
CONSULTATION QUESTIONS • 

Overali Approach 

This consultation reflects a continuation and development of the Scottish 
Government's current approach for mental health. There is a general consensus that 
the broad direction is right but we want to consult on: 

• The overall structure of the Strategy, which has been organised under 14 broad 
outcomes and whether these are the right outcomes; 

• .Whether there are any gaps in the key challenges identified; " 
• In addition to existing work, what further actions should be prioritised to help us to 

meet these challenges. * 

J 

Comments 

Improvement Challenge Type 1 

We know where we are trying to get to and what needs to happen tb get us 
there, but there are significant challenges attached to implementing the 
changes: An example of this is the implementation of the Dementia Strategy. There 
is a consensus that services for people with dementia are often not good enough 
and we already know about a range of actions that will improve outcomes. However 
some of these changes involve redesigning the way services are provided across 
organisational boundaries and there are significant challenges attached to doing this. 

Question 1: In these situations, we are keen to understand whether there is any 
additional action that could be taken at a national level to support local areas to 
implement the required changes. 

fComments , r, "1 



Improvement Challenge Type 2 

We know we need to improve service provision ior that there is a gap in 
existing provision, but we dp not yet know what changes would deliver better 
outcomes. Supporting services to improve care for people with developmental 
disorders or trauma are" two areas where further work is needed to identify exactly 
what needs to happen to deliver improved Putcomes. ^ 

Question 2: In these situations, we are. keen to get your views on what needs to 
happen next to develop a better understanding of what changes would deliver, better 
outcomes. 

Comments 

Outcome 1: People and communities act to protect and promote their mental 
health and reduce the likelihood that they will becbme unwell. 

^Qljestibrfî S;:; A r B ; | ^ 
' harm and suicide rates? 

Comments 

Question 4: What further action can^ we take to continue to reduce the stigma of 
mental illnessland ill health and to reduce discrimination? 

Comments 



Question 5: How do we build on the progress that see me has made in addressing! 
;S|igma:tp{add^ 

Comments 

Question 6: What other actions-should we be taking to support prornotion of mental 
wellbeing for individuals and within communities? • 

Comments ' \ 
There is a wealth of information available on mental, health issues, but it is not 
always easy to locate; Similariy, resources and services come and go and it can 
be difficult to keep abreast of developments. It would therefore be helpful if there 
were one point of contact for information, resources,& services availalDle,- locally 
and nationally. 

There are three factors in the ojder adult population that limit this population's 
ability to access infornh.ation. These are (ia) high rates of physical health problems 
which can limit an individual's ability to access information (i.e. through impaired 
mobility), (b) high rates of cognitive impairment and / or mental health problems, 
(c) low rates of computer literacy, compared to younger a d u l t s . • 

A regulariy updated website which provides information on and links to services 
within the local area would be an invaluable resource both for professionals and for 
patients / carers. 

Outcome 2: Action is focused on early years and childhood to respond quickly 
and to improve both short and long term outcomes. 

Question 7: What additional actions must we take to meet these challenges and 
iirripfpye access to CAMHS? 

Comments 

Muestibf 8: WhafefaWM^^ support do NHS Boards need to support 
Iclpleriientatiorifbfth^^^ access to specialist CAMHS? 

Comments 



Outcome 3: People have an understanding of their own mental health and if 
they are nbt well take appropriate aption themselves or by seeking help. 

Question 9: What further action do we need to take to enable people to take actions 
themselves to.maintain and improve their mental health? 

Comments 
As above! Also we need to provide education at population level for older people 
in order that they can better recognise eariy symptoms of rhental health'pr^oblems. 

Question 10: What approaches do we need to encourage people to seek help when 
they need to? 

Comments 

Outcome 4: First contact services work well for people seeking help, whether 
in crisis or otherwise, and people move on to assessment and treatment 
services quickly. 

puestiprii;|j1:;::yvhat̂  
'\A/fe;parii;;id^frtiftp 
;ac(ieis^^b:;treatrriiit?:-:i?:;-' v-"/" . • 

*irlf*'hie|||^e;^3e^ig^ 
as';pps|i|ie^!;ahW^^^^ 

Comments 
Adults in in-patient settings often do not have access to a psychologist. In some 
areas, adultsvunder the age of 65 have access to iri-patient psychology services 
whereas adults over the age of 65 do not: There is often a lack of psychiatric 
nursing staff who are trained in high intensity psychological interventions. 
Therefore high intensity therapies usually cannot be accessed until discharge. 

We should ensure that GPs are aware of the evidence base of psychological 
.therapies for older adults so that they refer on to appropriate services. There is 
some evidence that GPs,are reluctant to refer older adults for psychological 
therapy, despite ttie researclp evidence which attests to the effectiveness of 
psychological therapy across the age range,, 

Primatjy care services need to become rnore pro-active by inviting patients to 
attend^fqr_re£i^^ physjcal health.. SecondaiQ^care 



referrals should be triggered by the outcome of priniary care screening 
assessments. The present system is overiy reliant on the patient presenting to 
primary care. This is a particular problem with dementia, where there may be a 
lack of insight on the part of the patient as to their impairment.. 

