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1.

Introduction

1.

The mental health services redesign has been underway since autumn 2015.
The steering group consists of statutory and third sector agencies and is
guided by a Programme Board under the auspices of the Integration Joint
Board. A phased approach to planning service redesign has been agreed
and is being implemented.

2.

The phased approach

2.1

The phased approach being adopted identifies 5 phases overall. Phase 1
relates to the establishment of the project, identifying its aims and objectives,
the stakeholders and data sources, ways of working and reporting
arrangements.

2.2

Phase 2, the needs assessment, encompasses the epidemiology of mental
health in the Western Isles, together with service mapping, service provider
and service user views and stakeholder engagement with wider communities.
This is developed in a separate document, currently in its final draft.

2.3

Phase 3 sets out to explore the range of possible outcomes, utilising the
information from the evidence base and from stakeholder engagement. This
is the first of the elements included in this paper at section 7.

2.4

The second part of the paper explores Phase 4 and the wider range of options
for configuring services in Sections 8 to 10. Section 11 then sets out the
process being followed to select and present a preferred option to the NHS
Board and the Integration Joint Board.
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3.

National strategic context

3.1

The Scottish Government describes a set of sixteen national outcomes they
consider that will make Scotland a better place to live and a more prosperous
and successful country. These include ones relating to living longer, healthier
lives, tackling the significant inequalities in Scottish society, strong resilient
communities, maintaining people’s independence in later life and providing
better employment opportunities. Good mental health constitutes a strong
strand running through the achievement of these national outcomes.

3.2

The Scottish Government’s mental health strategy ran from 2013-16 and
contained 36 commitments. It discussed the role of social prescribing and
self-help, availability of information and support with equality of access to
services, relationships between mental illness and trauma, distress, physical
health and debt, as well as recognising the changes in design of mental
health community, inpatient and crisis services.

3.3

The Scottish Government has recently consulted on its new mental health
strategy. This identifies a range of priorities based on life stage. The areas of
particular importance to the current service redesign work fall under the
headings within the strategy of ‘Live Well’ and ‘Age Well’.

3.4

The priorities for these age strands include:







3.5

introduce new models of supporting mental health in primary care
support people to manage their own mental health
improve access to mental health services and make them more
effective, efficient and safe
improve the physical health of people with severe and enduring mental
health problems to address premature mortality
focus on ‘All of Me’, ensuring parity between mental health and
physical health
realise the human rights of people with mental health problems.

The proposed priorities of the Scottish Government are:




focus on prevention and early intervention for pregnant women and
new mothers
focus on prevention and early intervention do infants, children and
young people
introduce new models of supporting mental health in primary care
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support people to manage their own mental health
improve access to mental health services and make them more
efficient, effective and safe – which is also part of early intervention
improve the physical health of people with severe and enduring mental
health problems to address premature mortality
focus on ‘All of Me’. Ensure parity between mental health and physical
health
realise the human rights of people with mental health problems

3.6

With reference to dementia, the Scottish dementia strategy ran from 2013-16
with consultation recently closed on the revised strategy 2016-19 and
publication of the new strategy expected later in 2016.

3.7

The priorities proposed are:












making further improvements in dementia diagnosis rates and in the
quality and consistency of post-diagnostic support
working collaboratively with the new Integrated Joint Boards to support
locality planning and re-design of dementia services
prioritising policy around dementia palliative and end of life care
implementing a further Promoting Excellence dementia health and
social services training and education plan for the next three years
continuing the national focus on improvement in acute and specialist
dementia mental health settings
continuing to identify and promote the specific issues and needs of the
dementia client group as part of the process of implementing the
recommendations of the Task Force for the Future of Residential Care
in Scotland
continuing to work with service user and carer groups – such as the
Scottish Dementia Working Group, Alzheimer’s Scotland National
Dementia Carers Action Network and the ALLIANCE’s Dementia
Carers Voices project
supporting the development of and completing bottom-up, communityled Dementia Friendly Community initiatives
working with others to respond to both the Scottish Government’s and
NHS Health Scotland’s imminent reports on equalities and dementia
issues, such as access to timely diagnosis and services by people
including those with early onset dementia; those with learning
disabilities and dementia; and those with dementia from LGBT and
BME groups and communities
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3.8

continuing to support research through funding The Scottish Dementia
Clinical Research Network and supporting the work of the Scottish
Dementia Research Consortium in its objective to bring together the
range of dementia research interests in Scotland and maximise the
impact of and funding opportunities for research capacity here.

