
CONSULTATIONQUESTIONS 

Overall Approach ? 

This consultatio n reflect s a  continuatio n an d developmen t o f th e Scottis h 
'Governments current approach for mental hearth. There is a general consensus that 
the broad direction is right but we wantto consult on: 

'• Th e overal l structure o f the Strategy , which ha s been organised under 1 4 broad 
• outcome s and whether these are the right outcomes; 

• Whethe r there are any gaps in the key challenges identified; 
• I n addition to existing work, what further actions should be priorrtised to help us to 

meet these challenges. 

Overall, rt was welcomed that this strategy seeks tO use the NHS quality 
improvement framework and also to integrate a  broad spectrum of menta l 
health concern, from health improvement a t a population level  to service 
provision at the individual level . There also seemed to be a way of analysing 
services for those wrth mental health difficurties and distress and those wrth 
mental illness. 

The broad scope did bring together individuals within the CHCP to discuss 
their response to the questions posed and rt became clear that often people 
working on this spectrum have passionately held views about service , 
direction based upon their sphere of influence and the.primary population 
their serve. This led to interesting and at times heated discussion where 
often people where not thinking of the same service group, using the same 
theoretical orieritation or using the same language. This typifles the 
challenge of integrating services and integrating strategy and ah attempt to 
do this is welcohied, but possibly the differences need clear articulation for 
any common ground to be mapped - those  who talk about 'up-streaming' 
and the primacy of early intervention and prevention may not be understood 
by those who are drowning in an excess of demand for sen/ice today. Like 
wise those who concentrate on today's work may be challenged tp broaden 
their scope to encompass eariier interventionsT The development,of a rhore 
robust and shared evidence base will help these discussions - integrating 
the spectrum of interventions in this strategy is a positive step. d.  '  •  • 

Improvement Challenge Type 1 

We kno w wher e w e ar e tryin g t o ge t t o an d what need s t o happe n t o ge t u s 
there, bu t ther e ar e significan t challenge s attache d t o implementin g th e 
chariges. An example of this i s the implementatio n o f the Dementi a Strategy. There 
is a  consensu s tha t service s fo r peopl e wrth dementi a ar e ofte n no t goo d enoug h 
and we already know about a  range of actipns that will improve outcomes . However 



some o f these change s involv e redesignin g the wa y service s are provide d across 
organisational boundaries arid there are significant challenges attached to doing this. 

puestiph T ; I n these situations , w e ar e kee n t o understan d whethe r ther e i s an y 
additional actio n tha t coul d b e taken ; at a  nationa l level  t o suppor t loca l area s t o 
iiiS;p1|hient the required chariges. ;  ,  -  _,d 

A Nationa l analysis; of spend on these services and the relative cost of 
austerity - i t may be that a national growth in service spend is needed at 
such times rather than seryice sayings when compared to other areas of 
health! A robust examination ofthe evidence'would be helpful. 



Improvement Challenge Typ e 2 

We knov y w e nee d t o improv e servic e provisio n o r tha t ther e i s a  ga p i n 
existing provision, , but w e d o no t ye t kno w what changes woul d delive r bette r 
outcomes. Supportin g service s t o improv e care , for "people wit h developmenta l 
disorders o r trauma ar e two area s where furthe r wor k i s neede d to identif y exacti y 
what needs to happen to deliver improved outcomes. 

