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Executive Summary 
 
No Health without Mental Health – a cross government mental health 
outcomes strategy for people of all ages was published in February 2011.  
In an attempt to raise awareness of the strategy and secure multi-agency 
commitment to implementation, the North East Mental Health Development 
Unit arranged a regional event which was held on Friday 7th October 2011. 
 
A series of presentations during the morning session of the event set the 
context for the afternoon action-planning workshops.  The workshops were 
based on the six key objectives of the strategy and produced a number of 
priorities for action to be taken forward under each objective. 
 
For ease of reference, the priorities are listed here, although they are provided 
in the workshop feedback section of this report with further suggestions on 
who should lead on taking them forward, along with who else should be 
involved in their delivery and their ‘fit’ within emerging structures. 
 
Objective 1 Priorities – More people will have good mental health 
 

1. Clarify role of health and Wellbeing Boards 

2. Good Transitions 

3. Target Early Years 

4. Outcome Measures 

5. Early Intervention 

6. Building Social Capital 
 
Objective 2 Priorities – More people with mental health problems will recover 
 

1.  Meaningful activities or day services 

2.  Family centred services 

3.  Care co-ordination 

4.  Timely access and early intervention 

5.  Peer led services 

6.  A standardised approach to recovery planning 
 
Objective 3 Priorities - More people with mental health problems will have 
good physical health 

 
1. Access physical health support the same time as mental health 

services and vice versa 

2. Smoking cessation – encourage reduction 

3. Physical activity appropriate to the individual 
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4. Prescribing mental health medications and obesity (GP and 

psychiatrist) and impact of medications on physical health 

5. Incorporate physical wellbeing into mental health interventions – 

WRAP/care plans 

6. Education – and availability 
 
Objective 4 Priorities – More people will have a positive experience of care 
and support 
 

1. All care delivered to consistently high quality standards 

2. Person centred CPA done properly 

3. Meaningful outcomes – service and individual 

4. User and carer focused/defined outcome based commissioning 

5. Making personalisation easier to access for all 
 
Objective 5 Priorities – Fewer people will suffer avoidable harm 
 

1. Early intervention 

2. Safety and public protection 

3. Quality 
 
Objective 6 Priorities – Fewer people will experience stigma and 
discrimination 
 

1. Education/raising awareness 

2. Big culture change - media campaigns 

3. Employment of individuals and groups with lived experience - joined 
up working 

 
 
Delegates’ views were collected throughout the day and the actions everyone 
wants to see as a result of the event are listed later in the report – please do 
take time to read these – they are what local people across all sectors of 
health and social care want to see happening.  Also, at the end of this report 
can be found the action pledges which delegates made on the day.  The 
action pledges, along with the delegates’ views, represent a very positive 
desire and commitment to implementing the strategy and improving the lives 
of those affected by mental health problems.  If you made a pledge, have you 
taken any steps towards it yet? If you know someone who made a pledge – 
ask them about their progress. 
 
This report is presented back to the mental health community across the 
North East in order that those identified as implementers of the mental health 
strategy can take forward the top priorities - as identified by people who use 
mental health services and their carers, service providers and commissioners 
from all sectors. 
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Everybody, Somebody, Nobody and Anybody 
There was an important job to be done and Everybody was 
sure that Somebody would do it.  
Anybody could have done it, but Nobody did it.  
Somebody got angry about that because it was Everybody's 
job.  
Everybody thought that Anybody could do it, but Nobody 
realised that Everybody wouldn't do it.  
It ended up that Everybody blamed Somebody when Nobody 
did what Anybody could have done. 

Anon 

 

These are your priorities.   

These are your opinions and action pledges.    
Successful implementation of the mental health strategy 
across the North East is up to you. 
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Introduction 

 
Over 130 delegates were welcomed to the event by Yasmin Chaudhry, chief 
executive of NHS County Durham, who chaired the morning session.  
Delegates included representatives from the third sector, service users and 
carers, health and social care service providers and commissioners.  A wide 
range of stalls were set up for people to visit throughout the day to learn more 
about some of the exciting and innovative work taking place across the region 
to help improve the lives of those experiencing mental health problems.  
There were stalls representing: 
 

 Launchpad 
 North East together 
 The Cambian Group 
 Northumberland, Tyne & Wear NHS Foundation Trust – psychology 

service and occupational therapy 
 Northumbria Healthcare NHS Trust - community mental health 

services 
 Young Minds 
 Taking Part Workshops 
 Mindful Employer North East 
 Waddington Street Centre 
 Washington Mind 
 Gateshead Voluntary Organisations Council 
 National Survivor User Network 
 Tees, Esk & Wear Valleys NHS Foundation Trust – suicide 

prevention 
 MCC Media  

 
 
Presentations 
 
The day started with a series of presentations from local, regional and 
national speakers to set the scene and provide context for the afternoon 
workshop discussions.  
 
The first of these was a thought-provoking presentation from Jill Treasure, 
from the regional mental health service user and carer network – North East 
together, which included a video presentation of service users, describing 
what is important from their perspective in implementing the mental health 
strategy.  
 
Jill urged everyone to look out for the play “The next swan down the river 
might be black” which will be coming out next year.  
 
Jill’s presentation slides are on the following pages. 



North East together

Some service user views

and

the elephant in the room

No Health without Mental Health –
making it happen in the North East

 

Two main concerns

• Effective consultation

• Welfare Reform and its interaction with the 
health and social care system 

 

NEt – who we are

• service user and carer group

• cover NTW and TEWV area

• link with smaller service user and carer groups 
in Newcastle, Gateshead, Sunderland, Co. 
Durham, Stockton, Middlesbrough...

• set up with help from NEMHDU

• special thanks to Paul Johnson, who has been 
helping the movement for over a decade

 

How we got here, where we are going
NSF specified service user involvement and put money into it, 
for involvement workers, admin, venues, travel expenses

Service users and carers sat on Partnership Boards, LIGs and 
other bodies.  Some involved with MH Trusts.

Consultation took place after a fashion, though often too late to 
reach all service users and carers in the movement

Now the service user involvement movement has no monies 
allocated centrally, but feels our voice should continue to be 
heard

It took 10 years to get us together, we are ready to give you the 
benefit of our experience and opinion, so...

What do you want to know, and what’s the best way for us to 
have a dialogue?

 
The service user video ‘Our Voices’ was played at this point
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Public Health Outcomes 
Framework Vision

“To improve and protect the nation’s health 
and wellbeing and to improve the health of the 
poorest, fastest”

So why is Welfare Reform making 
many people with mental health 
issues who have been relying on 
sickness benefits even poorer?

 

More people will have good mental health

“we know that employment is generally good for people’s mental health 

and that being out of work carries an increased risk of mental health 
problems”

Do we?

Self reported well being – will this bear out the above statement or not?

Suicide prevention
‐ as well as looking at coroner’s reports, why not talk to those who 
have tried and failed to commit suicide – this could be done  
through the service user network

There are anecdotal reports of people on sickness benefits 
hoarding medication against the day they can’t face the 
system any longer

 

More people with mental health problems will recover

“specific meaning in mental health
A deep, personal, unique process ...
...a way of living a satisfying, hopeful and contributing life, even with 
limitations caused by the illness.
...the development of new meaning and purpose in one’s life.”

To the Department of Work and Pensions, attaining the 
above would, in the vast majority of cases, automatically 
make you fit for work.

Until recently, many people found support in recovery by sharing their 
experience and doing interesting activities at mental health day centres 
and drop ins.  These services are in many cases being withdrawn or 
handed over to service users who are not consistently well enough to run 
them.

 

More people with mental health problems will have good 
physical health
We know smoking is bad for us physically.
Please don’t single us out and nag us!
Sorry, but for some of us there are mental health advantages..

it temporarily lifts our mood
it helps us overcome shyness
it provides an ice breaker in meeting new people 
(alright, other smokers)

You can get to a smoking cessation clinic?
That’s evidence that you’re fit for work.

We know exercise is good for us.
Our problem is FINDING THE MOTIVATION.

You take regular exercise?  You plan and cook healthy 
meals?  That’s evidence that you’re fit for work.
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More people will have a positive experience of care and support

People are worried that they are being discharged to their GP with no quick 
route back if they need it.

Some people are concerned that they have not been provided with a written 
care plan.

Please support those claiming Employment and Support 
Allowance by providing written reports for them to submit to 
support their claim.  Otherwise the professional opinions of 
mental health specialists will not be taken into account, and 
decisions will be made solely on the basis of a computer based 
assessment by an ATOS generalist doctor or nurse.

Most of us have very  little money and can’t really afford to pay 
for such reports.  ESA assessment rate is £67.50 a week.

Some people can’t go out alone.  If they do manage to get to an 
ESA medical alone, that will be taken as evidence that they can 
always do this.  If possible, please accompany such people if 
asked.

 

Fewer people will suffer avoidable harm

We think this objective mixes up two things:

being in a safe environment

and

reducing self harm – which is perhaps more to do with 
recovery and support

 

Fewer people will experience stigma and discrimination

Some service users have moved more than once to escape discrimination

Service users are reluctant to report abuse to the police

It is surely stigmatising to say, in the name of social inclusion, that service 
users cannot congregate at day centres and drop ins for mutual support, 
understanding and social contact.  They are the one place where stigma 
is least likely to be found.  Social inclusion is all very well, but if you find 
yourself crying in the corner at your day centre, the reaction you get will 
be very different there than if you do it at, say, your local library book 
club.

and then there’s the benefit system and employment...

 

Fewer people will experience stigma and discrimination

Many people with mental health issues who claim 
benefit are being vilified as cheats and scroungers by 
the public and the media.  Those with depression, in 
particular, are singled out as faking illness.

The Work Capability Assessment is unfit for purpose, 
and will find many people fit for work who are not

Employers are reluctant to appoint mental health 
service users.  Anecdotal evidence suggests that a 
mention of mental health issues is a good way of 
getting your application thrown in the bin.  Perhaps you 
shouldn’t mention it?  But suppose you are appointed 
and your condition flares up?
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Or perhaps you should mention it, and tick the disability 
box.  Then you’re guaranteed an interview if you fit the 
criteria.  But does it make you less likely to be appointed?
And suppose you have to disclose how much time you’ve 
had off sick in a previous job?

Yes. we’ve got the Disability Discrimination Act, and can ask 
for reasonable adjustments.
So you have open plan offices, but I need a quiet place to work 
away from people?
So you have flexible working, but will you be flexible enough 
for my condition – I can’t predict how I’m going to feel from 
day to day.
Suppose I become manic and lose insight – will that lead to 
behaviour that will lose me my job because no‐one 
understands what’s happening?
Have you any idea how hard it is to fight work‐place bullying 
through your employer’s system when you’re struggling with 
depression?

And if you do get a job....

 

Likely scenario if you get sick now while in employment aged over 25

28 weeks Statutory Sick Pay @ £81.60 a week
plus contractual sick pay if you’re entitled
Employer’s sickness procedures, occupational health, etc to go through

SSP runs out.  Apply for ESA – let’s say you have enough NI contributions
On assessment phase @ 67.50  for 13 weeks  (often more these days)

Towards the end of this time, complete ESA50 with details of illness and how 
it affects you.  Submit supporting evidence from health professionals to DWP 
Decision Maker.  

Have a Work Capability Assessment.  Await a decision from the DWP.

Get found fit for work and have to sign on and claim Job Seekers Allowance 
and look for work  and get  £67.60
OR
Get put in the Work Related Activities Group and have to take part in the 
Work Programme, but not look for work  and get £94.25
OR (least likely by far)
Get put in the Support Group and not have to look for work or do work 
related activity and get £99.85

 

Is this the end of it?

Well, you can appeal a decision if you think it’s wrong.
Then you remain on £67.50 until the appeal is heard.

Meanwhile you collect and submit any further evidence you can.
And wait.
Months and months at the moment.

Then comes the tribunal.  It helps if you can get representation, but 
Citizens Advice and Welfare Rights are vastly overstretched at present.  
And Legal Aid for benefits cases, on which many CAB’s rely, is soon to be 
withdrawn.

If you win, you’ll get the extra money you should have had backdated.

Many people are finding that shortly after they win, a new ESA50 arrives 
and they have to start the process all over again.

