Step up to Great Mental Health
Public consultation about proposed multi-million pound improvements
to mental health services in Leicester, Leicestershire and Rutland
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SECTION ONE
We want your views
Mental or emotional health problems represent the largest single cause of disability
in the UK. One in four adults experiences at least one mental health problem in any
given year. We have been listening to what people want from their local mental
health services.
This public consultation sets out proposals to invest and improve adult mental health
services in Leicester, Leicestershire and Rutland. It includes services needed
urgently and for care and treatment arranged in advance.
This is your chance to find out more about what is being proposed and have your
say. This will help the local NHS to understand what the changes would mean for
you and help us to make a final decision.
This consultation will run from Monday 24 May to Sunday 15 August 2021. We want
to know what you think about these proposals to improve some adult mental health
services in Leicester, Leicestershire and Rutland. You can:


Find out more about the consultation, what is proposed and why on our
website at www.greatmentalhealthLLR.nhs.uk. The website will also have
details of consultation virtual events and meetings. You can complete the
questionnaire in this document or on the website



To request a copy of the questionnaire for you to fill in at home or to arrange
to complete the questionnaire with a member of staff, telephone us on
0116 295 0750 or email beinvolved@LeicesterCityCCG.nhs.uk



Email us your views at beinvolved@LeicesterCityCCG.nhs.uk

For up-to-date news on the consultation, follow us on social media:
Facebook: @NHSLeicester
Twitter: @NHSLeicester #GreatmentalhealthLLR

Are we speaking your language?
This document can be made available in other languages. It is also available in an
easy read format, on video, as a Word document for use with screen readers and as
a large print Word document. These versions can be accessed on our website:
www.greatmentalhealthLLR.nhs.uk

4

SECTION TWO
About this consultation
This consultation is being led by NHS Leicester City Clinical Commissioning Group
(CCG), NHS West Leicestershire CCG and NHS East Leicestershire and Rutland
CCG.
CCGs are the organisations that are responsible for buying (commissioning) and
making decisions about healthcare services in Leicester, Leicestershire and Rutland
on your behalf. This includes many of the services provided by Leicestershire
Partnership NHS Trust, who provide adult, child and adolescent mental health and
adult learning disability services. They also provide community health services
including adult nursing, physiotherapy, and occupational therapy at home, in clinics
and in inpatient wards in community hospitals across Leicester, Leicestershire and
Rutland.
This document aims to:









Set out why we need to make changes and improve some specific mental health
services provided by Leicestershire Partnership NHS Trust, some of which are
delivered in partnership with other organisations
Explain the proposals to develop and improve the Mental Health services that are
needed in an emergency or when it is urgent
Explain the proposals to join up many of our community mental health services.
Explain how service users and organisations who use or may use the services
delivered by Leicestershire Partnership NHS Trust and some sub-contracted
providers can get involved in the discussions
Outline what would happen after the consultation
Seek your views by asking you to complete the questionnaire online at
www.greatmentalhealthLLR.nhs.uk., or to request a copy of the questionnaire
for you to fill in at home or to arrange to complete the questionnaire with a
member of staff, telephone us on 0116 295 0750 or email us at
beinvolved@LeicesterCityCCG.nhs.uk. The questions seek to:
- Understand the views of service users, staff, carers and the public
on the proposed solutions to improve services when the need is
urgent and in an emergency, including the impact of any changes
- Understand the views on different aspects of the proposal:
o The point of access into services
o Support provided if people find themselves in the emergency
department or in a hospital bed receiving care for a physical
condition
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o A hub where people may be referred to if they have engaged
with 999 services, NHS 111, the ambulance service or police
o Services provided in different communities when it is a crisis
o Services for the most vulnerable
o Self-help, when people need guidance and support
o Services closer to where people live that work closely with
the local GPs
o Services for specific conditions: personality disorder,
dementia, perinatal health difficulties, post-traumatic stress
due to maternity experience, complex psychosis

These proposals for mental health services are just one part of a much wider health
and care improvement programme that is being delivered through a partnership of
NHS organisations working with local councils and others. This partnership has been
known by a number of names, including Better Care Together and the Sustainability
and Transformation Partnership.
What is covered in this consultation?
This public consultation is about some of the mental health services delivered by
Leicestershire Partnership NHS Trust.
These plans are specifically designed to:
1. improve support to people who need mental health support urgently in an
emergency and,
2. to provide more services closer to home.
What is not covered in this consultation?
This public consultation does not cover other mental health services or service
provided to children. It also does not include inpatient service.
There are 2281 acute mental health beds provided locally through Leicestershire
Partnership NHS Trust. Of these:
 140 are supporting adults with acute mental health needs


40 focus on supporting individuals with needs associated with dementia



48 support older people with ‘functional’ mental health needs

The services support people with acute (most severe) mental health needs that
cannot be supported safely within community setting, including individuals who are
1

Not including psychiatric intensive care, forensic or rehabilitation
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detained under the Mental Health Act. Historically, there has been significant
demand for acute mental health beds that has led to people not being able to be
accommodated in a local bed and needing a bed outside of Leicester, Leicestershire
and Rutland. In August 2019, 1,050 bed days were needed out of area. Since,
April 2020, there have been no inappropriate out-of-area placements.
A national scheme was introduced in 2020 to eradicate dormitory accommodation
from mental health inpatient environments to improve the safety, privacy, dignity and
experience of people using the services. Capital funding has been made available to
locally to renovate eight acute wards and convert dormitories into single room
accommodation. The physical changes are starting in 2021.

7

SECTION THREE
Background
Mental health problems represent the largest single cause of disability in the UK.
One in four adults experiences at least one diagnosable mental health problem in
any given year, and the life expectancy of people with severe mental illnesses can
be up to 20 years less than the general population.
2

In November 2020, 19% of adults experienced some form of depression, indicated
by moderate to severe depressive symptoms, while 17% of adults experienced some
form of anxiety. This was according to the Office of National Statistics. A number of
other national surveys carried out over the course of the first lockdown of the Covid19 pandemic revealed the causes of raised anxiety levels since before the lockdown
in March 2020. They included concern about personal health and the health of loved
ones; concern about personal finances; worry about the wellbeing of children, and
feelings of loneliness and isolation.
In addition, the pandemic has had a disproportionate impact on certain groups of
people in society, particularly those on low income; people with an existing mental
health condition; children and young adults and people from Black, Asian and
Minority Ethnic (BAME) communities.
Developing joined-up approaches to tackle mental health issues is a key priority in
England, outlined in the NHS Long Term Plan (published 2019)
https://www.longtermplan.nhs.uk/publication/nhs-long-term-plan/
It is also a priority in Leicester, Leicestershire and Rutland. Mental health care locally
is disconnected from wider health and care services and many of the different mental
health services provided locally are disconnected from each other.
We propose to join up mental health services provided to people when it is urgent or
an emergency and coordinate them with physical health and wider social services to
improve the health and wellbeing of the local population.
In addition, we want to ensure that people would be able to access mental crisis care
quicker and easily, whether this need is in the community, in people’s homes, in
emergency departments, inpatient services or transport by ambulance.

2

https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthandwellbeing/bulletins/
coronavirusandthesocialimpactsongreatbritain/11december2020
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Since 2014, through programmes like 3Better Care Together, we have had
conversations with people about mental health services. We have listened to what
people have told us about their experiences of services and what matters to them.
People told us:








I need an easy way of getting help and support at any time of the day or night
I need help as quickly as possible and to know that it will be the best care
possible to meet my needs
I need staff to understand me and my family and friends and to focus on my
care needs
I want to live the best life I can, achieve my goals and live independently
When I contact mental health services, I need to be helped to get the right
support and not be passed to or between staff and departments or services
I need the staff to work together to help me achieve my goals and meet my
needs
I would like as much care as possible to be provided near to where I live and
be organised around my needs and the needs of my local community

This feedback has helped us to develop these proposals to ensure that they meet
the urgent and community needs of service users. Full details of the engagement is
available on the Step up to Great Mental Health website.

The reasons why we need to make changes
-

Our population’s health and care needs

The Joint Strategic Needs Assessments for Leicester and Leicestershire and
Rutland tell us about the health profile of our population including mental health.
In meeting the needs of people who suffer from mental health conditions, we are
doing as well as other areas in England and in some areas we are doing better.
There are, however, areas of care and treatment where we are not performing very
well. There are also differences in the performance and outcomes for service users
when we look individually at the populations of Leicester City, Leicestershire and
Rutland.
In Leicester City (Joint Strategic Needs Assessment 2020) we have higher numbers
of people claiming Employment and Support Allowance for mental health and
behavioural disorders. A higher number of people are suffering from a serious
mental illnesses and more people are reporting problems with their wellbeing. The
number of users of opiates and/or crack cocaine in Leicester is higher than the

3

The programme was a joint working across NHS organisations in partnership with local authorities across the
area with the aim of improving the health and experience for patients and service users by focussing on
community-based prevention and care.
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England average. It also has a higher number of admissions to hospital as a result of
an alcohol-related condition or mental and behavioural disorders due to alcohol.
The data for Leicestershire (Joint Strategic Needs Assessment August 2018)
showed that acute (most serious) mental health bed days (time spent in a hospital
bed) were significantly higher than England average. This suggested that those
people who go into hospital stay there for longer than average. In 2020 significant
work was undertaken to improve this situation.
In addition, only 37% of Leicestershire’s adults who were in contact with 4secondary
mental health services and on a 5Care Programme Approach (CPA) lived in stable
and appropriate accommodation. This is significantly lower than England’s 54%.
The main challenge for mental health services in Leicestershire relate to the way
they are provided, with issues over fragmentation (not joined up) and long waits.
For Rutland the Joint Strategic Needs Assessment (August 2018) show areas
against which Rutland is poorer than the national average. However, as with
Leicestershire, the main issue is that services are not joined up and people are
waiting too long for some services.
-

Fragmented community services and disjointed Urgent and Emergency Care
pathways

In Leicester, Leicestershire and Rutland, mental health services provided in the
community are fragmented (not joined up). They are difficult to access, and some
services are not available or have long waiting lists.
For those people wanting mental health support in an urgent or emergency situation,
there is confusion around how to access care and people often end up in the
emergency department.
Service users tell us that they want to have services that are joined up and
provided in more local settings. They don’t want to be bounced around services and
wait a long time to be transferred from one mental health service to another or from
one health professional to another.
Staff tell us that they feel over-whelmed by their high caseloads. The way in which
requests for support are distributed is historic and based on structures and team
boundaries rather than on the needs of service users.
In Leicester, Leicestershire and Rutland, we underperform against many national
and local mental health standards for mental health. Our regulators, for example the
4

Secondary Health Care is the specialist treatment and support provided by health professionals for patients
who have been referred to them for specific expert care, most often provided in hospitals, at home or in a
community setting.
5
Care Programme Approach (CPA) describes the approach used in secondary mental health and learning
disability services to; assess, plan, review and co-ordinate care, treatment and support for people with
complex needs, relating to their mental health or learning disabilities.
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Care Quality Commission, tell us that our waiting times are too long and we have
been slow to introduce new modern ways of integrating or joining up our mental
health services.
-

Responding to the first wave of Covid-19

During the Covid-19 pandemic we learned a lot and responded by making temporary
changes to the way services were accessed and provided. Some changes were
needed nationally to keep patients safe, but are part of a longer-term plan to improve
care for service users. We have a 7statutory duty – and a moral duty – to publicly
consult on these temporary changes to understand views from our communities.
The temporary changes that we propose to make permanent are described in this
document including:
•