Question 2 : I n these srtuations , w e are kee n to; get you r View s on wha t need#!it̂ ^^ 
happen next to develop a better understanding ! of what ehangeŝ ^̂ ŷ ^ 
outcomes. ^r'-?-d.-y.\-  •'-^:'-''-d-y:.^"---,''-'.y--'^  .••.- ,''^.'..- -.''.  .y"' :''-•'-,•-; -'y-i '---yid-d 

Comments 
There i s a  nee d t o develop  suppor t fo r governanc e arrangement s i n car e 
homes, what ever the ownership 

Outcome 1 : Peopl e an d communitie s act t o protec t and prbmot e their mental 
health and reduce the likelihood that they will become unwell , 

" -  -/. ,  ,  .  .  , 
pul5!|n{!;3!::!A|;e^^ riationally  t o :reduce;;&| p 
lli^almiandii^'uicideirM^ .••!'.!̂ :".!••';•,:• • ,.-•;;•''••-•!!,•. !!.-•,. !•'----'••!-',' -.. 

rThe consuitation acknowledged the fact that both completed suicide and ~ ! 
^self-harm are behaviourally defined groiTps wrth a varied composition j 
including illness, addiction, personality difficurties and psychosocial j 
difficurties, There was also reflection upon the fact thaf those who were 
consulted come from ric h and varied backgrounds and experience such that 
view points were at times difficult to reconcile. 

Views included: '  . 
•. Greate r work on alcohol and addictions both from a service and a • 

public health perspective given the links'made to suicide (and homicide) 
in the national confidential inquiry . Suggestions that this should include 
the re-examination of pricing structure for alcohol and acute alcohol in-
reach resources for the general hospital. 

• ,  Continue d work on the culture change of suicide awareness arid 
training o f the wider public and nori-mental health staff. ' 

• Continue d work i n hearth improvement to build capacity withih an d 
for resilient communities. 

• Mor e robust analysis of the work done in public health prevention 
such that the balance of prevention and treatment ca n be better 
understood 

• ,  Support for therapeutic approaches within talking therapies for , 
approaches such as DBT (Dialectic Behavioural Therapy) to suppbr t 
individuals to change long term self-harm patterns 

• __Jnt;^!I^li9'' ^ ^^'^ constancy in tjhe support and .^e^o^lStU"^ 9^ suicide 



reviews - supportin g loca l skills and local learning; national lessons 
shared in a way that facilitates loca l learning and professional growth. 

Access to a range of therapeutic option s and work to ensure an 
inclusive approach to accessing these 

Appreciation ir i suicide reyiews ofthe balance clinically of coercion 
and therapeutic risk taking.- awareness of the nee d for staff 
psychological safety and learning organizatiori frameworks i n srtuations 
where staff can feel under attack for work undertaken i n the spiri t o f 
recovery frameworks that is analysed wrthout this understanding i 

puestion 4 ; Wha t furthe r actio n ca n w e tak e t o continu e t o reduc e th e stigm a o f 
imental illness and il l heialth and to reduce discrimination? 

Again the issu e of long term culture change was raised and the need for 
effort to continue lon g term, and that the efi'orts need to be on a number o f 
fronts including eariy intervention fo r example in schools. 

Mbre work to increase awareness in schools 

Therejs also a need to.work with mental health;i n the workplace - althoug h 
some valuable wok has been done by The Scottish Centre for Healt h 
Working Lives lived experience pf this i n the work place - includin g pijblic 
service - i s patchy; There needs to be a better developed sense of 
riianaging commo n mental health issues such as stress, but also ' mental 
illness such as depression and the need fbr a balanced approach to work ' 
support an d reasonable accommodations. In part, training fo r managers can 
help with this. There also needs to be a well-developed occupational health 
service, particulariy give n the fall in employment chances for those with 
mentaMllness during times of economic hardship.. 

Ofestion 5 : Ho w do we. build On;th e progi-essithatiSee me ha ^ made;/ i r i?fdl ^ 
sfigpa to address4he challenges ih engaging services to address discrimination? 

We need to ensure that all processes of redesign and demand nianagement ! 
currentiy bein g used to make services more efficient giv e sufficient weight to | 
the other quality improvement imperativ e o f being persori centred and , 
responsive and flexible at an individual level . The key is an attrtude of 
humanity. Thi s aim could also be supported b y keeping a human right s 
approach in rnental health , as exemplified by the publication 'Car e abou t 
Rights?'by the Scottish Human Rights Commission ^ 

In management and leadership terms the essence of this i s staff training 
and empowel-ment to allow the best for each' individual sen/ice user and 
their family. Essentiall y this requires , government t o support diversit y an d 
localism in service development. .  < , 

It is also important that mental health problems are described in accessible 
language and normalised in this, way. 

