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Executive
summary

As part of the 2005 National Service Framework
(NSF) Autumn Assessment, the Department of
Health (DH) and the National Institute for Mental
Health in England (NIMHE), part of the Care
Services Improvement Partnership (CSIP),
asked Local Implementation Teams (LITs) to
produce a Themed Review of choice in mental
health services. CSIP Regional Development
Centres, Strategic Health Authority (SHA)
Mental Health Leads, and Primary Care Trusts
supported this review. Throughout the autumn
of 2005, local and regional ‘walk-through’
events were held to support local mental health
communities in meetings to consider the
content of their reports. Final reports were
submitted to CSIP in December 2005.



The key findings of the themed review
are summarised below:

Leadership

With an outstanding national return rate of 86%, it is
clear that local mental health communities are engaged
with this agenda. The content of the returns confirmed
that LITs support the choice agenda in mental health,
welcome the ‘choice point’” methodology (see
background section for explanation) and are ready to
work in partnership to make an extended range of
choices more equitably available to people across the
country who need to use those services.

Around half the LIT reports identified a choice lead with
responsibility for taking this agenda forward and have in
place governance arrangements for monitoring the
delivery of choices, while another 20% are seeking to
improve their leadership arrangements. However, only a
small minority (mostly those LIT areas containing NHS
Foundation Trust applicants) acknowledged that choice
was a key imperative in the development of mental
health services.

Current position

The ‘choice point’ methodology has been designed by
NIMHE/CSIP to give local communities a clear
framework to identify the service areas in which an
extended range of choice should be offered. As a
methodology, the great majority of respondents viewed
this approach as being useful.

The following list provides a summary of the national
position in delivering extended choices at each of the
four identified choice points:

1. Life choices

A clear trend in the returns was a consistent
acknowledgement of the importance of a recovery
orientated model of care and attempts to develop more
services designed to promote social inclusion. The
majority of LITs (56%) gave a number of specific examples
of how people are supported through employment
schemes, vocational advice and back to work training.
However, despite sign-up to the principles of the recovery
approach, only a minority of local systems reported good
progress in implementing practical mechanisms for
supporting further choice in community settings, such as
direct payments (9%), individualised budgets and advance
directives (13%). Therefore, our conclusion is that there is
a discrepancy between the acceptance of the principle
and the tangible delivery of these developments.

Primary care mental health services still require further
development, but a range of services are in place in 41%
of areas, including psychological therapies teams,
lifestyle prescribing and self help options. Many other
reports cited this as a priority for service improvement.

2. Access and engagement

Nearly two-thirds (63%) of LITs report providing multiple
ways of accessing and contact with local services,
reflecting the needs of the local community, but further
work is required to resolve the long standing access
inequalities that exist for Black and Minority Ethnic (BME)
communities. The same number of respondents also
described various methods to provide information on
services to support choice - 40% use an up-to-date
directory of services and 21% through other electronic
means, including websites.



3. Assessments

Adults accessing services via a GP can book a date and
time for their first appointment in 76% of areas, although
very few (7%) are using a compliant Patient
Administration System (PAS) to facilitate end-to-end
booking. This provides a serious technical limitation to
the future development of Choose and Book to support
choice, requiring national attention.

Personalised Care Plans offer a vehicle to record the
decisions of all parties involved in the assessment
process, so it is promising that signs of progress are
being shown by 79% of areas. This progress is generally
across all age groups and particularly for learning
disability services. There is also recognition that following
the principle of partnership in assessment and care
planning does not necessarily convert into universal
good practice. There was widespread acknowledgement
that service users often have very different views on
involvement than service providers.

4. Care pathways

Although LITs considered the range of talking therapies
offered to be reasonable and improving in around half of LIT
responses, expanding the capacity of these services to
improve access standards is regarded as imperative. Long
waliting lists persist in both primary and secondary care-
based talking therapies services across the country. The
choice of alternative therapies also needs to be developed —
only 19% of areas were satisfied with the level of provision.

Providing service users with information about
medication to support choice is far from universal, and
only 15% of areas reported that they use information and
discussions about medication options to allow people,
where appropriate, to make choices about types of
medication and dosages, for example.

Being able to make choices about staff that are involved in
care is also limited — 17% of LITs report offering choices
about gender, ethnicity or age of certain staff, and 25%
offer people the chance to change staff if requested.
Generally though, even in areas that try to give choices,
these choices are not available to all, and become
especially difficult when care becomes more specialised.

Current position conclusion

As expected, the returns show a mixed picture of progress
across the country. A small minority of areas have choice
as a central principle in service delivery and can provide
evidence of service users and carers exercising choice
throughout the care pathway. Equally, some other areas
can produce very little evidence of being able to offer
choices. Most areas are somewhere in between these two
scenarios; aware that choice is an important consideration
for service improvement in the future, and able to give
some examples of good practice. Generally, the range of
services available to facilitate choice is good and
improving, but resource limitations, information
management, technological requirements, and local
restructuring hinder access to those services for all.

Next steps

This report will be distributed to LITs and will provide a
resource for local systems in developing the scope and
range of the choices that are made available to people
using mental health services. It will support improvement
by connecting people with examples of positive
practices from across England and will follow up with
local stakeholder events hosted by each CSIP Regional
Development Centre to provide a local network for taking
forward this agenda locally.

In 2006, the development of a choice policy for mental
health will be taken forward by the Department of Health
and CSIP. It will build on the work already undertaken, in
partnership with local communities to formulate the
‘choice point” methodological framework. It will build on
the extensive engagement and consultation that
informed the best practice guidance Our Choices in
Mental Health, which is being published alongside this.



Introduction

The Choice Themed Review was aimed at
providing local mental health and social care
systems with an opportunity to:

e Consider the application of choice principles in mental
health services for people of all ages and for people
with learning disabilities and with mental health needs.

e Assess the state of readiness locally to extend choice
across the spectrum of mental health care in the
future.

e Test the choice point methodology.

e Participate in a national baseline assessment to assess
national progress in extending choice in mental health
services.

e Clarify the priorities of local stakeholders.

e Give impetus to the choice agenda by forging local
partnerships.

® Agree coherent action plans.

e Share knowledge and positive practice to support
future development.

This report considers progress on each of these points.
It examines the main national trends in delivering choices
and highlights particular examples of positive practice,
upon which local communities can benchmark their own
performance. It also highlights the improvements
regarded as being of most importance in future action
planning, which should serve to give people ideas about
further developing their own local priorities in the short,
medium and long-term. Local communities will be given
the opportunity to hold feedback events, organised by
CSIP Regional Development Centres, to discuss
conclusions and outcomes.

The findings of this report will also be used to inform the
strategy for taking choice in mental health forward within
a coherent national policy framework.

Background

Choice is about the power to make decisions,
to give people greater control over their own
lives. The greater personalisation of statutory
services is at the heart of the Government’s
modernisation agenda for public services. For
people using health and social care services,
this has begun to redefine the relationship
between providers and users of services, giving
people greater voice in shaping the next stage
of system reform. It also provides a platform for
people to take greater control of their own lives
- to make healthy life choices.