 

So  you’re in the Work Related Activity Group and you don’t appeal.  Is 
this the end of it?

No.  At the WCA the examiner recommends a review date.
This is usually 3 months, 6 months or 1 year.

At which point you have to go through the assessment again.

Oh yes, one more thing.

After April 2012 if you have been on Contributory  ESA for more than a 
year, the benefit will stop.  So if you’re awarded it in October 2011 it will 
stop in October 2012.

And then you can try for means tested benefits.  But if you have modest 
savings, or a partner earning above about £12K a year, you’ll get 
nothing.
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Many of your clients will have been on Incapacity Benefit for some 
time.
Some of them will have been exempt from medicals because their 
illness is severe and enduring.
All those clients are being migrated to ESA.
Those previous exemptions won’t apply.
If they have managed to make some kind of a life on their frugal
income they are likely to be found fit for work.

So you do voluntary work?
Play in a band for fun?
Escape to your little caravan in the dales from time to time?
Do courses, artwork, walking, have hobbies?

You are likely to be found fit for work.

 

The above account is simplified.

For more information visit

benefitsandwork.co.uk

You can look at basic information without being a member, but the 
subscription of under £20 is well worth while.

You can also look at the forum without subscribing, and read the posts 
of people with mental and/or physical problems who are trying to deal 
with sickness benefits at this very moment.

We have special permission to show you members’ only information, 
including detailed guides to completing the ESA50, at the NEt stand 
today.

 
 
 
Following Jill, Yasmin introduced Dr Hugh Griffiths, national clinical director for mental health at the Department of Health, whose 
presentation described the context and key objectives of the mental health strategy.  Hugh informed delegates that the Department of 
Health will soon be publishing evidence reviews of public mental health – watch out for these on www.dh.gov.uk/publications.  Hugh’s 
slides can be seen on the following pages. 
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The Mental Health Strategy for 
England
Dr Hugh Griffiths
National Clinical Director for Mental Health

 

Introduction

• The scale 
• The history
• The policy context
• The new mental health strategy
• Mental health and QIPP 
• Some potential challenges
• Future developments

 

The Scale

• 1 in 4 people
• Cost to English economy £105 billion pa.
• More likely £105 billion pa.
• A million people on IB
• A third of GP consultations
• Largest proportion of disease burden
• Premature mortality

 

The History

• The National Service Framework – 1999
• The NHS Plan – 2000
• New Horizons – 2009

• All adults
• Dual approach

• The General Election – May 2010
• The new Mental Health Strategy
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Policy Context

• Patients at the centre – shared decision-
making, choice and information

• Focus on outcomes – quality at the heart of 
the healthcare

• Devolution – clarity about the “what” more 
than the “how”

• Strengthening public health
• Reform of adult social care

 

Policy Context

• Equity and Excellence White Paper - towards 
GP- led commissioning and outcomes (12 
July 2010) – Health and Social Care Bill

• The Outcomes Frameworks
• Healthy lives, healthy people White Paper: 

Our strategy for public health in England (30 
November 2010)

• Healthy lives, healthy people: consultation on 
the funding and commissioning routes for 
public health (21 December 2010)

 

Policy Context

• A vision for adult social care: Capable 
communities and active citizens
(16 November 2010)

• Liberating the NHS: developing the 
healthcare workforce (20 December 2010)

• The Operating Framework for the NHS in 
England 2011/12 (15 December 2010)

• Quality Innovation Productivity & Prevention 
(QIPP) agenda

 

Mental Health Strategy
A strategy to transform the 
mental health and well-
being of the nation

An ambition to mainstream 
mental health and achieve 
‘parity of esteem’ with 
physical health

The aim for mental health 
to be ‘everyone’s business’
– all of Government, 
employers, education, third 
sector

 



 14 

 

Mental Health Strategy -
Themes

• Services and public mental health
• Outcomes and quality
• A life-course approach
• Early intervention
• Patient choice and control 

(personalisation)
• Reducing inequality and tackling 

stigma
• Improving efficiency (QIPP) in the 

context of a challenging financial 
climate

 

2. More people with mental health problems 
will recover

Objectives

1. More people will have good mental 
health

3. More people with mental health 
problems will have good physical health

4. More people will have a positive 
experience of care and support

5. Fewer people will suffer avoidable harm

6. Fewer people will experience stigma 
and discrimination

Mental Health Strategy

 
A Cross-Government 
Mental Health Strategy

• Key messages 
for a cross 
government 
mental health 
strategy

• Good mental health is essential for everyone

• Improving public mental health and well-being, with 
prevention and early intervention, can cut the 
£105bn annual cost of mental ill health

• People with mental ill-health are likely to have better 
outcomes if they have real, well-informed choices 
over their care

• A twin-track approach will improve outcomes for 
people with mental ill-health and build resilience and 
well-being to prevent mental ill-health in the whole 
community

• How public service reforms will work for mental 
health

A “Call to Action” with key stakeholders

 

A Call to Action
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Quality, Innovation, 
Productivity and Prevention 
(QIPP)
Three mental health elements:
• The acute care pathway 

Local variations
• Out of area treatments

Allocative efficiency 
• Physical and mental health  

Medically Unexplained Symptoms, 
co-morbidities

 

Potential Challenges

• General:
• History
• Lack of Payment by Results
• Poor information
• Stigma and culture

• Social care system changes
• Criminal justice system changes

 

Future Developments

• Implementation
• The Joint Commissioning Panel

• RCPsych and RCGP
• The NHS Commissioning Board

• Position mental health
• Managed Networks

 

Where to find all 
documents

• Strategy and companion document –
“Delivering better mental health outcomes for 
people of all ages” available at :

• http://www.dh.gov.uk/mentalhealthstrategy
• Also, “Talking Therapies: a four-year plan of 

action” and:
• Impact Assessment and Analysis of Impact 

on Equality
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Hugh was followed onto the stage by Steve Shrubb, director of the NHS Confederation’s mental health network.  Steve talked about the 
challenges and opportunities of implementing No Health without Mental Health within the changing landscape of health and social care 
services.   
 
 
 
 
 
 
 
 
 
Steve’s slides follow below. 
 

10 March 2010

Improving mental health outcomes
Implementing No Health without Mental Health in the 
new NHS landscape

Steve Shrubb, Director, Mental Health Network

 

No Health without mental health

• In February 2011 the coalition Government published  
No Health without Mental Health - A cross 
Government strategy to improve mental health 
outcomes - The strategy set out a widely supported 
vision for improving mental health and well being

• Whilst there were benefits in being the first coalition 
strategy - there were also disadvantages (The NHS 
reforms/the pause/the journey of the Bill through 
parliament and the House of Lords)

 
 

 
“I’d argue that investing in mental health is part of 

the country’s economic recovery” 
“Together, we can make a difference” 

Steve Shrubb 
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No Health without mental health - making it 
happen

• The context for policy implementation has changed

• In the past strategies would have been accompanied 
by a detailed implementation plan with funding and 
detailed support to implement key elements of the 
strategy - The Mental Health National Service 
Framework is a good example

• We are in a very different place both politically and 
economically 

 

A New Approach

• We need a new approach that holds to the principals 
of Localism - devolving responsibility and holding 
systems to account through outcomes

• National Governments will still need to show 
accountability to the electorate about how strategies 
will be implemented and progress measured

• Without clarity around outcomes processes and 
measurement along with aligning the right levers and 
incentives in the new system there is a real risk that 
No Health without Mental Health will make little or no 
impact at all

 

An implementation framework

• As we near the end of 2011 clarity is improving  
about the architecture of the new system and the 
levers to drive implantation

• Supporting implementation properly and setting out a 
road map for doing so will be critical

• Six months on from the publication we now need to 
think about implementation

• A number of National organisations have agreed to 
work with DH to create an implementation framework

• NHS Confederation mental health network/MIND/ 
Rethink/Royal College of Psychiatrists /Centre for 
Mental Health /Children and Young peoples coalition

 

An implementation framework

• A framework as opposed to a detailed directive plan 
would offer clarity at a national level around what the 
National Commissioning Board will do.

• Development of the framework in partnership with 
mental health organisations would provide 
opportunities for recommendations to be made to 
devolved parts of the system on how the strategy 
could be implemented
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The Narrative to support implementation

• The Economic benefits of improving mental health 
and well-being within and beyond the NHS

• Disproportionate cuts in mental health gives short 
term financial gains and longer term pain 

• Recession is bad for the nation’s mental health -
investing now in supporting people is a important 
part of the country’s recovery

 

NHS Operating framework - the first phase of an 
implementation framework
• Parity of esteem for mental health - Further support 

the development of Payment By Results for mental 
health - in the interim mental health should be given 
reasonable protection

• QIPP - Local QIPP plans should include the 
development of mental health Liaison services to 
improve quality and save money in Acute hospitals

• Continue to invest in early intervention for psychosis 
in young adults

• Improve transitions for children and adolescents 

 

NHS Operating Framework

• IAPT - Continue the roll out of IAPT with a particular 
focus on interventions of long term conditions, 
medically unexplained symptoms - plus expanding 
IAPT to include children and older people and people 
with severe mental illness

• Dementia - focus on the delivery of support for 
dementia sufferers

• Learning Difficulties
• Health inequalities particularly of people from BME 

communities
• Diversion services (criminal justice services)

 

NHS reforms - key elements that can support 
implementation
• Clinical commissioning groups
• Health and Wellbeing Boards
• Managed clinical networks
• Personalisation/Personal health budgets
• Competition that improves quality and drives innovation
• Any qualified provider
• Integration - not just health and social care
• Recovery
• NICE standards
• Peer delivered services
• Outcomes, outcomes, outcomes 
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Our final speaker of the day was Dave Belshaw, head of the North East Mental Health Development Unit.  Dave talked about changes to 
the health and care social systems within the North East, about particular challenges facing the region, and highlighted a number of 
examples of new and existing work which is already delivering aspects of the mental health strategy across the North East. Dave’s slides 
can be seen below. 
 
 
 

The North East Mental Health Development Unit is hosted by NHS County Durham

Supporting better mental health

Dave Belshaw

Head of the North East Mental 
Health Development Unit

Regional Context

 

 

Emerging North East structure:

• 14 Clinical Commissioning Groups = 100% coverage of NE

• Some pathfinders operational October 2012

• All signed off by April 2013 and responsible for contracting

• PCTs developing into Commissioning Support Units

• Early discussions re mental health commissioning

• NHS North of England
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The ‘big six’ in the North East:

1. More people will have good mental health

2. More people with mental health problems will recover

3. More people with mental health problems will have good 
physical health

4. More people with mental health problems will have a positive 
experience of care and support

5. Fewer people will suffer avoidable harm

6. Fewer people will experience stigma and discrimination

 

The good points:

• Forward-thinking region

• Often recognised as change leaders

• Strong service user and carer presence

• Good track record of partnership working 

• Real desire for improvement

• Exciting opportunity to make a difference

 

Challenges for the North East:

• Third sector reliance on public sector funding

• Two dominant main providers

• Lack of development resource

• Mental health not emerging as year 1 priority for Clinical 
Commissioning Groups

• Who’s responsibility is it?

 

Moving forward:

• Not just about WHAT should be done

- WHERE in the emerging system does it fit?

- WHERE will any resource come from?

- WHO should have responsibility?

- WHAT are the actions and outputs required?

• Today is about action planning

• Today is about the North East mental health community 
OWNING this strategy

 



 
Dave concluded his presentation with an introduction to the afternoon 
workshops, which would focus on the six main objectives from the mental 
health strategy. 
 
 
Workshops 
 
Each workshop began with a short briefing from the facilitator, and then 
moved on to answer the following questions: 
 

1. Of all the things we could work on within this theme, what do 
you think are the top three priorities? 

2. What innovative practice are you aware of within this theme? 
3. What are the main challenges in implementing change within 

this theme? 
 
As anticipated, all of the workshop groups identified many more than three 
priorities, so having narrowed the list down, delegates then answered the following 
for each of those shortlisted: 
 

- who should lead on taking the action forward? 
- who else should be involved? 
- where does each action sit within the emerging structure? 