Establishing a single point of contacting services by creating a Central Access
Point available to service users, 24 hours a day, seven days a week

•

Opening an Urgent Care Hub as an alternative to the emergency department
for urgent and emergency mental health support

•

Reducing the number of patients in inpatient beds and providing more care for
the most serious mental health illnesses in the community

•

Establishing a new Community Rehabilitation Team to support people with
complex psychosis and other severe and enduring mental health difficulties

•

Where appropriate, increasing the number of people receiving care and
treatment using digital platforms, for example, video appointments

-

Excessively long waits

Some service users are waiting too long to be seen by certain services. The longest
waits are:
 Personality Disorders – 302 weeks


Community Mental Health Teams – 131 weeks



Dynamic Psychotherapy – 130 weeks



Cognitive Behavioural Therapy – 104 weeks



Liaison Psychiatry – 103 weeks



Medical/Neurological services – 90 weeks

6

The Care Quality Commission or CQC is the independent regulator for health and social care in England. They
make sure health and social care services provide people with safe, effective, compassionate, high-quality care
and we encourage them to improve.
7
The laws that a company, a government/public organisation, or the members of a particular profession must
obey
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In December 2020, 360 people were waiting more than 52 weeks to be seen across
the services.
We believe that these waits for assessments and treatment are unacceptable and
cause unnecessary trauma for service users and their families and carers, often
resulting in people needing to go to the emergency department.
-

Need to deliver national frameworks and strategies

The NHS Long Term Plan (published January 2019) made a commitment that
mental health services would grow faster than the overall NHS budget and that local
investment would be ring-fenced for mental health.
This money would enable more services to be introduced and faster access to
community and crisis mental health services for adults.
In Leicester, Leicestershire and Rutland, we want to deliver the commitment made in
the NHS Long Term Plan to enhance existing mental health crisis services available
24 hours a day, seven days a week (24/7) over the next four years. This includes
enabling people and families to self-refer to services; investing in 24/7 intensive
home treatment services, so people can be cared for at home instead of in hospital;
and ensuring that there are no restrictions on older adult access to crisis services.
We also want to improve access to crisis care, whether that is providing services in
communities, people’s homes, emergency departments, inpatient services or
transport by ambulance.
-

We need to deliver ‘placed based’ integrated (joined up) mental health support

Community Mental Health Services are crucial and provide vital support to people
with mental health problems closer to their home and communities. The current way
that they are organised is historic and there are a lot of gaps. We need to move
away from silos that make it hard for people to access services. We would design –
in partnership with people – more personalised care, aligned with physical health
service, particularly for those people with severe mental illnesses. This care would
be provided closer to where people live.
A new National Community Framework for Mental Health has been developed,
outlining how community service should be provided in the future
The national framework has a number of goals that we would achieve by improving
our services:
•

access to mental health services where and when people need it

•

individualised approaches to managing conditions and recovery

•

breaking down of barriers between mental and physical health

•

integrated care – joining up services
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•

place-based service offerings – providing more services closer to where
people call home

•

increased roles for the voluntary and community organisations and 8social
enterprises

•

local collaboration – more organisations working together to improve care for
the service user

•

working together to maximise the support offered to people when and where
they need it

•

meeting people’s needs in the community

•

strengthening the current community mental health service

-

The standard of care service users receive is not as good as we want it to be

Currently there are a lot of assessments and transfers from one part of the system to
another. People are asked to repeat their story a number of times and it takes too
long for a care plan and treatment to be arranged as an outcome of the assessment.
Often people fall between the gaps when they are referred from one person or one
department to another. This creates a lot of unnecessary administration and
paperwork. If we improve our services, we would spend more time providing care
and less time duplicating on assessments, referring people and filling out paperwork.
A lot of care is provided in hospital or centrally based clinics. We would provide more
care in the community to support people to live as well as possible at home or in the
place they call home. In the community we would like people to have access to more
services including a range of therapies, without the long waits they currently
experience in a lot of cases. We would also have stronger links with local GP
practices to ensure that more people with a mental health illness are followed-up
with support after they see their GP. We would also link with a range of other
services to give people access to social support and care: this includes housing and
financial support.
Too many people who run into crisis go to the emergency department, as they don’t
know where else to turn. We would provide a clear access point to get help, and
better organised services where people can receive the appropriate care, in the right
place, at the right time. This would be a single telephone number where people could
get help and support 24 hours a day, seven days a week. We would also ensure that
any request for support from any service, for example, GP, Crisis Café, emergency
department, results in help being given. This is a principle of ‘no wrong door’, which
would mean better access to care.

8

Social enterprises are businesses that trade to intentionally tackle social problems, improve communities,
provide people access to employment and training, or help the environment.
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What improvements are being made to mental health services in
Leicester, Leicestershire and Rutland?
Services being consulted on – at a glance

Service we are consulting
on

How it is provided now

How we propose to provide it

Introduction of a Central New service introduced
Access Point
temporarily during the pandemic

Single telephone number and online access
provided 24 hours a day, seven days a week, and
staffed by voluntary sector and Leicestershire
Partnership NHS Trust staff.

Introduce an Acute
Mental Health Liaison
Service

New service introduced in April
2021. Previously provided by
Mental Health Triage Team, Frail
Older Persons Advice and Liaison
Service, Liaison Psychiatry and
Psycho Oncology. Service was
based at Glenfield Hospital.

Create an Acute Mental Health Liaison Service by
joining together existing teams and basing them at
Leicester Royal Infirmary, near the emergency
department, to support people efficiently. Also
support people who are already inpatients. Service
available 24 hours a day, seven days a week. .

Establish Mental Health
Urgent Care Hub

New service introduced
temporarily during the pandemic.

Sustain service long term. Located at the Bradgate
Unit, taking referrals from emergency services, GPs
and health and social care professionals. People’s
specific mental health would be quickly assessed
and treated when their need is urgent avoiding a
visit to the emergency department.
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Crisis Cafes

We currently have three Crisis
Cafes and wish to increase this to
25.

Crisis Cafes to be developed in community locations
in Leicester, Leicestershire and Rutland offering a
safe space. Created by working with voluntary and
community services to develop a range of options
for people.

Crisis Service

Provided by Turning Point and
Leicestershire Partnership NHS
Trust, 24/7 taking referrals mainly
from GPs and handled by call
handlers.

Same providers. People would self-refer or be
referred from their GP through the Central Access
Point and be assessed in four hours if need is
urgent and in 24 hours if less urgent. Up to three
home visits a day could be offered. People would
be helped to be discharged from an inpatient bed
with care provided in the community and at home.

Triage Car

Operates 10pm – 2am taking calls
from police incidents and provide
support to manage situation. Calls
are managed by staff operating
the triage car.

Operates 8am to 2am and in addition to police
incidents it would also provide support to
ambulance crews. Calls would be managed by the
Central Access Point, leaving operations staff to
support incidents.

Suite of self-help
guidance and tools

Information is currently provided in
separate places, is text-heavy and
difficult to navigate.

Provided in one place on the Leicestershire
Partnership NHS Trust website.

Working with the community Various services delivered outside
to provide more mental
of hospitals. Often not working
health service locally
together to help people. Many of
the services have not seen people
in their local area.
Long waits for therapy services,
with people passed between
services and professionals, that
has contributed to some people
becoming more unwell..

Bring together eight teams working in local areas
supporting adults and working alongside eight teams
to support the needs of older people. These teams
will be supported with experience in the care of:
 women who want to conceive a baby
supporting them pre-conception to 24
months after birth
 individuals with complex needs associated
with personality disorder
 individuals who have had a first presentation
of psychosis
 individuals with complex needs that require
enhanced rehabilitation and recovery
support
 individuals who are having difficulties with
memory
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The proposals – step by step

Introduction of a Central Access Point
People need help and a place to contact 24 hours a day, seven days a week – if they
call or send a text. They may need to know that British Sign Language and language
interpretation facilities are available.
In April 2020, during the first wave of the Covid-19 pandemic, a new contact point for
people was introduced in Leicester, Leicestershire and Rutland to help people who
wanted help with their mental health. We propose to continue this service. Anyone
needing mental health support for themselves or others can call this service on 0808
800 3302.
The phone line is manned by staff from 9Turning Point called Recovery Workers. A
Recovery Worker will explore the needs of the caller then transfer them to
appropriate staff from Leicester Partnership NHS Trust. This may be a triage nurse
or a clinician. This could be a direct telephone transfer or it may be a call-back.
People can expect to be called back within four hours for urgent care. An
assessment of need would be within 24 hours. If not classed as urgent the call-back
would be within four working days. These specialist staff assess needs and advice,
support, signpost or refer people directly to the appropriate service. Work is
underway to introduce electronic access to the Central Access Point.
If the caller requires an assessment, they will be referred as appropriate, to a
community mental health team, specialist Child and Adolescent Mental Health
Services (CAMHS) practitioners for children and young people, or Leicester
Partnership Trust’s crisis and home treatment team. The team is also supported by a
10
consultant psychiatrist.
As well as providing assessments and early interventions where needed, the service
aims to help reduce the pressure on other services, particularly emergency services,
by offering a local alternative to NHS111 and the emergency department.
We asked people to tell us what they thought of the Central Point of Access. This is
what some of them said:
“It was helpful to be able to talk with someone about how I'm feeling.”
“GP provided number as [I] needed assistance with mental health.”
9

Turning Point is a national health and social care provider. They have more than 50 years’ experience of
providing the personalised care and support that people need to make positive changes in their lives. Turning
Point in a social enterprise (Social enterprises are businesses that put the interests of people and planet ahead
of shareholder gain.) and was created to help people find a new direction in life. They can help tackle
substance misuse, mental health issues, housing and employment difficulties.
10
A specialist medical doctor, fully trained in psychiatry, which is a ranch of medicine focused on the
diagnosis, treatment and prevention of mental, emotional and behavioral disorders.
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“What could have been better? The length of time to get through to Crisis Team as when in
crisis you need to speak to someone as soon as possible.”
“It's been excellent; it has given me a lifeline as I was nearly at breaking point. Thank you.”

Case study one: Rose
Rose is a 21-year-old who has been struggling to settle into university life as she is
away from her family and friends. She has been self-harming (scratching) and
drinking excessive amounts of alcohol. She says she feels low in mood so her
temporary GP in Leicester has started her on a low-dose anti-depressant but it’s not
helping. Her flatmate is worried that Rose might try to significantly harm herself, so
she rings 111.
Care and treatment today
The NHS 111 service arranges an appointment for Rose to be seen at Leicester
Royal Infirmary by a mental health practitioner in a few hours’ time. Rose is
assessed by the mental health triage team at the hospital who feel she does not
need care within the hospital such as psychological services. They feel she would
benefit from a review of her anti-depressant by her GP and she is given a range of
support numbers, including the Turning Point crisis helpline.
Care and treatment proposed in the future
The NHS 111 service transfers the call straight to the Central Access Point. A
recovery worker completes a questionnaire with Rose and her flatmate which looks
at the reason for the call, current issues and risks, urgency of the call, a safety plan,
and her current support network. They talk about the emotional support that Rose
will need to help with the problems being experienced. A face-to-face appointment is
arranged the same day for Rose to attend a local Crisis Café for additional support.
Rose and her flatmate are told they can ring the Central Access Point at any time
should they need further support.

