
 

Mental health’s time has come  

 

‘The evidence is irrefutable: mental illheath is preventable, has scientific 

evidence of the benefit to people, communities, whole local economies, 

and government, of evidence based investment’ 

 

  

Transformational partnerships for value are needed with leaders 

equipped with information & intelligence & new financial mechanisms  

 

 
Dr. Geraldine Strathdee,  

Mental health intelligence and leadership programme  

Jan 2016 
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Fundamental new insights on the economics of mental health: 

 the user narrative, scientific evidence, HM Treasury deep dives   

 

•In England, we spend a lot of money on mental health, but we spent it on 

dealing with the consequences of NOT having provided prevention and 

early access to highly cost effective treatments  

 

•So a lot of lives are lived in misery, children brought up in poverty, 

expensive institutions are full, and our communities are less wealthy and 

have less social capital than a different pattern of leadership & investment 

would enable  

•There is a wealth of evidence from people, International scientific 

evidence, and Intelligence examples of ‘what good looks like’ to work out 

how to reverse this poor use of taxpayers money ……….. 

 

•There is a wealth of evidence on how to make quick wins that can 

transform outcomes and energize  
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Building collaborative , resilient communities for England  

Every government’s dream:  

……….the answer to building a successful country  



Key questions: Based on the known clinical, academic and ‘what good 

looks like in practice’ intelligence & evidence  

1. How much wealth and social capital can be achieved by optimizing positive mental health & resilience 

in individuals and communities  

2. How much mental illhealth can be prevented …up to 20-30%? 

3. At the onset of a mental illness, how much early intervention can be provided through rapid access to 

education, digital & peer support 

4. How much treatment can be provided with online therapies + support 

Within health care : 

1. What is the most clinically and cost effective model of wider primary care MH, where 80% of MH 

happens, and what can be achieved by community pharmacy & a focus on (Intermountain style) CYP 

services  

2. How can we maximise value in integrated care HRGs in acute care & LTC pathways  

3. How do we stratify the top 10% high cost, low volume crisis, admissions and high cost episodes which 

accounts for 40% spend  

4. How do we maximise community care as hospital care accounts for 50% spend for 10% people  
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This presentation  

 

• The new national priority for mental health  

• The evidence on the economics of mental health 

• World Cities new approach to mental health 

• The London Commission 

• HM Treasury review 2016 

• New York, 2016 

• West Midlands & Bradford  

• What is needed for strategy  

• What is needed for implementation   
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The 5 Year Forward View Lifespan approach to mental 

health policy: making clinical and economic sense    

Being Born well  
Best early 

years 
Living and working 

well 
Growing older 

well 
Dying well 

Building Positive 
mental health 

literacy  

 

in individuals & 
communities 

 

  

Prevention of 
mental ill health  

 

Improving 
access to 

 

Integrated  

Timely Effective care 
for all new patients  

Transformation  

of services to 

deliver value, better 
outcomes, quality & 
personalized Right 
Care & integration  

To achieve it needs Leaders, information, intelligence, incentives  & improvement plans 
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London and New York: international city leaders 

6 Guiding principles     



London calculated the costs of NOT addressing 

mental health in an evidence based way  

The way london calculated the cost : www.london.gov.uk/mentalhealth 

https://www.london.gov.uk/mentalhealth


Creating Social Capital  
• The London Commission, (2014) which was on wider health, is an 

exemplar of how the city leaders 

 Analysed  

• the key impacts of mental illness  

• the evidence base on effective interventions 

 

Developed an evidence based responsive strategy which focuses on  

• Early years ‘Best start in life” evidence based strategy 

• “Healthiest Employer’ city 

• Primary care at scale developments  

• Safer transport development  

• Major police forces / NHS collaboration to almost zero police cell use 

• Is commissioning a £2.6 million on line digital platform to support 

individuals and peer communities develop resilience  
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Context from Geraldine Strathdee, National Clinical Director: “Access to 

evidence based care delivered by trained staff is less accessible in MH” 

26% of adults with mental illness receive care 

92% of people with diabetes access care  

 

Enhanced Primary care Diabetes services was 

key to better care, reducing hospital spend 

Access to effective  

care by condition…. 
% in treatment 

Anxiety and depression 24 

PTSD 28 

Psychosis 40-80 

Eating disorders 25 

Alcohol dependence 23 

Drug dependence  14 

Mental health conditions is the largest proportion of 

the disease burden in the UK (22.8%),  larger than 

cardiovascular disease (16.2%)  or cancer (15.9%) 

People with psychosis die 14-20 years earlier of 

untreated physical illnesses due to 14/4%  

being excluded from basic health checks so  

they use x 4 A/E & acute services 

7% SMI are in paid work  

59% triple amputees are in paid work  

England spends a large amount on institutional care by 

several departments, more than needed for  prevention, 

self management, early intervention of effective 

treatments. 

