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A life beyond diagnosis

The strategy

“This is the first time I’ve
heard the word recovery
used so many times
and it’s really helped me
think about my role
other than as a patient.”
Service-user feedback
following completion
of the Wellness
Recovery Action Plan
(WRAP) programme.

In April 2015, Barnet Enfield and Haringey Mental Health NHS Trust
(BEH-MHT) officially launched the Enablement Programme. This follows
a period of 18 months during which the Trust has consulted widely about
enablement with all our stakeholders in a range of settings. This has
included input from patient and carers’ representatives, local authorities,
Clinical Commissioning Groups, local GPs, local Healthwatch bodies,
other partner organisations and our staff.
The development of the Trust’s thinking on enablement reflects a
significant shift since the launch of the most recent Clinical Strategy
(2013-18), and a document setting out our current views is therefore
timely.
This strategy document is designed to complement the existing Clinical
Strategy and aims to provide colleagues with a clear understanding of
enablement and to outline what the Trust is doing in order to implement
this new way of thinking and working across the organisation. We are
now developing a clear programme within the organisation to deliver
specific service developments. It should be noted that it is intended that
this document will be updated over time as the enablement approach
continues to evolve.
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Overview

Live, love, do
- a new way of thinking
and working

A complex
transformation project

Enablement can be defined as a strengths-based model of care, founded
on the principles of self-help and independence, focusing on keeping
patients well and preventing the need for higher-level care if possible.
We often summarise enablement with the phrase ‘live, love, do’ – three
words that are intended to remind us that, ultimately, the fundamental
requirements for our human needs are to have a safe and secure home
(‘live’), friends and relationships (‘love’), and value-based work or a role in
life that improves our wellbeing (‘do’). Without these in place, recovery
and hope are compromised.
The overarching aim of the Programme is to enable people to identify and
work towards their own wellbeing, community, social and employment
goals. Ultimately, it is about encouraging our patients to lead the best life
they possibly can – a life beyond diagnosis.
The Trust is currently working with a range of stakeholders – both
internally and externally – to bring about cultural and organisational
changes across all three boroughs and in specialist services.
There are a range of pilots, training, workforce reviews and community
initiatives currently underway. All of this work is designed to help
implement recovery – or enablement – ideas and practice into the
day-to-day work of individual teams, and to use the skills and resources
of everyone involved (including service-users) to develop innovative ways
of promoting recovery environments.
It is important to recognise that enablement is not a clinical model or
a service, but a strategic approach – or a new way of thinking – to the
development of every aspect of our work. The Enablement Programme
is, indeed, a complete and complex transformation project.

The enablement network
- a whole systems
approach

Enablement has the capacity to transform the entire mental health
system by shifting the boundaries in provision of service between
primary and secondary care, health and social care, and the voluntary
sector. However, it will not happen without the support of all
organisations connected to mental health services, which is why
this strategy places great emphasis on building on and working in
partnerships across the community wherever possible.
Overall, enablement is an exciting opportunity to truly enrich the lives
of mental health service-users in Barnet, Enfield and Haringey and to
empower our organisation as a whole.
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1 Introduction

The BEH Clinical Strategy was developed in 2013 and set the direction
for the Trust’s development during the period 2013-8. It set out a
number of key proposals for future service development based on the
principles of promoting recovery, working closely with stakeholders in
primary care and the third sector, and developing stepped care, in which
problems are managed in different settings according to their level of
complexity and severity. It also set out our commitments to improving
quality and delivering a more responsive service to primary care –
commitments which have been delivered.
In the two years since the Clinical Strategy was first developed,
there has been considerable progress in our strategic thinking,
with the term ‘Enablement’ established as a way to describe our
approach to delivering the 2013-18 strategy. There has been extensive
consultation on enablement with a range of stakeholders (including our
commissioners) throughout the past year and, following a launch event
on 23 April 2015, a series of local meetings, briefings and events are
underway. It is therefore timely to refresh the Clinical Strategy by adding
a detailed description of the enablement approach, based on the work
of the past year. This document sets out how Enablement will lead to
the development of new service models and new ways of working with
our stakeholders in the wider health economy, and will outline how it
will help us deliver our aims of providing excellent services for patients
while achieving clinical and financial stability.
This document does not replace the Clinical Strategy – it is intended to
be read in conjunction with it. It is also intended to be a ‘live’ document,
which will continue to develop as we engage in further discussions with
our staff and external stakeholders.
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2 What is enablement?