OutcPme 5: Appropriate, evidence-based care and treatment for mental illness 
is available when required and treatments are delivered safely and efficiently. 

Question 12: What support do NHS Boards and. key partners need to apply service 
improvement approaches to reduce the amount of time spent on non-value adding 
activities? / , ' 

Comments 

Question 13: What support do NHS Boards and key partners need to, put Integrated 
;C^e : | ^ l | hway | | | ^p rac t i ^ ^ - ' _ 

\ Comments ^ , 
I At local level, bottlenecks in ICPs need to be identified and associated resource 
I issues tackled. This may have implications for national funding of services. 

Outconfie 6: Care and treatment is focused on the whole person and their 
capability for growth, self-management and recovery. 

iQue|ti,bn'̂ :f^^^^ dp we continue to develop service user involvement in service 
j i ps ig^ r i d ! | | l i ve ry arid in the care provided? 

j Comments 
I A variety of methods is likely to be required,.e g. comments boxes widely.available, 
j seeking informal feedback from service users on a routine basis, random audit of 

samples of service users regarding particular issues that have been identified as 
requiring improvement. , 

The role of service users in design and delivery of services needs to be carefully 
considered. Service users and health professionals have different but 
complementary areas of expertise. ' . ^ . ^ 



Question 15: What tools are needed to support service users, families, carers and 
staff to achieve mutually beneficial partnerships? 

Comments , • 
• , Clarity about confidentiality, the limits of confidentiality and the right of the 

. family member or carer to be aware of some aspects of the patient's 
' treatment / condition. ' 
• A clear indication from the patient as to, what information is pei-missible to 

share with carer / family. . 
• Electronic records with various tiers of access so that information-sharing, 

can take place in a controlled manner between various NHS services 
(primary care, secondary care, merital health services). 

• Consideration given to the careful arid appropriate sharing of some \ 
; information with non-NHS organizations (social services, voluntary sector). 

For example, advice given to an in-patient medical ward team on 
management of aggressive behaviour might later be very useful for an 
Alzheimer Scotland day-care centre, but at present this level of information 
sharing is not permitted, 'There are ethical questions that need to be 
considered regarding the kind of information that is shared and the purpose 
of sharing that information. However, the current situation is that the 
voluntary sector is moving,into areas of care traditionally provided by the . 
NHS, but without the benefit of relevant clinical inforrhation that is available 
to NHS staff. This makes it more difficult to provide 'seamless services'. 

•Ques1;ibrif1B^:;';HPwidp-^ 
centred and/valu^^ 

FComments 

Questipri 17: HbviA do w e : ^ 
IridipiatPr'^Rl)?;:.,::'''^ ' '^'"'^"^ ' " ' ^ ^ - ^ — ^ • 

Comments 

Question 18: How car i . t ie: Scbfti^h Recpvpi^'^ NetwbM dev^ 
support eriibeddingrecbyeryapprpachpSiai ':y,y 

I Comments 



Outcome 7'. The rble of family and carers as part of a system of care is 
understood and supported by professional staff. 

Question 19: How do we support families and carers to participate'meaningfully in 
care and treatment? 

Comments " 
Routinely ask exactly this question of the service user, also once again easy 
access / availability of services, information and support. ' , 

Question 20: What support do staff need to help them 'provide information for 
families and carers to enable families and carers to be involved in their relative's 
care? , , . . 

Comments 

Outcome 8: The balance of community and inpatient services is appropriate to 
meet the needs of the population safely, efficiently and with good outcomes. 

Question 21: How can we capitalise on the knowledge and experience developed in 
those areas that have redesigned services to build up a national picture of what 
works to deliver better outcomes? 

Comments 



Outcbme 9: the reach of mental health services is improved to give better 
access to minority and high risk groups and those who might not otherwise 
access services. 

Question 22: j^bw jdb^-w^ ensure that information is used|fgjnipnitbjj whp 
services and to improve the accessibility of services? 

Comments 
Regular audits regarding uptake of,services by various age groups should be 
undertaken arid the results disseminated, e.g. Boddington (2011), Brporrifield & 
Birch (2009), Robson & Higgon (2010). Variation in uptake of services between 
age groups is a major issue for older adult services. It is clear that older adults 
tend not to be referred in the same numbers as younger adults for psychological 
therapy, despite there being high levels of psychological need amongst the older 
adult population. This population is growing, older adult^ are frequent users of the; 
NHS, often experience complex cq-morbidities, often are carers for others,, and are 
also at high risk of suicide. Despite this, there is a perception within Cornmunity. , 
Mental Health Teams that older adult psychology services exist to aid in the. 
identification of cognitive irnpairment, yvhicri leaves us .wondering what is ( 
happening to those with emotional problems. 

Qllstion 23: How do we disseminate learning about what is important to .make 
Se'^jees accessible? 

= Comments ' i 

Que|tibn 24: Ihiadditipnvtof^^ for older people, developmental disorders and 
|raumar&re||here^^b^^ gaps in service provision? 

