local governance will impact on stakeholder by-in and confidence.
	April 07
	yes
	
	

	Establish Governance Group
	To provide a reporting mechanism and Governance Structure for the Project. Mandated by JCPB.
	Jess
	May 07
	Delay in the approval of  decision making for the project
	May 07
	yes
	
	

	Devise ToR and Project Initiation Document
	To Provide Implementation Group with an Agreed Structure & Priorities
	Jess
	May 07
	Lack of Clarity regarding Project objectives and individual responsibilities
	May 07
	yes
	
	

	Commence Drafting of Project Plan
	To clearly define objectives for the project & expected outcomes 
	GP Lead
	May 07
	Ill defined priorities & objectives.
	
	yes
	Revised document expected Oct
	

	Commence Local Mental Health Needs Assessment
	To engage with local stakeholders about the Mental Health & Social care needs of the local GP Population and undertake a Gap Analysis.
	GP Lead

Zoe
	December  07
	Adversely affect timescale for delivery.

Limit evidence for changes to care pathway.
	
	Yes
	-Support from Public Health Available
	- Fiona Day Data re ACS packages for locality.

- Cabrini Info re HPT Social care packages for locality

- Jess census Analysis

	GP Survey
	To provide a forum for the wider  PBC’s GPs to engage in the project , needs assessment & Gap Analysis
	GP Lead
	September 07
	Reduce PBC by-in and credibility of projects aims and objectives.
	
	yes
	
	

	Wider User and Carer Engagement 
	Ensure that Mental Health & Social Care priorities are central to projects aims & objectives.
	GP Lead

Viewpoint

Carers In Herts
	December 1st 07
	Impact on the deliverability of the project plan objectives and will lead to delays in sign off from governance group.
	
	yes
	
	Sandra & Christiana leading for respective organisations

	Targeted GP Patient List Survey
	To inform second stage of development by obtaining understanding from primary care  service users with a diagnosis of mild to moderate mental ill health about what has worked well and where the gaps/ issues have been for them.
	GP Lead 

Zoe May
	December

1st 07
	Will limit the effectiveness of the final specification.
	
	yes
	
	Zoe May to lead process getting Questionnaires out and subsequent analysis

	Establish Indicative Budget
	Will enable the group to see where current expenditure is and evaluate the cost effectiveness of current provision.  This will also enable the group where funding priorities should be targeted.
	Group
	May 07
	Will limit the groups capacity to consider the current methods for service delivery and associated outcomes against resource allocation
	
	yes
	
	

	IAPT Application
	Link the PBJC project to the wider mental health developments elsewhere within the county.  Identify area of special interest
	Jess & GP Lead.
	June 07
	Reduce the amount of resources available for the implementation of the project in the short term
	Approved By DH July 07
	yes
	This aspect of development will have separate  Project Structure 
	Targeting of persons requiring Peri-natal care will be lead by MP and MP

	Prepare Presentation for November 15th CSIP conference
	To seek the opportunity to have the projects work scrutinised by leads within the filed
	GP Lead

Jess
	Nov 07
	Will loose opportunity for regional and national scrutiny of work to date.
	
	yes
	
	Jess, Prag and brid to lead

	Commence IAPT activity with associated Data Returns
	Implement the Improving Access to Psychological Therapies
	Brid
	1st Nov 07
	Impact on wider IAPT project significant risks in terms of Department of Health expectations.
	
	yes
	
	

	Audit of CMHT Activity
	Will inform understanding about current referral practice within locality and identify differing care pathways within HPT
	Brid
	Aug 07
	Limit intelligence about local GP and Secondary Health & Social Care Practice. 
	Aug 07
	yes
	
	

	Define Fair Access to Care and Social Care responsibilities for PBC group
	Will ensure the consistent appreciation for the Social Care Agenda within the PBC
	Cabrini/ Fiona
	Aug 07
	Limit the wider understanding of the Social Care agenda that are pivotal to the success of this project.
	
	yes
	Revised October Date
	

	Develop Care Model & Service Specification
	Will utilise the local intelligence gained through the work carried out in the shaded areas above to inform a model of health & social care and develop a specification for HPfT
	GP Lead, Zoe &

Jess, Amanda
	April 08
	Will impact on the timescales for HPfT to deliver required service changes.
	March 08
	Pending
	Model approved by Stevenage PBC Locality.  Sent to HPFT who will be submitting a business case to fund additional Link worker
	Once Steering Group approved will need to go to PCT Governance Committee.

Trish to confirm if will require to go through HCC governance process

	Revise Strategy following feedback from Governance Group/ HPFT
	This provides an anticipated opportunity to revise the care model and specification following consultation with the Governance Group
	Group
	March 08
	Will impact on the timescales for HPfT to deliver required service changes.
	
