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SECTION ONEUMMARY ensure that urgent referralsan be seenThere are effective line
management and supervision structures in place.

This report describesa project to review the work of the
Community Mental Health Teams (CMHTSs) for working age adults We did however identify some conaer aboutsupport for carers
in the Royal Borough oKingston. The projectvas carried out and liaison with GPs. There are gaps in services for some small but
betweenApriland June2009 important client groups. We also natesome administrative and
organisational issues which could be improved.
Why was this project undertaken?
What conclusions and recommendations are made by the project
Since theCMHTs wereestablished in the 1990 a number of team?
additional mental health commuty teams have been established,
such asthe Early Intervention Team, the Crisis Resolution Team, The role of the CMHTs in Kingston is to continue to work with
the Assertive Outreach Team, the ACCESS Team, the Mental Healttpeople with serious and enduring mentalnéss. The function
Liaison Team and the Improving Access to Psychological Therapiesemains to assess and offer advice tile management opatients
initiative. This project was undertaken in order to clarify what the treated in primary carp to care for and deliver a range of
role, function and number of CMHTs should be in Kingston in light interventions for people with time limited disorders which are too

of theseservice developments. complex or severe to be treated in primary caed to provide
care and treatment for people with enduring and severe mental

How was this project undertaken? health problems.

The projectcomprised a brief literature review, a reviesf data We believe that ighere is nothing to be gained by reducing or

about the number of people seen by services, and a substantial increasing the number of CMHTSs in Kingston. There was hardly any
series of meetings and interviews with local people involved in support for changing the number @MHTs andve do not believe
some way with the CMHTs that the areaswhich require attention will be resolved by changing

the numberof CMHTS. KA & A& y20 |y WLHiglea |
We found that there was much to be proud of in relation to the of course possible that future developments could change the local
service being delivered by theMEITs. The teams are staffed by  situation in ways whichkvould make a different number of CMHTSs
many skilled, experienced and dedicated staff who are committed more appropriate.
to the recovery model and to the delivery of personalised care.
Overall the teams are accessible am@re are systems in place to
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At present, howeverthe amount of time and energy required to 12. Monitor the impact on he CMHTs of releasing staff to work
make such a change coudétter be channelled into addressing the intensively with people with personality disorder
action points we raise via our recommendations. 13. Auditinterventions in the CMHTagainsiNICEstandards.

We make atotal of thirteen recommendationgnot in any priority

order):.

1. Increase the support available to carers

2. /I 2YAARSNI AGNBFYfAYAYy3d GKS ydzYoSNJ 2F as5dzie {e@adaSvyas
3. Improve communications and liaison with local GPs

4. Ensure that the needs of people with ADHD, Obsessive

Canpulsive Disorder, Aspgers or Agoraphobia are being
adequatelymet

5. Ensure that lesbian, gay, bisexual and transgendered
individuals receive an equitable service from skilled and
sensitiveCMHTstaff

6. Ensure that one system of caseload management is aabpt
and used in the same way across all four CMHTs

7. Address the problems associated with the split consultant
position in the Surbiton CMHT

8. Consider revisinghe line management arrangements for the
Employment Specialists

9. Increase clinical psychology sessiavithin the CMHTSs

10. onsider increasing the number of Clozapine Clinics to two
and housing them within two of the three proposed
polyclinics

11. Agree whaitclinical, social and vocationalitcome measures
will beused acrosthe CMHTs
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SECTION TWQONTEXT number of other community mental health teams since thei
establishment in the 1990s.

2.1 Policy context
Whilst undertaking the review of the four CMHTs for adults of
National realth policy emphasises the imparice of ensuring that working age in the Royal Borough of Kingston, the project team
patientsreceive care clasto their home. Since the 1950with the considered the following key areas:
closure of large asylums and mental institutiorGMHTshave
played a key role ihe transfer of patients and care from large a) ¢ KS SEGSyd (2 6KAOK GKSNB 461 & |
u

institutions into the community Their remit has always been to popul GA2y ¢ AyOfdzRAYy3I Dt NBIA&GSH
support people with serious mental iliness in the community. When age cut off pointsaand alignments with primary nmal health

trying to find a definition of a CMHTesearchers (Onyett et al care

1994) found that teams were CMHTs on the basis that they had b) The CMHT referral criteria and operational policy

been told that they were one! c) The team establishment and skill mix

d) Who in the team is working with whom and why?
Overthe years the importance of developing integrated health and e) The assessment process, interventions on offer and not
social care community mental health tearhas been stressed offered and the degree of consultation, advice and support
offered by the teams
Over the last ten years a number of specialised community mental f)  The degree of generic versus specialist working
health teams have been established across the UK, including Crisisg)  Accessibility including the service operating hours
Review Home Treatment Teams, Assertive Outreach Teams, Earlyh) The extent to which th existing arrangements help to deliver

Intervention Teams and Improving Access to Psychological Services. personalised care

Questions about the role and function of CMHTSs in light of these i)  The extent to which care pathways are in place

changes now require consideration. i)  The extent to which the Recovery model (or any other model)
has been adopted

2.2 The purpose of this mpject k)  The use of outcome measures

)  Workload, demand management and prioritisation
The purpose of this project was to recommend the future role, m) The extent to which the CMHTs have embraced New Ways of
functions and number of community mental health teams required Working and nurse prescribing
for the Royal Borough of Kingston in light of the development of a n) Caseload composition and managemenincluding the
management of stable cases



Care Ceprdination and CPA

Resource allocation

Inter referrals systems, interface issueigjdon, sign posting
and the degreeto which there is evidence of joint working
with other mental health, primary care, acute, voluntary
sector and social care services

The degree of health and social care integration within each
CMHT

Line management andupervision structures

Levels of autonomy and decision making reported via
individual team members

Information available on the service user and carer
experience
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SECTION THRERJR APPROACH

The project commered on 3 April 2009 and completed at the end
of June 2009. There were five phases to the project

Phase One: Establish project steering group
Phase Two: Conduct literature review
Phase Three: Establish stakeholder perspective

Phase Four: Review activity data

Phase Five: Produce final written report with recommendations

Final report: 2% June 2009

Phase One: Establish a project steering group

A project steering group was established at the commencemént o
the project. The project stearg group consisted of the following
members:

Name Designation & organisation

Sylvie Yeo Head of non Acute Commissioning, NHS
Kingston

Head of Community Care Services, RBK
Service Director, Richmond & Kingston,
SWLStGs MH NHS Trus
LYGSNAY DSYySNIf
Trust

CEO, MIND in Kingston

Simon Pearce
Sue Denby

Richard Standen al y

Mari CamerorTaber

Peter Nash Assistant Service Director, Richmond &
YAy3Jadzy:r {2[{iDQa
Dr Phil Moore GP, Kingston

Dr Diana Cassell Assistant Medical itector, Kingston and

[ 2yadzZ GFyd tae@OKAL I
MH NHS Trust

Public Health Specialist

Project Manager, Non Acute Commissionir]
NHS Kingston

Director, Mental Health Strategies

Senig Consultant, Mental Health Strategieg

Laura MacLehose
Elizabeth Downey

James Fitton
Sue Salas




Members of the project steering group were responsible for
agreeing the Project Initiation Document. They atsmbledthe
project team to access kestakeholders to interview andccesdo
activity performance dta. The project steering group met a total of
four times during the life time of the project.

Phase Two: ConduétLiterature review

The project team reviewed good practice guidance and relevant
research papers in relation to thigview of CHMTs fordalts of
working age. The method employed and the key questions we
sought to answer are presented in Section Four of this report.

Phase Three: Establish stakeholder perspecsive

The project team airad to interview approximately fifty
stakeholders eithe in focus groups or individuallyn practice,
twice that number were seerRichard Standen devised a list of key
stakeholders to be interviewed for the projectAround one
hundred and fifty ervice users weralsoinvited to participate in
the project va MIND in Kingston. In addition, the CMHT Team
Managers and the Consultant Psychiatrists for the CMHTs were
asked to identify any service users that might be willing to
participate in the interviews with stakeholders. The project team
devised an Informatio Sheet for service users and carers
describing the aims of the project and inviting them to participate
see Appendix OneReassurance was given to service users that
their anonymity would be protected and that any care that they are
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currently receiving nmay receive in future would not be affected
by anything they said or did not say to members of the project
team. The same reassurance was offered to care@arers were
invited to participate in the project via MIND in Kingston, the
/I F NEBNRa @saNHrd vigRfilipYCahgn, Social Work Lead in
Kingston.