IfluestiOn 6: What other action s shOul d we be.takin g to.support promotio n o f menta l 
^Welibelng for individuals and with '  , 



strategies to tackle vulnerability factors - socia l isolation, poverty, 
deprivation for example. Poin t made included; 

•. Tha t this i s particularly marke d for those wrth long term ,mental 
illness, and many services provided by health for this group i n these 
areas have been scaled back before there have been concerted 
efforts to build capacity with other agencies as health priorities hav e 
been stretched. 

• Tha t there is an evidence base that tells us what the risk factors are, 
We should focus on reducing these risk factors arid put more 
resources into enhancing protective factors similar to an 'asset 
based'approach in communities where there is a a focus onthe 
positive aspects of communities and celebrates their strengths rathe r 
than the usual focus On the negative and.whats wrong with them. 
Community development plays a crucial role in promoting communit y 
resilience and bringing people together and should be promoted as a 
way of working with local people. 

• Tha t there should be more accessto supported help such as stress 
control, living life to .the full, Wellness Recovery Action Planning and 
all these evidence based programmes thatare workin g well. 

Outcome 2: Action i s focused o n early years and childhood t o respond quickly 
and to iriiprove both short and long term outcomes. 

Question 7 : Wha t additiona l actibhs must̂ ^̂ v̂ ^ ^ challenge s and 
[!Mi^li;i!§S§^]tb:'^ .'',::̂ '.'./'-;,',_/•;;•• : y - . 

Again the consultation looked at mentalhealth broadly - welcomin g the 
evidence based eariy years programs (such as the 'incredible years') with a 
recommendation that these approaches be universally available. '  i 

'' '  .  \  • ' . • ' • , f  . 
There was an acknowledgement that there is a need for capacity 
development in schools, so that those with mental health issues be 
appropriately supported and that capacity and resilience be developed 
within individuals where possible. 

In parallel, there should be emphasis within the governments Early 
Years/Eariy Intervention programm e qn mental wellbeing of parents/carers. 
There remains a need for speciflc workforce development on vyhat 
constitutes upstream enablers of mental health and wellbeing. 

There were also comments on the need for specialist referrals and link 
workers so that where more is needed there are rapid referral routes. 

Que|^|!^8:3\)^bt;:ad^ Board s nee d t o suppor t 
irn plem|ritati6ri;;g|the# i 

Mental health link workers in adequate numbers per head of population wrth l' 



I a focus bn working wit h parents and teachers as well as children. 
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Outcome 3 : Peopl e hav e an understandin g o f thei r ow n menta l health iand if 
they are riot well take appropriate action themselves or by seeking help . 

Question 9: What further action do we need to take to enable people to take aetioifs l 
thjemselves to maintain and improve their menta l hearth? . 

j Access to a range of choices to therapeutic interventions outside services 
' as well as within (phone , IT based arid also face to face). These : 

interventions should be holistic, including evidence based interventions 
such as exercise for low mood, delivered in main stream services. There is 
a need for capacity building and good level of information /  support to 
underpin such a change 

We need 'to be careful about the labelling of distress as illness - an d where 
there is an.aspiration for this to be labelled as distress (and for fhe solution 
to be support and empower individuals to take ownership through shor t term 
intervention rathertha n to become long term users of dir;iect service) this 
needs to be supported at every level of national and local government \ f this 
curture change is to be effected. Expectations need to be consistently 
shifted at all levels if this is to be achieved. ^  , 

Moving to mental illness, there is a need for services to be aware oftheir 
ability to disempower their user s and for care plans for those with longer 
term illnesses tb focus each person's recovery, relapse prevention, and 
anticipatory car e to facilitate illnes s self-nianagement Again, this i s a 
culture that has begun to change and supported by the work on recovery 
and self-determination. 