 
Feedback from all of the workshops can be found on the following pages, with 
the shortlisted priorities and suggested leads highlighted in the table at the 
end of each workshop report.
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Workshop 1: More people will have good mental health 
 
Workshop Lead: Catherine Mackereth, Public Health Lead, South Tyneside PCT 
Co-Facilitator: Neil Johnson, Public Mental Health Lead, NEMHDU 
 

- More people of all ages and backgrounds will have better 
wellbeing and good mental health 

- Fewer people will develop mental health problems – by starting 
well, developing well, working well, living well and ageing well 

 
• improve the mental wellbeing of individuals, families and the 

population in general 
• ensure that fewer people of all ages and backgrounds develop 

mental health problems 
• continue to work to reduce the national suicide rate 
 

No Health without Mental Health; DH; Feb 2011 
 
Q1. Of all the things we could work on within the theme of good 

mental health, what do you think are the top three priorities? 
  

From all of the priorities identified within this theme, three priority 
themes were identified by each of the two workshop groups: 
 

1. Clarify role of health and Wellbeing Boards 
2. Good Transitions 
3. Target Early Years 
4. Outcome Measures 
5. Early Intervention 
6. Building Social Capital 

The full list of priorities identified is below: 
 

 Building social capital (being connected to yourself, your family/friends 
and the community) 

 Sector understanding of wellbeing at all levels 
 Partnership-working (understanding the wider context) 
 We all have mental health and we all should value the qualities 
 Health and Wellbeing Boards to take a lead in promoting and ensuring 

emotional health and wellbeing initiatives and strategies are embedded 
in all aspects of services throughout the life-course 

 Target early years via GPs, family, schools, nurseries etc. 
 Improve ways of promoting good mental health e.g. via text, email, 

facebook etc. 
 Promote health and wellbeing earlier 
 Improve awareness, knowledge and education 
 Access to services 
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 Tackling stigma and increasing openness and promoting among 
employers 

 Good transitions so people don’t fall into gaps 
 Promotion of self-management: parental programmes such as Triple P, 

education in schools, early intervention 
 Live well: quick access to all services; effective partnership working; 

reduce self-harm 
 Access to information when needed and educate GPs in mental health 

issues 
 Develop a mental health multiple referral system 
 Develop user-focused quality outcome measures 

 

Q2. What innovative practice are you aware of within the theme of 
good mental health? 

 
 Targeted Mental Health in Schools (TaMHS) ‘Listening Matters’ in 
County Durham 

 Regular school consultations in County Durham 
 Fire prevention in County Durham 
 User-focused outcomes for dementia in South of Tyne and Wear 
 High dose anti-psychotic monitoring in TEWV 
 Antipsychotics and liaison in nursing homes in North Tyneside and 
Redcar/Cleveland 

 Clinical Innovation Team Youth Board 
 Widening social prescribing options in County Durham (out to tender). 
Also Arts on Prescription in Durham and Darlington and Taking Part 
workshops across Tyneside 

 North East Together service user network 
 Toby Brandon in Durham: partnerships and research between services 
 Adult education in Stockton Local Authority 
 Middlesbrough local area co-ordination 
 Medical education in TEWV: undergraduate and post-graduate 
 NHS South of Tyne and Wear – online wellbeing guide and directory 
 Self-help DVDs developed by service users 
 Live Well Project in Newcastle 
 Enhanced Pathway Into Care (EPIC) in Sheffield 
 Stockton Carers’ Centre: representative from MH services for older 
people putting people in touch with health and social care services 

 Newcastle ‘hand holding’ service for engaging with service users 
 Stockton anti-psychotic monitoring through clinics 
 Stockton education programme with schools re: dementia 
 RECAP (Race Equality Cultural Awareness Programme) 
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 Drug and alcohol training programme in schools 
 Stockton: Dementia Care – supporting wellbeing amongst service 
users and carers 

 Middlesbrough New Horizons Supported Housing project 
 Stockton SURGE – service user representation 
 Regional Time to Change campaign 
 TEWV Ignite pilot 
 Europsy festival 
 TEWV Rapid Process Improvement Workshop (RPIW) re: changing 
services 

 Lodex project to measure wellbeing in NHS South of Tyne & Wear 

 
Q3. What are the main challenges in implementing changes within the 

theme of good mental health? 
 

 Money and impact of cuts 
 Ownership 
 Outcome measurement 
 Leadership, responsibility and roles 
 Time 
 Changing structures and maintenance of those structures 
 Maintaining staff teams 
 Eligibility criteria 
 Wellbeing agenda and sheer volume of people 
 Reliance on 3rd sector and cuts they are facing 
 Reliance on carers – affecting their wellbeing 
 Resistance to change: service users, staff and families 
 Lack of joined-up thinking and lack of capacity to do it 
 Too much talking; not enough action 
 Culture: ‘closed minds’ 
 Change fatigue 
 Competition and business rivalry 
 Personalisation agenda 
 Lack of risk taking 
 Inconsistent leadership 
 Prioritisation of statutory services over preventive services 
 Services always in crisis 
 Length of commissioning of a service 
 Communication between acute trusts and MH FTs 
 Setting up social enterprises: need for business acumen 
 Cultures within society – both professionals and individuals 
 Stigma & discrimination 
 Individual responsibility and ownership 
 More efficient and effective joint-working 
 Ageing population 
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 Economic downturn = crime, more expensive food, climate change, 
lack of employment opportunities etc. 

 Tight timescales for change 
 Access to education and training 
 Differing standardisation 
 Gaps in provision 
 Population expectation variable 
 Resources and expertise 
 Financial advice and benefits 
 Lack of funding for Citizens Advice Bureaux 
 Group ownership and empowerment to take on agenda 
 Defining what good mental health actually is 
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More people will have good mental health 
Priority Who should lead on taking this 

forward? 
Who else should be involved? Where does it sit within 

the system? 
1. Clarify role of 
Health and 
Wellbeing 
Boards 

At director level across local 
partnerships and especially by 
Directors of Public Health 

Local members, service users, 
carers, third sector, children’s 
services and all client groups/ local 
population 

At the top alongside JSNA 

2. Good 
transitions 

Joint commissioning (commissioners 
for children, adult and older people’s 
services) 

Service users and carers, providers 
(statutory/third sector), specialist 
professionals 

Clarify lead responsibility: 
health and wellbeing 
boards? CCGs? Public 
Health? 

3. Target early 
years 

GPs, Health and Wellbeing Boards, 
commissioners, healthcare 
professionals, local authorities, 
education leads, private sector, 
service users 

Government.  
As above. 

Across all areas; 
preventative’ society, 
responsibility and 
commitment 

4. Outcome 
measures 

We are short on user-focused 
outcome measures that measure 
quality. Health and Wellbeing Boards 
to lead with CCG to take responsibility. 
Clinical networks to involve all 
professionals and users/carers. How 
do we achieve consistency? Need a 
regional approach but tension with 
improving local mental wellbeing. 

All clinicians, practitioners, 
communities, councils, tested by 
users 

At the top. Commissioning – 
what is it that you will be 
paid for? 

5. Early 
Intervention 

Health and Wellbeing Boards, CCG, 
local authority, community and 
neighbourhoods leading it 

Children and young people, service 
users/ carers, schools, third sector, 
local authority, partnership boards 
and scrutiny committees 

Top priority. Needs to be in 
JSNA to be added to the 
health and wellbeing 
strategy 

Back to Executive Summary 



 27 

 
Priority Who should lead on taking this 

forward? 
Who else should be involved? Where does it sit within 

the system? 
6. Building 
social capital 

Health and wellbeing partnership 
board plus individual leadership and 
teamwork 

Local authority, third sector, service 
users and carers, all health services 
(knowledge and input into 
community), business community 
(need to be connected with and 
involved in local community = provide 
apprenticeships, voluntary places, 
funding and focus on employee 
wellbeing), education, DWP, private 
sector, community leaders, population 
consultation 

Across all sectors with 
flexibility at a local level. All 
partners to focus on 
wellbeing with response to 
illness being part of the 
process. 
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Workshop 2: More people with mental health problems will 
recover 

 
Workshop Lead: Sandra Hutton, Head of Patient & Carer Engagement, NTW 
Co-Facilitator: Paul Johnson, Involvement Lead, NEMHDU 
 

More people who develop mental health problems will have a good 
quality of life – greater ability to manager their own lives, stronger 
social relationships, a greater sense of purpose, the skills they need 
for living and working, improved chances in education, better 
employment rates and a suitable and stable place to live 
 

No Health without Mental Health; DH; Feb 2011 
 
 

From all of the priorities identified within this theme, three priority 
themes were identified by each of the two workshop groups: 

 
1. Meaningful activities or day services 
2. Family centred services 
3. Care co-ordination 
4. Timely access and early intervention 
5. Peer led services 
6. A standardised approach to recovery planning 

 
 The full list of priorities identified is below: 
 
Q1. Of all the things we could work on within the theme of recovery, 

what do you think are the top three priorities? 
 

 Friends and Peer support  } 
 Meaningful activities   } These are all one 
 Safe space and support to grow } 
 Commitment and compassion 
 Collaboration and continuity between services with the service user 

and carers' permission. 
 Ownership of one’s own care and a recovery approach within care 

co-ordination. And a re defining of roles in CPA 
 Focus on talking therapies for people with severe mental health 

problems 
 Family centred services 
 Benefit system needs to support a recovery approach not hinder it 
 Defined by individual – not a scale 
 Percentage of current potential realised 
 Early intervention with children – and teacher training 
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 Peer support 
 Money  
 Better communication 
 Timely access to service 
 Options other than medication 
 Better sign-posting 
 Involving more than engaging 
 Peer delivered services 
 Good commissioned services 
 Bottom up led - service user voice 
 Financial implications 
 Better understanding in North East 
 Partnership working and being able to share information – service 

users and carers fed up of telling their story time and time again 
 Standardised approach to recovery planning 
 Carer involvement -  involving family and friends; liaising with 

employers – common sense confidentiality 
 Standard format for communication between services 
 Joined up working between statutory and voluntary sector 
 Named lead for recovery 

 
 
Q2. What innovative practice are you aware of within the theme of 

recovery? 
 

 STR - South of Tyne support time recovery workers are a good 
example 

 Personal budgets  

 User led services e.g. Gateshead clubhouse, the green. 

 Social prescribing eg arts and exercise on prescription and 
engaging in activities within a community setting rather than 
therapeutic settings 

 East Durham CREE project based on the Australian “Men’s Sheds” 
project 

 Recovery Star which is used in NTW and TEWV Foundation Trusts 

 “Its in Teesdale” sign posting 

 Education and training for service users and carers. Leadership 
programme 
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 Mental health first aid training for service users and carers as well 
as staff 

 Wellness Recovery Action Planning (WRAP) 

 Improving Access to Psychological Therapies (IAPT) 

 Hearts and minds group  

 Personal health budgets 

 Peer support –surgery in Stockton 

 Daily multi-disciplinary team inpatient reviews 

 Family intervention services TEWV NHS Foundation Trust 

 Recovery star – used in NTW and TEWV Foundation Trusts + 
Mental Health Concern – staff and service user rate where they are 
on the recovery journey over 10 domains 

 New horizons supported housing scheme 

 Bridge women’s project, education and support centre 

 Electronic Cognitive Behavioural Therapy (ECBT) and self help 

 TAMHS Newcastle and Stockton 

 Warwick & Edinburgh Mental Wellbeing Scale – measures 
wellbeing which has been traditionally difficult 

 Veteran’s mental health recovery programme based on Generalised 
Anxiety Disorder Assessment (GAD7) and Patient Health 
Questionnaire (PHQ9) plus recovery star. Ensure veterans’ needs 
are met. 

 TEWV – self management – bipolar 

 Peer support 

 Books and libraries 

 TEWV – MH services for older people – Wellness Recovery Action 
Planning (WRAP) group – recovery model – client led 

 Personal budget 

 Does it have to be innovative to work? 

 TEWV and NTW leadership course 

 Service user involvement 

 Dementia – memory café 

 Education and employment 

 Social enterprise in Gateshead – service user led 

 User led research at Coach Lane 
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Q3. What are the main challenges in implementing changes within the 

theme of recovery? 
 