For many years, people who use mental health services
and their carers have consistently indicated that they
want to have more choices in the services they receive.
They want choice for everybody, not just for some, and
they want services designed around them as individuals
rather than designed round the system. This was
acknowledged in Creating a Patient Led NHS, which
explicitly included mental health in its delivery plan:

“The programme for modernising mental health services
will also focus on giving people greater choice in their
treatment and care, alongside improved access to
effective treatment and care, reducing unfair variation,
raising standards, and providing prompt, convenient and
high quality services."

To build on this commitment, the Department of Health
commissioned NIMHE/CSIP to lead on the development
of good practice guidelines for implementing choice.
Through consultation with local and national partners,
NIMHE/CSIP developed the choice point methodology,
which emphasised key areas for local communities to
focus on when improving the range of choices available
to people who use mental health services and carers.



Advance directives written by the service user when they
feel able (sometimes with the help of their carer, an
advocate and/or a mental health professional) allow a
person to specify the choices they want in their care
should they become too unwell to express them in the
future. They therefore give people a feeling of control
over their care even when they become unwell and have

Positive Practice
Direct Payments

The number of service users benefiting from direct
payments is one of the highest in the country, with 69
in North Essex. This is partly due to a programme
managed by North Essex Mental Health Partnership
Trust known as ‘Family Group Conferencing’, which
promotes independence and choice with control being
passed to the service user and his/her family.

Positive Practice
Advance Directives provision
and Crisis Cards

In Lewisham, there is provision in all Care Programme
Approaches (CPA) for advance directives. Additionally,
Lewisham Mental Health Foundation (a commissioned
voluntary sector organisation) oversees a Crisis Card
scheme. The Crisis Cards are kept by the service
users, and identify where a directive may be found if
the service user becomes unwell. About 200 people
carry a crisis card, and the scheme has been
particularly effective for individuals with bipolar disorder,
who may have periods of ill health but also long
periods of very good health.

to access services in an emergency. However, as with
direct payments, evidence of take-up was poor:

e Thirteen percent (13%) reported having an advance
directives policy, sometimes through the personal care
planning process, or the development of Wellness and
Recovery Action Planning (WRAP).

e Three percent (3%) have an informal policy, often
known as advance statements or an expression of
wishes.

* Two percent (2%) have a policy that is used in the
voluntary sector.

e A further 14% reported exploratory work taking place
in their area for developing advance directives.

Even in LIT areas that have a policy, frequency of
advance directives usage is poor - 9% reported a very
low use of advance directives.

Forty-one percent (41%) of submissions also reported
that a range of psychological therapies are available in
primary care settings. The submissions illustrated a good
range of provision across the country including
counselling services, providing brief therapies through
graduate workers, and providing psycho-social
interventions through primary care mental health teams.
Within the 41% of submissions, 6% specifically reported
inadequate availability and highlighted that there is a lack
of capacity to meet demand, waiting lists are too long
and there is a need for more Cognitive Behavioural
Therapy (CBT) and psychosocial interventions (PSI). Ten
percent of areas also reported inconsistent provision and
subsequently reviews are being undertaken focusing on
the importance of ensuring integration between primary
and secondary provision, implementing NICE guidelines
on depression, redesigning care pathways, ensuring
more equitable access, and addressing the needs of
people with learning disabilities and black and minority
ethnic communities.



Indicator 3: Providing access to a range
of prevention and health promotion
services

Primary care services also provide important prevention
and health promotion services through lifestyle
prescriptions, self-management resources and
information for those whose mental health problems
could be described as ‘mild to moderate’.

Thirty-six percent (36%) of LITs reported that they
provided choice through lifestyle prescriptions in primary
care. The most common were exercise prescriptions and
the use of sporting groups, although these were not
always dedicated to people with mental health problems.
The opportunities for lifestyle prescriptions in some areas
appeared to be underdeveloped, with limited choice and
inconsistent provision, though reviews and actions are
reportedly being planned or taking place in order to
make improvements.

Forty-one percent (41%) also reported on the provision
of self-management resources and information to people
in primary care, with resources either well developed or
currently developing. The submissions suggested that
there is a very broad range of approaches available to
encourage service users to self-manage their mental
health. The most popular were:

e self-help leaflets
e bibliotherapy

e computer based therapy such as ‘Beating the Blues’
and ‘FearFighter’

e self-help groups facilitated by service users

e directories of services

e well-being activities

® service user groups

e carers’ and parenting groups.

Again, an impressive range of services are provided in
many areas, but access to those services is often

inconsistent. Work is reported to be underway to improve
this however, as highlighted by 14% of LIT submissions.

Conclusion Life choices

In summary, it is clear that areas are encouraging the
promotion and support of services to extend people’s life
choices, most evidently by maintaining people in and
supporting people to return to employment, education
and community participation through the provision of
vocational advice, employment programmes and self-
management resources. The provision of choices in
community settings appears to be a target for
development, with localities keen to investigate the
reasons for low take up of direct payments, to promotion
advance directives and to improve access to primary
care-based psychological therapies.
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Choices in access
and engagement

Giving people the choice of more varied access to
community-based services, and better information on
how to access them, should help to ensure earlier
intervention and support to maintain people in their own
settings as far as possible. People should have a choice
of convenient contact points whether they are accessing
services in primary and community settings, or in an
emergency. To encourage early engagement, mental
health services should be non-stigmatising and sensitive
to the needs of the individual from first contact.

LITs were asked to include in their reports the range of
contact and access points that are available for local
people to choose from, and how those points of contact
are tailored to meet the needs of the communities
served. They were also asked how they reached out to
the community by providing a range of information
sources that were easily available and culturally specific.

Indicator 1: Services aligned around
people in the community

Nearly two-thirds (63%) of LITs reported good progress in
aligning services around people in the community. The
majority of these LITs provide multiple points of access into
care services, the most common routes being primary care,
Community Mental Health Teams (CMHTs) and crisis teams.
Other important access points are walk-in clinics, Accident
and Emergency (A&E), social services and Emergency Duty
Teams (EDT). Access to these services is also becoming
more flexible to people’s needs, particularly with the
opening hours of more services extending to weekends.

Those areas with a single point of access tended to have
link workers or gateway workers who facilitated
signposting and a referral on to the appropriate service.

However, the equality of access remains a significant issue
for groups seen as ‘hard to reach’. People living in rural
communities sometimes have to make long journeys to
reach the services and get less choice, and black and
minority ethnic communities have enduring access
problems. Several LITs were meeting this challenge
through specific services, usually counselling-based, for
black and minority ethnic groups, and using Community
Development Workers to signpost services more effectively
for those groups that traditionally engage less frequently.

Indicator 2: Clear information to support
people accessing services

Providing good information is critical in supporting people to
make choices about how and where to access services.
Reports show that a wide range of information is being made
available to support people in accessing services, reported in
63% of submissions, although it was unclear from the
submissions how widely disseminated the information is, and
how accessible the information available is to all people.

The best information in this section came from those who
have established a comprehensive directory of local
services (40% of LITs). Some of the areas referred to having
a directory that included independent and voluntary sector
services, whilst other areas referred to having more than
one local service directory, raising issues on how they are
equally accessed, utilised and updated. Work to develop or
update directories was reported by a further 9%.

Information Sources
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As the chart above shows, 49% of the submissions
described the availability of information in different
formats. The submissions highlighted that production
has focused on written material to date and attention
now needs to be place on providing information in a
range of formats, especially in oral form. It was
acknowledged that mental health services are a long
way behind learning disability services in the production
of ‘easy read’ material and other versions of information.