'^Corriments , , I 
j Services for people underi\r\e age of 65 who have early-onset dementia, are very 
j patchy. Diagnosis could be conducted by existing memory clinics but there will be 
J associated resource implications. POst-diagnostic support for this group is more I 
•; difficult to achieve within existing models of services because the needs of this 1 
j group differ in some respects from the needs of the more typical dementia j 
= population, which tends to be older. I 

Outcome 10: Mental health services work well w|th other services such as 
learning disability and substance misuse and are integrated In other settings 
such as prisons, care homes and general medical settings. 



Question 25: In addition to the work already in place to support the National 
Dementia Demonstrator sites and Learning Disability CAMHS, what else do you 
think we should be doing nationally to support NHS Boards and their key partners to 
work together to deliver person centred care? 

rOomments ' ; • - • . ' . ' ' - • ' • • • • ( ' • 

%uesti|g;26^ iKai i i t ip^^^ the proposed work in a d i ^ f s p i t a l s around people with 
demenj;!|i;i^nd the work identified above with female prisoners, are there any other 
actions f l i t you think should be national priorities b^lSthe next 4 years to meet the 
ch|llengeW prbvidinig2an; In to mentailiealth service delivery? 

Comments 

Outcbme 11: The health and social care workforce has the skills and 
knowledge to undertake its duties effectively and displays appropriate 
attitudes and behaviours in their work with service users and carers. 

Question 27:i#iw!^;b of Promoting Excellence across all 
h|| lth arid sbcial̂ ea^̂ ^̂  

\ Comments 

^uesp6n 28gin addition to developing a survey to support NHS Boards' workforce 
planr||g a i l ind the psychological therapies HEAT target - are there any other 
Ssurvil's that j /ptj ld ;b^ helpful at a national level? 

' Comments ; . ^ 
j Surveys of clinician confidence in the delivery of psychological therapies may be 
I useful. Local audit within a CMHTfor older adults in Glasgow has highlighted that 
j clinician confidence is separate from skills / knowledge. This has implications for 
^training and supervision. Staff may ;attend training events vvhidr̂ ê ^̂  



Fknowledge and a level of skill, but they may lack the necessary confidence to 
; integrate training into.their day-to-day practice. 

, Question 29: What are the other priorities for workforce development and planning 
over the next 4 years? What is needed to support this? 

Comments - • , 
To continue to support the cohort of mental health professionals working with older 1 
adults who have been trained in IPT, to enable them to reach supervisor status , 
and thus be in a position to extend the availability of this therapy to older adults. ! 
This will require funding for supervision and support from management to dedicate \ 
the time required to this. 1 

Question 30: How do we ensure that we have sustainabje training capacity to deliver 
better access to psychological therapies? 

Comments , ' ' 
The tiered model of delivery of psychological interventions needs to be further e'mbedded 
and consolidated. Clinical psychologists are keen to provide training and supervision to 
other professions but are often - constrained by their own clinical workloads. Other 
professions sometimes question,whether they should have a role in, delivery of psychological 
interventions, and this is an issue that requires further negotiation and clarification. The 
issue of confidence 1n delivery of psychological jnten/entions (see 028) needs further 
examination. ; . ' 

Outcome 12: We know how well the mehtal health system is functioning on the 
basis of national and local data on capacity, activity, outputs and outcomes. 

Question 31 : In addition to the current work to further develop national benchmarking 
resources, is there anything else we shpuld be doing to enable us to meet this 
challenge; :'y•:^{L'yi^i•'^^^^^^^ ' -y'/y^^yya^yy^^^ 

| f | e | t i | | 5 l ' 2 : What woulcl .support services locally in their work tb embed clinical; 
i |u |Sl ieSfeport ing as a routine aspect of care delivery? ' ' ~ 

Comments ' 
It has been decided to use CORE as an outcome measure within psychological setrices. 
CORE is a well evidenced outcome measure for, use in one-to-one mental health services, 
and •was designed with this in mind. It has a place in older adult psychological therapy 
services, but it does not capture some of the work that older adult psychologists undertake: 
for example, consultation and indirect working. Other outcome measures may be required. 
Howeyer, there is a lack of clarity about which outcorne'measures are subject to copyright 
restrictions and which are free to use. Funding should be made available for those 
measures for which a charge is payable. It may be appropriate to consider instituting a 
HEAT target regarding use of outcome measures. 

11 
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Outcome 13: The process of improvement is supported across all health and 
social care settings in the knowledge that change is complex and challenging 
and requires leadership, expertise and investment. 

Question 33: Is there any other action that should be: prioritised for attention in the 
ine)̂ ^̂ ^ support services to meet this challenge? 

f Comments 

Question 34: What specifically needs to happen'nationally and locally to ensure we 
effectively integrate the range of improvenient work in mental health? ' 

Comments 

Outcome 14: The legal framework promotes and supports a rights based 
model in respect of the treatment, care and protection of individuals with 
mental illness, learning disability and personality disorders. 

Question 35: How do we ensure that staff are supported so that care and treatment 
is delivered in line with legislative requirements? ' . , 

Comments 1 
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