Is this Value based policy and care? 

 See LSE paper for further context and facts: http://cep.lse.ac.uk/pubs/download/special/cepsp26.pdf 

Key questions: 

• What are the levels of investment in prevention and access to effective services for people with mental ill health?  

• Why do only under 33% access treatment? 

• What proportion could be prevented and why  is there little spend on prevention of mental ill health? 

• For those who do access treatment how good is the quality and outcomes? 

• Why are people with mental illness the most excluded from treatment in primary care in England? 



Depression :  think about the causes & solutions follow……….. 
Which part of government, local government, social care and healthcare need 

to act? 

Elderly 
isolated & 

people with 
dementia  

Victims of 
domestic 
violence 

 

Alcohol and 
drug addictions 

Isolated 
women with 

small children 

Victims of school 
and employment 

stress and 
bullying 

Key life cycle:  
•Divorce 

•Retirement 
•Redundancy 
•Menopause 

Long term 
physically ill 

Dyslexia, Dysprexia 
ADHD, Autism, 
Asperger’s and 

Learning Disabilities    

People with 
schizophrenia 
and sight and 

hearing 
problems  



High impact prevention programmes:  
Through a new era in public health, patient self management & stratification  

 
 

Zero Child abuse 

• Ambition for England : sexual, physical, emotional   

 

Schools 

•Resilience embedded in the school culture & curriculum, early identification though school nurse and form tutor training, & 

Governors for well being & resilience 

 

Employers 

•Positive productive employment practice, jobs , Health & Safety employment standards  

 

Parenting & relationships programmes 

•The ‘statin” of good mental health now at pregnancy clinics, primary care & adult education 

 

Alcohol:  

•Strategy needed asap to save £20 billion for the NHS, Police, Local government  

 

High Value groups to prioritize  

•Leaving care CYP  

•Frequent crisis, admissions, detentions, stable accommodation, transitions 

•Integrated care pathways in primary and acute services  

 

 

Building Collaborative, resilient communities for 20% NHS demand reduction? 



Access standards to Right Care for psychosis, perinatal conditions 

, eating disorders will lead to major changes in life outcomes and 

value …....aiming for world best .. 
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Right Time 

Right Care NICE standards  

✓ Information 

✓ Physical health  

✓ Medication  

✓ Psychological therapies 

✓ Rehabilitation & 

Recovery care plans for 
training/ employment   

✓ Right carer and social 

network  

✓ Crisis & relapse 

prevention 

✓ Maximizing digital 

potential 

Right Outcomes 

Right Team 

 ✓ PROMs 

✓ PREMs 

✓ CROMs 

✓ Employment 

 

Right team 

   - Compassionate, 

   - Coaching, 

   - Coproduction  

   - Recovery focus 

   - Multi disciplinary/ agency   

Right implementation & 
Continuous Quality improvement  

✓ Commissioning guidance 

✓ Baseline national audit 

✓ Workforce plans  

✓ Data collection plans 

✓ Accreditation networks  

✓ 5 ALB & Regulation  

✓ Big Data & innovation plans  



Primary Care mental health: time to get 

evidence based   

Registration:  

Introduce patient self 
completion 1 min ipad 

integrated assessment at 
registration  

Enhanced SMI care for 
psychoses  

GpwSI 

Practice nurse for physical health  

3rd sector navigator outreach for healthy 
lifestyle, personlaised budgets, safe 

monitoring 

To reduce 20,000 avoidable deaths a year    

 

Depression/ anxiety   

Direct access to mental health 
trained staff & psychological therapy 

To reduce 4000+ suicides a year  

Integrated physical and mental 
health care for MUS & LTCs 

care  

To save 13 billion/ year  
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Primary care: basic changes needed to fast track development   
…learning from the best of international primary care in New Zealand, Canada, America, 

Australia, Europe, occasionally in England stratification & skillmix 

1. Registration & annual checks: making every contact count  

• Include 1 min self completion MH & behavioural health assessment e.g. Ipad eChat 

2. Primary care team skillmix : 1/3rd to be MH workers  

• Mental health is 30% of the daily work of primary care, so we need the new focus on  

primary care MH staff, direct access to psychological therapists, older adult depression 

case managers, GPwSI In alcohol, specialist practice nurses  & other core MH staff  

3. Primary care clinician decision support tools works well for e.g. diabetes  

• Clinicians decision support templates, especially for annual physical QOF SMI check e.g. 

Bradford genius one, digital apps. 

