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EXECUTIVE SUMMARY
Introduction
Dorset Clinical Commissioning Group (CCG) and Dorset HealthCare (DHC) launched the
Mental Health (MH) Rehabilitation Review in November 2017. It was a co-produced process
involving Dorset Mental Health Forum (DMHF) and other stakeholders including people who
use services and Local Authority colleagues.
The Strategic Outline Case (SOC) makes the case for change and outlines proposals for a
new model of service that will improve Dorset’s rehabilitation service provision for people
who have a serious mental illness.
The SOC follows the five case model approved by the Treasury Department. (This
constitutes to form the Pre-Consultation Business Case as required by NHS England
assurance process). This document outlines in detail the strategic context and the economic
and commercial landscape. The financial implications are fully described and the
management case highlights the project process followed and the proposal for
implementing the new rehabilitation care pathway.
Key elements
The purpose of the review was to re-design the model of care for mental health
rehabilitation (MH rehab). The scope of the review included assertive outreach teams
(AOT), local inpatient units, and the Homeless Health Services (HHS). The project was carried
out in stages:
Rehab Review Stages
Stage 1
Needs analysis
Stage 2
View Seeking and Benchmarking
Stage 3
Model development
Stage 4
NHS Assurance
Stage 5
Implementation
The SOC proposes a different range of services for people who may benefit from community
rehab or assertive outreach. The shift is towards more community-based provision with a
combination of community rehab teams, assertive outreach and more service users living in
supported living settings alongside in-patient hospital units. This will enable people to
access MH rehab in different settings including their own home.
The SOC outlines the outcomes of all the work and includes a recommendation for the
preferred way forward which is made up of:





2 Community Rehab Units (one east and west of the county)
Community Rehab and Assertive Outreach Teams working across the county
Supported Housing available across the county
1 High Dependency Unit
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1.
1.1

1.2

INTRODUCTION
This Strategic Outline Case has been prepared using HM Treasury’s recommended
‘Five Case Model’ for business case development and adapted proportionately to the
nature of this scheme. It explores the proposal from five perspectives:


The strategic case explores the case for change, whether the proposed
change and investment is necessary and whether it fits with the overall local
and national strategies. It also sets out the vision for the new pathway and its
key core functions;



The economic case identifies and appraises a wide range of realistic and
achievable options. It asks whether each proposed approach offers the best
value for money and meet the critical success factors agreed;



The financial case asks whether the financial implications of the proposed
investment is affordable and distils from the analysis within the Economic
Case a direction of travel from which the short list may be drawn including
the ‘do nothing’ option;



The commercial case tests the likely attractiveness of the proposal and
demonstrates that the service can be delivered in the area and by the best
provider for the job;



The management case highlights implementation issues and demonstrates
that Dorset CCG and partners are capable of delivering the proposed service
care pathway.

The definitions of rehabilitation are: “Reskill and to restore to a former capacity, to
reinstate, to restore former rights”. It can also mean “to prepare someone to resume
normal life after an illness, or to restore to their former status and promote personal
recovery, ‘whilst accepting and accounting for continuing difficulty and disability’”
(Roberts et al, 2006).

1.3

The Royal College of Psychiatrist’s suggests that people who do not recover quickly
on acute wards usually have complex mental health needs and they are often
referred to mental health (MH) rehabilitation services. Rehabilitation services also
provide step-down for those patients moving on from secure mental health services
who have longer term and complex mental health needs.

1.4

In Dorset there are estimated to be approximately 1576 people who may have need
for rehab or assertive approaches to their mental health care. Approximately 80% of
the 1576 will have a psychotic illness such as schizophrenia or schizoaffective
disorder. (Joint Commissioning Panel for Mental Health 2013).
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Project Initiation
1.5

The aim is to improve services for people who have a serious mental illness where
the complexity of their condition requires mental health rehab or assertive outreach.

1.6

The project has been carried out in the following stages:
1.

Needs analysis including all activity linked to the service in scope and
allowing for growth

2.

View Seeking including people who use services and work in them and
benchmarking visits to other organisations to see what best practice
models are in place

3.

Model Development coproduced using a process setting objectives, critical
success factors and outcomes and then longlisting and shortlisting until
preferred option was agreed upon

4.

NHS Assurance

5.

Implementation

1.7

Initially the scope of the project fully included the Homeless Health Service because
the Homeless Health client group includes people who experience serious enduring
mental illness who would meet the rehab or AOT criteria. However, during the
course of the review and towards the end of the review process it became clear that
the health offer for homeless people including those who are homeless and have a
serious mental illness requires a separate and much more focussed piece of work.
This will be linked to the development of the new Housing and Homelessness
Strategies that the Local Authorities are developing.

1.8

The Homeless Health service remains in scope with additional funding for the current
team proposed but acknowledges that there is a much wider piece of work to do
concerned with homeless health as part of the NHS Long Term Plan and with the
Local Authorities as they develop their housing and homelessness strategies.
Project Objectives

1.9

The vision and objectives of the rehabilitation review were agreed by the
coproduction groups. These are as follows:


To identify the needs and demand profile of the local population of people
who access Rehabilitation, Assertive Outreach, Homeless Health services and
are in High Dependency Units (HDU).



To carry out a review of services that show how rehabilitation service is
delivered.
4



To review the current services in line with performance requirements, usage
patterns, local need, carer and client experience, nationally benchmarked data
and services, clinical guidance and usage of the Mental Health Act. The aim of
this is to identify best practice, areas for improvement and to identify gaps in
service provision.



To develop through co-production, a clinically informed pan-Dorset
Rehabilitation pathway that easily connects with the Mental Health Acute Care
Pathway review and care model based on: “A whole system approach to
recovery from mental ill health which maximises an individual`s quality of life
and social inclusion by encouraging their skills, promoting independence and
autonomy in order to give them hope for the future and which leads to
successful community living through appropriate support” (Killaspy et al.,
2005).



To involve service users, supporters, clinicians and other stakeholders on the
development of the options should there be substantial change to the service
model, to consult with the Health Scrutiny Committees as required under
section 244 in addition to patients and the public.



To commission an effective Mental Health rehabilitation and complex care
pathway to improve physical, mental health and social outcomes for people
who have or who are at risk of becoming seriously mentally unwell.

Project Outcomes
1.10

The outcomes for the rehabilitation pathway were agreed and described below:


Increased early identification of people requiring Rehabilitation Services



Improved physical, mental health and social outcomes of the service user
group



Improved service user’s satisfaction with the support they receive when they
are in rehabilitation



Care, treatment and support to be provided in the least restrictive setting



Appropriate bed base for the population’s needs including NHS beds and
supported housing or registered care units



Improved patient safety



Increased quality of service provision



Improved skilled workforce to meet the demand of the local population of
people who require rehabilitation



Improve access to mainstream services for vulnerable client groups such as
rough sleepers and should include access to all healthcare and housing options
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Services in scope
1.11

The services in scope of the rehabilitation review, work with people who have a
complex range of needs on top of severe enduring mental illness. The client group
includes people who misuse alcohol and or drugs, they may have personality
disorders and most will have experienced some form of trauma at some stage in
their lives. The review project includes all the following services and they are
described in more detail in the strategic case:


Three rehabilitation inpatient units - Nightingale Court, Nightingale House
and the Glendinning Unit;



The Assertive Outreach Teams (AOT);



Rehabilitation out of area placements:



Homeless Health Service

NB: Assertive Outreach Teams work with individuals who experience Severe
Enduring Mental Illness (SEMI) for whom MH Rehab is not effective. The teams work
with people who have SEMI and they may have co existing conditions such as
substance misuse and personality disorder. They work with people who may prefer
not to be seen by services and so the staff are skilled at engaging with people who
may not wish to be engaged with.
1.12

The summary below describes the main features of the different types of
rehabilitation units as described in the Joint Commissioning Guidelines 2016.


High Dependency Unit is for people who have severe ongoing symptoms,
(multiple) co-morbidities, significant risk histories, ongoing challenging
behaviours. Most patients detained under the Mental Health Act. Most referrals
(80%) come from acute inpatient units, and 20% from forensic units. The focus
will be on; ongoing assessment, maximising the benefits of medication,
engagement, reducing risky challenging behaviours and reengaging with families
and communities. The unit have a key role in repatriating people who are in out
of area placements.



Community Rehabilitation Unit is for people who have ongoing complex needs
so cannot necessarily be discharged directly from high dependency rehab unit to
supported accommodation. Patients in Community Rehab units will have ongoing
high level needs and the focus in the unit will be on further recovery, optimising
medication regimes and engagement in psychosocial interventions including
gaining life skills for future more independent living. Most referrals will be from
high dependency unit or acute inpatient unit. Can take detained patients if the
unit is registered with CQC for the treatment of mental disorder (may accept
people who have a CTO, Sec42 (conditionally discharged usually people who were
on a 37/41 or 5/41) or guardianship orders. People who are on extended section
6

17 leave can also be accepted providing the hospital trust retains responsibility
for the overall detention of the individual).
NB Currently Dorset does not have an HD
Stakeholders
1.13

The co-production approach encouraged anyone with an interest in mental health
rehabilitation to participate and become involved from sharing views to helping with
the model development.