The project team devised a semi structured interview schedule to
support them in their interviews ith stakeholders, see Appendix
Two. However, the questions asked were tailored according to the
person / people being interviewedStakeholders were seen
together in a focus group or on an individual basis. Some
stakeholders such as the Team Manager and Consultant
Psychiatristswere seen both in a group and individually. A list of
stakeholders seers shown in Appendix Thre€he interviews were
conducted in a total of fourteen sites. The list of sites visited is
shown in Appendix Four. In addition, four telephone interviews
were conducted. A list of people interviewed via the telephone is
shown inAppendix FiveA list of documents received by the project
team whilst undertaking this project is shown in Appendix Six.

Whilst conducting the interviews with stakeholderdiet team
member conducting the interviewok notes which were later
typed up saved onto a secure servand shared with theother
member of the project team. Upon completion of all athe
stakeholder interviews, both members of theroject team
discussed andanalysed the project data via Thematic Analysis
(Aronson 1992 A total ofsix key areas were identified with a
number ofthemes arisindrom each area.
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There were a small number of stakeholders the project team would
like to have interviewed but did not have time to do so:

™  Members of the Kingston Advocacy Service
™  The Ward Maager of Shamrocks ward
™  The Manager of the Employment Specialist Service

Phase Four: Review activity data

Peter Nash, Adsa i  yiG 5ANBOG2NE wAOKY2YR 9 YAy3aldzysz {2[{0iDQa al
Trust supported the project team in accessing activity datdnis

included a detded two-year presentation of referrals, discharges

and caseload, as well as analysis by gender and ethnicity.

Phase Five: Production of a final written report with
recommendations

The project team produced thidraft final written report with
recommendatons regarding ourviews in light of good practice
guidance, research evidence, the data collected and the needs of
the population of the Royal Borough of Kingston on the role,
function and number of CMHT$his report will be discussed with
members of theproject steering group at a meeting on the "32
June 20009.
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actions of particular individuals in particular places, not inherent in

the model itself. This literature should therefore be read as context
SECTION FOURTERATURE REVIEW for the review, and as a source of potentially valuable opinion, but

not as a firm guide as to how services must develop in Kingston.

In this sectionwe summarisehe findings of outiterature review
on selected relevant national policy, good practice guidance and 4.1 Method
recent researchevidence around the following eighey questions

regarding the role, function and number of CMHTSs for an identified A sarch of the following websiteskarch engines was undertaken

population: in order to complete this task:
¥ The Department oHealth
Thequesions we sought to answer via thigerature review @  The Royal College of Psychiatrists
®  NHS National Library for Health
@ Pubmed
™ Who are the CMHT for®/hat are the role and funcionsof a @ Ingenta Connect
CMHT? ¥ Blackwell Synergy
™ What should CMHTs do? @ Sage publications
™ What is the ideal size and composition of a CMHT? #  Social Care Institute for Exceilte
™ Which clientsshould GPs refer to the CMHTs? @ The Cochrane Collaboration
™ What is a suitable and balanced caseload in a CMHT? @ The Kings Fund
™ How should reviews of team and individual case loads be @ The Care Quality Commission
conducted? ¥  The Sainsburgentre for Mental Health
-

24

What treatment options should a CMHT offer? ' NICE (National Institute for Health and Clinical Excellence)

What outcome measures should hesed by CMHTS?
In determining which materials to present in this review,

preference was given to UK publications from 2000 onwards.
It isimportant to note that complex service models, such as CMHTs, However, some older studies are presented due toirtiiegree of

8ASER I RATFSNBYyd a2NI 27 oS oaRegnepsMaterpl idsptified ey rgvieveg Both memb&\0f 8 v § A 2
] 2YLX SE & SNDA OB a widk RBiétysof réagorsNand the project team and ‘a decision was taken about whether to
are often very contextlependent, i.e. their success is down to the  Include or exclude them in threview.

10
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4) Disorders requiring skilled or intensive treatmsnot
available in primary care, complex problems

4.2 Who are the CMH3for? Whatare the role and functiors of a 5) Complex problems of management and engagement

CMHT? such as presented by patients requiring interventions

under the Mental Health Act 1983, except where these

CMHTs are mulkilisciplinary teams which are responsible for have been accepted by the assertive outreach team
G RSt A @S NJYordidating o Rpecidl@ed level of community 6) Severe disorders of personality where it can be shown
0FAaSR OFNB F2NJ RSTAYSR LA §A2yac¢iREENBISYVIESRISFETAT wRN ORY (A Y dzS
GKS B5SLINIYSYyG 2F I SIFfGK Llzof A & KS & Healtm2002,(ph)f | SFftdK t2fA0@
Implementation Guide: Comdey A 1& aSydFf | SIfGK ¢SFEYaéd ¢KS

good practice guidancdiscusses who the CMHTSs are for and their Three specific functions have been identified in relation to CMHTSs:
function:

™  Most patients treated by the CMHT will have time limited G Assessment and advice on managmt to patieng

disorders and will be referred back to their GPs after a period treated in primary care

of weeks or months (an average of,% contacts (Burns et al % Providing care and treatment for time limited disorde

1993) when their condition has improved which are more complex or severe than those treatable
™ A substantial minority willhowever, remain with the team primary care

for ongoing treatment, care and monitoring for periods of 1 Providing treatment and care for those with severe a

several years. They will include spestatare for: k enduring needs j

1) Severe and persistent mental disorders associated with
significant disability, predominately psychoses such as 4.3 What do CMHTs do?
schizophrenia and bi polar disorder
2) Longer term disorders of lesser severity but which are CMHTs shouldéable to(Department of Health 2002)

characterised by poor treatmenadherence requiring ™  Provide support and advice to primasgre services

proactive follow up | P
3) Any disorder where there is significant risk of self harm rovide joint educational facilities for all members of the

or harm to others or where the level of support required primary health care team.

exceeds that which primary care can offer

11



= P
rovide prompt and expert assessment of mental health
problems

= P

rovide effective, evidence based treatments to reduce and
shorten distress and suffering and in the process ensure that
inappropriate or unnecessary treatments are avoided.

= Es
tablish a detailed understanding of all local resources relevant
to support of individualsnvith mental health problems and
promote effective interagency working.

M  Assistpatients and carers in accessing such support, both to
reduce distress but also to maximize personal development
and fulfilment.

Provide advice and support to service usersmiies and
carers.

Gain a detailed understanding of the local population, its
mental health needs and prioritiegand provide a service that
issensitive to this and religious and gender needs.

™  Provide a culturally competent service, including ready asce
to interpreter services for minority languages and British Sign
Language

4.4 What is the ideal size and composition of a CMHT?

Previous studies have found a wide variation in the size and
compositon of CMHTs (Onyett et al 1994The Mental Health
Policy Implementation Guidancstates that the optimum staffing
for a standard CMHT is 1 full time Consultant Psychiatrist1lb
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non Consultant Psychiatrists and 8 whole time equivalent care co
ordinators.

4.5 Which clientsshould GPs refer to tt CMHTS?

Great variationsaround which patients are referred by GPs to
CMHTs have been found (Walker et al 20@8%gvious studies have
shown that fewer than 50% of people with mental health problems
will be identified by GPgSlade et al 2008)A rate of 20%
disagreement in referrals from primary care to CMHTs has
previously been reported (Slade et al 200Z2)he challenges
F3a20AF0SR 6A0GK RSTAYAGAZYaA
remain. The blurred boundaries between social pathology and
mental illness at a primary care level can lead to inappropriate
demands being made to mental health servi¢@mgh 2003).