Question i O : what.approache s do We need to encourage people !tO seek hel p whl l l 
lmmd.d-yt-.ddy'^y,y-.^y':-..3-•!:-^- d:  y  y -•d'-:: -'  '-y^'--diiydM 

The range of choices need to be understood in a wide range of places -
from primary care and A&E in health to a wide range of social policy service 
provision, the third sector and the police . The culture shif t of mental health 
being everybody's business rather than just specialist services needs to be 
buirt upon, and training an d expectations places upon these service areas to 
ensure effective level of professional assessment and signposting. 

Capacity building in these areas should reduce the need for secondary care 
systems to manage excess demaridr and in this way services should be 
able to reduce any barriers that presently delay treatment fo r those wrth 
illness. Where there is a possibility of a relapsing course t o an illness, 
anticipatory care plans are required and more staff awareness and training 
to support this should be available. 

Outcome 4: First contac t services wor k well for peopl e seeking help , whether 
in crisi s o r otherwise , an d peopl e mov e o n t o assessmen t an d treatmen t 
services quickly. 

8 



•Question 11 ; What change s are needed to the wa y i n which we design services so 
yye|Can identif y menta l illriess arid disorde r a s earl y a s possibl e and ensur e quic k 
access to treatment? ,  .  . . .. 

For mental illness presenting in childhood attention to schools education 
and link workers to build capacity should be pursued, particularl y forthose 
at higher risk such as those who are looked after and accommodated 
children! Also a need to look at service for children who are the carer of . 
adults with mental hearth problems and to ensure the needs Of this high risk 
group are met. '  -  >  ,  ' ..-••'; •  <  . ' • •••-'- . 
Concern was expressed during the consultation about the ability o f some 
early intervention servic e models to deliver accurate assessments and cost • 
effective interventions an d the ability o f these services to reduce resources 
from services for those wrth demonstrable illness at,a time of austerity. ! 
There needs to be practice based evidence - separate d from rhetorical 
arguments.for service funding - fo r service providers to be sure that some 
of these approaches add the value hoped for wheri they were argued for. -

One suggestion in this area in term of eariy intervention an d sert care is that 
there be a national program looking at psychosis - raisin g awareness.of the 
public to seek help, understanding the linl<s with street drugs, primary care 
awareness of the effect of untreated psychosi s "and an integrjated approach . 
in secondary care rather than'stand alone services. 

We need to ensure that primary care workers, have the skills and supports 
to identify (where possible ) the difference between mental health problems 
needing signposting and enierging mental jllness requiring acces s to 
specialist services .  ! , -  ; 

Work to ensure that the popular 'step care' models are. actually about 
matching care ratherthan a series of filters with increasing difficulty to 
access a god enough assessmerit ,  , 



Outcome 5: Appropriate, evidence-based car e and treatment for menta l illness 
is available when required and treatments are delivered safely and efficiently. 

Question 12 : What suppor t d o NH S ;Boards an d key partners: need "to apply s e r v l ^ 
improvement approache s to reduc e the amoun t o f time spento n rion-ya1ue adding} 
activities? V-'- " !  '  -, - '', . y-'--y'''- ' !.'.!•-.!• ? 

This question prompted a  discussion of practice based evidence - an d the 
sense that more efforts are being made to look at evidence for complex 
population groups with murtiple problem s but that still too many 
assumptions are 'macJe about the ability o f a simplified and incomplete 
evidence, base with large gaps - especiall y in those areas not easily 
quantified- overall the links between frontline staf f and academics need to 
be continually strengthened to ensure that the experience.gained by each 
can be combined to produce the best guiding evidence;. 

