
Reducing Reliance on Adult Mental Health Inpatient 
Care (RraMHIC)

"Art of the Possible" Session, Notes from our Shared 
Conversation on 9th September 2021

KEY THEMES – YOU TALKED MOST ABOUT:

 Workforce

 Funding

 Integrated strategic planning

 Community models

 Defining success (outcomes and measures)

 Holistic approach

 Destigmatising severe mental health

 Technology

 Admission and discharge behaviours

 Engagement with all parties

 Community options are available, but we 
need to sort out sustainable funding

 Strategic alliances create capacity for change 
and need to be prioritised to shift the balance 
of care

 Shared purpose - when we plan together, 
share funding together, share risk and learn 
together we get it right for people

 Disruptive transformative leadership is 
needed to improve the connections between 
statutory and 3rd/independent sector

 Greater focus needed on strategic planning 
for new options and changing what is not 
working

KEY LEARNING POINTS – YOU SAID:

 System-wide culture change is needed –
leadership models are changing but 
operational levels lag behind

 Safety continues to influence decision-
making behaviour with a lack of clarity 
around standards and thresholds

 Real appetite and need for sharing tested 
ideas quicker as systems evolve and adapt in 
response to pressures like Covid-19

 Compassionate care depends on healthy and 
happy workforce – currently massive fatigue 
and depleted MH workforce across all health 
and social care areas

Learning from the national conversation about how 
we might reduce reliance on adult mental health 
inpatient care where appropriate, supporting 
people with severe and enduring mental health 
problems in the community.

PURPOSE OF THE EVENT
The aim of the Art of the Possible event was to explore the current landscape, provoke discussion and spark ideas on how to reduce reliance on adult 
mental health inpatient care for people with severe and enduring mental health problems. System leads and stakeholders from across Scotland discussed:
 The current health and social care landscape in the context of mental health systems and the issues rising from the pandemic 
 The aims of the RraMHIC pathfinder teams (NHS Grampian, Edinburgh HSCP & NHS Borders) and their key opportunities and challenges
 The art of the possible – what needs to change exploring how we might design and commission differently, surface what is working well in the 

community the enablers and challenges
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What works well?

You said that when things go well, patient journeys are:

Accessible – because decisions focused on the needs of people facilitated by 
lived experience networks and groups

Early – because early interventions are being commissioned (EIP/DBI etc), 
first contact includes people with lived experience, primary care multi-
disciplinary approach improves information sharing

Reliable – because funding decisions considered sustainability, also 
considered workforce mix and ongoing development

Safe – because decisions created short and long term physical and 
psychological safety in the right setting for the individual

Compassionate – because decisions and evaluation prioritised dignity and 
respect at every step in the person’s care journey

Collaborative – involving all partners in the planning and commissioning of 
services built on strategic alliances

Continuity of care

Third sector and community involvement

Productive relationships between system partners

We considered what it might take to discover what is possible, flipping existing rules, planning and delivery on its head to shake up and shed light on what is 
needed to reduce reliance on adult mental health inpatient care. We also identified key leadership qualities needed for things to work well.

Leadership quality 1: Stay open and curious to what might need to change 
enabling different perspectives and adaptability

Leadership quality 2: We know what works, be willing to apply evidence-based 
practice, including:

Emergency 
Department

Hospital

Community Hospital

Community based health and 
social care

Community based support – informal / 
self-referral supporting people at home 

and providing continuous care

Community = family, carer, friends

Promoting Community Wellbeing

Staying independent and self-
management of health conditions

Integrated rehabilitation and 
enablement services

Intensive support

Hospital based 
services
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Blue 
Rules

Direct control            Seek permission                       Review and change                   Influence policy

Red 
Rules

Adaptability

Different 
perspectives

Leadership quality 3: We know the common strategic challenges and need 
intentional (potentially disruptive) planning that prioritises:



What did you identify as system enablers and barriers?

Cultural 
and policy

Understanding local 
contexts 

Leadership

Enablers Barriers

Technology

Workforce

• Different roles valued and 
given equal power

• Guidance around 
governance and capability 
framework creating MDT 
working and peer support

• Identifying effective staff 
retention strategies

Local and 
external  

leadership

• Strong senior/executive-level 
leadership

• Valuing leadership from people 
and community partners 

• Agree ‘Best for people’ and 
system definitions (human-rights 
approach, recovery etc)

Partner 
organizations

• Agree basic community 
provisions necessary to start 
(benchmarking)

• Planning with third sector 
organisations, scaling 
initiatives such as Primary 
Links Practitioners in primary 
care

• Opportunities for signposting 
being cautious signposting 
doesn’t become the only 
solution

Community 
assets

• Identifying community assets 
to support early intervention, 
support on admission, support 
to discharge involved from 
the beginning of admission

• Sustainable funding to ensure 
community assets are still 
there when signposted to!