 Address recovery before discharge 
 Definition of recovery that should be individual to the person and client 

centred. 
 Carers and families expectations  and often acceptance of a status quo 
 Therapeutic positive risk taking 
 The quality and outcomes framework (QOF) should address recovery 
 Power differences 
 Stigma and discrimination  
 Government’s agenda of health and social care reform and limited 

budgets hinder recovery. 
 Poor collaboration between staff and organisations. 
 Benefits system and the welfare reform combat a recovery approach 
 Stigma, lack of information. 
 Professional attitudes are not always recovery focused 
 Low expectations 
 Stigma/more respect/support 
 Communication through pathway 
 Resources 
 Political agendas 
 Education and recovery (definition of recovery) 
 Terminology (hard/soft outcome) 
 Measuring outcomes 
 Time pressures 
 Long term complacency 
 ‘Recovery’ as a term (medical model) 
 Somebody needs to take a lead rather than disparate services going in 

opposite directions – joined-up services 
 Partnership working 
 Managing transitions – not just age but personal transitions 
 Need to bring general practice on board by driving an approach to 

recovery by MH Trusts working in partnership to produce recovery 
plans 

 Commissioners working with GPs to roll out ‘step down’ plans – but 
with clear pathways back in if needed 
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 Therapeutic planning – recorded in notes/medication records 
 Need to change culture 
 Move away from ‘labels for life’ 
 Need to move away from being prescriptive and retaining and towards 

positive risk taking 
 Working ability tests – changes in welfare reform are a huge issue – 

work capability assessments etc  hinder recovery 
 Obsession with trying to create objective measures of something that is 

subjective 
 When everyone keeps saying ‘recovery’ all the time, but seldom 

meaning the same thing, confusion ensues and people can switch off 
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More people with mental health problems will recover 
Priority Who should lead on taking this 

forward? 
Who else should be involved? Where does it sit within 

the system? 
1. Meaningful 
activities or day 
services 
 

The individual needs to be able to 
access libraries, services, groups, 
fitness facilities. Etc. 
 

Health and wellbeing boards 
All service providers 
GPs 
Education and Training 
Faith organisations 
Voluntary and community sector. 
DWP 
And Leisure centres. 

Is the system there to pick 
this up? 
 

2. Family 
centred services 
 
 

Health and wellbeing boards 
Commissioning boards 
 
Model of care board. 
 

Service users and carers and user 
and service users and carer led 
groups. 
 
3rd sector 
 
Education bodies 
 
Interest and faith/specialist groups. 
 
Employers and DWP 

The culture needs to be 
changed and developed 
across the system. 
 

3. Care co-
ordination 
 

Management, and or clinical lead and 
also via the CPA department. 
 

The service user. 
 
Research dept from NTW and 
national. 
 

 

Back to Executive Summary 



 34 

 
Priority Who should lead on taking this 

forward? 
Who else should be involved? Where does it sit within 

the system? 
4. Timely access 
and early 
intervention 

NHS North  
Clinical Commissioning Groups 
Health and Wellbeing Boards – joint 
strategic needs assessment 

Education services 
Parents 
GPs 
Secondary care 

Early intervention/ 
prevention 
Ability to access secondary 
care when necessary 

5. Peer led 
services 

Service user and carer networks Any service asked by the networks. 
Support from: 

- academic 
- private sector 
- local authority 
- third sector 
- public sector 

Increased peer led and peer 
support 
 
Universal and embedded in 
services 

6. A 
standardised 
approach to 
recovery 
planning 

Health and Wellbeing Boards Local Authority 
DWP 
Model of Care Board 
Welfare Rights 
General Practice 
Service users and carers 
Voluntary and third sector 
Care Co-ordinators 
Commissioners 
Employment agencies 
Education – all ages 
Social Prescribing and creative 
activity providers 
Health trainers 
Foundation trusts 

The local community 
 
Everywhere! 
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Workshop 3: More people with mental health problems will 
have good physical health 
 
Workshop Lead: Catherine Parker, Commercial Lead (MH), NHS Co Durham  
Co-Facilitator:  George Spoors, Head of New Business Development, 

Mental Health Care 
 

Fewer people with mental health problems will die prematurely, and 
more people with physical ill health will have better mental health 
 

No Health without Mental Health; DH; Feb 2011 
 
 
Q1. Of all the things we could work on within the theme of good 

physical health, what do you think are the top three priorities? 
  

From all of the priorities identified within this theme, three priority 
themes were identified by each of the two workshop groups: 
 

1. Access physical health support the same time as mental health 
services and vice versa 

2.  Smoking cessation – encourage reduction 
3.  Physical activity appropriate to the individual 
4. Prescribing mental health medications and obesity (GP and 

psychiatrist) and impact of medications on physical health 
5. Incorporate physical wellbeing into mental health interventions – 

WRAP/care plans 
6. Education – and availability 

 

The full list of priorities identified is below: 
 

 Physical activity – all ages 
 Assess physical health at the same time as mental health and vice 

versa 
 Encourage smoking cessation or reduction 
 Training and awareness re. the importance of mental health and 

physical health to wellbeing 
 Exercise - appropriate to the individual 
 Access and affordability of eating decent food 
 Promoting physical and mental health together 
 Accessing the most vulnerable groups e.g. those with SMI 
 Prescribing MH medication and obesity – work with GP’s and 

psychiatrists (impact on cardio vascular disease, cancer, diabetes) 
 Available resources/services for healthy living when people are 

motivated 
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 ‘Couch to 5k’ iphone app – generation/technology 
 Basic knowledge and skill for all health and social care staff  
 Full multi-disciplinary team (GP’s, Practice Nurses, Adult Nurse 

Practitioner, Care Co-ordinator etc.) review of current meds regime, 
planned approach to include side effects, risks further review and 
outcome.  GP to make use of systems/risk indicators for particular 
client group.  Open/shared dialogue with service users. 

 Incorporate physical wellbeing into mental health intervention/WRAP, 
plans/care plans as a standard requirement 

 Nominated physical health/wellbeing practitioner per team.  Advisory 
and lead role 

 Education awareness (inc. staff) availability 
 Early intervention  
 Regular check-ups 
 Willpower/motivation 
 Peer support/action plan 
 Monitoring 

 
 
Q2. What innovative practice are you aware of within the theme of 

good physical health? 
 

 Exercise on prescription 

 Slimming clubs on prescription 

 Service user exercise/walking groups 

 Health trainers in community teams 

 IAPT/long term condition support – Gateshead/South of Tyne 

 Mental health workers working with GP’s to ensure SMI patients 
receive health checks 

 Smoking cessation services 

 Old age psychiatry wards in Newcastle use a modified early warning 
score to track obs in inpatients 

 Community matrons for mental health and wellbeing  

 Health walks – back on the map 

 5-a day 

 Physical health policy 

 Wellbeing programme – Registered Mental Nurses (RMNs) 

 Therapy component to child/adult weight management 

 Mobile gym wellness on wheels 
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 Healthy eating groups (provided by MH service) 

 Health and wellbeing lead Nurse 

 “Kick the habit”   

 Fairbridge Project 

 Tsar to meet physical needs 

 Community Home Treatment Teams (CHTT) physical groups (football) 

 Acute trusts, HIV clinic, Coronary Obstructive Pulmonary Disease 
(COPD) – breathe easy and long term conditions 

 “Health Works” (NE) 

 Exercise on prescription 

 Physical health as part of target 

 Supporting people teams 

 Non-smoking groups 

 In-patient – WII Fit, physical therapies, environmental changes, MH 
services for older people (MHSOP) 

 Walking groups – Tees valley 

 LA/wildlife trusts 

 Gardening services/sensory gardens 

 Medication lead practitioners (clients/databases) 

 Personalisation budgets for physical health groups/activities 

 WRAP (physical health) 

 Pets as therapy/PAT (MHSOP) 

 Know the local experts and strengthen local partnerships 

 Know national experts 

 Outcomes against PBR clusters (and embedded into care packages) 

 Peer training, counselling and support e.g. sexuality and sexual health 
advice for teenagers – Youth Board 

 Wellbeing agenda in schools 

 Discuss in existing groups (e.g. Outreach) 

 Self-assessment checklist e.g. online 

 Club houses – service user led e.g. gardening, cleaning etc. 

 Activity groups in general 

 “Good mood food” – recipes etc. (specific foods help with MH) 

 Shared allotment for specific foods – community growing 
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Q3. What are the main challenges in implementing changes within the 

theme of good physical health? 
 

 Appreciating the challenges people with mental health issues face – 
stigma, medication – weight gain, low self-esteem, lack of motivation. 

 Educating provider agencies about the above 

 Individual, flexible approaches 

 Professionals not ignoring physical health 

 Inpatient services – becoming healthy environments – walking, 
activities 

 Communication between mental and physical health teams 

 Opportunities to exercise – in community and mental health settings 

 Access to physical health interventions for people with dementia 

 Pain in older people under recognised 

 Facilitating attendance 

 Prescriber awareness of medication side effects 

 Whose business is it? 

 e.g. weight monitoring – if the patient doesn’t ever see the GP then the 
person (e.g. Community Psychiatric Nurse [CPN] etc.) who does see 
them should monitor weight etc. 

 Engagement and education of carers e.g. diet 

 Lack of communication between primary and secondary care for those 
with sever mental illness (SMI) 

 Please can we have some QUIET peaceful gyms? 

 Need better directory of options/services for localities 

 Habit 

 Family patterns 

 Peer pressure 

 Social norms 

 Don’t want to give up – coping mechanism 

 Time and financial constraint (myth) 

 Work commitments 

 Motivation 

 Lack of knowledge and skills (e.g. food types/groups) 

 Balance with mental health (equality) 

 Emphasis in schools/lack of greenbelt 
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 Political correctness/no competition 

 Access to facilities/location 

 Current systems do not support best practice – particularly MH 

 Seen as two separate agendas historically (physical and mental) 

 Who’s role is this primary/secondary care 

 Right to make choices/decisions 

 Challenging deep-seated beliefs e.g. smoking makes me better/alcohol 
drowns out the voices 

 Local/geographical changes 

 Age – engaging solutions 

 Lack of connectivity at DH e.g. MH in NHS health check 

 Variation in GP expertise in health and wellbeing (or is there a stigma) 

 Don’t use psychological approaches – tap into individual motivations 

 Alcohol issue not connected to physical/MH agenda 

 Levers for providers – eg. Commission for Quality and Innovation 
(CQUIN) targets 

 
ADDITIONAL ISSUES 
 

 Sexual health – needs to be asked about and recognised 
 Medication impacting on sexual functioning – those side effects must 

be discussed and mental health practitioners/clinicians must address 
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More people with mental health problems will have good physical health 
Priority Who should lead on taking this 

forward? 
Who else should be involved? Where does it sit within 

the system? 
1. Access 
physical health 
support the 
same time as 
mental health 
services and 
vice versa 

Commissioners – GP’s/primary care 
Initial assessor 
 

(Statutory and voluntary) 
Everybody in contact with the person 
Individual/family 
 

Everybody in the mental 
health community 
 

2. Smoking 
cessation - 
encourage 
reduction 
 

FRESH – to ensure the approach is 
part of the population based 
approach. 
 

Service Users 
Expert in interactions e.g. smoking 
and anti-psychotics (reducing dose of 
anti-psychotics if stop smoking) 
LA’s/Public Health  

Everywhere – as part of the 
mainstream system but 
adapted for the additional 
risks e.g. interactions. 
 

3. Physical 
Activity 
appropriate to 
the individual 
 

Local Health and Wellbeing Boards. 
Clinical commissioning groups 
Clinical team leaders 
 

Third sector organisations; Local 
leisure facilities; Community matrons 
GP’s; Educators of the workforce – to 
ensure that activity is considered in 
assessments 

Should be included in all 
care plans 
 

4. Prescribing 
mental health 
medications and 
obesity (GP and 
psychiatrist) 
and impact of 
medications on 
physical health 

The prescriber – joined up prescriber 
and GP 
“Changing hearts and minds” 
 

Care co-ordinator 
 

Individual 
Commissioning 
 

Back to Executive Summary 
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Priority Who should lead on taking this 
forward? 

Who else should be involved? Where does it sit within 
the system? 