In arecent qualitative studyChewGraham et al 20083onducted
within a randomised controlled trial of primary care and CMHiTs
Manchester and Croydon,the tensions around the primang
secondary care interfacavere studied GPs psychiatrists and
clinical leads were interviewed. GPs reported wanting access to
specialist knowledge which they felt could best be provided via
access to a psychisst. Referral to a CMHT was perceived as not
facilitating this accessGPs described a perceived threat to their
professional autonomy in decision making about referrals by having
to negotiate with CMHTSs about therDifferent GPs were found to
have persaal thresholds foreferring patients to secondary care.

12
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Theconclusions arising from this studyludeda need to facilitate
doctor to doctor communication without marginalising other team
members and that poor communication and arguments about
referral criteria can have a negative effect on patient care

4.6 What is a suitable and balanced caseload in a CMHT?

The Mental HealthPolicy Implementation Guide states that the
population served by a CMHT may vary from 10,000 to 60,000.
Each CMHT shouldate a maximum case load of between 300 to
350 cases. Each full time careaalinator is recommended to have

a maximum of 35 cases. The nasdcknowledgedo modify these
figures in light of case complexity, local demography and the stage
of developmentof other functional teams.

4.7 How should reviews of individual and team caseloads be
conducted?

Thereis noconsensus on how to measucaseload (Greenwood et

al 2000).Thereis a need to ensure that the workload equitably
spread acrossCMHT team members. However, in practice
monitoring case loads can be a complicated process for a number
of reasons including issues associated with subjectivity. Some
mental health Trusts have piloted the use of criterion based
monitoring tools one such gample was piloted in Bedfordshire &

Luton Health and Social Care Partnership Trust (Butler et al 2005).

The authors of this particular paper recommend that in addition to
the introduction of an appropriate system to manage case loads
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and provide supervisn to care ceordinators an externally
validated audit of team case loads should be conducted either
annually or bi annually to ensure that the workload is equitably
distributed amongst team memberés one might expect, caseload
size has been found to hae a direct effect on levels of patient
contact (Burns et al 2000).

4.8 What treatment interventionsshould a CMHT offer?

CMHTs should be able torqvide a
interventions(Burns 2004):

range of treatment

L]
L]

AllCMHTs should apply evidence based intenengi

All staff within CMHTs should be trained in psychological
therapies and psychosocial interventions

CMHTSs should provide types A and B of NHS classification of
psychological interventions and some form of typeType A
consists of psychological treagmt as part of a programme

of healthcare, type B consists of counselling and eclectic
interventions such as cognitive behavioural therapy and type
C consists of formal psychotherapies such as psychoanalysis.
CMHTSs should provide pharmacotherapy and astasthe

side effects of drugs

Outcome measures shoulthclude social, vocational and
leisure pursuits

CMHTSs should offer comprehensive assessment and support
in relation to substance misuse

CMHTSs should offer basic monitoring of physical health
Family, caer supportand educatiorshould be offered

|

13



4.9 What outcome measures should hesed by CMHTs?

The validity and reliability of any outcome measure has to be
considered prior tdhe introduction of any measureThe extento
which any outcome measurean effectively be used across service
users with different clinical conditions requires prior consideration.
Separate measures for people with psychotic disorders and for
people with depressive disordersave been suggested (Buwn
2008). Bums supports theuse of the Brief Psychiatric Rating Scale
for people with psychosis and the Hospital Anxiety Scale for people
with depression. General wellbeing is usually measured via the
General Health Questionnaire 12.

Burns has also recently stated that hewould adiise against
subjecting all service users to the routine collection of outcome
measures (Burns 2008). He advocates the setting of a reasonable
target around a percentage of service users with an agreed
condition over an agreed period of time.

Final report: 2% June 2009
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SECDN FIVETHEMES ARISING FROM INTBRYAND OTHER
DATA

In this section we will present the key themassing fromboth the
interviews and other data.The themes emerging for the data can
be organisedunder the following six headings:

Access Referrals

The Target Population

Skills & Interventions

Caseload & Interventions
Caseload Management
Working with Inpatient Services

AREA ONE: ACCESS & REFERRALS
= Accessibility

Aside from some of the carers interviewethost stakeholders
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offer dients a choice of where to meet, including the option of a
home visit was questioned kgysmall number o$takeholders from
outside the CMHTSs

Few stakeholders discussed the issue of the extent to which people
with disabilities can access the CMHTs. &$idm one carer, little
was discussed on the extent to which people from different
religious communities are able to access the service.

All CMHTSs discussed whether people from across the age spectrum
can access the CMHTRhey stressed that the servitleey provide

iS a needs based servicr Banjo works within the &tly
Intervention Service (EI&hd also within Chessington CMHT which
was considered to be very helpful in ensuring clients are referred to
the EIS by the CMHT

= Referrals

The majority ofthe clients the CMHTs work with seem to be
registered with a GP. Local GPs play a key role in who is referred,
assessed and treated by the CMHTs. The CMHTSs reported that their
referrals in the main come from GPs, Lilaeard and the @isis

describedCMHTSs as being accessible. They can be contacted andResolution & Home Treatment Team Some GPs interviewed
return calls as required. The CMHTSs have piloted extended opening reported preferring the former service model whereby a CPN was
hours in previous years with very little take up and so are reluctant based within the GP practice and there was also a sessional
to try this again. All of the CMHTs bar the Chessington CMHT are counsellor and a clinical psychologist. Some GPs thought that this
based within the geographical area they cover. Chessington work model reduced the numberfanappropriate referrals to the CMHT.
hard to see clients both in Chessington and in other areas of GPs refer clients to the CMHTs with a range of problems. A degree
Kingston. This places further time pressures especially on the of QMHT time is spent conductingssessmerst and then sign

Chessington team. The degree to which the CMHTs have time to

15
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posting clients onto other serviceg.g. the Community Drug & there are a number of duty systems in plaey. the Approved
AlcoholTeam (CDATYr the Eding Disorder Services. Mental Health Professional (AMHP) rota artle CRHTT rota

The CMHTs were clear that they did not think that it was ™  The extent to which the CMHT caseload is representative of
appropriate for them to work with people requiring counselling. the local population

They often get referrals from GPs to assess clients with depression

and / or anxiety. The CMHTs all reportdtht many GPs referred The Team Managers have been reviewing their activity data and
clients without trying the client on a second alternative anti were able to identify who the team are arate not working with
depressantf the first s nd proving to be effective (as outlined in across the six equality streams. In terms of ethnicitye

the NICE guidance). They also reported that sometimes GPs referLJ2 LJdzf G A2y K2 R2 y20 RSAONAOGS

clients because they need reassurarabout how to manage them. appear to be significantly oveepresented within CMHT caseloads.
GPsalso often refer clients to the CMHTs because the client has Over the past 2 years, this proportion haselm 27% in Surbiton,
stated that they feel like self harming. 33% in Kingston, 34% in Chessington and 52% in New Malden, well

in excess of the26% estimate for the general puofation in
The CMHTSs often receive referrals in relation to clients with dual Kingston. Me Korean community who are residing mainly in New
diagnosis or clients who have a mental health problend may Malden are nothoweveraccessing the CMHTSs inetmumbers we
also be misusing alcohol. All stakeholders were aware that CDAT might expect. However, MIND Kingston have established a
has been through a difficult time and are about to have a new telephone counselling project for South and North Koreans which
Consultant Psychiatrist and a new Dual Diagnosis worker take up operates every Tuesday morning and is run by a Korean counsellor.
post. CDAT often ask CMHT staff to undertake joint assE®Ss The project is trying to engage with the Korean commuaityg to
with them. CMHTSs try to meet this request where possible. There work on reducing the stigma associated with mental illnd$sere
was no evidence of anlpngerterm joint working between CDAT is also a Korean member of staff employed by the mental health
and the CMHTSs. Clients were allocated to one or the other team or Trust.
sometimesd 6 2 dzy OS 0S4 SSy GKS (g2 dzyGAft 2yS GSIFY | O00SLIa
tKSY$¢ @ Over the past two years, 53% of CMHJaseload hasnoaverage
beenfemale and 47% male. This is suggestivaroEmphasis on
All four CMHTSs reported being able to respond to urgent referrals serious and enduring illness, where the gendedance(in terms of
2y GKS &alyYS RIFeéo | ff F2dzNdhithal ¢ilinesg présahcasSnork even heninéurotic 8liess S Y ¢
enables them to assess urgent referrals on the same #imywever,

