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Foreword

In recent years we have become increasingly aware
of the complex and interdependent relationship
between mental and physical ill health. We also
know how the story has sadly tended to unfold for
the vast number of people with both mental and
physical health needs: significantly poorer health
outcomes; starkly higher premature mortality rates
and lower life expectancy; greatly increased use of
in-hospital and emergency resources.

But there is building momentum and palpable
energy across the country to do things differently
and better — to shift this narrative. “The Five Year
Forward View for Mental Health” (FYFV, NHS
England, 2016) identified ‘An integrated mental
health and physical health approach’ as one of its
three priorities.
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Introduction

As well as the undeniable moral imperative to plan for
and provide better care for patients with multiple
serious needs, there is an established and growing
evidence base as to what interventions work in
increasing the quality and effectiveness of care. These
range from innovative models of primary care,
improving access to physical health checks and
interventions for people with serious mental illnesses to
offering talking therapies to people with long-term
physical health conditions.

The step-change that is increasingly being articulated in
local and national strategies is about doing the right
thing for patients earlier by working proactively and
preventatively where possible, moving away from the
archaic and unhelpful view of mind and body as
separate entities.
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Foreword cont.

The wide consensus to move towards integrated,
place-based, multi-disciplinary community teams
can provide a vehicle for that if done effectively and
collaboratively. There is a real opportunity that, in
doing so, we can reduce demand for hospital care in
acute settings as well as improvements in patient
experiences and outcomes.

This analysis was developed working with the Black
Country STP as a pilot and then commissioned by
NHS England for the other 43 STPs.

The materialin the pack is intended to help your STP
in developing your understanding of the local levels
of health inequalities for people using specialist
mental health services and ultimately the case for
change for providing a better integrated mental and
physical health care offer.
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Introduction

Specifically, this information should support STPs in
working through the investment case and the required
scale of provision for the key Five Year Forward View for
Mental Health deliverables intended to deliver a more
integrated physical and mental health service, namely:
Integrated IAPT services; liaison mental health services;
physical health checks and treatment for people with
severe mental illness (SMI)

We hope you find the analysis both compelling and
useful and that it adds to local resolve to take action.

Peter Spilsbury
Director, The Strategy Unit
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Introduction and context

“The Five Year Forward View for Mental Health” Specifically, this information should support
(FYFV, NHS England, 2016) identified three key STPs in working through the investment case
priorities: and the required scale of provision for the

following three key Five Year Forward View for
Mental Health deliverables, intended to deliver

A A7 day NHS - right care, right time, right _ _
a more integrated physical and mental health

quality _
service:
A An integrated mental health and

physical health approach

A Promoting good mental health and A Integrated IAPT services

preventing poor mental health A Liaison mental health services
A Physical health checks and treatment for

To support STPs in responding to the second people with severe mental illness (SMI)

of those priorities, this report provides
information about the physical health and
associated health care utilisation of mental
health service users in your STP area.
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A guilde to this report

The
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Unit.
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A guilde to this report

The remainder of the report contains three
analytical chapters, each providing an insight
into the physical health of mental health
service users, bespoke to your STP.

Chapter 1 focuses on the difference in life
expectancy between mental health service users and
the rest of the population in the STP area, how this
has changed over time and how it compares with
other areas.

Chapter 2 compares acute hospital utilisation for
mental health service users and the rest of the
population in the STP area. Data is provided for
inpatient, outpatient, accident and emergency and
diagnostic services.

Chapter 3 identifies specific opportunities to improve
mental health services through reinvesting resources
tied up in potentially avoidable acute health care
utilisation by mental health service users.

Each chapter describes the methods used, presents
the data for your particular STP in a variety of
formats, makes comparisons with similar areas and
the country as a whole and draws out some key
observations for the STP to consider.
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A guilde to this report

Additional appendices provide other relevant We appreciate this is a long document. To aid with
information on: navigation, we have linked the main contents page to
each individual section so if you are viewing this on a
A a summary of the evidence of the links between computer you can skip through the report by clicking
physical health and mental health and evidence- the various headers.

based interventions to improve the physical health

of mental health service users. Contents
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What this report does and doesn't do

This report, bespoke to your STP, represents a significant
step forward in locally specific quantitative analysis of the
physical health of people in contact with specialist
mental health services. It utilises millions of records
linked at a patient level to measure effects rather than
estimate them. It seeks to quantify life expectancy,
causes of mortality, patterns of acute hospital
utilisation and opportunities to make changes that
through savings can allow investment in improved
services. It is intended to further make the case for
integrating our responses to physical and mental health.

Like any serious analytical project however, there are
many things that necessarily caveat the
findings...decisions about method and scope; availability
and reliability of data. For example, for the purposes of
this project it has not been possible to include data on
service utilisation within primary care, public health
funded services or social care.

Furthermore, the data analysis report, of necessity, has
had to define the ‘'mental health service user’ population
as those who feature in the national minimum datasets
for specialist mental health care. Of course we know
that everyone has mental health, and that there are many
people not in contact with specialist mental health
services with mental health needs. Any mentions of the
broader ‘mental health service user population’ or ‘mental
health cohort’ in this report, refer to the above definition
and should be taken to mean all persons in contact with
specialist mental health services as captured by Mental
Health Minimum Data Sets (MHMDS). The remainder of
the population we have therefore referred to as the 'non-
mental health service users group'.

From an analytical perspective, understanding needs that
aren't captured through systematically coded records is
of course a major challenge and the report hasn't sought
to address that. The same coding issues have also led to
us being more limited in our selection of mental health
sub groups than some would like .....but data quality in the
MHMDS and small number effects made going further
impractical at this stage.
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What this report does and doesn't do

What it does What it doesn't do
A Aims to set out a compelling case for change and for collective A Tell the whole story...it is a significant piece of analysis but it
prioritisation of the gap between the physical health of those has limitations; some by design, some because of data
using mental health services and the rest of the population. availability. We have tried to be very clear about such

A Provides data-linked intelligence on the physical health limitations.

challenges facing people with mental health conditions. A Include insight into Children and Young People (CYP), those
with substance misuse or utilisation of Primary Care
services — national datasets don't permit this currently.

A Gives insight to STPs on how their mental health service users
are using acute hospital services.

A Groups service users into several high level sub-groups (cohorts) A Tell STPs what to put into their plan submissions.

that could benefit from targeted interventions. A Tell STPs what to specify for follow-up deep-dive analysis

A Identifies some areas of hospital care that, if targeted, may to support local decision making.

improve patient outcomes and commissioning budgets. A Provide a detailed analysis of mental and physical health
care pathways, in that it does not include data on primary
care, social care or CYP services.

A Provides a summary of effective interventions for improving the
physical health of specialist mental health service users.

A Provide a platform for clinical engagement on integration in A Model the likely health improvements or economic impacts
STPs. of implementing a range of interventions.

Opportunities for future (analytical) work Describe mental health service utilisation and pathways

. . . - experienced by service users
Link with Primary Care long-term conditions data

Identify the sub-acute mental health population and
opportunities for early interventions

Detailed analysis of other specified sub-groups not covered
e.g. CAMHS, substance misuse

Link with IAPT data

Modelling of demand for dementia and older people's
mental health services
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How to use this report...next steps

In places that have received versions of this analysis
early, extensive, sometimes passionate debates have
been stimulated by the findings. There are so many
further questions that people would like to
ask.....some of these we have already been able to
incorporate into the report you have here, but some
could only be addressed through further large scale
analytical projects or indeed through research. Some
will need local pilot studies; some will become more
accessible as new data sets become available or
existing ones are expanded.

The table above summarises what the report does
and doesn't do. It also sets out some further work that
might follow on, perhaps through further national
projects.

But don't let the acknowledged limitations in the
analysis and the desire to answer more detailed
questions divert you from the big messages in this
report and the case already made for this being a
focus for local action.

We would invite all recipients of the report to use
the contact details for the Strategy Unit at the
back of the report to feed back the further
questions/analysis that you would like to see (or
that you now plan to undertake locally).
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High-level summary of analytical approach

The approach used throughout the three main
chapters of this report is grounded in data linkage,
with analytical techniques applied to aggregated
linked records.

There were five base datasets used to extract the
information we needed for this report:

1.

May 17

Mental Health Minimum Datasets (MHMDS)
2006/07 to 2014/15 - to identify mental health
service users and to assign to sub-groups of that
population.

Hospital Episode Statistics (HES) 2012/13 to
2014/15 made up of accident & emergency,
inpatient and outpatient tables — to identify acute
encounters from the above mental health service
users and supplement assignment to sub-groups
of the population.

ONS death registration records 2006/07 to
2014/15 - to identify patients who have died and
from what cause.

Diagnostic and Imaging Dataset (DIDS) 2012/13
to 2014/15 - to identify diagnostic tests
undertaken on mental health service users and
others.

Bridging file — this contains the unique ID from
the MHMDS and the corresponding HES ID that is
contained in the other 3 sets of tables enabling us
to link datasets anonymously at an individual
level.

Supplementary data on organisational codes,
geographical lookups, deprivation and populations
are also used during the processing to:

A

assign patients to STPs based on their
GP/commissioner of registration or place of
residence

derive indicators of socio-economic status

derive population denominators / populations at
risk in order to calculate various measures

Prepared in support of the Cheshire & Merseyside Sustainability and Transformation Plan | Using this report 13



The flowchart below represents a simplified visual description of how the data was linked for this project to
facilitate the analysis:

. Bridging file |

Aggregated counts of

g activity and costs, P
Link additional aggregated info
added and rates calculated

dat%asiets,
assign
patients to
STP areas
and to
SpE-
groups

Aggregated counts of deaths

aggregated info added and life
expectancy / death rates
HES A&E 20,000,000 calculated

MHMDS 2,000,000

HES inpatient 20,000,000

HES outpatient 100,000,000
DIDS 40,000,000

ONS deaths 500,000
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Background and introduction

There is a clear evidence base to show that life
expectancy, and patterns of cause-specific
mortality are markedly different for those in
contact with mental health services in England
(see appendix 1)

However, no systematic local quantified evidence has
previously existed on which to base either medium or
long-term strategic plans.

With the increased emphasis on mental health within
the 5 Year Forward View, and the development of
Sustainability and Transformation Plans (STP), there is
a need for health and care economies to understand
better the physical health needs of mental health
patients (and vice versa) and to recognise
opportunities for integrated commissioning /
interventions between mental health and physical
health care.

This chapter aims to address that local knowledge
gap and provide STP areas with the information to
answer the following:

A How does life expectancy vary in our area
between those using mental health services and
the rest of the population?

A How does that compare to similar areas across the
country?

A Is the pattern consistent across different causes of
mortality and what mental health / physical health
interactions might we prioritise if we are to tackle
the life expectancy gap?

A Can variances be explained?
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Methods [1]

Statistical approach:

The Chiang Il method for calculating period
life expectancy (Chiang CL, 1968) has been
used for this analysis.

Abridged life tables are used alongside age and
gender-specific mortality to determine the life
expectancy for any given age group. For interpretive
purposes, the life expectancies quoted are suggestive
of longevity that assumes the current mortality
patterns persist over time.

This method is used by ONS for nationally published
life expectancy statistics and has proved to be stable
for low numbers (Eayres D & Williams ES, 2004),
which may occur in some age groups for STP-level
mental health patients and deaths.

The analysis of life expectancy for mental health
patients in Nordic countries (Wahlbeck, et al. 2011) - a
key reference point for this analysis of English
patients - uses a similar but slightly different method.

The population at risk in that study was patients
discharged from psychiatric inpatient care only, rather
than the whole mental health population. Additionally
researchers used the Weisler method for Life
Expectancy calculation using single-year life tables
and across 5-year cohorts.