• Resource what is local
• Volunteering is not free – fund 

it

• Building on covid-19 innovations 
such as remote consultations 
and community hubs

• Rapid sharing of tested ideas to 
support remote and rural 
populations

• People focused Information 
sharing systems

Funding 
mechanisms

• Silo distribution of 
funds

• Reporting 
measures aligned 
with traditional 
services making it 
difficult to evidence 
impact for third 
sector

• Short-term funding 
kills sustainable 
delivery

Traditional 
professional 
boundaries 

Partnerships and 
relationships

Sharing risk

• Sharing responsibility across 
regional areas and local 
partners

• MDT and multi-agency risk 
conferences creating culture of 
shared purpose and outcomes

• Prevent signposting to other 
sign posters

Coproduction

• Equal trusted partners culture –
investing in trust and 
collaboration skills and 
attitudes building

• Collaborating to shape new 
approaches and design services

• Fund and support lived 
experience groups

• Involve lived experience in 
developing standards and 
measures locally (nationally 
should be a given)

Investment

Financial  & 
workforce 
investment

• Funding cycles do not shape 
sustainable inputs and outcomes

• Workforce mix review building 
on primary care PCIP 
developments

• Recruitment challenge due to 
staff accommodation issues for 
some HSCPs

• Staff development funding for all 
not just health professionals

Time investment

• Time to plan and adapt to local 
need

• Time to develop new partnerships 
and collaboration

• Time to develop the right 
measures 

• Time to develop collaborative 
behaviours and culture

• Time to learn from other areas 
such as GIRFEC

• Time to learn and apply compassion 
and kindness principles (e.g. The 
Carnegie Trust 'kindness in Policy 
making‘)

• Professional 
groups used 
to decision-
making power based 
on medical models 
of care

• Working with new 
client groups and in 
new ways

• Requires buy-in from 
professionals 
experiencing diverse 
pressures

Impact of 
national drivers

• Impact of 
changes to the 
system resulting 
from National 
Care Service –
restructuring etc.

• Failure to 
implement 
Feeley recs

“bottom line is people know what works for them and more 
importantly who works for them - if we genuinely listen, we will hear 

their voices coming through the continuing professional voices”

Stigma

• Severe MH issues 
still misunderstood

• need to remove the 
stigma around 
mental health for it 
to be successfully 
treated in the 
community

“Working with communities involves ‘Third Sector’ (smaller local orgs, national organisations, social enterprises, community development trusts, etc) AND people within communities including 
unpaid carers, established local networks, place based projects and programmes, independent providers and local businesses.  When looking at redesigning or improving health and social care 

services these are the people who can offer a lot of the solutions!”



What’s Next - How Might We Define the Possible?

Engagement

Sustainability

How might we ethically engage people with 
lived experience, carers and families to 
identify what matters to them and 
destigmatize enduring mental health 
problems?

Decision-making

How might we define standards that keep the 
individual firmly at the heart of effective 
assessment and compassionate decision-
making, reducing variation and unequal 
access to community care?

Alliances

How might we align strategic and governance 
arrangements with a focus on equal 
partnerships with third sector and community 
organisations to sustain community care 
alternatives?

Capacity for change

Shaping Shifting Sharing

Recovery-led

Working Together

How might we share the different approaches 
to multi-agency ways of working and how to 
really benefit from digital platforms?

How might we share our co-design 
experiences that have delivered evidence-
based person-centered, integrated care 
pathways focused on access to safety and 
recovery-led care?

How might we define sustainable funding and 
collaborative commissioning to enable 
credible alternatives that create safe 
environments and recovery-led support?

Scale

Knowledge Behaviour Outcomes

Leadership 

How might we enhance capacity for effective 
multi-agency leadership and collaboration. 
Sharing innovative leadership approaches 
that challenge conventional structures to 
enable transformational change?

How might we define and enable workforce 
models to deliver safe and recovery-led care 
in the community?

How might we share what works and what 
doesn’t, informing regional and national 
standards to shape scale up programmes 
across Scotland?

Our next national conversation will take place in January 2022, taking the Art of the Possible key themes to define how we might design new ways 
of planning and working across specific pathways. Ahead of that session, building on areas you asked to spend more time on, we'd like to ask you 
to consider some of the following questions:



Reducing Reliance on Adult Mental Health Inpatient Care

 Understand what good 
looks like

 Plan how might we achieve 
this

 Shape a drive for change 
 Share learning to increase 

capacity for change
 Adapt to reduce what is 

preventing the change 

What are we aiming for?

 Working across boundaries 

 Taking a multi-agency
approach 

 Taking a systems perspective 
to bridge boundaries between 
hospital and community 
increasing continuity of care 

 Increasing knowledge of 
experiences and needs

What are we committed to? What will we do? 

 Learn and share events
 Make sense of systems and 

patterns
 Identify beneficial system 

and leadership behaviours 
 Innovate commissioning 

models
 Evaluate and share reports

We support a national programme discovering and implementing innovations that reduce reliance on 
adult mental health inpatient care for people with severe and enduring mental health problems. 

What is this programme about?