Providing mental health care from an emergency department setting and
on acute hospital wards
An enhanced Acute Mental Health Liaison Service launched in November 2020. The
service will be fully operational by April 2021. The service combines a number of
existing teams into one integrated team. Those services are Mental Health Triage
Team, Frail Older Persons Advice and Liaison Service, 11Liaison Psychiatry and
11

Provide psychiatric care to medical patients. These include those attending emergency departments, general
hospital in and out-patients, and increasingly patients being seen in community and primary care medical
services.
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Psycho Oncology. These services previously worked in isolation of each other and
some services were duplicated. The teams were based at Glenfield – they are now
based at Leicester Royal Infirmary.
The improved service works in the emergency department and on wards providing
support 24 hours a day, seven days a week to people of working age presenting with
a mental health problem. It would also provide support for older adults from 9am –
5pm, seven days a week. Families and carers of service users would also be helped
through the service.
The Team would provide a one-hour response time to patients arriving in the
emergency department. There would also be 24-hour ward-based support for
patients already in Leicester Royal Infirmary and a 48-hour ward-based service for
people at Glenfield Hospital and Leicester General Hospital. This would reduce the
length of stay in hospital and reduce the number of people being readmitted into
hospital.
Staff within the service comprise of Liaison Psychiatrists working at the crossing
point or interface between physical and mental health. They would provide a
specialist mental health assessment and treatment for people with a range of
problems including self-harm, adjustment to illness and physical and psychological
conditions. They would also provide support to people through up to four sessions in
the community.
Clinicians at University Hospitals of Leicester and the Acute Mental Health Liaison
Service would use a single electronic system (computer system) to share service
user information instead of faxes, which are outdated and inefficient. It is expected
that the time it takes to assess a service user would greatly reduce.
The service users that are currently receiving care from the Liaison Psychiatry and
Psycho Oncology Teams in a community setting would be reviewed and alternative
support provided if required. Individuals who would have previously been referred to
the liaison psychiatry or psycho-oncology teams will be offered a wider range of
support through Improving Access to Psychological Therapy Service (IAPT),
community mental health services or wider provision depending on their needs. This
is expected to increase the range of support and support delivered more locally.
Earlier this year we engaged with service users of the Acute Mental Health Liaison
Service. The feedback can be found: [insert link to survey findings].
This improvement means that we are able to deliver something called Core 24 [put in
link to this] is https://www.longtermplan.nhs.uk/online-version/chapter-3-further-progresson-care-quality-and-outcomes/better-care-for-major-health-conditions/adult-mental-healthservices/

12

Psycho-oncology deals with psychological reactions to the experience of cancer, the behavioral component
of coping with cancer as well as health behaviour change, including preventive medicine, and social factors
that are associated with diagnosis and treatment of cancer, including communication with providers and loved
ones.
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This has been introduced nationally by NHS England and Improvement to ensure
that no acute hospital is without a mental health liaison service in emergency
departments and inpatient wards available for everyone regardless of their age.
Case study: Stephen
Stephen is a 45-year-old man, living in Hinckley, caring for his elderly mum. He has
been admitted to Leicester Royal Infirmary with acute kidney injury. This appears to
be due to dehydration. It is also noted by clinicians that he has low mood and poor
food and fluid intake. Stephen has a history of anxiety and depression and is known
to the community mental health team.
Care and treatment today
Staff on the ward feel that Stephen requires an urgent psychiatric assessment.
Stephen is under the care of the community mental health team and so they call the
team. They are advised to phone the mental health liaison team to see if anyone can
assess the patient on the ward. The ward staff make a referral to the mental health
liaison team, but this referral is made at 6pm on a Friday. Due to the current working
hours of the team, this referral is not picked up until Monday morning. The patient is
then seen and discussions are held with the relevant clinicians involved.
Care and treatment proposed in the future
Staff on the ward contact the mental health liaison service as they are concerned
about Stephen’s mental health and feel a triage/assessment is needed. The referral
is picked up the mental health liaison service co-ordinator immediately and allocated
to a mental health practitioner at Leicester Royal Infirmary.
Stephen is reviewed on the ward by the mental health practitioner within four hours.
The mental health practitioner discusses the assessment with Stephen’s community
consultant psychiatrist, and they make some changes to his medication.
Arrangements are made for Stephen to be reviewed by a mental health practitioner
in the mental health liaison service on his discharge from hospital to discuss whether
a referral to the crisis team would be needed to further support him. This follow-up
appointment is arranged for three days’ time when the team feel his condition will
have hopefully improved.

Mental Health Urgent Care Hub
During the Covid-19 pandemic, our local health system was the first in England to
introduce a Mental Health Urgent Care Hub. We now wish to consult on making this
permanent.
The Urgent Care Hub is located at the Bradgate Unit on the site of Glenfield Hospital
and is run by Leicestershire Partnership NHS Trust.
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People are referred to the Hub by the emergency services, including 999, NHS 111,
the ambulance service and police. They may also be referred if they have gone to
the emergency department. Staff from Leicester Partnership NHS Trust and the
Central Access Point can also refer people into the Hub.
The Hub is staffed by mental health practitioners who are trained and have the
expertise to treat people of all ages – children, young people and adults. It is staffed
by team leaders, qualified nurses, support workers and administrative staff. There is
also 13Consultant input.
When people are referred to the Hub they would be assessed within two hours to
understand their needs. If required, immediate treatment would be given along with
support and guidance. Service users will also be observed and if needed a crisis
plan will be put in place to help manage their condition. People are not expected to
need to stay in the Urgent Care Hub for more than 24 hours. There are no inpatient
beds for overnight stays.
If their assessment requires them to have inpatient support, then the service user
would be transferred with compassion and respect to an appropriate ward.
Alternatively support in the community might be more appropriate, which will be set
up.
The Bradgate Unit was selected during the Covid-19 pandemic as a suitable location
for this service for several reasons:








It was possible to develop the service quickly on this site as it was adjacent to
other mental health services and staff.
The building is already open 24 hours a day, 7 days a week.
There is access to mental health clinicians on the site 24 hours a day, 7 days
a week.
If the service user is distressed, then staff from the Place of Safety
Assessment Unit can be quickly called up given they are close by, to manage
the patient. In addition the Management of Actual or Potential Aggression
Team can be easily called upon for support.
It is located away from the emergency department at Leicester Royal
Infirmary and therefore won’t overwhelm the site with more services.
There is free parking on site and comfortable waiting areas and refreshments
for friends and family.

Staff working in the Hub would also provide specialist and expert advice to other
professionals if needed.
In 2020/21, we plan to invest to ensure the long-term future of the Mental Health
Urgent Care Hub. We would hope that, over time, the service would reduce the
number of people attending the emergency department.
13

A consultant is a senior physician/doctor who has completed all of their specialist training and has been
placed on the Specialist Register in their chosen speciality. Consultants also have various other key roles in the
hospitals and in the wider NHS.

20

We asked people to tell us what they thought of the Mental Health Urgent Care Hub.
This is what some of them said:
“Needed to talk to somebody face-to-face about the way I was feeling.”
Staff were able to get to the bottom of my problem, and it has really helped me.”
“We need more positive people within the hub, to help empower people who have
been through abuse of showing someone too much love, when they didn’t deserve
it.”
“She reminded me that I am worth every bit of love. That I can make myself feel
better and loved by self-care.”
Case study: Ella
Ella is 23 and lives on her own in a flat in Loughborough. Ella is well known to mental
health services and has a diagnosis of emotionally unstable personality disorder.
She has an outpatient consultant and a community psychiatric nurse whom she sees
every fortnight. It is a Saturday morning and Ella calls 999 saying she is having
thoughts of ending her life and is unable to maintain her own safety.
Care and treatment today
The paramedics arrive at her home address. Ella continues to express suicidal
thoughts and does not feel she can keep herself safe at home. The paramedics take
her to the emergency department. After a 90-minute wait in the ambulance and a
three-hour wait in the emergency department, an initial assessment finds that she
needs to be seen by the mental health triage team. She is seen by this team: it is
seven hours since the 999 call.
Ella is more distressed and refuses to engage with the clinician in a meaningful way.
Ella refuses to give any reassurances for her safety, refuses help from the crisis
team and tries to leave the department. The team has no option but to call for a
Mental Health Act Assessment and she is detained for her own safety in hospital,
being admitted onto an acute ward where she remains an inpatient for 21 days.
While in hospital, Ella discloses that prior to her admission, her partner was being
physically abusive. The ward takes the necessary action.
Care and treatment proposed in the future
The paramedics arrive at her home address. Following a chat with Ella, they call the
Mental Health Urgent Care Hub and speak to a clinician. The clinician accepts the
referral, and the paramedics make their way to the Hub. The paramedics hand over
directly to a mental health practitioner to carry out an assessment. Initial
observations and an assessment are carried out.
Ella discloses that her partner has been physically abusive to her and that this is
making her feel worse. The mental health professional completes an assessment
looking at domestic abuse, stalking and 'honour'-based violence (known as a ‘DASH’

21

assessment). Ella is referred to domestic and sexual violence services and is
supported to make contact with the police to report the abuse.
Ella is also referred to the crisis team for a period of home treatment. She is booked
in for a phone call that evening and a home visit the following day. The mental health
professional emails her regular care team informing them of the plan.

Expand and strengthen the number of Crisis Cafes by working with
voluntary and community services to develop a range of options for people
We would expand the number of Crisis Cafes available for people in Leicester,
Leicestershire and Rutland, which are currently run by Turning Point. At the moment
there are three Crisis Cafes, two in Leicester and one in Loughborough. Over the
next four years, we plan to create a further 22 Crisis Cafes to provide more support
closer to where people live, without the trauma of travelling. Through this
consultation, we want to know where people feel would be the best locations. This
could include university locations.
We plan that the additional Crisis Cafes would involve other appropriate
organisations in providing the best and most appropriate care meeting the wellbeing
needs of a range of people. This means that there would be a mixture of expertise
on hand, so that there is ‘no wrong door’ in receiving support and service users won’t
be bounced around a range of health and care services. In year one, there would be
an additional ten crisis cafes, in year two an additional four, and in year three an
additional five. Three crisis cafes would also be set up during this time at universities
in the city and county. We will be approaching a range of voluntary and community
sector organisations to help run them.
A Crisis Cafe offers a safe space for people, who identify themselves as
experiencing a mental health crisis, but do not require an immediate medical
assessment. The Crisis Café provides a supportive alternative for people when
seeking help at times of crisis.
The Cafés would be staffed by experienced 14Recovery and Peer Support Workers
from Turning Point’s local Crisis House Services. Support in the Cafés is tailored to
the emotional needs of the individual and includes 15strengths-based problem
solving. Service users are offered immediate coaching, guidance and targeted
interventions. This is in addition to signposting the service user to a wide range of
local services appropriate to their needs. This could include the possibility of ongoing support through the Crisis House Outreach Service (see below).