Enablement is a person-centred approach to the management of
mental health problems in which the principal aim of services is to build
upon an individual’s strengths and resilience. Solutions to problems are
determined in collaboration with service users, and the importance of
minimising dependence on services, and encouraging independence
and citizenship, is recognised throughout people’s interactions with
services.
While there is widespread knowledge of the importance of good
prescribing practices, provision of appropriate psychological therapies,
treatment of comorbid substance misuse and monitoring of physical
health, there is insufficient attention paid to social and environmental
factors and how these may be modified in order to improve outcomes.
Enablement draws heavily on the well-recognised principles of the
recovery movement, but aims to extend the application of recovery
beyond the services for long-term psychotic illness (which have adopted
them to date) to all secondary mental health services. Enablement
also has clear parallels with ‘reablement’ – the approach adopted by
many social care services in which presenting problems and needs are
assessed and managed with a defined period of work aimed at reducing
them promptly where possible, and avoiding the need for longer term
support.
We are using the phrase ‘live, love, do’ to summarise the enablement
approach, as it emphasises that, ultimately, most of our service
users give high priority to a safe and secure home (‘live’), friends
and relationships (‘love’), and inclusion in society through meaningful
activities (‘do’) such as employment. These are the key elements which
health services need to address if people are to live a meaningful and
satisfying life – a life lived as well as possible despite the symptoms or
difficulties that people face. All the other aims of services such as needs
assessment, diagnosis, symptomatic treatments or risk management
are only of value insofar as they achieve these wider aims. The
outcomes we seek are, therefore, primarily those reflecting improved
wellbeing in its subjective and objective aspects (feeling good and
functioning well).
The enablement approach has important implications for all types of
services offered in secondary care, and are considered in more detail
below. There are a number of clinical models (based on the enablement
approach) at various stages of development within the Trust, ranging
from fully functioning services, pilot services and proposal for service
development, to ideas for discussion with our commissioners and other
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stakeholders. However, it is important to recognise that enablement in
itself is not a clinical model or a service, but a strategic approach to the
development of every aspect of our work. It has implications not only for
the way we provide services to service users, but also for the way we
recruit, retain and develop our own staff and for how we function as an
organisation.
While this Clinical Strategy focuses on the implications of enablement
for secondary mental health services, there are wider implications for
the whole mental health system and wider health economy in each
borough. Enablement has the capacity to transform the entire mental
health system by shifting the boundaries in provision of service between
primary and secondary care, between health and social care, and
between the statutory and voluntary sector.
Many of the changes envisaged will facilitate, and be facilitated by,
service developments which cross those boundaries and which are coproduced by alliances between providers who currently work only on one
side of the boundary. While it is beyond the scope of the Trust strategy
to describe all of these opportunities, it must be clear that our strategy is
to work in partnership to deliver enablement wherever the opportunities
arise.
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3 The evidence base