16
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Two stakeholars raised the issue of the extent to which lesbian, GP inthe Royal Borough ofKingston All CMHTSs stated that they
gay, bisexual and transgendered individuals awzeasing the focus on meeting the needs of the severely mentallynitfluding
CMHTsand the extent to which they receive an equitable service those with personality disorder. All CMHTSs reported continuing to
from skilled and sensitive staffthe CMHTs plan to introduce the  work with individuals and take new referrals of individuals over the
monitoring of service user sexuality on their minimum data set. age of 65 years unless the team feelsithat KS Of ASydQa yS
specialisinput of the CMHT for Oldere®ple.
B Interface with primary mental health
| Gaps in service provision
The CMHTgeported no difference in referral rates since the
introduction of Improving Access to Psychological Therapies (IAPT)A large number of stakeholders stated that there are inadequate
in January 2009n fact CMHT fferralsover the January to March 2@ SNIA OSa F2NJ LIS2LX S 6AGK ! aLISNHSN.
guarter were slightly above the average for the last 2 yedrao feel that they have the necessary level of expertise in this area,
stakeholders stated that no client should be simultaneously although there is one clioal psychologist working within one of
receiving care from both primary and secondary mental health. the CMHEwho does have the expertise required.
hyS Dt NBLR2NISR LINPO6fSYa NBFSNNAYy3I dzZNHSYydG NBFSNNIfa G2 dawiA3IK
{GSLA¢dP WSFSNNItA VYI NJ] SR edddyB S yMany stgkéhBldery 2ated thatSHey did noDiyk iihiat @eéople with
telephone and tiaged. ThisGP felt that the CMHTs are much more  obsessive compulsive disorder or agoraphobia requiring home
responsive towards urgent referrals in comparison. Some CMHTSs treatment necessarily got access to theoihetimes intensive)
reported receiving urgent referrals from GPs to see clients who had treatment they require vigorimary mental health othe CMHTSs.
deteriorated whilst waiting to be seen in primary mental health. = The extent to which either service h#ise capacity to undertake
One GP stai# that they would like to refer cliento a psychiatrist this kind of work was questionediccess to anger management
in order for a diagnosis to be maddowever, most referrals made courses waslsoraised.
by the GP are seen by clinical psychologists.
B  The extent to whichcarer<heeds are being met
AREA TWOMEETING THE NEEDSITEE TARGET POPULATION
A total of six carers were interviewed for this project. Many spoke

= Clarity around the target poplation about how helpful and supportive the two Carers-@dinators
who used to be in post had been. There is currently one person in
Stakeholderswere in agreement that the CMHTs ardocused on post. A carer with a disabpditspoke about how she cannot get out

meeting the needs of people either residing in or registered with a to attend the Carer@Forum and misses the visits she used to

17
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care that the person they are looking afterrecceiving is excellent
via the CMHT. Somearershoweverfelt that their views were not
always listened to by the CMHT especially if they raised coscern
about a deterioration in the person they are caring for mental
health. Some carers felt that their own safety needs were not
considered by the KBHTs. Overall the carers interviewed felt that
more work could be done by the CMHTs with carers. Several of the
staff within CMHTs spoke about wishing to undertake more work
with carers and to enhance their skills in this area

AREA THREE: SKILLS & INENRNONS

B The team skill mix

Stakeholders reported that the present skill mix of all four CMHTSs is
effective. One CMH$uggestedthat it might be useful to have a
data entry clerk within the team.

B Degree of specialist versus generic working

All CMHTSs awsist of a multi disciplinary team. The CMHTs balance
the degree of specialist versus generic working. The OTs within the
CMHTs overall tended to find this the most challenging. Social
workers within the CMHTs discussed the range saicial care
responsibities, e.g. around the safe keeping of vulnerable adults
and around being anpproved Mental Health Professional.

B Interventions

Final report: 2% June 2009

K 2 Y S-ordind@rYSoniefcSers/fdlt théS NXJavo bstakeholders from within the CMHTs commented on the

extent to which the interventioa offered are NICE compliant
Severalkstaff within the CMHTs would like to enhance their skills in
relation to working withserviceusers who are parents.

Three of the four CMHTs have released staff members to attend
Dialectical Behamural Training. The same staffiave now
established a seice for people with personality disorder. Some
stakeholders wondered whether this service is commissioned. The
establishment of this service has reduced the amount of time the
team members are available to work within the CMHTs. Several
stakeholders in ta CMHTSs reported having to see the same volume
of clients but with less of aaam.

Two carers felt that thershould be more than one Clozapine clinic
in Kingston. Some stakeholders reported that in instances where
clients cannot attend the Clozapiner@, individual arrangements
are made. The relatively low number of nurses within the CMHTs
was reported by one CMHT as a reason for it probably not being
practical to run two clinics.

B Models of care

All CMHTsippeared to behighly committed to the Recevy model
and tobe delivering personalised care.
B  The use of outcome measures

One CMHT collects HONOS data on a regular basis on all clients.
Some stakeholders questioned the usefulness of collecting HONOS
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data. Both clinical psychologists and occupagiortherapists None of the CMHTSs operate a waiting list. Urgent referrals can be
reported using vagus outcome measures on a case by case basis seen on the same day. Non urgent referrals are taken to the weekly
One stakeholder raised the issue of the costs associated with using allocation meeting.

certain outcome measures. Across the borough, over the past 2 years, arrage of 104 CMHT
referrals (std dev 16) have been received per month, and an
B Line management and supervision arrangements average of 107 (dtdev 22) discharges made. The total caseload
hasaveraged 1162 (std dev 34). This pattern suggests very active
No problems were reported by any thife stakeholders interviewed caseload management, maintang a very stableaseload overall.

in relation to line management and supervision arrangements. The
CMHT managers and Service Manager for Kingston were praised on™  Utilisation of staff time
several occasions by stakeholders interviewed. Clear supervision
systems were evidenA small nurber of stakeholders commented Staff within the CMHTs reported that a considerable amount of
on the fact that the Employment Specialists are not line managed their time is taken upentering data onto RIO and SWIFT. At the
by the Team Managers of the CMHTs and have a separate line same time the value of both systems was also recognised. Many
manager.Somepeople felt that the Employment Specialists should stakeholders felt thathey could do more with RIO but just do not
be line managed via the Team Manager line with all other have time to learn more about the system and what it can do.
professional groups.

One CMHT reported spending time supporting the Community Drug
B Staff turnover & Alcohol Team in organising Freedom passes for their clients.

Staff turnover in the Chessington and Kingston teams has been very All CMHTs have a srhabmber of homeless clients who are usually
low (0% and 4%) over the past year respectively. Both the Surbiton placed out of borough. The CMHTSs will continue to work with these
and New Malden teams have however experienced turnover of clients until they are re housed within borough due to the levels of

26%. risk and complexity. Homeless clients can have a wide range of
health and soial care needs which can take up a considerable

AREA FOUR: CASELOAD MANAGEMENT amount of staff time.

B Caseload review The Chessington team reported meeting clients as much as possible

outside of the CMHT base at Tolworth Hospital. This inevitably has
an impact on their time.

19



The organisation of Dect Payments and Individual Budgets can
also be time consuming.

B Interface with other services

The CMHTs can refer clients to the Department of Psychotherapy.
The latter are currently working with a number of clients with
personality disorder. The CMHa&lso demonstrated that they have

a good working relationship with Mental Health Care of Older
t S2LIX S { SNIBAOSad ¢ KSNB siThe agut &
CMHTs will accept new clients or continue to work with clients over
the age of 65 yearproviding that they can meet their needs. The
CMHTs work well with the Early Intervention Service. This is
probably facilitated by the fact that Dr Banjo works in both services
and many of the staff within the E.I.S used to work in the CMHTSs.
Good relationshipgxist between the ACCESS team and the CMHTSs.
The CMHTs work with voluntary sector organisations such as
Fircroft and MIND. The CMHTs conduct initial assessments with
Community Dug & Alcohol Teanbut there was no evidence of
joint working. The CMHTs demeatrated that they are referring
clients onto the Assertive Outreach Team (AQWo stakeholders
commented that the AOT rarely refer clients back to the CMHTSs.