14

Peer support workers are people who have lived experience of mental health challenges themselves. Peer
support workers join other members of someone's care team to help support their wellbeing and provide
inspiration for their recovery.
15
Strengths-based practice is a collaborative process between the person supported by services and those
supporting them, allowing them to work together to determine an outcome that draws on the
person's strengths and assets.
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The Crisis Cafe is a calm and welcoming environment providing one-to-one sessions
that can last up to 50 minutes and are arranged and discussed at the point of
referral.
Case study: Kimberley
Kimberley is a 25-year-old woman who lives in Melton Mowbray. She has borderline
personality disorder, an eating disorder and depression. She regularly struggles and
often self-harms. She makes numerous 999 calls and often goes to the hospital
emergency department as she does not know where else to get support.
Care and treatment today
Kimberley has called 999 and been taken to the emergency department by
ambulance. After painfully sitting for several hours waiting to speak to someone, she
is eventually seen by a mental health practitioner. She is referred to the crisis team
for a short-term intervention. This has happened many times before and has led to
regular relapses when the interventions are not in place.
Care and treatment proposed in the future
Kimberley calls the mental health Central Access Point where she is given emotional
support. She is given the details of her local Crisis Cafe so she can access face-toface mental health support out-of-hours.
On her first visit to the cafe, she was anxious and only stayed for 15 minutes. As
time has gone on, she has started accessing the support weekly, and has got to
know people in the cafe really well and has built a happy community. Kimberley feels
relaxed as the cafe does not have the clinical feel of the emergency department.
For Kimberley, this has become a lifeline and prevents her from going into crises.
Kimberley can visit the cafe daily, or as and when she needs it.

An improved and expanded Crisis Service
The Crisis Service was provided by staff from Turning Point and Leicester
Partnership NHS Trust and open 24 hours a day, seven days a week. Referrals were
predominantly made by GPs. People had a specific number to ring and a call handler
worked to understand the needs of the caller and the service user would have been
triaged, assessed and if appropriate, home treatment would have been offered to
person in crisis.
During the early days of the pandemic, improvements were made to the Crisis
Service, enabling people to be referred or to self-refer into the service through the
Central Access Point. This provided easier access to specialists, if needed. For the
most urgent, assessments are completed in four hours. For those with less urgent
needs the assessment is completed within 24 hours by staff from either the
Community Mental Health Team or the Crisis and Home Treatment Team.
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If a service user needs home treatment, a home visit would be offered. If there is a
need then the improved service would have the capacity to provide a home visit up
to three visits per day, providing the least intrusive and restrictive care.
The Crisis Service would also have the capacity to help more people to be
discharged from an inpatient bed by ensuring that services are provided in the
community and at home. This includes providing more 16psychological interventions.
It is proposed that the existing unscheduled care team and in-reach team for older
people come together as part of the adult and older people crisis service to provide
targeted support for older people in care homes and the community, including those
with dementia. They would provide coping strategies, rapid support and guidance,
helping people to carry on living where they are.

Case study: Ebrahim
Ebrahim is a 46-year-old man living in Highfields, Leicester. Ebrahim lives alone with
support from his brother, who lives nearby. Ebrahim has been struggling with his
mental health due to social isolation related to Covid-19. He is unemployed and has
thoughts of ending his life as he has lost all hope. His brother wants to find help for
Ebrahim before he deteriorates further.
Care and treatment today
Ebrahim’s brother phones his GP to ask for help at 11am. The GP receptionist
arranges an appointment for 5pm. Ebrahim has his appointment with the GP who
phones the crisis team at 6pm to make a referral. The crisis team phones Ebrahim at
8pm and it is decided he needs a four-hour urgent crisis assessment. The crisis
team arranges a face-to-face assessment appointment at Leicester Royal Infirmary’s
emergency department for 11pm. The crisis team member assesses Ebrahim and
arranges an appointment at his home for the following day.
Care and treatment proposed in the future
Ebrahim’s brother phones the Central Access Point at 11am. The initial triage
questionnaire is completed and it is felt that clinical input is required. The call is
transferred to a clinician in the Central Access Point who gets further information to
decide the best course of action. This is completed with Ebrahim and his brother. A
safety plan is put into place and a face-to-face assessment appointment is arranged
at Ebrahim’s home within four hours. At 2.30pm the crisis team clinician sees
Ebrahim at his home.
If the initial phone call had been made in the late evening, or if the crisis team was
unable to undertake the assessment within four hours, arrangements would have
16

Most generally, it means any activities used to modify behavior, emotional state, or feelings. Psychological
interventions have many different applications and the most common use is for the treatment of mental
disorders, most commonly using psychotherapy.
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been made for Ebrahim to be assessed at the Mental Health Urgent Care Hub within
two to four hours.

Intensive Support to Vulnerable Groups
Leicestershire Partnership NHS Trust has three teams working with vulnerable
groups:


the Homeless Service, which works in Leicester City



the Proactive Vulnerability Engagement Team, which works with the police to
support people who frequently present to the service



the Liaison and Diversion Service, which works with the Criminal Justice
System

Across these three teams, there is duplication and triplication of services.
We propose that these services would work together to provide a dedicated service
to people who are vulnerable. This would mean that care would be provided more
efficiently and effectively, meaning the service would be able to see more people.
There will still be these three separate teams in the future but they will work a lot
closer together. People accessing these services would benefit from this closer
partnership working as the support would be streamlined and they would not have to
repeat their story so much.
Case study: Sandra
Sandra is a 32-year-old woman living in Leicester. She has had multiple referrals to
different mental health teams and presents frequently to the emergency department,
mental health hub, crisis resolution team and community mental health team in
distress. She has a history of childhood trauma, social care involvement and
offending behaviour.
Care and treatment today
Sandra is currently ‘bouncing’ around between different services. She’s often in the
emergency department, returning home after assessment, and has been assessed
many times by the Mental Health Urgent Care Hub. Her key worker in the community
mental health team tried to work with her when she was distressed but was not able
to contain her emotionally. She has been regularly referred to the crisis resolution
team. The police and ambulance services have often been called out to Sandra due
to her offending behaviour and concerns raised by people in her community.
Sometimes she has had to be detained under mental health law for her own safety.
Her community consultant has been seeking specialist support for her, which is
outside of the local area, to stabilise her mental health.
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Care and treatment proposed in the future
Due to Sandra’s recent history, she is referred to the proactive vulnerability
engagement team which can take a look at her difficulties and needs and work out
the best way forward. This team works closely with all those involved in her care, the
ambulance service and the police service. They work with Sandra to establish a plan
so that when she is distressed in the future, emergency services understand better
what she would like at that time. The team helps Sandra to consider what she wants
to change with her life. Together, with partner agencies, she begins to stabilise her
mental health. Sandra focuses on her strengths – one is her love of art. The team
helps develop some meaningful activities for her. Sandra’s contact with services
reduces significantly to a point where the team are looking to transfer her back to the
care of the community team.

Expand the hours that the Triage Car operates
The police may be called to help individuals whose mental health is contributing to
the support they need. Sometimes mental health expertise can help people through
such incidents. A triage car – with police and mental health practitioners working
together to support people – has been in place for some time.
The service has previously operated from 10pm-2am. In March 2020, we extended
the service to run from 8am to 2am.
We propose to permanently increase the hours the car operates and introduce a
second triage car to work with ambulance crews as well as the police.
The second triage car is being piloted at the moment. The first car is based at
Keyham Lane police station in Leicester; the second would be out and about more in
the community, able to improve the service and response times.
Calls would be managed through the Central Access Point rather than the current
situation, where they are managed by staff in the car. This would free up the triage
car crew to offer more support to individuals.
Case study: Steve
Steve is a 52-year-old armed forces veteran previously based in Rutland. Since
leaving the forces, he has suffered from bouts of depression, and has been in
contact with mental health services several times. He enjoys the support of a local
veterans’ association and he likes to go for walks around Rutland Water with his
family. Recently, he has started suffering from low mood again; this time feels worse
than ever and he is having suicidal thoughts. Steve has spent the afternoon drinking
heavily. At 6pm the emergency services receive a call that someone is threatening to
jump off a bridge near Oakham.
Care and treatment today
(Before the triage car) Police respond to the incident and find Steve on the bridge.
He is obviously distressed. They need all their skills and training to talk to him and
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reassure him during a tense period. After three hours, Steve is coaxed to walk over
to the waiting ambulance crew who take Steve to the emergency department for his
onward care.
Care and treatment proposed in the future
The police have two triage cars, operating for longer hours. The second car is, at
that moment, local to Oakham and arrives quickly. The mental health practitioner in
the car is experienced in these scenarios. Within 45 minutes, they have persuaded
Steve to step into the waiting ambulance. Steve is taken to the Bradgate Mental
Health Unit and assessed. In due course, a care plan is developed with the
emphasis on a recovery approach.

Additional comprehensive suite of self-help guidance and tools
Advice and guidance is a key component of mental health support. Many websites
and platforms provide supporting materials for different needs, including a section of
the Leicestershire Partnership NHS Trust website.
At the moment there is no standard set of guidance for service users and no single
place that people are signposted to receive self-help. Information is often text-heavy
and difficult to find and navigate.
We would bring together this information into a single place (or provide access to it)
on the website of Leicester Partnership NHS Trust. The guidance and tools would be
easily accessible and simple to navigate, with links to information on other websites,
such as 17First Contact Plus
We also propose offering different ways to access information depending on
people’s individual preferences. This could include:






calling the Central Access Point
call-back service. Through the Central Access Point the service user would
talk to a Recovery Worker from Turning Point in the first instance. If they
needed clinical support they would be transferred to an appropriate person or
team. If this is not possible immediately then they would be asked to provide
their name and phone number and a call-back would be arranged. People can
expect to be called back as soon as possible – within four hours for urgent
care, or within four working days if the call is not classed as urgent.
Online instant messaging allowing a chat with staff, who would be able to
direct users to the most appropriate information or solution.
Introduction of Chathealth instant and text messaging, which would be
suggested to service users as a way of discussing their mental health
concerns.

17

First Contact Plus, run by Leicestershire County Council, is an online tool which helps adults in Leicestershire
find information about a range of services

27




Accessibility features, such as British Sign Language, as well as language
interpretation facilities, being incorporated into the planning of services
A service user and carer engagement group is providing input into the
development of these services. This consultation will also influence how selfhelp guidance is provided.

Case study: Alan
Alan is a 70-year-old man living alone in Market Harborough. His husband, Gareth,
died a couple of years ago and Alan has been increasingly lonely ever since. The
problems of loneliness and social isolation have been compounded by the Covid-19
lockdowns. Alan is bored, fed up and missing social contact. He’s is not only missing
his husband, but the day-to-day interactions that being out and about in the
community bring.
Care and treatment today
Alan phones his GP and explains that he’s feeling sad and lonely. He says the
pandemic is taking its toll on him. The GP (local doctor) talks Alan through his
feelings to fully understand how he is feeling at this moment in time, the depth of the
problems, and any clinical diagnosis. He thinks Alan may benefit from finding out
more about low mood and potential befriending groups in the community. To help
inform her response, the GP contacts the community knowledge and signposting
service, run by Leicestershire Partnership Trust. The service provides accurate, upto-date information on activities and services for mental and physical wellbeing. The
service sends the GP information that might help Alan. A couple of weeks later Alan
contacts the GP again, and the GP talks him through that information. Alan finds the
information interesting but doesn’t call any of the contact numbers provided. He
knows a bit more about what support might be out there but he is still lonely. He’s
waiting for the pandemic to be over, and hopes to bump into people he knows in the
town centre.
Care and treatment proposed in the future
Alan’s friend advises him to phone the Central Access Point number and speak to a
Recovery Worker. Alan is told about the new way of finding information on
Leicestershire Partnership’s website. It’s something that Alan can have a look at in
his own time and go through in his own way. This new website tool asks Alan a
series of questions, for example, whether there is an urgent mental health need, or
whether it is a more general enquiry where speed and level of response is not as
critical. After answering a few prompts, the website offers Alan two self-help guides
which he finds very useful as they give an insight into how he’s feeling. Alan is
impressed with how quick and simple it has been to find the information he needed.
Buoyed by this, he contacts a group of people, mentioned in the information
received, who have had a similar experience. Two days later he joins in an online
chat with the group’s members. They agree, when the pandemic is over, to meet for
coffee and cake in Welland Park.
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Integrated community mental health service
Nationally there is a community framework that sets out a range of services that
should be locally available to people. We believe that by implementing the services
outlined in the framework across Leicester, Leicestershire and Rutland, it will help
solve some of the long-term problems. It will also contribute to us meeting the
guidelines for service set out by 18National Institute for Health and Care Excellence
(NICE).
Through the proposed changes we would reduce the excessive number of
handovers between people and services, which has contributed to some people
becoming more unwell.
We would also reduce lengthy waits into services. We would create mental health
services in local communities making them simpler to access and navigate with a
strong emphasis on psychological care and treatment.
The proposed changes include:
Bringing together eight teams working in local areas supporting adults and working
alongside eight teams to support the needs of older people. These teams will be
supported with experience in the care of:
 women who want to conceive a baby supporting them pre-conception to 24
months after birth
 individuals with complex needs associated with personality disorder
 individuals who have had a first presentation of psychosis
 individuals with complex needs that require enhanced rehabilitation and
recovery support
 individuals who are having difficulties with memory
We will now look at each of these changes in a little more detail:

