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Background

This paper provides commissioners and other partners with a strong rationale for investment in the mental health and employment agenda. It is set within the context of QIPP, and is future proofed; the propositions are evidence based and are adaptable to regional and national policy development. The evidence base suggested here is probably stronger than anything else that we do in mental health, and the outcomes more sustainable.
It is clear that there will be cutbacks in public spending and resources will be tight. It is especially important that interventions are focussed on outcomes that reduce the pull on existing services and contribute to enable people to lead full and active lives. The process for deciding priorities will be critical to QIPP, therefore analysis of which interventions and actions are likely to deliver the greatest impact will be key. Access to employment and meaningful activity is highly relevant in this respect.

Whilst additional resources are becoming increasingly scarce, the current situation might be seen as a useful opportunity to evaluate both what we do and why. There are strong arguments about refocusing services around recovery principles, which for some localities could mean a refocus of existing priorities, commitments and changes to existing practice.
Costs and Benefits
Local economic analysis estimates the costs of poor mental health for the region at around £9.3 billion. To complement this we are currently working on a model to demonstrate the likely savings of investing in the employment agenda. The individual placement support model, which helps people with mental health problems into paid competitive work, would save money by substantially reducing the use of mental health services. A multi-site European trial found that individual placement support clients had fewer, shorter hospital stays than clients in traditional services (Burns et al, 2007), which contributed to significant savings in in-patient costs over an 18-month period. These findings were recently corroborated by a US study which found that mental health service costs over a 10-year period were 50% lower for people supported into regular employment than among other groups (Bush et al, 2009). Our intention is to commission more detailed work based on this research to make it relevant to Yorkshire and the Humber.
Brief analysis built upon the estimated cost of poor mental health in the region is applicable to each locality. Each area, estimates the total system costs for services and employers spend.
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Figure 1 - Estimated Costs of Poor Mental Health in Yorkshire & Humber
(Evans, Francis 2009)
Health Benefits
We know that access to work and meaningful activity has a strong therapeutic value, especially for people with severe and enduring mental health conditions (McLean, Francis et al. 2005), and the positive association between work and good mental health is largely proven (Waddell and Burton, 2006).  A multi-site European trial found that rates of hospital use were lower for IPS clients than for those in traditional services (Burns and Catty, 2007). In particular, only 20% of IPS participants were re-hospitalised at any time during the 18-month follow-up period compared with 31% of those in traditional services. Additionally the proportion of time spent in hospital over the 18 months was only 4.6% for IPS clients against 8.9% for those in traditional services.

In England, the public sector cost of providing health and social care for someone with a diagnosis of schizophrenia is around £10,000 a year (based on figures in McCrone et al., 2008). Reducing these costs by 50% over 10 years would therefore represent a saving of some £50,000 – far more than the costs of providing IPS to the individual. At most, these would come to about £20,000 over the same period and probably much less among those in stable employment (Sainsbury Centre for Mental Health, 2009)
Links between Mental Health and Work

Beyond QIPP and the broader policy arena, there is a fundamental question around what the mental health system is there to do. Its purpose is the same as the rest of the health system, in that it is there to enable people to get better and also to explore ways in which we can prevent people from becoming ill in the first instance.
There is strong evidence on the therapeutic benefits of paid employment and the likely long term savings to the health system in providing evidence based vocational rehabilitation (Drake 2008). Up to 25% of the very hardest to help go on to employment averaging around 22 hours per week over a 2-3 year period. These individuals would otherwise continue to access services in the traditional manner. The longer terms benefits identified from 10 year studies, show that these individuals go on to settle in stable employment that can last for years.

The suggestion is that effective and evidence based vocational rehabilitation is significantly more effective as a treatment than CBT and traditional drug based treatments, whose effects erode quite rapidly. Once people start on an employment trajectory, natural forces take over, traditional community support strengthens, resilience grows and inevitably the impact is far more sustainable. To note that we are not suggesting that CBT and drug based treatments are not important, but that these should be used alongside effective vocational rehabilitation. Other impacts of Mental Health disorders such as suicide are also significant. It is among the main causes of death for young men in England having a very strong association between unemployment, with over two thirds of young men taking their life being unemployed.

The graph below outlines a ten year study and demonstrates a significant difference in the mental health of three groups. The first (blue line) is where no vocational services have been applied, and it is clear that improvements in mental health are minimal. The second (red) demonstrates a more graded approach to work, and a slow but positive increase in mental health and the third, the high work group, taken from what we might recognise as the PSA 16 equivalent group have significantly better outcomes over a longer period of time. 
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Figure 2 - Employment hours for Mental Health Groups
Resourcing Effective Vocational Rehabilitation

The cost of implementing IPS at the level of provision recommended in government commissioning guidance on vocational services is estimated at around £67 million a year nationally (or £440,000 per average PCT). In comparison, current spending on day and employment services is around £184 million a year. This implies that IPS could readily be established within existing provision by diverting resources from less effective services. It has been suggested that the cost of transformation from traditional services is cost neutral (Clark et al., 1996) and as we have demonstrated outcomes are better and more sustained.   