AREA SIX: WORKING RELATIONSHIPS WITH INPATIENTS
B Relationships between the CMHTs and inpatiemards

Almost all stakeholders reported very good relationships across the
CMHTSs and the inpatient wards.
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B Access to acute psychiatric admission beds

All stakeholders reported that there are no problems in accessing
acute psychiatric admission beds.s&all number of stakeholders
raised the fact that perhaps it is too easy to access beds which can
lead to inappropriate admissions. However, stakeholders also
reported tha the CRHTT are always working with the inpatient
Qatds to Bdlitate eddyXigchadge | G cp & S NJ

B RMO responsibility across inpatient and the community

In the Kingston, New Malden and Chessington CMHTs the
Consultant Psychiatrists retain RMO responsibility for their clients
and have access to beds on Lilacs ward. No stakeholders
interviewed reportedany problems with this arrangementThere

was recognition that the present arrangement results in four ward
rounds on Lilacs ward per week but many stakeholders were keen
to stress that the system works wellhere was no support for a
model whereby oneconsultant has responsibility for a ward and
one consultant has responsibility for a CMHT. It was felt by many
that this would have a negative impact on the continuity of care.
Several stakeholdenmgported that this model has been introduced

in Richmond ad that they had heard it was not working well.

In the Surbiton CMHT there #ssplit Consultant position with one

consultant working 0.6 WTE with responsibility for the CMHT and
another working 0.4 WTE with responsibility for inpatients. In
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addition ther is a Specialist Associate in post also working part
time. During the course of conducting this review it became
evident that this consultant split post is not working as well as it
could. There are operational issues around cross cover and annual
leave cover. The medical staff within the Surbiton CMHT come to
work atthe CMHT base on the same days which is exacerbating the
problemsas medical cover from the team is therefore not evenly
distributed across the week

SUMMARY QUESTI@Nhe number of CMHY

Only five or six stakeholders expressed a wish to see the number of
CMHTs reduce. The majority of stakeholders were clear that the
number of CMHTs should remain the same. Some stakeholders
stated that the number of CMHTs $ibeen reduced in Richmond
where they haveheard it is not working that effectively, others
stated that a considerable amount of management time would be
required to support changing the numbers of CMidind others
qguestioned whether a larger team could be effectively managed or
wherethey could be housed. There was no support to increase the
numbers of CMHTabove four.
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SECTION SIRISCUSSION

There is much to be proud of in relation to the service being
delivered by the four CMHTSs in Kingston. We found:that

1. All CMHTs are integrated across health and social care

2.  All teams are multi disciplinary in nature and are made up of
a number ofvery skilled and experienced staff

3. There are low numbers of vacancies within the CMHTs in
comparison to otherondon MentalHealth Trusts. \Were
there are vacanciesin the majority of instancescover
arrangements have been put into place

4. The CMHTs are all committed to the Recovery model and to
delivering personalised care

5. Team members all attend a weekly allocation and team
meeting

6. There are effective systems in place in relation to care co
ordination

7.  There is clarity around who is working with whom and why

8. The majority of stakeholders reported that the CMHTs are
accessible

9. Team maagers negotiate with team members the degree
specialist versus generic working being undertaken

10. There are systems in place to ensure that urgent referrals can
be seen on the same day

11. The CMHTs demonstrated that they are working closely with
the Crisis Resolution & Home Treatment Team

12.

13.

15.
16.

17.
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The CMHTs caaccess psychiatric admission beds without
any difficulty

All CMHTs have a system in place to manage the team and
individual caseloads

There are effective line management and supervision
structures in place

In three of the four CMHTs medical input was wiogkwell

Staff within the CMHT clearly support one anotheramange

of ways

The CMHTs appear to have good links with other mental
health teams

During the course of this project there were ralatively small
number of areas which we identified as reqog attention which
include the following

=
=

G
™

The extent to which carefheeds are being met

The extent to which there is regular liaison with GPs and
other primary care colleagues

The extent to which there is adequate clinical psychology
provision withineach CMHT

The need to consider the possibility of streamlining the
1 NR 2 dz& G 5 dzii @ {eadsSvyace g KAOK
simultaneously

The extent to which the needs of people with Aspergers,
Attention Defcit Disorder,Obsessive Compulsive Disorder or
Agoraghobia are being met in primary or secondary mental
health
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™ The need to ensure that Lesbian, Gay;s®iual and
Transgendered individuals receive equitable care from skilled
and sensitive staff

™ A need to review the extent to which the interventions being

offered by the CMHTs are compliant with NICE guidance on
various mental health conditions

In some instances, having clarified the reasons behind the way in
which the CMHTs are working we were able to understand why
particular service interventions are beidglivered in a certain way.

For example, there are only one or two nurses who have shown an
interest in nurse prescribing across all of the community mental
health teams. However, the fact that there are few nurses in any
case in each of the teams, manyvafiom have other interests, this

is not surprising. Another example is the fact that there is one
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ethnicity (as defined by the client), ligious affiliation, age,
presenting problem, diagnosis eté¢p comment on the over
representation There is a risk o$implistic conclusions without
carefulfurther analysis, Sucmatters are usually far more complex.
This is an area which each CMHT cantinue to monitor and
reflect uponwhen looking at the profile of their caseload

As re@rds the central question of the number of teams, we start
from the principle that the evidence in favour of management
restructuring must always be very strong fastify the work
required. There is no national or research evidence in favour of
reducing team numbers; the current caseload is close to the
optimum for 4 teams as recommended by national policy. Perhaps
more importantly, there is simply no groundswefi local support

for reducing teams. We can see no case to justify an action which

Clozapine Clinic covering Kingston. However, it is unlikely that given has neither research nor local stakeholder support.

the numbers of nurses within the CMHTs at present it would be
feasible to run more thamne clinic. On questioning it is clear that
the CMHTs make individualised arrangements if users cannot
attend the Clozapine Clinic. In the future the development of three
polyclinics are planned in Kingston. The possibility of housing the
existing clinidn one and perhaps establishing another in a second
polyclinic should be consideregroviding there are adequate
numbers of nurses to staff the clinic.

We note that, from the activity datathe numbers of clientsvho

do not describe themselves a& 2 K A. NS\ (appe#t éto be
significantly over represented on the CMHT caseloads and well in
excess of the numbers we would expelttis not possible without
further exploration of individual cases and variables such as
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SECTION SEVENONCLUSICE:. RECOMMENDATNG

We conclude that the four CMHTs in Kingston should renmaact.
Action should not be taken to either increase or dEse the
number of CMHTSs. A reduction or increase in the number of CMHTSs
could damage the good work being undertaken and is unlikely to
resolve some of the areas we have identified as requigitention.

The CMHTs need to continue to do what they are doing well but
they need alsoto focus their attentions on meeting the needs of
carers and of GP&Ve know little about the user perspective as
only two users patrticipated in this project. The ext to which staff

in the CMHTSs liaise with organisations such as MINRingston
should be increased with a view to developing a clearer idea of
usergYiews on the servicebeing ofered via the CMHTSs.

In this section we make a total ¢iiirteen recomnendations. For
each recommendation we summarise the rationale and the
action/s required.

We recognise that services in Kingston may read other implications
and derive other priorities from the findings of this review. Our
recommendations represent esseally where we would focus our
efforts if we had the responsibility for commissioning or managing
these services.
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RECOMMENDATIONS
RECOMMENDATION ONE

Final report: 2% June 2009

Rationale

Increase the support available @arers
Many of the carers we met felt that their needs wemet being taken into consideration. Many spo

about the valuable support they had received in the past via two Caresrdioators. In many cases
supporting carers is the most effective means of supporting a service user.

How?

e Ensure that there are tavCarer Cardinators in post to be able to offer support and advice to
carers and users. They must also be able to undertake some home working

e /al¢tca akKz2dAZ R ltgleéa tAaGSY G2 OFNBNBQ 0O2y(
deterioration in the mental health of the person they are caring for and / or concerns relating to
their safety

e /al¢ allFF akKz2dzZ R SyadaNB GKFG GKSe& YSSG dzy
regular basis to develop a closer working relationship andarify what is working well and what is
not.