A low number of reports discussed how information is
being made available in different languages to reflect the
diversity of the population served — just 21% of
submissions gave examples. This lack of information
may account to a certain extent for the access problems
described above. Of the reports that did provide
information, some useful examples were given. They
mainly referred to the provision of information leaflets,
but also included the utilisation of Community
Development Workers and Mental Health Workers with
different language skills to encourage access, and the
use of interpreters and translation services for supporting
people once they have accessed services. A further 13%
also said that information in other languages can be
made available on request or where needed.

Positive Practice
Format of information

Blackburn and Darwen has established a service
user "reader panel" to contribute to the production

of information and validate all items before they are
widely produced, thus ensuring information produced
is user friendly.

Positive Practice

support provided and one LIT reported a reduction in
funding, meaning supply could not meet the demand
from the community. In comparison, just 3% of LITs have
reported an increase in funding for advocacy to help
rectify limited availability.

Indicator 4: Carers support and choices

It is not just service users who require information and
support. Forty-six percent (46%) reported a range of
activity taking place or being planned in order to support
and engage carers, enabling them to have choices for
themselves, and contribute to the choices made by the
person they care for.

Sixteen percent (16%) of areas reported carer involvement
in the planning and delivery of care at an organisational
level with carers represented on Trust Boards and
governance committees. Most evidence of encouraging
individual involvement in the care planning process was
described in the assessment choice point below.

Support for carers was also evident in many forms,
through carers’ services including carers’ centres, carers’
groups, carers’ conferences, the use of Carers’ Grants
to provide respite and complementary therapies for
carers, and specific carer leads and workers.

Electronic Information

Twenty one percent (21%) of areas reported having
websites or web pages for information and
signposting. In Bromley, for example, service users and
carers have developed a website to provide a central
source of information, linking to other organisations
providing mental health care, advice or information.

Indicator 3: Access to advocacy and
support

Once people have chosen how to access services,
services should engage with them in a way that is
sensitive to need and informative about the options
available. The provision of advocacy services is an
indicator of the extent to which people are given advice,
information, support and signposting. The role of
advocacy is important across care pathways and is

Conclusion Choices in access
and engagement

Improved access to services is being encouraged
across the country, most evidently by providing multiple
points of contact. To support the developing multi-
contact approach, the provision of clear, user-validated
information needs to be improved. Although the
submissions indicate up-to-date information is available
in a majority of areas, and services are increasingly using
the internet to advertise themselves, local areas also
need to make information more readily available in other
public places and, particularly, ensure that information
sources are sufficiently varied. This means more work to
reflect the first language of the people needing services
and make information accessible in different formats
other than the written form. A lot of good practice in
providing advocacy and carer support was noted,

but acknowledgements of gaps in services were

also frequent.

therefore included in other choice point sections, but in
this section 37% of submissions highlighted the
opportunities available for people to use advocacy
services. Advocacy services can provide general
advocacy to all groups, CAMHS advocacy, advocacy for
older people and for people with learning disabilities, but
of the positive responses in this area, 11%
acknowledged that there are gaps in the advocacy

13




Choices in
assessment

Assessment is a very important part of the care pathway.
For most service users and carers, decisions about
ongoing treatment and care packages are the outcome
of an assessment. Yet people tend not to like being
‘assessed’ in any walk of life, so it is understandable that
service users and carers have often reported being
intimidated and disempowered by the assessment
process, resulting in people feeling unable to contribute
to decisions about possible care options. Therefore,
everybody receiving an assessment needs to feel
empowered by the process to enable them to make
decisions and take as much control of their ongoing care
as possible. This is especially true for people accessing
mental health services for the first time, for whom the
assessment process represents the first real
engagement with mental health professionals delivering
their care and could set the tone for the rest of their
interactions with services. This section describes the key
national messages in how local communities are
providing choices in the assessment process.

Indicator 1: Service Users and Carers at
the centre of the assessment process

1 a) End to end booking through a compliant PAS;
choice of time and date of assessment

Although mental health has, to date, not been part of the
NHS choice policy of providing a choice of four-to-five
providers at the point of first referral in elective physical
health care (supported by Choose and Book system
development), a substantial amount of work has been
undertaken to allow people to book into mental health
services. Booking systems allow a person to negotiate a
date and time of their first appointment/assessment with
mental health services after being referred by their GP. A
person therefore gains more control over the process
and has the opportunity to fit the appointment in with
their everyday life. Of the analysed responses, 76%
described a booking system being in place. Of those
respondents, 17% specified that their locality operated
booking into a Community Mental Health Team (CHMT),
and 19% booked from GP to Consultant outpatient
appointments, with the remaining 64% not specifying.

Some booking activity was described by LITs for non-
adult services. The chart below summarises that activity,
although it should be noted that booking systems rarely
applied to all service users in those groups, with Children
and Adolescent Mental Health Services (CAMHS)
booking described several times as ‘informal’, and a
number of returns mentioning the difficulty of booking
into CAMHS due to the mix of professionals required at
assessment meetings.

Booking
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Although a lot of work is continuing around the country,
access to the appropriate technology is still hindering local
efforts, with a large majority of LIT areas still operating manual
systems. Only 7% of those areas with booking systems in
place are doing so through a fully compliant Patient
Administration System (PAS), and very few areas are planning
to have a fully compliant PAS in 2006. Some localities are
using electronic booking through other means, for example
practice IT systems and Care Programme Approach (CPA)
caseload systems, with 8% piloting electronic booking into
CMHTs using an Indirectly Bookable System (IBS), used
when Trust computer systems are not yet PAS compliant.

1 b) Single Assessment Processes in place to integrate
health and social care assessments

In total, 62% of analysed responses described action being
taken to implement a single assessment process. Analysis
of this section showed that different care groups have
different terminology for an integration of health and social
care assessments. It is done under the following titles:

e Adult Mental Health — Care Programme Approach (CPA)
e CAMHS — Common Assessment Framework (CAF)

e Older Adutt Mental Health — Single Assessment Process (SAP)
e | earning Disabilities — Person Centred Planning (PCP).
This was one indicator in which an even number of LITs
described processes in all of the above care groups, as the

chart below shows. Only CAMHS fall behind, but a further
9% of LIT areas are developing work on the CAF as a priority.
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[t was not always clear how integrated systems were,
however, and 20% mentioned developing systems or
had more work to do before convergence was possible.
The most common gap was in the provision of joined up
information technology to which health and social care
had equal access, with several other respondents
describing separate IT systems as an impediment to true
integration. Only 5% had joint IT systems, including
North East Lincolnshire, who use a MARACIS system.

Indicator 2: Empowering service users to
shape assessment process —
dissemination of on-line tools (e.g. ‘My
Healthspace’)

Fifty-seven percent (57 %) of submissions analysed gave
information for this section, although 12% of those
responses were to report that no work was being done
to disseminate on-line tools.

Broadly, responses in this section fell into three main types:

e Use of self assessment tools. Ten percent (10%) of the
respondents reported the use of on-line self
assessment tools, half of which were in the early
stages of using ‘My Healthspace’, which is the section
within a patient’s electronic health record that allows
them to record particular information on-line. This
included a pilot in three practices across Lewisham.
Only a further 8% of LITs were actively considering on-
line self assessment tools.