1.14

Stakeholders included:






1.15

People living with a serious mental illness;
Family members, friends and informal carers;
Health and social care staff from the private sector organisations, NHS, Local
Authorities (Dorset Council and Bournemouth, Christchurch and Poole Council
(BCP)) and staff;
Third sector and voluntary organisations; and
NHS England and Strategic Clinical Networks

Engagement and view seeking was carried out in the following ways to enable as
many people as possible to have their say:
Online survey - The online survey was designed by the project team and the web link
promoted by NHS Dorset CCG, Dorset HealthCare and Dorset Mental Health Forum.
Postcards - The postcards were designed by the project team and distributed to all
services involved in the review and a number of agencies who work alongside the
services involved in the review. The postcards were freepost to NHS Dorset CCG.
Community events - NHS Dorset CCG, Dorset HealthCare and Dorset Mental Health
Forum held 7 community drop-in events across the whole of Dorset during the
daytime to give as many participants as possible the opportunity to attend. These
meetings lasted for 2-4 hours and gave information about the purpose of the review
and approach. Participants were given the opportunity to discuss issues and were
then invited to write their views down with assistance offered if necessary.
Outreach events - Five outreach events were held across the county for service users
and carers. The information about the purpose of the approach was given alongside
the opportunity to discuss issues. Individuals were invited to write their views down
by facilitators and note takers from Dorset CCG, Dorset Healthcare and Dorset
Mental Health Forum. Alternatively, if individuals preferred they could write their
own views.

1.16

All engagement activities followed the same principles and asked participants three
questions about rehabilitation services. The questions were:
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1.17



From your knowledge/experience of mental health rehabilitation services what
currently works well?



From your knowledge/experience of mental health rehabilitation services what
doesn’t work well?



How can mental health rehabilitation services be improved?

Project updates have been shared with internal programme boards, Dorset CCG’S
Clinical Commissioning Committee and externally with each of the Health Overview
and Scrutiny Committees. Local authority personnel attended view seeking events to
support their communities at the outset of the project and to engage within the
design and modelling process.
Equality Act

1.18

The equality act 2010 requires public bodies to consider how the decisions they
make, and the services they deliver, affect people who share different protected
characteristics as defined within the act and publish evidence on this.

1.19

NHS Act, 2006 section 14 states CCGs are subject to a duty to reduce inequalities and
must exercise their functions, having regard to the need to reduce inequalities
between patients with respect to accessibility, and outcomes. As part of this review
an ‘equality impact assessment’ and ‘privacy impact assessment’ have both been
completed and approved through the CCG information governance board. (See
Appendix 1 and Appendix 2.)
NHS England Major Service Change Tests

1.20

The government’s four tests of service change are:
• Strong public and patient engagement.
• Consistency with current and prospective need for patient choice.
• Clear, clinical evidence base.
• Support for proposals from clinical commissioners.

1.21

NHS England introduced a new test applicable from 1 April 2017. This requires that in
any proposal including plans to significantly reduce hospital bed numbers NHS England
will expect commissioners to be able to evidence that they can meet one of the
following three conditions:
 Demonstrate that sufficient alternative provision, such as increased GP or
community services, is being put in place alongside or ahead of bed closures,
and that the new workforce will be there to deliver it; and/or
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 Show that specific new treatments or therapies, such as new anti-coagulation
drugs used to treat strokes, will reduce specific categories of admissions; or
 Where a hospital has been using beds less efficiently than the national average,
that it has a credible plan to improve performance without affecting patient
care (for example in line with the Getting it Right First Time programme).In
March, 2017, NHS England announced a new test, to bring further assurances
to service change proposals where significant bed closures are involved. The
tests are included within NHS England’s assurance checks.
Service Review Methodology
1.22

Co-production is a value driven approach in which decision makers e.g. professionals
and citizens are involved in a relationship in which power is shared wherever possible
and where there is recognition that everyone involved has a contribution to make.
Co-production was important for the project for many reasons:


1.23



To ensure that people who use services and their carers/supporters were able
to contribute to the design of the model depending upon their needs and
experience of mental health services



It ensured that all key commissioning partners were fully involved with the
process from beginning to end with shared responsibility for the project



That everyone contributed to the production of the key deliverables of the
project and any subsequent recommendations



To ensure that all the learning and experience from previous mental health
service re-design in Dorset was taken into account



To ensure that many views and perspectives on acute mental health care were
taken account of



To engage with the voluntary sector in the design of a Dorset model and learn
from their experience



To provide a “no surprises" approach to service design
To meet the mandated obligation to engage with patients prior to making any
service changes

The co-production methodology can be found in Appendix 3.
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Table 1 Rehab review methodology

Mental Health Rehabilitation Review Methodology
Stage 1

Needs analysis report that was developed jointly between NHS Dorset
CCG and Dorset HealthCare. The needs analysis report is in Appendix 4

Stage 2

View-seeking events led by Dorset HealthCare and in partnership with
Dorset CCG, Dorset Mental Health Forum. The local authorities
attended some of these events. There is a view seeking report in the
appendices (Appendix 5). In addition to LA colleagues attending events
the team engaged with the Senior Leadership Team in BCP Council,
with Dorset HOSC and with BCP Adult and Social Care Scrutiny
Committee.
7 community events and 5 Outreach Events (Full information can be
found in Appendix 5)
8 Benchmarking visits led by Dorset HealthCare to see best practice
models and services (Appendix 7):







Stage 3

Southwest London and St Georges Mental Health Trust
Camden and Islington NHS Trust
Oxford Health NHS Trust
NHS Greater Glasgow and Clyde
BrisDoc HealthCare Service
Hastings AOT, Portsmouth AOT, Huddersfield AOT

Model development was coproduced. The model development
groups agreed the shortlist and preferred options. The attendees
included:








NHS staff
Local Authority personnel
Service managers
People who have lived experience and have used rehab
services.
Clinical staff
Directors from CCG
Clinical Commissioning Group MH Commissioning

1.24

The whole project from inception to date has been co-produced and the proposed
model has been based on responses of over 144 people (156 views).

1.25

The team has also engaged with the Dorset and BCP Councils Health Overview and
Scrutiny Committees. The team presented to Dorset County Council 7 March 2019
10

and to Dorset Council Health and Social Care Scrutiny Panel on 26 June 2019 and BCP
Council on the 2 September 2019.
1.26

The CCG Clinical Commissioning Committee and Governing Body have received
updates on the progress of the review.
Critical success factors

1.27 The critical success factors (CSF) were agreed by the Project Board and the
stakeholder group in order to evaluate emerging model options. See table below.
Table 2 Critical Success Factors

Factor to be
considered

Issues to be included when considering this factor

The service will be safe
and sustainable



Will there be sufficient/appropriate multi-disciplinary
workforce, including people with lived experience?



Will it be attractive enough to retain the Workforce?



Will the necessary IT systems be in place (digital care
records)?



Will it support positive risk-taking?

The option will be
affordable, within the
existing budget



Do we believe that the option can be delivered by reshaping
existing resources? Will the option be affordable in the long
term?

It will be a better
experience for those
that use the service



Will it promote positive person individualised care - for
whoever uses the service



Will it meet the needs of the individuals?



Will it promote personal recovery?



Will there be good transport links (Closer to home)



Will it provide support closer to home, including at home?



Will it promote social inclusion and reduce social isolation?

The service will be
accessible

Design and Modelling
1.28 Stage 3 brought the project group and key stakeholders together for a series of
workshops to focus on innovation and then develop the concepts into operational
options. The groups were set up to do slightly different but overlapping pieces of
work.
11

1.29

A list of organisations and interest groups involved in the co-production process is
attached at Appendix 6. All the participants have been involved from the inception
of the review to date and further details about how we will take forward partnership
and stakeholder involvement in future are outlined in the management case.

1.30

The review is responsive and iterative for example: Following the second stakeholder
event on 5th September 2018 a survey monkey questionnaire was sent to the
attendees for feedback and input on the event to shape the future events. The
outcome was for less presentation and recap and more time on the group work. The
next session was designed with less talk and more time in groups.

1.31

Three innovations events were held throughout stage 3 to ensure staff engagement
was maintained and to present other models of rehabilitation services across the
country where rehabilitation can be managed in the community with varying levels
of support. The events were made up of internal provider representatives and
national leads in psychiatry and psychology.