¢ Expand the skillsf CMHT staff in working with carers and families via the provision of specialist
supervision and training

¢ In conjunction with carers and users develop a Cé&trategy which is based dhe needs of carerg
in Kingston.

RECOMMENDATION TWO

Rationale

/ 2Yy&ARSNI AGNBFYtfAYAYy3d (GKS ydzYoSNI 2F a5dzie {¢
At present each CMHT operates a Duty System to respond to urgent referrals. All stakeholders r
this system is working well. Howevehe system could possibly be streamlined to reduce duplication
release staff for other duties. The possibility of running one system to cover two CMHTS or one {(
all four CMHTs could be explored. In addition, there are also a number of otteex iro placee.g.to
access an AHMP or the CRHTT There is a need to explore whether there is any scope to merge &
existing duty systems.

How?

e Explore the possibility of running one centralised duty system covering all CMHTs

e Consider whether otlr duty systems could merge in some way with the CMHT Duty System

¢ In reviewing these arrangements, it will be important to ensure that there is continuing clarity
differential handling of urgent and routine referrals, and as to referrals handledaNagation

meetings or in other ways.
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RECOMMENDATION THREE
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" Improve communications and liaison with local GPs

Rationale

Overall many GPs would like to see more of CMHT staff, either by them working out of a room
practice or visiting more regully and attending primary health care meetings on a frequent b
(fortnightly). This was felt to enhance joint working and to reduce inappropriate referrals

How?

¢ Increase the frequency of meetings with primary care staff

e Explore the possibility of bagy one or more CMHT staff at some of the GP practices for a few d
week

e Increase the frequency of meetings between CMHT manager and Consultant Psychiatrist with
GPs from six monthly

¢ Explore the possibility of Consultant Psychiatrists being tabdenduct a regular outpatient clinic a
someGP practices

e Ensure that GPs are always sent a copy of the outcome of any patient review meetings

e The reinstatement of clinical psychology sessions into GP practices should be eldpi&sztito

both IAPT ad to serious mental illness services)

RECOMMENDATION FOUR

Ensure the needs of people with Aspergers, obsessive compulsive disorder, ADHD or agoraph

beingadequatelymet

Rationale Many of the stakeholders interviewed stated that there are gap service provision for people wi
Aspergers, Obsessive Compulsive Disorder, Agoraphobia or Attention Deficit Hyperactivity D
Some staff in the CMHTs stated that they did not have the necessary skills and / or time t(
intensively with cliats as required

How?

e Whilst there was recognition that there is a Clinical Psychologist within the CMHT with the exp
and interest in working with people with Aspergers, NHS Kingston has now commissioned a s
for this client group

e The care pattvays for people with ADHD, Agoraphobia and Obsessive Compulsive disorder sh
be reviewed an estimate should be made of local demand for these serviddention should be
paid to the recommendations made in NICE guidance relating to these conditions

e Fearfighterfor which the PCT has a licence, may be suited for a role within some of these sery
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RECOMMENDATION FIVE
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Ensure that Lesbian, Gay,-dixual and Transgendered individuals receive an equitable service

Rationale

skilled and sensitiv€ MHTstaff
There is a need to ensure that LGBT people receive an equitable service from CMHTs

How?

Begin to monitor the sexuality of clients on the CMHT caseload

Identify staff within each CMHT who are interested in developing their existing skitylkmg with
members of LGBT communities

Develop working relationships with voluntary sector organisations who work with LGBT comm
locally, in London and nationally

Liaise with Stonewall regarding best practice

Work with LGBT communities, usersdasarers to identify local needs and also to clarify the what
the key components are of an equitable service which is sensitive to the needs of LGBT comm
Clarify what training needs exist for each of the CMHTSs

In conjunction with voluntary sector ganisationsserviceusers and carers devise and deliver a
training programme

Ensure that staff have access to ongoing supervision to ensure transfer of training into practic

RECOMMENDATION SIX

Rationale

Ensure one system of caseload management is adopted adlinghe same way across all four CMH’
All CMHTs are actively managing their caseloads. However, some are using the zoning system w
introduced across all CMHTs margorouslythan others.

How?

Ensure that one system of caseloadmagement is being utilised in a similar fashion across all fg
CMHTs

Explore the possibility of introducing an electronic caseload system which links to RIO
Support the Surbiton CMHT in reviewing their existing caseload and in discharging patients as
appropriate
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RECOMMENDATION SEVEN \ Addresghe problemsassociated with the splitonsultant position in Surbiton CMHT
Rationale The consultant split position in the Surbiton CMHT is not working effectively.

How? e Review medical input into the Surbiton CMMith a particular focus on the split consultant post

¢ Review the role and working hours of the Associate Specialist in the Surbiton CMHT in relatior
consultant split

¢ Medical cover arrangements across the five day week should be agreed and cianfieting to all
members of the CMHT

e There should be clarity around what degree of medical input the Surbiton CMHT can expect fqg
day of the week

e There should be a monthly minuted meeting with the consultants in the consultant split post ar
Team Managers for the CMHT and inpatient ward which is chaired by either the Service Mana
Associate Medical Director or the General Manager. This will allow problems and issues to be
discussed and solutions to be agreed

RECOMMENDATION EIGHT \ Consider rgisngthe line management arrangements for the Employment Specialists

Rationale Each CMHT has an employmentsiplist within the team who isot managed by the CMHT Teg
Manager but by a separate manager. However, in effect the CMHT Team Manageesyairevelved in
their management resulting in a degree of duplication

How? e Reduce duplication by introducing a system of line management whereby each CMHT Team
Manager manages the Employment Specialist working in their team

e Itis recognised that the Emptment Specialists may require specialist supervision which can be
provided in addition to the proposed line management arrangements

¢ In addition, consider whether there is any possibility of providing the ACCESS team with an
Employment Specialist
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RECOMMNDATION NINE \ Increase Clinical Psychologgssions withithe CMHTSs

Rationale A large number of stakeholders interviewed stated that there is not sufficient clinical psych
provision within the CMHTSs to either supervise CMHT staff conducting psgatedl interventions or tg
undertake psychological work themselves. There is a waiting list to be seen by clinical psych
within the CMHTSs.

How? ¢ Increase the number of clinical psychology sessions available to all four CMHTSs to reduce wai
lists

RECOMMENDATION TEN ' Via the introduction of polyclinics, consider increasing the number of Clozapine Clinics to two
Rationale ¢CKSNBE N’ LINRPLRalfa Ay FdzidzNB (G2 RS@St2L) (K
provide Kingston witlthe opportunity to increase the number of Clozapine Clinics to two and to op¢
them from two of the polyclinics.

How? ¢ Viathe development of poly clinics consider relocating the existing Clozapine Clinic to one of t
new clinics and also the possityi of developing a second Clozapine Clinic in another policy clini

RECOMMENDATION ELEVEN = Agree whatlinical, social and vocatiohautcome measures will be used within the CMHTs

Rationale At present there is no standardised agreement around whatome measures should be collected ol

routine basis by CMHTs or on a case by case b&ish information is vital for service manage

clinicians, commissioners and refers to understand theimpact of CMHTs and to focus efforts

meaningful outcores.

How? e Agree whatutcome measures, including HoN®#I be collected on all clients routinely

e Agree what other outcome measures should be used on a case by case basis. In each instang
should be clarity around when to use each outcome measuh®, should administer it, whether
and how often it should be repeated and how the data collected can be used.

e Any staff training issues around the use of outcome measures should be addressed

e Following on from the above, an information sheet $erviceusers on the use of any of the
outcome measures which the CMHTSs decide to adopt should be produced

e Ensure that each CMHT has a nominated budget to enable them to purttiessoutcome
measureswhich have a cost
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RECOMMENDATION TWELVE
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Monitor the impact e the CMHTs of releasing staff to work intensively with people with persor|

Rationale

disorder
Three of the four CMHTSs released staff to undertake specialist training to help them work with f
with a personality disorder. The staff who have urglare the training are working one and a half day
week with this client group. However, this has pld@estrain on the workload of the remainder of tf
staff within the CMHTs. Many stakeholders interviewed stated that they were unclear whethe
sewvice was a commissied one and what outcome measures have been agreed in relation tg
provision of this service LG A& y2¢ GAYS F2NJ GKAa LIAT20 L

How?

e Clarify with stakeholders what service has been cassioned for people with personality disorder
e Clarify what outcome measures are in place in relation to this new service
e  Monitor referrals made by CMHTSs to this service

RECOMMENDATION THIRTEEN
Rafonale

Audit interventions in the CMHTSs against NICE standards
The extent to which interventions being offered by the CMHTs are NICE compliant was questig
two stakeholders.

