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FAQs
MENTAL HEALTH PRACTITIONERS
Why do Mental Health Practitioners have to be employed by the secondary care provider of community mental health services?
The introduction of these roles is part of a wider transformation and expansion of community-based mental health services set out in the NHS Long Term Plan. The practitioner can access and draw down on secondary mental health services and provide a “bridge” between primary care and secondary mental health providers. 
The practitioner will be embedded as part of the PCN MDT working alongside the other roles and they will also part of the community mental health MDT with ready access to a wide range of support and expertise across both MDTs. It is envisaged that the focus of a practitioner’s work will generally be people whose needs cannot be met by IAPT services but who may not need ongoing care from secondary care community mental health services. The practitioner can facilitate onward access to other secondary care-based services or third sector services integrated within the mental health pathway. Local agreement will be needed on the scope of the role based on the parameters set out nationally. 
A further benefit of this model is that it reduces the “employer” burden on the PCN and gives the PCN the benefit of a full time embedded mental health practitioner whilst only having to fund 50% of their costs (up to the maximum level of reimbursement). The practitioner will be supported by the provider’s robust clinical governance mechanisms to support safe, effective and high-quality practice. The model facilitates a joint approach to recruitment and closer integration between primary care and secondary mental health providers.
Our PCN has already employed a mental health practitioner, what can we do?
To be eligible for reimbursement under the ARRS scheme, the mental health practitioner must be employed by the secondary care of provider of community mental health services for adults and older adults.  We suggest that PCNs have a discussion with their local provider, supported by their CCG if necessary, to explore whether there are any potential options for mental health providers to take on the employment of staff already appointed by PCNs, in order to unlock access to ARRS funding and deliver the benefits of the joint model.
We already have a contract with a local provider who isn’t the community mental health provider? 
To be eligible for reimbursement through the ARRS the mental health practitioner must be employed by the community mental health provider.  We suggest that PCNs have a discussion with their local community mental provider, supported by their CCG if necessary, to explore whether there are any potential options around employment by them for staff who have been recruited via another provider.

Does it have to be the local community mental health provider or can it be a neighbouring one or other provider like MIND?
The mental health practitioners need to be employed by the secondary care provider of community mental health services that covers the PCN geography so that they can provide the necessary links and facilitate access to specialist mental health services where this is clinically appropriate. A local Mind, or similar organisation, would therefore not be an appropriate employing organisation for practitioner roles under the ARRS scheme and would render a PCN ineligible to receive reimbursement under the ARRS. 
Can we employ our own mental health practitioners under the ARRS scheme in addition to those employed by the community mental health provider?
No. To be eligible for reimbursement under the ARRS the staff must be employed by the secondary care provider of community mental health services.
Will mental health providers receive more money to fund their 50% contribution to these posts? 
Yes, mental health providers have received additional funding, as set out in the Long Term Plan. They have a contractual obligation to provide PCNs with a mental health practitioner. CCGs must demonstrate that they have met the Mental Health investment standard.
How will we fund on costs?
The ARRS funding covers 50% of the salary, NI and pension costs, up to a maximum reimbursable amount for each of the indicative bands (5 – 8a), in line with the rules of the Scheme
What band practitioner are we able to employ?
This practitioner can be reimbursed through the ARRS from a band 5 to band 8a level. As the GP Contract and NHS Standard Contract set out, the practitioner can be any clinical registered role including a Community Psychiatric Nurse, Clinical Psychologist, or Mental Health Occupational Therapist. This is not an exhaustive or definitive list and local partners may wish to explore other types of roles that fulfil the same criteria.
The PCN and the community mental health provider should work together to find a practitioner most suited to the PCN’s population mental health needs, taking into consideration local mental health workforce availability and pressures. 
Who will be the employer and line manager for the mental health practitioners? 
The community mental health provider will be the employer and provide line management but the mental health practitioner will be fully embedded in the PCN and part of the PCN MDT. The PCN will agree their job description and scope of duties with the community mental health provider. NHSEI have developed guidance on employment models, including a template service level agreement, which PCNs may find helpful. 