The Scottish Government has also provided funding to improve access to
psychological therapies that is allowing NHS Western Isles to develop a
locally based full time consultant clinical psychologist post. It is anticipated
that this post will commence in early 2017.
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4.

Sharing the vision and values

4.1

The stated intention of the service redesign is to develop modern, integrated
mental health services that meet the needs of the population of the Western
Isles, are available for emergency care at all times, and make the best use of
the resources of the statutory, private and third sector agencies that are
currently used to address people’s needs. It is anticipated that the redesign
will lead to the amount of resource that is provided for mental health being
used more effectively, that this will not decrease and would ideally wish it to
increase – however, the current Scottish and UK financial situations are
unlikely to allow for service development in the near future.

4.2

A key feature of the mental health service redesign has been stakeholder
engagement. An initial series of events was held across five locations
aligning with the localities of the Health and Social Care Partnership. The
purpose of these events was to gain the views of the stakeholders about what
was working well with the existing mental health services, what they would
like to see changed and how that change might be effected. The events were
extensively advertised across the islands. Attendees came from service users
and caregivers along with service planners and providers across the statutory
and third sector.

4.3

The vision and values, articulated by the Steering Group and derived from
stakeholder events, relate to the overarching principles of a clear community
focus and utilising a recovery approach. In addition the strategic plan for
integration of health and social care refers to a set of principles that align well
with this work:






4.4

Respect for the inherent dignity and worth of all individuals.
Promotion of individual autonomy including the freedom and support to
make one’s own choices.
Support to ensure full and effective participation and inclusion in
society.
Respect for difference and a desire to respond to individual needs.
Equal access to resources, services, information and opportunity.

The initial stakeholder engagement highlights:


Desire for a Recovery approach to underpin with services focused on
promoting independence and integration
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Wish for services as local as practicable, closely linked to promote
joined up, consistent and efficient working, with access to specialist inpatient care when required
Effective crisis response, including home based treatment
Development of tiered services with single point of access
Development of psychological therapies
Value of the generic services in our communities
Potential increased usage of the voluntary sector in general and
specifically in relation to befriending/isolation schemes
Adequate support for both formal and informal carers
Continuing development of service user involvement in service
planning, service evaluation & delivery including peer support
Staff training in both statutory training and clinical development
Services following the same service model, principles and philosophy,
although delivery may look different in different localities.

4.5

As a result of the stakeholder events, we have a good foundation to
implement the model of care based on the range of current service provision
we have (see Figure 1 for the tiered model of working). Furthermore, we have
a history of effective integrated working between mental health and social
care teams. However, the successful delivery of the model will require
significant cross-organisational cultural change and the implementation of
new ways of working.

4.6

The whole system approach to the delivery of mental health care services will
require commitment to whole system working by all stakeholders involved.
This whole system approach is in line with the shared vision we have to
reshape the health and social care system to create a greater community
health and social care focus, energised extended primary health care teams,
with reduced reliance on hospitals and institutionalised care, and increased
self-management and personalisation.

4.7

Our definition of a vision for whole system integration, is a recovery focused,
patient-centred integrated care as described by patients themselves –
structural integration is of secondary importance. We want to create a culture
of integration around the patient, not the organisation or the system.

4.8

The successful delivery of the model of care will contribute to achieving the
domains and outcomes across NHS, social care outcomes and public health
frameworks.
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4.9

We have an Integration Board which will be used to ensure the model of care
is strategically aligned, monitor the implementation and delivery of the model
and will help to remove any barriers to success.

4.10

Issues to be addressed in the development and implementation of the model
include the role of wider partners who also provide support and services to
people with mental health problems, pathways of access and care, financial
and other resources and timescales.

4.11

We will need to work with existing providers to implement the whole system
integration approach to care pathways and transform existing community
services to deliver best practice interventions in line with the model of care
and to replace institutional forms of support with services which promote
personalised service user outcomes and independence.

Figure 1 Tiered model of care for people with mental health needs
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4.12

As indicated in the previous modernisation of NHS services, there are certain
aspects of care for which there are not, and will continue not to be, facilities in
the Western Isles. These include specialist intensive care psychiatry, forensic
psychiatry, ECT, specialist in-patient care for certain categories of ‘dual
diagnosis’, perinatal care and a number of other scenarios. We remain
committed to working with mainland boards to ensure safe and effective
services in these areas of specialism.