There were a number of speciflc points; 

For some interventions there has not been the work to demonstrate 
an evidence base - w e need to take care that these are not labelled 
'non-value adding' without a  robust evaluation to determine the value. 
There may be a need to respect evidence for a variety of models, 
especially for complex psychosocial constructs that defy posrtivistic! 
methodology 

Success .wrth the support of clinical staff by admip and housekeeping 
staff - releasin g time to cal-e; lean approaches to sujDport clinicians 
haying the time to do clinicalwork (i.e . using evidence based methods , 
outside the clinical arena to release clinicians time for clinicalwork) . 

There needs to be work on integrating initiate s between health and 
social policy at governmental level ^ often i t can be difficurt at the grass 
roots level without thi s and this wijl lead to duplication of effort. 

There is a huge problem of IT systenfis, hoyv they,record, how they 
are compatible, how they stand in the way of partnership working and 
how staff end .up vyorking to the I T system rather than I T supporting 
clinical or evidence based endeavour. 

Where there are natipnal initiatives - suc h as IGPs -with large cost " 
and opportunity eos t these must be rigorously analysed to ensure benefl t 
and that the staff involved are made aware of the balance of these. 

Question 13 : What suppor t d o NHS Boards and key partners nee d to pu t integrated -
Ca^Patl|^^^*jnt(0;praptipe?r!,^ •  i.  •';•"';.-:;!;;•-;•;'!;.;;.:•!!.' ; , . • -;-  •;'  \  dd 

The key challenge has been the number of element and the ambition of the | , 

• •  10  '  • '••'',  .  '-  d 



ICP project - i f staff are to continue to be engaged wrth this alongside 
competing priorities there needs to be some feedback about the level  of 
value added for the work and expense so fai". ' 

• -\ -
The larges t pitfall here is the lack of IT, and that IT designed around ICP s 
will not necessarily meet the demands of CPA, ASPA o r even single shared 
assessment all of which are competing for implementation (despit e the 
complimentary nature ) 1 
Other feedback included a focus on the work to integrate recover y programs 
for looked after children, in a similar way (i.e. via a pathway) o f joint health 
and,social policy-.. ,  ,  _  „ „ _ J 

Outcorne 6 : Car e an d treatmen t i s focuse d o n th e whol e perso n an d thei r 
capability for growth, self-management and recovery. 

;Q|j|stibn 14 ; Ho w d o w e continu e t o develo p servic e use r involvement j n 
[design and delivery and in the care provided? •  • ! ,  , 

service 

Inclusion of service users in the interviewirig o f ALL menta l health 
staff irrespective of professional background or seniority 

Contiriue to ensure good advocacy is in place and is funded - bot h 
for individuals and collectively 

Build policy around a presumption that all organizations arid 
agencies need to integrate car e and support around the individual- 'one 
person,^ 'one care plan' ratherthan developin g organizationally centred 
care planning resulting in the individua l having murtiple care plans that . 
they need to integrate ,  ^ 

^^^bstiOn 15 : What tools are needed to support ; service! usbrs,sfariiiliespSaiBrs briPd! 
staff !tq achieve mutually berieflcia l partnerships?! 

Alongside metrics of warting times / numbers seen to erisure that 
there are measurements of partnership - foriexampl e use of the CAR E 
as discussed.in the Quality Strategy,(2010); ) 

Locally in West Lothian Rehabilitatior i Services a measure of, 
relationships between staff across hearth, social policy and the third 
sector are being developed wrthin a social capital paradigm. The model 
chosen, relationa l coordination, i s evidence based and links to reduced 
medical errors, staff satisfaction, team resilience as well as clinically 
important outcomes in other mediCa l setting where rt has been used 
(orthopaedic surgery-shpvying:a correlation between high team j 
relational coordination and reduced length of stay and quality of pain j 
relief). Within this wo!rk there has been an emphasis on staff inclusion in I 
the process and, the development of distributed leadershi p with staff • . -  j 
being invplved in the action research project, no t it s subjects. The next 
step in development wlll be to explore the-use of this methodology with I 
service users and carers. More information availabl e rt helpful ' 

Talking Points could be .more broadly piloted -  | 
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Question 16 : Ho w do w e furthe r embe d an d demonstrat e th e outcome s o f pers<|h | 
centred and values-based approaches to prpviding Car e in mental health settings?J§;. 