• Family and 3rd sector outreach to support people attend for health checks  

4. Primary care ‘at scale’ value integrated care groups e.g. US,Oxford, Swindon  

   

• Living well’ with stroke, diabetes, pain, COPD, bariatric surgery,   

• Enhanced SMI care, Enhanced MUS care,  Alliance commissioning models 

• Named worker for SMI, depression case managers etc etc   



Mental health system of care:  
for elective care we need a MH taskforce to build personalized, recovery orientated, high 

quality care & reduce suicide at every level    

 
High 

secure 
beds  

Medium secure 
beds 

Low secure beds  

Intensive rehabilitation closed 
unit  

for complex dual diagnosis  

Open rehabilitation units  

Locally authority Residential rehabilitation  

Supported accommodation with care package  

Own tenancy plus personalized budget 

24/7 Assertive outreach/  community forensic team 

multi agency teams   

24/7 Assertive outreach /rehabilitation & recovery, 

multiagency  teams 

24/7 Assertive outreach /rehabilitation & 

recovery multi agency teams  

Rehabilitation / recovery team: 

multi agency  

Rehabilitation / recovery team 

CMHT/ Enhanced primary care SMI 

with 3rd sector outreach  

CMHT/ Enhanced primary care SMI 

with 3rd sector outreach  

Design Principle :It is vital to understand that in mental health our ‘technology’ and ‘care model design principle’ is that  in 

order to provide safe, NICE concordant , efficient services, we need proven effective care teams to link with beds 

 In mental health we are expert at using case managers to triage all admissions & work early  on the discharge plans 

The beds  The  teams  



Commissioning to address causes & reduce repeat crises 

that can be prevented with care plan review  
the use of the mental health act part 2 and 3 by CCG area  

So now, we can identify the local conditions that can lead to 

use of the act & address the CAUSES :  
• transport hubs, homelessness, no recourse to public funds, cultural 

mores, link with unemployment & drug and other criminal activities, 

clinical management & practice variations, service configurations   



What are the GM social determinants of mental ill-health the Risk factors in Greater Manchester 

Summary: GM is an area of high mental health morbidity due to the presence of high levels of the social determinants of 

mental illnesses 

• 7/12  GM LAs have significantly high numbers among the 20% most deprived in the country, in 5 boroughs this is more than 

40% of people  

• 6/12 GM LAs have notably high rates of Long term unemployment  

• All GM LAs (bar Trafford) have high rates of long term health problems. In Wigan, Rochdale, Tameside & Salford this is more 

than 20% of the population 

• 6 GM LAs have low self reported satisfaction scores - in Rochdale and Oldham this more than 10% of the population  



What is the transformational MH crisis care model  
Crisis Concordat & the Urgent & Emergency Care review  

 8. Adequate beds when 
needed 

7. Alternatives to Hospital beds 
e.g. day treatments and crisis 

houses  

6. 24/7 Liaison mental health 
teams in A/E & acute trusts  all 

ages 

5. 24/7 Crisis Home Treatment 
Teams 

4. Places of safety for S 135/136  

3. Trained tele triage & tele 
health  

2. Single number  access ? 
111 

1. CCGs & HWWBs tackle 
causes 

1. Identify Causes & Prevent by all agencies : 
• Identify the causes of MH crises & prevent 
•Public health, Health & Wellbeing Boards, CCGs, transport 

systems, police, housing, social care, primary care 

 

2. Single coordinated access number & 

system 
• single access number to ring ? 111 

• all agency response, GPs, social care, NHS   

3. Tele triage and tele health well trained staff 
• which reduced face to face need by 40% 

• Which can reduce suicide risk 

• Which respond to  police & other referrers 

 

4. S 136 places of safety/ street triage. Crisis home 

treatment team response  

 

5. Crisis Home treatment teams with fidelity 
• reduce admissions and LOS by 50% 

• ? Could coordinate street triage etc  

6. Liaison mental health teams  

•in A/E & acute trusts reduce admissions to acute 

beds and care homes by 50% & reduced LOS 

7. Crisis houses & day care for as alternatives  

8. Adequate acute beds when needed 



Acute & community provider long term conditions & integrated care 

Comorbidities- common, costly in  current silo models of care and 

commissioning and  tariff system incentives inappropriate   
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Comorbidities & mental ill health becoming the norm  

Co-morbid MH problems are associated with a 45-75% increase in service costs per 

patient (after controlling for severity of physical illness) 

 

Between 12% and 18% of all expenditure on long-term conditions is linked to poor mental 

health and wellbeing – at least £1 in every £8 spent on long-term conditions. 



Compelling Value examples : Compendium of 

examples of cost effective programmes for people 

with physical illnesses in acute trusts, primary care 

settings  