1.32

The innovation event on 1st March 2019 shaped a vision for the new rehabilitation
service and described the value:
Working together so you can live the life you want to live









Hope and belief in your potential
Based on your strengths and interests
Focused on your life goals
Providing as much support as you need when you need it
Involving people important to you
Honesty and transparency
Keeping you and others safe
Offering the best treatment and support that we can
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2

STRATEGIC CASE

2.1

The strategic case explores the case for change. It examines the proposed
changes and what investment is required and whether it fits with the overall
local and national strategies. It also sets out the vision for the new model and
its key core functions. The proposed model is as follows:


2 Community Rehab Units (one east (13 beds) and west of the county (9 beds))



Community Rehab Team and Assertive Outreach Teams working across the
county



Supported Housing available across the county (21 units). The development of
the supported housing offer will be done as a separate Workstream in three
stages and is described in Appendix 8 but outlined briefly below:


2.2



Work with existing developers and MH housing providers and LA
colleagues to agree the use of supported housing settings for MH
Rehab/AOT and Homeless Health Clients.



Carry out a review of all the supported housing need and identify
different approaches to the provision of supported housing



Feed into the development of the Housing Strategies and Homelessness
Strategies of the two newly formed Local Authorities.

High Dependency Unit (14 beds)

The strategic context is framed by the national NHS mandate and CQC requirements
which outline the objectives:
Through better commissioning, improve local and national health
outcomes, and reduce health inequalities including access to all
physical health checks and treatment options;
To help create the safest, highest quality health and care service;
To balance the NHS budget and improve efficiency and productivity;
To lead a step change in the NHS in preventing ill health and supporting
people to live healthier lives;
To maintain and improve performance against standards;
To improve out-of-hospital care and to support research, innovation
and growth and to support the Government’s implementation of EU
Exit in regards to health and care.
CQC requires no shared accommodation in inpatient units and there is
some shared accommodation in one of the Rehab units and the review
will have to address this.
Strategic Context

2.3

The mental health five-year forward view - a report from the independent
mental health taskforce to the NHS in England - February 2016 states that:
13

2.4



The NHS should expand proven community-based services for people of all
ages with severe mental health problems who need support to live safely
as close to home as possible with 24-hour access to mental health crisis
care. More ‘step-down’ help should be provided from secure care, such as
residential rehabilitation, supported housing and forensic or assertive
outreach teams.



An explanation of the strategic context is in Appendix 9.

The NHS long term plan published January 2019 specifically for inpatient care
says:


The five-year forward view for mental health programme is working to
eliminate inappropriate out of area placements for non-specialist acute
care by 2021 allowing patients to remain in their local area – maintaining
relationships with family, carers and friends.



People who have severe enduring illness should be able to have the sort of
life they want including, employment, leisure, relationships and housing
including supported living.



People who have SMI accessing physical health checks as a matter of
course follow up treatment as required.



Sir Simon Wessely’s mental health act review recommended that capital
investment from the forthcoming spending review will be needed to
upgrade the physical environment for inpatient psychiatric care.



The Long Term Plan also references Rehab in the context of Primary and
Community Services

Local context and needs analysis
2.5

2.6

The county of Dorset has a resident population of 776,304 (all ages 2018/19)
and is served by two local authorities.
Council

Population size

Dorset Council

376,304

BCP Council

400,000

Statistics suggest that by 2020/21 the number of people in Dorset forecasted
to have a serious mental illness will increase to approximately 7,882 (1%
growth).
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2.7

The projected increase of the number of people with a serious/severe mental
illness on the GP practice registers in Dorset between 2021 and 2026 is 189
(+2.4%).

2.8

Table 2 indicates that the prevalence rates remain relatively stable over this
period of time.
Table 3 prevalence and projected prevalence increase in Dorset for people with a serious/severe mental illness

2.9

National data suggests that the number of people in Dorset who may
subsequently require some form of rehabilitation (20% of those with SMI) is
approximately 1576 (80% of this number will have a psychotic illness such as
schizophrenia or schizoaffective disorder). A further 1% (79 in Dorset) of
people may require inpatient rehabilitation at some point during their ongoing
illness. (Source is Commissioning Guidance for Rehab 2016)

2.10

Dorset currently has 38 rehabilitation inpatient beds. During 2018/19 there
were 47 admissions to those beds and the average length of stay was 200
days. Based on the forecasted increase in demand, if nothing else is done
additional beds may be required. However, with a community rehab team and
housing provision in place, it is possible that fewer beds in the rehab pathway
would be required. The table shows the number of hospital beds needed if no
other changes were made.

High Dependency Unit
Community Rehab Units
Total number Rehab Beds needed at 85% occupancy
Number of people requiring admission
15

2018/19
14
43
57
48

2020/21
14
46
60
53

2.11

Based on population data the higher proportion of services will need to be
provided in the conurbation of Bournemouth, Christchurch and Poole (BCP) as
these have the highest population density and highest SMI rates. The
deprivation figures also indicate there are levels of deprivation in Christchurch
and in pockets in the west of the county (e.g. Bridport) where SMI rates are
slightly higher than the national average.

2.12

MH Clustering is a numerical way of showing range of mental health conditions
and are sometimes used for “payment by results”. The table below shows the
SMI clusters that are most likely to use MH rehab and assertive outreach
services.
Table 4 MH Cluster information

Cluster

Need

11 Complex needs,
standard support

This group has a history of psychotic symptoms,
currently controlled, causing minor problems if
any at all. They are currently experiencing a
period of recovery where they are capable of
full or near functioning. However, there may be
impairment in self-esteem and efficacy and
vulnerability. This group may have full or near
full functioning”.

12 Complex needs,
medium support

This group has possible cognitive and physical
problems linked with long-term illness and
medication. They may have limited survival
skills and be lacking basic life skills and poor
role functioning in all areas. This group have a
history of psychotic symptoms with a significant
disability with major impact on role
functioning”.

13 Complex needs, high
support

This group will have a history of psychotic
symptoms which are not controlled. They will
present with severe to very severe psychotic
symptoms and some anxiety or depression.
They have a significant disability with major
impact on role functioning. They will have
possible cognitive and physical problems linked
with long-term illness and medication. They
may be lacking basic life skills and poor role
functioning in all areas”.

16 Dual Diagnosis

This group has enduring, moderate to severe
psychotic or affective symptoms with unstable,
chaotic lifestyle and co-existing substance
16

misuse. They may present a risk to self and
others and engage poorly with services. Role
functioning is often globally impaired
17 Psychosis and affective
disorder difficult to
engage

This group has moderate to severe psychotic
symptoms with unstable, chaotic lifestyles.
There may be some problems with drugs or
alcohol not severe enough to warrant dual
diagnosis care. This group have a history of
non-concordance, are vulnerable & engage
poorly with services”.

2.13

The Needs Analysis was developed during spring and summer 2018 and the
summary of the key issues have been outlined in the following paragraphs.

2.14

People in the current rehab services often experience long admissions to hospital.
There are often delays in discharge. Possible reasons for delays include the limited
supply of supported accommodation and the lack of an active and engaging
community rehab team that can support discharge with packages of care.

2.15

National research data suggests that people out of area do less well because they are
disconnected from their peers, families and friends. Dorset intends (in line with the 5
year forward and Long Term Plan) to reduce reliance on out of area placements.

2.16

There is a higher proportion of men accessing rehabilitation services. This could be
for a number of reasons that have not been specifically identified within the analysis.
It might be because bed provision is set up for more men than women. However, the
male female split is consistent within the AOT service, the homeless health team and
the out of area HDU rehab units with 8 males and 4 females and the in area inpatient
units have 26 males and 12 females.

2.17

In total for 2019/20, there are approximately 545 people in Dorset who would
benefit from rehab services including inpatient rehabilitation (59 inpatients and 445
community). The forecast indicates this number will increase and this will need to be
taken into consideration with shaping of future rehabilitation services for Dorset.
Based on APMS average predicted prevalence of Psychotic Disorder and
Probable Psychotic Disorder
2017/18 2018/19 2019/20 2020/21 2021/22
Rehab beds
41
43.0
45
46
48
HDU
14
14.1
14
14
14
Total Rehab beds
55
57.1
59
60
62
Community Rehab
420
432.5
445
458
471

2.18

In summary there is rising demand and current services are not set up in the best
way to meet the level of need. Hospital and limited community support is
17

inadequate as a way of meeting this client group’s need. The model proposed
provides a much improved response. It should allow people to stay in the
community wherever possible, have the shortest possible inpatient admissions (in
this statement there is an acknowledgement that some people require long
admissions) and the right ongoing support in the community once discharged.
2.19

There is little community provision and a reduced number of supported housing
options at the moment, which leave inpatient services being the primary
rehabilitation and complex care option.

