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Introduction and Context 

 

In June 2016, following public consultation, decisions 

were taken around services in Newcastle and Gateshead:  

1. Creation of new inpatient facilities at Newcastle’s St Nicholas’ Hospital, and the 

opportunity to innovate a wider range of improved and new community services  

2. Closure of Gateshead’s standalone Tranwell Unit, as well as the Hadrian Clinic in 

Newcastle  

3. Older People’s services in Newcastle consolidated at St Nicholas’ Hospital, closing 

wards based on the former Newcastle General Hospital site  

The money released from these changes will be invested into new and enhanced services 

that will create a better way for people to be supported and cared for in their own 

communities, minimising the need for inpatient care because new innovative services will 

support people when needed. 

Since then, further stakeholder workshops took place in February and July of this year, 

which have confirmed a widened scope – this now also includes:  

 Older People’s Mental Health services in Gateshead  

 Third Sector Mental Health services, and the wider community and Voluntary 

Sector  

 Social Care and other Local Authority services  

 Interface with GP services  

 Interface with employment and housing  

This report captures the third of a series of four events, was held from 2nd-6th October 

2017, and focussed on ‘How do we all participate in the delivery of what is needed’. 

Professionals from a range of providers worked alongside Service Users and Carers in what 

was a challenging week.  

The work builds on Workshop 1 & 2’s ideas of a telephone/electronic Single Point of Access 

and Walk-In Hubs, on how information is gathered and recorded, how assessment by the 

relevant agencies and organisations is coordinated, and what those assessments will 

include.  The skill set of those working in this multi-agency system was considered, as was 

training and ongoing support within the service.  Training for Carers and for GPs and 

Practice Nurses was also proposed. 

The following pages aim to provide a summary of the event, with the detailed discussion 

notes, ideas and products designed captured in a separate Outputs Report. 
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 Workshop 3 (02/10/2017) – The Angel View Inn, Gateshead 

 

The third workshop was held at the Angel View Inn and 

was attended by 30 participants and stakeholders across 

the week from a range of organisations, both statutory 

and voluntary sectors, and Service User and Carer 

representatives: 

 Newcastle City Council 

 Mental Health Concern 

 Mental Health Matters 

 Gateshead Council 

 Public Health Gateshead 

 Gateshead Health NHS FT 

 Northumberland Tyne & Wear NHS FT 

 VOLSAG 

 Member of the public 

 Service User/Carer 

 Launchpad 

 Dementia Care 

 Advocacy Centre North 

 Gateshead Mental Health User Voice 

 Newcastle Hospitals NHS FT 

Welcome 

James Duncan (Deputy Chief Executive, Northumberland Tyne and Wearside NHS Trust) 

and Chris Piercy (CCG) opened the first day of the workshop in the absence of Ian Renwick 

(Chief Executive, Gateshead Health NHS Foundation Trust and Sponsor of the 

programme).  James returned to the workshop during the week for feedback and attended 

the report-out on Friday, with Chris giving thanks and closing remarks. 
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Workshops were held in July 2017 with stakeholders, who were asked to 

consider what ‘good’ services would look like and feel like: 

 Joined-up working to provide truly co-ordinated care  

 Pooling of resources and budgets, a funding review and additional funding for VCS 

organisations 

 Enable service users and carers to be involved in their care and ensure the Triangle of 

Care is implemented 

 Support – provide more places of safety in the community for service users to access 

such as the provision of a 24 hour crisis café.  Provide greater resources for Crisis 

Teams to support more people.  Crisis Teams should also be more flexible in terms of 

their definition of a crisis 

 Provide a more holistic approach to assessment and care 

The participants in the second workshop were given a list of things they 

needed to work on during the week: 

 Specifications for how Service Users and Carers will co-produce their care, treatment 

and support plans, and be empowered in owning those 

 Specifications for how service delivery will be carried out by organisations in 

partnership, and how information sharing will take place 

 Consideration of administrative and IT processes 

 Ensuring consent and confidentiality are built into the system, and that communication 

between all parties is timely and effective 

 Understanding of the skills and roles of staff undertaking the process 

 Open to new ways of working, including technological solutions 

 