Development of other on-line information to support
choice, such as a directory of service. A general point
was made by several LITs that work must be
undertaken to provide equitable access to the internet
and various e-tools for all service users.
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e Wider involvement of service users and carers in the
planning and improvement of the CPA. Thirty seven
percent (37%) of respondents to this section described
processes that involved service users and carers in the
planning and development stage of their current CPA
systems and assessment processes. In South Essex, a
CPA Steering Group influences continual assessment
and improvement of CPA systems, but there were only
a few other examples of formal service user
involvement in improvement of assessment systems.
One LIT suggested that if formal involvement does
occur, the groups that have a voice are usually
unrepresentative of the service user population,
particularly for black and minority ethnic groups.
Another LIT commented:

"Although local feedback from service users indicates
that a majority of service users do feel involved in their
assessment and care planning, more is to be done to
truly place service users at the heart of care planning
systems".

This was a summary of the general feeling across all
ages, and those with learning disabilities.

Indicator 3: Assessments undertaken in
partnership between the individual,
carer/advocate and professionals

3 a) Personalised Care Plans agreed in partnership

Personalised care planning provides a prime vehicle by
which care choices can be made and recorded. This
requires excellent initial involvement with service users
and carers so they gain ownership of personal care
plans, rather than being passive recipients of care.

Seventy-nine percent (79%) of analysed reports referred
to the work to agree personalised care plans in
partnership between professional, service users, carers
and other relevant people. Although the general feeling
was that this process showed promising signs of
improvement, there was little complacency that the
practice was as good as the theory. Of the respondents
to this section, 43% mentioned that more work had to
be done, including a service user group who had
completed the return for Bristol LIT. The results of
service user satisfaction surveys, particularly the ‘Patient
Survey’ of 2005, as discussed by 11% of reports, have
clearly been taken on board by many areas. The most
common problems described were:

e Generally disparity between clinicians’ feedback, and
that from service users on levels of involvement.

e Service users not receiving a copy of the care plan.
e [nformation not being recorded correctly.

e Service users not knowing who their care co-ordinator was.



In response, 11% were undertaking formal CPA audits at
the time of writing the themed review reports, and a
further 14% cited development work in this area.

The situation was generally thought to be consistent
across all care groups, although 6% thought that
learning disability services performed best in person
centred planning. Four percent (4%) highlighted lack of
access to timely interpretation services, which was
hindering involvement for non-English speakers.

Positive Practice
Personalised Care Planning

A ‘child-friendly’ questionnaire is used in North
Birmingham with the children of people who use
services to gain their views and preferences should
they need care in time of crisis.

Positive Practice
Carers’ Assessments

In Scarborough, they also provide a choice of who
carries out the assessment between the Care Co-
ordinator and the Support Worker. Although this was
not mentioned by other LITs, it is presumably a choice
that can be facilitated in those LIT areas that have
carers’ support staff.

3 b) Carers’ needs formally assessed

Carers should be supported through the assessment
process to make their own care plans that encapsulate
choices about their lives.

This section was covered by 63% of returns analysed.
Of those, 30% reported inconsistent assessment
services or services in the process of being developed or
improved (in three cases by carers). Nine percent (9%)
also suggested that, although carers’ assessments were
offered, this did not always mean good recording of care
choices and join-up with local carers’ services. Several
LITs commented that lots of carers do not take up the
offer of a separate assessment. West Kent quoted a
local survey that found, in one quarter of 2005, 47% of
carers declined to have their own assessment of need.
Nevertheless, they are still being offered the choice.

There were some good examples of practice around
carers’ assessment. 16% employ Carers’ Support Workers
or Carers’ Assessors, and part of their remit is to support
the implementation of carers’ assessments. Several
submissions highlighted the use of assessments to link
people to specialist carers groups, and 7% described the
use of Carers Grants to allow carers to make choices
about their own lives, such as paying for respite.

Conclusion Choices in
assessment

Significant progress has been made in the
implementation of booking systems and joint health
and social care assessment processes across the age
ranges, but information technology continues to
impede efforts to put service users at the centre of the
assessment process. Services are taking heed of the
messages contained in recent service user satisfaction
surveys that people do not feel as involved in care
planning as Trusts think, and understand that more
must be done to include all relevant parties, including
carers. Carers are being routinely offered their own
assessment in a majority of areas, although local
coverage remains inconsistent and assessments do
not always lead to the formalisation of care choices.




Choices of care
pathways

Indicator 1: Choice of care options
sensitive to the needs, preferences and
ethnicity of the individual

1 a) Extended range of psychological therapy and other
talking therapies

Surveys reporting service user and carer views on mental
health services have consistently shown that the number one
choice people want to make is the option to choose talking
therapies. Returns have shown that the majority of LIT areas
understand that and have put developing talking therapies
services at the top of their priorities for future action.

Sixty three percent (63%) of those who gave information
reported an increase in the range of talking therapies
provided, including 20% of LITs increasing the provision
of Cognitive Behavioural Therapy (CBT), which is
understandable given the recent National Institute of
Clinical Excellence (NICE) accreditation. CBT was not the
only therapy that LITs had or were aiming to increase.
Twenty-four percent (24%) of LITs listed the range of
talking therapies that were available, and a further 19%
commented that they offered a good range of talking
therapies without going into detail. Provision of the
following therapy services was reported:

e systemic family therapy and behavioural family therapy (20%)
e CBT (40%)
e computerised CBT (9%)

e integrated psychotherapy including Cognitive Analytic
Therapy (17%), solution and focus work

e Dialectical Behavioural Therapy (9%)

e art, music and drama therapy (11%)

¢ psychoanalytic psychotherapy (20%)

e parenting skills (6%)

e inter cultural therapy (3%)

e forensic psychotherapy

e medication therapy

e bereavement therapy.

Provision of these services was often highly focused.
Although only a few returns divided their responses in
this section by age range, access to CAMHS based
talking therapies was reported most often (see the chart
above for a detailed breakdown). Examples of good
practice came from the 14% running talking therapies
services that are flexible to the needs of service users

from black and minority ethnic backgrounds, and
particularly asylum seekers.

Secondary Care Talking
Therapy Services

B Adults

B caAmHS

[ oider Adults
[]w

[ ] BME

. VOI Sector

Positive Practice
Counselling Service

In Blackburn and Darwen, an asian counselling service
is in place that not only offers a choice of counsellor
ethnicity, but also offers a choice of male or female
counsellor. The service was also looking to incorporate
further choices of therapist for black and minority
ethnic, and lesbian, gay, bisexual and transgender
Service users.
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Although there appears to be access to a range of
talking therapies in most LITs areas, in practice the
scope of access is limited by variable provision. Thirty-
seven percent (37%) of respondents reported gaps in
services for all ages to be a large problem, and a further
31% were conducting a review of talking therapies with a
view to restructuring the services. A majority of LITs who
responded in this section reported not only gaps in
provision, but most commonly, limited availability,
difficulties in accessing services in a timely way, and
insufficient funding.