	
	
	

	Devise Implementation & Staffing Strategy
	To identify the staffing requirements to meet specification
	
	April 08
	Will Delay Service Implementation
	
	no
	Waiting for roll-out plan from HPFT
	

	Devise Communications Strategy 
	This will ensure that the approved plans can be widely communicated to Users & Carers as well as Stakeholder Agencies.
	HPFT rep/Zoe
	April 08
	Will limit understanding and uptake of new services
	
	no
	
	

	Implement Communications Strategy
	As Above
	Zoe/ Gp Lead
	May 08
	As Above
	
	no
	
	

	PBC and Stakeholder Meetings
	To ensure a collective understanding about the project and the associated changes across key stakeholders.
	GP Lead/ Zoe
	Febuary 08
	Will limit understanding and uptake of new services
	
	ongoing
	GP

Probation

CSF

ACS
	

	Phased Implement Service Specification
	Will enable the delivery of the agreed plan
	Cabrini/ Stevenage CMHT Manager
	May – October 08
	Will reduce the availability of the agreed services and expected outcomes
	
	no
	
	

	Commence Rolling Evaluation
	Build upon the existing IAPT evaluation programme to measure the impact of the changes
	GP Lead/ Mark Harvey/ Amanda / Zoe
	April 08
	Will reduce the ability for shared learning and county roll out of Practice Based Joint Commissioning
	
	no
	Utilise services of University of East Anglia – Meeting on 8 May
	

	Develop PBJC Commissioning Managers Report & Recommendations to PBJC Steering group
	To Ensure Shared Learning and recommendations for delivery are availed to the steering group to inform their thinking about the best approach for a county wide roll out.
	Jess

GP Lead
	April 08
	Will delay wider County roll-out
	May 08
	yes
	
	Headline report to April JCPB- Who?

	Identify JCT Commissioned Vol Sector Provision for Stevenage
	To ensure current and future consideration is given to the 3rd sector in the provision of MH services for the locality.
	Mark Harvey
	Jan 08
	
	
	no
	
	Only 1 Stevenage specific vol sector resource commissioned by JCT= the Living Room.

	Establish Local Governance arrangements post Pilot 
	To ensure the locality retain responsibility for the effective implementation and delivery of their services
	GP Lead & ??
	April 08
	
	
	
	
	

	Incorporate the employment outcomes into the service specification
	To ensure Return to Work and other local initiatives in this regard influences practice 
	GP Lead
	March 31st
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Stevenage Locality Cluster Group

Joint Commissioning Pilot for Adult Mental Health and Social Care Needs Assessment

Background and aims:

Practice Based Commissioning is core to Department of Health Strategy, Commissioning a Patient Led NHS and Our Health, Our Care, Our Say.  Historically this has tended to focus on Acute Health Care and the pilot seeks to commission Adult Mental Health & Social Care at a Practice Based Commissioning locality level using an indicative budget held by the current Joint Commissioning team.

The commissioning model actively supports the engagement of local GPs, service users, carers and providers in its development and consequently the services provided, will be tailored to the needs of the local population.

The project will provide a platform for the development of a Transferable Practice Based Joint Commissioning Structure that can be replicated elsewhere in Hertfordshire and beyond.  The scope of the project is community based services for adults of working age only and excludes in-patient services, residential care, drug and alcohol services, services for older people, children and adolescents.

The Care Services Improvement Partnership, as a partner organisation, will provide regional support to evaluate the outcomes from the initial pilots and facilitate the early learning from sites around the Eastern Region that are piloting the integration of practice based and social care commissioning.

The Stevenage Locality Cluster Group (SLCG) comprises all 9 general practices in Stevenage and thus is commissioning care for all patients living in Stevenage registered with those practices.  The commissioning pilot involves commissioning services for all patients currently served by the Hertfordshire Partnership NHS Foundation Trust (HPFT) Community Mental Health Services (CMHS) in Stevenage: a population of just over 86,000. 

Stakeholder Consultation

An important focus of the project is to draw on the current strengths available in the local CMHS and to engage the local stakeholders (GPs, Mental Health Teams and professionals allied to medicine, Service Users & Carers) to look at building on what works well and identifying ways of working differently in the areas where there is low user, carer and professional satisfaction with the current service.

The pilot will continue to build on existing links with the user and carer organisations locally, not only to gain their perspectives on current services but also to allow a better understanding of what services are currently available within the charitable and voluntary sector.  Stakeholder consultations were held via 2 mechanisms: a Locality Strategy Meeting and a GP survey.  A targeted primary care service user questionnaire was sent to 300 patients across Stevenage (pro-rata to GP practice list size) to obtain their comments and views on access to mental health services provided in primary care.  Only patients seen in primary care will be surveyed.  A series of service user and carer focus groups were held to further inform this needs analysis.  These focus groups were open to patients who are being cared for in both secondary and primary care.

Local Strategy Meeting

The Local Strategy Meeting was a stakeholder event for carers and users held on 7th August 2007 in Stevenage to identify areas of concern and what possible actions could be undertaken to meet those concerns.  Key concerns were identified as:

· Information (sources, who to contact and how, details of medication,  exchange of information between professionals and organisations);

· Access (what services are available in/out of hours, where to go for help, getting to the right service first time both from user/carer and professional referral);

· Carers (feelings of isolation and wanting more involvement, financial support, identification of carers, confidentiality);

· Pathway (clarity on pathway – seamless process, user/carer involvement in treatment, waiting times and involvement of voluntary sector).