Consideration given to a Human Rights focus wrthin servicfes ' 
Balanced measures as above alongside process measures • , 

(recognrtion o f the fact that what you choose to measure has 
corisequences for service culture) 

Evaluation of each inrtiative nationall y at a servic e user perspective, 
- fo r example consideration that initiatives suc h as new paperwork and!. 
IT systems may become the focus rather than the individua l relationship 
wrth the service user and mrtigation of this i f approaches are to be 
adopted. 

Question 17 : 
indiciirtSili^ 

pyy! d6. vye; ericourage.-inip RecOVe p 

i ^ ^ s t l i ^ ^ 8: HpŴ ^ Recover y Network develo p it s effectivenes s t o 
IfUppcffieriibbd diffefent:prpfessibna l groups?, ; ; | ^ 

Holistic engagement of the multidisciplinary tea m rathe r than single 
professions when developing practice 

Greater articulation o f regulatory model s and their relationshi p to ' 
recovery models - an d the ways in which recovery can be supported 
even within a regulatory fram e 

Outcome 7: The role pf family and carers as part of a system of care is 
understood and supported by professional staf f 

Questibrif 19:;̂ ^̂H earer s to participat e meaningfull y 
feafce\!alRid:itreatrt|e!nt?:^ 

• Inclusiv e reviews - carefu l evaluation of feedback | 
• '  Supportin g continued value for listening and inclusion of views - plu s 1 

good quality routin e an d speciflc information, .  j 
• Continue d flnancial support for advocacy and carers advocacy / j 

support >  ,  V  I 
Carers assessments consistently carried through 
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i^| i | t i6n 20 ; What suppor t d o stâ ^ ^ the m provid e informatio n fo r 
ifa*milies arid carer s to enable families ! and carer s to be involved i n their relative' s 

A menta l Welfare Commission Review ofthe legal and confidentia l 
issues around balancing the needs ofthe service user and carer where 
there is conflict would empower staf f i n these very difficurt situations 

Availability o f good quality informatio n fo r carers in multiple formats 
__Ring.fejiced resources forcarer advocac y _  _  _ 

Outcome 8: The balance of communit y arid inpatient services i s appropriate to 
meet the needs of the populatio n safely, efficiently and with gppd outcomes . 

i^^stlbn;>21; Hov y can v^b capitaiis!e ;on!t̂  
|hic^e;r^reas; ttjat jiaye r̂ ^ buil d u p a hationa l piGtui^iJ^| | i 
iwbf|s!!;to ^deliver better outcome's? '. . '', ! 

Invitation-for teams themselves to present redesign work rathe r than ! 
a centra l interpretation o f value 

For the promise of quality in terms of effect and person centred care 
to read through to redesign which is often, valued for budgetary savings 
alone ;  '  • , 

.Better dissemination of this informatio n ' 

Outcome 9 : Th e reac h o f menta l healt h service s i s improve d t o giv e bette r 
access t o minorit y an d high ris k group s an d those wh o might no t otherwis e 
access serviceis , ^ 

jpjuebtibn 22 ; Ho w do we ensure tha t irifbrrination ; i s .used tb̂^̂^̂^̂ ^ wh o is using 
;^efvices and to improve, the!accessibility of services? ,  ;  •- ! :' . 

Pursuit of the publi c hearth agenda re suicide reviews - th e 
population no t in touch wrth services - t o identify hig h risk groups that, 
may not have had access to services .  • 

Analysis by the menta l welfare commission of first presentation via 
the Menta l Health (Care and Treatment) (Scotland ) Act t o see rt there 
have been delays or riiissed opportunities for m which services could 
learn .  . ,  , •  , 

Curture in A&E of analysis / link wrth primary car e for analysis for 
those who attend an d do not stay for assessment s . 