1 b) Length of waiting list for psychological
therapies/other talking therapies less than 3 months

The problem of providing timely access to talking
therapies was frequently mentioned in the previous
section, although very little information was provided in
this section about the actual length of waiting times for
talking therapies. Only 16% of LITs gave information,
and of these, 13% reported that waiting times were
‘long’ or ‘extensive’, rather than giving actual average
lengths of wait.

This would seem to lend weight to the view that the absence
of a Public Service Agreement (PSA) target in this area has
meant that there is a limited focus on these services.



Evidence from the themed review returns, and from
previous informal consultation periods conducted by
NIMHE/CSIP, have shown that access to talking
therapies has been improved in some localities recently.
However, only 3% of returns confirmed that people wait
for less than 3 months on average to access
psychological therapies services. In Barking and
Dagenham, for example, they have reconfigured
psychological therapies services and can now offer initial
appointments within six weeks of referral and follow-up
sessions three months on. The introduction of graduate
workers has also eased the situation in other areas.
Another LIT reported contact within two weeks and six
hundred cases seen within the first twelve months. Such
examples, however, remain only isolated bright spots in
the national picture.

1 ¢) Effective medication options discussed and agreed
in partnership with service user

We already know from previous surveys and
consultations on choice that medication choices, like
talking therapy choices, are a high priority for service
users and carers, but the same surveys also report that
the discussion of medication options with service users
is far from universal practice. Analysis of themed review
submissions confirmed these findings. The 39% of LITs
that gave information about medication options did
provide evidence of developing practice, however. Most
reports explained that service users were getting
information about medication and its possible side
effects. Some of the initiatives being promoted were:

e The use of NICE guidelines (15%).

e The development of pharmacology protocols, or a
pharmacist being present at ward rounds, holding a
surgery on inpatient units and making community
visits (15%).

¢ Advice from Medicine Management Teams (19%).

e Advocacy groups offering information sessions on
medication (7%).

Generally, though, responses tended to concentrate on
efforts to provide information on medication and possible
side effects, rather than how they are facilitating choices
around medication. Of the 39% of respondents in this
section, only 15% described how they used information
to promote choices in medication (although this may be
because some had already commented on how the CPA
and personalised care plans were being used to record
and deliver care choices in previous sections).
Nevertheless, this is a relatively low number considering
the importance being placed on medication choices by
service users and carers.

The situation was also reported to be less developed for
older adults and children. One LIT mentioned that the
relative lack of NICE guidance for CAMHS and older
people meant less chance to offer choices in a clinically
effective framework.

Seven percent (7%) of respondents emphasised the need
for restrictions in medication options, with funding
restraints sighted as the most important reason. One LIT
stressed the need to balance the provision of choice,
cost-effective services and consistency with national
standards, but other reports suggested that this balance
has not yet been struck by the majority of services, and
opportunities are being missed to offer choice and control
in an area of extreme importance to service users.

Positive Practice
Service User Forum

A service user forum was being used to develop the
choice in medication policy in Brent, where the LIT was
signed up to a message that promoted positive risk taking:

"We would like to see different alternatives being tried
using creative risk assessment and incorporating
service user coping Strategies and self-management to
ensure service users are given the choice not to take
medication. Service users could opt for regular
reviews, rather than repeat prescriptions so that they
could come off the medication, with support."

1 d) Information on care choices available to people in
their own first language in appropriate format.

Although there was some evidence that Trusts are
providing written material in various languages (34%
response rate) as dictated by the demography of the
local population, only a small percentage revealed they
provide information about choices in non-English
language. There also exists the wider problem that local
services rely on written sources to inform people of the
services available for them, and very few areas use other
forms of communication to get information to people in
the community, especially those from black and minority
ethnic groups. Also, the translations that Trusts produce
have lagged behind changes in those populations, with
the information needs of relatively new groups, like those
of Eastern European origin, not adequately addressed.

However, evidence of the following good practice was
reported:

¢ Information on choice available in a number of
languages.

e The provision of advocacy for non English service
users.




¢ Self-help leaflets in a number of languages.
¢ \/ideos on suicide and depression in Hindi and Mirpuri.

® | anguage and translation services to support
mainstream service provision.

* Multi language websites.
e An information kiosk.

e A resource handbook, using symbols wherever
possible, published in different languages and formats.

e Access to interpreters.

In a small number of LIT areas, particularly those with
relatively high proportions of the population from black
and minority ethnic backgrounds, the mental health
workers reflect the community served and therefore the
languages of the service users, so people are invited to
use their preferred language. Community Development
Workers were again expected to drive improvements in
this area, but this is still an aspect of local services that
is underdeveloped in most places.

Indicator 2: Support for people in
managing their own conditions

2 a) Extended range of self-help programmes

Providing choice in accessing a range of self-help
programmes as part of a comprehensive care plan is an
important way to encourage individual autonomy and
control. A great deal of activity in the promotion of self-
help programs was reported by the 54% of LITs that
provided information in this section (information about
self-help provision in primary care was included in the
‘life choices’ choice point). Most respondents provided a
great deal of information, showing that this is one area in
which service users can benefit from making choices
about the range of services on offer. Those lists
frequently included:

e self-help leaflets and booklets (30%)

e bibliotherapy (8%)

e computerised therapy packages (11%)

e alternative therapies (19%)

e information about alternatives to medical treatment (3%)

e expert patient programmes directed to help individuals
self manage their condition (27 %)

e social prescribing (5%)

e arts and craft activities (16%)

e exercise schemes and physical need checks (22%)

e service user support groups (54%).

19

The provision of talking therapies was also listed as part
of the range of self-help programmes available. Twenty-
seven percent (27%) of LITs regarded the appointment of
graduate workers as contributing to improvements, as
was the commissioning of an extended range of social
care programs from non-statutory agencies.

The general view of the returns was that this was an
area of strength - only 3% described the provision of
services as ‘patchy’ and 16% mention plans for more
self-help programmes in the future. The scope of
services was seen as evenly spread across age groups,
with only 5% saying that there were fewer options for
CAMHS and only 3% for older adult’s services.

2 b) Alternative therapies such as massage, exercise
and the creative arts

A number of LITs provided information on alternative
therapies in the previous section. Many LITs reported the
provision of opportunities for exercise, creative arts and
alternative therapies, but much of it was provided
through day services or as activity programmes in
inpatient units, and did not provide serious
complementary and alternative therapies. Although the
lists of activities again tended to be long, and it was
difficult to know how they actually contribute to service
users’ self-management programmes. One LIT also
described the limited evidence base around alternative
therapies as a hindrance to choice.

Indicator 3: Choice of who provides care

3 a) Information available to people profiling staff,
including gender, special interests and outcomes.

Another important dimension to choice for service users
and carers is the ability to choose the staff that are
involved in their care team, and to be able to do this
effectively they need information on staff. Fifty-three
percent (63%) of LITs provided information in this
section, with 17% providing some choice of professional
or worker. The most common choice available was of
gender (12%). Only 3% could provide choice based on
cultural background or age. However, a range of
problems were highlighted by LITs, even where some
degree of choice is offered. The most common
obstacles were:

¢ The limited choice of services available.
* The logistics of providing alternative staff in rural areas.

® The numbers in teams are too small to offer choice of
gender of staff with special interests.



The general feeling was that in spite of these problems,
services sought to be responsive to requests wherever
possible. Five percent (5%) of LITs also reported that
although the choice was available, service users were
often unaware of the option as sufficient information
about staff profiles did not exist.