Patients with a primary diagnosis of dementia were
excluded in their study. We have retained them
however, as the clustering and diagnosis codes in the
MHMDS datasets do not support accurate
identification of specific conditions, particularly in
earlier years of the use of MHMDS.
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Methods [2]

As our definition of the mental health service user is
much broader than the Nordic study, it is expected
that the differences in life expectancy to the wider
population may not be as marked; although our
comparison to the non-mental health population
rather than the general population (which includes
mental health) may offset some of that difference.

Data sources:

The population at risk is identified in this study from
national coverage (England) Mental Health Minimum
Data Sets (MHMDS) between 2006/07 and 2014/15.
From September 2014, this included coverage of
those patients managed within learning disabilities
services.

The deaths are taken from ONS death registrations
data for the same period and are linked via the
pseudonymised HES ID as supplied by the
Information Centre (now NHS Digital).

For national-level analysis, mid-year population
estimates are used to determine the non-mental
health service user population at risk (by deduction).
For STP level analysis, aggregated GP registered
populations are used for non-mental health service
user population at risk.

Financial year cohorts have been retained to
maximise the number of data points in trends and to
simplify the data management of vast datasets.
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Methods [3]

Cohort determination :

Anyone appearing in Mental Health Minimum
Datasets (MHMDS) is deemed to be a mental health
service user. This covers patients with a variety of
conditions and disorders and at various stages of
assessment, severity and treatment. Patients may be
counted more than once in the denominator
population as the ‘population at risk’ is aggregated
across the 3-year pooled period. More detail on how
we have defined sub -groups of the mental health
service user population can be found in Chapter 2.

The above denominators are subtracted from the
relevant total population figures to determine the
‘'non-mental health’ service user population at risk.

Any distinct individuals in contact with mental health
services across the 3-year period that appear in the
death registrations database for the same period are
considered numerators for the purpose of life
expectancy calculations.

The total deaths minus the above are considered the
non-mental health numerators for life expectancy
calculations.
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Life expectancies for your STP area [1]

Life expectancy at birth in years | mental health and non- Life expectancy at birth | MALES | Life expectancy at birth | FEMALES |
mental health populations | 2012/13 to 2014/15 pooled All mental health service users All mental health service users
90 - 76 - 76 -
84.3
81.2
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70 - 205 72 72
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0 B -
Male Female 58 - 58 England median
B Mental health [] Non-mental health
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On average, men and women in contact with mental health services have a life expectancy 20.5 and 18 years less than
the rest of the STP population respectively. Figures for men and women are fairly low compared to ‘similar’ areas.

May 17 Prepared in support of the Cheshire & Merseyside Sustainability and Transformation Plan | Chapter 1: Life Expectancy 20



Life expectancies for your STP area [2]

Life expectancy at age 65 in years | mental health and non-
mental health populations | 2012/13 to 2014/15 pooled

25 -
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4
3 157 GAP = 9.6
5
N
O
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rest of
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B Mental health

B service users

218

GAP = 9.8

12
(55 % of

rest of
pop)

Female

[] Non-mental health

L service users

The inequality gap persists and indeed widens as people
age.

At 65 years of age, given current mortality patterns,
men in contact with mental health services are likely to
live on average another 9.8 years —half that of the rest
of the population.

For females of that age in contact with services the life
expectancy on average would be 12 years — 55% that of
the rest of the population.

NB. For presentational purposes, life expectancies have been
rounded to 1 decimal place, however 7 calculations use
unrounded figures so may not reconcile.
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Life expectancy trends for your STP area

Life Expectancy at Birth for Mental Health and Non-Mental Health Life Expectancy at Birth for Mental Health and Non-Mental Health
cohorts | MALES | 3-year pooled periods 2006/07 to 2014/15 cohorts | FEMALES | 3-year pooled periods 2006/07 to 2014/15
90 - 90
85 - 8&-4 )
80 4 T _ 80 4 |
70 4 el 198 18.8 19.0 194 20.3 205 70 -
B / —
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200809 200910 201011 201112 201213 201314 201415 200809 200910 201011 201112 201213 201314 201415
95% CI Mental Health cohort 95% CI Mental Health cohort
--------- Non-Mental Health cohort --------- Non-Mental Health cohort

Life expectancy for both men and women in contact with mental health services has been fairly stable in the STP over
time, although has been increasing slowly for the rest of the population so the inequality gap persists or is widening (for
males).
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To try and understand the degree of variation in life expectancy gap exhibited across STPs, we have looked at the
linear association between life expectancy in mental health and non-mental health service user groups. This

analysis shows little correlation.

Whilst some of this may be an artefact of the data, this implies that factors usually associated with life-expectancy
(lifestyle, socio-economic deprivation, educational attainment, geography) are either interacting differently for
mental health service users or there are other systematic factors at play, such as the variation in provision of
mental health services. This appears an important finding. It suggests that changing the way services are provided
has real potential to achieve impact and that differences aren’t all about social function out with service control.

Correlation between Life Expectancy in Mental Health and non Mental Health populations by English STP |
Males and Females | 3-year pooled period 1st April 2012 to 31st March 2015
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Comparison with other findings

For assurance, we have compared the findings
in this report to previous studies internationally
including the large Nordic study by Wahlbeck
et al (2011) — summary details are provided in
appendix 1.

Overall the broad scale of life expectancy findings are
similar across the various studies despite some
important methodological refinements and
classifications of the mental health population. It is
reassuring from a methodological perspective that
the inequalities identified in this report broadly reflect
what other similar analysis have suggested.
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Causes of death 1in mental health service users

Previous work has highlighted the difference in
mortality rates by cause of death between
‘'mental health’ and ‘'non-mental health’
populations and some of the factors associated
with them (Prior P, Hassall C & Cross KW,
1996), (Appleby L et al, 2000), (Russ TC et al,
2012).

By calculating directly standardised mortality rates
(Eayres D, 2008) for our mental health service user
‘cohort’, we can compare the relative risk of death
with the non-mental health service populace,
suggesting areas to focus on for prevention and other
health improvement interventions in a mental health
setting.

Rate calculations exclude numerators and
denominators below 15 years of age due to low
recording in mental health datasets of this age group.

Using the underlying cause of death field, as
described by the Office for National Statistics, men
experience higher mortality rates than women for the
three largest killers — cancer, circulatory and
respiratory disease.

Women in contact with mental health services
experience higher mortality than men for
genitourinary disease, mental disorders themselves
(presumably a larger cohort of Dementia patients)
and for causes not elsewhere classified.
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Causes of death for your STP area [1]

Directly Standardised Mortality Rate* per 100,000 population over 15yrs | mental health and non-mental health cohorts |
by gender and cause of death | 2012/13 to 2014/15 pooled
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* Rates standardised using the total England reference population normalised to 100,000. Source, ONS mid-year population estimated, 2012-2014 pooled.

NB. The values across the middle of the chart indicate the rate ratio of mortality rates between mental health service
users and the rest of the population e.g. DSMR for circulatory disease is 3.1 times higher in the male mental health

service user population.
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é DSR with 95% CI

Nearest neighbour

Causes of death for your STP area [2] average

— = = National average

This section compares the directly standardised rates (DSR) for the top five volume (physical) causes of death
with your nearest neighbour (NN) STPs, their average and the national average. Your nearest neighbour STPs
are shown in order of similarity below and more detail on the methods used to derive them can be found in
appendix 2. The most common causes of death nationally (2015 registrations) are listed for information.

Your STP area Nearest neighbour 1 Nearest neighbour 2 Nearest neighbour 3 Nearest neighbour 4 Nearest neighbour 5

Durham Darlington and Tees

Cheshire and Lancashire and South Northumberland Tyne n : : South Yorkshire and .
- . ambleton Richmondshire West Yorkshire
Merseyside Cumbria and Wear and Whitby Bassetlaw
MALE FEMALE
Most Circulatory diseases (ICD10, I00-199)
common
1200 - 1200 -
causes:
(@] (=]
ﬁ IHD 3 1000 6 é {) i S 1000
Cerebrovasc & | T AL ___ S
ular disease T 800 | @ @ T 800 - Q O @)
A Acute 3 =T e e e - — = _(3 - = _Q
myocardial 5‘) 600 - 3‘) 600 - 5
infarction A A
A Stroke
400 T T T T T 1 400 T T T T T 1
STP NN1 NN2 NN3 NN4 NN5 STP NN1 NN2 NN3 NN4 NN5
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(? DSR with 95% CI

Nearest neighbour

Causes of death for your STP area [3] average

— = = National average

Most MALE FEMALE
common
causes: Cancers, Malignant (ICD10, C00-C97)
1100 - 1100 -
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Causes of death for your STP area [4]

Most
common
causes:

A Liver disease

A Gastric ulcers

A Intestinal
diseases

Most
common
causes:

A Diabetes
mellitus

May 17
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Key findings for your STP
Life Expectancy

There are several important observations about life expectancy at birth for mental health service
users over the last 9 years;

A Thereis a current gap of around 20 years for men and 18 years for women between those who use mental
health services and those that don't across your population — around 20-25% LESS in terms of years lived. This
is slightly higher than the national gap (19 and 16 years respectively).

A The difference is more marked in older mental health service users — those aged 65 are likely to only have half
the remaining life expectancy of the population not in contact with mental health services.

A Life expectancy for both the male and female mental health service user population hasn't increased over this
study period compared to the non-mental health service user population — the inequality appears to be
widening.

A The gap between men and women is much larger for the mental health service users than the general
population — consistently around 6 years difference compared to around 4 for the rest of the population.
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Key findings for your STP
Causes of death

A Male and Female mental health service users are 2-4 times more likely to die from cancers, circulatory disease
and respiratory disease than the rest of the population.

A Of the most common causes of death, mortality is high in this STP for respiratory and digestive diseases in
male service users compared to similar STP areas.

A Excluding mental disorders and diseases of the nervous system, the highest relative rates of death in mental
health service users compared to the rest of the population, are due to external causes (13.2 times higher in
males and 10.1 in females) - this includes injuries and burns, substance misuse, hypothermia and suicides.
Please see ICD-10 chapters XIX and XX, SO0-T98 and V01-Y98 for more information:

A As far as physical causes of death, the highest relative burden for both male and female mental health service
users occurs in digestive disease (7.5 and 5.1 times higher) and endocrine and metabolic (5.5 and 4.7 times
higher) although absolute numbers are quite small for these causes of death.

A With the exception of genitourinary disease, mortality rates in male mental health service users are higher than

that of females for all causes. There is also evidence of inequalities of access to health and care service for
mental health patients in general (Lawrence D & Kisely S, 2010), (Emerson E & Baines S, 2010).
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The
Strategy

Unit

Chapter 2

Acute hospital utilisation by

mental health service users




Background and introduction

This chapter aims to provide intelligence
relating to the utilisation of the acute sector by
adult mental health service users.

It can be difficult to explore this issue operationally
due to services for mental and physical health often
not being linked - a result of different data capture
systems and processes. We have tackled this by
linking national MHMDS and HES datasets at patient
level.

The analysis should help to answer questions such as:

A What is the scale and cost of mental health
services users’ acute utilisation?

A How much more do mental health service users
utilise acute health care than the rest of the
population?

A In which sub-groups of the mental health service
user population is the effect most marked and
how do their unit costs differ?

For this purpose, patients appearing in the Mental
Health Minimum Datasets (MHMDS) have been
categorised into ‘cohorts’ based on their type of
illness and then their profiles, needs and utilisation
explored. It is acknowledged that some people with
common and sub-acute mental health conditions are
not captured in the MHMDS therefore will be counted
within the non-mental health service user population
in this analysis.