Activities – Idea Generation: 

The tables were asked to discuss various elements of existing ways of working, to think of 

the problems in the current system in delivering individual needs, and then discuss 

possible solutions.  These were shared with the rest of the group, and ideas for the week 

generated. 
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Through discussion on current problems and ideas to solve them, the group 

noted the following: 

 Joint working and pooled budgets would improve value for money across the system, 

allow the money to follow the person, and enable choice – this needs integrated 

commissioning, a collaborative contracting system/alliance, and a decision on whether 

services should be aligned to GP practices/commissioning lines/residency.  The new 

system needs clarity on legal requirements of organisational form, to ensure statutory 

responsibilities are met 

 A cross-agency forum to enable better ways of working and cultural shifts needed, 

starting at the top with senior managers and Boards – a building of trust and respect 

across the system is needed, and leaders should set the example – needs a shared 

vision and agreed priorities across the system.  Also needs to be something bespoke 

for Newcastle and Gateshead, to meet demands 

 IT teams to work together to overcome the challenges of information sharing – to 

include all providers sharing information, but also giving Primary Care access to 

information on services and on an individual’s Mental Health records, to enable more 

informed referrals and reduce ‘bouncing’ 

 Work on staff skills and retention along career pathways, aligned to new service delivery 

plans 

 Alternatives to A&E and admission to be funded, with transport available to reduce use 

of Ambulances 

 A comprehensive and accurate database of all services/options available – identify 

what is good out there and what works where/when 

 Empower ‘shop-floor’ staff to innovate and solve their problems themselves, and to 

make links with others to do this collaboratively – training and time needed.  

Consideration of co-location and joint training delivery, to enable improved working 

relationships.  Ensure messages conveyed to managers come directly from staff 

working in the system, and from Service Users and Carers, to avoid miscommunication 

along a chain 
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Activity – Current Service Mapping Exercise 

The participants were split into two groups, based on whether their role was primarily in 

Newcastle or Gateshead.  Groups were tasked with drawing the current services, 

organisations and agencies that are available within each locality, then identifying which 

of these have a good interface, not so good interface, and those that do not have an 

interface and for what reason, e.g. they may not be commissioned.  This was an in depth 

exercise which was used throughout the week to look at how we could cut out waste and 

improve the system. 

Newcastle Current State Process Map: 
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Challenges in Newcastle’s current system noted: 

 Crisis service not available for Older People 

 Poor quality referrals, and bouncing to and fro between Primary and Secondary Care 

 Waiting lists for services, including that for Talking Therapies – makes problems work 

 Voluntary Sector has an inequitable relationship compared to others 

 Communication channels between professionals are poor 

 Information sharing and IT system issues 

 Lack of trust/confidence/relationships  

 

Gateshead Current State Process Map: 

 

Challenges in the Gateshead current system noted: 

 Transitions between Adult and Children’s Mental Health services - long waiting times 

for both 

 Bouncing of patients between IAPT and Secondary Care – good that Carers can access 

IAPT as a priority in Gateshead but this is not true of Newcastle.  Also noted delays in 

IAPT communicating outcomes to GPs 

 Bed availability issues lead to flow issues, added to which are issues with S117s and 

funding of packages of care, the geography of beds, and the bed management process  

- problems sometimes due to delays in crisis team availability, MHA assessment delays, 

and availability of beds 

 Issues with capacity in 24 hour step down bed service (mainly for working age adults but 

is all age, 48 beds but too much demand – also unmet need in people wanting 

tenancies) 
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 Pharmacy input into what was RTS service – no longer there 

 Lack of Speech and Language Therapy resource 

 Community team transitions from Adults to Older People difficult 

 Differences in the delivery of Perinatal services by geography 

 No Crisis service for Older People 

 Issues with out of hours psychiatry availability when GPs attempt to contact 

 Issues with capacity in day service/lunch clubs, etc. provided by 3rd sector 

 Lack of drug/alcohol service support for younger people in the early stages of 

dementias 

 Disjointed links between Memory Protection Service in NTW and Gateshead Health 

Secondary Care for Older People – MPS is a diagnostic service without treatment 

delivery, so referrals have to made and individuals wait for treatment delivery by 

