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Wellbeing for All- May 2021

Community Mental Health Transformation – new 

model development and implementation 



• Our ambition is to expand and transform community mental health services in partnership with Primary Care Networks (PCNs), 

the Voluntary and Community Sector (VCS), local authorities, physical health providers, service users, families, carers and 

communities, in line with The Community Mental Health Framework for Adults and Older Adults 

• We plan to create a new, flexible, proactive model of community-based mental health care for people with moderate to severe 

mental illnesses across a range of diagnoses and needs, focussing on prevention and population health management

• This represents a radical change and full implementation of this new model across all areas by 2023/24 is a key deliverable in the 

NHS Long Term Plan, with ringfenced new investment

• New roles are being developed and resources allocated to address historic inequalities and improve outcomes in community 

mental health, including:

• Developing ‘core’ teams with multi-agency representation from NHS, social care and VCS, rooted in their communities and 

wrapped around Primary Care Networks

• Enhancing ‘intensive’ teams that deliver more specialist care with shorter waiting times to those with the most complex 

needs, with flexible stepping up and down as required

• Services will be more accessible with no wrong door, with interventions that are holistic, responsive and preventative, removing 

thresholds and barriers to care

• There will a specific focus on transforming care for younger adults aged 16-25, older adults with functional MH problems, who may 

have a range of co-existing issues including dementia, MH Rehab, Personality Disorders, Eating Disorders, and physical health 

for people with an SMI

Community Mental Health Transformation Programme

https://www.england.nhs.uk/wp-content/uploads/2019/09/community-mental-health-framework-for-adults-and-older-adults.pdf


New models must: 

• Remove the barriers that service users currently experience between primary and secondary care – including to improve 

physical health care for people with severe mental illnesses – and between different secondary care community teams

• Shift focus towards prevention and population health management 

• Ensure that people can access care, treatment and support at the earliest point of need

• Be accessible to all regardless of age, diagnosis, condition, co-existing needs, ethnicity or socio-economic status

• Proactively address health inequalities (e.g. SMI physical health, BAME communities)

• Address the social determinants of health and wellbeing and overall quality of life including social isolation and issues 

relating to employment, finances, benefits and housing

• Be based on cross-sector collaboration including with local authorities, the voluntary sector, housing and substance 

misuse services

• Include a significant role for the voluntary sector in prevention, recovery and community participation

• Provide strengths-based, personalised and co-produced care, with a single care plan

• Be co-produced with people with lived experience, as well as carers and local communities 

• Provide evidence-based and trauma-informed care

• Optimise data and information sharing across organisations

Key principles



• A key part of delivering the Community Framework are the new roles and resources to 

address historic inequalities and improve outcomes in community mental health, including:

a. Developing ‘core’ teams with multiagency representation from NHS, social care and VCS, 

that are rooted in their communities and wrapped around Primary Care Networks (networks 

of GP practices) Borough wide increased support in 2021/2022 not solely the implementor 

PCN’s

b. Enhancing ‘intensive’ teams that deliver more specialist care with shorter waiting times, to 

those with most complex needs. On hand to consult and advise ‘core’ teams, with a focus on 

people stepping up and down as required

• Additional funding as part of a 3-year NHSE/I national programme – NCL allocation of £4.15m 

in 21/22, rising to £12.6m by 23/24 to drive the change (approximately £830k for each borough 

as a proportion of this in year 1, rising to £2.5m by 23/24)

New roles and resources to support integration 



Barnet 

• PCN 3

• PCN 5

Camden  

• Kentish Town Central

• Kentish Town South

Islington 

• Central 1 PCN

• Central 2 PCN

Camden

Enfield 

• Enfield Unity PCN

• Enfield Care Network PCN

Haringey 

• North East PCN 

• Welbourne PCN

Mapped PCN Delivery in 2021/22, expanding to 100% coverage by March 2024. PCN coverage will be approximately 1/3 

of each borough in 21/22.
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DIALOG+ represents a single, holistic assessment 

and outcomes tool and care plan:

 Owned by the individual

 Shared across organisational boundaries

 Involving the right care and support from across 

the network

Covering 11 domains:

• Relationships

• Accommodation

• Mental health

• Physical health

• Practical support

• Contact with services

• Medication

• Personal safety

• Friendships

• Leisure activities

• Employment
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Evolving community mental health model

