
Greater 
Manchester 
Community Mental 
Health 
Transformation
February 2021 



Why do we need to 
change?
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The Case for Change: 
NHS England & NHS Improvement 

Fragmentation and 
moving between 
services
“Recent focus has been on 
specialist teams...the creation of 
these separate specialist teams 
has, in most places, led to 
fragmentation and discontinuity of 
care.”

“When people’s care moves 
between teams, typically over 
20% of them do not reach the 
new team.”

“Transitions are a particular issue 
for young people moving into 
adult mental health services… 
and people moving from general 
adult services to those for older 
people.”

Thresholds and other 
barriers to access
“When multiple services provide 
care, multiple assessments can be 
common. This is distressing for the 
person, increases the chance of 
drop out, delays treatment and is a 
poor use of resources.”

“People with legitimate care needs 
are excluded from mental health 
teams as they do not fit rigid service 
specifications or meet often arbitrary 
thresholds.”

“Across the system, some waiting 
times are increasing.”

“There are long waiting lists for 
psychological therapies from many 
secondary care providers.”

Difficulties in getting 
appropriate high quality 
care
“If initial support, care and 
treatment are lacking, people’s 
health can deteriorate (particularly 
in those with more severe 
problems, who cannot access 
specific evidence based 
therapies) making them likely to 
go on to require more intensive or 
acute support.”

“Over many years, there has been 
a reduction in services for people 
who need longer-term care in the 
community as the focus has 
shifted to specialist, often 
time-limited services. “

Distance from 
community 
“In general, few community 
mental health services are able to 
make the most of community 
resources.”

The framework sets out a 
new approach: 

“Ensuring that care takes place in 
the context of people’s lives, and 
supports them to live better within 
and as part of their communities.”
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The Case for Change: 
Greater Manchester 
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“I don’t want to 
be telling the 

story over and 
over again.”

“Continuity of care is paramount”

“Once people with serious mental 
illness are discharged from hospital or 
secure rehab, the level of support 
drops off a cliff”

“Listen to the voice of the carer in the 
first instance. For example, when my 
sister was severely ill, it took 9 months 
to get her in the ward. If the CMHT 
listened in the first place, this wait 
could have been avoided if they 
nipped it in the bud in the initial 
stages. I knew the situation better than 
anyone else.”

Thresholds and other 
barriers to access

Fragmentation and moving 
between services

From members of The Independent Mental Health Network for Greater Manchester

 Local Voices
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“Keep people 
well so that they 
don’t need more 

specialist care”“They want to keep you out of hospital, 
but they aren’t really bothered about 
quality of life. Staying well means being 
supported. Long term, appropriate 
support, should be available.”

“If my sister has a crisis, I shouldn’t 
have to take them across Greater 
Manchester.”

“We should have those facilities so it is 
in the community and not just the 
carers who are left to support.”

Distance from communityDifficulties in getting 
appropriate, high quality care

From members of The Independent Mental Health Network for Greater Manchester

 Local Voices

The Case for Change: 
Greater Manchester 

 "There is various community setups 
running that helps [those who] suffer 
access the correct services and 
supports filling the gaps of waiting 
time ect. This bridges the gap from 
community to services but more 
support from council and nhs is 
needed for the community run peer 
support organisations"



“An historic opportunity to: address this gap and achieve 
radical change in the design of community mental health 
care by moving away from siloed, hard-to-reach services 

towards joined up care and whole population 
approaches, and establishing a revitalised purpose and 

identity for community mental health services.”

The National Vision
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What is Greater Manchester’s 
vision for community mental 

health?



Our vision for 
community mental 
health

“We will promote mental wellbeing 
and prevent mental ill health in 
Greater Manchester by improving 
quality and increasing access to 
help, care and support for people 
when and where they need it.