Gateshead Health Trust 

 Individuals with complex needs – poor coordination of services, meeting the needs of 

Mental and Physical Health 

 Voluntary and Advocacy services – capacity issues 

 Public health funding for training in Mental Health First Aid was given to Gateshead and 

not Newcastle 

 

 

Needs-led ‘vs’ Age-led Services 

The group were then asked to think about the current mixed model of aged-based 

commissioning and needs-led services.  The tables were asked for positives and 

challenges for both aged-based care and needs-led services, and these were themed 

according to whether the benefit or challenges is to the Service User/Carer or to the 

organisation: 
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Age-based Mental Health Services Themes: 
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Needs-based Mental Health services Themes: 
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The group then discussed whether we need to choose between Age and 

Needs-Based Service Delivery models, noting that the preference of the 

Stakeholder Workshop was one of Needs-Based Services for the future. 

Considering the pros and cons noted above, the group acknowledged that needs-led 

services would be preferable, that we should acknowledge that age is an important factor 

and can change a person’s needs, but that this is also true of other life factors.   

In this, they agreed that service delivery should not be a binary decision based on age, and 

should instead be a holistic view of need, taking into account not only clinical judgement 

but also the views of the Service User, Carer and all partners equally. 

In such a system, greater access to specialist advice will be needed by core Mental Health 

teams, if they are to support people with a wider spectrum of need, as will clarity in 

pathways as to when the person’s needs are such that they need to transition to a more 

specialised service.  An example of this would be those individuals over the age of 65 with 

functional illnesses (depression, anxiety, and so on), who are currently treated in Older 

People’s Services, but could in the future remain in mainstream services, and only 

transition to more specialised services if their needs change to include added 

frailty/complexity associated with age. 

Such a change requires well managed initial assessment of need, and transition processes, 

and accurate commissioning of services to meet shifting demands and best practice in 

new pathways. 

The group considered what the impact of changing service delivery to a 

Needs-Led Model would have on their respective organisations: 

 Finance and contracts may change 

 Workforce and skill base within all areas may be affected 

 NTW and Gateshead Health would need to consider how those staff with specialist 

skills can provide advice and support to others, and how that resource is managed 

– plans will be needed to develop special interests in key areas 

 If individuals under the age of 18 access new services (for example by calling a Single 

Point of Access), all involved will need to consider policies and procedures, as this 

may be outside of current remits 

 Housing providers – would have issues if removal of an age threshold meant 

combining older with younger people, e.g. if 70+ were living with people in their 20’s, 

and both had chaotic behaviour and complex mental health problems.  All agreed 

that age appropriate services would be needed throughout 

 GPs – would benefit from the additional flexibility, and the ability to deal with 

multiple needs in one referral 

 May impact on the environment in services – some building requirements may need 

to be reviewed to take into account legal and statutory obligations on accessibility 

 Social Care teams – currently configured by age threshold, so may impact on 

resource within different locations 

 Drug and Alcohol services – issues raised with current models which don’t support 

those with cognitive issues, creating inequities  
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Service User, Carer and Wider Community Feedback Plan 

The summary from the first day of the workshop was fed back to Steph Edusei (Chief 

Executive, Healthwatch Newcastle), along with a short set of questions which had arisen 

during the day that warranted further opinion.  Healthwatch Newcastle and Healthwatch 

Gateshead ran ‘fringe’ events on evenings during the week to allow more members of the 

public, experts by experience, and voluntary and community sector representatives to 

make their voices heard and contribute to the new service design.  

It was agreed that Healthwatch would pose these questions at their event and also online 

for anyone who could not attend and the outcome of the first ‘fringe’ event would be 

fedback to the workshop at the start of day 2.  In this instance, the group who attended 

represented part of the BME community in the area, a group from the Angelou Centre in 

Newcastle. 

 

Healthwatch feedback 03/10/17 

Needs-Based Option for Service Delivery – views of the fringe group: 

 Mental Health is the issue, not age – some needs are shared across ages 

 More outreach promoting mental wellbeing especially in schools was felt to be 

needed 

 

Age-Based Option for Service Delivery – views of the fringe group: 

 Impossible to categorise age groups but…. 