A more detailed technical description of how service
users have been allocated to each sub-group will be
published along with other support material on the
reports website should local areas want to explore
this further themselves.
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Methods [1]

Data sources:

This analysis was conducted using hospital episode
statistics (HES) data sets for mental health activity,
inpatient admissions, outpatient appointments, AGE
attendances, diagnostic imaging exams (such as
radiology, CT and MRI etc. for the purpose of
accurate diagnosis) and payment by results (PbR)
spells.

The purpose was to construct a master patient index
categorising each patient into either a mental health
cohort (if they had a contact recorded in the mental
health data set) or physical health cohort (if they had
contact only recorded in the acute sector) and then
analyse the service utilisation and costs associated
with each of these cohorts.

Anyone not found in any of the data sets was deemed
to be well, therefore this cohort is the remainder of
the population when those in the mental and physical
health cohorts have been accounted for.

Cohort determination:

Anyone appearing in the mental health minimum data
set (MHMDS) is deemed, in this analysis, to be in one
of the following five mental health cohorts:

Cognitive impairment including dementia
Psychoses

Personality disorders

Common and other mental health conditions
Mental health conditions, unassigned

To o o To I

The cohorts are assigned based on a mixture of the
mental health clusters as described in the Department
of Health's Mental Health Clustering Tool (MHCT) (see
appendix 1) and clinical coding from inpatient and
outpatient data HES data sets.

This results in nearly 80% of mental health patients
within England being assigned to a defined cohort.
The remainder were designated the unassigned

group.
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Methods [2]

Limitations:
Data quality

There are approximately 5% of mental health patients
nationally whose utilisation is missing. This is as a
result of a missing data linking key used between the
MHMDS and the acute sector data. Furthermore,
some of the data items used in the analyses have the
following blank/unknown rates;

Age 2%
Gender 2%
Deprivation 3%
STP 1%

The omission from MHMDS (as at 2014/15) of both
substance misuse services and CAMHS services, mean
it is not possible in this report to identify certain sub-
groups of interest.

Costing:

The costing of acute activity within this chapter is
taken from several of the aforementioned data
sources, hospital episode statistics (HES), payment by
results (PbR) spells and NHS reference costs.

For inpatient costs these are first taken from PbR
spells, a national data set created using monthly
snapshots of secondary users service (SUS) data,
constructed into hospital spells with national PbR
tariff applied. Then, in the case of spells outside PbR
tariff the following healthcare resource groups
(HRGs) are costed using NHS national reference cost
data.

A WD227 - All Patients >19 years and <69 years with a
Mental Health Primary Diagnosis [treated by a Non-
Specialist]

A WD11Z - All Patients >69 years with a Mental Health
Primary Diagnosis [treated by a Non-Specialist]
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Methods [3]

Costing cont. Modelling future demand for Dementia services:

Any remaining PbR spells outside PbR tariff are Recently, the Strategy Unit undertook an in-depth

excluded from calculation of average costs. modelling exercise across the West Midlands to better
understand the likely demand for dementia services in
the future.

For outpatient and A&E costs, these are calculated

through application of PbR tariffs to the HES national

extracts. This involved developing a cohort simulation markov
model using evidence-based inputs on incidence,
prevalence, death rates and diagnosis patterns
applied to local populations to estimate the likely
numbers of dementia patients by severity, those yet
to be diagnosed and those in residential care homes.

To discuss the application of this approach in your
area, please use the contact details provided at the
back of the report.
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All Mental Health Cohorts

Cohort characteristics for your STP [1]

Age and gender profiles

Cognitive impairment including dementia

= Psychoses
= Personality disorders
= Common and other mental health conditions

Mental health conditions, unassighable
All Non Mental Health Cohorts

= Physical health needs
= Well population

All Mental Health Cohorts

75

65 -

55

45 -

35

25 -

15

85+

-79

69

-59

49

-39

29

-19

20,000 15,000

May 17

10,000

Age Gender Proportions
(mean) Female Male
157,006 7% 56 53% 47%
46,172 2% 81 61% 39%
47,182 2% 47 52% 48%
3,654 0% 34 46% 54%
35,676 2% 43 46% 54%
24,322 1% 45 50% 50%
1,975,935 93% 47 51% 49%
1,165,796  55% 50 56% 44%
810,139 38% 41 44% 56%
2,132,941
WFemale All Non Mental Health Cohorts & Fermale
Mal
fatate mMale
85+
75-79
65 - 69
55-59
45 - 49
35-39
25-29
15-19
5,000 0 5,000 10,000 100,000 50,000 0 50,000 100,000 150,000

No. of People

Within Cheshire & Merseyside STP 7% of
the population have been identified as
being in contact with specialist mental
health services.

The average age of these patients was
56, slightly older than the physical
health cohort (mean age 50 years old).
However, within the individual mental
health cohorts, mean age varies - from
34 for those with personality disorders,
to 81 for those with cognitive
impairment issues.

Overall, 53% of the mental health
cohorts were female compared to 51%
for non-mental health cohorts.
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Personality Disorders

85+

Cohort characteristics for your STP [2]..".

Within the two summary groups the constituent cohorts can differ

significantly. Here the age and gender profiles are presented for each cohort

individually.
Non-mental health cohorts

Physical Health Needs

M Female

85+ @ Male

75-79
65 - 69
55-59
45 - 49
35-39
25-29

15-19
60,000 40,000 20,000 0 20,000 40,000 60,000

Well Population

M Female
85+

75-79
65 - 69
55-59
45 - 49
35-39
25-29

15-19
60,000 40,000 20,000 0 20,000 40,000 60,000

Mental health cohorts

Cognitive Impairment

85+

75 -79 ® Female

o Male
65 - 69
55-59
45 - 49
35-39
25-29

15-19
20,000 15,000 10,000 5,000 0 5,000 10,000

Psychoses

® Female

85+
@ Male
75-79
65 - 69
55-59
45 - 49
35-39
25-29

15-19
4,000 3,000 2,000 1,000 0 1,000 2,000 3,000 4,000

@ Male
65 - 69

55 - 59
45 - 49
35-39
25-29
15-19

400 200 0 200 400 600

Common
M Female

85+
@ Male
75-79
65 - 69
55-59
45 - 49
35-39

25-29

15-19
4,000 2,000 0 2,000 4,000

Unassigned

85+
® Female
75-79
@ Male

65 - 69
55 - 59
45 - 49
35-39
25-29

15-19
2,000 1,000 0 1,000 2,000
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Cohort characteristics for your STP [3]

Deprivation profiles
Within Cheshire & Merseyside STP 46%

% in
No.of People  Most least of mental health patients live in the
deprived deprived . .
quintile  quintile most deprived quintile (two most
All Mental Health Cohorts 157,006 7% 46% 12% deprived deciles Combined)
Cognitive impairment including dementia 46,172 2% 34% 18% )
= Psychoses 47,182 2% 54% 8% _ . .
- personality disorders 3654 o 505 8% For non-mental health patients this is
= Common and other mental health conditions 35,676 2% 48% 1% lOWGI’ Wlth 31% Of patients l|V|ng Wlthln
Mental health conditions, unassignable 24,322 1% 46% 12% . . .
All Non Mental Health Cohorts 1,975,935 93%  31% 21% the most deprived quintile.
= Physical health needs 1,165,796  55% 32% 21%
- Well population 810,139 38% 29% 22% Of the individual cohorts, patients with
2,132,941 . . .
personality disorders are most likely to
live in the most deprived quintile (59%)
All Mental Health Cohorts All Non Mental Health Cohorts closely followed by the psychoses
D:g:if/ted 1 Deh}/n[?iflted 1 cohort (54%)
[ b
- i
c : 4 c H 4
s s
§ : 5 § ! 5
& 1 6 & 1 6
a a
G i 7 G 1 7
g s T 8
A L A L
VI‘ 10 ; 10
Least . . . Least . . .
Deprived 20,000 40,000 60,000 Deprived 5 100,000 200,000 300,000 400,000 500,000
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Cohort characteristics for your STP [4]

Here the deprivation profiles by decile are presented for each cohort

individually.

Non-mental health cohorts

Physical Health Needs

Most
Deprived

A

-

O 0 N O Ut b WNN

Decile of Deprivation

=
o

A\
Least
Deprived 0

50,000 100,000 150,000 200,000 250,000

Well Population

Most
Deprived 1
A

O 0 N O U b WNN

Decile of Deprivation

=
o

A\
Least

Deprived 0 50’000

100,000 150,000 200,000

May 17

Personality Disorders
Most

Deprived 1
! 2
1
i 3
1
c 14
[}
2
5 1S
a ' 7
G ' 8
[0] 1
b4 1
8 1 °
2 5 10
Least T T T 1
Deprived 0 500 1,000 1,500 2,000
Mental health cohorts
Cognitive Impairment Common
Most Most
Deprived 1 Deprived 1
A A
: 2 : 2
: 3 i 3
1 1
1 1
s 7 s ¢ 7
— 1 — 1
5 0 g 10
s 1 ° s 1O
a i 7 a ! 7
G : 8 kS ' 8
2 ' 2 '
g 00 g 10
8 v 10 2 5 10
Lea_st T T d Lea_st T T 1
Deprived 0 5,000 10,000 15,000 Deprived 0 5,000 10,000 15,000
Psychoses Unassigned
Most Most
Deprived 1 Deprived 1
A A
‘ 2 ‘ 2
i 3 i 3
1 1
s ¢ s ¢
= 1 - 1
g 0 g 0
= 1 = 1
s 1 ° g 6
a ' 7 a ' 7
kS i 8 G i 8
2 i 2 i
g 0 g 1 0
[a) ! [a) !
v 10 v 10
Lea_st T T T 1 Lea_s& 1
Deprived 0 5,000 10,000 15,000 20,000 Deprived 10,000
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Utilisation in your STP
Accident & Emergency*

The mental health services population (7% of total population) utilise 21% of AGE attendances. Average costs per
attendance are highest for patients with cognitive impairment issues (£E116) and lowest for patients with personality

disorders (E97).

Accident & Emergency

Activity (attendances)

o,
o

Cost (£1,000s)

Crude Rate Standardised

Total (per 1,000  Rate (per 1,000 Total % share  Average
share . )
population) population)

All Mental Health Cohorts 133,521 21% 850 893 £14,080 22% £105
Cognitive impairment including dementia 36,515 6% 791 715 £4,240 6% £116
= Psychoses 51,233 8% 1,086 1,117 £5,242 8% £102
= Personality disorders 8,265 1% 2,262 2,661 £804 1% £97
= Common and other mental health conditions 27,062 4% 759 766 £2,762 4% £102
Mental health conditions, unassighable 10,446 2% 429 417 £1,033 2% £99
All Non Mental Health Cohorts 508,280 79% 257 265 £51,324 78% £101
= Physical health needs 508,280 79% 436 467 £51,324 78% £101

= Well population 0 0% 0 0 £0 0% £0

Rates of A&E attendance are shown as crude rates and also as
age-sex standardised rates in the table (standardised rates are
shown on the chart to the right). It can be seen that although
several of the mental health cohorts have higher rates than the
physical health cohort, rates are particularly high for
personality disorders.