4.13

The tiered model of care, encompassing the recovery approach, is set out in
Figure 1. There are four tiers of care, ranging from community health and
wellbeing to highly specialised inpatient services. A tiered model for service
delivery allows the individual to access the services they need through clear
pathways, entrance and exit points and with the right person at the right time.
The lower tiers are the ones where most people will spend most time, with
only a small number of people in the Western Isles needing to access Tier 3,
highly specialised services, predominantly based on or provided from
mainland providers.
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5.

The concept of Recovery

5.1

The concept of Recovery is not unique to mental health; recovery approaches
are appropriate for any service seeking to ensure that every person should be
able to maximise their potential. In mental health this is based on the precept
that everyone has the potential for mental health recovery. Recovery fits well
with human rights-based values seeking to improve personal outcomes and
foster empowerment, with a commitment to being person-centred.

5.2

Supporting recovery is carried out as a joint venture between those being
supported and services around the person. The principles of selfmanagement and supported decision-making are prominent in recovery but
the approach also recognises that the individual needs support to achieve
their goals and aspirations. This can be achieved in a variety of ways
including help from statutory and third sector services, with peer support
playing an important role.

5.3

Recovery services focus on working with the needs, aspirations and wishes of
individuals rather than having clearly defined services available at designated
places – they need to be flexible and consistent in their support.

5.4

The second set of stakeholder events, held in Stornoway and Balivanich,
aimed to explore people’s understanding of recovery and what a recovery
approach could look like for the Western Isles. As with the first stakeholder
events, these were open to anyone with an interest in mental health services
and their provision in the Western Isles.

5.5

Attendees recognised that an integrated recovery approach should focus on
the individual, being ‘about me’, with service users being involved in decisions
that affect them. There was also recognition of the vital role played by families
and caregivers and the need to ensure that they are informed as much as
possible so that they can provide the necessary support to the individual on
their recovery journey.

5.6

The events highlighted:
 The issues of stigma and confidentiality remain important to all
 Communications across and between organisations about service
users and their needs could be improved
 There needs to be greater emphasis on ensuring that the community
knows what services are available and how to access them
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That small communities can be very forgiving and understanding
That better links need to be made between physical and mental health
so that wellbeing is promoted
Pooling of resources across agencies would enable services to be
more appropriately distributed and better meet need
Prevention of problems/crises would be better than having to manage
crises and this requires a fresh look at how services are arranged

5.7

Recovery needs to be:
 Individualised
 Supported and person-centred
 Supportive of reducing social isolation regardless of geography
 Understood by service providers including those outwith direct mental
health service provision

5.8

Services across the islands should be supported to:
 Challenge and address stigma around mental health problems
 Share the belief that recovery is possible and is individual
 Provide practical help to access services
 Make effective use of technology to improve services
 Ensure access to specialist care, particularly in a crisis, 24/7 across the
islands
 Ensure the workforce is supported and prevent burn out in staff.

5.9

The outcomes of the stakeholder events have been used in modelling the
options for change.
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6.

Assessing the need

6.1

In order to provide services, a picture of the need for service requires to be
developed. Mental health service needs have been assessed in a range of
ways.

6.2

An epidemiological needs assessment has been conducted, seeking
information on local and national prevalence and incidence of mental health
conditions. This provides a useful guide to the principal conditions seen, by
the NHS, in the Western Isles and across Scotland, and the levels of service
currently taken up by inpatients and outpatient attendances. It allows us to
consider any differences that are seen between national and local services,
and whether such differences are related to population, service provision,
service orientation or other factors.

6.3

However, health services provision is only one part of the picture. Alongside
this, partner services have been providing information on the range and
volume of activities they provide, indicating to whom and where across the
Western Isles such services are provided.

6.4

The third aspect of the needs assessment has been the views of service
users, providers and caregivers captured in the initial round of stakeholder
conversations. This provides a richness of qualitative information on what
services are sought, how the current service provision is working, the
effectiveness of current provision seen through the lenses of the participants
and potential for service improvements.

6.5

All these elements are brought together into one document and have been,
and continue to be, used in the formulation of the proposed outcomes and
options.
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7.

Service outcomes

7.1

The implementation of the model will require the transformation of existing
services to ensure they have the capacity and capability to safely deliver the
desired care pathways. This means in the future there may be changes to
how and where we allocate resources, taking account of the changing
demographics and needs of the people of the Western Isles. Ongoing
engagement with key stakeholders, including service users and carers, about
the model will also be essential for the successful delivery of the model.