Given that enablement is a broad approach rather than a single clinical
model or intervention, the evidence base it draws upon is not just the
clinical evidence base for specific interventions, but a wider literature
going back many years.
In the 1890s, Emile Durkheim was among the first to posit that the
structure of society had a strong bearing on psychological health. The
concept of social capital was brought to prominence by the American
political scientist Robert Putnam in his book Making Democracy Work
(1993). Since then, social capital has become recognised as important
for health and mental well-being (Webber, 2014). It attempts to describe
the forces that shape the quality and quantity of social interactions and
institutions. Social capital has been characterised as the glue that holds
societies together. It emphasises the importance of network members’
resources, such as wealth, power and status, to an individual. People
experiencing either long-term mental health problems or short-term
psychological distress have access to less social resources from
families, networks and communities. This inequality has been observed
across the life course. Positive and supportive relationships are
associated with mental health and well-being.
There is a growing literature outlining the association of social and
societal variables and the onset, course and outcome of psychosis and
other mental disorders. The argument that psychosis is a brain disease
does not rule out social causation. It has been argued that mental health
conditions are no different from those with physical manifestations
(McKenzie, 2013) in that they share complex models of causation. Four
dimensions of risk have been proposed: vulnerabilities and resilience
factors at an individual level; ecological – or environmental level –
factors, such as where you live, what the laws are, or how easy it is to
ive a healthy lifestyle; the interaction between individual and ecological
factors; and time.
An interaction can occur because individual risks and environmental
risks are not independent, with timing being an important factor given
there are sensitive periods in development. These dimensions have
been used as a model for the causation of both coronary thrombosis
and for schizophrenia (Shah 2011).
People with mental health problems, particularly with long-term
psychoses, are among the most excluded groups in the UK. They may
be excluded from material resources (poverty), from socially- valued
productive activity, from social relations and neighbourhoods, from civic
participation and from health and health services (Boardman, 2011).
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This is partly due to impaired social functioning, but also as a result of
discrimination, which works both through the conception of others and
through internalised self-stigma of people with mental health problems
(Thornicroft, 2007).
When people experience mental health difficulties they frequently
experience a shrinking in their networks. People ebb away due to the
stigma of mental health difficulties, which contributes to an individual’s
struggle to maintain their social connections. Work is a frequently cited
goal of people with schizophrenia, however, recent UK data shows
that people with schizophrenia have low rates of employment (7-10%)
compared to those in other countries (Royal College of Psychiatrists,
2014; Marwaha, 2007).
Service models such as the therapeutic community and day care were
formulated largely with an understanding of the therapeutic potential of
social interaction. These models have been in decline as mental health
services have become focused on the individual. At the same time,
community care has been established with services that work in the
community, but rarely with the community. It is questionable as to what
extent these approaches have led to real improvements in practice over
the past 30 years (Priebe 2013). Many aspects of current community
mental health services still show signs of their origins in the institutional
approaches developed in the mental hospitals of the 19th and 20th
centuries (trans-institutionalisation rather than de-institutionalisation).
Research into mechanisms for improving social capital is in its infancy.
There is some evidence that community engagement initiatives such as
voluntary work, time banks and participation in leisure activities produce
subjective gains in physical and mental health, although the evidence
base is still limited. Webber et al (2014) have developed a pilot social
intervention named the Connecting People Intervention (CPI), which
represents a complex co-productive process involving the practitioner
and service user setting goals, discovering new opportunities for
social engagement and support to develop new social relationships.
Results indicate that services need to be outward-facing, and need to
engage with both local communities and communities of interest to
enhance their service users’ connections and social relationships. The
Trust is involved in developing Webber’s work further through planned
participation in a trial of CPI.
There is also growing interest in service models from other countries
with better outcomes for their service users. The Open Dialogue
approach, developed in Finland more than 30 years ago, has yielded
impressive results with people with first onset psychosis by fully
involving the patient and their social network from the beginning
of treatment. Since this approach was adopted, there has been a
decrease in new cases of schizophrenia, reduced hospitalisation, less
use of medication (35% compared to 100% before) and over 70% in
employment (Seikkula 2006).
Mental health services need to adapt to avoid focusing too narrowly on
targeted clinical care and ignoring the wider influences on poor health
and causes of rising demand (Future in Mind, 2015).
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4 An enablement approach clinical models

A range of ways in which the enablement approach leads to specific
clinical models are considered below.