* AGE activity excludes any walk-in centre activity

Age-Gender Standardised Rate per 1,000 Population

ALLMENTALHEALTH | 1)
Cognitive impairment :I-}I
Psychoses :
Personality disorders I—|—|

Common

i
Unassigned i

]

|

ALL NON-MENTAL HEALTH
Physical

Well

1,000 2,000 3,000

(=]

=
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Utilisation in your STP
Emergency admissions

The mental health services population (7% of total population) utilise 25% of emergency admissions. Overall average
costs per admission are slightly higher for mental health patients than for non-mental health patients but the average

varies between individual cohorts. Emergency Admissions
Activity (admissions) Cost (£1,000s) Lengths of Stay (days)

Crude Rate Standardised Avg. Avg.
% o Avg. Total i
Total (per 1,000  Rate (per 1,000 Total % share  Average Excess  Critical
share ; ; Stay

population) population) Bed Days Care

All Mental Health Cohorts 69,253 25% 441 405 £120,845 27% £2,287 8.3 14 0.2
Cognitive impairment including dementia 28,119 10% 609 422 £64,183 14% £2,777 10.9 18 0.1

= Psychoses 23,711 9% 503 520 £31,867 7% £1,895 6.1 1.0 0.3
= Personality disorders 2,090 1% 572 627 £1,775 0% £1,249 31 0.4 0.2
= Common and other mental health conditions 12,046 4% 338 372 £16,800 4% £1,880 6.2 1.0 0.3
Mental health conditions, unassighable 3,287 1% 135 145 £6,221 1% £2,444 10.2 2.9 0.4

All Non Mental Health Cohorts 207,580 75% 105 113 £332,381 73% £2,107 5.7 0.7 0.2
= Physical health needs 207,580 75% 178 176 £332,381 73% £2,107 57 0.7 0.2

= Well population 0 0% 0 0 £0 0% £0 0.0 0.0 0.0

Rates of emergency admissions are shown as crude rates and Age-Gender Standardised Rate per 1,000 Population

also as age-sex standardised rates in the table (standardised ALL MENTAL HEALTH b

rates shown on the chart to the right). It can be seen that these Cognitive mpairment oy +
Psychoses

are higher for mental health cohorts than for the physical Persona“tydimders

health cohort, except in the unassigned cohort. Common "

Unassigned +
ALL NON-MENTAL HEALTH '
Physical |

Well

200 400 600 800

o

=
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Utilisation in your STP
Elective (overnight) admissions

The mental health services population (7% of total population) utilise 8% of elective (overnight) admissions. Average
costs per admission are lower for mental health service users than for non-mental health service users.

Elective Admissions (overnight)

Activity (admissions) Cost (£1,000s) Lengths of Stay (days)

% Crude Rate Standardised Avg. Total Avg. AVg
Total (per 1,000  Rate (per 1,000 Total % share  Average Excess  Critical
share ; ; Stay

population) population) Bed Days Care
All Mental Health Cohorts 6,600 8% 42 48 £16,694 8% £2,774 4.5 12 0.2
Cognitive impairment including dementia 1,392 2% 30 36 £3,810 2% £2,958 5.4 13 0.2
= Psychoses 2,878 4% 61 62 £7,078 3% £2,693 4.0 1.0 0.2
= Personality disorders 135 0% 37 49 £265 0% £2,225 2.8 0.3 0.2
= Common and other mental health conditions 1,572 2% 44 49 £4,114 2% £2,887 4.8 13 0.2
Mental health conditions, unassighable 623 1% 26 34 £1,427 1% £2,558 4.8 17 0.2
All Non Mental Health Cohorts 74,640 92% 38 38 £198,714 92% £2,881 3.0 0.5 0.2
= Physical health needs 74,640 92% 64 64 £198,714 92% £2,881 3.0 0.5 0.2
= Well population 0 0% 0 0 £0 0% £0 0.0 0.0 0.0

Rates of elective admissions are shown as crude rates and also Age-Gender Standardised Rate per 1,000 Population

as age-sex standardised rates in the table (standardised rates ALL MENTAL HEALTH L
shown on the chart to the right). It can be seen that rates are Cognitive Impairment . o
Psychoses
similar between several cohorts. Overall, rates for the physical Persona“tydiysorders : | .
health cohort are higher than that for all mental health cohorts Common u
com b|ned Unassigned |_|_|
ALL NON-MENTAL HEALTH +
Physical .||
Well
0 20 4IO 60 80
=

May 17 Prepared in support of Cheshire & Merseyside Sustainability and Transformation Plan | Chapter 2: Acute utilisation 44



Utilisation in your STP
Daycase admissions*

The mental health service user population (7% of total population) utilise 8% of daycase admissions. Average costs are
slightly lower for mental health patients than for non-mental health patients.

Daycase Admissions

Activity (admissions) Cost (£1,000s)
% Crude Rate Standardised
Total ° (per 1,000  Rate (per 1,000 Total % share  Average
share population) population)
All Mental Health Cohorts 23,895 8% 152 165 £3,203 6% £671
Cognitive impairment including dementia 6,233 2% 135 131 £774 1% £586
= Psychoses 8,984 3% 190 190 £1,181 2% £726
= Personality disorders 456 0% 125 175 £71 0% £642
= Common and other mental health conditions 5,754 2% 161 179 £877 2% £712
Mental health conditions, unassighable 2,468 1% 101 128 £300 1% £619
All Non Mental Health Cohorts 275,062 92% 139 143 £49,711 94% £731
= Physical health needs 275,062 92% 236 234 £49,711 94% £731
= Well population 0 0% 0 0 £0 0% £0

Rates of daycase admissions are shown as crude rates and also Age-Gender Standardised Rate per 1,000 Population

as age-sex standardised rates in the table (standardised rates ALL MENTAL HEALTH H

shown on the chart to the right). It can be seen that these are cognitve Impanment S 1
Psychoses

lower for all mental health cohorts than for the physical health ”

Personality disorders I—|—|

COhOI’t Common |-|-|
Unassigned |-|—|

ALL NON-MENTAL HEALTH '

Physical '

Well

* Daycase admissions exclude any regular day or night activity 0 50 100 150 200 250

=
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Utilisation in your STP
Outpatients

The mental health service user population (7% of total population) utilise 9% of outpatient attendances. Rates where a
patient did not attend (DNA) are nearly twice as high for mental health service users than the rest of the population.

Outpatient Attendances
Activity (attendances) Cost (£1,000s)
o Crude Rate Standardised DNA Rate
Total ° (per 1,000  Rate (per 1,000 Total % share  Average
share population) population)

All Mental Health Cohorts 355,023 9% 2,261 2,411 £29,182 9% £82 15.8%
Cognitive impairment including dementia 100,317 2% 2,173 2,064 £8,622 3% £86 12.1%

= Psychoses 122,123 3% 2,588 2,584 £10,142 3% £83 18.4%
= Personality disorders 16,171 0% 4,426 9,598 £1,333 0% £82 17.9%
= Common and other mental health conditions 75,291 2% 2,110 2,275 £5,937 2% £79 16.7%
Mental health conditions, unassighable 41,121 1% 1,691 2,060 £3,148 1% £77 13.7%

All Non Mental Health Cohorts 3,754,328 91% 1,900 1,921 £301,388 91% £80 8.1%
= Physical health needs 3,754,328 91% 3,220 3,147 £301,388 91% £80 8.1%
= Well population 0 0% 0 0 £0 0% £0 0.0%

Rates of outpatient appointments are shown as crude rates and Age-Gender Standardised Rate per 1,000 Population

also as age-sex standardised rates in the table (standardised ALL MENTAL HEALTH
rates shown on the chart to the right). It can be seen that rates cognitve Impanment
are highest in the personality disorders cohort. The remaining

Psychoses

Personality disorders

L

mental health cohorts are generally lower than the physical Common
health cohort. Unassigned
ALL NON-MENTAL HEALTH
Physical
Well
0 2,0IOO 4,0IOO 6,0IOO 8,0IOO 10,600 12,600
N
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Utilisation in your STP
Diagnostic imaging*

The mental health service user population, comprising 7% of the total population, utilise 14% of all diagnostic exams.

Diagnostic Imaging
Activity (exams)

Crude Rate Standardised
(per 1,000 Rate (per 1,000

o,
o

Total

share . )
population) population)

All Mental Health Cohorts 220,890 14% 1,407 1,125
Cognitive impairment including dementia 80,336 5% 1,740 1,077

= Psychoses 31,112 2% 659 521
= Personality disorders 9,873 1% 2,702 4,315
= Common and other mental health conditions 79,776 5% 2,236 2,043
Mental health conditions, unassighable 19,793 1% 814 809

All Non Mental Health Cohorts 1,414,360 86% 716 646
= Physical health needs 1,414,360 86% 1,213 1,065

= Well population 0 0% 0 0

Rates of diagnostic exams are shown as crude rates and also as Age-Gender Standardised Rate per 1,000 Population

age-sex standardised rates in the table (standardised rates ALL MENTAL HEALTH
shown on the chart to the right). It can be seen that rates are Cognitive mpairment
highest for personality disorders. There is a high degree of personality disorders
variation between cohorts in this area. Common

Unassigned

Psychoses

ALL NON-MENTAL HEALTH

Physical

ol

Well

1,000 2,000 3,000 4,000 5,000

o

* Any endoscopy exams are excluded from diagnostic imaging activity

=
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Key findings for your STP
Acute utilisation

A After adjusting for the age-sex profile, mental health service users attend accident and emergency services
more than 3 times as often as the rest of the population.

A Rates of emergency hospital admissions are also more than 3 times higher amongst mental health service
users than the rest of the population.

A Approximately 20% of all ASE attendances and emergency admissions can be attributed to mental health
service users - who only make up 7% of the overall population.

A Rates of elective admissions, day cases and outpatient appointments are only slightly higher for those with
mental health issues than for those without. Use of diagnostic imaging tests however is nearly twice as high for
mental health service users.

A Outpatient DNA rates run at twice as high for mental health service users than for other patients.
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Background and introduction

This chapter aims to provide intelligence
relating to specific opportunities to reduce the
acute healthcare utilisation of mental health
service users across your STP.

Rather than focusing on hospital utilisation rates as a
whole, the chapter shows utilisation rates for those
subsets of hospital activity which may be amenable to
commissioner based QIPP schemes in non-elective
admissions and ASE. The report compares the rates in
in mental health service users with the rates in non-
mental health service users, and also to the England
average for each mental health cohort.

We aim to answer the following questions;

A How much does the STP spend on activity of this
type?
A After taking account of the demographic profile,

do the patients from this STP use more activity of
this type than the England average?

A After taking account of the demographic profile,
do the STP mental health service users use more
activity of this type than the rest of the
population?

We recommend that this information should be
reviewed in conjunction with a wider planning
process, to which it contributes a useful and robust
framework on which local commissioners can base
their strategic planning.
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Methods

Data sources:

This analysis was conducted using the patient index
created in Chapter 2 to categorise each patient into
either a mental health cohort (if they had a contact
recorded in the mental health data set) or non mental
health cohort (those without a contact). We then
utilised further data from hospital episode statistics
(HES) data sets for inpatient admissions, AGE
attendances, payment by results (PbR) spells and also
used 14/15 national reference costs.

Costing and Potential Savings:

A&E data was costed by HRG using 14/15 tariff and
market forces factors. Inpatient data was costed by
linkage to payment by results (PbR) spells. Remaining
uncosted activity was not evenly distributed between
activity subsets, instead estimated costs were
produced in order of preference by assuming PbR
tariff, 14/15 national reference costs or average cost

of the activity subsets, so that no inpatient activity
remained uncosted.

An expected spend for the mental health service users
was calculated based on the age-sex strata spend
rates of the rest of the population. If the all ages
expected was less than costed, the difference was
included in the potential savings.

Standardised rates:

Where references are made to a standardised rate,
direct age-sex standardisation (DSR) has been applied
using the epitools package in R. The England
Population[1] has been used as the standard
population, with an upper age group of 85 plus (65
plus for personality disorders, 15 to 39 has been
aggregated for cognitive impairment). The subject
populations used in these DSRs are the cohort
populations estimated in Chapter 2 for the STP.

[1] Data source: HSCIGP registereghopulations as atOctober 2014 aggregated to CCG/STP and England
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Subsets of activity amenable to change:

The opportunities are identified using a set of
algorithms that have been developed over several
years by the Strategy Unit, drawing on published
research, grey literature and bespoke modelling
exercises conducted for commissioner business
cases.