 Felt that 18 is not appropriate cut off for an adult – recognition of condition can be 

late and ‘thrown in’ with adults 

 16 – 25 need better peer support/more inclusive 

 No categories – should design around Service User preference/need 

 Non-judgemental 

Steph noted that everyone who has registered for the Healthwatch fringe events are 

receiving summaries from all of the workshops, and that there have been mixture of ages 

throughout the events ranging from early 20’s to older ages. 
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The workshop group were then asked on tables to consider different parts of 

service delivery. 

Draft interface between CMHT’s (Community Mental Health Teams) + SPOA 

(Single Point of Access) including principles: 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Single Point of Access to CMHT link ideas included: 

 Trusted assessor concept agreed, who would share everything with teams in real 

time, and will have access to advice, expertise and historical information 

 Bookable CMHT slots, phone or physical – felt that if the plan was clear, slots would 

be booked for onward appointments, but if not, cases would be discussed with 

teams to make right appointment, avoiding duplication.  Hubs could be used to hold 

the appointments 

 Ideas were discussed around peer support being made available if current waiting 

times persist in teams included in scope: CMHTs, Older Persons, EIP, MPS, Memory 

Clinics, Perinatal  

 GPs to consider routing referrals through SPOA if needs extra things, or if more than 

one service/agency is needed.  Direct referrals to single services will still be possible 

in the first instance 

 

CMHT 

EIP, Psychosis/non 

Psychosis, formerly 

known as older person’s 

service, memory clinic, 

and transition team, 

perinatal (join with 

midwife)  

SPC 

Trusted 

Assessor 

Direct 

Referral 

Admin (in Hub) 

Ordering etc. 

Letters and sending to at set 

points, etc. 

Update to GP and user 

Hub manager 

Organise holiday cover 

Booked spaces 

Peer support management 

SPOA discuss with 

team, re appropriate 

discipline/combination 

(avoiding duplication) 

Interim support at hub   

Bookable 

slots 

SPC 

Informs outcomes/offer choice if 

possible 
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A second group considered how services could be delivered in a ‘Lean’ but 

holistic manner, with reduction in waste: 

Technological 

Considerable duplication in effort noted in current ways of working, particularly in 

assessment.  The SPOA and trusted assessment approach will have a considerable impact 

on this.  The group extended this principle to trusted ‘end-to-end’ assessment. 

Workforce 

General principle of ‘skilling up’ workforce to deal with issues agreed, and the importance 

of not always ‘clinicalising’ support was re-enforced.  Training staff in ‘just enough support’ 

principles was felt to be key – in this way, dependency is reduced. 

 Investment in the health and wellbeing of workforce was felt to be of great importance. 

Pathways & Blockages 

Intermediate care bed resource for Older People in Gateshead limited – limited access 

available to Social Care beds for this client group.   Causes hospital discharge delay.   

Link work / navigation role, that provides some care. Support coordination capacity could 

significantly enhance efficiency in service usage.   

Out of area placements 

The group felt these are often expensive, and that money could be used to broker and 

commission bespoke packages of support for people with complex needs, within the 

locality. 

Organisational Structures 

The group highlighted the difference between ‘statutory requirements’ and services that 

the statutory sector tend to deliver.  Alternative organisational structures and ways of 

working with VCS could bring efficiencies. 

Prevention and Public Health is key in managing future demand, and the group felt that 

consideration of ‘micro-commissioning’ of social prescribing projects (men’s sheds, 

etc.) would help toward this. 
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A third group considered how Plans for service delivery could be co-

produced with Service Users and Carers: 

 Should focus on strengths and needs, be realistic and holistic 

 Should be agreed by everyone, be SMART targets, and be facilitated by whoever is 

most appropriate at the time 

 IT and sharing of information – each individual and service should have access to 

the plan – a change in culture of sharing information is needed 

 

Refused Asylum Seekers and Undocumented Migrants – a group discussed 

how such individuals who need access to Community Mental Health Services 

(NHS and VCS) would be supported in the new system, and the challenge of 

funding: 

This is an important issues that affects a small number of people but who are arguably the 

most vulnerable in society.  The policy to charge upfront for non-urgent/immediate 

services and extend this into community is to be implemented towards the end of this 

month. 