New Community Treatment and Recovery Teams
We have a number of teams working separately, with some work being duplicated or
triplicated, and long waits as people are passed between different teams. The teams
don’t work in specific geographic communities, predominantly providing services at
Leicester General Hospital.
We want to bring together a number of teams into a Community Treatment and
Recovery Team, working in eight areas. These communities will be based broadly on
district council boundaries in Leicestershire, the City Council and Rutland County

18

NICE's role is to improve outcomes for people using the NHS and other public health and social care
services. They do this by producing evidence-based guidance and advice for health, public health and social
care practitioners.https://www.nice.org.uk/guidance/lifestyle-and-wellbeing/mental-health-and-wellbeing
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Council boundary. Professionals with different expertise would come together within
the teams to provide care and treatment focused on individuals’ needs.
Alongside these eight Community Treatment and Recovery Teams there will be eight
teams targeting the specific needs of older people.
Each Community Treatment and Recovery Team would offer a service seven days a
week, within working hours. A flexible approach would be taken to weekend cover,
once the need is assessed.

The Community Treatment and Recovery Team would work closely with Primary
Care Networks. These are groups of GP practices working together, along with other
healthcare staff and organisations.
We have 25 Primary Care Networks in Leicester, Leicestershire and Rutland
working with patients in specific geographic areas. This closer working will widen the
expertise involved in the tailored treatment and care of the service user.
The teams would be based in GP practices or other local buildings, and would also
provide the service in the homes of services users or the place they call home.
Referrals to the service would be through the Central Access Point.
The Community Treatment and Recover Team would also provide – where needed –
improved access to psychological therapy services for people who are at risk or have
complex needs, and for those with medium support needs, such as people living with
substance misuse needs or who have learning disabilities as well as mental health
needs.
This includes 19Cognitive Behavioural Therapy and 20Psychodynamic Treatment
Service users who need these services currently have to wait a long time to access
support and treatment, and have to visit the service at the Leicester General Hospital
site.
Service users would be referred via the Central Access Point. Their therapist will
work as part of a multi-disciplinary team to ensure that care is built around their
individual needs.
People with lower-level needs would be offered support through Improving Access to
Psychological Therapy Service.
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Cognitive behavioural therapy (CBT) is a talking therapy that can help you manage your problems by
changing the way you think and behave. It's most commonly used to treat anxiety and depression, but can be
useful for other mental and physical health problems.
20

Psychodynamic therapy is primarily used to treat depression and other serious psychological disorders,
especially in those who have lost meaning in their lives and have difficulty forming or maintaining personal
relationships.
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We will also recruit Recovery Workers (also known as Community Connectors).
Recovery Workers would be roles largely provided by voluntary sector or community
providers. They would be able to work with the mental health service teams to
connect individuals to local support services and groups in the community. They
would work with patients to work out what support is out there and what would be the
best fit for them.
An additional 75 Peer Support Workers, who have lived experiences of mental health
conditions and services available to support people, would be employed and trained
to support people with recovery.

1. Personality Disorder Service
Individuals with personality disorder have had particularly long waits for treatment
and support, with only a small number of people each year able to get targeted
therapy.
We would invest in over ten additional staff to create a greater range of treatments to
support the different needs of individuals with people with personality disorder. We
would support the majority of individuals within the new Community Treatment and
Recovery Teams. Additional of therapy would also be offered for individuals who the
most unwell. We expect people to have better outcomes from their care, an
improved experience and quicker access to support.
Services are currently provided at Francis Dixon Lodge, on the site of Leicester
General Hospital. The service is quite narrow in scope and does not provide care for
those at highest risk. There are over 1,000 people in the community and in
outpatients waiting for treatment and support. The current service can manage only
around 200 people at a time due to the intensity of the care provided, which can last
two to three years. Only half the people referred attend their appointment. The long
waits mean too few people receive the care they need. People often seek urgent and
emergency care through the emergency department and urgent care centres. If
admitted to an inpatient facility it often leads to specialist treatment and long-term
inpatient care, which often results in much worse outcomes for the service user.
We believe that aligning the service with other mental health services will reduce
waiting times and stop service users bouncing around the system, still not receiving
a diagnosis or treatment. The Therapy Services for People with Personality Disorder
Team comprises 17 staff that would, in the future, clinically align with the Community
Treatment and Recovery Team, working in partnership.
We would improve the service by employing 14 more people to help us to implement
Structured Clinical Management – an approach to personality disorder using three
levels or tiers of care.
Support for service users through three levels or tiers would be provided through our
Community Treatment and Recovery Service Team. Level or Tier 1 provides a
specialist structured assessment, which would lead to Tier or Level 2. This would
involve the development of a co-created care plan.
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Clinical evidence shows that service users with a personality disorder best respond
to treatment when it is provided in a clinic rather than via a home visit. The service
user would attend a clinic in the community with one of the local Community
Treatment and Recovery Service Team, which will be the tier or level 3 care. They
will be supported to make decisions about their care and learn skills to help them
cope, reduce risks and build up resilience. This approach requires a commitment
and willingness from the service user to engage in their care and treatment. If they
are not ready to commit, a care plan would be developed and they would be
encouraged to engage with the service when they are ready, as inappropriate
interventions at the wrong time can be harmful.
The service would also work with families and carers; with the permission of the
service user, they would be involved in the assessment and discharge.
Support will also be provided to carers and family in the community with the local
Community Treatment and Recovery Service Team. This may combine both face-toface and virtual online meetings.
Case study: Sunita
Sunita is a 36-year-old woman living in Leicester. She has a partner but lives alone.
Sunita has recently lost her job as a receptionist after verbally abusing a customer.
She has a history of self-harming behaviours and overdosed on medication twice in
her early 20s. Aged eight, she was sexually abused; her abuser was prosecuted and
jailed. Sunita has had contact with the crisis team before and, in the past six months,
has become a more frequent attender at her GP practice. She has reported
fluctuating mood and struggles with self-harm. It is thought she may have a
personality disorder and a referral has been made.
Care and treatment today
Sunita is referred to the community mental health team who decline her as she is not
using any psychiatric medication. Instead, she is referred to the personality disorder
service. The process takes up to six weeks with letters being sent around the
system. The service explains that Sunita will need to book onto an engagement
group ahead of an assessment. The next available date is in eight months. During
this period, Sunita overdoses on medication and needs hospital treatment.
Sunita attends the engagement group and books an assessment, which starts three
months later. Her assessment occurs over a five-month period. Sunita is placed on a
waiting list for an entry-level therapy group to introduce her to group psychotherapy
processes and to look at helping her develop skills for managing her emotions.
Interim appointments with the service take place while the wait continues for the
group therapy.
A year on from her assessment finishing, she joins the group, a six-month course of
weekly sessions. On completion of that first group, where Sunita demonstrates good
engagement, she is offered a more in-depth therapeutic offer. This second group
runs for 18 months. Sunita engages well and shows good recovery in relation to her
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reduction in self-harming and improvements in relationships and mood management.
Sunita is discharged. The time from referral to ending treatment is approximately 55
months.
Care and treatment proposed in the future
Following a call from her GP to the Central Access Point, Sunita is referred to the
treatment and recovery team. The team has a range of professionals with different
expertise who all come together to consider the service user’s various needs. Sunita
is assessed by the team who identify her clinical needs and support Sunita to think
about her recovery goals. A clinical and a safety plan are created with Sunita.
Sunita is offered an extended assessment (six sessions at weekly intervals) with a
specialist who works with people diagnosed with personality disorder. This worker is
based with the treatment and recovery team. Sunita has the option to include a
session with her family or carer. Her partner attends with her at the third assessment
and they talk about how Sunita’s difficulties impact on their relationship. This helps
Sunita’s to decide on her recovery goals. Options for therapy are discussed with
Sunita. She opts for an approach that involves group work, with input from a
specialist worker. She is encouraged to be an active participant in her own recovery,
learning to manage her risk behaviours by developing a better understanding of her
difficulties and using skills to manage these.
Ten months into the programme, Sunita meets with an employment advice and
support worker in the treatment and recovery team to look at plans around returning
to work, which was one of her recovery goals. Sunita stop self-harming, improves
her relationship with her partner, family and friends, and better manages her moods.
Sunita leaves the programme and is subsequently discharged by the treatment and
recovery team. Time from referral to final discharge is around 20-24 months.

2. Improving services for people of work age and older people
We want the experience and health outcomes for people needing routine mental
health treatment and support to improve. We want the right expertise provided to
people at the right time, in their local area, and focusing on their needs. We would
bring together different teams that have not always worked well together and provide
additional investment to create eight Community Treatment and Recovery Teams
organised to support local communities.
We would also ensure that older adults have their needs met by staff with the right
expertise. We would move from six older people-focused community mental health
teams to eight focused Community Treatment and Recovery Teams. These teams
would work for the same local areas in partnership with the wider community
treatment recovery teams.
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The teams currently provide support for older people with a functional illness, such
as 21schizophrenia and 22bipolar mood disorder. They also provide support for adults
of all ages with dementia.
The service runs Monday to Friday, from 9am to 5pm. If people are on a waiting list
and their need becomes urgent, they are supported by the Unscheduled Care team
that can provide short input responsively.
The 23Unscheduled Care Team provide short urgent support for older people with
depression, anxiety, psychosis and other similar conditions as well as organic mental
health condition, for example, dementia.
This function will join with the expanding Crisis Team (see Crisis Team section), as
part of the new urgent care pathway. The urgent support currently provided for
people with dementia will also join the new crisis pathway. This is currently provided
by an In-reach Team that supports people in care homes, to help them manage their
dementia and stay in their place of residence. Both services take referrals from a
variety of sources including GPs; they don’t have a set response time, but usually
respond in one to three days.
The teams will continue to support service users and their carers into and out of
services for both functional (psychiatric illness other than an organic disorder) and
organic (disturbances that may be caused by injury or disease affecting the brain
tissue as well as chemical or hormonal abnormalities) illnesses.
Increased support will be offered through the local teams, and can be ‘stepped up’
for people with escalating needs. This will help maintain continuity of experience for
service users while being more responsive to their changing needs, and will be
offered over extended hours, seven days a week. This consultation asks people to
tell us about their preferences on the hours of the more routine services and their
needs when accessing this service.
The alignment of the Community Treatment and Recovery Teams for adults and the
teams for older adults would ensure service offers are needs-focused and accessible
for adults of all ages. This will also ensure that there is targeted support for
individuals with needs associated with older people. Service users will be seen at the
right time, in the right place and by the right clinician depending on their need,
avoiding them being taken to the emergency department and admitted into hospital.