We will help people in Greater 
Manchester wherever they live, and 
whatever their background to stay 
well, play an active part in their 
communities, and have greater 
choice and control of their care.”
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Our principles for community 
mental health 
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People are our 
focus, 

neighbourhood is 
the lens

We are mobilising 
supportive 

communities - 
connecting people, 
carers, and peers

People can share 
their story, knowing 

it will be properly 
listened to and 
valued; safely 

recorded; and help 
offered

‘Nothing about us 
without us’ 

People are equal 
partners in their own 

care

Our approach is 
strengths based, 
trauma informed, 

solutions focussed

Our response is 
evidence based & 

holistic - combining the 
best from the NHS, 

social care and 
voluntary sector

We are bridging the 
gap between 
primary and 

secondary care

We are constantly 
collaborating, 
learning, and 

improving



★ Higher quality care and support
★ Easier access in the community 

when and where people need 
★ Better experience of care and 

support

★ Better mental health, recovery 
and staying well

★ More active and better connected 
to communities

★ Increased choice and control 

★ Specialist services freed up to 
support people with more 
complex needs

Better outcomes 
for people across Greater Manchester 
living with severe mental illnesses and 
complex needs 
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Example system level outcomes:

● Health and social care crisis 
presentations

● A&E attendance

Example service level metrics:

● 4 week wait target

● Meeting standards for evidence 
based care (NICE compliance)

● Physical health checks

Example person level metrics: 

● REQOL
● DIALOG+
● MANSA

There is more work to to be done to develop and finalise the 
outcomes and metrics for Greater Manchester.



What’s changing?



Greater Manchester’s 
core service model 
The core community mental health 
service model

Across Greater Manchester, we are taking place based 
approach that enables us to: 

● Better understand and respond to local demographics

● Address health inequalities and the social determinants of 
mental ill health at an earlier stage

● Prevent and delay the need for crisis care or risk support

● Engage in meaningful co-production and co-design. 

We will improve the quality of person centred care by 
developing our multi-agency team working: with a shared 
practice model that is strengths based, trauma informed 
and solutions focused; increased access to evidence 
based psychological therapies, social support and 
community connections; and ensuring the of our 
wellbeing of our staff, processes and systems. 
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Our service model is designed to meet the 
dynamically changing needs of adults and 
older adults with serious mental illness, and 
those with very complex needs but who may 
not currently meet the thresholds for 
secondary care services. 

This programme provides a unique 
opportunity to invest in primary care, 
social care and VCSE provision as 
areas where there has been historic 
under-development.



Greater Manchester’s 
core service model 
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People will be able to move seamlessly between different types of help, care and support as 
their presenting needs change on their on recovery journey. We will use the THRIVE 
framework to describe the continuum of needs and support from: ‘thriving’ and ‘getting 
advice’ to ‘getting risk support’. 



Getting advice, Getting help

We will increase access to care and support for 
people with SMI and high levels of complexity who 
are seeking help and advice with their mental 
health. 

Access will be at a neighbourhood level within 
Primary Care Networks (PCNs) with close 
connections to a local network of community groups 
and voluntary organisations. People will be able to 
access a multidisciplinary team (MDT) comprising:

● Mental health practitioners from PCNs, Pennine 
Care or GMMH

● Social care staff

● Third sector staff

● Peer workers
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Greater Manchester 
core service model 

The team will offer virtual and face to face access points, 
and work towards self-referral and a target of an initial 
strengths based conversation by phone within one week of 
contact and where needed, a coproduced personalised 
care and support plan within four weeks. We will operate 
inclusion rather than exclusion criteria.

We will introduce a new trusted assessment and 
formulation model, that is strengths based, and 
goal/solutions focussed. Assessment and formulation (with 
input from the full MDT), will be delivered by both statutory 
staff, voluntary sector staff and peer workers trained to the 
same standard. 

Where appropriate, the same staff will coproduce a 
personalised care and support plan and provide a range of 
short-term clinical, social and community interventions 
designed to promote recovery and reduce risk of crisis. 
Often short term interventions are all that is needed. Our 
neighbourhood MDTs, including voluntary sector and social 
care staff, will be better able to assess presenting needs, 
fulfil Care Act duties, and develop person centred plans that 
holistically address issues such as housing, welfare 
benefits, employment and relationships etc. 



core pathways (including for PD, ED and 
community rehab). 

We will increase contact time with people 
receiving help, and ensure a more active 
role for people in their own care. 

The MDT will offer more evidence based 
1:1 psychological therapies, a modular 
group offer, specialist long term care, a 
peer support offer, monitoring & assertive 
care, social support and connections with 
the community all managed within a 
recovery model. This offer will also be 
accessible to people leaving inpatient 
services, VCSE and statutory crisis 
services, and other secondary teams.

Our aim to greatly increase continuity of 
care by increasing capacity in the system 
across primary and secondary care, and 
by moving away from CPA care 
coordination towards a MDT approach 
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Greater Manchester’s 
core service model 
Getting more help, Getting risk 
support

Some people who have accessed 
short term interventions through 
PCNs will need more intensive and 
extensive help and specialist longer 
term care (e.g. 3-12 months). 