[bookmark: _GoBack]Who will have HR responsibility? 
The community mental health provider will indemnify the mental health practitioners and will be responsible for all HR management in line with usual employer responsibilities. We suggest that the PCN agrees with the provider how staff will be supported whilst working in primary care and how any feedback for appraisal, including compliments or any concerns about performance, will be shared and addressed. NHSEI has produced support on employment models here which may be of help.
Can the mental health practitioner see Children and Young People?
The post is intended to support adults and older people but PCNs can secure a children and young people’s mental health practitioner under the same model, with the agreement of the mental health provider. There is no contractual obligation on secondary care providers to supply this role in the same way that there is for the adult and older adult role. However, PCNs and secondary care providers of children and young people’s community mental health services can pursue this arrangement if both parties believe it is desirable and practicable.
Can we employ our own CYP practitioner under the ARRS scheme?
To be eligible for reimbursement under the ARRS, the CYP practitioner must be employed by the local secondary care provider of community mental health services for children and young people. 
How will we recruit to these posts when there is already a shortage of staff?
We believe that PCNs and the local mental health provider working collaboratively will provide an opportunity to create innovative posts where care will be provided closer to people’s homes and communities. It provides a unique and exciting opportunity to work in primary care as part of the wider PCN team and will be attractive to staff as part of the wider development of new and integrated models of primary and community mental health services set out in the Long Term Plan.  
 We will be using the workforce planning returns that PCNs submit to develop a supply and demand model across the ARRS roles and working with Health Education England to ensure a pipeline of staff are available for primary care going forwards.
We also anticipate that earlier timely intervention may reduce escalation of needs, and will allow secondary care community mental health services to dedicate more resources to improving access and quality for people with more severe and complex needs. This is ultimately the direction of travel of the Long Term Plan and the Community Mental Health Framework.
Do these staff have to be additional to current mental health staff – the same as the ARRS staff in primary care? Will mental health providers just use them to fill their current vacancies or use them for services under pressure such as ADHD?
The MH provider must provide a role which is additional to:
· any role already provided by them to work as a member of a general practice or PCN core team; and 
· any co-located IAPT practitioner.
The post holder will be fully embedded in the PCN and working to a job description developed by the PCN and the mental health provider.
PCNs that are already within community mental health transformation ‘early implementer’ sites  that choose to take up this arrangement,  should work with partners to ensure  that adoption of ARRS builds on and complements the new models and progress made to date.
Are we limited to 1.00 WTE mental health practitioner per PCN and can larger PCNs recruit more staff?
The proposed staffing levels are intended to reflect PCN size and increase each year, subject to positive review. In 21/22 they are 1 WTE per PCN size of 99,999 and 2 WTE for PCNs >100k population. This entitlement will increase to 2 / 4 WTE in 2022/23 and 3 / 6 WTE by 2023/24. This allows time for the scheme to bed in and to build up the workforce supply and an assessment of the impact of the scheme on the wider transformation of primary and community mental health care. 
Why don’t you just pay the community mental health provider directly, rather than us claiming via the ARRS and having to pay the Trust?
It is important the PCN retains control of its full ARRS budget and decides the roles that it needs to recruit in the light of its own population health needs. The PCN can agree payment terms with the mental health provider and payment processes can be automated to reduce the administrative burden.
Is there a timing mechanism in place for this or will that be down to PCNs / local CCGs / ICSs to determine? 

PCNs become contractually entitled to take up these roles from 1 April. However, PCNs, CCGs and mental health providers are able to agree a later start date taking into account practical considerations and the wider Covid context.

Do mental health providers need to start with PCNs that previously indicated that they wanted to appoint to PCN MH roles in prior submissions? Recognising that all may review that in light of this new guidance

This is likely to be a sensible approach, although providers are reminded that all PCNs may choose to take up their entitlement and so they should plan to engage with all PCNs.

If the role is to triage how does this align with the MH hubs created in the CMH transformation?

The role parameters are relatively flexible, so providers and PCNs should discuss the arrangements that are likely to work best for local patients.

Is the role linked exclusively to SMI or is there flexibility on the focus?