Network of voluntary sector 

providers

Entry into the voluntary sector is 

streamlined and support is accessed in 

a coordinated way, drawing upon the 

strengths of a range of different but 

connected organisations

Wider community 

The voluntary sector ensures that 

the individual benefits from the full 

range of resources available in 

the borough

Seamless and universal offer intensified according to 

need 

Community Teams will be the primary healthcare provider 

(HCP) for red/amber patients with integrated input from 

voluntary sector and other parts of network

Voluntary sector and GP will be primary healthcare provider 

(HCP) for green patients with integrated input from 

Community Teams and other parts of network

Support is “stepped up” and “stepped down” in a flexible 

manner, based on need – instead of being “discharged” 

people are supported in the setting most appropriate for their 

needs at any given time

Borough or NCL 

level services for 

most complex 

needs

Intensive services e.g.:

Psychosis

Personality disorder

Complex depression & 

anxiety

Eating disorders

Substance misuse

Core Community MH Team

Integrated, responsive, 

personalised

PCN

Easy access to 

support via 

streamlined and 

coordinated    

“front door”

In addition to 

“front door”, “any 

door” principle 

also applies



Benefits of the new model 

What it can be like at the moment What we want it to be like in the new model

Siloed care pathways, with large gaps between secondary mental 

health services and primary care

Joined up support across primary-secondary care services to manage 

changing needs, with people being able to ‘step up and down’ through 

different levels of support as they require it

Long waits for access to care, rejected referrals and hand-offs 

between services.

Multiple teams with thresholds and different exclusion criteria: ‘a 

team for everything but a place for no one’.

Shorter waiting times; removal of arbitrary exclusion criteria; proactive and 

inclusive care including for co-existing needs (such as substance misuse).

Single, coherent integrated model with a seamless, clear offer and a named 

key worker for all.

Lack of responsive, accessible care leading to avoidable crises, 

admissions and detentions. 

Particularly, limited support for people with ‘complex’ or specific 

mental health needs such as eating disorders or ‘personality 

disorder’.

A flexible, easily accessible and varied community-based offer which works 

on peoples physical and mental health together, along with addressing wider 

issues that affect health (e.g. financial stress) to keep people with a serious 

mental illness well in their own homes and communities.

Improved timely access to evidence-based holistic care for specific and 

complex needs.

Community Mental Health Teams (CMHT) lacking a clear sense of 

purpose and identity, expected to do too much with too little

Renewed sense of purpose for community-based services operating in line 

with the Community Mental Health Framework, with services working 

together with partners across and outside of the NHS to improve the lives of 

people with severe mental health problems



Additional staff:

• 1 x Consultant Psychiatrist

• 1 x B7 Social Worker

• 2 x B7 Population Health Nurse 

• 4  x B4 Peer Coaches

• 2 x VCS Recovery Worker

• 1 x VCS Community Development Worker

• 1 x VCS Welfare Benefits Advisor 

Additional staff:

• 1 x B8a Senior Population Health Nurse 

• 2 x B7 Population Health Nurse

• 1 x B5 Peer Coach

• 3 x B4 Peer Coach

Existing staff (PBMH):

• 0.5 x B7 Team Manager

• 2.0 x B6 MH Practitioner 

• 1.0 x B7 Social Worker

• 1.6 x B7 Psychologist 

• 0.5 x B8a Psychologist 

• 2.0 x CAP Apprentices 

• 1.7 Consultant Psychiatrist 

• 1.0 x Administrator 

Central 1 & Central 2 PCNS

ARRS staff 

Who makes up the core team at launch in Islington?

Borough wide 

Additional staff:

• TBC  x B7 Population Health Nurse

• TBC  x B4 Peer Coach
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Jan-Sep 20 Oct –Jul 21 Jul-Aug 21 Aug-Jan 22 Jan 22 -

Initiation Planning Implementation Improvement Sustain & Y2

Agreement of key 

principles and vision

Developing NHS, 

Local Authority and 

VCS partnerships

Funding submission to 

NHS England

Early engagement on 

the new model

Coproduction and 

community 

engagement

Recruitment of new 

staff roles

Develop framework 

and operating 

procedures

Estates development 

and team hubs

Deployment of 

DIALOG+ and tech

Team building for VCS, 

NHS and social care

‘Soft’ launch of new 

community teams

Transition of service 

users to core teams

Service User and Staff 

Advisory Groups

Training for team 

quality improvement 

roles

Rapid cycle 

improvement

Ongoing organisational 

development and 

coaching

Review of data to 

inform staff

redeployment

Planning for Y2

Recruitment of staff Y2

Evaluate and learn 

lessons

High level timelines – year 1
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What we need to make this work:

• Culture Change, within C&I  and beyond

• Community Engagement 

• Partner  and system  support 

• Technology / Data 