Service User & Carer Feedback

To undertake this analysis it has been essential to capture as board a range of views as possible from the Stevenage Population, to do this the group utilised the expertise of Carers in Herts and Viewpoint to facilitate the obtaining of views from Carers and Service Users respectively.  In addition the PBC group agreed to send ‘targeted questionnaires’ to persons that have accessed primary care only in the last 3 years for help with a mild to moderate mental health problem.

The key themes from this work were as follows;

Service Users

· 87% of those involved in the viewpoint survey felt they would benefit from greater availability of Talking Therapies both standalone and as an adjunct to Medication.  However only 30% of those who responded to the Primary care questionnaire felt that more choice was needed.

· Only 26% of those questioned felt that access to Mental Health support had been sufficiently timely.

· 87% of respondents asked reported no awareness of Direct Payments/ Individual Budgets although once informed 80% expressed an interest in having this as part of their care package.

· 71% of respondents said they would prefer to access Mental Health & Social care via their GP Practice.

· Concern was raised by a third of respondents to the primary care targeted questionnaire, that they had been reluctant to raise mental health concerns with their GP because sensitivity with which they of perceived this would be dealt with.

· Medication was the main treatment offered in all cases. With 77% of primary care respondents stating that this adequately met their needs although the majority (70%) of these persons reported not knowing what options were available.

· 85% of those treated in Primary care accepted the treatment prescribed, although no follow up data is available to corroborate this against actual uptake.

· 64% of those seeking Help from their GP for a Mild to Moderate mental health condition reported that their problem affected their ability to carry out normal daily tasks.

Carers

· Of those involved in this survey, 67.5% reported experiencing Depression & /or Anxiety themselves.

· Medication was the main treatment offered (77.5%).

· 10% were offered Talking Therapy in their own right.

· 47.5% of carers reported difficulty in accessing GP services.

· 52.5% of carers reported reasonable or good levels of service from their GP for support in their own right.

· 50% of Carers did not feel they had received sufficient information about the condition of their loved one to support them in their careering role.

· 47.5% of respondents felt that their GP showed little understanding or empathy for their role as a carer, with 37.5% describing themselves as being perceived as a “nuisance”. 

· 45% reported having been offered a carers assessment.

· 52.5% felt that their experience and that of their loved one could be enhanced if  there were Mental Health Staff in the practice or better training for existing staff.

· 37.5% wanted access to alternatives to medication such as Talking Therapies and Anxiety Management.

· 32.5% wanted access to more and better information about Mental Health at a practice level.

Key Messages

· The Single most requested change from all groups was greater access to talking therapies both in place of and as an adjunct to medication.

· Access to Mental Health care needs to be more responsive and wherever possible avoid lengthy wait times.

· Medication appears to be the main treatment offered for Mild & Moderate Mental Health problems and whilst this appears to be considered effective by those using it, it is also clear that there is a lack of awareness about the range of treatment options available for these conditions.

· Better availability of Mental Health staff within the practice was recognised as being of benefit to Services Users & Carers & perceived as a support to GPs/Practice staff.

· Access to Mental Health and Social Care at a practice level received significant support from service users.

· Need for more information and greater Choice.

· Greater recognition is required within Primary Care about the role of Carers and the levels of Mental Health Morbidity this can lead to.

GP Survey

A survey of Stevenage GPs was undertaken to assess areas where GPs think the current CMHS works well and where there are areas for improvement.  

Key findings are:

· Good relationships: with psychiatrists, team assessments;

· Good follow up with people already in the system (both in community and secondary care).

Shortfalls in the services:

· Specific problems with some service areas, in particular, eating disorders, and learning difficulties;

· Limited access to psychological therapy;

· Management of referrals - limited information on why referrals are rejected or discharged without offering treatment;

· Waiting times and unnecessary repeat assessments;

· Lack of clarity in pathway and ownership of referrals/patient;

· Availability of assistance in Crisis situations.

The GPs identified a number of services they felt would be beneficial to patients, but was currently not available for them to refer to or not available to patients with lesser degrees of illness:

· Psychological treatment (including CBT) for depression

· Psychological treatment (including CBT) for anxiety disorders

· Anxiety management

· Anger management

· Effective signposting to community / voluntary sector resources

In addition, an evaluation of previously undertaken needs assessments and views of service users and carers will be conducted.  The list below identifies some of these areas:

· Feedback session following Carers Week;

· Viewpoint survey recently completed;

· Carers lead for Herts CC/HPFT;

· PACE Practice audit;

· 12 Week Education Group 

· Details of first psychotic breakdown;

· Stevenage Service User Poll 1997;

· Investing in Your Mental Health;

· North Herts & Stevenage PCT AGM papers;

· HPFT/CPA Care Plan Approach;

· Referral audit;

· Prescribing data;