2.20

It is likely that things could work differently with better outcomes for people, with
targeted reshaping of the current services, including a community rehab team and
supported housing which enables people to live in the community whilst accessing
the right treatment and support for their needs. The Kings Fund paper, Housing and
Health makes the case for housing to be a key feature in relation to health services
and managing patient flow. Cocker 2014 carried out an evaluation of Tile House. Tile
House is in Camden built and owned by One Housing Group. The evaluation shows
that the scheme saved the NHS £ 443,964 per annum through preventing admissions
and ensuring early discharge reducing length of stay. (Croker 2014, Integration that
works: an evaluation of Tile House)

2.21

The table below indicates the average number of admissions, discharges and
length of stay (LOS) information for the inpatient rehabilitation units between
2016/17 &17/18. Bed occupancy figures indicate that DHC rehab beds over the
same period have run at 94.2% which is in higher end of rehab occupancy
compared to national averages. The admissions are higher than actual bed
numbers but not all admissions and discharges happen on the same day, there
is always overlap between admissions and discharge.
Table 5 Inpatient rehabilitation unit inpatient data

Unit

Indicator

Nightingale House

Admissions
Discharges
Min LOS on Ward (days)
Max LOS on Ward (days)
Avg LOS on Ward (days)
Admissions
Discharges
Min LOS on Ward (days)
Max LOS on Ward (days)
Avg LOS on Ward (days)
Admissions
Discharges
Min LOS on Ward (days)
Max LOS on Ward (days)
Avg LOS on Ward (days)

Nightingale Court

Glendinning
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Average between
16/17 &17/18
21
9
1
1064
255
15
10
3
945
514
9
6
0
714
275

2.22

Nightingale Court’s LOS is markedly longer than the other two units when looking at
the average number. This is due to the fact that patients transfer between
Nightingale House and Court depending on need of the patient. There are a number
of factors that impact upon LOS:





2.23

Access to 3rd sector social care providers
Ability for patients to be transferred (due to need) between Nightingale House
and Nightingale Court plus vice versa which are logged as shorter LOS at
each. Glendinning has on occasion transferred to Nightingale Court and accepted
people from Nightingale House but not to the same extent
Nightingale Court has had recent success at moving on a Home Office patient
who had been with them for very many years which would have skewed the
average (mean).

Graph 1 below shows the age range of patients admitted to a rehabilitation bed
during 2017/18. The average age of patients admitted to Nightingale House during
2017/18 was 42.9 years, at Nightingale Court it was 47.8 years and at Glendinning
the average age was 36.9 years. This compares to the national picture where most
patients in rehab have been in the MH System for years before they enter rehab.
With a community rehab service and Assertive Outreach service the Dorset service
may be able to offer rehab much earlier.
Graph 1. Inpatient Age Range

2.24

Across the three rehabilitation units, 66% of all admissions during 2017/18 were for
males, with each of the units recording a higher number of male admission
respectively. This may not truly reflect the need as there are always a number of
women in out of area placements that could not be accommodated in area. The
CQC report “Mental health rehabilitation inpatient services”, 2018 suggests that two
thirds of rehab patients are male. So Dorset aligns with the national picture.

2.25

The conclusions from the information above should inform the future modelling to
consider the split between male and female beds and the location of the new
services. The conclusions are as follows:
19







Average length of stay has reduced in all three units over the last two years
Bed occupancy runs at 94.2 percent which is high in comparison to national
averages of 84.2%
Most noticeable reduction in LOS is in BCP area due to more move on options
There are more men admitted and this may be due to a number of factors in
terms of how the beds are configured
The number of people out of area who could return to Dorset will also inform
how the beds should be configured in terms of male female split. Based on a
high level review of people in out of area placements, it is currently the view that
8 of 12 people could return to Dorset.

Out of Area (OOA) Placements
2.26

Between 2014 and 2019 Dorset consistently has 12 people placed in rehab units out
of area. Clients placed out of area usually have diverse and complex needs and may
have had contact with the criminal justice system. They may require a long term High
Dependency Unit (HDU) or Long Term Complex Care; low secure or a highly
specialised unit that can support people with Autism for example. The current
placements range in duration from 2014 to 2019 and generally cost anywhere
between £2,000 and £7,000 per week. The table below shows the number of people
currently in OOA placements and geographical location.
NB The NHS does not specify “locked” units but where they are described as locked
they most closely resemble HDU and are usually provided in the private sector.
Gender
Male
Female
8
4

2.27

Diagnosis

Areas

Schizophrenia (8)
Schizoaffective (1)
Asperger’s (3)

Berkshire
Northampton
London
Surrey
Hampshire

There is no local provision that provides HDU or secure rehabilitation and if
individuals require a more secure setting they are offered services out of area that
can accommodate their needs. The link below provides descriptions of all the unit
and community services.
https://www.jcpmh.info/wp-content/uploads/jcpmh-rehab-guide.pdf
Existing Services

2.28

The national commissioning guidance suggests what good looks like in terms of
mental health complex care. In Dorset currently there is only inpatient rehab
and this does not match what good looks like. The preferred option however,
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described later in the SOC very closely resembles the recommendations. The
link is to the commissioning guidance:
https://www.jcpmh.info/wp-content/uploads/jcpmh-rehab-guide.pdf
2.29

The current NHS Mental Health provider is Dorset HealthCare University Foundation
Trust (DHC) rated Outstanding by CQC. DHC provides all of Dorset’s statutory NHS
mental health care in the county. Dorset CCG and the Local Authorities also
commission MH services from the third sector for example; the Dorset Mental Health
Forum, St Mungo’s and Bournemouth Churches Housing Association.
Residential Rehabilitation Services

2.30

Nightingale House: Is a 16 bedded mixed gender unit. A multidisciplinary team
comprising of mental health nurses, occupational therapy staff, medics and
clinical psychologist work collaboratively to provide a holistic and supportive
approach to enable and promote patients on their personal journey of recovery
and enhance their quality of life and wellbeing. The unit is solely for patients
with severe complex care needs. Nightingale house provides rehabilitation
services to clients with active symptoms of psychosis and other related mental
health conditions, complex needs and challenging behaviours. The usual aim of
treatment is to prepare patients to step down to other rehabilitation services
prior to independent or supported living. Patients can be admitted into these
beds from a variety of sources, including secure services, and directly from the
community with prior assessment. People can be referred to Nightingale Court
from here.

2.31

Nightingale Court: 13 bedded step-down inpatient unit for adults who
experience complex, severe and enduring mental illness. A multidisciplinary
team comprising of mental health nurses, occupational therapy staff, medics
and clinical psychologist work collaboratively to provide a holistic and
supportive approach to enable and promote patients on their personal journey
of recovery and enhance their quality of life and wellbeing. The patients will
often have had previous multiple admissions and unsuccessful discharges from
other services and require a longer period of stability to consolidate their
recovery and rebuild skills and confidence before moving back out into the
community. People can be referred from Nightingale House and also admitted
directly.

2.32

Glendinning Unit: 9 bedded rehabilitation unit in Dorchester that has a similar
function to Nightingale Court. The unit is run by a multi-disciplinary team as
described above. The patient group predominantly suffers from psychosis
often with other related mental health conditions. The main sources for
referrals are from other inpatient settings within Dorset HealthCare. The unit
helps people develop strategies for living with their health condition,
encourage people to take responsibility to self, enable the building of skills and
develop confidence through direct experience. This support includes
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community integration which is delivered in collaboration with allied health,
voluntary and third sector agencies.
Assertive Outreach Teams (AOT)
2.33

Assertive Outreach Teams (AOT) are specialist community services and part of
secondary mental health. AOT work with adults of working age with serious
mental illness and particularly complex needs who require intensive support.
There are two teams; AOT east has a case load of 52 people and west has a
case load of 29. The table below shows the staffing profile.
Table 6 staffing the AOT teams

AOT Teams East and West (Weymouth)
East Caseload – 52 people
1.0WTE Band 7 Team Leader
3.0WTE Band 6 Mental Health Nurses
(including 1 secondment ending Feb
2020)
3.0WTE Band 3 MH Support Workers
1.0WTE Band 3 Admin
2.0WTE Social Worker (BCP local
authority funded)

West Caseload – 29 people
1.0WTE Band 7 Team Leader
0.3WTE Consultant Psychiatrist
1.8WTE Community Mental Health
Nurses
1.0WTE Occupational Therapist
1.0WTE MH Support worker
0.6WTE Admin

2.34

The AOT service is not currently Dorset wide. The two teams cover Bournemouth and
Poole and Weymouth. The teams work in different ways and are staffed differently
so there is not a standard across the county. The ideal for AOT is that staff carry
caseloads of a maximum 10 people per whole time equivalent; both teams have
people carrying larger caseloads including the team managers/leaders. People who
would benefit from AOT in the areas where the teams do not work are supported via
the CMHTs which is not ideal or in line with best practice/evidence base.