7.2

Care pathways form the basis for early identification, assessment and
therapeutic interventions across all agencies involved in the care and support
of people with mental health problems. These will involve:


Development of agreed care packages for each locality (with scope for
variation to take account of social support and individual choices)



Agreement of service user outcome and experience measures





Review of existing memory and older adults mental health services
Potential service redesign with a focus on:
Diagnosis
o Early identification and intervention
o On-going treatment and support
o End of life care.

7.3

This work then leads into the development of potential outcomes as part of the
plan formulation. Ideally the outcomes should be developed and agreed
through staff and community engagement and participation. In the interests of
brevity, it is suggested that a core set of outcomes, drawing on the national
mental health strategy and previous work to modernise mental health services
be used.

7.4

Whilst outcome models exist for mental health and wellbeing (see Appendix
1), they are much less common for mental illness services and this paper
therefore draws on wellbeing service models for its outcomes.

7.5

Drawing on the draft mental health strategy for Scotland, the mental health
implementation framework in England (Appendix 2) and previous discussion,
the long term outcomes agreed by the Steering Group for inclusion with this
work programme are:
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Outcome 1 - increased population awareness of mental wellbeing and mental
health problems
Outcome 2 - increased ability to self-manage personal mental health
Outcome 3 - increased number of people recovering to live fulfilling and
satisfying lives
Outcome 4 - increased social inclusion of people experiencing mental health
problems
Outcome 5 - reduced stigma and discrimination associated with mental health
problems
Outcome 6 – reduced premature mortality and morbidity and improved
physical health of people experiencing mental health problems.
7.6

The services redesign is aimed at addressing primarily Outcomes 2, 3, 4 and
6, i.e. relating to service delivery for people with mental health problems.
Further work will be required to develop these outcomes into appropriate short
and medium term outcomes. These will be combined with outputs and inputs
in the final model for implementation. An example of measurement of
outcomes is shown in Appendix 3.
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8.

Service options for change

8.1

The range of service options are, to a great degree, developed from the
foregoing work with stakeholders and the deliberations of the Steering Group.
The outcomes are worked up into the choices of options that will require to be
assessed. A selection panel is being established that will include service
users and caregivers as well as providers.

8.2

The identified options are:
1) Status quo (No change option)
2) NHS proposed model from previous work (2013 model with 12 beds)
3) Mixed model with locally based short term admission hospital beds,
recognising that there are several ways in which such provision for beds
could be made
4) Fully community based service, no local (on island) acute psychiatric or
dementia hospital beds

8.3

In its previous service modernisation, NHS Western Isles gave a series of
commitments and it is necessary to reconsider these in the light of the
redesign work across agencies:

Commitment 1 - Our commitment to service provision and service sustainability i.e.
how we can provide services in a more efficient and effective manner, and wherever
possible, through strengthening our island health care provision.
o This remains an appropriate commitment in the multiagency context.
Commitment 2 - Our commitment to continue to provide in patient services for those
people who require to be admitted to hospital i.e. we aim to provide care in settings
that are appropriate and relevant to the needs of people with dementia and people
who have acute mental health difficulties.
o This commitment remains but with the recognition that, in order to provide
the comprehensive care of high standard required, this hospital service
may not be in the Western Isles, and also that hospital care is unlikely to
be the first choice provision for people requiring long term care.
Commitment 3 - Our commitment to improve access to mental health services in a
manner that is as close to peoples’ homes as possible and where people receive the
care they need when they need it.
o This remains an appropriate commitment in the multiagency context. The
service redesign is intended to be ensure equity of access to services,
regardless of geography. This commitment of equity means that services
will be available across the islands, but how the services are delivered
may differ according to geography.
MHRDSG Options v1.2
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Commitment 4 - Our commitment to review our workforce requirements i.e. to ensure
people who require mental health care do so from the right staff in the right place.
o This remains an appropriate commitment in the multiagency context.
Commitment 5 - Our commitment to the effective use of information technology.
o This remains an appropriate commitment in the multiagency context.
Commitment 6 - Our commitment to forging closer links with mainland mental health
services i.e. to develop networks that will support and sustain the services we
provide.
o This remains an appropriate commitment in the multiagency context.
Commitment 7 - Our commitment to working and planning in partnership with the
CnES, the voluntary sector and other partner agencies and groups.
o The multiagency nature of this work is mandatory under the auspices of
the Integration Joint Board.
8.4

Psychiatry and psychology input
It is currently presumed that the senior medical and psychology staffing will
consist of two consultant psychiatrists and one consultant clinical psychologist
(recently appointed). The different options affect the balance between hospital
and community work, and may influence how to assure access to out of hours
cover for psychiatry. It is further presumed, for all options, that people who
currently require to be managed at a mainland centre will continue to be so
managed (paragraph 4.11 refers).