5. Incorporate 
physical 
wellbeing into 
mental health 
interventions -  
WRAP/care 
plans 

Anyone involved in NHS quality 
framework to issue standard in care 
planning and service users 
Clinical commissioners regard to 
services available 
GP’s 
LA agencies/groups etc 

Both quality/internal 
computer/records system 
 

Within core delivery systems 
Third sector 
Included in service user info 
and on assessments 
 

6. Education - 
and availability 
 

Co-ordination between service 
users/carers and staff e.g. teachers, 
trainers, nurses, clinicians faith 
leaders (joint ownership) 
 

Links with schools and youth board 
Peer support 
Any and all community leaders 
 
 

Commissioning – top down 
strategy with scope for 
flexibility at local level for 
implementation 
Public health 
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Workshop 4: More people will have a positive experience of 
care and support 

 
Workshop Lead: Dr Guy Dodgson, Associate for Early Intervention, NEMHDU  
Co-Facilitator: Liam Gilfellon, Regional IAPT Programme Manager 
 

Care and support, wherever it takes place, should offer access to 
timely, evidence-based interventions and approaches that give 
people the greatest choice and control over their own lives, in the 
least restrictive environment, and should ensure that people’s 
human rights are protected 
 

No Health without Mental Health; DH; Feb 2011 
 
 
Q1. Of all the things we could work on within the theme of positive 

care and support, what do you think are the top three priorities? 
  

From all of the priorities identified within this theme, five priorities were 
identified by the workshop groups: 
 

1.  All care delivered to consistently high quality standards 
2.  Person centred CPA done properly 
3.  Meaningful outcomes – service and individual 
4.  User and carer focused/defined outcome based 

commissioning 
5.  Making personalisation easier to access for all 

 
The full list of priorities identified is below: 

 
 Effective CPA – in all aspects – do it right, do the job properly – and 

monitor 
 Review and monitoring of out of area placements 
 Service users and carers at the centre  

- have informed choice – advocacy 
- education and training for carers 
- family involvement 
- family and carer support 

 All care delivered to a consistently high standard and quality 
- be seen quickly 
- outcome focused services 
- smooth transitions 
- be seen near to home 
- meaningful outcomes (recovery star?) 

 Needs based services 
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- reduce access barriers 
- fill in the gaps 
- no discrimination 

 Service user and carer experience, outcomes and feedback 
 Stability in the system 
 Peer support 
 Partnerships 
 Making personalisation easier – computer programme? 
 Clarify the options available for all 
 Traditional v personalisation – what do people want? Can they have 

either/or? 
 Mixed economy of provision – users opt – peer/professional/other? 
 How do you ensure that those who do not meet the criteria have their 

needs met? 
 Prevent people from having to enter services – or prevent those having 

to re-access services – “safety net” 
 Who provides the support? – pathway 
 Need good, speedy access 
 Good communication – pre, during, post discharge 
 Impact on ability to provide traditional model 
 Support for carers (young) 
 Options (anti-standardisation) 
 NICE, evidence based, measured by service user outcomes 
 Listening and incorporating 
 Flexibility 
 Carer and user focused outcome based commissioning 
 Personalisation 
 Personalised services 
 Decent budget 

 
Q2. What innovative practice are you aware of within the theme of 

positive care and support? 
 

 Leeds service user led crisis house short interventions (evaluated and 
survived!) 

 Peer led services – eg. Launchpad, Middlesbrough Mind 

 Graffiti project by EIP 

 Finchale College veterans re-ablement project 
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 South of Tyne & Wear learning disability assessment and treatment 
service work in partnership with local MH crisis team 

 Liaison MH nurses in acute wards in Co Durham & Darlington 
Foundation Trust 

 Patient and Public Involvement team - mailings 

 Carers charter – pack: links to CQUIN 

 Waddington Street Centre MH trainer scheme 

 WRAP 

 IAPT 

 Stonham – 10 trained ‘lived experience’ peer support workers. Keen to 
gain employment (paid/unpaid) working in existing services – we’re 
ready to go! 

 Domestic violence project (Northumberland) 

 Mind Tyneside – PD (Personality Disorder) in Mind group – 
commissioned expert support (self help group) – user led 
commissioning 

 Making Tracks – (Streetwise) 

 It’s in Teesdale – support and advice re personalisation – navigate to 
services 

 Peer group support – Co. Durham/Darlington – influence several 
groups (expert patient) 

 SOTW MH Model of Care Board (example of inclusive stakeholder 
involvement) 

 Mental Health First Aid training 

 Emotional resilience training 

 How about targeting uniformed youth groups such as guides and scouts to 
hold co-ordinated education programmes about mental wellbeing? 

 Support Time and Recovery (STR) workers – South Tyne 

 Young Carers 
 
Q3. What are the main challenges in implementing changes within the 

theme of positive care and support? 
 

 Meaningful involvement of service users and carers 
 Carers in care planning – in service change 
 Holistic view of care and support – whole family 
 Personalisation is difficult 

- lack of decision making support 
- meaningful advocacy 
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- what is a personal budget? 
 Transition 

- false age barrier 
- who to ‘transition’ to?: primary care MH/secondary MH? 
- Joined up education 

 Capturing views of under 18’s 
 Difference between what is being said and what is happening 
 Organisational bureaucracy 
 Lack of clear implementation plan 
 Changing behaviours is difficult 
 Whose responsibility is it? 
 Balancing expectations and resources 
 Does choice mean real choice 
 Doing more/same with less and maintaining quality 
 Clinical Comm8issioning Groups (CCGs) 
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More people will have a positive experience of care and support 
Priority Who should lead on taking this 

forward? 
Who else should be involved? Where does it sit within 

the system? 
1. All care 
delivered to 
consistently 
high quality 
standards 

NHS North East – set agenda/targets/ 
outcomes 
 
Commissioners – commission to 
achieve outcomes 
 
Health and Wellbeing Boards – 
monitor implementation 

Providers: statutory, voluntary, 
private 
 
Service users and carers 
involvement groups 
 
Training providers 
 
LINks 

This needs to be a priority 
within the emerging system. 

2. Person 
centred CPA 
done properly 

Board member to lead with service 
users and carers. 
Commissioner/service user 
organisation to monitor quality 
assurance 

Service users 
Clinicians 
Advocates 
Carers 
Social Care Staff 

Top to bottom 
At the heart of service 
provision 

3. Meaningful 
outcomes – 
service and 
individual 

Service user and carer developed with 
appropriate support - eg. MH Concern 
– dementia outcomes 

All stakeholders, including external to 
traditional MH services 

Need a co-ordinated system 
where it can sit 

4. User and 
carer focused/ 
defined 
outcome based 
commissioning 

Health and Wellbeing Board CCGs/Service users & carers/Clinical 
networks 
 
Providers  

 

5. Making 
personalisation 
easier to access 
for all 

Health and Wellbeing Boards 
Service user and carer groups 
Third sector representatives 

Housing 
Commissioning – CCGs 
Safeguarding 

With budget controller 

Back to Executive Summary 
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Workshop 5: Fewer people will suffer avoidable harm 
 
Workshop Lead: Emma Nunez, Safer Care North East Programme 

Manager, NHS North East 
 Co-Facilitator: Maureen Johnson, Business Manager, NEMHDU 
 

People receiving care and support should have confidence that the 
services they use are of the highest quality and at least as safe as 
any other public service 
   

No Health without Mental Health; DH; Feb 2011 
 
 
Q1. Of all the things we could work on within the theme of avoidable 

harm, what do you think are the top three priorities? 
 

 From all of the priorities identified within this theme, three priority 
themes were identified: 

 
1. Early intervention 
2. Safety and public protection 
3. Quality 

 
The full list of priorities identified is below: 

 
 Early intervention with young people: 

o parenting skills 
o abused young people 
o awareness in schools – and how do you catch young people not 

in schools? 
o peer training 

 Listen – with eyes and ears – be there when needed and share 
observations 

 Make sure health and social care services are safe – for staff, patients 
and the public 

 Look at risk of loss of third sector services for people who present in 
crisis 

 Need information about what services there are – so that people can 
access early before crisis 

 Active care review/monitoring – don’t assume that care is OK and 
being monitored 

 Make society safe – people wanting to stay in care (or prison) where 
they feel safe (and where they know their place within that ‘society’) 

 Lack of family and community support structures 
 Make sure people aren’t in services (Inpatient) because they have 

nowhere else to go (eg inadequate housing) 
 Make sure staff in crisis services don’t become ‘immune’ 
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 No clear definition of harm or crisis – but this needs to be individual eg. 
advance directive 

 Culture needs to promote comfort and reassurance 
 Pressure on services prevents relationship building with clients – time 

to listen and support 
 Reduce inpatient beds and improve community services 
 Ensure staff are appropriately trained and supported (eg medication 

management, deep vein thrombosis [DVT], screening etc) 
 Cross-organisational learning – from serious untoward incidents – 

share information across agencies, including the third sector; multi-
agency risk assessment/management – recognising complexity 

 
 
Q2. What innovative practice are you aware of within the theme of 

avoidable harm? 
 

 Early intervention – learn lessons from EIP 

 Mental health services in schools (TAMHS) 

 Self harm liaison in A&E + older people’s liaison teams in hospital (eg 
James Cook) 

 Some good examples of communication between primary and 
secondary care and vice versa – issues to be aware of/screening tests 
to be done. 

 
 
Q3. What are the main challenges in implementing changes within the 

theme of avoidable harm? 
 

 How to ensure safety in personalisation – plus positive risk 

 Modern family life – loss of social interaction/community – no security 

 Don’t let competition prevent sharing and learning 

 Family’s resistance to engage with services 

 Different reporting structures impact on multi-agency working 

 Be innovative with limited funding – must still have services that are 
responsible to individual needs 

 How to balance between quality of service and level of demand – within 
limited resources 

 Commissioners have key role to ensure service quality 

 Emerging structures mustn’t create inflexibility 

 Care Quality Commission role in monitoring withdrawn – is Monitor fully 
involved in health systems? 
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Fewer people will suffer avoidable harm 
Priority Who should lead on taking this 

forward? 
Who else should be involved? Where does it sit within 

the system? 
1. Early 
intervention 

Accountability/ direction determined 
by policy, however, the importance of 
work in schools plus work in 
police/criminal justice for those 
children not in schools, was 
acknowledged. 

Maternity and children’s services. 
 
GPs 
 
The importance of partnership 
working was stressed. 

This will be determined by 
policy and accountability. 
 
Service users and carers 
need to be able to access 
whatever the new systems 
are. 

2. Safety and 
public 
protection 

Service providers 
 
CQC regulation 
 
Organisational policy (safeguarding) 
 
MAPPA – Multi-agency public 
protection arrangements 

Commissioners 
 
Police 
 
People affected by safety issues 
(staff + service users) 

Policy will determine lead, 
but everyone needs to be 
involved and working 
together plus sharing 
information. 

3. Quality CQC 
 
Policy driven 
 
NICE 
 
NHS Commissioning Board 
 
Locally – providers and 
commissioners together. 

Service users and carers – know 
what they can expect + who’s 
accountable as well as input to raise 
quality of service. 
 
Providers (training) 
 
Health and Wellbeing Boards 
 
Healthwatch 
 
Commissioners (monitoring) 

 

Back to Executive Summary 
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Workshop 6: Fewer people will experience stigma and 
discrimination 

 
Workshop Lead: Lol Butterfield, Joint Social Inclusion Officer, 

Middlesbrough Council 
Co-Facilitator: Tim Bird, Employment Lead, NEMHDU 
 

Public understanding of mental health will improve and, as a result, 
negative attitudes and behaviours to people with mental health 
problems will decrease 
 

No Health without Mental Health; DH; Feb 2011 
 

 
Q1. Of all the things we could work on within the theme of stigma and 

discrimination, what do you think are the top three priorities? 
  

The top three priorities identified by the workshop groups were: 
 

1. Education/raising awareness 
2. Big culture change - media campaigns 
3. Employment of individuals and groups with lived experience - 

joined up working 
 

The full list of priorities identified is below: 
 

 Media 
 Addressing individual internal acceptance of MH 
 Challenge public perception 
 Campaign (DH/DWP/BIS) 
 Education – raising awareness 
 Challenging media stereo types 
 Children and young people – young carers 
 Everybody’s business 
 Challenging all incidents 
 Education/training 
 Top down leadership to remain a priority 
 Empowering gross roots and individuals 
 Enabling local groups to challenge stigma 
 National campaign – connect with local groups and communities 
 Education in schools 
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Q2.  What innovative practice are you aware of within the theme of 
stigma and discrimination? 
 