Social Care

Within Hertfordshire responsibilities for the delivery of social care responsibilities aligned to mental heath care has been delegated to HPfT by the Hertfordshire County Council under section 75 of the partnership agreement. Under Department of Health Guidelines eligibility for social care services is based on the severity of risks to a person’s independence if social care is not provided. (see Matrix).  
Fair access to care services: eligibility matrix (letters/numbers in brackets for reference) 
	
	Eligible for help
	Not eligible for help

	
	CRITICAL RISK  BAND
	SUBSTANTIAL RISK BAND
	MODERATE RISK BAND
	LOW RISK BAND

	
	There is a critical risk to the person's current or future independence in one or more of the areas below if help is not provided.
	There is a substantial risk to the person's current or future independence in one or more of the areas below if help is not provided.
	There is a moderate risk to the person's current or future independence in one of more of the areas below if help is not provided.
	There is a low risk to the person's current or future independence in one or more of the areas below if help is not provided.

	Health  and  safety 
(A)


	Life is or will be threatened. (AC1)
	
	
	

	
	Significant health problems have developed or will develop. (AC2)
	
	
	

	
	Serious abuse or neglect has occurred, or will occur. (AC3)
	Abuse or neglect has occurred, or will occur. (AS3)
	
	

	Autonomy 
(B)

	There is, or will be, little or no choice and control over vital aspects of the immediate environment. (BC1)
	There is, or will be, only partial choice and control over the immediate environment. (BS1)
	
	

	Management of daily routines. 
(C)


	There is, or will be, an inability to carry out vital personal care or domestic routines. (CC1)
	There is, or will be, an inability to carry out the majority of personal care or domestic routines. (CS1)
	There is, or will be, an inability to carry out several personal care or domestic routines. (CM1)
	There is, or will be, an inability to carry out one or two personal care or domestic routines. (CL1)

	Involvement in family and wider community life. 
(D)
	Vital involvement in work, education or learning cannot, or will, not be sustained. (DC1)
	Involvement in many aspects of work, education or learning cannot, or will not, be sustained. (DS1)
	Involvement in several aspects of work, education or learning cannot or, will not, be sustained. (DM1)
	Involvement in one or two aspects of work, education or learning cannot, or will not, be sustained. (DL1)

	
	Vital social support systems and relationships cannot, or will not, be sustained. (DC2)
	The majority of social support systems and relationships cannot, or will not, be sustained. (DS2)
	Several social support systems and relationships cannot, or will not, be sustained. (DM2)
	One or two social support systems and relationships cannot, or will not, be sustained. (DL2)


In addition to the services statutorily provided by HPFT, Adult Care Services (ACS) also supports approximately 0.5% of the population annually.  The focus of this work promotes the individual’s ability to live as independently as possible through the provision of information or direct care packages individuals and/or their carers.  The help that ACS arrange for people varies according to the assessment of the person’s individual needs.  People who are eligible under Fair Access to Care criteria may receive help arranged by ACS, others may be signposted to appropriate services provided by other organisations or given information and advice.  Some services are subject to a charge for which the person will be financially assessed.  

One of the key outcomes for this PBJC development will be to be enable the use of appropriate social care resources at the most timely point in their care pathway, be they provided by HPFT or ACS, in such a way that they maximise a persons independence & overall well being.

Needs Assessment

The main components of a needs assessment are to identify:

· The size of population or volume of patients (categorised where applicable into severity of illness);

· Services are currently provided;

· Evidence of the efficiency and cost-effectiveness of these services;

· The optimum configuration of services.

Population Profile

The current total population registered with a GP in the catchment of this pilot is circa 86,000.  The 2001 census identified a population of 79,715 in Stevenage local authority area.  The population growth can be attributed to new housing developments such as Great Ashby and redevelopment of sites within Stevenage town.

The Census provides the following statistics:

· Male Female population split is the same as England and East of England at 49% to 51%;

· Higher than average population aged under 44;

· The majority of the population lives in terraced housing (52.2%), 17.9% in semi-detached, 15.9% in flats/maisonettes and 12.4% in detached housing;

· 45% are classified as single (never married), 34% as married, 8% divorced, 6% are re-married or widowed and only 2% separated.

	
	Stevenage
	East of England
	England

	Higher than average white population than England but lower than East of England
	94.58%
	90.92%
	95.12%

	Higher than average of people identified as having no religion.  From those who expressed a religion the percentage was lower than the average in East of England and England.
	21.89%
	16.74%
	14.59%

	Higher than average population aged 16-74 who are economically active in full time employment
	46.91%,
	42.61%
	40.81%

	Educationally more people had Level 1-2 qualifications than average 
	44.17%
	38.75%
	35.99%

	Fewer than average attained Education Levels 4 to 5
	15.09%
	18.14%
	19.90%

	Lower than average who owned or had a mortgage on their property
	62.41%
	72.20%
	68.07%

	Higher than average population in local authority housing
	27.56%
	11.61%
	13.21%