QIPP programmes and initiatives of course cover the
entire healthcare system, whereas this analysis draws
upon only acute inpatient and A§E activity. There may
be additional opportunities which have not been
included in this analysis such as; alcohol or end of life
care or across outpatients, primary care, mental
health, community health, out-of-hours services and
with Local Authority colleagues that need to be
explored in the broader STP prioritisation process.

The indicators reviewed in this report are
predominantly related to the productivity stream
(reducing activity and therefore expenditure).

Other projects that relate to quality improvement,
system and IT innovation and the prevention of future
ill-health should also be given due consideration.
These programmes may also carry intended /
unintended and direct / indirect cost benefits.

This analysis only considers commissioning
expenditure on acute activity. Although some savings
may be realisable in these areas, this should be
balanced against the investment requirements, the
shifts in demand across the system and the
opportunity costs of other intervention options.

The Strategy Unit's ‘QIPP opportunity pack’, of which
the analysis presented in this report is a subset
(looking at 12 opportunities out of a total of 21
opportunities in the full report), can be produced for
any CCG / STP in the country. Interest in these packs
can be relayed via the contact details at the end of
the report.
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List of sub-sets of activity considered in this chapter

AGE

Acute Inpatient Spells
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Summary of potential savings for your STP

Cheshire & Merseyside STP could potentially save up to £3.3m in AGE attendances and up to £86.3m in inpatient
care, by reducing mental health service users hospital activity to the same current levels of the rest of the
population, in subgroups which may be amenable to change.

Summary of Opportunity Group Potential Reductions in
Cheshire and Merseyside STP
Potential Reduction
(If Mental Health Service users have the same | Savings as % of 14/15
rates as Non-Mental Health) Spend on
Activity Spend Opportunity Group
A&E Opportunity Groups 35,560 £3.3m 16%
Conveyed by ambulance, no investigation, no treatment, discharged 1,280 £76k 34%
Frequent attenders 21,770 £2.3m 20%
Patients who leave before being seen 5,640 £434k 29%
Low cost attendances — referred to GP or discharged 13,750 £1.0m 9%
Correction for sub group overlap -6,880 -f£ 495K 21%
Acute Inpatient Opportunity Groups 45,930 £86.3m 28%
Ambulatory care sensitive 8,720 £17.4m 15%
Medicines related 1,970 £5.5m 23%
Smoking related 270 £562k 2%
Obesity related 1,850 £2.5m 5%
Medically unexplained symptoms 1,840 £2.3m 12%
Frail Elderly patients that could be managed in non-acute settings 3,610 £11.4m 21%
Self Harm 4,920 £3.1m 82%
Admissions via AGE with primary mental health diagnosis 44,780 £86.2m 47%
Correction for sub group overlap -22,030 -£ 42,728 K 30%

[Note] Total potential savings are not directly summed because individual spells can be in multiple subsets of activity, e.g. a frail elderly patient that could be
managed in non-acute settings can also be an admission via AGE with a primary mental health diagnosis. The total potential savings for all subgroups will
therefore be less than the sum of the potential savings for each subgroup in the following tables. Activity numbers have been rounded to the nearest 10, savings
have been rounded to the nearest £1,000.
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Potential savings by opportunity subgroup and
mental health cohort

Cheshire and Merseyside STP,
Potential Reductions in STP Spend (£1,000's)

£0K £500K £1,000K £1,500K £2,000K £2,500K

Conveyed by ambulance, no investigation, no treatment, discharged
Frequent attenders |

Patients who leave before being seen |

Low cost attendances — referred to GP or discharged e

Multiple Sub Groups |

A&E

Ambulatory care sensitive .

Medicines related | |

Smoking related
Obesity related [l
Medically unexplained symptoms |

Inpatients

Frail Elderly patients that could be managed in non-acute settings |l
Self Harm B

£0K £5,0001£10,000K15,00020,000#25,000&30,000K35,00084 0,000845,000#50,000K

Admissions via AGE with primary mental health diagnosis ' ' ' ' ' '
| | | | | | |
Multiple Sub Groups Il

Cognitive impairment Psychoses Personality Disorders m Common m Unassigned

[Note] Individual spells can be in multiple subsets of activity, e.g. a frail elderly patient that could be managed in non-acute settings can also be an admission via
AGE with a primary mental health diagnosis, in these instances they have been counted in the Multiple Sub Groups category.
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Potential savings by mental health cohort

Up to 14% of the spend on A&E attendances and 19% of spend on admissions for the sub-sets of activity looked at
in this report could be saved if the rates of mental health service users were the same as the rest of the population
(which may include people with sub-acute mental health disorders).

Greatest potential reductions in AGE attendances are in patients with psychoses, which would be a saving of

£1.6m. Whilst the greatest potential admissions reduction is for service users with psychoses, the greatest
potential savings (£39.0m) were found for the cognitive impairment including dementia sub-group. Reducing both

psychoses and cognitive impairment including dementia service user attendances for these admissions avoidance

opportunities could save as much as £71.4m.

Summary of Mental Health Cohorts Potential Reductions in
Cheshire and Merseyside STP

AGE

Inpatients

Potential Reduction
(If Mental Health Service users have the
same rates as Non-Mental Health)

Savings as % of
14/15 Spend on
Opportunity

Potential Reduction
(If Mental Health Service users have the
same rates as Non-Mental Health)

Savings as % of
14/15 Spend on
Opportunity

Patient Cohort Attendances Savings Groups Admissions Savings Groups

ALL MENTAL HEALTH 35,560 £3.3m 14% 45,930 £86.3m 19%
Cognitive impairment 4,670 £511k 2% 14,360 £39.0m 9%
Psychoses 17,530 £1.6m 7% 21,240 £32.4m 7%
Personality Disorders 2,440 £216k 1% 2,220 £2.4m 1%
Common 9,140 £819k 4% 7,810 £11.9m 3%
Unassigned 1,780 £143k 1% 300 £581k 0%

[Note] Activity numbers have been rounded to the nearest 10, savings have been rounded to the nearest £1,000.
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Ambulance conveyed to A&E but discharged
following no investigation and no treatment

This set of activity identifies attendances of
those patients that were conveyed to an AGE
department via Ambulance, but were
subsequently discharged with no follow up
following no investigation and no treatment.

Given 999 and NHS 111 triage pathways, this kind of
activity may also be prevalent in those attending
without mental health disorders, although our
outputs suggest this is minimal.
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Ambulance conveyed to A&E but discharged
following no investigation and no treatment

The STP standardised attendance and spend rates for this type of activity are higher than the England average.
Rates are higher overall for mental health service users compared to non-service users but particularly for patients
with personality disorders. If rates of mental health service users could be reduced to those of the rest of the

population, attendances could be reduced by 1,280 attendances a year and up to £76k could be saved;
approximately half from patients with psychoses.

Cheshire and Merseyside STP
Ambulance conveyed to AGE but discharged following no investigation and no treatment

Standardised Attendance Rate Standardised Spend Rate
Compared to Compared to Compared to Compared to Potential Reduction
Attendances | England Patient Non Mental Spend England Patient Non Mental (If same rates as Non-Mental Health)
Patient Cohort 2014/15 Cohorts Health 2014/15 Cohorts Health Attendances Savings
ALL MENTAL HEALTH 1,520 Higher Higher £90k Higher Higher 1,280 £76k
Cognitive impairment 330 Similar Higher £20k Higher Higher 210 £13k
Psychoses 670 Higher Higher £40k Higher Higher 620 £37k
Personality Disorders 90 Similar Higher £5k Higher Higher 80 £5k
Common 350 Higher Higher £21k Higher Higher 310 £18k
Unassigned 80 Similar Higher £5k Higher Higher 50 £3k
ALL NON-MENTAL HEALTH 2,240 Higher - £133k Higher - - -
ALL 3,770 Higher Higher £224k Higher Higher 1,280 £76k
Standardised Attendances per 1,000 Standardised Spend per Head of Population
0 5 10 15 20 25 30 35 40 45 £0 £1 £2
ALL MENTAL HEALTH | . o | ALL MENTAL HEALTH | " |
Cognitive impairment ) | | I Cognitive impairment ) —
Psychoses | | | i—|—1 | Psychoses | |
Personality Disorders | | [ Personality Disorders | —
Common ) Common ) H
Unassigned | Unassigned |
ALL NON-MENTAL HEALTH 1 ALL NON-MENTAL HEALTH I
ALL B ALL
[Note] Activity numbers have been rounded to the nearest 10, savings have been rounded to the nearest £1,000.
May 17 Prepared in support of the Cheshire & Merseyside Sustainability and Transformation Plan | Chapter 3: Saving or 58

reinvestment opportunities from reducing acute hospital utilisation



A&E Frequent attenders

This set of activity identifies attendances of
those patients that attended the same ASE
department at least 3 times in the year. Case
management may be able to reduce the
attendance rate of these patients.
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ASE frequent attenders

The STP standardised attendance and spend rates for this type of activity are higher than the England average.
Rates are higher overall for mental health service users compared to non-service users. If rates of mental health
service users could be reduced to those of the rest of the population, attendances could be reduced by 21,770
attendances a year and up to £2.3m could be saved; approximately half from patients with psychoses.

Cheshire and Merseyside STP

AGE frequent attenders
Standardised Attendance Rate Standardised Spend Rate
Compared to Compared to Compared to Compared to Potential Reduction
Attendances | England Patient Non Mental Spend England Patient Non Mental (If same rates as Non-Mental Health)
Patient Cohort 2014/15 Cohorts Health 2014/15 Cohorts Health Attendances Savings
ALL MENTAL HEALTH 32,410 Higher Higher £3.4m Higher Higher 21,770 £2.3m
Cognitive impairment 10,110 Similar Higher £1.2m Lower Higher 4,200 £514k
Psychoses 11,990 Similar Higher £1.2m Lower Higher 10,150 £1.0m
Personality Disorders 1,550 Lower Higher £153k Lower Higher 1,410 £140k
Common 6,740 Higher Higher £680k Higher Higher 5,270 £531k
Unassigned 2,020 Similar Higher £200k Lower Higher 750 £67k
ALL NON-MENTAL HEALTH 79,580 Lower - £8.1m Lower - - -
ALL 111,990 Lower Higher £11.6m Lower Higher 21,770 £2.3m
Standardised Attendances per 1,000 Standardised Spend per Head of Population
0 50 100 150 200 250 300 350 400 £0 £5 £10 £15 £20 £25 £30 £35
ALL MENTAL HEALTH | . . . o ALL MENTAL HEALTH | . . . S |
Cognitive impairment | | | | | | — Cognitive impairment ) | | | | | H
Psychoses | | | | | | H Psychoses | | | | | | 1 |
Personality Disorders | | | | A Personality Disorders | | | | H
Common | | H Common | | 1
Unassigned | H Unassigned ) 1
ALL NON-MENTAL HEALTH | 1 ALL NON-MENTAL HEALTH | I
ALL ALL
[Note] Activity numbers have been rounded to the nearest 10, savings have been rounded to the nearest £1,000.
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Patients who leave ASE before being seen

A small percentage of patients leave AGE
departments before being seen. The number of
patients who leave before being seen increases
with waiting times. The commissioner still
incurs the hospital costs for administering
these patients on attendance.
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Patients who leave ASE before being seen

The STP standardised attendance and spend rates for this type of activity are higher than the England average.
Rates are higher overall for mental health service users compared to non-service users but particularly for patients
with personality disorders. If rates of mental health service users could be reduced to those of the rest of the
population, attendances could be reduced by 5,640 attendances a year and up to £434k could be saved; mostly
from patients with psychoses.