Where people do recover and return to work, evidence shows that there are savings not only in lower welfare spending, but also that individuals make less use of public services, including mental health services (Sainsbury Centre for Mental Health, 2009). Analysis suggests savings of around £6,000 per client in inpatient costs over an 18-month period, based on national psychiatric inpatient care (Department of Health, 2009). This is double the total direct cost of IPS services over the same period. 
An American study (Bond 2007) suggests that the savings to the mental health system can be as much as $150K per client for those who undertake vocational rehabilitation. This is almost certainly because most have by and large moved out of the mental health system, and are leading independent and productive lives, with minimal support from the mental health system. Closer to home, Kirklees have done some modelling on prospective savings to health of a traditional approach against a more innovative and recovery focussed approach. The more positive journey assumes a job at just below the min wage, (experience suggests that this is not always the case, and often people earn more) at £10k and a move away from secondary services over time. The welfare benefits drop out after 12 months, at which point other state savings materialise. In this example, the immediate savings to the state are at £35k over the 2 year period. As New Economic Foundation have indicated there are other returns such as security of tenure which will be immensely important for example (Smith, 2010).
Work as a Public Health Issue

Moves toward a more public health approach to mental health are to be welcomed. There is strong evidence on the protection that work provides against mental illness (Foresight report 2008).  Accompanying this is a robust and growing evidence base to support such approaches within mental health, based upon protecting and improving health within communities (through education, promotion, prevention and research) and an emphasis on changing lives and saving money through such preventive efforts (McCrone, P., Dhanasiri et al. 2008). For example, evaluation of London Underground’s stress reduction programme suggests that in its first two years there was a reduction in absenteeism costs of £705,000. This is eight times greater than the cost of the scheme (Knapp, 2007).
Meeting Aspiration

There is also strong evidence that people who use services are not getting their needs and aspirations met, which in all likelihood will inhibit recovery. Studies (Grove, Secker, Seebohm) suggest that the vast majority of people who use mental health services would like to work, but the employment rate, (less than one in ten people in employment, LFS 2009), does not reflect this. 
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Figure 3 - Relative Employment rates for Population Groups
Source: Work, Recovery and Inclusion (2009)
Links to Poverty

Numerous studies have linked unemployment and other economic circumstances with poor mental health (Dorling, 2009). The graph below, taken from the Psychiatric Morbidity study, demonstrates that people with the lowest household income are 5 times more likely to have a psychotic disorder than those in the highest income quartile. There is a strong relationship between low income and worklessness.  Projections by the Kings Fund suggest an increased pull on the mental health system as a consequence of rising unemployment.
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Policy Drivers 

The arguments set out in this paper mesh with national policy drivers, including New Horizons and the raft of policy documents published in December 2009 (see Annex A). Whilst the future direction of travel is unclear at the moment, the public health agenda is looming large on the policy landscape, and employment is an important facet of this. The need to take action remains, regardless of how this has been or will be described in the future. Early indications suggest that there will continue to be a focus on disadvantage and there is no evidence that need is diminishing.
Transforming Services

Although demand for mental health services is likely to increase in the current economic context, it is apparent that government finances will face difficult challenges. Significant disinvestment in mental health services would, without doubt, deliver immediate, medium and long-term pain for the NHS and other public services. Most importantly, it would have a negative impact on people experiencing mental distress and illness, as well as their carers and families. Such shortcut commissioning would not only increase their burden, but would ultimately result in a larger economic burden for the region.  

Whilst the evidence is stark, the process of service transformation can be quite daunting; however there are a range of tools to help with this, not least Vocational Guidance for Commissioners (DH/DWP) and Implementing Recovery, a Model for Organisational Change (Sainsbury Centre for Mental Health 2009). In Yorkshire and the Humber we have developed several capacity building programmes to support this and are currently in the process of developing an on line library of resources for practitioners and others around this agenda. The relevant support mechanisms are in place to build capacity to change delivery.
The Association between Performance and Benefit Receipt 
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Figure 5 - Performance of Mental Health trusts against Benefit Claimants, CQC 2009
Evidence suggests that Mental Health Trusts can also play a big role. Recent CQC Performance ratings for Mental Health Trusts show that when compared against number of Benefit Claimants with Mental Health conditions, fewer claimants are accessing the benefits system in areas where MH services are rated as better.performing (Care Quality Commission, 2009). This demonstrates a strong correlation between good service provision and benefit reduction.