8.5

Hospital services
The redesign of mental health services tends to focus on the acute inpatient
service and the reduction or removal of beds for people with acute psychiatric
illnesses, and for those with dementia compounded by physical health
problems within the Western Isles Hospital. It is noted that there are no
designated psychiatric or dementia beds in the Uists and Barra Hospital or St
Brendan’s Hospital on Barra.

8.6

The vast majority of the population of the Western Isles who have or develop
mental health problems do not need to be seen in a hospital setting and can
be effectively managed in community settings. Our current NHS provision and
resource investment are skewed towards provision at the Western Isles
Hospital with consequent more limited community provision by trained
community psychiatric nurses.
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8.7

Mental health services in community settings
Primary care will remain the mainstay of services in the community, often
providing the first line of contact for people with mental health problems
including those in distress. Primary care practitioners need a sound
awareness of the services that are available and how to refer people to them;
a service directory would assist in this awareness.

8.8

Options 1 and 2 do not lead to any changes in community provision. For
Options 3 and 4, the focus is on community services for people with mental
health problems. This activity ranges across the Recovery journey from early
intervention resulting from early warning of people in distress or with early
mental health problems, to more intensive community support for people with
acute onset or exacerbation of mental health conditions and on to
rehabilitation and maintenance within community settings. This may include
community based day services and access to specialist roles. An appropriate
skill mix for this is vital for its effective implementation.

8.9

It is recognised that delivery locations will vary, sometimes the person’s own
home is not the most suitable place and an alternative location needs to be
found. Any model will require to support this.

8.10

The current NHS hospital service consists of qualified general and mental
health trained nurses and health care assistants, together with specialist
practitioners in occupational health, physiotherapy and psychology. Under the
change models, these staff will all practice in community settings. Clearly the
balance of staffing is essential and a model of care is sought that maximises
the use of healthcare assistants to connect with and support service users on
a day to day basis, whilst the RMN cohort utilise their specialist skills in
managing psychiatric issues. This allows a substantial pool of skilled nurses
to supervise, manage and direct care for people with mental health problems
and offers flexibility and resilience alongside more effective management of
risk.

8.11

Local authority provision - the role of the Mental Health Officer and of the
Housing Team
The local authority is responsible for the Mental Health Officer role, a function
of social work. This role is set down in legislation and will not change under
any of the options.
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8.12

The Housing team at the local authority is also intrinsically involved in care of
people with mental health problems who may have unstable housing
circumstances, providing advice, support and guidance.

8.13

Third sector partners
Alongside these statutory professionals, the third sector provide a wide range
of supporting services that enable the recovery of people with mental health
problems. It is noted that this provision is centred in and around Stornoway,
which is understandable given that the largest population grouping is around
Stornoway and Broadbay. Third sector services in Harris and the Southern
Isles are sparser and are more commonly multipurpose (i.e. providing for
people with mental health problems alongside people with other conditions
such as alcohol problems or social isolation. The change models look to
enhance this provision through effective care pathways across the personal
Recovery journey of each individual and will consider a variety of ways in
which this joined up nature of service can be achieved. Consent from
individuals to share their information requires to be sought, but this should be
driven by the expectation that single shared assessment and coordinated care
plans enhance opportunities and timing of Recovery.

8.14

It has long been recognised nationally that mental health services have been
underinvested in comparison with physical health services. Whilst the
Steering Group is working to maximise the effectiveness of existing resources
in the redesign, it notes its concern that the current resources invested in
mental health services by the statutory sector commissioners (including the
service agreements with the third sector) may be insufficient.

8.15

The Steering Group has also noted the uncertainty with regard to the stability
of third sector funding, particularly in relation to the existing service level
agreements which are short term in nature. It notes that the third sector can
be highly successful in attracting external funding to support its work and
seeks to encourage the commissioners of third sector mental health services
to consider rolling contracts of more than one year’s duration.