Cheshire and Merseyside STP

Patients who leave AGE before being seen

Standardised Attendance Rate Standardised Spend Rate
Compared to Compared to Compared to Compared to Potential Reduction
Attendances | England Patient Non Mental Spend England Patient Non Mental (If same rates as Non-Mental Health)
Patient Cohort 2014/15 Cohorts Health 2014/15 Cohorts Health Attendances Savings
ALL MENTAL HEALTH 6,590 Higher Higher £504k Higher Higher 5,640 £434k
Cognitive impairment 360 Similar Higher £29k Lower Higher 210 £17k
Psychoses 3,530 Higher Higher £270k Higher Higher 3,220 £248k
Personality Disorders 480 Similar Higher £36k Lower Higher 450 £34k
Common 1,660 Higher Higher £128k Higher Higher 1,390 £108k
Unassighed 560 Higher Higher £41k Higher Higher 370 £27k
ALL NON-MENTAL HEALTH 13,510 Higher - £982k Higher - - -
ALL 20,100 Higher Higher £1.5m Higher Higher 5.640 £434k
Standardised Attendances per 1,000 Standardised Spend per Head of Population
0 20 40 60 80 100 120 140 £0 £1 £2 £3 £4 £5 £6 £7 £8 £9
ALL MENTAL HEALTH | . | ALL MENTAL HEALTH |7 s
Cognitive impairment ) | | Il——i Cognitive impairment ) | | | | | H
Psychoses | | | | — Psychoses | | | | | | H
Personality Disorders | | | — Personality Disorders | | | | H
Common ) | H Common ) | i
Unassigned | H Unassigned | i
ALL NON-MENTAL HEALTH |71 ALL NON-MENTAL HEALTH 1
ALL D ALL |m
[Note] Activity numbers have been rounded to the nearest 10, savings have been rounded to the nearest £1,000.
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Low cost ASE attendances - referred to GP or
discharged

This set identifies attendances where no or low
cost investigations or treatments were carried
out and the patients was discharged or
referred back to their GP.

Primary care and community service may be able to
provide a lower cost alternative to some of these
attendances.
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Low cost ASE attendances - referred to GP or
discharged

The STP standardised attendance and spend rates for this type of activity are lower than the England average.
Rates are higher overall for mental health service users compared to non-service users. If rates of mental health
service users could be reduced to those of the rest of the population, attendances could be reduced by 13,750
attendances a year and up to £1.0m could be saved; approximately half from patients with psychoses.

Cheshire and Merseyside STP
Low cost AGE attendances — referred to GP or discharged

Standardised Attendance Rate Standardised Spend Rate
Compared to Compared to Compared to Compared to Potential Reduction
Attendances | England Patient Non Mental Spend England Patient Non Mental (If same rates as Non-Mental Health)
Patient Cohort 2014/15 Cohorts Health 2014/15 Cohorts Health Attendances Savings
ALL MENTAL HEALTH 24,960 Lower Higher £1.8m Lower Higher 13,750 £1.0m
Cognitive impairment 3,940 Similar Higher £298k Lower Higher 710 £62k
Psychoses 10,110 Lower Higher £743k Lower Higher 6,950 £515k
Personality Disorders 1,290 Lower Higher £96k Lower Higher 980 £74k
Common 6,720 Lower Higher £491k Lower Higher 4,080 £299k
Unassigned 2,900 Lower Higher £212k Lower Higher 1,030 £75k
ALL NON-MENTAL HEALTH 136,140 Lower - £99m Lower - - -
ALL 161,100 Lower Higher £11.7m Lower Higher 13,750 £1.0m
Standardised Attendances per 1,000 Standardised Spend per Head of Population
0 50 100 150 200 250 300 350 £0 £5 £10 £15 £20 £25
ALL MENTAL HEALTH | . . | | ALL MENTAL HEALTH | . . " |
Cognitive impairment | | | | | — Cognitive impairment ) | | | H
Psychoses | | | | | H | Psychoses | | | | 1 |
Personality Disorders | | | | A Personality Disorders | | | H
Common | | | H Common | | 1
Unassigned | | H Unassigned | | 1
ALL NON-MENTAL HEALTH | 1 ALL NON-MENTAL HEALTH | |
ALL — ALL
[Note] Activity numbers have been rounded to the nearest 10, savings have been rounded to the nearest £1,000.
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Ambulatory care sensitive conditions
| Vaccinepreventable

These admissions can potentially be avoided 1 Influenza and Pneumonia
with improved primary or community health Other vaccine-preventable

care services such as screening, immurisation [N

and health monitoring. For those with long- 3. Asthma
term conditions (LTC), integrated 4 Congestive heart failure
. . 5 Diabet lications
psychological therapies may help reduce ADEIES COmPHEat
.. 6. Chronic obstructive pulmonary disease
admissions. _
7 Angina
8 Iron-deficiency anaemia
The algorithm identifies these admissions using a 9 Hypertension
basket of ICD10 and OPCS4 codes. 10. Nutritional deficiencies
e
11. Dehydration and gastroenteritis

These admissions have been grouped from 19

. . . . . . 12. Pyelonephritis
individual conditions in to three high-level groups; Y P
13. Perforated/bleeding ulcer
14. Cellulitis
A vaccine preventable conditions 15. Pelvic inflammatory disease
A chronic conditions 16. Ear, nose and throat infections
L. 17. Dental conditions
A acute conditions
18. Convulsions and epilepsy
19. Gangrene
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Ambulatory care sensitive conditions

The STP standardised attendance and spend rates for this type of activity are higher than the England average.
Rates are higher overall for mental health service users compared to non-service users. If rates of mental health
service users could be reduced to those of the rest of the population, admissions could be reduced by 8,720
admissions a year and up to £17.4m could be saved; approximately half from patients with psychoses. 44.4% of the
reduction in admissions and 34.0% of the reduction in cost is from reducing chronic asthma admissions.

Cheshire and Merseyside STP
Ambulatory care sensitive conditions

Standardised Admission Rate Standardised Spend Rate
Compared to Compared to Compared to Compared to Potential Reduction
Admissions England Patient Non Mental Spend England Patient Non Mental (If same rates as Non-Mental Health)
Patient Cohort 2014/15 Cohorts Health 2014/15 Cohorts Health Admissions Savings
ALL MENTAL HEALTH 14,610 Higher Higher £31.9m Higher Higher 8,720 £17.4m
Cognitive impairment 5,420 Similar Higher £14.7m Lower Higher 1,410 £3.9m
Psychoses 5,480 Higher Higher £10.1m Higher Higher 4,760 £8.7m
Personality Disorders 520 Similar Higher £670k Lower Higher 500 £677k
Common 2,620 Higher Higher £4.9m Higher Higher 2,000 £3.8m
Unassigned 580 Similar Higher £1.6m Higher Higher 40 £286k
ALL NON-MENTAL HEALTH 42,300 Higher - £86.0m Higher - - -
ALL 56,920 Higher Higher £117.9m Higher Higher 8,720 £17.4m
Standardised Admissions per 1,000 Standardised Spend per Head of Population
0 50 100 150 200 250 £0 £50 £100 £150 £200 £250 £300 £350
ALL MENTAL HEALTH | . H | ' ALL MENTAL HEALTH | . . S | |
Cognitive impairment ) | | e Cognitive impairment ) | | | | [}
Psychoses | | | H Psychoses | | | | 1
Personality Disorders | | [ Personality Disorders | | | | i
Common ) H Common ) | 1
Unassigned | H Unassigned | 1
ALL NON-MENTAL HEALTH ] 1 ALL NON-MENTAL HEALTH ] I
ALL |- ALL
[Note] Activity numbers have been rounded to the nearest 10, savings have been rounded to the nearest £1,000.
May 17 Prepared in support of the Cheshire & Merseyside Sustainability and Transformation Plan | Chapter 3: Saving or 66

reinvestment opportunities from reducing acute hospital utilisation




Medicines related

‘There are several ways in which use of medicines can lead to harm. Explicitly coded admissions are based on the

First, tl | tl ici e .
irst, even corre.c ly prescribed and .c<.)rrec ly used. med:c:lnes can presence of one of a number of SpeCIfIC medicines
harm through side-effects or unanticipated allergic reactions,
related cause codes (Y40-Y57).

ranging from minor to potentially fatal. Second, errors may occur at
any step between prescribing and administering a drug: prescribing
errors, dispensing errors, monitoring errors and administration

errors all have potential to cause harm which may be sufficient to The implicitly coded admissions identify episodes

warrant hospitalisation. Finally, harm may arise through incorrect with indirect evidence of an adverse reaction to, or
, -use, by the patient.”(R lds et al., 2014 .
use, or non-use, by the patient."(Reynolds et al., 2014) poor management of, a particular subgroup of

_ medicines.
They may be prevented with better self

management on the patients’ part or improved

. s These are identified using specific combinations of
medicines management.

primary and secondary diagnoses. The primary
diagnoses indicate a possible adverse reaction from

The algorithm identifies five subgroups from two medication used to treat a secondary diagnosis.

groups of medicines related admissions;
A explicitly coded

A implicitly coded Type of medication Secondary diagnosis required

- NSAIDs NSAIDs Rheumatoid arthritis
- Anti-Diabetics Anti-diabetics Diabetes
- Benzodiazepines Benzodiazepines Mental health problems
- Diuretics Diuretics Hypertension
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Medicines related

The STP standardised attendance and spend rates for this type of activity are higher than the England average.
Rates are higher overall for mental health service users compared to non-service users with the exception of
patients with unassigned mental health conditions. If rates of mental health service users could be reduced to
those of the rest of the population, admissions could be reduced by 1,970 admissions a year and up to £5.5m
could be saved; mostly from patients with cognitive impairment including dementia.

Cheshire and Merseyside STP
Medicines related

Standardised Admission Rate Standardised Spend Rate
Compared to Compared to Compared to Compared to Potential Reduction
Admissions England Patient Non Mental Spend England Patient Non Mental (If same rates as Non-Mental Health)
Patient Cohort 2014/15 Cohorts Health 2014/15 Cohorts Health Admissions Savings
ALL MENTAL HEALTH 3,500 Higher Higher £8.9m Higher Higher 1,970 £5.5m
Cognitive impairment 1,990 Similar Higher £6.1m Higher Higher 850 £3.5m
Psychoses 960 Higher Higher £1.8m Higher Higher 770 £1.4m
Personality Disorders 50 Similar Higher £69k Higher Higher 50 £60k
Common 420 Higher Higher £816k Higher Higher 300 £571k
Unassigned 90 Similar Similar £184k Higher Higher - -
ALL NON-MENTAL HEALTH 7,650 Higher - £15.0m Higher - - -
ALL 11,150 Higher Higher £23.9m Higher Higher 1,970 £5.5m
Standardised Admissions per 1,000 Standardised Spend per Head of Population
0 5 10 15 20 25 30 35 40 45 £0 £10 £20 £30 £40 £50 £60 £70
ALLMENTALHEALTH [Ss o || ALL MENTAL HEALTH | . . T |
Cognitive impairment ) | | | | I Cognitive impairment | | | | H
Psychoses | | | | — | Psychoses | | | | [
Personality Disorders | | I: | Personality Disorders | | | H
Common ) Common ) 1
Unassigned | Unassigned | 1
ALL NON-MENTAL HEALTH i i ALL NON-MENTAL HEALTH i I
ALL ALL
[Note] Activity numbers have been rounded to the nearest 10, savings have been rounded to the nearest £1,000.
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Obesity related

Obese patients are more likely to suffer from
an illness and those illnesses can place
significant demand on NHS resources. With
greater investment in lifestyle management
services and health promotion, the prevalence
of obesity can potentially be reduced.