4.1 Enablement in current services
A number of current services across the organisation already practice
in a way consistent with enablement and illustrate how other services
could develop. The Barnet Network, a service developed jointly between
BEH services in Barnet and Barnet council delivers a range of recovery
and enablement focused interventions to service users referred from
secondary care. Drawing on the skills of staff from a range of voluntary
and statutory services they have been able to offer well-integrated health
and social care approaches to people with a range of diagnoses and
problems and have been evaluated as effective.
Other examples include:

4.1.1 Enablement in Enfield Community
Services
The community services in Enfield work to ensure clients are supported
to develop self-management skills wherever possible and to lead full and
rewarding lives with their health condition. There are specific teams and
projects which especially demonstrate enablement principles, such as
the Family Nurse Partnership, which is an evidenced-based, preventative
programme offered to vulnerable young mothers having their first baby.
It is a nurse-led, intensive home-visiting programme, aimed at improving
pregnancy outcomes, improving the child’s health and development, and
improving parents’ economic self-sufficiency. The programme is limited
to approximately 100 young parents until their child is two years’ old –
when the family then ‘graduates’ from the programme and more young
parents can be enrolled.

4.1.2 Enablement in specialist services
The North London Forensic Service runs an occupational therapy led
‘Recovery and Enablement Programme (REP)’, aimed at improving
service users independence and capacity for self-help. It is a structured
programme of courses and workshops, covering subjects such as
assertiveness, wellbeing, physical and mental health, returning to
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study/work and how to manage ‘disclosure’ of mental health issues (a
significant barrier to community participation). In addition, the service
is developing a range of initiatives in its prison health services such as
the use of a stepped care model (a model which provides care at the
lower ‘steps’), which emphasises health promotion and prevention,
and low-intensity group work delivered by occupational therapists and
psychology assistants. The service has also employed a service user
with lived experience as part of their Aylesbury team, and has developed
a collaboration with a third-sector organisation (Certitude) in the forensic
outreach services.

4.2 Enablement in pilot projects
In the course of 2014-15 the Trust has developed a range of initiatives
described as ‘enablement pilot projects’. These projects were designed
to test out aspects of an enablement approach across a number of the
Trust’s mental health services and to establish the feasibility of applying
enablement principles more widely.
They can be divided into a) projects aimed at extending the model
of service offered by the Barnet Network to a wider range of service
users, b) projects aimed at developing other service models, and
c) underpinning projects which will better equip the Trust to deliver
enablement.
Recent projects are listed below:

4.2.1 Frequent repeat inpatients
This project aims to identify a group of service users with frequent
inpatient admissions in the course of the previous year, and target them
assertively for a meeting with staff from the Barnet Network at which
the potential benefits of the service are explained, rather than relying on
existing processes of referral.

4.2.2 Recovery House/WRAP pilot
The Wellness Recovery Action Plan (WRAP) is an approach to care
planning which is used in the Barnet Network and which encourages
person-centred, collaborative care plans focused on wellbeing outcomes.
This project is aimed at running courses in the use of WRAP within our
Recovery Houses for service users who have had recent involvement
with crisis houses (though they do not need to remain residents to attend
the course). The project will provide training to Recovery House staff
(who are employed by ReThink) to use the WRAP tool as part of their
programme.

4.2.3 Cluster 11 and 12 project (Barnet)
An important element of the Clinical Strategy states that service users
with enduring disability from psychotic illness (HonOS PbR clusters 11
and 12) who are benefiting from recovery approaches should transition
from care co-ordination and the Care Programme Approach (CPA) to
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other forms of support. In practice, a number of obstacles can delay this
transition, and the process of developing effective alternatives to CPA
care can be prolonged. In this project, Network staff work closely with
a group of these clients and use their care planning skills to assist the
transition.

4.2.4 Barnet Assessment Service
In this project, joint-assessments of service users referred to the Barnet
Assessment Service (formerly Triage) team are carried out by the team
and Network staff. This is aimed at ensuring that an enabling approach
can be developed at the point of assessment by services, and prompt
diversion to the Network can be done (where appropriate) rather than an
onward referral to other parts of the secondary care service.

4.2.5 Haringey Complex Care ACT model
ACT (Acceptance Commitment Therapy) is a model of therapy that
illustrates enablement principles, which is being implemented in the
Haringey Complex Care team.