	General Good health is better than average
	70.95%
	70.35%
	68.76%

	General Not-Good health is better than average
	7.33%
	7.6%
	9.03%

	Limiting Long-Term Illness is better than average
	15.11%
	16.21%
	17.93%

	All people who provide unpaid care 1-19  hours per week is lower than East of England but higher than England
	69.14%
	71.99%
	68.64%

	All people who provide unpaid care 50+ hours per week is higher than average
	21.17%
	18.51%
	20.48%


Information on job functions for the 61,000 working population aged over 16, provides the following data:

	State Benefit/Unemployed
	9,500

	Semi-Skilled (D)
	11,000

	Skilled Manual (C2)
	9,000

	Supervisor/Junior Manager (C1)
	17,500

	Professional (A&B)
	13,000


This data highlights that the Stevenage locality performs reasonably well against national averages, however, the locality’s dependence on social care and support appears greater than average.  


The Stevenage locality has a slightly higher proportion of persons providing unpaid care, which is known to have a disproportionate impact on this group’s mental & social wellbeing- as well as impacting on those that are cared for.

Health Data
The 2002/3 East of England Health Observatory identifies the former North Herts and Stevenage PCT as the 4th highest user for all mental health illness services  in the eastern region.  Between 1998 and 2003, 3,585 finished consultant episodes were recorded (the highest area was Southend on Sea with 4011, Central Suffolk with 3,984 and Luton with 3,605).  From the same data source and time period, North Herts & Stevenage PCT had the highest number of Non-Severe mental illness, followed by Norwich PCT and then Southern Norfolk PCT.  

The National Psychiatric Morbidity Surveys (NPMS) were intended to provide an estimate of the prevalence of psychiatric morbidity, disability and use of services among adults living in private households in Great Britain (who were aged 16–64, in 1993–94). The sample consisted of 13,000 adults, of whom 10,108 were interviewed at home using a screening instrument, the CIS-R (Clinical Interview Schedule-Revised).  A summary of the data is shown in the table below. 

Table: Prevalence per 1000 (95% CI) of psychiatric disorders, hierarchical (NPMS)
	One-week prevalence
	Women
	Men
	All

	Non-specific neurotic
	99 (89–109)
	54 (46–62)
	77 (71–83)

	General anxiety
	34 (28–40)
	28 (24–32)
	31 (27–35)

	Depressive episode
	25 (21–29)
	17 (13–21)
	21 (19–23)

	All phobias
	14 (10–18)
	7 (5–9)
	11 (9–13)

	Obsessive–compulsive
	15 (11–19)
	9 (5–13)
	12 (10–14)

	Panic disorder
	9 (7–11)
	8 (4–12)
	8 (6–10)

	Any neurotic disorder
	195 (181–209)
	123 (113–133
	160 (150–170)

	One-year prevalence
	
	
	

	Functional psychosis
	4 (2–6
	4 (2–6)
	4 (2–6)


Research has identified that combined results from the psychiatric morbidity survey suggest at any one time around 16.8% of the population have either depression (with or without anxiety), panic disorder or generalised anxiety disorder.  

However despite these findings Depression remains under diagnosed for 2 main reasons; at least 25% of patients with symptoms of Depression are unlikely to attend a medical practitioner at all to seek help and of those who do, only 50% are likely to be recognised as having depression because they consult for a somatic symptom. Consequently on average only 37.5% of individuals with an episode of depression are diagnosed and initiated on a appropriate treatment regime.  

Research studies have also suggested that 50% of people diagnosed with depression would value some form of psychotherapy in preference to Medication alone.  However national data would suggest that only 30% of persons presenting with a depressive illness are offered any type of psychological intervention.

When one applies national morbidity assumptions for neurotic conditions to the Stevenage Locality, we could expect to have 13,760 patients with a neurotic disorder in the general population, of which 3,440 are unlikely to seek help or who will present with somatic concerns, therefore the number likely to be diagnosed and initiated on treatment at any one time would be c.3,676 patients.  However as can be seen below Stevenage’s DEP2 data alone currently equates to 4,863; suggesting a higher than average demand for both primary & secondary care related mental health care.

Stevenage has a higher than average mental health morbidity compared with national averages.  The evidence to support these prevalence rates suggests that after appropriate adjustment for confounders, this is due to the higher rates of mental illness in women, in the divorced, separated or widowed, in lone parents and those living alone, in the unemployed and economically inactive and in those domiciled in urban areas. 
The 2006 calendar year review of suicides in North Herts and Stevenage PCT area shows 5 suicides – 3 under secondary care and 2 under primary care.  Whilst this his figure is not significantly high when compared to Hertfordshire as a whole further work can always be targeted at this area.
The Quality and Outcomes Framework (data collected by GPs as part of their contract) 
The Stevenage Locality QOF data provides 2 relevant indices:
MH8: the number of registered patients with schizophrenia, bipolar disorder and other psychoses in 2006/07 was 531.  This presents a slight increase in prevalence reported from the 1993/95 study. This is supported by MH9 which records the number of reviews undertaken in primary care in relation to routine health promotion and prevention advice as appropriate.
DEP2: the number of registered patients with a new diagnosis of depression in the last year was 4,863.  Empirical evidence from GPs indicates a significant number of patients will not be recorded under MH8 or Dep2.  