Of the LITs that responded in this section, 23% provided
information on staff profiles and 11% of LITs described
some form of electronic register, such as the directory of
services. Other examples of information included:

e staff listed in leaflets
e services provided by staff profile

e certain services providing a skills register (such as
psychological services).

An alternative source of staff profiling came from Service
Level Agreement (SLA) information, which required
details of the gender, age and ethnicity of staff, the
organisation’s area of interest and expertise, and
quarterly outcomes. This was reported by 8% of
respondents.

However, 11% of LITs reported providing no information
on staff to support choice. Although another 14% were
committed to developing staff profiling in the future, this
appears to be an area of choice that is as yet
underdeveloped on the whole.

3 b) People are able to change staff involved in care, or
opt for continuity with the same staff

Service users and carers also want the right to be able
to change the staff delivering their care, or opt for
continuity. Of the 50% of LITs that provided information
in this section, half reported having policies in place for
offering service users options to change the staff
involved in their care or have continuity with the same
staff. Responses tended to follow the same lines as the
previous section on staff choices, with the principle of
giving people the choice to change staff or to opt for
continuity invariably supported, but problems
implementing that principle in practice. When a change
was requested, a service'’s ability to respond tended to
depend on:

e staff turnover
¢ which staff members were available
¢ the nature and stage of illness

e geographical sectorisation — the alignment of GPs to
particular teams leading to difficulties when a service
user wants to transfer to the care of another team.

As a result, this may be avoided if at all possible, and
only undertaken when there is a serious breakdown in
relationships.

Differing views were expressed about whether it was
easier to accommodate requests for changing care staff
in the community or in inpatient settings. In some cases,
the procedure for changing staff did not extend to
change of consultant.

When a service user is re-referred to a service, it is
recognised that the previous care coordinator can
promote consistency in the therapeutic relationship.
Therefore, careful consideration was given to match
service users to the most suitable members of staff
teams in the first instance.

Although the answers in the previous section showed
work being done to provide more information on staff to
go with choices about staff, this section again
highlighted information provision as a problem. Eleven
percent (11%) of respondents felt that not enough
information was provided and were looking to improve
the range of services available, including one LIT in
which the policy for this was being written with input
from service users.

As the policy was not always implemented throughout a
LIT area, the need to promote it in a more robust way
with all service providers was identified. Eleven percent
(11%) of LITs described the use of Person Centred
Planning (PCP) in learning disability services in facilitating
choices about continuity or staff change, but 9% said
that providing these types of choices was more difficult
for CAMHS and older adult services, especially when
care needs become more specialised. One LIT did
mention a choice of continuity of care providers when
adults reach 65.

Positive Practice
Staff Choices

In Gloucester, the Trust has developed draft guidance
for the allocation of service users to multidisciplinary
teams, which includes issues pertaining to changing
care coordinators and teams.
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3 ¢) Extended community placements and non-
statutory provider care packages

Thirty-three percent (33%) of LITs provided information in
this section. The evidence suggests that:

® Most areas depend on a range of voluntary and
independent sector services across the age ranges.

e Key services in the provision of extended community
placements were supported living schemes, home care
agencies, day services and floating support.

e Allocation panels and housing groups have been set
up to ensure that appropriate options are available and
access to services is equitable

e Direct payments and vouchers were extending choice
for service users.

[t was pointed out that expenditure on services in the
voluntary and independent sector was often
considerable but growth was usually limited by
budgetary constraints. To ensure effective case
coordination of non-statutory care packages, it was
important to establish effective systems for responding
to changes in need, and for outcome monitoring. Spot
purchasing was identified as a useful way of providing
individual care packages within a short timeframe when
the need arose. One LIT made reference to a reluctance
to extend use of the voluntary and independent sector
because of cultural difficulties around the use of non-
statutory services.

Conclusion Choices of care
pathways

Although a range of services are available from which
choices can be made, in practice the ability to make
choices is often reduced by the limited scope of those
services. Waiting lists are usually particularly extensive
in secondary care based psychological therapies
services. Service users also want to be given the
opportunity to discuss medication options more
frequently. Choices around staff involved in care are
provided by a minority of LIT areas, but even those
that offer choice are not able to do so for all, as
issues like resource capacity and the configuration of
services constrain choice, especially as services get
more specialised.
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Regional analysis (by CSIP Regional
Development Centre borders)

Eastern

12 out of 15 (80%) LITs in the Eastern region
submitted a Choice Themed Review report.

Of the sample analysed, 67% described strong
leadership arrangements for taking the delivery of choice
forward. This included specifying director level leadership
arrangements and/or outline proposals that identified key
themes and priorities.

The reports demonstrated the differences in the
provision of choices throughout the region, with some
areas reporting choices that others did not offer, such as
the choice of who provides care.

From the analysis, it was apparent that the region’s
strength was in promoting and supporting life choices by
maintaining people in, and supporting people to return to
employment, education and community participation. Of
particular note were the provision of various employment
programmes, and the development of local NHS and
local government organisations as exemplars in
employment practices. Sixty-seven percent (67 %)
reported evidence in employment practice, identifying in
particular the employment of Support Time and
Recovery (STaR) workers.

Access to advocacy support was available in most
areas, focusing on specific client groups, although some
areas identified restrictions in availability and gaps in
provision for older adults and forensic mental health
services. However, positive practice was evident in
Essex where a specific advocacy service is
commissioned to reach communities from minority
ethnic backgrounds.

The provision of choices in assessments is emerging
through the on-going implementation of Choose and
Book, and a particular strength regionally is evident in
the provision of carers’ assessments.

[t was apparent that more work was required in
developing choices in care options that are sensitive to
the needs, preferences and ethnicity of the individual. A
range of psychological therapy options were described
but demand was reported to exceed capacity, and there
were restrictions in availability across localities.
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London

29 out of 31 LITs (94%) in the London region
submitted a report on their position for
providing choice.

The delivery of choices is being taken forward in all areas
where a report was submitted, with leadership and govern-
ance arrangements in place and key priorities identified.

From the analysis, it was apparent that the region’s
strengths were in promoting and supporting life choices
by maintaining people in, and supporting people to
return to employment, education and community
participation, as well as providing choices in
assessments. Reports cited booking systems allowing a
choice of date and time for appointments, single
assessment processes and undertaking assessments in
partnership with the individual and carer or advocate.

The provision of advance directives and access to
psychological therapies are areas most often highlighted
as requiring improvement across the region. A range of
psychological therapies are being provided, although
there were restrictions in availability across localities,
such as a lack of services for older adults. The uptake of
direct payments and advance directives is another area
for improvement. Reviews of primary care services are
taking place in many localities.

Providing better information is another area of focus
across the region, with work being planned to ensure a
greater variety of information is available in the first
language of people needing services and in different
formats. Positive practice was evident with ‘User
Editorial Boards’ screening information, service users
and carers developing websites and the encouragement
of information champions.



East Midlands

All six of the (100%) LIT areas in the East
Midlands submitted detailed reports.

The reports showed that the choice agenda has good
leadership arrangements in place, with both director level
leadership and wider ownership through local governance
structures — usually the LIT or a subgroup of the LIT. In all
LIT areas, choice is being promoted as a central principle
in planning for future service delivery, either as an
important outcome of service improvement and
commissioning strategies, or in the form of local pilots.