4.2.6 CAMHS transition project
The transition from CAMHs to adult services presents both adolescents
and services with considerable challenges, and an enablement approach
to this involves working with service users to develop skills which will
help them to manage the challenges of transition more effectively, and
to mobilise their own resources. This project aims to use a ‘lifelong
learning’ (LLL) course (co-developed by Middlesex University) to support
the development of life skills, and to link the successful participants into
apprenticeship.

4.2.7 Human Resources Policy and Process
Review
The employment of service users presents some challenges to them
and to the Trust. It is clear from service developments elsewhere over
many years that employment of service users in peer-support projects
can provide a valuable contribution to delivering enablement, and the
Trust needs to be proactive in developing policies which support this. This
project is an underpinning project which will produce an enabling Human
Resources policy framework, and clear advice for managers on the
employment of service users.

4.2.8 Staff Enablement to Recovery course
This collaborative project with Middlesex University aims to develop a
course which trains staff in the principles of enablement and how they
can be applied in practice, building on previous experience in training in
Recovery.
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4.2.9 Apprenticeship scheme
This underpinning project is developing the capacity within the Trust
to recruit and support apprentices though the national scheme. This
will allow us to develop a range of new roles within the organisation
to support service users, including peer-support workers, which lie
outside the traditional roles which professional training schemes support.
Currently a number of apprentices have been recruited to administrative
vacancies, and plans for a Peer-Support Worker apprenticeship scheme
are being developed.

4.3 Enablement in proposed service
developments within BEH
Pilot projects to date have focused on particular groups of service users
within existing teams. The next phase of this work will be to identify
whole teams which can be remodelled to support the delivery of the
enablement approach, and these ‘demonstrator sites’ are being identified
in each borough and targeted for training and investment.

4.4 Extending Enablement to mental
health services more widelyfuture proposals for discussion with
stakeholders
The intention is that, over time, all Trust services will be transformed
according to the principles of enablement, and that this will be well
advanced during the period to 2018 covered by this strategy. However,
this needs to be part of a transformation process shaped by the mental
health commissioning strategies of our local commissioners and
overseen by the Mental Health Transformation Board. As described
below, it is clear that while there is already broad agreement that the
Trust’s enablement strategy is consistent with the commissioning
strategy, there is also an intention that specific service models for local
populations will be co-produced with service users, and that this coproduced process will involve the full range of mental health stakeholders
including joint commissioners, service users and the third sector.
Therefore, at this point, it is not possible to produce a detailed description
of the clinical service models for all Trust services. It is, however, possible
to identify some possible proposals for change in each area of our current
service, and also to describe the role of the Trust’s clinical network in
further proposals.

4.4.1 Enablement in Acute Services
In acute services, by analogy with ‘reablement’, services must assess
needs and solve acute problems promptly with the aim of minimising
longer-term needs and dependence on services. Resilience should be
encouraged by supporting rather than disrupting social networks, and
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minimising periods of care away from home.
Within the Assessment Service (formerly Triage), in addition
to establishing diagnosis and medical treatment options, there
is a need for an approach to assessment which considers the
opportunities for alternatives to secondary care more effectively,
and links people quickly to a range of options for solving presenting
problems. New clinical models for the Assessment Service could
include co-location with primary care, integration with social care
assessment points, and developments such as the Hub in Lambeth
in which social care and the voluntary sector contribute staff to
‘single front door’ assessment service.
While the use of Crisis Resolution Teams as an alternative to
hospital admission illustrates an enablement approach, there is
considerable scope for developing these services and supporting
them with a wider range of social care options. Many crisis
presentations to mental health services are driven by problems with
housing, finances, interpersonal relationship problems and loss of
work or structured activities, all of which could be better addressed
with access to a wider range of support than at present.
Where care away from home is unavoidable, our current system of
inpatient services cannot currently deliver an enablement approach
effectively. Caring for people far from home, or transferring them
between hospitals, can limit the opportunities for supporting social
networks. An enablement approach would use peer-support
services to build personal networks and resilience, as well as
linking service users to local sources of support to solve the social
problems which frequently precipitate and prolong admission.
Acute admissions are often driven by a breakdown in social support
structures, and therefore provide an opportunity for identifying
gaps in people’s networks which need to be addressed if a cycle
of recurrent admissions is to be avoided. An enablement approach
would focus on building close and effective links with community
mental health teams so that the breakdown in the social support
structures is understood and addressed throughout the admission
and transition back to community teams, without some of the
discontinuities in care planning which are apparent in the current
pathway.