2.35

Services users within the AOT services have multiple needs. This group of
services users require a proactive case management approach. Typical AOT
clients may have multiple contacts with police and a forensic history, multiple
admissions to inpatient units under the mental health act, high levels of
substance misuse and limited insight into their illness. Some service users
experience homelessness and some may be unable to maintain housing.

2.36

The Assertive Outreach Team operates the following referral criteria:



A severe and persistent mental illness (i.e. schizophrenia, major affective
disorder) associated with a high level of disability.
A history of frequent use of inpatient or intensive home based care (i.e.
more than two admissions or more than 6 months in inpatient care in the
past two years).
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Detained under Mental Health Act on at least one occasion in the past 2
years.
Difficulty in maintaining lasting and consenting contact with services.
Multiple, complex needs including a number of the following:
History of violence or persistent offending
Significant risk of persistent self-harm or neglect
Poor response to previous treatment
Dual diagnosis of substance misuse and serious mental illness
Unstable accommodation or homelessness
Subject to Care Programme Approach (CPA).

2.37

The AOT works with individuals who are disabled by their mental health
condition. The client group usually has a complex range of needs and the skill
of AOT is the focus on the individual to meet their needs. They operate a
flexible and adaptive approach to engaging with service users. This can include
visits being undertaken at a range of locations, supporting with medication
compliance, developing life skills, increasing access to opportunities for
employment and occupation and monitoring physical health. The current
community provision for rehabilitation is partially covered by the Assertive
Outreach Teams.

2.38

Currently Dorset has no community rehabilitation team and by default the AOT
teams sometimes support rehab clients. The AOT teams currently support up to 90
clients. The mix of hospital, community rehab and AOT in the proposed model should
enable more people to benefit from rehab described in Appendix 10

2.39

Homeless Health Service is in place in the BCP area and in the Weymouth are the
service works differently in each area. In the BCP area it works with the street
services team delivered by St Mungo’s and specifically works with rough sleepers
who appear to have serious mental health concerns and in Weymouth the team
works with rough sleepers and people in insecure accommodation e.g. sofa surfers or
B&B occupants.

2.40

The HHS aims to work with people and link them in with mainstream services where
ever possible. This often takes a lot of time in terms of rapport and building trust
with a vulnerable group of people who may chose to avoid services.
View seeking
Table 7 Themed view seeking information

Staff and people focus

Service and people focus

Compassion and care
Team work

Community reintegration
Independence

Better communication

Focus on Future

Devoted quality time

Activities
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Environment and
system
Safe environment
Expand on current
facilities
Long waiting times to
get into rehab services

Listening

Psychology support

Life skills promoting
independence and focus
on future
Workshops with peers
Focus on life outside of
hospital
More community support

2.41

The View seeking and public engagement events sought people’s views about
current rehabilitation service and how they thought they could be improved. All the
views were collated into a thematic analysis report. Many of the themes confirmed
the findings of the data analysis.

2.42

Participants were people who work in rehab, people who use rehab services, families
and friends and other key stakeholders. The methodology was co-produced with
service users to ensure that it was appropriate and compelling. During the view
seeking there was an online survey and four half day drop in session in key locations
across Dorset. There were 144 responses received equating to 156 views.

2.43

Table 10 above shows the themed feedback in sections: staff and people, services
and people and environment and system. The theming includes what was good and
what needed improvement. (Green=good, amber = could be better and red = needs
to improve).

2.44

Overall there were positive views about staff and the care and support they
provide. There was also an acknowledgement by people using the services and
by people working in them that resources are tight and that this impacts on the
type of work delivered especially in relation to activities and workshops. It was
also the view that these limits affect the services ability to focus on patients’
future life away from hospital: For example activities are cancelled if staff have
to deal with other issues on the units or the unavailability of supported housing
options.
Visits to other services

2.45

Visits took place across the whole pathway during stage 1 of the project where
members of the AOT teams visited 8 areas across the country. The areas
visited were chosen because they are areas where good practice had been
highlighted. The visits were carried out in order to gain insight in relation to
developments in rehabilitation services and incorporated visits to London,
Bristol, Glasgow, and Oxford. Visits looked at models of HDU, Homelessness
Provision, Community Rehab and Assertive outreach services.

2.46

A key area of interest was the Oxford partnership called Response where they
operate with no inpatient beds but with a similar sized population as Dorset as
well as a similar number of rough sleepers. This model uses supported housing
for rehabilitation in 3 tiers:
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79 units of 24-hour care,
100 units of transitional and
140 units of longer term care

The model has proven successful and they have over the last year only used two
out of area placements.
2.47

The full benchmarking report and summary can be found in Appendix 7.

Case for Change
2.48

The current rehabilitation service does not meet the needs of the rehab/AOT
client base. It only provides inpatient services and so does not meet the needs
of people who would benefit from community rehab or AOT.

2.49

Through the review work the case for change has emerged and the main issues
are summarised below:


Dorset does not offer an equitable service across the county for people who
have a complex range of needs



Dorset has a number of out of area placements



CQC standards in relation to shared accommodation are currently not met
across the rehab inpatient services



There are long waits for people who would benefit from rehab or AOT



AOT has higher than optimal caseload and has people on their caseloads
who need community rehab not AOT

2.50

In addition to the above bullet points, the AOT is working overcapacity with their
caseloads in excess of recommended limits at times. The best practice caseload level
is 10. Currently resources are not matched to demand. Teams may need to work
differently to manage the demand. This will primarily be done with additional
funding to increase staffing to AOT and also will be creating a Community Rehab
Team that will share the load across the county.

2.51

The current rehabilitation service in Dorset focusses on inpatient facilities and less on
community and supporting people to live as independently and as well as possible in
the community. The community offer will include community rehab and AOT so will
increase the range of support and treatment options including the setting in which
this can be accessed, e.g. hospital, own home or supported living settings.
The proposed model

2.52

The proposed new rehabilitation pathway will have a service lead and will be
commissioned as one pathway with easy transition between different parts of
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the pathway. This will increase the range of options for people who would
benefit from rehabilitation or assertive outreach approaches to their treatment
and ongoing support including homeless individuals. The pathway will include:


High dependency unit: to enable Dorset resident to receive complex care
support in area. The HDU will enable the repatriation of out of area clients.



Community rehab units: to enable those people who need a more
supported and intensive approach to step down to access this before they
return to live in their communities. The team will work into the inpatient
units and in the community, they will support repatriation of patients who
are out of area and support people in existing and new supported living
settings.



Community team/s including community rehabilitation team, separate
assertive outreach team/s: to enable a more proactive approach to
rehabilitation and recovery closer to home and reduce the need for
admission to inpatient units. Homeless Health Service enhanced.



Supported housing/other residential home settings: to support recovery in
people’s own communities and promote more independence



Over all the components of the pathway will align teams and units, east and
west of the county and link into the Primary Care Networks being
developed.

2.53

The proposed changes will benefit to the people who use the services through
a model that will support people in county and within the community.
Providing care closer to home is key for personal recovery.

2.54

The long term ambition of the NHS is not to use out of area placements and the
Dorset ambition is for that to be the case. This is line with the NHS Long Term
Plan and the National Commissioning guidance which advocates treatment
where possible outside of hospital settings. It is also in line with the new NICE
guidance to be published October 2019.

2.55

The model will offer the opportunity to bring people that are detained in out of
area rehabilitation units back into Dorset where they are closer to friends and
relatives. The model will have a high dependency unit (HDU) that will provide
treatment and support for people who need more complex care.

2.56

The model will see more support in the community, with support in different
types of housing/supported living settings. This will mean shorter hospital
admissions it will also mean that people will be able to move through the
system seamlessly, ensuring fewer delays. Increased throughput means more
patients accessing the treatment and support they need.
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2.57

Supported housing in the proposed model is crucial because this is the exit
route from hospital where people have no accommodation or unsuitable
accommodation. It is also the gateway in to settled accommodation in the
community and gateway towards independent living. There are supported
housing offers in the BCP area and some in the Dorset Council area but not
enough to meet the rehab demand and a crucial part of the implementation
will be the development of additional supported housing settings. See
Appendix 8 the Housing Paper.