 MH and stigma and employers group (Durham)  

 Public health – Mindful Employer 

 3 radio campaigns challenging stigma 

 Time to change promotions 

 Stigma and discrimination DVD’s produced 

 Public events/marches 

 National campaigns 

 TEWV – N. Durham – graffiti project 

 Rocky minds 

 Waddington Street Centre – integrated with mainstream services LD 
train football trainers 

 Regular regional promotions re. MH “Scouts Badge in MH” 

 Finding what works 

 Equality leads across NE working on joint equality actions 

 Equality and diversity are part of induction and mandatory training 

 Encouraged to challenge/alert about practices 

 Time to Change – nationally 

 Hearts and Minds and other local groups – MH disability advisor from 
partnership 

 TV – Ruby Wax 

 Early Intervention (EI) Team 

 Football tournament 

 Service User Carer network – wider SU/C forums 

 Ambassador programme Black and Minority Ethnic communities 

 MH first aid – corporate training 

 NTW user/carer network – museum service 

 NEXUS – bridge card 

 Positive risk taking 
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Q3. What are the main challenges in implementing changes within the 
theme of stigma and discrimination? 
 

 Target employers and employees 

 Educate employers and employees 

 Engage media (change portrayals) 

 How do we make the issue (MH) totally inclusive 

 Changes in resources stream – re. prioritisation 

 Staff attitudes in public sector 

 Long held opinions – culture – e.g. BME/class 

 Lack of legislation – back-up legislation 

 Fear of change – vested interests e.g. Police 

 Finance – funding schemes etc – socio economic factors in 
communities 

 Having a national campaign – losing it – lose focus 

 Authority figures – want people to remain as they are 

 Lack of education – media attitudes 

 Lack of awareness 

 Tokenism 

 Fear 

 Unfashionable 

 Acceptable – language 

 Stepping outside of social context if views differ 

 Dynamic ever-changing so need to adapt 

 Understanding 

 Media – proportion/balance 

 Language 

 Joined up working 
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Fewer people will experience stigma and discrimination 
Priority Who should lead on taking this 

forward? 
Who else should be involved? Where does it sit within 

the system? 
1. Education/   
Raising 
Awareness 
Everybody’s 
business 
 

 
DH, LA,  
Service user led from onset 
Businesses 
Health and wellbeing boards 
Everybody – LA (Public Health) 
 

 
Cross government committee 
Government 
 

 
Across/everywhere 
Across society 
 

2. Big culture 
change 
Media/radio/TV 
etc. campaigns 
 

Time to Change 
Service user groups 
 

Local social inclusion champs 
“Passionate People” 
Health and Wellbeing Boards 
 

National – cross 
Government 
Media/Government/News 
 

3. Employment 
of individuals 
and groups with 
lived experience 
Joined up 
working 
 

Health and Wellbeing Boards 
 

MH Trusts, LA’s, service users and 
carers 
Voluntary/commissioning sector 
Service users/carers, social care 
Integrated services 
Citizens 
Third sector 
 

All the frameworks 
Health, public, welfare to 
work etc. 
Everybody/everywhere 
 

Back to Executive Summary 
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Your Opinions 
 
Throughout the day a group of opinion takers from North East together, asked 
delegates what they hoped would result from the event. The full list of 
responses is below: 
 
“In your opinion, what is the most important action you want to see as a 
result of today’s event?” 
 

 To ensure more people with mental health problems will recover. 
 

 Who is leading – what’s happening – who is taking responsibility. 
 

 More investment in service user involvement.  Mental health not being 
poor relation in relation to heart disease, cancer etc.  Seamless 
pathway between hospital care and care in the community. 

 
 Needs to be a greater service user involvement in developing 

strategies, not an afterthought.  It is the single most important issue, 
without service users there would be no jobs in mental health. 

 
 Huge number of people and agencies involved in MH.  Mapping of 

services and connections, how system works. 
 

 Outcome measures to be developed.  Strategy too high level.   
Outcome measures must be developed along line of recovery star. 

 
 Transitions into adult services - where to go?  Investing at that stage to 

avoid later problems. 
 

 Less stigma across the board, more places for service users to go and 
feel comfortable and supported. 

 
 Communication across networks. 

 
 Connect policy to people’s lives, increase awareness, link into wider 

context. 
 

 Action plan, values and priorities well established.  Work now needs to 
be done.  Research used to back up and evidence programme.  Work 
to be user and carer led. 

 
 Stigma – making stigma an operational reality for organisations, policy 

into action. 
 

 Demonstration of how stronger leadership and greater clarity of 
national, regional and local leadership. 

 
 Increasing partnership working. 

 
 Closer links between NHS, service users and welfare reform to make 

recovery successful. 
 

 Further clarity as to how to take the MH agenda forward in a clear, 
comprehensive way that has real meaning for service users and their 
families. 
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 For Northumberland to re-establish partnership board so that any 
actions from today can be fed back. 

 
 Doing something to address stigma and reduce it and education for 

broader public. 
 

 A renewed effort in ensuring meaningful outcomes are at the heart of 
commissioning. 

 
 Joining up of structures, and a way for service users, carers and 

workers in the services to influence services and inform and direct 
policy.  Reorganisation and support for carers. 

 
 True joint working across Government departments to ensure changes.  

Acknowledgement of concerns from service users and practical 
solutions considered. 

 
 An understanding of the role of social care – MH is not just an 

NHS/clinical issue. 
 

 The information/views/action planning that comes out of the workshops 
(addressing each of the 6 key objectives) needs to be shared widely.  
We all need to be singing from the same hymn sheet. 

 
 People need to listen to service user opinion. 

 
 Eradicate stigma and discrimination.  It has such an impact on a daily 

basis on service users and carers.  You could be a service user on day. 
 

 Services for children and young people and transition to adult services.  
What does physical health mean for young people. 

 
 People using services at the next convenient location at the correct 

length of time that they require the service, hopefully in the community. 
 

 More partnership working between professionals with the aim of 
improving MH of the general populace with particular attention to more 
“vulnerable” groups, e.g. older people, BME.  More preventative work 
on MH and promoting 5-a day. 

 
 That the information gathered today is shared.  That the issues within 

the room are “heard” and taken seriously.  That the voluntary sector 
(third sector) is appreciated in the work we do and “commissioners” 
come to us to support and encourage the work we do, to take this MH 
strategy forward “to make it happen”.  Give us an implementation 
framework. 

 
 Resources are made available to implement action. 

 
 To put public mental health at the top of the agenda (or at least high 

up). 
 

 Robust partnership working across all provisions. 
 

 Taking forward the strategy across SOTW – through service 
developing initiatives between all organisations for the whole 
population. 
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 Access to smoking cessation services in Gateshead to be reviewed. 

 
 Reducing stigma and discrimination, particularly in the organisation 

providing the care. 
 

 Implementation!!!  Action plans with responsibility for implementation 
and monitoring. 

 
 Clarity of purpose and policy at a local level. 

 
 Campaigning about benefits making people ill, reducing recovery, has 

an impact on staff also.  Quality impact assessment on benefit system 
– on cost effectiveness. 

 
 Knowing what services we offer.  Sharing knowledge and innovative 

approaches to improve commissioning locally and Teesside to achieve 
value for money. 

 
 Sustainable investment in MH – structured way of delivering services, 

investment to deliver, especially in prevention. 
 

 National commitment to MH strategy shown through operating 
framework – joined up action. 

 
 Outcomes framework – responsibility allocated.  More use made of 

meaningful engagement – suicide prevention. 
 

 MH a priority for commissioning groups.  MH representation on health 
and wellbeing board. 

 
 Work to position MH as a priority for clinical commissioning consortia 

and health and wellbeing boards. 
 

 Actual implementation of the strategy.  It has helped to understand now 
why this has not happened.  Everyone needs to be clear what they can 
do and how to do it by the end of the day. 

 
 To really take into account the views and opinions of service users. 

 
 More people have access to better services that listen to them and help 

them to recover. 
 

 Good start to the day putting forward the perspective of service users.  
Good follow up putting the strategy into context and addressing some 
of the “elephants” in the room.  Chair got into a bit of “us and them” 
discussion which I didn’t think was helpful for tackling stigma. 

 
 To see services users and carers more involved in all aspects. 

 
 To ensure that mental health is kept to the foremost and that services 

are not diminished. 
 

 The strategies are going to be implemented - although there are 
financial and other challenges  

 
 Less strategy would help us deliver more. 
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 Actual actions and operational change not more talking. 
 

 Local service providers, commissioners and service users agreeing 
how to take things forward together. 

 
 Liaison between agencies, less target driven funding, measuring 

activity only.  Emphasis on quality and outcomes. 
 

 That the Government will act immediately to help service users and 
carers more.  On taking notice of the views of the client and help oust 
stigma about mental health. 

 
 For Stockton area to consider/start to discuss with service users and 

carers how the strategy will be implemented. 
 

 Support of the voluntary sector by the health authority to maintain local 
services. 

 
 The strategy has very laudable and big aspirations so we must keep a 

focus on delivery of these aspirations and not over-focus on the 
actions. 

 
 Less stigma, more good MH, more support for ex-veterans, 1 in 4 

people have been in the armed forces, new ways of thinking for support 
for MH service users. 

 
 Mental health starts to become everyone’s business.  The intention has 

always been there but we have never been entirely successful. 
 

 Many challenges ahead to do with MH.  More awareness – MH issues.  
More preventative work needed.  Awareness on five a day for health 
and happiness. 

 
 Establishment of a single universal user focussed quality outcome 

measure for wellbeing – WEMWBS (Warwick & Edinburgh Mental 
Wellbeing Scale). 
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Action Pledges 
 
Within their delegate packs everyone was given an ‘action pledge’ form which 
they were asked to complete stating what they would do themselves to 
support implementation of No Health without Mental Health.  The responses 
can be found below: 
 
 
To support implementation of the Mental Health strategy in the North 
East, I pledge to: 
 
Work hard with service users and mental health organisation staff – work 
together to spread the work to all the general public to cast off the stigma of 
mental health and make people have better knowledge and increase the 
membership of North East together, and make everyone know about Time to 
Change.   
Paul Emerson, North East together 
 
Work with partners to make mental health a priority 
Dr Henry Waters, Middlesbrough Pathfinder CCG 
 
Raise the issue of access to smoking cessation services for individuals with 
mental health issues; Review training of Tier 2 advisors engagement with 
mental health users - currently too many hand offs; Examine alternative 
models to allow service user groups to offer cessation service on a peer-to-
peer basis. 
Natalie Goodman, Gateshead Smoke Free Alliance 
 
Follow up putting mental health on the NHS Health Check agenda. 
Catherine Mackereth, NHS South of Tyne and Wear 
 
Embed actions to enable its implementation within the Trust’s Equality 
Strategy. 
Chris Rowlands, Northumberland, Tyne and Wear NHS Foundation Trust 
 
Promote inter-agency working, building relationships with service users and 
carers to promote positive outcomes. 
Anon., Tees, Esk and Wear Valleys NHS Foundation Trust 
 
Continue to champion mental health and employment. 
Anon 
 
Work with stakeholders to further develop IAPT to address needs of people 
with long term conditions, medically unexplained symptoms and severe 
mental illness.  Clarify my Trust’s role in the Clinical Innovation Team (CIT) 
and work with colleagues in the CIT to drive this agenda forward, especially 
transitions and young people and early intervention. 
Esther Cohen-Tovee, Northumberland, Tyne and Wear NHS Foundation Trust 
 
Hand out WRAP (Wellness Recovery Action Planning) books to colleagues, 
friends and service users. 
Jenny Evans, Gateshead CAB 
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Ensure all service users are actively involved in care planning and 
independently identify their goals for recovery, and that this is recorded and 
shared (with permission) to those involved in the care and recovery process. 
Sarah Sams, Tees, Esk and Wear Valleys NHS Foundation Trust 
 