4.4.2 Enablement in Psychosis Services
While our psychosis services already apply the principles of recovery,
there is further scope for development. Currently the two Community
Support and Recovery Teams (CSRTs) in each borough are developing
the pathways within each team so that stable clients who are on
the pathway to discharge will step down from the Care Programme
Approach (CPA) and be offered planned interventions – guided by the
Recovery Star – to enhance self-management of their condition and
increase social inclusion.

Extending Enablement to mental health services, cont’d

4.4.3 Enablement in CAMHs
We are currently discussing with the Tavistock and Portman in regards to
becoming an implementation site for the ‘Thrive’ model – a model based
on principles of prevention and enhancing resilience. ‘Thrive’ involves
a stepped-care approach, which seeks to divert people to appropriate
forms of social and medical care at first presentation, in accordance with
enablement principles.

4.4.4 Enablement in Enfield Community
Services
ECS work to enable clients to manage their own health conditions, and
are developing projects to further embed psychological approaches in this
work, for diabetes and other long-term conditions.

4.4.5 Enablement and Psychiatric
Medication
Prescribing and managing medication is a core intervention in many
of our clinical services. There is increasing recognition that making the
processes around prescribing and dispensing medication more focused
on service users (i.e. enabling them to make individual choices) improves
adherence and outcomes. We have developed a ‘medicines optimisation
strategy’ for the Trust that seeks to make the processes around
medication more service-user focused. It is intended that this will lead
to further enabling interventions, such as offering both face-to-face and
web-based pharmacy information services to support individual choice.

4.5 The role of the Clinical Cabinet and
Clinical Networks
The Trust has developed a Clinical Cabinet which brings together
senior clinicians from across the Trust to discuss innovation and service
development, A number of clinical networks have also been established,
based on former clinical focus groups or other clinical meetings in various
specialist areas, which feed into the Clinical Cabinet. Clinical networks
meeting currently include the psychosis network, the CAMHs network,
the pressure ulcer forum and the complex care network (within which
are represented the three ‘streams’ within complex care, personality
disorder, trauma, and mood and anxiety disorders).
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5 Evaluation and outcomes

We need to understand how enablement is transforming our local
services to help assess its success. Given the complexity of the
programme, the evaluation requires a number of different approaches
such as using routine data at system and service level, and specific
evaluations of components of the system (such as new service models).
Just as no single piece of evidence can provide the rationale for a
complex programme, no single outcome can measure its success.

In considering how to evaluate a mental health system and changes to
it, it may be helpful to adapt the Matrix Model of mental health services,
described by Thornicroft and Tansella (1998). This describes a complex
system such as a borough-based mental health service in terms of two
axes: a ‘temporal’ axis which describes ‘inputs’ (such as the resources
put into the system), ‘processes’ (the activities which are purchased with
those resources) and ‘outcomes’ (the effects of those activities), and a
‘geographical’ axis, originally described as country, service and patient but
adaptable for our purposes into borough, service and patient.
Nine cells result, and the table gives examples of the elements of the
system which can be described as fitting into the cells:

Evaluation and outcomes, continued

Table 1

The ‘Matrix Model’ of borough mental health services
Borough

Service

Patient

Input

Budget of local
services
commissioned from
the Trust

Resources used by the
Trust to fund elements
of the services such as
inpatient beds

Resources available
to service users e.g.
tariff or personal
budget

Process

Activity within a
borough block
contract such as bed
days used per year

Activities provided by
services such as
numbers of patients
offered specific
treatments waiting
times