8.16

Alongside the service providers, there is considerable investment in training
and awareness for mental health, such as Mental Health First Aid, which aims
to build competence and capacity for services that interact with people with
mental health issues, such as housing, as well as caregivers. These services
will continue under all the options.
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9.

Generation of service options

9.1

There are always a number of different ways to deliver services and this
service redesign, across health and social care partners and the third sector
agencies involved in mental health, is no different. A long list of options was
discussed by the Steering Group and a short list generated from these,
together with a high level summary of the features for each option.

9.2

These are:
Option 1 - status quo
i.e. maintain Clisham and APU as currently configured, no change to CPN
team, to LA provision or third sector provision. This will leave the bulk of NHS
resources at the Western Isles Hospital, with a small team of CPNs and
mental health workers spread across the communities of the Western Isles.
The current challenges to community services, with reliance on single handed
practitioners in the more remote areas (including visiting services to Barra)
remain. The third sector provision remains uneven across the islands.

9.3

Option 2 – previous approved NHS model
Institute recommendations of NHS Board from 2013 with 12 mixed
(acute mental health and dementia) beds. This option will involve a
reduction in mental health hospital beds locally and investment in community
facilities. There will be no change to third sector or council services. It also
involves the development of a Community Mental Health Team linked to GP
practices, helping to keep people in their own home environment. This would
only be possible by shifting the balance of care and associated resources.

9.4

Option 3 – a predominantly community based model with small number
of short term (72 hour max) locally based inpatient beds. Enhanced care
pathways across community settings with closer integration of statutory and
third sectors, inpatient beds staffed by mental health staff to care for short
term detentions and assessments

9.5

This will draw staff from community psychiatric service for 24-48 hours to
follow the care of the acutely unwell patient. If longer than 48 hours is required
then transfer to a mainland provider for specialist care should be considered.
It is recognised that there is currently a dearth of inpatient mental health beds
across Scotland, and arrangements could be sought that parallel those of
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NHS Grampian and the Northern Isles where NHS Grampian undertakes to
find a bed for any Northern Isles’ patient.
9.6

This option will allow acute crisis intervention and place of safety within WIH.
Arrangements like this are already in place in UBH and St B by default, with
the CPN service supporting nursing staff in managing the acute patient. At
present this takes the CPN away from regular duties, but the intention is that
increased staffing from the deployment of the hospital staff cohort into the
community, will enable flexibility in the CPN team and permit the nurse to
follow the patient into hospital.

9.7

Option 4 – community mental health services
Fully community based model, no local (on island) mental health beds
All staff and services will be located in community settings. The Recovery
approach underpins this model. Care pathways will be agreed across
agencies, with a single door entry and referral; the model will be based
around prevention and early intervention, with a reduction in the occurrence of
crises. It will provide integrated care for people with mental health problems.
The potential of a single, shared, person-held record will be explored.

9.6

Further details on these four shortlisted options are set out in Section 10,
which examines their strengths, weaknesses, opportunities and threats.
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10.

SWOT Analysis of Options 1-4

10.1

Option 1
Do nothing – i.e. maintain Clisham and APU as currently configured, no
change to CPN team, to LA provision or third sector provision. Continue
reduction of beds in Clisham as longer stay patients move on to residential
care.

10.2

There is planned change with the development and implementation of the
Western Isles Dementia Strategy as well as the review of the residential
estate that will impact on the bed provision for dementia. There is recognition
that people with dementia do not require to be in hospital unless there are
medical needs, and the Dementia Strategy seeks to maintain personhood and
resilience through respectful support services and maximisation of technology
for risk enablement in the local community.

Strengths
Familiar system
Maintains staff as is currently
configured
Local bed capacity in Stornoway
Provides for short term detention as
necessary
Provides
hospital
beds
for
management of crises

Weaknesses
Resource inappropriately located with
majority of NHS spend at hospital whilst
majority of patients are in community
Gaps in community provision not addressed
Inability to respond to wider changes and
impact of integrated health & social care
Continue to have uncoordinated services
Lack of care pathways
Multiple points of contact and access into
services
No change to bed capacity in Uists or Barra
Patients may still require to be transferred to
mainland hospitals
Focus on hospital services may detract from
community services

Opportunities
Threats
It is difficult to see this presenting any Unable to meet patient demand for
opportunities
community based services
Lack
of
coordinated
care
reducing
effectiveness of services
Potential for people with mental health needs
MHRDSG Options v1.2
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to be missed
Already planned reductions in beds in
Clisham with reprovision elsewhere

10.3

Option 2
Institute recommendations of NHS Board from 2013 with 12 mixed
(acute mental health and dementia) beds, single team in hospital and
transfer of residual staff to community. There will be no change to third sector
or council services.