Nationally historic prescribing data shows that approximately £30,000 per 100,000 populations is spent on anti-depressants prescribing per annum.
Community Mental Health Service Data

Data from HPFT would put the current Stevenage CMHS case load at over 1,400 active cases open.

Data from a small study comparing the CMHS caseload with practice data at one practice (unpublished) showed that a significant number of patients (18/49) with “MH8” diagnoses are not open to the CMHS.  If this is replicated over the whole area it would suggest that a large proportion of the cases open to the CMHS are not patients with psychotic illnesses.

Severe mental illness is an amalgam of two key concepts. The first is derived from diagnosis and would include the disorders described in chapter F (mental illness) of the tenth revision of the International Classification of Diseases (ICD-10):

· F2, schizophrenic and delusional disorders; 

· F3, mood (affective) disorders, including severe depressive, manic and bipolar forms, and a range of severe, moderate and mild depressive disorders;

· F4, neuroses, including phobic, panic and obsessive–compulsive disorders;

· F5, behavioural disorders, including eating, sleep and stress disorders;

· F6, personality disorders of eight different kinds. 

The other key concept is severe mental illness (SMI), which places the current ICD diagnosis within the context of a much wider range of problems, including severity, persistence and potential vulnerability. For example:

· active self-injury, food refusal, possibility of suicide; 

· threatening or injurious behaviours towards others;

· embarrassing, overactive or bizarre behaviours;

· active delusions, depression, phobias, obsessions;

· long-term 'negative' symptoms: slowness, self-neglect, social withdrawal;

· substance misuse;

· physical disabilities;

· learning disabilities;

· social disadvantage and disablement;

· likelihood of relapse.

The concept of SMI is basically descriptive. It has gained substantial official and professional acceptance because it is more relevant to the reality of 'case-mix' decisions that simple diagnostic codes.
Social Care Packages 

The provision of social care funded support is unlike health care, means tested for all persons other than those who meet the FACS criteria unless they fall under the provisions of section 117
 of the 1983 mental health act. 

For persons aged between 18-64, there are 273 individuals receiving social care support to enable them to live independently arising from their Mental Health needs assessment.  This represents 5.62 per 1000 of the population.  

These social care interventions provided within this locality vary from low intensity support to comprehensive care packages that are aimed at ensuring those persons with substantial or critical needs (See FACS Matrix) are supported to live independently.

Current Service Provision

The vast majority (90%) of need for patients with mental health problems will fall into primary care.  For Stevenage’s population believed to have a mental health need (13,760), this equates to 12,360 potentially in primary care (although only 37% can be expected to seek help) and 1,400 under the care management of HPFT. In financial resource terms primary care receives approximately 10% and secondary care approximately 90% of total funding available for persons with a mental illness.  

Of course it is noted that for those with SMI the cost base on an individual level is much higher, however these individuals equate for c.1/3 of the total HPfT caseload within the locality and for those persons with a moderate ‘neurotic’ mental health need there is strong evidence that these resources can be better used to provide a more comprehensive service that will work with primary care to deliver an Enhanced Primary Mental Health Care Service.  Such a redistribution of resources addresses the higher cost base for the treatment of neurotic conditions within secondary care and promotes more effective joint working with colleagues in primary care.  

The National Institute of Clinical Excellence (NICE)

NICE have issued guidance on the management of anxiety and depression. In this guidance they are clear that pharmacological therapies are overused in the treatment of these conditions and that the NHS should provide more psychological therapies
NICE Stepped Care Approach – Anxiety and Depression
	Step 5
	Risk to Life, Severe Symptoms/Need
	Medication, combined treatment, ECT

	Step 4
	Complex & Enduring Symptoms/Need
	Medication, complex psychological interventions, combined treatments

	Step 3
	Moderate or Severe Enduring Symptoms/Need
	Medication, psychological interventions, social support

	Step 2
	Mild Symptoms/Need
	Watchful waiting, guided self help, brief psychological interventions

	Step 1
	Recognition
	Assessment


The CMHS provides services for patient who fall into steps 4 and 5.

GPs can provide recognition, assessment, watchful waiting and medication.

There is currently insufficient service provision of guided self help and psychological interventions for those who fall into steps 2 and 3. The CMHS should provide social support on the basis of “fair access to care” for patient who self present but there is reluctance amongst GPs to refer patients with “lesser” degrees of illness to the CMHS as these referrals are often rejected or the patients report that after a single assessment they are discharged.

Those individuals within the locality with a SMI would appear to be receiving an effective service from HPfT, however further work is required to ensure that these individuals are discharged back into primary care once appropriate to do so. 