21

Schizophrenia is a psychiatric disorder characterized by continuous or relapsing episodes of psychosis. Major
symptoms include hallucinations (typically hearing voices), delusions, and disorganized thinking. Other
symptoms include social withdrawal, decreased emotional expression, and apathy.
22
Bipolar disorder is a mental health condition that affects mood, which can swing from one extreme to
another. It used to be known as manic depression. People with Bipolar have episodes of depression when
they feel low and lethargic and mania, when they feel high and overactive.
23
We determine unscheduled care to be any contact with the NHS by a person needing assistance or seeking
help, care or advice that is unplanned or outside of normal daytime hours.
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Case study: Brian
Brian is 70 and has lived on his own in Lutterworth since his wife, Jean, died two
years ago. He misses his wife greatly and has struggled since she died. Brian
spends long periods of time on his own in the house and has felt increasingly socially
isolated. From feeling down from time to time, the sorrow and sadness has become
much worse, and he is beginning to question whether he wants to live. An old friend
phoned Brian and said he thinks Brian needs help quickly.
Previous care and treatment
Brian’s friend encourages him to phone his GP. He’s directed through to the Central
Access Point but Mental Health Services for Older People also have their own
referral hub. The hub triages the call and designates its level of priority. He is passed
on to the Unscheduled Care Team due to his comments about living alone, with no
family around him, and contemplating taking his own life. The Unscheduled Care
Team speak to Brian to help manage his imminent care and any risks and they work
up a treatment plan and a plan to keep him safe. Decisions are made on things like
medication to help Brian manage his mood and whether he is safe to remain in his
own home. He is referred to his locality team and longer-term monitoring and support
is put in place.
A new way of providing care and treatment
In some ways Brian’s care would be similar in the future but there would be some
differences. If the initial call came in out-of-hours, he may have been seen by his GP
or taken straight to the local hospital emergency department. In the future, the
mental health service response will be across seven days and for longer hours. This
will help ensure a more consistent response and will also lead to greater continuity of
care, so that Brian would be seen by a team of professionals who know his case
history better. The aim is for people like Brian to be seen in the right place, by the
right person, at the right time.

3. Expanding perinatal services
In line with health systems across England we would invest in our 24Perinatal Service
over the next two years. This would support women with moderate to severe
perinatal mental health difficulties to access specialist psychological therapies in the
community. This would be available from pre-conception to 24 months after birth.
This represents an increase in the current 12 months’ provision of care.
This investment would increase the size of the current Perinatal Team from 17
whole-time equivalent staff to 37, nearly all of whom would be whole-time equivalent.
This would enable more women to access the service, particularly women from the
BAME community, where we know we have imbalance of women seeking treatment:
24

Pertaining to the period immediately before and after birth. The perinatal period is defined in diverse ways.
Depending on the definition, it starts at the 20th to 28th week of gestation and ends 1 to 4 weeks after birth.
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this consultation will look to understand in more detail why this is in order to break
down barriers.
Fathers would also have a screening assessment and be signposted to appropriate
services. They would have access to online tools to help them support themselves,
their partner and the wider family.
Access to the service would be expanded. Through this consultation we will work to
understand how this expansion might look in order to meet need.
Women would also have support if appropriate from Peer Support Workers, people
who have lived experienced of the service, now working within the service. Perinatal
Peer Support can complement the work of specialist mental health services by
offering a wider approach that goes beyond mental health. This include things like
feeling heard and understood or dealing better with being unwell, rather than
focusing solely on becoming well.
Case study: Agata
Agata is a 26-year-old Slovakian woman who moved to Leicester six months after
the birth of her first child. She saw her GP at 13 months after the birth as her
husband had concerns about her “odd behaviour”. She appears guarded and overly
concerned about the behaviour of her neighbours. Her mood has dropped
significantly too. The GP sees that there was some evidence around the time of the
birth but this was not treated and Agata went home.
Care and treatment today
Her GP tries to refer to the perinatal mental health team, however, as her child is
now aged over one, she does not meet the criteria. The GP then tries to refer to the
community mental health team, but as she has not been previously prescribed on
two anti-depressants to lift her mood, the referral is declined. He tries ‘talking
therapies’, who accept and allocate Agata into a group, however, she struggles as
English is not her first language. She does not feel able to continue with the course.
Her behaviour becomes more bizarre and, two months later, she removes all the
LED lightbulbs in the house as “they have cameras in them”. She feels that everyone
is watching her and they want to take her baby away. Her husband takes her to the
hospital’s emergency department. She is assessed and admitted under the Mental
Health Act as she is considered a risk to herself and has very little insight. Being
admitted without her infant significantly affects her relationship.
Care and treatment proposed in the future
Her GP refers Agata to the specialist perinatal mental team as they now accept
referrals up to 24 months post-birth. Agata works with an experienced mental health
nurse and nursery nurse. They gain her trust, and she accepts the idea of taking a
small dose of both an anti-depressant and anti-psychotic. The nursery nurse works
with Agata to look at her better bonding with her child and a recovery worker helps
her cope with her feelings of social isolation. She introduces her to a number of local

36

groups, which she starts to attend. In six months, the team decides that Agata’s antipsychotic medication can be reduced slowly. There is no re-occurrence of her
psychotic symptoms. She is not admitted to hospital and the family unit is
maintained.

4. Maternal Outreach Clinics Service
We would develop a new service to support women who have, or are, experiencing
trauma and loss in relation to their maternity experience. Currently, women have
limited access to specialist care if they are suffering from Post-Traumatic Stress
Disorder relating to a traumatic birth or previous experience of childbirth that has
been triggered by a current pregnancy.
In addition, they may be having difficulties following childbirth, or have suffered
bereavement including neonatal loss, miscarriage termination or stillbirth.
They may be transgender and experiencing difficulties relating to pregnancy.
Preconception care may be required or they may have Tokophobia (fear of
childbirth) or Trypanophobia (extreme fear of a medical procedure involving
injections of needles) or have suffered Female Genital Mutilation and are now
experiencing difficulty during a pregnancy.
Women will be able to access the service at any point of their midwifery/Obstetric
care, when considering a pregnancy or up to two years post-natal.
The service would be provided by Leicestershire Partnership NHS Trust, working
closely with Leicester Hospitals’ midwifery team.
The team would comprise of Consultant Psychiatrist, Clinical Psychologist, Specialist
Midwife, Nursery Nurse, Mental Health Nurse, Bereavement Counsellor and other
support. There will also be Peer Support Workers.
The service would be provided both in clinics and in the community. The actual
locations have not been decided – we want to hear your thoughts through this
consultation.
Case study: Natalie
Natalie is a 30-year-old woman who has been seeing her GP for significant
anxiety. Natalie and her partner want to have another child, however the birth of her
first child was very traumatic. Natalie is pre-occupied by the anxiety of giving birth
again, to the extent that she is taking steps not to conceive, but is not able to tell her
partner about this. This, in turn, has affected her relationship with her partner, and
the negative thoughts that she has about herself are affecting her mood.
Care and treatment today
As Natalie is not pregnant, she is not able to access perinatal mental health services.
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Her GP referred her for a ‘talking therapy’, but the service lacks the specialist skills to
work with Natalie. Her GP tried to refer to medical psychology, but the referral was
rejected, as Natalie is not able to access the service, run by Leicester’s hospitals. To
be accepted by the hospitals’ maternity services, she has to conceive. Natalie’s
mental health deteriorates, with the potential for this to impact on her relationship
and the health of her first child.
Care and treatment proposed in the future
Natalie’s GP can refer her to the new maternity mental health service directly.
Natalie is assessed within the month by a clinical psychologist and starts to work
with them to explore the trauma of the birth of her first child and thoughts about
conceiving. The clinical psychologist can work with both Natalie and her partner,
where appropriate.
The specialist midwife from maternity mental health services can explore with Natalie
her previous experience. When Natalie does conceive, the specialist midwife works
closely with her on a birth plan to ensure Natalie’s wishes are considered and that
she feels in control throughout the pregnancy.

5. Psychosis intervention and early recovery also known as PIER
There is an existing service focused on assessing and supporting individuals from
14-64 years of age who have potentially experienced first symptoms of psychosis.
This is called the psychosis intervention and early recovery service (PIER) which
currently works separately from other services.
This has led to a high number of individuals being sent to other teams for duplicate
assessment of need. In the future PIER and the new community and treatment
recovery teams would work closely together. We expect that this would allow
individuals’ needs to be assessed only once and for people to be offered the right
support for their needs first time. Ongoing care would be seamlessly provided.
Case study: Aran
Aran is a 19-year-old living with his family in Loughborough. He did well at school
and achieved good A level grades. He decided he wanted to do an apprenticeship
with a local employer which would also involve study leave. However, Aran struggled
with the change from a school routine into the varied demands of the apprenticeship.
His family and friends noticed he had stopped going out and increasingly stayed in
his bedroom. His employer expressed concern about several missed days. Aran said
he was now unsure what he wanted to do and might take a year out. He became
increasingly housebound and withdrawn and started taking less care of himself. His
family were shocked when one day Aran told them that the television in his bedroom
was giving him direct messages. Other comments led his family to feel that Aran was
becoming paranoid about their neighbours.
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Care and treatment today
The family calls their GP who speaks to Aran and arranges a referral to the Crisis
Team, who carry out a mental health assessment. Aran needs care and support and
is admitted to the Bradgate mental health unit. After three weeks, he is referred to
the PIER service. They arrange an initial meeting at the hospital and talk through
Aran’s psychosis. He remains being seen by the service for two years before it is felt
that Aran has completed his recovery. Aran is now able to resume his studies and
career goals and is choosing between starting a new apprenticeship or going to
university.
Care and treatment proposed in the future
The initial response is like the present scenario. Once the PIER team is involved,
they have better connections to their colleagues across mental and physical
healthcare and see Aran at the community Charnwood base. Meeting in a local,
familiar setting makes Aran more comfortable and better able to talk about how he’s
feeling. Online psychosis education sessions are organised for his family, and they
are encouraged to join a carer support group. Together, with Aran, they feel better
equipped to help him through this troubling time. The PIER team provides an
intensive first year of support, including anxiety management. Just over a year since
the onset of his problems, Aran feels he is in a much better place and able to resume
his learning and career goals.

6. Reducing wait for diagnosis of dementia
We have a Memory Service that supports the diagnosis of dementia. During the
Covid-19 pandemic, it was essential to introduce temporary new ways of providing
the service. This included supporting people online ensuring they were kept safe and
stayed physically well. It also provided additional advice and guidance to GPs
enabling them to support their patients.
Where possible, virtual consultations were used to limit unnecessary exposure of
vulnerable people into a hospital setting. This included video and telephone
consultations.
We believe that these have been helpful ways of supporting people who do not need
or want to be seen face-to-face.
We are now consulting on this change to understand the impact of providing online
contact through our wider services on a permanent basis.
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25

Cognitive testing would also change and we are testing a method called 26‘Test you
Memory’ which tests verbal and visual recall. If imaging and scans are needed, a
referral would be made.