How?

e Conduct a review of interventions in relation to NICE guidance on mental health conditions
e Address any shortfalls in complizn
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APPENDIX ONE:
Information Sheet for users and carers
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LETTER FOR SERVICE USERS & CARERS
8/4/09

Dear

Re: Review of Community Mental Health Teams for working age adults in Kingston

We have engaged Mental Health Strategies, a management consultancy team to conduct a review of the work being undertaken by the four
Community Mental Health Teams (CMHTSs) for adults of working age in the Royal Borough of Kingston. Over the last ten years, a number of
specialist teams have been developed such as the Crisis Review Home Treatment Team, the Assertive Outreach Team, and the Improving
Access to Psychological Therapies Service. This has led to an increasing need to review the role and functions of our CMHTSs in light of
these changes. The purpose of the project is to make recommendations around the future role, function and number of CMHTSs required in
Kingston.

We would very much like service users and carers to be involved in this process. Mental Health Strategies are going to be interviewing a
number of staff from CMHTs, community and inpatient mental health teams, GPs, social services, the voluntary and community sector and
would also like to interview service users and carers. We are writing to invite you to meet with Sue Salas from Mental Health Strategies to
discuss your experiences of accessing and of being cared for by the CMHTSs, your views on what is working well, what we need to improve
and any ideas you may have on how we could continue to improve the service we currently offer. Sue is a mental health and general nurse
and a former NHS manager. She will be conducting either individual or group interviews with service users and carers on 15" May 2009 at
MIND in Kingston.

Please note that you do not have to participate in this interview if you do not wish to do so. In addition, the care which you are receiving at
present from us or any care you may receive in future fromgskoath Wes!H
the Royal Borough of Kingston will not be affected by anything you say, or do not say during the interview. Participation in the interview can

be on an anonymous basis. The interviews should last no longer than half an hour to forty five minutes and will be held at one of the Trust

sites.

We hope you will consider taking part. If you would like to find out more or wish to book a time to meet with Sue Salas please contact her
on 07834 638053 or via sue.salas@mentalhealthstrategies.co.uk.

Yours sincerely
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Sylvie Yeo
Head of Non Acute Commissioning

APPREIDIX TWO
Semi structured interview questionnaire
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Mental Health

S TRATEGIES

Kingston CMHT Review
Semi structured interview guestionnaire

Clarification of role, functions and responsibilities

What are the key roles, functions and responsibilities of the four CIMHTSs

The extent to which there is agreement around the target population

To what extent is there clarity and agreement within the CMHTs and via other stakehalsus the target population CMHTs
should be working with?

Referral criteria and operating plan

Clarification of referral sources.

Ongoing engagement work undertaken with referral souregsGPs, A & E liaison etc

Tell me about the referral process. How are referrals processed? How are new referrals allocated for assessment? Isitthere a d
system for urgent referrals? Who conducts the assessments, where, how and within what time frame?

What would be considered an urgent referral and what would be considered a routine referral?

Can you give me some examples of recent referrals?

Can you give me aexample of some recent referrals which were considered to be inappropriate and were rejected by the teams?
What work has been conducted to reduce inappropriate referrals?

What system/s are in place for documentation management?

What clinical governance ammgements are in place?

Team establishment and skill mix
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Clarify team establishment and skill mix

Are there any issues you would like to raise about the skill mix?

What administrative support is in place for the CMHTs?

Are there any issues around recrugmt and retention you would like to raise?
What is the staff turnover, absence and sickness rate in each CMHT?

Line management and supervision arrangements

. What are the line management, professional management and supervision arrangenfartsfRere anyssues you would like to
raise in relation to the present arrangements?

. To what extent are you autonomous and able to make decisions as individuals and to what extent do you refer mattersheack to t
team?

o Are there any training and development issues yawld like to rais@

Degree of specialist versus generic working

o Who sees whom and why?

e  What treatment options do thél S Ya 2 FFSNXK I'NE GKSNB Fyeée OGNBIFraGYSyd 2LWA2ya
to do so in future?

o To what extent dohe teams offer treatment in line with NICE guidance on schizophrenia, bi polar disorder, depression, borderline

personality disorder, antenatal and postnatal care, anxiety, OCD and eating disorders?

To what extent are the teams working with people with Hdegnosig a forensic history medically unexplained symptoms?

To what extent do the teams work with the homeless?

To what extent do the teams work with asylum seekers or refugees?

To what extent do the team work with people from BME communities?

Accsssibility including service operating hours

o To what extent do you think that the target population are able to access the service?

o What are the operating hours? What attempts have been made to increase accessibility?
o Where are the teams based / operatifgm? How much of staff time is spent travelling?

o Where are users and carers seen and in what proportions?
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o Are there any issues and concerns in relation to accessibility?

e 2KIG LISNOSyGlr3IsS 2F 5b! Qa NS GKSNB LISNI GSFYK 126 NB 5b! Q4 Y+

. Are there any equality and diversity issues you would like to raise? To what extent are the teams: Meeting the needs of men and
women? Meeting the needs of LGBT people? Meeting the needs of people from diverse cultural backgrounds? Meeting the needs of
peofd S GAUK || RA&AlIOAfAGEK aSSiAy3a GKS ySSRa 2F LIS2L)XS | ONraa i

The extent to which the existing arrangements help deliver personalised services

o To what extent do you think the CMHTs have embdatee personalisation agenda? To what extent do users have choice and
control over the support they receive?

o To what extent are direct payments and individual budgets being offered and taken up?

The extent to which care pathways are in place
. Describe exting care pathways

The extent to which the Recovery model (or any model) is in place
. What model/s have the CMHTs adopted and why?

The use of outcome measures
. How do you know if a service user has improved or not?
o What outcome measures are routinely used?

Workload, demand management and prioritisation

. Utilisation rates. What percentage of time is spent by team members on direct user contact, documentation, meetings)gravelli
education, supervision etc

. How are urgent requests accommodated? How is ateaie and sickness / absence managed within each team?

Caseload composition and management

o Is there a traffic light or other system to monitor case loads?
o Describe an ideal case load

o What would be considered an excessive case load?
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° How do the teams defina crisis? To what extent are the teams able to continue to work with service users and carers in a crisis?

Care ceordination and CPA
o Are there any issues you would like to raise about this area and the existing policy?
. How are reviews of care packagewertaken and by whom?

New Ways of Working and Nurse Prescribing

o To what extent have the teams embraced New Ways of Working and nurse prescribing?

e ¢2 $KIG SEGSYl KI@S GKS G(SFya SYoN)}OSR (GKS a¢Sy SaaSydaalt af
. Clarify arrangements aroundedication management and nurse prescribing

Resource allocation
. Are there any issues around resource allocation you wish to raise?

Inter referral systems, interface, liaison and the extent to which there is evidence of joint working with other mentallthe primary

care, acute, voluntary, community and social care

o To what extent do the four CMHTs work together and support one another?

o Under what circumstances might the team make a referral to the AOT / CRHTT / EIS/ IAPT/ Subsisse&aéfvices / inpant
ward / EIS etc

. Are there any issues you would like to raise around joint working?

. I NB GKSNB Fyeé AaadzsSa e2dz ¢2dz R tA1S G2 NIYAAS Ay NBEmdnibbre®y (2
and met?

o To what extent are théeams able to support workers in other agencies?

. To what extent can the teams undertake mental health promotion work or educational work in the community?

. To what extent are team members able to develop innovative practice or to undertake research?