The SLCG has recently commissioned a counselling service outside the services provided by HPFT. This will provide time limited counselling (maximum 6 sessions) usually taking a problem centred approach.  The service will provide 1000 sessions per year for persons with a step 2 need, this will equate to approximately 165 completed episodes of treatment annually.
Gap Analysis
Through an analysis of the demography and morbidity data for Stevenage, it is clear there is a significant group of adults who are experiencing a level of mental distress and are either not accessing services at all, receiving a limited intervention in primary care or receiving a service inappropriately within secondary care.  

In considering where resources should be targeted, this PBJC group would propose the refocusing of provision to better enable primary care & secondary care to meet the mild to moderate mental health needs of those identified as not having access to a clinically and cost efficient Enhanced Primary Care Mental Health service .  

In addition to this core group of individuals, it has been identified that Stevenage has higher rates of peri-natal mental illness which may in part be influenced by our higher than national average lone parent statistics.

It is also evident that the current configuration of secondary mental health services is not best suited to promote care pathways that reflect the required stepped care of service provision- indeed it appears that historic challenges in accessing secondary care for primary care colleagues are compounded by the high numbers of persons on the CMHT’s caseload, raising the question about whether secondary and primary care in this locality have adequately addressed the need to maintain capacity thought effective discharge management.

Social Care.

It is the hypothesis of this group is that if greater provision of social care interventions including individual budgets and direct payments were made available to those persons eligible for social care at a lower point in an individual’s care pathway, it may further reduce their requirement to have needs by secondary care.

Effectiveness and Efficiency of Services 
There is limited reliable data regarding the effectiveness and cost efficiency of psychiatric care.  In anticipation of Payment by Results, research evidence (globally and nationally) of psychiatric service provision rarely connects well to population demographics or need.

Guidance from NICE includes analysis of cost effectiveness of treatments. NICE have issued guidance as to what care should be provided by the NHS for: 

· Antenatal and postnatal mental health;

· Anxiety;

· Bipolar disorder; 
· Depression;

· Eating disorders;

· Obsessive-compulsive disorder;

· Post-traumatic stress disorder (PTSD);

· Schizophrenia;

· Self-harm.

Guidance is expected soon to cover:

· Antisocial personality disorders (ASPD);

· Attention deficit hyperactivity disorder (ADHD);

· Depression - chronic health problems;

· Depression - primary and secondary care;

· Drug misuse - psychosocial interventions;

· Personality disorders - borderline;

· Schizophrenia (update);

· Severe mental illness with problematic substance misuse.

Currently care of anxiety and depression in primary care within this locality cannot follow the guidance as there is no service providing guided self help or psychological interventions for those who fall into steps 2 and 3.

Optimum configuration of services

From the local data collected we believe that a significant proportion of the CMHS caseload is patients with lesser degrees of mental ill health.

The survey of GPs revealed that many patients with equivalent levels of need are managed solely in primary care.
Enhanced Primary Care

Currently there are only 2 options – Primary Care (GP care) or Secondary Care (CMHS).

We propose an intermediate tier: Enhanced Primary Care which would encompass both current Primary Care patients with unmet needs and those patients currently within the secondary care services who do not require that level of intervention.  
Within the enhanced primary care service, because of the higher than national average rates of pregnancy within the Stevenage Locality and the high incidence of Teenage and Single Parent families it is also proposed to develop focused interventions for persons with peri-natal mental health needs- this project will span primary and secondary care professional disciplines.
Stepped Care

The Enhanced Primary Care service is based on the principles that underpin stepped care. 

The first principle of this Model of Mental Health care delivery is that of “least burden” – that the level of treatment should be appropriate to the severity of illness and that the most cost effective and “harm free” level of intervention should be initiated.

The second is the principle of scheduled review – that there is an expectation that symptoms will improve with treatment and that 

· if improvements do not occur an increase in the level of treatment is necessary.

· once remission of symptoms has stabilised it is appropriate to decrease the level of treatment.

Application of this approach to psychological therapies nationally has resulted the implementation of low intensity / high volume therapies that are very different to the high intensity / low volume psychological therapies traditionally provided by psychologists within CMHTs.

The aim is that by applying a “small dose” of appropriate therapy such as CBT to the right people at the right time we can both provide effective treatment for mild to moderate depression and anxiety disorders and allow the early identification of those users that require a higher intensity treatment.
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It is likely that Secondary Care services will be appropriate for users with:

· Schizophrenia

· Other psychoses

· Unstable bipolar illness

· Personality Disorders resulting in severe distress

· Those disorders best served by “specialist sub-teams”:

· AOT

· Crisis Team

· Severe Eating Disorder Services

· Those requiring early assessment by senior clinicians of those patients in whom there is diagnostic uncertainty.

· Those who require to “step up” from the “primary care” level services for either more intensive community support / more intensive psychological treatment / specialist management of pharmacotherapy.

However, it is the view of PBJC group, supported by the PBC consortia, that the current secondary care configuration of mental health services across 3 sectors is not consistent with the Localities future service requirements.  The group wish to commission a reduction in the number of sectors with the releasing of resources being identified to delivery enhanced primary care services to meet the requirements outlined above.  These services will be appropriate for:

The treatment of mild to moderate depression and anxiety disorders for patients who either chose a psychological approach over GP pharmacological treatment or do not reach full remission of symptoms with GP pharmacological treatment.