Some organisations and individuals are raising concerns such as Asylum Matters Health 

and Race Equality Forum and Newcastle CVS who have an open letter on their websites.  

The group had feedback that Gateshead Public Health are pursuing their concerns through 

various avenues. 

Acute hospitals have existing guidance and all NHS organisations are awaiting further 

guidance on how to implement the change.  Newcastle Hospitals were happy to share their 

experiences and informed the groups’ thinking on how to ensure we can make the process 

as humane and non-discriminatory as possible. 

This led us to talk about: 

 Implementing the draft guidance in the most humane and non-discriminatory way 

possible whilst following the law 

 Through… 

o Supporting clinicians re diagnosis 

o Giving patients clear explanations which don’t unnecessarily distress them 

but understand what their options are 

o Training for administrators (where possible clinicians are not involved in 

this) 

o Transparent assessments of ability to pay 

o First triage is as unobtrusive as possible – Newcastle Hospitals Trust ask 

‘Have you lived in the UK for the last 12 months and only ask more detail if 

answered No 

o Acknowledgement that the change could have a massive impact on 

resources, potential for discrimination breeches  
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This led into a Section 117 Aftercare discussion: 

As S117 relies mostly on ring-fenced funding, the group noted that, if fewer people reach 

crisis and if there is early intervention, fewer will require S117 aftercare following admission.  

This was balanced against more of those individuals who are admitted under Section 3 of 

the MHA, with good navigation support, taking up 117 support rights. 

 

Care/Treatment/Support Plans: 

Various designs were considered for the ‘Personal Plan’ which the Service User will hold, 

and which all providers will have access to.  Navigators will keep this plan up to date where 

they are involved 

Challenges were noted around safety-proofing the recording technology to flag up if 

information is missing or needs inputting, as well as promoting the ability of the software to 

auto-populate, and to restrict access by user group/type, to maintain confidentiality at 

appropriate levels.  Access for GPs to records such as RiO is currently via the MIG gateway 

system, and such technology could be of benefit. 

Ideas were considered around the Service User having the document presented as a “little 

blue book” including glossary of terms, which they could hold and refer to at various 

appointments.  Service Users and Carers would also be able to access the online version, 

again with appropriate security and confidentiality controls built in. 
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Example plans: 
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USER PROFILE 

                  

         NAME: 

         ADDRESS/PHONE/E-MAIL: 

              COMMUNICATION PREFERENCE: 

                  CARER/SUPPORTER DETAILS: 

                  DEMOGRAPHICS – ACCESS AND COMMUNICATION NEED 

 

DATE: 

PRESENTING INFORMATION 

Physical: 

Mental Health: 

Capacity: 

 

 

HISTORY: 

Medical: 

Surgical: 

 

 

CURRENT SERVICES AND MEDICATIONS 

 

SOCIAL: 

Housing 

Police/Public record 

 

RISK: 

 

 

 

Agreed by: 

Signed: 
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The 
Plan

Substance 
Misuse

Housing

Social Care

PsychiatryPharmacy

GP

VCS

Assessment 

1st Responder 

Personal Plan 

 Caldicott 

 Information Sharing 

 Alerts 

 Risk 

 Consent 

 MDT 

 Health and Social Care and VCS 

 Co-produced with Service User and Carer 
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Navigator Team – the group considered how the Navigator role will  operate, 

and what skills and knowledge will be required: 

 

 

Criteria for navigation team “referral”   

 Triage has flagged the need for navigation support 

 User has challenges with service engagement 

 User has complex, diverse or multi-agency needs 

 User lacks supporters or carers 

 User has failed to pursue the plan 

 Questions arise about competence or awareness 

 There is a risk around whether the user will struggle to actualise his/her plan 

 Referral from partner organisations suggests this support is necessary 

Navigator support was identified as needs-based, so that when the plan has been fully 

acted - after final assessments and updates, the navigator warmly transfers the case to 

whoever is most appropriate to take the lead. 
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Care Coordinator vs Navigators – who does what? 
 