Communication of inclusion strategies and their evaluatio n 
Sun/ey of minority o r excluded groups to gather helpfu l sen/ice user 

information 
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FoMMibri; 23:; Hbw d!o!;!w e dissenhinat e learnin g abOii t wha t i s importan t t b -make; 
fsei^iees.,"""^''''''''"'^'' •  •  -• - ' - -s ^ 

Above information collecte d and disseminated - i t may be helpful to have la 
morithly emai l with links to this and other infprmatio n -^training , legislative 
changes etc. Busy frontline staf f do not always have the time to keep up 
with all that would hel p in their rol e and this could be a relatively efficien t 
way for them .and a cost effective way for the Scottish Government 

iiSii!j^st^p24:!;ln additio n to!.Service s fb r older , people,, developmental disorder s !and; 
IraurhilQfeithere: bther signif i '  .^' f 1 1 

Services for alcohol related brain disorder 
Service for dementia i n general in the younger age catagories 

Outcome 10 : Menta l healt h service s wor k wel l with , other service s suc h a s 
learning disabilit y an d substanc e misus e an d ar e integrate d i n othe r setting s 
such as prisons, care homes and general medical settings . 

SQdbiti0n!^^25:f life^ditilfiyj^^̂  
jD^Tienti^Pemphs!^ 
i^pk,)|i|||ou|d;-i§|||iri^ 
|^rK1ii^iibrTtb;f||l^ ;--;•„•.  -ddy 'ry'yy  ;!• ••^,!!"  • .•';';.;-^'V,  'ddddd. 

I Easieracces s to up to date iriformation share d across services 
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Question-26; In addrtion to the proposed work in  acute hospitals  around people  with, 
dementia and  the> work'identified above  with  female  prisoners,  are  there  any  other, 
actions that you think should  be national priorrties over the next  4 years to meet  the, 
challenge of providing an integrated approach to mental health service delivery?" ;  ] 

Increasingly the police play a role iri identifying those vyrth niental 
health problems in the community and , this is one area where 
partnership working, will be pivotal. In West Lothian we have a standard 
operating procedure that gives these individuals the opportunity fo r -
assessment where the police consider there is a risk. The partnership 
working continues to be developed, but this does give a better.arid mor e 
flexible response (and access for disenfranchised populations) than 
used to be the case . 
, Anothe r population that requires core service is male prisoners 

Outcome 11 : Th e healt h an d socia l car e workforc e ha s th e skill s an d 
knowledge t o undertal< e it s dutie s effectivel y an d display s appropriat e 
attitudes and behaviours in their work with service users and carers. 

i lftlstion 27 ; HoW;;d b we sUppoW impleriient o f Promoting Excellence across al l 
!liieMth:and! social care settings?, 

Better awareness of this document across all staff groups 
' Explicr t linkage to current training and governance ; 

;Q,||sti6n 28 : In addrtiori - to developin g a  surve y to suppor t NH S Boards' >workforce; 
•|lainihg aroun d th e •psychplbgical ^ ^ HEA T targe t -  ar e ther e an y othe r 
i l M e y s tha t would be helpful*ata •  .  .  ^ 
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!p^ptibri|l2!9;;;What ;are!the othe r priorî ^ planriit|g | 
'pyeiDtile^eM^^ ; , dd^^% 

Many services have seen a reduction in.RMNs and the skill mix 
review need to be considered wher e services have done this there will, 
need to be thought an d care to maintain sen/ice quality vyith this skill 
mix, and training developed for non-registered staff and support staff. 
There alsp needs to be acknowledged that these changes will not be 
suitable for every service setting and that where such changes in skill 
mix have been undertaken audrt of impact on quality nee d to be carried 
out ' - • • ; • • . ;  , 

There are likejy to be a high number of retrials with the pension 
chariges -''this will face a challenge to services wrth cohorts of staff at 
this age such as West Lothian. 