2.58

The new pathway will be a pan Dorset pathway to ensure equity in terms of
access to the right level of treatment and ongoing support.
Benefits

2.59

A large number of benefits are anticipated to flow from the new pathway
development. The main benefits are shown below in Table 8.
Table 8 Anticipated benefits

Group to benefit
Service users

The MH System

Carers/Families
Staff

ICS

Outcome
 More choice of rehabilitation locations e.g. inpatient or own home
 Services will be located within Dorset
 Care closer to home
 Shorter time spent in a rehabilitation unit and in acute provision
 Holistic individualised care
 Promotion of independent living with support at home
 More choice of supported housing
 Meets national requirements to repatriate people from out of area
back into Dorset
 It is likely that there will be fewer Delayed Transfers of Care (DTOC)
and improved flow through acute MH system and shorter inpatient
rehab stays
 Community recovery teams work in partnership to deliver care
 Improved communication between partners/organisation
 Services will be located within Dorset
 Care closer to home
 More opportunities to work in the community setting and
 Expand skills and knowledge
 Different career opportunities
 Addressing concerns from staff that they did not have capacity to
work with people or to focus on their lives outside of the hospital
context
 Housing partners making offers that may not require procurement
of supported living. The offer from developers is to acquire and
develop properties that are then leased to a Housing Association in
partnership with a MH Care and support provider.
 The cost to health and LA is in 117 costs that are shared
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If section 117 named patients come back in to shared cost
placements this may benefit the ICS but will with current 117 split
impact the LA disproportionately
With the ability to work with LA partners and providers there is
scope to develop the housing service specification so that there one
service specification for all of the supported housing services

3

ECONOMIC CASE

3.1

The purpose of the Economic Case is to explain how the potential options for the way
forward have been developed and subsequently shortlisted in preparation for NHSE
assurance processes. The overall aim is to ensure that the final option represents the
best possible value for money that is the best possible balance of benefits, cost and
risk.

3.2

At this stage the Economic Case seeks to identify a shortlist of possible ways forward,
all of which are potentially achievable and affordable and will deliver the project
objectives. It also identifies which of the shortlisted options is deemed as “preferred
way forward”

3.3

As part of this process, analysis has been carried out to check the likely costs and
affordability of the various choices that might be made.

3.4

The final stage consisted of shortlisting events where all the potential options were
appraised, ruled in or out, dependent on meeting the shortlisting criteria and the
objectives.

3.5

As described in the case for change there are four key components to the preferred
model. The four components were used to create a long list of options consisting of 12
variations.
The four key components are:





3.6

Community Rehab units
Community Rehab Team and Assertive Outreach Team, Homeless Health Service
Supported housing
High Dependency Unit

The 12 shortlist variations were developed through a process of elimination using the
critical success factors and key objectives. The shortlisting process reduced the
longlist down to a short list of 3 options and with that emerged two preferred
options that were feasible.
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3.7

Subsequent to the shortlisting session described above the project group met again
to discuss which of the two options was the preferred choice. The end result is one
preferred option that delivers against all of the Critical Success Factors. The full write
up for the process is in Appendix 10.

3.8

The final decision on the preferred option will not be made until after NHSE
Assurance Process. It may also require public consultation, in which case the final
decision will be made after that. The CCG will take all views into account and will
undertake a more detailed analysis of the costs and benefits of all the shortlisted
options as required. Health Overview and Scrutiny Committees in Dorset Council
and BCP Council have recommend that there is no requirement to consult formerly
with the public because:




The Cohort of people requiring these services is relatively small
The level of engagement with people using and working in services has been
robust and consistent
The Public will not fully understand MH Rehab and they may not be
concerned about it.

Model options
3.9

This section describes the outcome of the options appraisal event held on Thursday
17th January 2019 which concluded with two viable options as described below. The
process and list of options discounted are described in Appendix 10 with a list of
attendees for this event and a subsequent follow up event on the 21st January
available in Annex 1 and 2.
Outcome

3.10

Tables 9 and 10 describe the configuration of the two options deemed viable with
option 4 emerging as the preferred way forward because it met all criteria for
success.
Table 9 Preferred option

Option 4
Preferred
option



One HDU (14 beds)



Two Stepdown units (9 in the west and 13 in the east) and
provided by the NHS



Community Rehab Team and Assertive Outreach Teams



Supported Housing Units (21)

Table 10 Other viable option

Option 2

 One HDU
 Two step down units one delivered by NHS, one delivered by
third sector or private provider
 Merge AOT and HHS into Community Recovery Team (CRT) and
co-deliver with supported housing staff/peer workers
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 Supported Housing provided by third sector or private providers

3.11

3.12

As said the project team explored the preferences above and it was agreed, on
reflection as a group, that Option 4 is the best option which meets all the criteria
including patient safety, life beyond hospital and reducing health inequalities. The
proposed model will mean:


The likely reduction in the overall number of NHS inpatient beds



An increase in the number of people being supported in the community and living
in supported accommodation and other housing options with 21 units required to
meet the current need.



The implementation of changes once approved will be staged and measured to
ensure continuity of care and patient safety.



The Development of an HDU unit with 14 beds. The HDU is a part of the preferred
model but the development of the community services is not dependent on the
HDU. The HDU will be the final part of the pathway to be developed.

Although there may be small reduction in the number of NHS beds the provision
going forward will be at least equal to the current provision. Even without the HDU
the addition of supported housing units, Community Rehab Team and additional
staffing for AOT and Homeless Health Service will make the offer comparable if not
better than the existing inpatient rehab offer.
Summary of potential risks

3.13

A summary of the potential risks is detailed below that were identified during stage 3
of the project are presented in Table 13 below:
Table 11 Summary of potential risks

Risk Title
Interdependencies of
other service reviews
Workforce
recruitment and
retention
Reduction in the
number of hospital
beds

Rehabilitation
Workforce

Detail
Understanding the impact
of other reviews
Shortages of trained MH
professionals (B5&B6) and
recruitment challenges
across the ICS
Hospital beds will need to
close

Mitigation
Linking with other reviews and
attending key Boards.
Workforce planning is ongoing
across the ICS

Access to supported living
settings mitigates the risk and
will increase and vary range of
places where people can access
MH Rehab.
The impact of not
Working with Dorset Health
retaining or recruiting
care workforce for new
workforce in rehabilitation solutions and working across
the ICS on Workforce also
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High Dependency
Unit Inpatient Beds

Economic or policy
changes. Brexit

services will impact on any
delivery model
Estate will need to
accommodate an HDU and
in the current
configuration it will be
challenging
Unknown impacts
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workforce linked to supported
housing provision
Dorset HealthCare currently
review all its estate in order to
come to a solution for all of the
transformational requirements.
Monitoring changes and being
prepared to be flexible to adapt

4

FINANCIAL CASE

4.1

The purpose of the financial case is to set out clearly the likely financial impact of the
investment proposal and the cost implications of the shortlisted options.

4.2

At the commencement of the mental health rehabilitation review the agreement
was to work as far as possible within existing spend and this meant that there was
the need to:


Identify funds from the out of area locked rehabilitation beds to support the
development of the agreed model and reinvest into new rehab pathway



Identify the budget for staffing resources for the 3 inpatient units and the AOT
teams



Ensure all services are cost efficient and offer best value for money.

4.3

The financial case details the cost implications of the preferred option. Although the
review tried to work within existing financial constraints the new model requires
additional investment. The baseline service is detailed and finally the section
includes the assumptions that have been made at this stage of the planning.

4.4

Total expenditure associated with the rehabilitation service review is £5,461,014.
This includes costs of out of area placements. The current cost breakdown of existing
provision is outlined in table 12:
Table 12 Rehabilitation Services Cost Breakdown

Service (based on 19/20 operational budget)

£

WTE

AOT Poole/Bournemouth

342,472

8.00

AOT Weymouth

254,754

6.31

Joint Homelessness Team

170,882

3.60

Glendinning

558,993

14.12

Nightingale OT

344,195

8.49

Nightingale House

1,102,472

30.51

Nightingale Court

777,756

20.66

Service Manager

58,196

1.00

Medical Staff

264,698

2.80

Total

3,874,418

95.49

Out of Area Placement Costs (based

1,586,596

on 18/19 named patient expenditure)

Grand Total

5,461,014
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The Financial Context
4.5

As stated the review was carried out on the basis of any development being within
the existing costs. However, the outcome of review so far is a model of rehab that
will cost more than the current service. However additional investment into the new
model will future proof it and allow for rising demand and improved community
support.

4.6

Additional investment is required to future proof the service and the amounts
required are described in the tables 14-16. The investment required is in some ways
dependent upon the out of area spending and this is included in the tables.

4.7

Supported housing costs will depend on how it is developed for this part of the
pathway. At present supported housing commissioned by the Local Authorities is
commissioned through block contracts and does not use sec 117 funding.

4.8

Supported housing developed by private companies in the area is funded using sec
117 funds.