Types of services
offered to patients
e.g. care co-ordination,
vocational support,
educational inputs

Outcome

Patient outcomes at
borough level such
as which conditions
treated by which
service, patient survey
results or average
length of stay

Service level outcomes
such as patient
experience measures,
performance measures

Individual patient level
outcomes such as
measures of social
inclusion, symptoms
and disability

The model illustrates the way in which the multiple measures we collect
within the system can be understood as forming part of an overall
picture. A transformation of the system will impact on measures at all
levels and can only be adequately evaluated by considering changes
in the measures at all levels. Typically, impacts of change in one cell
will be easier to measure in neighbouring cells than more distant ones.
Thus The model illustrates the way in which the multiple measures we
collect within the system can be understood as forming part of an overall
picture. A transformation of the system will impact on measures at all
levels and can only be adequately evaluated by considering changes in
the measures at all levels. Typically, impacts of change in one cell will be
easier to measure in neighbouring cells than more distant ones. Thus
the effectiveness of enablement cannot be evaluated, for example,
simply by observing whether measures of individual outcome improve
over time. It is necessary to consider what changes have taken place in
the resources provided (the inputs), the way in which these are used to
provide services (the processes) and the full range of outcomes delivered
which may be at the level of the wider system and not just among those
individuals receiving secondary care at a particular point.
Specific measurable outcomes by which enablement can be evaluated
can be derived for each cell in the matrix. This strategy does not assume
consensus about what changes should be regarded as ‘success’, as
these need to be discussed by all stakeholders. For example, borough
level resource inputs to mental health services can be measured,
together with the services that they purchase. Commissioners can
propose how they wish to see resource inputs change, and what
changes they wish to see in the allocation of these resources to
different types of service, or different types of providers. If enablement
is effective, the proportion of resource spent on particular elements
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of service (for example, inpatient beds) should change in line with
commissioners’ strategies, and the proportion spent on other parts of the
system such as community services or voluntary sector providers should
change in consequence.
Expenditure on specific types of service such as the Network, or
services aimed at improving vocation and social outcomes should also
rise proportionately, though the desirable distribution of these resources
between the statutory and voluntary sectors – or primary and secondary
care – will be set by commissioning strategies. Inputs at the level of
individual patients should also be measured, as well as what changes
can be expected. For example, in line with the Clinical Strategy 2013 18, enablement should reduce the level of care co-ordinator resource
directed to service users in stable recovery from psychotic illness (‘cluster
11’), who should in future receive a different service offer.
Considering processes, again at borough level, commissioners must
agree which measures of activity should reflect the success of
enablement, though a shift in activity from the most complex and highcost activities to other forms of service activity would seem desirable.
At the level of outcomes, we could look to maintain or improve borough
level outcomes such as patient and referrer satisfaction, serious incident
levels, and responsiveness to acute services, even if resource inputs
to secondary care fall. At service level we would expect to maintain
performance, and at patient level we would seek specific measures of
individual patient outcome tailored to the specific service offer (such as
improved measures of social networks where an intervention such as
CPI is offered).
We are planning a comprehensive evaluation of enablement as a system
transformation in collaboration with Dr Tim Weaver and Professor Peter
Ryan at Middlesex University, which will be described in more detail in
due course.
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6 Enablement and our borough
communities

While some suggestions are made above about the way in which
new clinical models will flow from the enablement approach, further
development work is needed on the specifics of these models. This
work will take place in through an interaction between all our borough
stakeholders and the Trust, to ensure that clinical models are coproduced. Such work is already under way in each of our boroughs,
building on existing services and relationships. The Mental Health
Transformation Board, led by the Lead Commissioners Enfield CCG
provides oversight of the borough based programmes.
In Barnet, clinical commissioners have launched a programme of
work called ‘Reimagining Mental Health’. Drawing partly on previous
experiences elsewhere such as the Lambeth Living Well Collaborative,
and partly on existing relationships between commissioners and
service-user groups, the programme has developed groups of local
stakeholders to co-produce new service models, and current groups are
working on peer support, access points to services, and out of hours
services. In addition, social service commissioners have commissioned
ResConsortium to propose an enablement approach to the way in which
people access social care services.
In Haringey, Public Health commissioners have commissioned a review
on evidence based service models which support enablement, from an
independent consultant, Lynne Friedli, for presentation at a boroughbased enablement event in July. One evidence based model, Individual
Placement Support (IPS) which aims to support 80 people with long term
mental health problems into work, has already secured funding.
In Enfield, the Clinical Commissioning Group – as lead commissioners
for the Trust – has led a Mental Health Transformation Board which has
worked with the Trust to establish enablement as the strategic approach
for service development.
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7 Workforce implications