Care Coordination involves consciously organising patient care activities and sharing 

information among all of the participants concerned with a patient's care to achieve safer 

and more effective care overall. 

VS 

A community navigator who supports clients to address life issues that affect their health, 

wellness and connection with the community they live in. 

The idea proposed by the group is that Care Coordinators and Navigators will become a 

partnership of care and support, keeping each other updated. The Care Coordinator will 

continue to assess and organise care. The Navigator will support through the process. This 

will free up the Coordinator to prioritise the needs of the person, whilst the Navigator will 

advise and support the Service User and Carer(s) through the process. 

A Navigator’s key aim would be to coach a person to become in control of their care where 

appropriate - the aim is minimal support to get the desired outcome (or until the person 

says I am ok now to carry on by myself). 

 

Healthwatch Feedback 04/10/17 – questions were sent to Healthwatch and 

to NTW staff on Wednesday, and feedback received on Thursday/Friday. 

 

 Liked the idea of  ‘Navigator’ but debated the name and asked for alternatives to be 

considered 

 Participants were keen that the person was knowledgeable about services, but 

didn’t want the person to be a clinician, noted that a degree of independence would 

be helpful, as would lived experience – boundaries between advocacy and 

navigation were noted as needing clarity 

 A culturally sensitive, appropriate, multi-lingual service for BME communities and 

women-specific services was requested, or the ability to be able to link to such 

services 

 On the subject of Information Sharing, all agreed that data security and 

confidentiality was paramount, and that Service Users and Carers should be better 

informed around this, and around ‘advanced decision- making’ – noted that the 

information belongs to the Service User and/or Carer, and so control should belong 

to them 
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NTW Staff Feedback 

 Regarding the ‘Navigator’ role, the name was felt to potentially cause issues as it is 

already used elsewhere, and suggestions such as Access Coordinator and Pathway 

Guide were made 

 Staff felt that the role would be beneficial if it had authority, clear boundaries with 

advocacy services, and access to all records 

 

Pathways of Service Delivery - EIP: 

 
The group considered the key principle that service delivery is based on a trusted, needs-

based assessment. 

1st presentation to services 

Note – this group are likely to have help asked for by a 3rd party 

Referral to EIP – access in 2 weeks (NICE target best practice) 

 Additional case support by Urgent ‘A’ team. 

 Step up support to person and family 

Treatment: 

 Medication (including concordance) 

 Psycho-education 

 Family support 

Need – more alternatives to hospital admission: 

 Crisis flats and supported accommodation – with staff, and with clinician in-reach 

from EIP and Crisis teams  

 Need to add capacity in Newcastle and replicate in Gateshead  

 Opportunities to re-model current capacity and ways of working, including the 

Recovery Support team as this is currently only accessible to those with tenancies 

under ‘Your Homes Newcastle’ 

 Important to “protect the person’s integrity in their community” 

Brokerage and co-ordination   

 There could be a role for link work/brokerage to administer and co-ordinate 

treatment pathways - need to be careful to ensure this is a non-clinical role that 

does not duplicate care co-ordination.   

 Complex needs – e.g. what happens when the person presents with housing issues/ 

homelessness, or with substance use issues?  Agreement that the pathway could 

‘fork’ so that the person can be supported by Substance Misuse and Psychosis 

teams at the same time.  Need to discuss with Substance Misuse services. 
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Pathways of Service Delivery – CMHTs: 

 Issues noted include the need for ‘support work’ and navigation capacity to support 

people with practicalities of service and treatment engagement, etc., so that 

clinical/practitioner capacity is released.  Proposal: that we share capacity across 

partner agencies to ensure the most appropriate skills are used for the task 

 Administrative burden is noted to be significant for CMHTs at the moment, and it 

was felt that this must be addressed to release capacity, with repetition and 

significant time spent updating RiO.  GDPR and GNCR expertise will be enlisted to 

support work on IT systems going forward 

 Community EMIS Web – all Gateshead non-Mental Health community staff are 

using this system, which is highly valued by GPs 

 Role of navigator was felt to be key, walking the person through the system, as was 