Raise awareness of the No Health without Mental Health strategy within the 
team and ensure it remains a focus in clinical area.  Work collaboratively with 
senior managers to ensure the strategy remains ‘focused’ and local. 
H Embleton, Tees, Esk and Wear Valleys NHS Foundation Trust 
 
Support the development of North East together regional service user and 
carer network. 
Dawn Downey, Middlesbrough and Stockton Mind 
 
Assist in the establishment of North East together (service user and carer 
regional forum) as a constituted group. Assist in the establishment of 
Middlesbrough Hearts and Minds (anti stigma and discrimination) as a 
constituted group. Deliver a pilot peer-led WRAP programme and campaign 
on mental health service user and carer issues as much as I can, wherever I 
am and ensure the voices of the service users and carers I hear are heard 
through mine. 
Catherine Haigh, North East together 
 
Continue to support and help develop the translation from one structure to the 
new “emerging architecture” of health care – with particular emphasis on the 
importance of building resilient, sustainable, confident service user and carer 
networks that contribute and are an integral part of the proposed managed 
mental health networks. 
Fran Singer, National Survivor User Network 
 
Keep up to date with what’s going on – how policies are being implemented. 
Anon 
 
Keep up to date with progress of implementation by being pro-active and 
questioning what has happened or what is going to happen and when. 
Natalie Brooks, Lifeline Project, Middlesbrough 
 
Ensure any developments embrace the whole community. Break down 
barriers between service providers. 
Michelle Turnbull, South of Tyne and Wear PCT 
 
Ask the question within Stockton area on how the mental health strategy will 
be taken forward. 
K Hall, Stockton Borough Council 
 
Help educate the general community that everybody has mental health and 
that negatives can actually be turned around to be used as positives. This is 
related to improving general knowledge of health care in the community and 
particularly with regard to reducing stigma and discrimination in the way 
people view mental health. 
Paul Brown, SURGE 
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Discuss more fully with partners at the local New Horizons Partnership which 
monitors the implementation of the emotional health and wellbeing action plan 
in Gateshead. 
Lynn Bradford, NHS South of Tyne and Wear 
 
Encourage voluntary and community sector organisations to work towards the 
values and ethos of No Health without Mental Health. Organisations can make 
simple and low cost changes to how they do things in order to make them a 
better organisation for their staff, their service users and the communities in 
which they serve. 
Ray Brown, VOLSAG & Social Inclusion and Recovery Consortium 
 
Take any opportunity to promote mental health from a carer’s point of view, 
through involvement and volunteering. 
Margaret Wills, Teesdale Involvement Group 
 
Push for targeting of IAPT to include severe mental illness; and the need for 
teacher training on picking up children and young people who may be 
developing mental illness when in schools and universities. 
Suzanne McBain, Teesdale User and Carer Involvement Group, County Wide 
Forum 
 
Re-read legislation in order to improve/update practice 
Elsa Wright, Mental Health Matters 
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No Health without Mental Health 
- making it happen in the North East 

 
Friday 7th October 2011; 9:15am – 4:15pm 

The Durham Centre, Belmont Industrial Estate, Durham, DH1 1TN 
 
 

Programme 
 

 9:15am  Arrival and refreshments 
 
10:00am  Chair’s Welcome and introduction to the day: Yasmin Chaudhry 

Chief Executive, NHS County Durham 
 

10:10am  What do we need from the Mental Health Strategy? 
 Video by people who use mental health services; and presentation by Jill 

Treasure, North East together 
 
10:45am  Keynote speech: Dr Hugh Griffiths 
   National Clinical Director for Mental Health, Department of Health 
 
11:15am  Break 
 
11:45am  Keynote speech: Steve Shrubb 
   Mental Health Network Director, NHS Confederation 
 
12:15am  Keynote speech: Dave Belshaw 
   Head of the North East Mental Health Development Unit 
 
12.45 pm  Introduction to workshops: Dave Belshaw 
   Head of the North East Mental Health Development Unit  
 
1:00pm  Lunch 
 
1:45pm  Session 1 - Action planning workshops:  

1. Wellbeing and good mental health 
2. Recovery 
3. Physical health 
4. Care and support 
5. Reducing avoidable harm 
6. Stigma and discrimination 

 
2.45pm  Break 
 
3.00pm  Session 2 – Action planning workshops 
 
4:00pm  Summary and next steps 
 
4:15pm  Close 

Appendix 1 
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1. More people will have good mental health 

 
Starting Well 

• Universal public health and early years education programmes for 
disadvantaged families at neighbourhood and local government level 

• Early identification and intervention as soon as mental health problems 
emerge. To include parenting interventions for families with children with 
conduct disorders, early detection of psychosis, screening and brief 
intervention in primary care for alcohol problems and early diagnosis and 
treatment of depression at work 

• Promotion of positive mental health and prevention of mental disorders in 
childhood and adolescence. To include Health Visitor interventions to reduce 
Post Natal Depression,  prevention of conduct disorders through 
social/emotional learning programmes,  school-based violence prevention 
programmes for 6 year olds and school-based interventions to reduce bullying 

• Healthy Child Programme 
• Review Health Visitor/School Nursing/CAMHS models concerning emotional 

wellbeing 
• Refocused Surestart programmes 
• Parent Support Advisors working with school staff and local services 
• Family Nurse Partnerships 
• Early Intervention Grant to condense Surestart, TAMHS etc. 
• Families with multiple problems: invest to ‘test and share’ (i.e. identify 

exemplar areas where adult members of families with multiple problems have 
gained employment); learn from successes (‘mentor’ areas);and, break down 
barriers 

Developing Well (strengthen ability to control lives and build self-esteem/resilience) 
• Early Intervention for children/young people with mental health problems in a 

number of settings including schools 
• Early Intervention and Stepped Care to reduce Substance Misuse and 

prevalence of Eating Disorders 
• Parent training on developing child social skills for at-risk children 
• School-based Mental Health Promotion programmes 
• Review school-based interventions to reduce violence and abuse 
• Whole-family approach: Multi-Systemic Therapy and targeted parental work 
• Health/Pupil Premium 
• Family Learning Programmes for deprived families to increase parental/carer 

involvement in children’s education and development 
• National Citizen Service Programme to help young people develop skills 

within their communities 

Living Well 
• Utilise the Foresight Group’s ‘5 steps to wellbeing i.e. Connect, Be Active, 

Take Notice, Keep Learning and Give 
• Utilise national measures of wellbeing including WEMWBS 
• Smoking cessation in-reach to mental health units 
• Develop Social Prescribing programmes including for arts and leisure 

Appendix 2 
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• Informal adult and community learning programmes for social exclusion 
• Promotion of positive mental health and prevention of mental disorder in 

adulthood. To include the establishment of time banks and community 
navigators and work-based, multi-component mental health promotion 
programmes 

• Financial advice to vulnerable people to be delivered via employers and the 
voluntary sector 

• Planning for the psychological and mental health care of people affected by 
major incidents and disasters 

• Reduce the national suicide rate. Suicide Prevention to include developing 
training courses for GPs and consideration of safety barriers at suicide 
hotspots 

• Housing support services. These are deemed to be especially beneficial for 
men with enduring mental illness, women with multiple complex needs and 
supported housing for people with moderate mental health needs post-
discharge 

• Homelessness: places of change to improve the quality of hostel 
accommodation 

• Military Veterans: Military Covenant; Combat Stress helpline; training for GPs 
& NHS staff 

• Offenders: diversion pathfinders 
• Equality (i.e. BME communities, Lesbian/Gay/Bisexual and Transgender 

groups, gender): routine, local monitoring of access to services; women-only 
day services; services to be sensitive to how men normally present 

Working Well 
• Work Programme providers and mental health services to work together to 

help people into work 
• Work Choice. Includes help for disabled people, access to work programmes 

(including financial support for individuals/employers to make adjustments) 
and Next Step (adult careers service) 

• Targeted employment support for those recovering from mental health 
problems including Individual Placement Support 

• IAPT and Employment Support to work together 
• ‘Light Touch’ support i.e. self-action via Jobcentre Plus, universal credit, Fit 

for Work Service Pilots, electronic fit-note and flexible working 

Ageing Well 
• Access to continued learning 
• Increased social networks and Befriending programmes for older people 
• Support for informal carers 
• Warm homes 
• Promote physical health and physical activity 
• ‘Active at 60’ Community Agents 
• Local Government Improvement and Development Programmes on ageing 

well and healthy communities to help Local Authorities develop public health 
and ageing strategies 

• Recognition of depression in older people
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2. More people with mental health problems will recover 
 
More people who develop mental health problems will have a good quality of life – 
greater ability to manage their own lives, stronger social relationships, a greater 
sense of purpose, the skills they need for living and working, improved chances in 
education, better employment rates, and a suitable and stable place to live. 
 
Recovery in mental health is different from, although related to clinical recovery, 
recovery is unique to each individual and defined by them. Although recovery is 
unique to each individual, employment and education, secure accommodation, 
physical health and living independently are generally seen as important aspects of 
recovery for most adults. Indicators for measuring improvements in these areas have 
been selected to measure progress at a local and national level in the NHS, Public 
Health and Adult Social Care Outcomes Frameworks. 
 
 Tackling emerging problems 

• Primary Care to ensure NICE evidence-based guidelines on the stepped-care 
approach are implemented effectively, both through improved access to and 
provision of services at primary care level and through effective 
commissioning of specialist mental health services.  

• The IAPT programme is being extended to include children and young 
people, older people, people with long-term physical health problems and 
those with serious mental illness.  

• Early recognition and intervention needs to be improved for mental health 
problems in children and young people, including those in or at risk of moving 
into the youth justice system. 

• Early intervention not only benefits the individual but also has significant 
economic implications – there is a growing evidence base to support early 
intervention in conduct disorder and psychosis, depression, eating disorders 
and ADHD, as well as Asperger and Tourette syndromes.  

• Improve recognition of mental health problems in criminal justice settings 
• Improve approaches and access to services for people with emerging and 

established personality disorders 
• Early interventions for children and young people may include:  

o liaison and diversion schemes in the youth justice system 
o parenting programmes 
o school-based prevention and intervention programmes, eg the 

Targeted Mental Health in Schools Programme (TaMHS) 
o focus on looked after children, who have a five-fold increased risk of 

mental health problems. 

Tackling acute distress 
However effective prevention and early intervention are, some people will still 
experience periods of acute mental distress. Four high-impact areas have been 
identified for improving outcomes for people in acute distress:  
 

• delivering high-quality acute care;  
• improving access to acute care for all homeless and other at-risk people;  
• improving access to mental health services for homeless and other at-risk people; 

and  
• improving mental health services for armed forces personnel.  

 
Guidance on supporting carers of people with acute and severe mental health 
problems has been published by the Princess Royal Trust for Carers and the 
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National Mental Health Development Unit. Triangle of Care – Carers included, 
describes best practice in ensuring that carers are appropriately involved in the care 
planning process.  
 
Improving access to mental health services for homeless people and other 
vulnerable groups 
 
Research by the Social Exclusion Task Force and the Department of Health has 
found that homeless people are 40 times less likely than the general population to be 
registered with a GP and five times more likely to use A&E. 
 
The Department of Health is working to improve the outcomes of vulnerable groups 
through the inclusion health programme. A national inclusion health board is being 
established, whose key role is to champion the needs of the most vulnerable and to 
address health inequalities among the most disadvantaged. 
 
Improving mental health services for ex-service personnel 
 
Models of how to provide this additional help were initially investigated through six 
mental health pilots put in place by the MoD/NHS. A number of different models were 
piloted and an initial evaluation suggested that either appointing a dedicated veterans 
therapist in every trust, or training front-line staff in military culture, improved 
veterans’ access to services and achieved comparable outcomes to those achieved 
with the civilian population. 
 
The Department of Health has also provided grant funding to Combat Stress to 
enable it to work directly with mental health trusts and ensure that the services they 
provide are accessible to and appropriate for veterans. This involves making clinical 
appointments, with postholders having clinical accountability to the NHS and 
managerial accountability to Combat Stress. 
 