10.4

One of the additional aspects of the 2013 agreed model was the
redevelopment of the mental health space within the Western Isles Hospital.
This recognised the importance of the accommodation space as part of the
overall resources for mental health. The intention behind this was to develop
a mental health resource centre which could provide a range of services
including: outpatient clinics, day services including a range of therapeutic
activities, specialised clinics such as psychological therapies, effective
videoconferencing links to other parts of the islands to enable remote clinics
and a staff base.

Strengths
Local bed capacity in Stornoway retained
at similar levels to current
Single team for care in WIH adds
flexibility
Provides for short term detention as
necessary
Provides hospital beds for management
of crises
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Weaknesses
No links to changes in LA or third sector
working.
Limited clarity on recovery approach or
focus
Resource inappropriately located with
majority of NHS spend at hospital whilst
majority of patients are in community
Gaps in community provision not
addressed
Inability to respond to wider changes and
impact of integrated health & social care
Continue to have uncoordinated services
Lack of care pathways
Multiple points of contact and access into
services
No change to bed capacity in Uists or
Barra
Patients may still require to be
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Opportunities
Some boosting of community team
through relocation of hospital staff into
community
Potential for alternative uses for Western
Isles Hospital accommodation to improve
services for people with mental health
problems

10.5

transferred to mainland hospitals
Focus on hospital services may detract
from community services
Threats
Considerable investment in hospital beds
remains
Inability to free up resource to increase
community services (where people are)
Unable to meet patient demand for
community based services
Lack of coordinated care reducing
effectiveness of services
Potential for people with mental health
needs to be missed
Already planned reductions in beds in
Clisham with reprovision elsewhere

Option 3
Model is based on community services and most people with mental
health problems will be fully supported in their preferred community
setting with statutory and voluntary services operating in a coordinated
manner. Care pathways will be further developed as part of this
coordination of care.

10.6

There will be a move of mental health NHS staff out of hospital into
community settings. Closer working between primary care and mental health
services will assist in prevention, early identification and assessment of
mental health problems. Support for caregivers should be part of the holistic
care of the individual.

10.7

There is a range of different ways in which hospital accommodation can be
provided and this model does not proscribe this. The principle underpinning
Option 3 is of short term (maximum 72 hours) accommodation to allow for
crisis intervention and place of safety within Western Isles Hospital sites. The
community psychiatric staff will be able to follow the acutely unwell person
into hospital to provide care, enhancing continuity of care. This may lead to a
reduction in service temporarily.
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10.8

Round the clock access to community psychiatric nursing staff and to
consultant psychiatrists is core to this model. It is recognised that the
psychiatric medical input may be remote rather than based on-island.

Strengths
Beds identified on all hospital sites for
short term acute assessment and
treatment
Uses specialist staff across community
into hospital to enhance continuity of
care
Boosting of community team through
relocation of hospital staff into community
Allows for short term detention as
necessary
Reduces inappropriate use of beds
Opportunities
Boosting of community resources can
support greater early intervention and
prevention of crises
Opportunity to develop community
services and to enhance pathways
across community
Provides for innovative model of care
Anticipated
positive
change
in
relationships with third and statutory
sectors

MHRDSG Options v1.2

Weaknesses
Reliance on CPN team to support
inpatients, may detract from community
based service
Reliance on continuing team of medical
and nursing input in hospital setting
Will need buy-in from all sectors to
change care pathways across providers.
Need to provide training and support to
ward staff
Need to ensure bed availability on each
site
Threats
Reduction in bed numbers unlikely to be
able to create significant change across
Western Isles
Limited ability to provide inpatient care
May require increased use of off-island
beds for specialist care
Inability of medical staff, no change in
existing gaps and links across third
sector and statutory services
Inability of medical ward staff to manage
mental health patients
Lack of availability of beds at times of
need due to high occupancy rates
Sustainability of third sector services is
vital to success
Significant change for mental health staff
Availability of local inpatient beds may be
limited

Page 25

10.9

Option 4
As Option 3 but with no local beds.
All staff and services are located in community settings. The Recovery
approach underpins this model. Care pathways will be agreed across
agencies, with a single door entry and referral; the model will be based
around prevention and early intervention, with a reduction in the occurrence of
crises.