Peer Support 

 Concern was raised over specialist skills and knowledge in CMHTs, and 

opportunities for staff to expand knowledge in CBT, DBT, Family Therapy, Eating 

Disorders, Dual Diagnosis/multiple-complex needs, access to Clinical Psychology, 

Occupational Therapy and Pharmacy – recommendations included standardise 

skills and resources across geographic ‘patches’ 

 Recruitment and retention of staff is a key challenge, and all agreed that staff should 

feel supported and helped to build resilience to reduce risk of burnout 

Out of hours support was discussed: 

 SPOA 1st Responders on the phone and in Hubs could provide support to people 

out of hours as a ‘help-line’, and to give access to specialist clinicians - the group felt 

that strong links to Emergency Departments, 24 hour Liaison Services, Crisis Teams 

would be key 

 ‘Together in a Crisis’ is noted as a useful resource to liaison MH services currently 

for people that might not need formal secondary mental health services, but 

require some practical & emotional support 

 Key issue is in relationships and understanding & experience of liaison teams, so 

that there’s confidence in referring to CMHT/secondary MH services.  Confidence 

in risk management decisions   

 Drug and Alcohol Services links were again discussed, and felt to require significant 

discussion and service planning 

Alternatives to hospital admission: 

 It is important to define what we mean by this, as the term ‘crisis house’ could be 

very broad – a detailed scoping/demand exercise is now needed 

 

The group acknowledged that time in the workshop was limited, and so some 

high level views of service pathways are shown below, which will require 

more depth and specialist expertise to be added before the design is 

complete, with all interfaces considered.  
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Psychosis Pathway ideas: 

 

 

 

 



 

26 

 

Treatment Pathway – Non-Psychosis ideas: 
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Older People’s Service Principle ideas:

Principles  

Fully integrated MDT  

Workforce Education  

Equitable access to care no matter tour location  

Not getting stuck in the wrong location because of unmet need  

Parity of esteem for mental health  

Care 

Geriatrician  

Old age Psychiatry 

Older people physical + 

MH needs  

Support worker and 

pharmacy  

Educational, Proactive e.g. 

Depression screening, Voluntary 

Sector, Advocacy  Advance planning 

linking with families + 

carers links with other 

AHPs  

Link GP and older peoples 

nurse skills mix, physical 

and mental health nurses, 

link with urgent care team 

in Gateshead and CRRT in 

Newcastle and all care 

homes. 

Older peoples 

Crisis Management team  

Holistic – physical and mental  

Avoiding unnecessary admission 

Links with non-urgent services  

Core Standards for delirium 

with defined pathway   
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Cognitive Pathway ideas: 

 

 

  

Referral into system older persons nurse available to 

New Referral 
screening by GP from 
SPOA 

Memory 
pathway

Access to advocate 
at all points for SU 
and carers 

Non-memory 
pathway 

New referral-
screening by GP 
from SPOA

Shoulder to shoulder, 
working including inter-
specially MDTs + liaison 
in general hospital and 
care homes 

Contact person and 
offer appointment 

Urgent 

Know to 
services 

GP Choose and 
book 
appointment 

Holistic MDT assessment of needs 
opportunity for nurse consultant role 
but refrain medical diagnosis 
assessment face to face 

collocated MDT integrated 
Social care 
Specialist welfare rights 
OT 
Physio 
Physical health 
SALT 
Nursing 
Neuropsychology 
Medical specialist 
Younger persons 

Holistic assessment + treatment plan 
inc liaison with SPOA for support for 
person + carer. 
Choose and book, common services 

ongoing support for 
server and relapsing 
mental illness

Discharge or " watch 
and wait" depending 
on discharge and 
relapse plan

Small Unit 
Inpatient beds
Organic, non organics, specialist + 
challenging behaviours 

Older persons Integrated Crisis 
Team  inc Physical health

Post Diagnostic support ongoing 
Collated 3rd sector services inc carer 
support named person