Case study: Fariha
Fariha is an 80-year-old woman living with her husband Rashid in Leicester. Over
the past six to 12 months, Rashid has noticed Fariha becoming more forgetful,
including forgetting their children’s birthdays. She has begun to struggle to follow the
plot of one of her favourite TV shows, something she has been watching for years.
The couple have a happy marriage but lately Fariha seems to be slightly more
confused and gets annoyed at certain things. The other day she left a pan on the
hob, which burnt the food and set off the smoke alarms. Her eldest daughter said her
mum seemed to be acting out of character, and just wasn’t her normal self. The
family made an appointment with the GP.
Previous care and treatment
Fariha and Rashid attend the GP practice for their appointment with the GP. The GP
would hear their story and carry out a cognitive assessment. If the GP thought there
might be a possible diagnosis of dementia, he would request certain tests, including
a blood test, to rule out any other causes such as vitamin deficiency or an infection
which might be causing delirium. The GP requests a referral to the Memory Service
and after a few weeks, Fariha and Rashid catch the bus to Leicester General
Hospital’s Neville Centre for an assessment. The assessment enables the
psychiatrist to gain a whole view of Fariha’s mental and physical health. As a result
of this assessment, Fariha is diagnosed with Alzheimer’s and started on medication
with the aim of minimising symptoms. A follow-up appointment is arranged.
A new way of providing care and treatment
Several changes to the service have been carried out linked to the Covid-19
pandemic. In line with many other health services, many of the team’s assessments
are now carried out online. Fariha and Rashid have an online appointment with the
local GP practice. The consultation is carried out, tests are requested, leading to a
referral to the Memory Service. With the help of their eldest daughter, Fariha and
Rashid go online, logging in to the Attend Anywhere system. The online appointment
is carried out with a Memory Service psychiatrist. As a result of this assessment,
Fariha is diagnosed with Alzheimer’s disease and started on medication with the aim
of minimising symptoms and a follow-up appointment is arranged.

25

Cognitive testing checks for problems with cognition. Cognition is a combination of processes in your brain
that's involved in almost every aspect of your life. It includes thinking, memory, language, judgment, and the
ability to learn new things.
26
The Test Your Memory is a 10‐task self‐assessment test that covers a broad range of cognitive domains
including orientation, copying, semantic knowledge, calculation, fluency, similarities, naming, visuospatial
abilities, anterograde memory and executive functioning
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7. Providing community rehabilitation support to help people recover from
complex psychosis

We have historically supported some individuals with complex psychosis and other
severe and enduring mental health difficulties in inpatient services. Some of these
could have had their needs met in a community setting.
During the Covid-19 pandemic we temporarily invested and introduced a community
team, called the Enhanced Recovery Team, which supports rehabilitation in the
community, for those people that could benefit.
We now propose to expand this service and the Enhanced Recovery Team would
work with the Community Treatment and Recovery Teams offering consultation and
support
The team would comprise of specialists in psychology, nursing, occupational therapy
and medical specialties working together to discuss and provide care for the service
user. The team would also work with GPs, social services, housing providers, and
employment services.
We know that in an inpatient setting, black and minority ethnic individuals are overrepresented. We want to reduce this inequality by working with the BAME community
to understand why and identify the barriers they experience in accessing care in the
community.
Case study: Robert
Robert is a 49-year-old man with a history of hospital admissions due to a decline in
his mental health. Robert was diagnosed with psychosis when he was 21. He has
lived in his own flat for 15 years. Robert likes his flat but has found activities of daily
living harder to manage over the last few years. Robert is supported by a community
mental health team, and by support workers visiting twice a week. His community
team has arranged for him to access the acute ward on an informal basis for the
decline in his mental health.

Care and treatment today
Robert is checked into the acute ward, has his own room, and is shown around. A
team of different professionals decide to review his medication and refer him for
occupational therapy. On the ward, Robert receives good quality clinical care and is
treated with safety and dignity. His mental health begins to improve. Occupational
therapy highlights Robert would benefit from further interventions around his
activities of daily living, and support and education on psychosis and staying well.
After nine weeks, the team feels that Robert is no longer acutely unwell and they
refer him to the inpatient rehabilitation service to continue with his treatment. His
goal is to return home as soon as possible as he does not like being in hospital. After
four weeks on the waiting list, Robert is admitted to the rehabilitation hospital and
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receives care over a 10-month period. He is then discharged home with a package
of care.

Care and treatment proposed in the future
The initial care and treatment would be similar in that Robert is cared for on the
acute ward and referred for occupational therapy. The team that is overseeing
Robert’s care now also includes a member of the enhanced recovery team who feels
that Robert would be suitable to receive care closer to where he lives and to stay at
home.
After nine weeks of receiving care locally the team feels that Robert is no longer
acutely unwell. He is offered rehabilitation and support services that would take
place outside of the hospital. In addition, social services are involved in creating a
comprehensive care package to support him in the community.
He develops skills in activities of daily living in the place where he will use them
(rather than in hospital). He is also supported in developing his interests and
networks. The team works with social services and the care team to successfully
manage the rent on his home. Robert is glad that he did not have to stay in hospital.
He is grateful to be at home, with support around him in the community.

Access to services
Over the next three years we plan to offer more accessible mental health support in
local areas and to have a more integrated approach between primary care,
secondary care, voluntary community sector and local authority to support people
across the spectrum of mental health needs.
We will increase the capacity and skills of staff to ensure that people can be
assessed within local areas that will improve the speed of which people can receive
support relevant to their needs. We will also increase the mental health expertise
and advice offered by specialist mental health services to stakeholders working with
people in local areas.

How we propose to fund the improvements
The investment to pay for these changes and improvements is very simple. Many of
the changes are simply improving the way our teams are constructed and work
together, so that it benefits the service user. This means that most of these proposed
changes are cost-neutral and funded through recurrent investment in mental health
services.
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This is a programme of investment, growth and improvement. There are no
unfunded workforce commitments in these plans. We have no plans to make staff
redundant as part of this programme.
Details of the finances relating to these proposals are included in the PreConsultation Business Case. They represent a circa £8.5 million investment for
2020/2021 alongside further developments in 2021/2022

How we arrived at the proposal
The conversation with health staff, service users, carers and other
stakeholders
We have engaged and involved patients, service users, carers, staff, and other
stakeholders in a conversation about health services since 2014. Specifically,
engagement of mental health services was undertaken between November 2017
and May 2019, adopting a phased approach. The outcome is summarised below.
The four-stage engagement and proposal development process during that period
was:
Stage 1
We began the journey by focusing on what excellent mental health and learning
disabilities services would look like, exploring how people access services, how their
needs are assessed and understood, how they get the treatment they need and how
they leave services. We engaged with more than 1,000 people from across
Leicester, Leicestershire and Rutland and used their comments and suggestions to
form a set of principles that set out what we need to deliver through the
transformation.
Stage 2
Using the principles from stage one, we engaged with service users, carers, staff
and stakeholders to develop a high-level pathway which gave us an outline of the
services we need and how they should operate. We facilitated four week-long
workshops that were attended by 84 staff, service users, carers and representatives
from other agencies. The workshops focused on the four stages of the service user
journey; access, assessment, treatment and discharge (click on each hyperlink to
review the outputs of each workshop). We also facilitated 48 face-to-face and online
feed-in sessions for service users, carers, staff, local authority, voluntary sector
services and the public. We received 207 online responses and over 90,000 social
media engagements. The outcomes of stage two were more than 50 features which
were then grouped, themed and prioritised (based on complexity and order) into a
number of work streams.
Stage 3
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In stage 3 we used the high-level pathway designed in stage 2 to create the detailed
designs. This included what our services should look like, how they should run and
the resources they would need. New intervention pathways were developed as part
of this co-design work. The pathways are designed to increase consistency of the
treatment offered across teams and support service users in being better informed
around their likely journey with our services. The outputs of all of this co-design work
has been compiled into 13 Key Design Features Document.
We then worked with our staff to look at how we could organise and structure our
mental health and learning disabilities teams to best deliver the 13 key design
features, including the new intervention pathways.
Stage 4
At the end of stage 3, all the co-design work and outputs were compiled to form a
draft new model proposal for LPT’s mental health and learning disabilities services.
Stage 4 saw the newly co-designed models and vision tested against nationally
mandated models, data analysis, best practice, learning from other Trusts, an
external review of psychological services, the availability of workforce and
investment.
We have themed what people have told us and used the information to design these
proposals to improve services.
Themes
Access
People need:








a simple an easy way of accessing mental health support
a helpful and informative website to enable them to self-care
an equitable outreach support service
to be able to self-refer to the service in a crisis
a link between mental and physical health services
support for their family and carers
support for frequent callers

Assessment
People need person-centred, compassionate care. They need support as soon as
possible and an assessment which identifies care and treatment that will support
their needs coordinated with them, not something done to them.
Treatment
People need a service that focuses on the whole person and their family, and
provides continuity across their journey. They need choice of care with as much
provided closer to home as possible by professionals they can trust. They want to be
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transferred from one service to another without telling their story over again and
discharged with support.
Discharge
People need clear goals and a way of knowing whether they are reaching them.
They want clarity about what the end of the service looks like and to know they will
have a safe discharge with support. They want the knowledge that if further help is
needed, they know where to access it easily.
Clinical assurance
In October 2020, our future service models were reviewed by the 27East Midlands
Clinical Senate. The final report from the Senate is supportive of the approach that
we have taken to engage and co-produce the service models and confirms that they
will support the LLR system to modernise provision in line with national frameworks.
The Senate review is available to view on the consultation website here. The Senate
report set out five recommendations for our future work that we have addressed in
the further work on our plans since the review.
Ongoing dialogue
Engagement with service users, their family and staff has continued during 2020/21.
Surveys have been undertaken to evaluate the services introduced during the
pandemic. The findings have been used to adapt how the care is provided.
Ensuring equality of care

As both a legal requirement, but also as a moral duty, we have ensured that
engagement since 2014 has reached out to everyone who has an interest in the
proposal and encouraged them to get involved.
An initial 28equality impact assessment was undertaken to ensure that there will
be equitable access for everyone, avoiding inadvertently excluding any groups of
people (based on protected characteristics, for example). The initial assessment,
which considered the requirements placed on the NHS through the 29Public Sector
Equality Duty, will be reviewed and revised at key stages throughout the
consultation.
27

The East Midlands is one of 12 regional Clinical Senates, who act as a source of clinical leadership and
impartial clinical advice to support commissioners and other stakeholders to make the best decisions about
health care for their populations.
28
An equality impact assessment is a process designed to ensure that a policy, project or scheme does not
discriminate against any disadvantaged or vulnerable people
29
Public Sector Equality Duty requires public bodies and others carrying out public functions to have due
regard to the need to eliminate discrimination, to advance equality of opportunities and foster good relations
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We aimed to develop the proposal ensuring that services are locally accessible
wherever possible and centralised where necessary. We did this by ensuring that
people’s feedback influenced the plans. This feedback is described previously in this
document.

SECTION FOUR
The consultation
In summary, we


propose to join up mental health services provided to people when it is
urgent or in an emergency making them easier to access through one
point of access.



will coordinate mental and physical health and wider social services to
improve the health and wellbeing of the local population



will provide more mental health care in the community and in people’s
homes, in emergency departments, inpatient services and on an
ambulance.



will reduce long waits to services and reduce the number of people in
inpatient facilities.



will improve the assessment of needs and develop care plans with service
users and their family and carers that meet those needs.



will reduce handovers from one part of the system to another. If we have
to hand over care, people will not have to be reassessed and repeat their
story.

How to get involved
This consultation will run from Monday 24 May to Sunday 15 August 2021.