Degiee of integration across health and social care
o To what extent do you think the teams are integrated? What is working well and what remains challenging?

Management of people with enduring mental health problems
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o Under what circumstances would the CMHTstoare to work with people who are stable with enduring mental health problems
and under what circumstance would they refer them onto primary care?

The service user and carer experience

o What mechanisms are in place to promote and strengthen service useraardinvolvement?

. All service users and carers are individuals and will have many different views, but are there any key themes that naverarise
your work with them around what works well within the service and what remains problematic?

o Do you haveany service user and carer satisfaction data to share with us?

General
o Are there any questions you would like to ask us or issues you would like to discuss?
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APPENDIX THREE:
List of stakeholders interviewed
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List of stakehdders interviewed Christine Harper, Admin, New Malden CMHT
(A * indicatesthe stakeholder was seen twice) Kay Hrris, CEO, Fircroft
Kathy HarveyVright, Deputy Team Manager, Nurse, ACCESS
Dr Olamiyi Ajayi, Associate Specialist, EIS Michael Heaver, Assistant Director of Nursing
Dr Charles Alessi, Chuchill Medical Practice Dr Anne Hinsley, GElaremont Medical Centre
Karen Annis, OT, EIS Anna Iwnicki, Clinical Psychologist, Kingston CMHT
Dinoop Antony, Social Worker, Kingston CMHT Val Jackson, Administrator, Surbiton
David Baggott, Team Manager, CDAT Ancy Joy, Social Worker, Chessington CMHT
DrJumiBanjo, Consultant Psychiatrist Chessington CMHT & EIS  Dr Ram Kamat, Senior House Officer, New Malden CMHT
Dr Anne Baruch, Hook Surgery, Merritt Medical Centre Dr Maura Killoughey, Consultant Psychiatrist, New Malden
Dr Belei, Associate Specialist, Surbiton CMHT CMHT
Marilyn Belton, CPN, New Malden CMHT Karin, Social Worjer, AMHP, New Malden CMHT
Angela Bower, CPN, Deputy Team Manager, Chessington CMHT Mandy Khan, CPN, Surbiton CMHT
Jmathan Broad, AMHP, Social Worker, Surbiton CMHT Joanne Lake, CPN, Depiianager
Alexis Bradshaw, Locum Social Worker, Surbiton CMHT Maggie Lear, Medical Secretary, Chessington CMHT
Russell Childs, Team Manager, AOT Choon Lim, CPN, Kingston CMHT
Philip Cohen, Borough Lead Social Worker Helen Lipinski, OT, Kingston CMHT
SylviaDavies, Employment Specialist, New Malden CMHT Maria Maura, CPN, Kingston CMHT
Syril Deage, CPN, Nursagtitioner, EIS Shelagh McGlashan, AMHP, Social Worker, Team Manager,
Hannah Doody, Service Manager Surbiton CMHT
Steve Dow, Team Manager, Chessington CMHT Jean Mepstead, Medical Secretaew Malden CMHT
Rosemary Emanuel, Team Admsirator, New Malden CMHT Jean Morris, STR worker, Surbiton CMHT
David Emmett, Team Manager, Kingston CKMHT Julia Morris, Head OT and OT in Chessington EMHT
Helen Emmett, Deputy Team Manager, CPN, EIS Dr John Murphy, Associate Specialist, New Malden CMHT
Dr Al Falahe, ConsultaBRsychiatrist, Surbiton CMHT Lynn Murray, Medical Secretary, Kingston CMHT
Robert Ferguson, Support Worker, Chessington CMHT Janet Newton, Social Worker, New Malden CMHT
Janet Finn, Admin, Kingston CMHT Beatiice Nyeko, Mental Health Worker, Kingston CMHT
Ms Fox, Medical Secretary, Surbiton CMHT {KFNRY hQIIN}Z ! RYAYZ bSg¢ alfRSY
Sally French, OT, EIS Joanne Olney, OT, New Malden CMHT
Julia Griffiths, OT, Surbiton CMHT Bertha Otoo, Social Worker, Chessington CMHT
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Dr Lena Paterson, Clinical Psychologist, Surbiton CMHT Dr Katrina Wynne, Consultant Clinical Psychologist, Team Leader
Anne Plummer, OT, Surbiton CMHT Kingston Psychological Services in Primary Care

EmmaPuddy, STR worker, New Malden CMHT Jeremy Wylie, Social Worker, EIS

Angie Rees, Admin, Surbiton CMHT Dr Anu Yadava, Consultant Psychiatrist, Surbiton GMHT

lain Richmond, Team Manager, New Malden, CMHT Ching Yeung, CPN, Chessington CMHT

Simon Rogoff, Trainee Clinical Psychologist, New Malden CMHT  Karin, Social Worker, AN New Malden CMHT
Dr Joan Rutherford, Consultant Psychiatrist, Kingston GMHT

Kate Sagan, EmploymeSpecialist, Surbiton CMHT In addition two service users who \Wisd to remain anonymous
WAGLE {SS@g22NHziddzys { SNIAOS al yahdsRehi®Ers were RtE€ridwed $aividiiallyQa / 2 YYdzy A G &
Mental Health Services

Sib Senda, CPN, Surbiton CMHT

Dr Sheldon, GP, Holmwood Corner Surgery

Dr Malcolm Simpson, Clinical Psychologist, New Malden EMHT

Carolyn SmyeCPN, EIS

Melanie Snowdon, Employment Specialist, Chessington CMHT

Richard Standen, Interim General Manager

Lis Steeden, Administrator, Kingston CMHT

Mari CamerorTaber, General Manager, MIND Kingston

Nicole Tarrant, Social Worker, Kingston CMHT

John Tathley, Forensic Social Worker, AMHP, Kingston CMHT

Clare Taylor, Care @odinator, OT, Chessington CMHT

Simon Montague Taylor, Service User Involvement Worker

Mark Veldmeijer, Team Manager, EIS & Access

Enid Waller, CPN, Deputy Manager, Surbiton CMHT

Dr Kaie Williams, GP, The Orchard Practice

Jenny Wiilling, OT, New Malden CMHT

Kevin Wills, Social Worker, New Malden CMHT

Dr Martin Wolfson, GRClaremount Medical Centre

Siobhan Woollett, Head of Clinical Psychology and Psychologist in

Chessington CMHAT
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APPENDIX FOUR:
List of sites visited
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List of sites visited

MIND Kingston, Siddley House, 50 Canbury Park Roadtdfing

New Malden CMHT, Roselands Resource Centre, 163b Kingston Road, New Malden
A number of services based at Tolworth Hospital, Tolworth.

Kingston CMHT, Guildhall 1, Kingston

Surbiton CMHT, South Place Resource Centre, Surbiton

Fircroft Trust

Mental Healh Liaison Team, Leask Centre, Kingston Hospital

Primary Mental Health Service, Acre Road Clinic, Kingston

Kingston Community Drug & Alcohol Team, Acre Road Clinic, Kingston
Churchill Medical Practice

Holmwood Corner Surgery

The Orchard Practice

Claremont Medical Practice

Hook Surgery, Merritt Medical Centre
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APPENDIX FIVE:
List of stakeholders interviewed over the telephone
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List of stakeholders interviewed over the telephone

Anita Harris Supporting People Officer, Kingis Supporting People Team
Fadsai Mudoti, Team Manager, CRHTT & Lilacs ward

Dr Jala Punter, Consultant Psychiatrist in Psychotherapy

Two carers

Final report: 2% June 2009
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APPENDIX SIX;
List of documents received
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List of documents received
Copyoftheof NI A2yt L}R2fAOE F2NJ ! RdzZ G /alc¢as {2dziK 2SadGd [2yR2y 9 {1

MIND in Kingston Annual Report 2002008

MIND in Kingston: Summary of our services

MIND in Kingston: Telephone counselling services for Sobtbré Koreans

Operational policy for the Early Intervention Service

G%2YyAYy3IY C2cdrad B YSLUILIRAINER Y . SYOKYFNJ Ay3a G22f ¢
Written suggestions on the format of mental health service provision from Mr & Mrs Alexander, Carers

Taking back controA guide to planning your own recovery
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