4.9

A decision has to be made about what supported housing is required and how best to
acquire it. This will require partnership work with the LA and housing developers and
providers of care and support. A paper describing the supported housing work
stream is in Appendix 8. The proposal for taking this work stream forward is
described in brief in the following steps:
1. The first is take opportunities at very little risk to NHS and Local Authorities by
working in partnership with Developers, Housing Associations and MH Care and
Support providers. The cost of this can be met through Sec 117 and Housing
Benefit which is the shared responsibility of NHS and Local Authority and most
rehab clients would be entitled to section 117 aftercare.
2. Carry out a review of mental health housing to understand the need, the capacity
and current provision and to look at alternative models of supported housing
such as “housing first” type models or floating support.
3. Work with the Local Authorities as they develop their new housing and
homelessness strategies

4.8

DHC is undertaking an estates review. This is a separate internal process being
undertaken by Dorset HealthCare and although interdependent with the
rehabilitation review is not reliant on the outcome.

4.9

The financial modelling assumptions have been cautious, with higher end costs
assumed. Lessons from other reviews have been absorbed in this work and include
other costs including medic and psychology time along with other non- pay costs.
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Costing of shortlisted options
4.10

The table below outlines the required number of beds / caseload capacity for each of
the new service pathway elements.
Table 13 Number of beds / caseload capacity

Rehab pathway
HDU
Community Rehab Units
Supported Housing
Community rehab and AOT
caseload

Number of beds /accommodation units and
case loads
14 NHS beds
9 NHS beds West
13 NHS beds East
21 Supported Housing or living units
AOT caseload capacity – 92
CRT caseload capacity – 341
Homeless Health Service – 58
Total community caseload capacity = 433

Assumptions
4.11

The Community Rehab unit costs were based on Glendinning and Nightingale Court
costs.

4.12

All staff costs are at midpoint.

4.13

Bed modelling incorporated the number of people who could be supported in the
community in different types of supported housing/living settings. The numbers were
based on national guidance and a local review of patients who could have been
supported in the community who were placed in a range of inpatient units across the
county. The local modelling showed that fewer people would have required hospital
had there been a more robust community treatment and support offer in place. The
bed modelling data can be seen in Appendix 11.

4.14

Supported housing costs described separately in the tables below, were based on the
average costs per week of supported housing. The cost of support in supported
housing ranges from £350 to £950 per week. The supported housing in the context
of the rehab pathway is important and the project team has developed a service
specification and developed options as suggested by the project and stakeholders. A
full appraisal of the Rehab Housing Proposal is in Appendix 8.

4.15

The cost of 4 out of area placements are included as an ongoing cost because
services in Dorset will not be able to support them due to the complex nature of their
conditions.

4.16

Additional assumptions


S117 funding not currently included in current budgets



2019/20 Pay scales used
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The community team may incur additional costs for future accommodation.

4.17

The following tables show the costs of the new pathway and show the additional
investment required to implement the pathway. The finances have been split in to
community pathway including two NHS community rehab units and then inpatients
which for this proposal is a High Dependency Unit. The development of the HDU will
enable repatriation of people out of area but is wholly dependent on capital
investment and estate.

4.18

Table 14 describes the cost implications based on inclusion and exclusion of existing
out of area expenditure within overall budget. Table 15 shows the costs of the HDU,
table 16 provides information about the supported housing options. Table 17 and
17a outlines the total workforce requirement for the proposed pathway of care
which equates to the need for an additional 51.85WTE people when compared to the
existing pathway workforce.
Table 14 Financial Summary of new pathway (revenue costs)

Proposed Service Element

Costs

Totals

9x NHS Beds (West)

£860,320

13x NHS Beds (East)

£1,317,823

Community Teams (CRT, AOT and HHS)

£2,710,379

New Community Rehab Pathway Total

£4,888,522

Less current DHC operational budget

£3,874,418

Budget Shortfall

£1,014,104

Table 15 HDU Costs

HDU

Costs

14x HDU beds

£1,214,063

Existing OOA spend

£1,586,596

4 OOA (People unable to be repatriated)

£565,954

Shortfall in budget

£193,421

Shortfall/

*based on current OOA expenditure (£1,586,596) less need for 4 beds remaining OOA (£565,954)
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Table 16 supported housing cost implications

Revenue Streams

Development
options
Average costs of
care and support
Cost to 117

Risk

Supported Housing to be developed
Housing benefit covers rent
Section 117 covers care and support costs and NHS and
Local Authorities share responsibility for Sec117 costs
Developer, Housing Association and Care and Support
Provider (Private or Third sector)
Between £350 and £950 per week
Based on 21 Supported Housing places the predicted
cost to Section 117 budget averages:
£382,200 per annum (lower range of costs)
£1,037,400 per annum (higher range of costs)
Risk of rising Section 117 costs – work to reduce the use
of Mental Health Act may mitigate against this.
Numbers managed in this pathway are also predicted
to remain relatively stable.

Table 17 Workforce Totals

Proposed Community Pathway Workforce
requirement
9x NHS Beds
18.97WTE
13x NHS Beds
34.21WTE
CRT, AOT, Homeless Team
61.80WTE
Management
2.41WTE
117.39WTE
Table 17a

Proposed Pathway Workforce Requirements HDU
14x HDU Beds

4.18

29.95WTE

A full breakdown of the workforce profile for each component of the NHS service is
found in Appendix 12.
Future Demand

4.19

Based on the needs analysis, there is predicted growth and the higher proportion of
services will need to be provided in the BCP area because BCP has the highest
population density, higher levels of deprivation and highest SMI rates. There is
acknowledgement that Dorset Council also have pockets of deprivation and higher
than average SMI rates. The modelling shows the bed numbers required in each
area.

4.20

The changes to the rehab pathway will ensure that people are able to access rehab in
the community and have access to inpatient provision when needed. The approach
will future proof the service because it proposes a mix of providers and mix of
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accommodation types. Supported accommodation housing units can be developed
and the number increased to match need.
4.21

Including supported housing in the mix means that NHS hospital units will be used
more appropriately and not just the default offer. It means that people will be able
to move on from hospital sooner when appropriate. It also means people will have
access to less restrictive types of rehabilitation support including access to
employment and leisure activities
Risks

4.22

The key risks to the successful achievement of the project’s objectives are set out
below. The assessment will be refined as the project progresses.
Table 17 Risk log

Risk Description

Mitigating Action

1 Workforce: Lack of a skilled and
committed workforce is needed and to
be developed to prepare for the
anticipated service changes. There may
be some disengagement and people
seeking other roles
2 Financial: Unable to deliver the desired
model option due to financial
constraints and competing priorities

Ensure there is continued communications
and engagement on progress of the models
and promote the model options as the new
way of working

4 Capital finance and estate issues

Ongoing estates review to be resolved
including planning applications and ACP bed
developments.

5 Housing solutions not found or the
offers from developers dries up.

Ongoing discussion with developers and the
Local Authority Housing Departments plus
the development of a MH Framework which
will keep partners on board.
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Ensure finance teams are involved
throughout the process to advise and input.
Investment considered as part of the MH
Investment standards.

5

COMMERCIAL CASE

5.1

The commercial case demonstrates that the potential options are acceptable and
that the service can be delivered in the area and by the best provider for the job.

5.2

NHS Dorset CCG, the two local authorities and Dorset HealthCare represented on the
project board are confident that the options outlined within the rehabilitation
services review are able to be delivered. Implementation will need to be done in
stages and dependent on available finances and workforce in each year.

5.3

The partnership approach to this project has been crucial alongside the wider coproduction approach embedded throughout. Each stage of the project inputs has
been co-produced with a range of stakeholders and where the proposed options
have been developed, shaped and analysed with local stakeholders in line with best
practice guidance and able to meet key elements identified within the view seeking
report.

5.4

In 2016 local sustainability and transformation partnerships (STP) were formed
across NHS organisations and local councils. Subsequently Dorset was designated as
one of the initial integrated care systems. In an integrated care system, NHS
organisations, in partnership with local councils and others, take collective
responsibility for managing resources, delivering NHS standards, and improving the
health of the population they serve.

5.5

Local services can provide better and more joined up care for patients when
different organisations work together in this way. For staff, improved collaboration
can help to make it easier to work with colleagues from other organisations and
systems can better understand data about local people’s health, allowing them to
provide care that is tailored to individual needs. By working alongside councils, and
drawing on the expertise of others such as local charities and community groups, the
NHS can help people to live healthier lives for longer, and to stay out of hospital
when they do not need to be there in return, integrated care system leaders gain
greater freedoms to manage the operational and financial performance of services in
their area.

5.6

All Dorset’s NHS MH services are delivered by Dorset HealthCare and it is agreed that
DHC will continue to lead on the delivery of all of Dorset’s MH provision. This gives a
greater degree of confidence that the proposed new pathway can be implemented
and delivered.

5.7

There are third sector providers in Dorset already involved in partnership working
with Dorset CCG and Dorset HealthCare and this will also ensure that the supported
housing elements of the pathway are able to be delivered.
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Procurement strategy
5.7

The procurement and implementation strategy will be outlined in the Outline
Business Case to be developed following NHS Assurance and Consultation if
required.
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6

MANAGEMENT CASE

6.1

The management case highlights implementation issues and demonstrates that
Dorset CCG and partners are capable of delivering the proposed new MH
rehabilitation pathway.