The “Tackling Obesity in England” report (National
Audit Office, 2001) suggests that there are a number
of hospital admissions that are attributable to obesity.

These admissions have been broken into three
groups;

A wholly/largely attributable (50%-100%)*,

A somewhat attributable (10%-50%)*

A marginally attributable (<10%)* to obesity.

* Note that our algorithm identifies all admissions that may be attributable.
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Obesity related

The STP standardised attendance rate for this type of activity is similar to the England average whilst the
standardised spend rate is lower. Rates are higher overall for mental health service users compared to non-service
users. If rates of mental health service users could be reduced to those of the rest of the population, admissions
could be reduced by 270 admissions a year and up to £562k could be saved; mostly from patients with psychoses.

Cheshire and Merseyside STP
Obesity related

Standardised Admission Rate Standardised Spend Rate
Compared to Compared to Compared to Compared to Potential Reduction
Admissions England Patient Non Mental Spend England Patient Non Mental (If same rates as Non-Mental Health)
Patient Cohort 2014/15 Cohorts Health 2014/15 Cohorts Health Admissions Savings
ALL MENTAL HEALTH 1,190 Similar Higher £3.0m Lower Higher 270 £562k
Cognitive impairment 530 Similar Similar £1.5m Lower Higher - -
Psychoses 410 Similar Higher £913k Lower Higher 220 £437k
Personality Disorders 10 Similar Similar £17k Lower Lower 10 £4k
Common 170 Similar Higher £439k Lower Higher 40 £121k
Unassigned 70 Similar Similar £151k Lower Lower - -
ALL NON-MENTAL HEALTH 7,870 Higher - £20.3m Lower - - -
ALL 9,060 Higher Similar £23.3m Lower Lower 270 £562k
Standardised Admissions per 1,000 Standardised Spend per Head of Population
0 5 10 15 20 25 30 £0 £5 £10 £15 £20 £25
ALL MENTAL HEALTH ) | H ALL MENTAL HEALTH ] : : I
Cognitive impairment ) ll——i Cognitive impairment | | | H
Psychoses | | — Psychoses | | 1
Personality Disorders | | Personality Disorders | | H | |
Common ) — Common ) | i
Unassigned ) — Unassigned | | 1 |
ALL NON-MENTAL HEALTH ] H ALL NON-MENTAL HEALTH ] I
AL — ALL
[Note] Activity numbers have been rounded to the nearest 10, savings have been rounded to the nearest £1,000.
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Smoking related

Research conducted by the West Midlands
Public Health Group (Modelling the economic
impact of tobacco control measures in the
West Midlands, 2004) suggests that there are a
number of hospital admissions that are
attributable to smoking.

By placing more emphasis on smoking cessation
services, some of the admissions related to these
conditions could be avoided.

These admissions have been broken into two groups;

A wholly/largely attributable (50%-100%)*, and
A somewhat attributable (25%-50%)* to smoking.

* Note that our algorithm identifies all admissions that may be attributable.
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Smoking related

The STP standardised attendance rate for this type of activity is higher than the England average whilst the
standardised spend rate is lower. Rates are higher overall for mental health service users compared to non-service
users with the exception of patients with unassigned mental health conditions. If rates of mental health service
users could be reduced to those of the rest of the population, admissions could be reduced by 1,850 admissions a
year and up to £2.5m could be saved; mostly from patients with psychoses.

Cheshire and Merseyside STP
Smoking related

Standardised Admission Rate Standardised Spend Rate
Compared to Compared to Compared to Compared to Potential Reduction
Admissions England Patient Non Mental Spend England Patient Non Mental (If same rates as Non-Mental Health)
Patient Cohort 2014/15 Cohorts Health 2014/15 Cohorts Health Admissions Savings
ALL MENTAL HEALTH 5,570 Higher Higher £10.1m Lower Higher 1,850 £2.5m
Cognitive impairment 2,350 Similar Higher £5.2m Lower Higher - -
Psychoses 1,790 Similar Higher £2.6m Lower Higher 1170 £1.6m
Personality Disorders 130 Similar Higher £122k Lower Higher 110 £95k
Common 1,000 Higher Higher £1.5m Lower Higher 570 £826k
Unassigned 310 Similar Similar £648k Lower Higher - -
ALL NON-MENTAL HEALTH 25,910 Higher - £43.7m Similar - - -
ALL 31,490 Higher Higher £53.8m Lower Higher 1,850 £2.5m
Standardised Admissions per 1,000 Standardised Spend per Head of Population
0 10 20 30 40 50 60 70 80 £0 £10 £20 £30 £40 E£50 £60 £70 E£80 £90
ALL MENTAL HEALTH | . . Ho | ALLMENTALHEALTH [o s s e ||
Cognitive impairment I Cognitive impairment H
— | | | — | | | | |
Psychoses | | | | I—{ | Psychoses | | | | | | 1
Personality Disorders | | | | [ Personality Disorders | | | | | IH
Common | | — Common | | | 1
Unassigned | | — Unassigned | | | 1
ALL NON-MENTAL HEALTH | i ALL NON-MENTAL HEALTH | I
ALL p— ALL
[Note] Activity numbers have been rounded to the nearest 10, savings have been rounded to the nearest £1,000.
May 17 Prepared in support of the Cheshire & Merseyside Sustainability and Transformation Plan | Chapter 3: Saving or 72

reinvestment opportunities from reducing acute hospital utilisation




Medically unexplained symptoms

There are occasions where patients are
admitted to hospital with symptoms that
cannot be medically explained, such as
headaches, insomnia, palpitations etc.

These patients may derive greater benefit from
integrated psychological therapies, health psychology
or planned liaison care rather than an acute hospital
admission.

This report identifies these patients using a basket of
International Classification of Disease Codes (ICD10
codes) as defined by NHS South Central.
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Medically unexplained symptoms

The STP standardised attendance and spend rates for this type of activity are higher than the England average.
Rates are higher overall for mental health service users compared to non-service users. If rates of mental health
service users could be reduced to those of the rest of the population, admissions could be reduced by 1,840
admissions a year and up to £2.3m could be saved; approximately half from patients with psychoses.

Cheshire and Merseyside STP
Medically unexplained symptoms

Standardised Admission Rate Standardised Spend Rate
Compared to Compared to Compared to Compared to Potential Reduction
Admissions England Patient Non Mental Spend England Patient Non Mental (If same rates as Non-Mental Health)
Patient Cohort 2014/15 Cohorts Health 2014/15 Cohorts Health Admissions Savings
ALL MENTAL HEALTH 3,710 Higher Higher £4.6m Higher Higher 1,840 £2.3m
Cognitive impairment 1,300 Higher Higher £2.0m Higher Higher 290 £572k
Psychoses 1,350 Higher Higher £1.5m Higher Higher 980 £1.1m
Personality Disorders 130 Similar Higher £112k Lower Higher 110 £95k
Common 730 Higher Higher £710k Higher Higher 470 £459k
Unassigned 200 Higher Higher £274k Higher Higher - £42k
ALL NON-MENTAL HEALTH 14,910 Higher - £14.4m Higher - - -
ALL 18.620 Higher Higher £18.9m Higher Higher 1,840 £2.3m
Standardised Admissions per 1,000 Standardised Spend per Head of Population
0 10 20 30 40 50 60 70 80 £0 £10 £20 £30 £40 £50 £60 £70
ALL MENTAL HEALTH | . ST | | ALL MENTAL HEALTH | . S | | |
Cognitive impairment I { Cognitive impairment H
— | | - | | |
Psychoses ) | | i—{ Psychoses i | | 1
Personality Disorders | | | Personality Disorders | | | H
Common ) — Common ) | 1
Unassigned | Unassigned ) 1
ALL NON-MENTAL HEALTH ] 1 ALL NON-MENTAL HEALTH i I
ALL ALL |
[Note] Activity numbers have been rounded to the nearest 10, savings have been rounded to the nearest £1,000.
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Frail elderly

This set of activity includes admissions for
people over the age of 75 who have a primary
diagnosis that for a fit and healthy person
would not normally require an acute hospital
admission. Effective nursing home care or case
management may reduce some of this acute
activity.

The algorithms break these admissions down in to
two separate categories;

A Those which usually have the potential to be
treated in a non-Acute setting, and;

A Those which occasionally have the potential to
be treated in a non-Acute setting
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Frail elderly

The STP standardised attendance rate for this type of activity is higher than the England average whilst the
standardised spend rate is lower. Rates are higher overall for mental health service users compared to non-service
users. If rates of mental health service users could be reduced to those of the rest of the population, admissions
could be reduced by 3,610 admissions a year and up to £11.4m could be saved; mostly from patients with
cognitive impairment including dementia.

Cheshire and Merseyside STP

Common Common

Frail elderly
Standardised Admission Rate Standardised Spend Rate
Compared to Compared to Compared to Compared to Potential Reduction
Admissions England Patient Non Mental Spend England Patient Non Mental (If same rates as Non-Mental Health)
Patient Cohort 2014/15 Cohorts Health 2014/15 Cohorts Health Admissions Savings
ALL MENTAL HEALTH 9,220 Higher Higher £24.3m Lower Higher 3,610 £11.4m
Cognitive impairment 7.880 Higher Higher £21.0m Lower Higher 3,200 £10.3m
Psychoses 650 Similar Higher £1.6m Similar Higher 300 £823k
Personality Disorders 0 Similar Similar - Lower Lower - -
Common 360 Similar Higher £916k Lower Higher 110 £345k
Unassigned 330 Similar Similar £844k Higher Higher - -
ALL NON-MENTAL HEALTH 13,280 Higher - £29.5m Lower - - -
ALL 22,500 Higher Higher £53.8m Lower Higher 3,610 £11.4m
Standardised Admissions per 1,000 Standardised Spend per Head of Population
0 5 10 15 20 25 30 £0 £10 £20 £30 £40 £50 £60
ALL MENTAL HEALTH | . . . y ALL MENTAL HEALTH | . . ’ . j
Cognitive impairment ) | | | e — Cognitive impairment ) | | | 1
Psychoses — Psychoses 1
Personality Disorders I I | Personality Disorders : | |
| | |
|

|
|
Unassigned | | Unassigned : 1
ALL NON-MENTAL HEALTH | H ALL NON-MENTAL HEALTH | I
ALL ALL

[Note] Activity numbers have been rounded to the nearest 10, savings have been rounded to the nearest £1,000.
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Self harm related

Emergency admissions to hospital following
para-suicide or acts of self-harm may be
prevented with public health prevention
initiatives in schools and workplaces,

and enhanced criminal justice system (CJS)
responses to domestic and alcohol-related
violence.

The algorithms used here identify those admissions
with an ICD-10 cause code relating to intentional self
harm/poisoning — X60 — X84.
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Self harm related

The STP standardised attendance and spend rates for this type of activity are higher than the England average.
Rates are higher overall for mental health service users compared to non-service users but particularly for patients
with personality disorders. If rates of mental health service users could be reduced to those of the rest of the
population, admissions could be reduced by 4,920 admissions a year and up to £3.1m could be saved; mostly from
patients with psychoses.