Tackling Stigma

Getting people into work promotes social contact and normalises mental health, and in turn reduces stigma (Thorneycroft 2007). Research evidence from the Scottish ‘See Me’ initiative suggests that anti-stigma campaigns are cost-effective and largely pay for themselves (M. Knapp, personal communication, 2009). 
Vocational Rehabilitation and QIPP 
Within the context of QIPP, and whatever else may follow, effective vocational rehabilitation meets the QIPP criteria as follows: 

Quality A principle of QIPP is to ensure that services delivered within the NHS have ‘quality’ as their organising principle.  Employment is associated with quality in several ways; it delivers value for money, being cheaper and more effective than traditional treatments. Outcomes are also better and more sustainable, and finally and perhaps most importantly that is what people are saying they want. Employment provides a very good fit with the region’s aspirations around personalisation, and we note that research from the USA suggests that most people spend their personal budgets on vocational activity.
Innovation This aspect of QIPP is more difficult for vocational rehabilitation, as there is substantial and robust evidence on what works, namely Individual Placement and Support (Rinaldi, Becker, Perkins, 2007) and so there is little need to test models of support. However, for localities whose performance is below average, having effective recovery focussed programmes will be a significant change to practice and treatment.  That said there are opportunities to harness the ideas, support and creativity of staff and partners, to include service users and carers in effecting change. We have already made a start in the region on this with our Action Learning in Partnership Programme. There is a good opportunity here for Yorkshire and the Humber to be seen to be leading the way nationally in effective and recovery focussed interventions.
Prevention It is right to support the concept of a national ‘health’ service, rather than just a national illness service.  Vocational rehabilitation again meshes perfectly with this concept in that it works with the whole person and their whole lives, and helps keep people out of the mental health system.  Keeping people well and in work will be an important aspect of this, and we should tailor services accordingly. Whilst the economic benefits of doing this are less clear, there has been a significant policy push on this direction (See Working our Way to better Mental Health (DWP/DH), Work, Recovery and Inclusion (Cross Government), Realising Ambitions and New Horizons). We have already made significant progress on this agenda in the region. 
Productivity This is around a focus on efficiency and arguably delivering more for less.  Evidence based vocational rehabilitation is shown to reduce cost and waste in the system, and delivers an effective and modernised patient pathway. Improving productivity and keeping service costs manageable will only work if the NHS can also reduce potential demand, and it has been shown that people in work use fewer services than those out of work. Investing for positive outcomes in mental health will also produce savings in other areas of public sector finances. There is then a question of how best to incentivise these sorts of investments. For example, evidence exists that mental health diversion programmes for people who come into contact with police and the courts and who have a mental health problem have been shown to have multiple benefits in terms of reductions in reoffending rates and savings in the criminal justice system – as much as £20K in each individual case (Sainsbury Centre for Mental Health, 2009c).
Regional Trends

In some, not all aspects of this agenda progress has been hampered by the economic downturn in the region, and so we see a steady decline in both the employment rate and an increase in the numbers of people claiming benefit with a mental health condition. There are jobs, the number of vacancies have increased in the region in the last twelve months. The issue is that people with mental health conditions are not accessing them. We might speculate that this could be due to the fact that statutory programmes do not have a significant work  focus, for example IAPT, or that those that are work focussed are not adept at tailoring provision to meet the needs of people with mental health conditions.
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Figure 6: Key Trends in Employment/Unemployment in Yorkshire and Humber (NOMIS, 2009)

National figures up to the middle of 2009 indicate a slow decline in the employment rate across the region, coupled with an increase in unemployment. The economic climate of the last 18 months suggests that this worsening trend is likely to continue.

PSA 16 and Employment

Whilst the future of PSA 16 is unclear, it is apparent that our approach in the region has been successful, despite the fact that we are working against the effects of the recession and with some of the most difficult to place clients in the labour market.  Performance indicators show a statistically significant increase in the numbers of adults on the CPA into work, which is arguably cause for celebration. There are several reasons for this, regionally we have been able to convince localities that this is the right thing to do, and offer a well developed package of support. As a consequence we have been able to build capacity to deliver and services are becoming more in tune with what people want. That said there remains a long way to go before we get equality in terms of outcomes and increased life chances fort people with mental health conditions, but we are moving in the right direction. 
Conclusion and Next Steps
It is clear that effective vocational rehabilitation helps people to get better, normalises mental health and saves money. Within this context it is hoped that this paper goes someway to help shape regional policy ambitions around how we approach the mental health agenda. The evidence is strong, arguably incontrovertible, around evidence based practice and recovery focussed delivery, in line with QIPP ambitions. That said we will do further work to explore the cost benefits to ensure that this has meaning for localities and the region. 

At it’s core then is effective vocational rehabilitation, and in this respect we have begun to make effective progress, having increased the employment rate of some of the most disadvantaged in our region, against a backdrop of the recession. It would seem to make good sense to both build on the good work to date, and to look at how best we can provide still better outcomes for people with mental health conditions, across the mental health spectrum. In this respect we will continue to change the lives of the people and communities that we serve.  
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