The expectation is that these services will offer time limited interventions with scheduled review to allow patients who have not responded to “step up” and those who have responded to be discharged back to GP care.

Care Pathways

The strength of the CMHS is the ease by which GPs can access all the mental health services available to their patients with higher needs via one referral route.

Within an evolving climate, the value of a site that holds knowledge of all the services available locally cannot be underestimated.  Although GPs currently manage over 90% of mental health problems without recourse to secondary care the frequency with which an individual practitioner will come across any particular clinical scenario is low. 

Evidence from the needs assessment, indicates development of a system where the many ways in which patients in need of mental health services lead into a single allocation process by a multidisciplinary team.  This team will have a full understanding of and shared responsibility for the services various facets of the system can offer.  Therefore, repeated assessments will be avoided and the need for time consuming referral rejections/ re-directions will be minimised.

Draft Strategy
All of the information gathered through this process and utilising the data from both primary and secondary care has informed the development of this needs assessment. It is now proposed that once the needs assessment is approved by stakeholders that a Service Specification will be drafted alongside a locality PBJC commissioning strategy.

Key parts of the new strategy will include:

· Single point entry 

· A stepped care system

· Multidisciplinary stratification of referrals to the correct step including early assessment by senior clinicians for those patients where there is diagnostic uncertainty.

· Provision of a re-focused secondary care model for users with severe and enduring mental health problems. 

· Provision of primary care level psychological therapies for mild to moderate mental illness. 

· Services for vulnerable adults and carers.

It is anticipated that the services required within this strategy will be commissioned from HPFT in 2007/08 excluding the Primary Care counselling Service, which has already been commissioned separately by the SLCG from a charitable sector provider.

Accommodation

It is recognised secondary care can have a stigmatising effect and impair an individual’s access and engagement with Mental Health services.  However, accommodation is currently a challenging issue within primary care in the locality for all aspects of care delivery, as such it is unlikely that any of the GMS practices will be able to fully house a new Enhanced Primary Mental Health service, although a few will be in a position to provide clinical space on a sessional basis. 

The PCT is committed to a programme of LIFT to provide Enhanced Primary Care Centres in Stevenage and a LIFT provider is in place but it is unlikely that any new build projects will be in place in time to house the new service initially, although it is hoped that a ‘poly-clinic’ of this nature will be able to house Mental Health Services in the future.

Evaluation

Evaluation of any new service is important. Outcome data collection will be an integral part of any service commissioned. It will be difficult to obtain directly comparable data for “before” and “after” the implementation of the new commissioning plan as

· the current service does not routinely collect such outcome data;

· the populations of the service will be very different.

Hertfordshire has been successful in becoming a 2nd wave “pathfinder” site in Improving Access to Psychological Therapies (IAPT) a DOH initiative. This will provide “pump- priming” monies and allow the appointment of clinical staff to deliver the new services faster that would be possible without.

The data collection and evaluation required by IAPT is robust and will provide good evaluation of the new service. It is based on a balanced score card looking at Health and Wellbeing (clinical outcomes), Inclusion and Employment, Choice and Access and Experience (patient satisfaction).

For more information please see the service framework and specification at: 

http://www.mhchoice.csip.org.uk/psychological-therapies/-iapt-commissionerled-pathfinder-sites/resources.html
As part of Hertfordshire’s IAPT pathfinder status Stevenage (& St Albans) have also been successful in bidding to pilot a Return to Work Programme with the Department of Health which will require 2 Surgeries within the locality (Stanmore & Bedwell) to implement a specific programme to monitor and engage persons signed off work on mental health grounds to maintain or regain employment.  This initiative brings with it funding for each practice of approximately £0.70 x Total Practice list.

We have also been accepted for inclusion in the Care Services Improvement Partnership Eastern Region Learning Network (which is providing support for projects integrating practice based commissioning and social care commissioning). This will provide us with support in research methodology from the University of East Anglia that will guide the exact nature of such evaluation. If we obtain IAPT pathfinder status there will be highly structured guidance as to the outcome measures required.

GP Education:

As the new service is commissioned we will work with GPs to facilitate effective use of the service. This has two components

· advertising the availability of new services for the population who currently receive only GP care 

· improving the quality of referrals in terms of a minimum data set to allow adequate stratification to the correct “level” of service.

Recommendation

PBJC Steering Group are recommended to accept this needs assessment as evidence to support the need for the required changes in Stevenage’s mental health and social care services to enable this project to move to the next stage: Service Specification.

Dr Pragasen Moodley 

GP Lead & Chair of Stevenage PBJC Implementation Group.
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� Section 117 of the 1983 Mental Health Act is applied to those persons who have been detained in Hospital for Treatment and for whom the local authority has a statutory obligation to provide aftercare until the individual concerned is explicitly discharged.
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