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Epidemiological Overview of Mental Health
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A growing problem?

• 10% increase in CMHD in next 15 years

46%
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Five key themes

Addressing Under-diagnosis

Getting into the system

A new treatment offer for CMHD

A new Enhanced Treatment model

Integrated Outcomes Focused Commissioning



Addressing Under-diagnosis

8,628 residents undiagnosed



Addressing Under-diagnosis



Getting into the system

• GP Appointments

• IAPT

• MIND

• Secondary MH Care Outpatients

• Crisis Care

• “Missing Middle”

• LAC

• A&E CDU

• Anti-social behaviour

All parts of the system

Impact

Mixed Skill 

Workforce in 

Primary Care

Community Psychiatric 

Nursing Services and 

IAPT closer to Primary 

Care

Direct referral from 

Thurrock First into 

EPUT



Getting into the system



Getting into the system
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A new treatment offer for Common Mental Health Disorders

Three key issues:

- Variation in treatment 

access and 

management

- Triangulate with 

physical health

- Broaden the offer



A new treatment offer for Common Mental Health Disorders

Variation in clinical management
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Card and 
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New Models 
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A new treatment offer for Common Mental Health Disorders

Integrate with Physical LTC Health Services



A new treatment offer for Common Mental Health Disorders

Broaden the current offer

Social Prescribing

Wider third sector support and community 

hubs

Physical Activity

Work as a health 

outcome



A new treatment offer for Common Mental Health Disorders



A new Enhanced Treatment model

Care Cluster Name Description Likely Primary Diagnoses

1
Common Mental Health 

Problems (Low Severity)

This group has definite but minor problems of depressed mood, anxiety or other 

disorder but they do not present with any distressing psychotic symptoms

F32 Depressive Episode, F40 Phobic Anxiety Disorders, F41 Other 

Anxiety Disorders, F42 Obsessive-Compulsive Disorder, F43 Stress 

Reaction / Adjustment Disorder, F50 Eating Disorder.

2

Common Mental Health 

Problems (Low Severity 

with Greater Need)

This group has definite but minor problems of depressed mood, anxiety or other 

disorder but they do not present with any distressing psychotic symptoms.  They may 

have already received care associated with cluster 1 and require more specific 

intervention, or previously been successfully treated at a higher level but are re-

presenting with low level symptoms

As cluster 1

3
Non-Psychotic (Moderate 

Severity)

Moderate problems involving depressed mood, anxiety or other disorder (not including 

psychosis)
As cluster 1

4 Non-Psychotic (Severe)
The group is characterised by severe mood disturbance and/or anxiety and/or other 

increasing complexity of needs.  They may experience disruption to function in everyday 

life and there is an increasing likelihood of significant risks

As cluster 1 plus F44 Dissociative Disorder, F45 Somatoform Disorder, 

F48 Other Neurotic Disorders

5
Non-Psychotic Disorders 

(Very Severe)

This group will be experiencing severe mood disturbance and/or anxiety and/or other 

symptoms.  They will not present with distressing hallucinations or delusions but may 

have some unreasonable beliefs.  They may often be at high risk of non-accidental self-

injury and they may present safeguarding issues and have severe disruption to 

everyday living

As cluster 1 plus F33 Recurrent Depressive Episode (non-psychotic), 

F44 Dissociative Disorder, F45 Somatoform Disorder, F48 Other 

Neurotic Disorders

6
Non-Psychotic Disorder of 

Over-Valued Ideas

Moderate to very severe disorders that are difficult to treat.  This may include mood 

disturbance treatment resistant eating disorder, OCD etc. where extreme beliefs are 

strongly held, some personality disorders and enduring depression

F00-03 Dementias, F20-29 Schizophrenia, schizotypal and delusional 

disorders , F30 Manic Episode, F31.2&31.5 Bipolar Disorder with 

psychosis

7
Enduring Non-Psychotic 

Disorders (High disability)

This group suffers from moderate to severe disorders that are very disabling.  They will 

have received treatment from a number of years and although they may have 

improvement in positive symptoms, considerable disability remains that is likely to affect 

role functioning in many ways

Likely to include: F32 Depressive Episode (Non-Psychotic), F33 

Recurrent Depressive Episode (Non-Psychotic), F40 Phobic Anxiety 

Disorders, F41 Other Anxiety Disorders, F42 Obsessive-Compulsive 

Disorder, F43 Stress Reaction/Adjustment Disorder, F44 Dissociative 

Disorder, F45 Somatoform Disorder, F48 Other Neurotic Disorders, 

F50 Eating Disorder and some F60.

8

Non-Psychotic Chaotic 

and Challenging 

Disorders

This group will have a wide range of symptoms and chaotic and challenging lifestyles. 

They are characterised by moderate to very severe repeat deliberate self-harm and/or 

other impulsive behaviour and chaotic, over dependent engagement and often hostile 

with services.

F60 Personality disorder. 