Step up support CMHT 
appropriate step up for younger people to avoid 
admission 
More flexible expanded community service for people 
with more challenging behaviour
Intermitted care 
Respite services flexible 
day treatment services
challenging behaviour at home 
Care home support 

Self-referral 
for new 
people with a 
care plan 

Team Triage - non urgent 5days
to determine MDT response: 
nursing, support worker, social 
worker, OT, admin, Psychiatrist, 
psychology 
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Wellness and Recovery Action Planning: 

Wellness and Recovery Action Planning (WRAP) is a tool which gives control to the 

individual and supports recovery.  There are five key concepts which underpin WRAP: 

hope; personal responsibility; self-advocacy; support and education.  These key concepts 

work from the principle that a person must own their WRAP plan.  So, while the new design 

can encourage and support people to develop an individual WRAP, the new design cannot 

mandate people to have a WRAP. 

To support the uptake of WRAP, the concept will be discussed throughout a person’s 

journey, be that working from a point of crisis or looking to build upon existing wellness 

tools. 

The five key concepts are evident in many parts of the new design.  Hope is particularly 

evident when we look at lived experience in the ‘Navigator Function’ and Peer Support in 

other areas of the new design.  Self-advocacy and personal responsibility are evident 

wherever control is facilitated, and again, the Navigator Role springs to mind.  Supporters 

are respected as the Carer’s own journey and role as a supporter is embedded in the new 

design.  Education will happen as the Navigation function ‘coaches’ people while navigating 

through the new system to reach provision which works collaboratively to meet need and 

encourage wellbeing. 
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Step Up / Step Down pathway ideas:
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"GENERAL" CARE AUGMENTATION CRISIS

CMHT
OUTPATIENTS
CPA
DAYCARE
OTHER MENU OPTIONS
TiaC
CARERS
THERAPIES
VOLUNTARY
COMMUNITY
CARER NEEDS
WRAP

CPN
STEP UP
PEER SUPPORT WORKERS
DAY HOSPITALS
INCREASE IN TIME OUT OF 
HOME
TiaC
LA INTERVENTIONS e.g. 
HOUSING
VOL / COMMUNITY
WRAP
CARERS NEEDS

CRHT
PEER LED CRISIS HOUSES
e.g. DIAL HOUSE
CRISIS / RESPITE BEDS e.g. 
SCROGG ROAD - STAFF LED
ADMISSION: INFORMAL
ADMISSION: DETENTION
WRAP 
CARER NEEDS
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HOME INCREASING RISK/NEED HOSPITAL

CARE COORDINATOR (MDT)

NAVIGATOR / HUB

PRIMARY CARE

INCREASING
CAPACITY

REDUCING 
NEED

COST

RETURN JOURNEY FAST
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Stepping Up/Down - interfaces between acute services, Mental Health/OP 

inpatient beds and community teams were considered 

 Discussion included options around ‘watchful waiting’, access to social prescribing, 

having staff assigned to Step Up/Step Down functions, and out of hours access to 

services such as ‘crisis houses’ via the SPOA and Hubs – clarity on skills needed in the 

pathways is required, and will be the subject of further work 

 Again alternative to admission models were discussed, including support for Carers, 

and will be scoped out according to need/demand for the localities 

 

  

Informal 
SPOA 
Support

Hub

Peer-led 
crisis house

Practitioner 
led crisis 
house

Hospital 
Admission
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The Carer’s Pathway ideas: 

 

 

Consent was discussed often during the event, with some guiding principles 

noted: 

 The First Responder will seek to establish this at the first step, then this can be 

revisited when sharing information with other services and individuals 

 Common sense confidentiality has been noted in previous events, and is an ongoing 

principle – listening to Carers even when no consent to share has been given 

 Risk factors can determine who information is shared with and how, and should 

include risk to Carers 

 Training for staff to include how Carers/other supporters can be involved, the 

importance of advocacy, and of advanced statements 

 

 

What Next? 
 

As noted earlier, all of this information and ideas generated will be fed into more detailed 

workstreams on new pathways and ways of working across agencies and organisations, as 

the Delivering Together programme takes shape.     

                                                                                                         