The transformation of the mental health system through enablement has
significant implications for the mental health workforce. New roles will
be created such as support workers and peer supporters. Experience,
training and qualifications in areas such as housing support, the voluntary
sector or education may fit people for roles in new services, as an
alternative to traditional health qualifications.
Existing service models such as the Network, or Recovery Houses,
in which staff are already from diverse training and experiential
backgrounds, give an indication of the direction of development.
Training in the enablement approach will also be needed for all staff,
and we are developing a training programme which will deliver this, and
which will be evaluated.
In addition, the transformation of the mental health system may have
more profound implications which are beyond the scope of the BEH
clinical strategy, as they depend on commissioning strategy and on the
level and distribution of services across the mental health economy in
future. However, it is possible to suggest some possible options for
discussion:
1

resources may be diverted from secondary care to other providers.
Secondary care providers could respond to this by moving to a model
in which the number –and proportion – of highly skilled, high-cost staff
decreases, with more roles filled by staff at lower bands.

2

resources may be diverted from secondary care to other providers, and
secondary care providers could respond by moving to models in which
the number of highly skilled, high-cost staff is maintained, but the total
level of staffing falls (high cost staff therefore forming a higher proportion
of the total). Work which could be carried out by lower cost staff could be
transferred to other providers.

3

the role of the Trust within the mental health system could change. In
addition to providing specialist or secondary mental health services with
highly skilled, high-cost staff, the Trust could also take on a role as a
system manager or subcontractor, managing other forms of service and
other staff groups across the current boundaries of care, in partnership
with other providers.

8 References

Webber M. (2014) From ethnography to randomized controlled trial: an
innovative approach to developing complex social interventions. Journal
of Evidence-Based Social Work 11(1-2), 173-182.
McKenzie K. (2013) How do social factors cause psychotic illness?
Canadian Journal of Psychiatry 58(1), 41-43
Shah J., Mizrahi R., McKenzie K (2011) The four dimensions: a model for
the social aetiology of psychosis. British Journal of Psychiatry 199, 11-14
Boardman J. (2011). Social exclusion and mental health – How people
with mental health problems are disadvantaged: an overview. Mental
Health and Social Inclusion 15(3), 112-121.
Thornicroft G., Rose D., Kassam A. et al (2007) Stigma: ignorance,
prejudice or discrimination? British Journal of Psychiatry 190, 192-193
Royal College of Psychiatrists (2014). Report of the Second Round of the
National Audit of Schizophrenia (NAS) 2014. London: Healthcare Quality
Improvement Partnership
Marwaha S., Johnson S., Bebbington P. et al (2007) Rates and correlates
of employment in people with schizophrenia in the UK, France and
Germany. British Journal of Psychiatry 191, 30-37
Priebe S., Burns T., Craig T. (2013) The future of academic psychiatry may
be social. British Journal of Psychiatry 201(5), 319-320
Seikkula J., Aaltonen J., Alakare B. et al (2006) Five-year experience
of first-episode non-affective psychosis in open-dialogue approach:
Treatment principles, follow-up outcomes, and two case studies.
Psychotherapy Research 16(2), 214-228.
Future in Mind (2015). Department of Health
Tansella M, Thornicroft G (1998) A conceptual framework for mental
health services: the matrix model Psychological Medicine 28(3), 503-508

27 Enablement programme strategy update 2015

More information?
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