6.2

In June 2017 Dorset’s NHS partners and Local Authorities applied to be an ICS and
were selected as one of eight successful applicants. This builds on the already
successful track record and strong commitment to collaborative working across
health and care organisations. This provides the opportunity to work together to
deliver this pathway.

6.3

Dorset ‘s ICS is working together to deliver this five-year plan in order to meet
national priorities in line with the scale of change required and to close the gaps in
health and well-being, care and quality, and finance and efficiency.

6.4

Integrated community services will transform general practice, primary and
community health and care services in Dorset so that they are truly integrated and
based on the needs of the local populations. The Rehabilitation Review sits within the
new model and has many interdependencies with other service developments so
good links have been developed across programmes.
Project Governance

6.5

High level project governance for the Rehabilitation Services Review is shown in
Table 18 below.

6.6

In accordance with good practice, ongoing development and implementation will
continue to adhere to this approach.
Table 18 High level governance structure

CCG Governing Body
Clinical Reference Group
MH Integrated Programme Board

Joint
Commissioning
Board

Project Board
Project Team
6.7

In lieu of NHS Assurance and any public consultation (should it be required), the
project will move towards developing the Outline Business Case and the
implementation plan. This stage will be carried out using project management
structures as with the earlier stages. The roles and responsibilities of the project
members are outlined in the table below:
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Table 19 Rehab project roles and responsibilities

Role

Responsibility

Project Executive

Collective and final responsibility for the approval to
recommend the proposal to the approval authorities

Project Board

Provides the Project Executive with stakeholder and
technical input to decisions affecting the project

Project Sponsor

Personal accountability and overall responsibility for
the delivery of the successful outcome

Project Manager

Leading and managing the coordinating the Project
Team on a day to day basis

Project Team

Takes forward the decision of the Project Board and
develops the operational elements of the project

Stakeholder forum and
user groups

Provides the Project Board with further insight and
advice on the detailed requirements of the project

Project Management Arrangements
6.8

The following arrangements will be put in place to ensure the continuation of the
rehabilitation project and to ensure that future stages including implementation are
delivered on time and achieves the stated outcomes.
The Project Team

6.9

The project team is accountable to the project board and has responsibility for the day
to day project and key deliverables and comprises of staff from across NHS Dorset CCG
and Dorset HealthCare NHS Foundation trust.

6.10 The project team are supported by a project group which will continue as appropriate
within the project stages. The project team and project group comprises a mixture of
staff across NHS Dorset CCG, Dorset HealthCare NHS Foundation Trust and the Dorset
Mental Health Forum. There were also representatives from communications and
engagement, finance, business intelligence, quality, commissioning and operational
leads.
6.11

The Project Team is accountable to the Project Board and has responsibility for the
day to day running of the project and the development and production of all the key
deliverables.
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Project Sponsor and Manager
6.12 The Rehabilitation Review has a project sponsor who has overall responsibility for the
delivery of the project. A project manager is also in place to ensure that the day to
day work is carried out in line with the structured project plan. Project manager
responsibilities are as follows:
Table 20 Project Manager responsibilities

Co-ordinate and implement
the project

Ensure the project produces the required
deliverables to the required standard, within the
specified constraints

Run project within tolerances
the Project Board approves

Ensure that Issues and Risks that have been
identified are managed effectively

Plan and monitor the project
Manage risks and develop
contingency plans as agreed
Report project progress at
Project Board meetings

Direct and motivate the project team
Be responsible for project administration.

Prepare the Lessons Learned
Report

Take responsibility for overall progress and use
of resources and initiate corrective action where
necessary

Report to the Project Board through Highlight
Reports and
End Stage Assessments.

6.13

Within the project responsibilities an Equality Impact Assessment is completed at
each stage of the project.

6.14

A major factor for successful project management is communications and
engagement. The communications and engagement team at NHS Dorset CCG as part
of the project team have supported the project throughout with supporting materials
for view seeking including postcards for feedback, posters and online surveys.
Implementation

6.15

There are a number of areas that will be considered before the pathway can be fully
implemented: The pathway relies on considerate planning and restructuring of the
current service pathway.

6.16

It is anticipated that there will be a phased roll out approach to the implementation
of the new service and this is based on the outcome of the Dorset healthcare estates
review in terms of where the inpatient units can be located with the correct bed base
and the allocation of existing budget for the remainder of the financial year budget
2019/2020.
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6.17

The table below shows the high level milestones to be achieved ahead of
implementation of the new pathway taking into consideration the financial
implications as described in the financial case.
Table 21 rehab timeline below outlines the milestones to be achieved before implementation

Rehab Timeline 2019/20
May/June
June

July – Sept

October
November
November – April 2020

April 2020 - 2021

DHC Review Out of Area placements
Project Team Meeting (SOC) review service spec/
housing paper
Dorset HOSC
Governing Body
Ongoing staff engagement
MH-IPB SOC draft SOC approve draft service spec/
housing paper
BCP HOSC
MH-IPB SOC and Business case sign off
Ongoing Staff engagement
NHSE Stage 1 Assurance
Governing Body
Develop Community Rehab Team
Enhance AOT
Develop the supported housing plans with LA partners
Staff consultation
Implementation

6.18

The review has been presented to the NHS Assurance Team and Senate members
and they have recommended that there is no requirement for a public consultation.
NHS Assurance recommended a few minor changes to the Strategic Outline Case
including the need to make specific reference to physical health concerns, personality
disorder and drugs and alcohol issues.

6.19

The panel also recommended separating out the HDU from the rest of the pathway
because it has a very specific part to play in the pathway and that is initially to
repatriate people from OOA back to Dorset. They also made comments on the
Power Point slide deck and they have subsequently been amended to reflect the
comments.

6.20

The panel recommended that the final version of the SOC should be presented back
to the HOSCs in Dorset and BCP.

6.21

Having been through NHS Assurance it is anticipated that the implementation will be
phased in the following stages:
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Table 22 Implementation stages

Stage 1








Stage 2



Stage 3



Stage 4



Implementation stages
Develop the Community Rehab Team
Recruit to Community Rehab Team to in preparation for
implementation on the 1st April 2020.
Identify supported housing accommodation suitable for rehab
clients.
Develop other supported housing as needed as part of wider
review work
Review current inpatients in Nightingale Court and Nightingale
House with a view to moving them to supported accommodation if
clinically suitable.
Complete the same review for people who are out of the area in
rehabilitation and within locked facilities.
The Community Rehab Team and HHS/AOT once established will be
able work in the NHS units and into supported housing settings to
assist people to move seamlessly between different elements of
the pathway dependent on need including moving people closer to
home, friends and family.
Reduce bed base at Nightingale court. Identify bed base in the east
of the county in line with the estates review. Maintain Glendinning
as the inpatient unit for the west of the county.
Identify a site to host an HSHDU within Dorset once evaluation of
system flow has been completed.

6.22 It is for noting at this point that the HDU is to be part of the pathway but initially there
to enable repatriation of people from out of area placement. To repatriate people a
review of all the out of area placements will be needed and once done the right
pathway to return to Dorset be made available. Some people will require HDU others
may best be served in one of the Community Units and others in high supported
housing services. Each repatriation will be on the basis of the individual’s needs.
Post Project Review
6.23 This project is developing a pathway that is new and innovative and the initial two
years will be key to evaluating the effectiveness of the new model. Not all parts of the
model have academic, peer reviewed evidence base, but benchmarking with similar
services and talking to people who use them has strongly suggested that these work
well and focus on rehabilitation.
6.24 As part of the project management process a risk and issues log are kept and updated
according to the project requirements and where appropriate new risks are
incorporated onto the NHS Dorset CCG risk register. The risk register and mitigated
actions will be regularly updated and signed off at each project board.
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Consultation
6.21

The NHS assurance panel has approved the review and made the recommendation
that the CCG does not need to consult the public for this transformational
programme. The NHS Assurance team were cognisant of the HOSCs’ opinion.

6.22

The initial feedback from HOSC was; given the level of engagement thus far and the
fact that the review covers a relatively small population, and the public might find
MH Rehab confusing, consultation should not be necessary and the work can be
viewed as service improvement.
Evaluation and benefit realisation

6.23 A benefits realisation plan will be established and overseen by the Mental Health
Integrated Programme Board. This plan will clearly describe each benefit including
success measure and will also show accountability for its realisation. It is anticipated
that some parts of the model can be tested initially with a roll out plan to further
develop an evidence base which can assist in the development of a meaningful locally
focussed benefits realisation plan for the implementation phase.
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