Continue the choose life training for those staff working wrth children 
and young people. Staff in schools need to be supported to meet the 
curriculum for excellence outcomes and those siervices that that work 
wrth young people at risk such as LAC . Mor e choices, more chances etc 
need to be aware of how to promote menta l wellbeing. 

puestibri;,^ do;!Wfe;erisure;that  we have sustainable  training capacity  to deliver 
^l^ei'^i^ss'taip^ychblogicaltherapies?;;^ -••  ;•  >•;•! -.';'!-;  '.-''y..-.-'^  ."di^d-y^ 

Training must be targeted and take into account the sen/ice ,costs of staff time. 
•- I'  .  •  •  • 

Outcome 12 : We know ho w well the menta l healt h system is functioning o n th e 
basis of nationa l and loca l data on capacity, activity, output s an d outcomes. 

^ i ^ i b r i 31;;?ln!;ddditiipn;;̂ ^ ::hationa l benchmarkingi 
iM§byf^si:^^i$;sth^ doing-.tKvfenable^u s t o mee t this ; 
.ipille'hgi!'!'-;-^-fli;.'';.!!!^ ̂ :;! ; !̂ '.V' - . ; ' ; ' ' ' ! , .;.'v"' ! ,!-''-' ^ • •"'!;.-,'; !!•'. 

f-Access to research findings for those doing eariy intervention /  early years ; 
j work to provide evidence of what works and how to evaluate best practice in } . 

other areas 1 

Question 32 : Wha t woul d suppor t service s locall y i n 
|dtcbr| |^repi|( ihg|a^ 

work t o embe d clinica l 

As par t of leading better care 3 clinical quality indicators have been 
set (food/ fluid, pressure areas arid falls) these are all relevant to 
inpatient menta l health units but rt would be good to see a fourth , 
debated .that is speciflc to mental health and wellbeing 

There may be tension between localand national outcpmes 
priorities, especially those agreed in collaboration with sen/ice users . 
Local services need to have input o n what clinical outcomes are used 
and what other measures should be reported on . 
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Outcome 13: The proces s o f improvemen t is supported across al l healt h an d 
social care settings in the knowledg e that change i s complex an d challengin g 
and requires leadership, expertis e and investment 

©Sistibri*'J3!3mls^there,ariy iother aetion that sh ;b e prioritised for attentio n iiri»!ti§i 
[ne^!|| lef ^hat'vypijld;'^̂  ;;.! ; , / •!, ^  ;;^ ! ! :^ ^ 

Better dissemination of the work of the mental health collaborative 
and sharing of practice 

An appreciation ofthe leaderships required ratherthan a monolithic 
deflnition o f leadership which can conversely disempower the distribute d 
element of leadership and ownership for progress to be made at the 
service level. , 

fQie^ljoh; |4§What spe^ ^ heed s to happer i natiohall y and locall y to ensur e we 
ieffeb^l^ly integraterth^^^ ranged of ih^provemerit work i n m!ental health? ,. 

Better availability of information se t in clinical narrative terms. j  . 
Evaluation of the upstream work and capacrty building, with the { 

resource to double run seryices whilst these changes are taking place | 
Training and capacity building for public access to non-clinica l j  . 

supports such as living, life to the full, stress control, exercise etc, I 

Outcome 14 : Th e lega l framewor k promote s an d support s a  right s based , 
model i n respec t o f th e treatmen t car e an d protectio n o f individual s with 
mental illness, learning disability and personality disorders . 

f ^ b l t i i h ^35:^Hbvv^b!we.,e car e arid treatpMif! 
is|delivei"ed !irirjirie with legislatiwe requireme ,  "  i  ;;i S 

Greater availability of training -  includin g training by expert practitioners - i n 
a range of accessible formats bu t including face to face training i n the., 
application of legal principles 
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