Cheshire and Merseyside STP
Self harm related

Standardised Admission Rate Standardised Spend Rate
Compared to Compared to Compared to Compared to Potential Reduction
Admissions England Patient Non Mental Spend England Patient Non Mental (If same rates as Non-Mental Health)
Patient Cohort 2014/15 Cohorts Health 2014/15 Cohorts Health Admissions Savings
ALL MENTAL HEALTH 4,980 Higher Higher £3.2m Higher Higher 4,920 £3.1m
Cognitive impairment 110 Similar Higher £111k Lower Higher 100 £99k
Psychoses 2,900 Similar Higher £19m Lower Higher 2.880 £19m
Personality Disorders 630 Higher Higher £390k Higher Higher 630 £389k
Common 1,110 Higher Higher £664k Higher Higher 1,090 £654k
Unassigned 230 Higher Higher £106k Higher Higher 220 £97k
ALL NON-MENTAL HEALTH 1,050 Higher - £630k Higher - - -
ALL 6,030 Higher Higher £3.8m Higher Higher 4,920 £3.1m
Standardised Admissions per 1,000 Standardised Spend per Head of Population
0 50 100 150 200 250 £0 £20 £40 £60 £80 £100 £120 £140
ALL MENTAL HEALTH ) H ALL MENTAL HEALTH ) | I
Cognitive impairment | — Cognitive impairment ) | [}
Psychoses | | H Psychoses | | | 1
Personality Disorders | | Personality Disorders | H
Common ) Common ) I
Unassigned | Unassigned IR
ALL NON-MENTAL HEALTH ) ALL NON-MENTAL HEALTH ]
ALL ALL
[Note] Activity numbers have been rounded to the nearest 10, savings have been rounded to the nearest £1,000.
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Admissions via ASE with a primary mental health

diagnosis

This set of activity identifies patients that might
benefit from a liaison mental health service
(sometimes known as RAID).

These services aim to identify patients who present at
A&E who have mental health and/or drug and alcohol
related problems which can be better dealt with in
the community without admission to an acute
inpatient bed. This could include patients that are
known or unknown to specialist mental health
services.

This set includes patients with a primary diagnosis in
ICD10 chapter F who were admitted from A&E and
did not undergo a procedure.

The Strategy Unit undertook an economic evaluation
of the implementation of the RAID service across
Birmingham and Solihull in 2012 which, alongside
ongoing monitoring, concluded that the services
were and remain cost-effective in terms of hospital
admission avoidance and reduced length of stay with
a significant return on investment [3].

[3] Rapid Assessment Interface and Discharge (RAID) liaison. An economic evaluation of the Birmingham and Solihull roll-out. Wyatt S, October 2012.
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Admissions via ASE with a primary mental health
diagnosis

The STP standardised attendance and spend rates for this type of activity are higher than the England average.
Rates are higher overall for mental health service users compared to non-service users with the exception of
patients with unassigned mental health conditions. If rates of mental health service users could be reduced to
those of the rest of the population, admissions could be reduced by 44,780 admissions a year and up to £86.2m
could be saved; approximately half from patients with cognitive impairment including dementia.

Cheshire and Merseyside STP
Admissions via AGE with a primary mental health diagnosis

Standardised Admission Rate Standardised Spend Rate
Compared to Compared to Compared to Compared to Potential Reduction
Admissions England Patient Non Mental Spend England Patient Non Mental (If same rates as Non-Mental Health)
Patient Cohort 2014/15 Cohorts Health 2014/15 Cohorts Health Admissions Savings
ALL MENTAL HEALTH 49,600 Higher Higher £97.7m Higher Higher 44,780 £86.2m
Cognitive impairment 18,570 Higher Higher £50.1m Higher Higher 15,730 £42.3m
Psychoses 21,290 Higher Higher £33.1m Higher Higher 20,170 £30.9m
Personality Disorders 2,090 Higher Higher £2.4m Higher Higher 2,030 £2.3m
Common 7,650 Higher Higher £12.2m Higher Higher 6,850 £10.7m
Unassigned 0 Similar Lower £4k Higher Lower - -
ALL NON-MENTAL HEALTH 45,700 Higher - £86.9m Higher - - -
ALL 95,310 Higher Higher £184.6m Higher Higher 44,780 £86.2m
Standardised Admisisons per 1,000 Standardised Spend per Head of Population
0 100 200 300 400 500 600 700 £0 £200 £400 £600 £800 £1,000 £1,200
ALL MENTAL HEALTH | . . " | | ALL MENTAL HEALTH | . S | '
Cognitive impairment | | | | | — Cognitive impairment ) | | | 1
Psychoses | | | | | H | Psychoses | | | : I |
Personality Disorders | | | A Personality Disorders | | 1
Common | H Common | 1
Unassigned | Unassigned )
ALL NON-MENTAL HEALTH |71 ALL NON-MENTAL HEALTH |7
ALL ALL |l

[Note] Activity numbers have been rounded to the nearest 10, savings have been rounded to the nearest £1,000.
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Key Findings for your STP
Saving and reinvestment opportunities

The STP could potentially save up to £3.3m in ASE attendances and up to £86.3m in inpatient care,
by reducing mental health service user acute hospital activity, in subgroups which may be amenable
to change, to the same levels as the rest of the population.

A These potentially avoidable hospital admissions represent an opportunity cost. Targeted investment in
evidence-based interventions could release acute hospital costs whilst improving the physical health of mental
health service users.

A In practice, reducing acute healthcare utilisation of mental health service users to that of the rest of the
population may not be wholly attainable. We recommend seeking clinical advice in the local context as to

what is realistically achievable for each condition.

A Compared to England, the STP overall has higher activity for the following activity sub-groups:
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Key Findings for your STP
Saving and reinvestment opportunities

A The overall mental health service user population had higher utilisation for each opportunity than the rest of
the population.

A Greatest potential reductions in ASE attendances are in patients with psychoses, which would be a saving of
£1.6m. Whilst the greatest potential admissions reduction is for service users with psychoses, the greatest
potential savings (£39.0m) were found for the cognitive impairment including dementia sub-group.

A Reducing both psychoses and cognitive impairment including dementia service user attendances for these
admissions avoidance opportunities could save as much as £71.4m.

A The largest single potential saving (£86.2m) for an opportunity group is estimated to come from reducing
admissions of those attending A&E with a primary diagnosis of mental health. The extension, or introduction if
absent, of liaison mental health services (i.e. RAID) may impact on multiple opportunities — e.g. reducing
admissions for mental health issues, self-harm and medicines adherence.
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the evidence




Introduction

This rapid evidence review focuses on the links Methodology

between mental health and physical health. _
The following sources were searched (February 2017):

Health Foundation
Royal Colleges
National Institute for Health and Care Excellence

issues.

The review summarises national policy and provides A Medline
. . . . A PsycINFO
an overview of current issues in the links between )

_ T A Cochrane Library
physical and mental health and highlights relevant A Centre for Reviews and Dissemination
guidance. A NIHR

A NHS Evidence

A The Kings Fund
Also examined are approaches highlighted by the A Nuffield Trust
literature on addressing mental and physical health ﬁ NHS England

A

A

Searches were limited from 2010-2017 and to
reviews. In the absence of reviews in a topic area
other types of studies have been included.
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Summary of evidence

Evidence base suggests maybe effective:

A Psychiatric liaison

A Collaborative care - serve mental illness, intensive Case Management (ICM)
(caseload of <20) reduces hospitalisation; elements of case management
include self-management & MDT working.

A Lifestyle interventions which are longer duration, frequent contact and multi-
components.

Evidence base remains uncertain:

A Integrated care — to date most care studied has not been within fully integrated
care systems.

o

Interventions to reduce substance abuse in those with SMI

T

Exercise interventions in those with SMI

o

Self-management

Key:
Evidence base suggests maybe effective demonstrated by more than one systematic review/literature synthesis/trial.

Evidence base remains uncertain demonstrated by either mixed results reported in more than one systematic review or
absence of research in this area.
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National Policy

In 2016 the Mental Health Taskforce developed The Five Year Forward View for Mental Health (NHS England 2016).
The strategy covers care and support for all ages, aiming to improve mental health outcomes across the health
and care system, in partnership with the health arm’s length bodies.

A 7 day NHS& right care, right time, right quality

An integrated mental and physical health approach

Promoting good mental health and preventing poor mental

health

“We must provide equal status to mental and physical health, equal status to mental health staff and equal funding
for mental health services as part of a triple approach to improve mental health care — a fresh mindset for mental
health within the NHS and beyond.”

(Five Year Forward View for Mental Health, NHS England, 2016).
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Background and Context [1]

Mortality Gap

The literature highlights a higher mortality rate for
mental health services users compared to the general
population and shorter life expectancies in those with
serious mental illness.

For the period 2010-11 the mortality rate was 4,008
per 100,000 (83,390 deaths in total) for mental health
services users in England, compared to the general
population rate of 1,122 per 100,000. (Health and
Social Care Information Centre’'s (HSCIC) Mental
Health Minimum Dataset (MHMDS) for 2010-11).

Life Expectancy

Estimates of life expectancy vary within the literature
but all studies point to shorter life expectancies in
those with serious mental illness compared to the
general population.

Life expectancy in those with serious mental disorders
and major disorders; all disorders were associated with
substantially lower life expectancy: 8.0 to 14.6 life
years lost for men and 9.8 to 17.5 life years lost for
women (Chang et al. 2011).

Men with mental disorders lived 20 years less, and
women 15 years less, than the general population,
(Wahlbeck, et al. 2011). The gap in males reported in
Denmark, Finland and Sweden ranged from 17-20
years and in women 12-14 years.

Various gaps have been cited in recent studies into life
expectancy of mental health patients ranging from 10
to 20 years (Chesney E, Goodwin GM & Fazel S, 2014).
The more extreme gaps tend to be in studies based on
life expectancy of people with a severe mental health
diagnosis i.e. schizophrenia (Laursen TM, 2012),
(Chang et al. 2011), rather than a more generalised
population of people with any mental health disorder.
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Background and Context [2]

Two systematic reviews have examined the impact
that dementia has on physical health.

A systematic review of population studies (Rao et al.
2015) reported higher mortality rates in dementia
patients (15.3% compared to 8.7% in non-dementia
cases).

Hopkinson et al. (2016) found that those with
dementia were diagnosed at a later stage, received
less treatment, were more likely to experience
complications from treatment and have poor survival
rates.

Those with mental health H The majeority of emergency

problems had 3.2 times inpatient activity was related
ﬁ more A&E attendances and ﬁ to physical health. Only one

4.9 times more emergency fifth of activity was related to

inpatient admissions than support a patient’s mental
those without mental health health.

issues.

The most deprived people Those with mental ill

with mental ill health visited + health had 3.6 times more
A&E 1.8 times more than potentially preventable
the least deprived and had emergency admissions

1.5 times more emergency than those without mental
inpatient admissions. ill health

Health service utilisation

A systematic review by Twomey et al. (2015)
identified the following variables associated with
increased health service utilisation in those with
mental illness.

a marital status of divorced, separated or
widowed;

non-white ethnicity;

high previous health service utilization;

comorbidity (both mental and physical);

o Do o Do Io P>

personality disorder.
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Explaining the link between mental and physical

health

Emerging from the literature are a number of factors
which help to explain the link between poor physical
health outcomes and mental health, highlighted
below:

High prevalence of long-term conditions in those
with severe mental illness for all conditions (Reilly
et al. 2015).

For example, Ringen et al. (2014) examined
cardiovascular disease mortality in schizophrenia and
identified a number of factors to explain these
increasing including:

Substance abuse — high prevalence of substance
abuse in schizophrenia contributing to lower
psychosocial functioning higher risk of exacerbations,
or relapses and may also have direct adverse or
somatic effects

Medication side effects; poor
lifestyle behaviours contribute to
poor physical health in those
with serious mental illness

High prevalence of long-term
conditions in those with serious
mental illness

Social Deprivation

Increased risk of mental health
issues in those with long-term
conditions

Difficulties in accessing care

Physical activity — lower physical activity levels than
recommended weekly physical activity estimated to
26% in people with schizophrenia compared with 34%
of the general population meeting activity targets.

Side effects of medication - weight gain metabolic
disturbances, such as diabetes and slow blood sugar
uptake

Tobacco smoking — three times more prevalent in
people with schizophrenia than in the general
population.
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