Choice pilots were more prevalent in the East Midlands
than in other regions. In Nottingham and North
Nottingham, a choice pilot is seeking to embed the
principle of choice in service delivery across all care
groups. This includes targeted projects in:

¢ | earning disabilities services (activity options in hospital
settings).

e CAMHS (psychology services).
e Older adults services (better information sources).

e Adults services (primary care complementary therapies,
information, improved rapid response service).

e Forensic (day services).

In Northampton, the Corby Recovery and Choice pilot
aims to explore ways of extending choice in the wider
context of recovery orientated practice. In Lincolnshire a
pilot is improving access to psychological therapies in the
area using service improvement techniques. In
Leicestershire the Mental Health Improvement Partnership
(MHIP) pilot has been operating since 2004 with
extending choice as a key principle for whole system
reform. The region is also well engaged with developing
the Choose and Book agenda for mental health, and has
areas piloting the use of electronic booking for referrals
into Community Mental Health Teams.

However, although good evidence was provided on
specific choice related pilot schemes, the general picture
of performance against the four choice points is mixed.
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Although it is more difficult to pick out regional trends in
an area with the smallest number of LITs, evidence from
the reports suggest that isolated positive practice
examples have not yet been translated into strong
performance across the choice points. A good illustration
of this is in the ‘life choices’ choice point. The region
provided a few strong examples, such as a ‘Changing
Minds’ centre for education, training, learning and
development of mental health issues that heavily involves
service users and carers. However, the general picture
was mixed, with some evidence of good choice around
self-help choices, but little evidence provided about
other primary care mental health services, employment
and education schemes, and the use of direct payments.

All LITs in the region are undergoing a review of day
services, and limited evidence was produced to suggest
multiple points of contact and sources of information on
mental health services. Support for and involvement of
carers was also seen as an area that requires further
development. However, an area mentioned by most
reports was giving people a choice of staff involved in care.

There was also a mixed picture in terms of care groups.
Some reports highlighted that choices for children and
older adults in particular were far less prevalent than for
adults of working age, but others provided a lot more
information on choices for those groups, and people
with mental health needs and a learning disability, than
was the case in other regions.



North East, Yorkshire and Humber

Thirty of the thirty-one LIT areas (97%) in the
North East, Yorkshire and Humber (NEYH)
region submitted reports, and there was also a
high level of engagement with the Choice
agenda during local walk through events held
during the autumn of 2005.

A comparison of the reports from NEYH showed that
areas of regional strengths and weakness are very similar
to the overall strengths and weaknesses across England.
Use of advance directives and direct payments was
patchy overall, despite some examples of isolated good
practice, but evidence of employment, education and
training schemes and of lifestyle choices — health
promotion, exercise and self-help in primary care — was
far stronger, especially for working age adults and mental
health service users with a learning disability.

The availability of talking therapies is another common
area for development nationally, and problems are
particularly widespread in the NEYH region. This is true
of both primary and secondary care based services and
is a problem across all care groups, with only a couple of
good practice examples for adult services and CAMHS.

Generally, the provision of advocacy services appeared
to be less developed in this region than nationally,
especially for older adults and black and minority ethnic
groups. The use of assessments for carers was also
patchier than was the case nationally, although the care
planning approach was reported to be functioning well.

The provision of information appeared to be mixed
across the region. Directories of services were not fully
functional in a majority of areas and sources of
information were only occasionally available in other
languages. Good practice for providing information was
cited most often by learning disability services.
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North West

Although only 19 out of 29 (66%) of the North
West LITs returned a report by the submission
deadline, the quality of report from those who
did submit a report was generally very high.

A variety of information was provided to show
evidence of good progress against the four
‘choice points’, a focus on delivering an
extended range of choices and strong
leadership arrangements in place to drive
future improvements.

Amongst the general strengths in this region were primary
care mental health services, which were more developed
and wide ranging than the current national picture, with a
particularly strong use of graduate workers to deliver a
range of primary care-based services.

More examples of efforts to tackle stigma and
discrimination through mental health promotion were
also given from LITs in the North West than other
regions, particularly through arrangements with local
education providers. More examples of providing
culturally specific access points for local black and
minority ethnic groups were provided, most notably in
the creation of centres designed for people from ethnic
minority backgrounds. However, it was recognised
across the region that better information and
interpretation services were required to support the
improving choices around access.

Other common areas for development in the North West
were also areas of weakness across the country, such as
improving the uptake of direct payments and advance
directives and improving the provision of psychological
therapies services, particularly in secondary care. A re-
organisation of day services was also occurring in a high
proportion of Trusts.



South East

Reports on the position for providing choices in
the South East were submitted by 24 out of 27
LITs (89%).

It was apparent that the region’s strengths included:

e Improving the provision of choices in access and
engagement.

e Providing services aligned around people in the
community.

e Information and access to advocacy.

The provision of advance directives is an area for
improvement across the region as well as focusing on an
increased take-up of direct payments and providing better
access to psychological therapies. Although a range of
psychological therapies is provided, access is impeded by
the long waiting times that were often reported.
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South West

All of the 15 LITs (100%) from the South West
region submitted a themed review report, and it
was apparent from the reports that choice is a
very important principle for future delivery of
services across the region.

However, the variability of the evidence provided by the
reports on current practice means that some
geographical areas will be aiming to extend the principle
of choice from much stronger foundations than others.

Generally, LIT areas are moving forward in the important
choice area of primary care mental health services, and
some areas have already developed services that are
able to offer a substantial amount of choice, therefore
ranking among the best developed in the country.
However, despite a few examples of employment,
training and education schemes, mostly in partnership
with local voluntary organisations, less evidence was
provided in this area than was the case in other regions.
The use of direct payments and advance directives in
the region was roughly at the same level as the national
average, although the extent to which these services had
been publicised varied greatly throughout the region,
particularly in the case of direct payments.

Choices around access and engaging with services was
an area that a number of LITs described as requiring
development, especially those areas that have a more
culturally and ethnically diverse population.

Reports did not provide as much evidence of choices
available across care pathways than in other regions. In
some, LITs reported that providing more choices is still in
an initial phase and services would like to offer more
options to people than they currently can. This is
particularly the case for talking therapies, which are not
as accessible in secondary care as they are in primary
care mental health services. It was also recognised by
some LITs that continuing improvements in the practice
of person centred planning would facilitate more choices
in the future. The position was neatly summarised by the
report from Bristol written by service users: "...we
struggled to find examples of good practice (of choices
in care pathways) locally. We know of some individual
staff where there is good practice, but this is an
exception rather than the rule."



West Midlands

In the West Midlands, 78% of LIT areas
submitted a report (14 of 18). The reports
submitted provided a range of good evidence
that choice is being well led across the region,
with strategic groups representing a large
number of important stakeholders taking
responsibility for delivering and monitoring
choice. In Birmingham, governance
arrangements include choice overview groups
run by the Mental Health Trust and PCTs.

Reports also provided evidence of solid performance
across the region, with LIT areas rarely underperforming
against any of the choice points relative to the national
picture. In addition, LITs in the West Midlands have also
made more progress in a few key areas than is generally
the case elsewhere, including the coverage of primary
care mental health workers and gateway workers, and
access to psychological therapies.