We want to know what you think about our proposals for improving urgent and
emergency mental health services delivered by Leicestershire Partnership NHS
Trust:
- Attending one of our public events or workshops. Full details available on our
- Completing our questionnaire
- Filling in and returning the questionnaire at the back of this booklet
- Emailing us your views at beinvolved@LeicesterCityCCG.nhs.uk
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- Writing to us at: Step up to Great Mental Health LLR Consultation, Leicester
City CCG, 4th Floor, St. John’s House, 30 East Street, Leicester, LE1 6NB
- To request a copy of the questionnaire for you to fill in at home or to arrange
to complete the questionnaire with a member of staff, telephone us on
0116 295 0750 or email beinvolved@LeicesterCityCCG.nhs.uk
Further information supporting the consultation is available on our website at
www.greatmentalhealthLLR.nhs.uk
Due to the volume of responses we expect to receive, we will not be able to write
back to every letter, but we will do our best to respond to any questions.
Please be aware that your responses to this consultation will be passed to an
independent organisation for analysis so that they can be summarised anonymously
as part of our consultation report.
What happens after the consultation ends?
All the feedback we receive from the consultation will be independently analysed and
evaluated by an external organisation. They will also undertake a review half-way
through the consultation and advise the CCGs if there are communities that are not
being reached. If the review shows gaps then we can adjust our communication plan
accordingly.

A final report of the consultation findings will be received by the three CCG
governing bodies in public meetings and the public consultation will be considered in
any decisions they make.
We will promote the governing body meetings to enable people to attend and hear
the discussions. All decisions will be made public after the governing board meetings
and further engagement work will commence with people who use services provided
by Leicestershire Partnership NHS Trust. This work will include communicating the
decision via local newspapers, social and broadcast media.
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SECTION FIVE

The opportunity to have your say
Consultation questionnaire
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Glossary
Understanding Mental Health Jargon
Some of the language used in mental health can be confusing to anyone who isn’t a
trained mental health professional. In the glossary below you can find explanations
of various terms used in mental health. Many have been used in this document.
Below the glossary is an ‘Abbreviations Explained’ section where you can find
explanations of some of the abbreviations mental health professionals use.
Acute
An acute illness is one that develops suddenly. Acute conditions may or may not be
severe and they usually last for a short amount of time.
Admission beds
NHS beds that are available for people in a crisis, when care cannot be provided in
their own home.
Advocate
An advocate is someone who helps to support a service user or carer through their
contact with health services.
Allied Health Professionals (AHPs)
A range of health professionals that includes physiotherapists, occupational
therapists, dieticians, art therapists, and speech and language therapists.
Anti-psychotic medication
Medication used to treat psychosis. There are several different types of antipsychotic medication.
Assertive outreach
Assertive outreach refers to a way of delivering treatment. An Assertive Outreach
Team actively take their service to people instead of people coming to the team.
Care and support may be offered in the service user’s home or in some other
community setting. Care and support is offered at times suited to the service user
rather than times suited to the team’s convenience.
Assessment
When someone is unwell, health care professionals meet with the person to talk to
them and find out more about their symptoms so they can make a diagnosis and
plan treatments. This is called an assessment. Family members should be involved
in assessments, unless the person who is unwell says he or she does not want that.
Caldicott guardian
The person within a Trust who has responsibility for policies on safeguarding the
confidentiality of patient information.
Care pathways
This is the route someone who is unwell follows through health services. The path
starts when someone first contacts health services – through their GP or an accident
and emergency department, for example. The path continues through diagnosis,
treatment, and care.
Care plan
Mental health professionals draw up a care plan with someone when they first start
offering them support, after they have assessed what someone’s needs are and
what is the best package of help they can offer. People should be given a copy of
their care plan and it should be reviewed regularly. Service users, and their families
and carers, can be involved in the discussion of what the right care plan is.
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Care Programme Approach (CPA)
A way of assessing the health and social care needs of people with mental health
problems, and coming up with a care plan that ensures people get the full help and
support they need.
Carer
A friend or relative who voluntarily looks after someone who is ill, disabled,
vulnerable, or frail. Carers can provide care part-time or full-time.
Challenging behaviour
Behaviour that puts the safety of the person or other people at risk, or that has a
significant impact on the person’s or other people’s quality of life.
Child and Adolescent Mental Health Services (CAMHS)
CAMHS provide individual and family work helping children and young people under
the age of 18 who experience emotional difficulties or mental health problems
Chronic condition
A condition that develops slowly and/or lasts a long time.
Client
Someone who uses health services. Some people use the terms patient or service
user instead.
Clinical Commissioning Group
An organisation responsible for buying most of the hospital and
community NHS services in the local areas for which they are
responsible. Commissioning involves deciding what services are needed for
diverse local populations, and ensuring that they are provided.
Clinical governance
A system of steps and procedures through which NHS organisations are
accountable for improving quality and safeguarding high standards to ensure that
patients receive the highest possible quality of care
Clinician
A health professional who is directly involved in the care and treatment of people.
Examples include nurses, doctors, and therapists.
Cognitive behavioural therapy (CBT)
This is a way of helping people to cope with stress and emotional difficulties by
encouraging them to make the connections between how we think, how we feel, and
how we behave.
Commissioning
The process by which commissioners decide which services to purchase for the local
community and which provider to purchase them from. Most mental health services
are commissioned by Primary Care Trusts.
Community care
Care and support provided outside of a hospital.
Crisis
A mental health crisis is a sudden and intense period of severe mental distress.
Day care
Communal care that is usually provided away from a service user's place of
residence with carers present.
Depot injections
Long acting medication often used where people are unable or unwilling to take
tablets regularly.
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Dual diagnosis
When two or more problems or disorders affect a person at the same time.
Early intervention service
A service for people experiencing their first episode of psychosis. Research suggests
that early detection and treatment will significantly increase recovery.
Emergency department
A walk-in centre at hospitals for when urgent or immediate treatment is necessary.
Forensic services
Services that provide support to offenders with mental health problems.
Formal patient
A formal patient is a person who has been detained in hospital under a section of the
Mental Health Act (1983).
Foundation Trusts
NHS Foundation Trusts have been created to shift a certain amount of decisionmaking from central Government control to local organisations and communities.
This should make Foundation Trusts more responsive to the needs and wishes of
their local people.
Functional mental health problems
A term for any mental illness in which there is no evidence of organic disturbance (as
there is with dementia) even though physical performance is impaired.
General practitioner (GP)
GPs are family doctors who provide general health services to a local community.
They are usually based in a GP surgery or practice and are often the first place
people go with a health concern.
Holistic
Taking into consideration as much about a person as possible in the treatment of an
illness – this includes their physical, emotional, psychological, spiritual, and social
needs.
Independent sector
Voluntary, charitable, and private care providers.
Inpatient services
Services where the service user is accommodated on a ward and receives treatment
there from specialist health professionals.
Integrated Services
Health and social care professionals (such as social workers) working together in
one team to provide a comprehensive range of support.
Intervention
An ‘intervention’ describes any treatment or support that is given to someone who is
unwell. An intervention could be medication, a talking therapy, or an hour spent with
a volunteer.
Joint Strategic Needs Assessment (JSNA)
It is a process by which local authorities and Clinical Commissioning
Groups assess the current and future health, care and wellbeing needs of the local
community to inform local decision making. The JSNA: Characterises the health and
wellbeing status of the local population.
Low secure mental health services
Intensive rehabilitation services for offenders who have mental health problems.
Mental health
Someone’s ability to manage and cope with the stress and challenges of life, and to
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manage any diagnosed mental health problems as part of leading their normal
everyday life.
Mental Health Act (1983)
The Mental Health Act is a law that allows for the compulsory detention of people in
hospital for assessment and treatment of a mental illness.
Mental health trust
A mental health trust provides treatment, care and advice to people who have mental
health problems. The services may be provided from a hospital or in the community.
Multi-disciplinary team
A team made up of a range of both health and social care workers combining their
skills to help people.
National institute for clinical and care excellence (NICE)
An organisation responsible for providing guidance on best practice and the
prevention and treatment of ill health.
National Service Frameworks (NSF)
A set of quality standards for services issued by the Department of Health.
Non-executive director (Ned)
A member of the Clinical Commissioning Group’s and Trust’s board who represents
community interest and uses their knowledge and expertise to help improve trust
services. Non-executive directors have a responsibility to ensure the trust is fully
accountable to the public for the services it provides and the public funds it uses.
Older Adults
Adults aged over 65.
Organic illness
Illness affecting memory and other functions that is often associated with old age.
Dementia, including Alzheimer’s Disease, is an organic mental illness.
Out-patient Services
Services provided to someone who comes to a hospital for treatment, consultation,
and advice but who does not require a stay in the hospital.
Joint Health Overview and Scrutiny Committee (JHOSC)
A joint committee of the two County Councils and the City Countil that is responsible
for looking at the details and implications of decisions about changes to health
services, and the processes used to reach these decisions.
Patient
Someone who uses health services. Some people use the terms service user or
client instead.
Patient Advice and Liaison Service (PALS)
All NHS Trusts have a Patient Advice and Liaison Service. They provide support,
advice, and information to service users and their families. They can also tell you
how to complain about a service, and can explain the Trust’s complaints procedures.
Pharmacist
Specialist health professionals who make, dispense, and sell medicines.
Primary care
Health services that are the first point of contact for people with health concerns.
Examples include GP surgeries, pharmacies, the local dentists, and opticians.
Psychiatric intensive care unit (PICU)
A locked ward in a hospital where some people detained under the Mental Health
Act may stay. They stay in the unit because they have been assessed as being at
risk to themselves or others on an open acute inpatient care ward.
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Psycho-educational groups
Group work, using psychological therapy techniques, that address mental and
emotional problems such as anxiety, depression, trauma, and severe stress.
Psychosis
A mental state in which someone may show confused thinking, think that people are
watching them, and see, feel, or hear things that other people cannot.
Rehabilitation
A programme of therapy that aims to restore someone’s independence and
confidence and reduce disability.
Residential and nursing homes
Residential and nursing homes provide round the clock care for vulnerable adults
and older adults who can no longer be supported in their own homes. Homes may
be run by local councils or independent organisations.
Respite care
An opportunity for a carer to have a break.
Secondary Mental Health Services
Specialist mental health services usually provided by a Mental Health Trust. Services
include support and treatment in the community as well as in hospitals.
Sectioning
When someone is sectioned it means they are compulsorily admitted to hospital.
Service level agreements (SLAs)
Internal NHS agreements between Primary Care Trusts and other NHS Trusts on the
services to be provided to the local population, what their standards will be, and how
monitoring will take place.
Service user
This is someone who uses health services. Some people use the terms patient or
client instead.
Social care
Social care describes services and support that help people live their lives as fully as
possible, whereas health care focuses on treating an illness. Both types of care are
offered as a combined package of support to people with mental health problems.
Social inclusion
Ensuring that vulnerable or disadvantaged groups are able to access all of the
activities and benefits available to anyone living in the community.
Stakeholder
Anybody who has an interest in an organisation, its activities, and its achievements.
Stigma
Society’s negative attitude to people, often caused by lack of understanding. Stigma
can be a problem for people who experience mental ill health.
Supervised Community Treatment
When someone detained under the Mental Health Act for treatment is discharged
from hospital, they can be placed on ‘Supervised Community Treatment.’ This
means they can return home but continue to be treated without their consent.
Supplementary prescribing
A partnership between a doctor, a service user, and a nurse or Allied Health
Professional (AHP). Under the partnership the nurse or AHP can make adjustments
to someone’s medication based on an agreed care plan.
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