There is flexibility on the focus of the role within the parameters already set out. PCNs and providers will need to agree the focus in the context of transformation happening across the local ICS and delivery of the  Community Mental Health Framework . We would remind local partners that one of the key benefits of the role is its ability to draw on the wider PCN and MH MDT to help address people’s needs.
Other areas that have been raised are about who is the employer? This ARRS role is different model to previous ones. I.e. so, would PCN and MH provider together be the co-employer? Can PCN "choose" their MH worker from the MH provider? If it doesn't work and PCN withdraw funding, who holds the risk?

The secondary care provider of community mental health services will be the employer of the mental health practitioner role. PCNs and providers will need to agree on the role and job description and PCNs should be involved in the recruitment or selection of their mental health practitioner. There should be an agreement between PCNs and the mental health provider that captures how the role will operate. NHSEI have developed a template agreement which may be helpful and can be accessed here within guidance on innovative employment models. 


Isn't there a high level of potential for unwarranted variation if this is a choice for primary care? 

PCNs have a through and detailed understanding of the needs of their population and this is likely to vary across the footprint of an ICS or provider Trust so different PCNs are likely to require different roles to meet their particular population needs. As with the other ARRS roles PCNs are able to choose which roles they recruit to and whether to take up their entitlement to adult / older adult MH practitioners or not. 

To address the potential for unwarranted variation, providers can hold discussions with multiple PCNs to reach a shared view of the requirement. CCGs and ICSs may also want to facilitate discussion to ensure a consistent approach to similar needs in the context of their community mental health transformation plans.

What if a PCN chooses not to have an MHP? 

This is entirely up to each individual PCN. PCNs will be aware that regardless of whether or not they take up their entitlement to these practitioner roles, all ICSs will be implementing plans to transform community mental health services and will be delivering new models of integrated primary and community mental health care for adults and older adults with severe mental health problems in every PCN by March 2024.

I'm worried about B5s acting as lone practitioners. I think that could be risky for them and the patients. 

It is essential that PCNs and providers work together to ensure that the practitioner is well supported by the PCN MDT and community mental health MDT with appropriate clinical supervision arrangements in place.  NHSEI clinical supervision information can be accessed here. 

What’s the link between SPLWs, health and wellbeing practitioners, and others in the PCN workforce?

Please see section 8.5 from page 28 onwards in the link provided: https://www.england.nhs.uk/wp-content/uploads/2020/03/network-contract-des-guidance-2020-21.pdf 

How have the links been made with IAPT on this? 

Local partners will need to ensure that there are comprehensive primary and community care services that dove tail together to meet the different needs of patients and eliminate the gaps between services. This role will help build capacity within local systems to respond to mental health needs.

In the standard contract section, it cites the 'Primary and Community Mental Health Service guidance' is this one and the same as the Community Framework or is it another document awaited?

This refers to guidance due to be published shortly rather than the Community Mental Health Framework, although the Framework remains an important reference that describes the overall transformation ambitions for community mental health services 

It has been suggested that providers don't need to employ new people but can use those in current roles, so that whilst these will be 'additional' from a PCN perspective they will not have to be additional necessarily to the provider? This appears to contradict my reading at least of standard contract consultation which states all roles must be additional posts and CCGs will need to fund these?

The roles need to be ‘additional’ to those mental health practitioner roles, employed by secondary mental health providers, working as part of the PCN core MDT or in general practice as at 31 January 2021. 

Some PCNs are proposing to use PCN underspends to fund MH roles rather than ARRS. Is that OK?

We would suggest that these kinds of proposals are discussed with the CCG and ICS. Underspends on the ARRS budget are held by the CCG and PCNs would still need to meet the requirements of the joint model to use any underspend. 

Is the match funding the part that can then be reimbursed through the ARRS?

Yes.

How much thinking has been gone into this being a similar offer for CYP? CAMHS operates very differently 

The CYP role is entirely optional for both PCNs and providers of secondary care community mental health services for CYP. The nature of the role is more flexible and can be agreed between local partners, if they both agree that they wish to pursue such an arrangement.

GP space is at a premium. Would the requirement be physical co-location?

The key is that the practitioner should be embedded as part of the PCN core MDT. This does not necessarily equate to physical co-location.
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