Some areas, particularly in urban and suburban areas
with a high proportion of people from black and minority
ethnic backgrounds in their boundaries, have made
good progress in providing services that are sensitive to
the needs of those various ethnic groups. More evidence
of attempts to reflect the diversity of the community in
the profile of staff employed was given than in other
regions. A number of examples of culturally sensitive
advocacy and carers support were also provided, and
Community Development Workers are being used to
break down barriers to access and engagement.

It was difficult to highlight trends in areas that require
development, other than in direct payments and
advance directives, which also require development
across the country as a whole, as different LITs had
differing areas for improvement in their action plans.
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Outline action
planning

Virtually all the reports described a local action
plan or a set of development priorities relating
to choice. The range of information provided
shows that choice is an important area for
development of mental health services across
England, and action planning has been or is
being done to drive the agenda forward locally.

However, there was little evidence across LIT areas of
how well embedded choice plans were in the
development strategies of Trusts and PCTs. As
mentioned in a previous section, only 4% of reports have
mental health development strategies with choice as a
central principle for improvement.

There was also varied evidence of the quality of local
action planning. Some areas, mostly those areas that
have identified a local lead or leads and have a strong
governance structure involving local stakeholders,
produced very detailed action plans, with nominated
leads and a set timeframe for each objective. The
majority of reports were clear about the most important
areas for development and gave a number of plans for
each choice point, but generally, these action points had
not been prioritised in a formal action plan for choice, so
it was difficult to ascertain how success would be
measured and the timescales for achievement. Others
described how they will use ongoing reviews of services,
most typically day services and psychological therapies
services, to inform structural changes to services that will
enable more choices to be offered, which is an
encouraging example of how choice is being considered
during the redesign and improvement of services.

Only a small minority of LITs reported that they have not
yet identified the key areas for development or
formulated action plans. Another 5% will undertake a
more detailed local review on choice before updating
action plans.

Although a large amount of information on action
planning was presented — 10% of reports described
action points for all of the choice point indicators — there
were some areas for development that were more
commonly cited. The promotion of direct payments
(81%) and advance directives (23%) are areas in which
performance is weak across the country, but analysis
showed that at least these are both recognised as
important mechanisms for enabling people to have more
choice and control over their care.

Related Links

Direct payments for people with mental health
problems: a guide to action is a recently published
guide to the implementation of direct payments and
can be found on the internet by visiting
http://www.dh.gov.uk/PublicationsAndStatistics/Public
ations/PublicationsPolicyAndGuidance/
PublicationsPolicyAndGuidanceArticle/fs/en?CONTENT
_ID=4131060&chk=7yvY37.

An introduction to direct payments: information for
people eligible to use mental health services and
carers is also available by visiting
http://www.socialinclusion.org.uk/publications/Direct_P
ayments_SU_Guide.pdf.
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As mentioned previously, another important priority is the
extension or reorganisation of psychological therapies
services (30%) in either primary or secondary care.
Development of all primary care services was also a
frequently mentioned priority. Twenty-five percent (25%)
of reports were currently extending primary care mental
health services in general, or planning to do so in the
near future, and other reports mentioned specific primary
care-based developments such as widening the uptake
of lifestyle prescriptions (19%) and self management
resources (11%), increasing the numbers of community
development workers (9%) and gateway/graduate
workers (8%).

Choice in mental health is generally regarded as an area
of future development for mental health services, and
therefore most reports expressed clear ideas about
taking the choice agenda forward. Some areas have
produced more integrated action plans than others, and
a slight concern is that those with the most focussed
action plans tended to be those areas that can already
demonstrate good achievement in delivering choice.




Proposed next
steps

Local/regional aims

Following the publication of this report, the CSIP/NIMHE
Regional Development Centres will be providing an
opportunity to hold regional feedback events. These
events will provide an opportunity to consider the key
findings of the themed review in more detail with regard to
the local position, and to support the delivery of the
identified action plans described in themed review reports.

Following regional feedback events, the CSIP Choice
programme will work with RDCs to formulate a more
detailed picture of regional performance against the
‘choice points’. Based on the findings of this work, RDC
Choice Leads will then be asked to develop, support
and monitor local action planning and priority setting.

Local mental health communities will also have the
opportunity to contribute to the national debate about
transforming the good practice choice framework into a
policy initiative (see national aims section) through local
and national networks.

National aims

Health Reform in England: Update and Next Steps,
published in December 2005, included a commitment to
publish a framework for next steps on patient choice in
autumn 2006 including implementation (to 2008) and
options on future policy.

In 2006/07, the development of choice policy for mental
health will be taken forward by Department of Health and
CSIP as part of the work to inform the publication of this
overarching choice framework. It will build on the
extensive engagement and consultation that informed
the best practice guidance Our Choices in Mental
Health, which is being published alongside this report.

The framework for next steps on choice to be published
in the autumn will include guidance on introducing
choice of any provider in elective care as set out in The
NHS Improvement Plan. It will also include our priorities
for extending choice into other service areas. The
framework will also explain how we are developing more
information, particularly on clinical quality, to help people
make choices.
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To help develop this thinking, the Department of Health
have established a reference group of clinicians, patient
representatives and other experts to advise the
Department. The group is co-chaired by Dr Mayur
Lakhani, Chairman of Council, Royal College of General
Practitioners, and David Pink, Chief Executive of the
Long-term Medical Conditions Alliance. lts membership
also includes Paul Farmer from MIND and Erville Millar
from the Kent and Medway Social Partnership Trust.

Over the next few months we will be consulting widely
with patients and the public, clinicians and other staff
providing services to NHS patients to agree and develop
the national priorities.

In addition, the Sainsbury Centre for Mental Health
(SCMH) and the King’s Fund have produced a Choice
Literature Review. This work was commissioned by
NIMHE/CSIP as an underpinning piece of research to
support the choice framework and should be read in
conjunction with Our Choices in Mental Health. The review
analyses literature from the last five years on choice in
mental health, and summarises the findings from national
and international consultations. A briefing paper on mental
health choice based on the key findings of the Literature
Review will be published as Choices in Mental Health
Care, SCMH Briefing Paper No.31 in the summer of 2006.
The full Literature Review report will also be made
available at www.scmh.org.uk and www.kingsfund.org.uk
on the day the briefing paper is released.

CSIP and the DH have identified the development of
greater choice for people in access psychological
therapies as a key priority in 2006/07. The Improving
Access to Psychological Therapies (IAPT) programme
was announced by the Secretary of State for Health on
12 May 2006 and will comprise of two national
demonstration sites in Newham and Doncaster. These
Sites will test the effectiveness of offering increased
access to psychological therapies for people with
common mental health problems such as depression and
anxiety. The IAPT programme also includes a network of
local projects led by the eight CSIP/NIMHE Regional
Development Centres, providing targeted support to local
mental health communities across the country.

For more information on choice in mental health, the
Improving Access to Psychological Therapies (IAPT)
programme, or to comment on this document, please
visit www.mhchoice.org.uk. The website includes a
useful database of positive practice examples not
included in this report, and offers more detail about
CSIP/NIMHE’s work to develop choice in mental health
services, and improving access to psychological
therapies, including national and regional contact details.
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