Tackling ongoing problems 
Some mental health problems leave a longer shadow after the acute phase is over. 
Outcomes for people with longer-term mental health problems can be improved 
through: 

• sound principles of high-quality care;  
• better quality specialist services;  
• improved personal outcomes, including improved relationships, education, 

confidence, employment and purpose; and  
• stable and appropriate housing.  

 
Sound principles of high-quality care 
The principles of high-quality, recovery-focused care are:  

• hope – increasing sense of optimism and hope for the future;  
• agency – increasing the control that people with mental health problems 

have over their symptoms, personal goals and lives; and  
• opportunity – increasing opportunities for people with mental health 

problems to lead meaningful and independent lives, to be included and 
participate fully in the wider community, and to gain employment. 

 
Improved personal outcomes, including improved relationships, education, 
confidence, employment and purpose 
People with mental health problems want effective interventions and approaches. 
They also want the same things as all of us in their lives: healthy, positive 
relationships; access to education, employment and meaningful activities; secure, 
decent housing; and financial security.   
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3. More people with mental health problems will have good physical health 
 
Statistics 
 
Depression increases the risk of mortality by 50% and doubles the risk of coronary 
heart disease in adults. 

People with schizophrenia and bipolar disorder die on average 16 to 25 years sooner 
than the general population. 

Children with early conduct disorder have been shown to have poorer physical health 
and reduced life expectancy. 

Obesity is associated with reduced wellbeing and disproportionately affects people 
with mental illness and learning disability. 

Smoking is responsible for the largest proportion of health inequality in people with 
mental health problems: people with mental health and substance misuse problems 
are more likely to smoke and to smoke more heavily.  Adolescents with conduct 
disorder and emotional disorder account for 43% of all smokers under the age of 17. 

People with dementia are at high risk of developing delirium, a life-threatening mental 
health condition particularly affecting older people. 

Children with a long-term physical illness are twice as likely to suffer from emotional 
problems or disturbed behaviour. 
 
Examples of interventions 
Collaborative care approaches across physical and mental health services within 
primary care can improve the management of both the mental health problem and 
the physical health condition. 

Intervene early to promote healthy lifestyles and reduce risk behaviours where 
indicators are present early in life, such as obesity and smoking 

Proactively target people with mental health problems to support them to take part in 
smoking cessation programmes, which can improve mental health, reduce 
depression and anxiety and reduce levels of medication.  Awareness raising and 
training of primary and secondary healthcare staff in smoking cessation approaches 
could contribute significantly.  

Health professionals working with children with physical health needs may benefit 
from training in the assessment of emotional and mental health needs and referral to 
appropriate treatment. 

Integrating talking therapies into care pathways for people with long-term physical 
conditions and mental health problems and for those with medically unexplained 
symptoms will improve outcomes and potentially reduce NHS costs.  The talking 
therapies programme (IAPT) is being expanded to include access to appropriate 
treatments for people with long-term conditions and medically unexplained 
symptoms.  

Sexual health risk behaviour is associated with mental ill health and sexual health 
education programmes are as effective in those with mental health problems as the 
general population. 

The NHS and Public Health Outcomes Frameworks both include indicators that link 
directly to this objective – reducing premature death in people with serious mental 
illness is an important area in both.  
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4. More people with mental health problems will have a positive experience of 
care and support  

 
Choice, control and personalisation 
 

Personalisation is about respecting a person’s human rights, dignity and autonomy, 
and their right to shape and determine the way they lead their life. Personalised 
support and services are designed for the purposes of independence, wellbeing and 
dignity.  

Every person who receives support should have choice and control, regardless of the 
care setting. This is of critical importance for people with mental health problems – 
we know that feeling in control leads to better mental health. 

Choice is just as relevant for children and young people as for adults. 

Personalised care budgets for long-term conditions are a way of giving people more 
choice and control over how their support needs are met. 

Councils, health bodies and providers need to work more efficiently to personalise 
and integrate service delivery across health and adult social care.  Support packages 
must consider the needs of children in the family to prevent them taking on 
inappropriate caring roles. 

Results from pilots using personal health budgets for transitions are due to be 
published in October 2012.   
 
Improving the experience for children and young people 
 
Particular focus on ensuring effective transition from children’s to adults’ services. 
Services can improve transitions, including from CAMHS to AMHS, by: 
 

- Planning for transition early, listening to young people and improving their 
self-efficacy 

- Providing appropriate and accessible information to enable choice and 
participation in decision-making 

- Focus on outcomes and improve joint commissioning 

Providers and commissioners should use the quality criteria self assessment toolkit 
‘You’re Welcome’, which has been produced by DH to make services young people 
friendly and more appropriate to their needs. 

The NHS Outcomes Framework is underpinned by NICE Quality Standards – the 
government is considering how standards developed for the life course might reflect 
some of the overarching quality and experience themes, including transitions that 
relate to children and young people’s health services. 

The DH has funded a series of practical tools and learning resources for improving 
local CAMHS services. 
 
Improved mental health outcomes for all: promoting equality and reducing inequality 
 

The government is committed to ending age discrimination in health and social care 
by 2012, with no exemptions to the Equality Act 2010 requirements.  ‘Achieving Age 
Equality’ (available on the DH website) sets out how the health and social care 
sectors can end age discrimination and promote age equality. An age equality 
resource pack has been piloted in a number of mental health services. 
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Depression is the most common mental health problem in older people.  Roll-out of 
the IAPT programme will include a focus on ensuring appropriate access for people 
of 65 years of age.  

The revised implementation plan for the National Dementia Strategy sets out the 
government’s approach to more rapid improvement in dementia care. 
 
 
Local Healthwatch will be commissioned by local authorities to provide an 
independent voice for patients, service users and carers of all ages throughout the 
commissioning cycle.  It will be able to provide advocacy services on behalf of 
service users, including those who are seldom heard, such as offenders, gypsies and 
travellers. 
 
Patient experience indicators feature in the NHS Outcomes Framework, the Adult 
Social Care Outcomes Framework and in the CQC community mental health survey.   
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5. Fewer people will suffer avoidable harm 
 
Fewer people will suffer avoidable harm from the care and support services they 
receive 

People using mental health services should have confidence that the services they 
use are of high quality and as safe as any services in the world.  People should 
understand the risks of their conditions and the risks associated with treatments and 
approaches. They should expect to receive care when they need it, without risk of 
additional harm or injury. 

Safety and dignity in inpatient care, including in secure environments, has been a 
particular concern. Initiatives such as the Acute Care Declaration will continue to 
improve the quality and safety of the inpatient environment. 

Mental health services must be alert to safeguarding concerns and ensure that 
policies and procedures of the local adult safeguarding board are followed, as well as 
internal procedures for serious untoward incidents. 

Three principles have been identified in the NHS Outcomes Framework: 

- protecting people from further harm 

- an honest and open culture that promotes the reporting of incidents 

- learning from mistakes – making tangible changes to improve safety. 

Local systems and culture should ensure early identification of risks and rapid 
learning and dissemination across all areas. 
 
Fewer people will suffer avoidable harm from themselves 

A number of factors may increase the likelihood of someone taking their own life, 
including having a mental health, alcohol or drug misuse problem, social isolation 
and having a physically disabling or painful illness.  Consultation on the new national 
suicide prevention strategy closes on 11th October 2011.  

Young people may use self-harm as a coping mechanism and an episode of self-
harm may represent underlying problems such as depressive disorder.  

Suicidal acts in older people are likely to be planned in advance, rather than a 
spontaneous act, and are more likely to be successful than if committed by a young 
person.  All suicidal threats or attempts by older people should be taken seriously. 

Self-harm should be seen as a call for  help – early assessment of risk and support 
needs is essential.  

 
Fewer people will suffer harm from people with mental health problems 

The vast majority of people with mental health problems pose no danger to 
themselves or anyone else. Those with severe mental illness are more likely to be 
the victims of violence than its perpetrators. 

In a few cases, a person’s mental disorder does raise the risk of them harming 
someone else. This raised risk is mainly due to people with serious antisocial 
personality disorder, substance dependence and/or hazardous drinking.  

 All types of risk should be assessed: the principles of good risk management 
include: 

- good record-keeping and access to information about history and risks 
- addressing the person’s needs in the round – including co-morbid substance 

abuse problems, and awareness of any dependent children’s needs 
- effective communication within and between agencies 
- appropriate sharing of information it is critical that practitioners across all 

agencies are aware of when ad how to share information  
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- effective risk assessment and management, eg through case formulation 
approach incorporating assessment of risks to self, risks posed to others, 
risks posed from others and safeguarding issues 

- consideration of risk and protective factors, including social, biological and 
psychological factors 

- clarity about objectives and responsibilities 
- effective use of the Mental Health Act 

 
Make effective use of: 

- Multi-agency risk assessment conferences (MARAC) 
- Multi-agency public protection arrangements (MAPPA) 
- Lessons learned from published homicide inquiries 
- National and local patient safety incident reporting procedures 
- National and local serious incident investigation procedures 
- DH Guidance: Best Practice in Managing Risk: principles and guidance for 

best practice in the assessment and management of risk to self and others in 
mental  health services 

 
Improvement in safeguarding of adults, children and young people 

Two main risks in relation to mental health that affect safeguarding children and 
young people are:  

- parents and/or carers who are ill or disturbed, who need support and may 
pose a risk; and 

- children and young people who are vulnerable as a consequence of their 
parent’s ill or disturbed state and who present after a safeguarding issue, 
including concerns arising from siblings or other young people. 

It is essential to assess the implications of parental mental ill health for each child in 
the family. After assessment, appropriate additional support should be provided, by 
effectively sharing information and working wit local multi-agency services for 
children and families. 

When assessing and/or treating children or young people, remember: 

- provide age-appropriate environments 
- formulate cases carefully and ensure clear inter-agency communication 
- the right environment and service experience can strongly influence current 

and future engagement with care.   
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6. Fewer people will experience stigma and discrimination 
 
Stigma and the experiences of discrimination continue to affect significant numbers 
of people with mental health problems. This discrimination is damaging, unlawful and 
costly – for individuals, their families and carers, organisations, communities and 
society as a whole.  
 

- more than one quarter of the UK population still thinks that people who have 
mental health problems should not have the same rights to a job as everyone 
else 
 

- people with mental health problems have worse life chances than other 
people - part of this is the direct effect of the condition, but a very large part is 
due to the stigma, ignorance, prejudice and fear surrounding mental health 

 
Tackling stigma and discrimination and promoting human rights are critical priorities 
for this mental health strategy. The Government should play a role in this by leading 
by example. The equality act 2010 establishes the responsibilities of organisations 
and employers towards people with disabilities, including those with mental health 
problems. But legislation is not enough.  
 
To shift public attitudes substantially requires a major and sustained social 
movement. Recognising this, YoungMinds has prioritised combating stigma in its 
Children and Young People’s Manifesto, as children and young people can suffer 
greatly from the effects of mental health stigma.  
 
Comic relief and the big lottery have funded a major anti-stigma campaign, Time to 
change, led by Mind and rethink and evaluated by the institute of psychiatry. The 
programme of 35 projects aims to inspire people to work together to end the 
discrimination surrounding mental health. The programme is backed by international 
evidence on what works, and has at its heart people with direct experience of mental 
health problems. 
 
However, the Government knows that there is an appetite for an even more 
ambitious programme and will give this ‘social movement’ its full support. The 
government commits to supporting and working actively with Time to change and 
other partners on reducing stigma for people of all ages and backgrounds.  
 
Public Health England will have a role in taking forward initiatives that can help tackle 
stigma and discrimination. These can be combined with health promotion activities 
such as improving the physical health of individuals with mental health problems in a 
way that promotes mainstream social contact and engagement.  
 
A number of mental health trusts currently undertake local anti-stigma and 
discrimination activities with the active involvement of service users. This can have 
the added benefit of supporting their recovery.  
 
The National CAMHS Support Service published Tackling Stigma: A practical toolkit. 
This brings together guidance, best practice examples, case studies, resources and 
literature to help tackle the stigma associated with children’s and young people’s 
mental health.  
 
Time to change already uses a range of indicators to measure change in attitudes to 
mental health in the population at large, among employers and in the experience of 
people with mental health problems. The Government will work with Time to change 
to agree the best ways to assess improvements, including an annual attitudes 
survey. 
 