10.10 The model provides for integrated care for people with mental health
problems. This would be supported by a single, shared, person-held record.
Assessments of patients would be conducted in a range of community
settings to suit the individuals. It is anticipated that there will be greater
involvement and engagement of a wider range of third sector agencies in
individual care.
10.11 Should admission to an inpatient bed be required, this will be arranged with a
mainland provider. Accommodation whilst awaiting transfer for admission will
be in a general hospital bed with care provided by general medical and
nursing staff, supported by advice from the consultant psychiatrist and support
from community psychiatric nursing team.
Strengths
Reallocation of staff from hospital to
community
Enhanced
care
pathways
across
statutory and third sector services
Good fit with recovery approach
Uses all mental health staff in community

Opportunities
Boosting of community resources can
support greater early intervention and
prevention of crises
Provides for innovative model of care
Anticipated
positive
change
in
relationships with third and statutory
sectors
Opportunity to develop community
services and to enhance pathways
across community
MHRDSG Options v1.2

Weaknesses
No in-patient beds
Need to ensure pathways to mainland
providers
Need to provide training and support to
statutory (general medical and nursing)
and third sector staff
Reliance on acute medical and nursing
staff to support those awaiting transfer
Threats
Limited ability to provide inpatient cover
May require increased use of off-island
beds for specialist care
Significant change for mental health staff
Reducing numbers of available mental
health beds nationally may lead to
difficulty in locating beds when required
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11.

Assessment of options

11.1

The approach recommended for full assessment of the options recognises
that the process of decision making is an art rather than a science. An
assessment panel has been brought together to discuss and decide on the
preferred options to go forward to wider public consultation and discussion.
This panel consists of statutory and third sector agency representatives
together with service users and caregivers. It is not intended that the latter
two groups are not considered to ‘represent’ their group but bring a range of
experiences to assist in shaping the end result.

11.2

A set of criteria will be used to assess the options. These focus around the
indicators of quality and will be ranked by the options panel before the
detailed assessment is undertaken.

Access
equity

& Does the option promote greater access to a range of services
closer to where people live?
Does the option have any impact on access to services for other
populations or other agencies (positive or negative)?
Is this service available to all who need it?
To what extent does the option retain local services and prevent
avoidable travel outwith the Western Isles?
Does the option provide person-centred care? How are people
involved in their own recovery journey? Is there demonstrable
'patient & public involvement'?

Effectiveness Is the option proven to work? (What evidence is there for it
working and how good a quality is that evidence?)
To what extent does the option focus on prevention, recovery and
rehabilitation?
To what extent does the option encourage more use of
technology to support patients?
What is the balance of risk and benefit to the individual with
mental health needs?
Will the option result in enough activity to maintain quality?
Does the option allow for improvements in communication and
planning around admission and discharge arrangements?
To what extent does the option allow for the development of care
pathways with mainland health boards and/or providers?
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Local
National
Priorities

& How far towards meeting an explicit national or local target does
the option go? (for example, National strategy for mental health,
Local Development Plans etc)
To what extent does the option allow us to invest in increased
capacity to a range of community services, working effectively in
partnership?

Need

What is the prevalence / incidence of mental health problems?
What is the current mortality or morbidity associated with these
and how do the current therapies affect these?
Does it meet public expectations / does it meet a local health
want?

Prevention

Does the option focus or put greater emphasis on prevention of ill
health?
How Recovery focussed is it?

Process

Is the option achievable within a realistic timescale?
Does the option involve multi-agency working / partnership
working?
Is the proposal acceptable politically?

Quality of life

What impact does the option have on different domains of quality
of life (e.g. increase in independence, whether it allows a patient
to play active role in society, social relationships, etc)?
Does the proposal decrease (future) care needs for the patient,
carer or family?
What evidence is there for the patient experience / satisfaction?
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APPENDIX 1
Mental wellbeing outcomes (Towards a Mentally Flourishing Scotland, 2009)

http://www.gov.scot/Publications/2009/05/06154655/2
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APPENDIX 2
Mental health implementation framework, Joint Commissioning Panel for
Mental Health, UK Department of Health

http://www.jcpmh.info/resource/mental-health-implementation-framework/
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APPENDIX 3
No health without mental health – mental health dashboard
Mental Health Partnerships, DoH

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/265388/Mental_Health_Dashboard.pdf
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