9 Blank Cluster

10

First Episode Psychosis 

(with/without manic 

features)

This group will be presenting to the service for the first time with mild to severe 

psychotic phenomena.  They may also have mood disturbance and/or anxiety or other 

behaviours.  Drinking or drug-taking may be present but will not be the only problem

(F20-F29) Schizophrenia, schizotypal and delusional disorders, F31 Bi-

polar disorder.

11

Ongoing Recurrent 

Psychosis (low 

symptoms)

This group has a history of psychotic symptoms that are currently controlled and 

causing minor problems if at all.  They are currently experiencing a sustained period of 

recovery where they are capable of full or near functioning.  However there may be 

impairment in self-esteem and efficacy and vulnerability to life

Likely to include (F20-F29) Schizophrenia, schizotypal and delusional 

disorders F30 Manic Episode, F31 Bipolar Affective Disorder.

12

Ongoing or Recurrent 

Psychosis (High 

Disability)

This group has a history of psychotic symptoms with a significant disability with major 

impact on role functioning.  They are likely to be vulnerable to abuse or exploitation

(F20-F29) Schizophrenia, schizotypal and delusional disorders F30 

Manic Episode, F31 Bipolar Affective Disorder.

IAPT Ceiling

EPUT Floor

Missing Middle?



A new Enhanced Treatment model

Missing Middle

• Personality Disorders

• Chaotic Lifestyles

• Multiple issues including housing problems and drug/alcohol addiction

Multiagency Group – Improving outcomes for residents with PD

• Profiling of needs

• Design of evidence based assessment/treatment pathway

• Training package to relevant professionals to improve skills and 

confidence



A new Enhanced Treatment model

Fragmented non holistic Primary > Secondary Care

Within EPUT itself

Physical and Mental Health

- Health inequalities

- Non integration

Social Support and Community Assets

- Bi directional relationship 

Housing particularly homelessness

- “Revolving door”

Employment Support



A new Enhanced Treatment model

Reactive
Holistic 

Preventative

& Recovery
- Shift focus to earlier intervention

- Individual Placement Support to EIP patients to facilitate clients back into 

employment

- Review of care coordination within EPUT to focus on more holistic offer

- Cardio-metabolic assessments offered within EPUT.  NHS Health Checks 

at Grays Hall

- Integration of MIND and other community assets

- Recovery college



A new Enhanced Treatment model

Open Dialogue

• Western Lapland

• Immediate access

• Treatment in own home

• Virtually no in-patient admissions

• Conceptualisation of psychosis

• Humanistic / Non-hierachical / person centred 

• Family / Social Group included rather than individual

• Very limited use of medication

• Continuity of care relationship

http://wildtruth.net/films-english/opendialogue/



2 Year follow up (Open Dialogue Vs Treatment As Usual):

• In a subsequent 5 year follow up, 86% had returned to work or full 

time study

• 90% decline in incidence of schizophrenia to 2 cases per 100,000 

population

A new Enhanced Treatment model

Open Dialogue: Outcomes

Treatment as Usual Open Dialogue

No (or only mild) symptoms

No relapse of symptoms

Claiming disability benefits

Neuroleptic usage

In-patient hospital days

50% 82%

7% 74%

57% 23%

100% 35%

1000s ++ <19



A new Enhanced Treatment model

High Level 

Recommendations

- Missing Middle

- New treatment model

- Reduce Primary – Secondary Care Fragmentation

- Embeds physical health inc drug/alcohol treatment

- Leverages social worker skill set

- Strengths based, community asset approach

- Integrates housing and employment

- Moves from reactive to proactive

Key Questions

- Who are the Missing Middle? Services to meet needs?

- How do we improve interface between Primary and Secondary Care?

- Story lived vs Story told on thresholds?

- Restoring Social Work Skill set?  Section 75?

- What is the new model?

- How to integrate Grays Hall into IMCs?

- Commissioning for prevention and early intervention?

- Relapse prevention?

- Leverage new Wellbeing Teams / CLSTs?

Assets to Build On

- User voice – co-design of services

- Mixed skill Primary Care Workforce

- Perceived quality in EPUT

- Social Prescribing

- Community Hubs

- CLSTs / Wellbeing Teams

- LACs

- Micro-enterprises

- Inclusion

- Thurrock Healthy Lifestyles Service

- MIND



Integrated Commissioning

- Single Council CCG Team

- Wider Thurrock Integrated Care Alliance

- Outcomes not process

- Include third sector

- Review section 75

- Improve commissioning intelligence

- Early intervention – risk stratification tools



Thurrock Mental Health 

Transformation Board

System Oversight
- Health and Wellbeing Board

- HOSC

Governance
- Cabinet

- CCG Board

Public Mental 

Health and 

Prevention

New Models of 

Care
• CMHD

• SMI

Commissioning 

and Outcomes

Service User Forum

Strategic Lead – Public 

Mental Health and Mental 

Health Transformation

Detailed Work 

Programme

Case for Change

Immediate Priorities
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