We will ensure continuity with the 
same model of ongoing assessment 
and formulation with input from the 
full MDT, and continuity through 
coproduced personalised care and 
support plans that are strengths 
based, and goal/solutions focussed. 

We will develop further our MDT offer 
for people getting more help, and 
getting risk support by improving the 
range and quality of our evidence 
based clinical, social and community 
interventions as part of improved 

that will mean team members share a 
cases, manage risk together, can address 
a wider range of needs, and individual staff 
can deepen their own clinical practice. 

Each place in GM is starting from a 
different point, but most currently have 
different primary, secondary and third 
sector offers. We aim to progressively 
move to a fully integrated seamless offer 
comprising: getting advice, getting help, 
getting more help, and getting risk support 
over the next 3 years. As we move towards 
a fully integrated offer we will need to 
develop greater integrated management 
and governance, risk management and 
even greater collaboration between 
partners.



Improving quality for 
young adults 
We will work with young adults to radically review 
the 16-25 year old support and service offers and 
identify exemplar practice with the ambition of 
developing inclusive, young adult-centred 
approaches that improve outcomes, extend reach, 
promote choice and eliminate poor transitions by 
integrating 16-25 care pathways. 

In recognition of the work required to manage 
existing complexities and inequalities that have been 
exacerbated by COVID-19 we will also establish a 
specific GM Young Adults workstream to shape and 
develop better integrated CYP and Adult provision. 
This will be co-produced with young adults, building 
on the established GM wide BeeHEARD social 
action network. The work will be led through new 
YA Peer Coaches and workers plus ring-fenced 
independent VCS support resources connecting 
into each early implementer sites. 
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Improving quality for 
young adults
Based on Hughes et al (2017) Ten Design Principles for Youth MH Service, we will:  
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Through THRIVE establish a 
support continuum from 

prevention, early intervention, 
treatment to maintenance.

Accelerate adoption of 
innovative, evidence-informed 

practice notably in BPD, bipolar 
and psychosis conditions. 

Establish smooth pathways and 
ease of access into services

Accelerate and embrace relevant 
technological/digital solutions

Maintain a young adult-friendly 
ethos to maximise referral, 
inclusion and engagement 

 Promote young adult 
empowerment, agency and 

self-determination

Prioritise those with severe 
mental health disorders and at 

risk/experiencing health 
inequalities

Promote collaboration/partnership – 
particularly enhancing physical health 

and creative/cultural opportunities 
working with the VCSE and colleges.

Provide family/friend sensitive 
practices

Recognise individual strengths, 
talent and ambition

Agree innovative young 
adults-led monitoring and 

evaluation approaches  

 Establish a competency 
framework and multi-agency 

workforce development 
programme co-delivered with 

young adults. 



Improving quality for older 
adults
Older adult mental health services in particular benefit from 
an integrated approach with primary care and social care 
services. Most patients in older age mental health services 
have coexisting complex social and physical health support 
needs that are often undiagnosed and/or treated. As such, 
it is recognised that service providers across primary care 
and specialist agencies should work together if they are to 
meet people's needs and aspirations effectively. A whole 
system approach that draws together the expertise of 
health and social care agencies and those in the voluntary 
sector will deliver a comprehensive, balanced range of 
services. 

This is accepted as a core element of the GM public service 
reform and GM Community Mental Health Transformation 
Framework agenda. 
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This supports the necessary development of new blended 
multidisciplinary and multi-agency neighbourhood teams. 
These teams organised around PCNs will need age-specific 
posts including sufficient old age psychiatrists, older adult 
psychologists and older adult peer support 
workers/mentors/ community connectors - working in 
partnership with primary care clinicians, social prescribers, 
clinical pharmacists and colleagues working in acute 
hospital/care home psychiatric medical liaison teams. 
Clearly, older people’s mental health care is not just about 
managing behavioural and psychological symptoms of 
dementia. Many older people also have serious mental 
health problems, are more likely to have complex and 
chronic difficulties, present with increased somatization, 
longer admissions and risk of self-harm/suicide with past 
trauma also going unrecognised and untreated. 



Improving quality for older 
adults
At present, across GM there are fragmented Older Adult 
MH service offers, with many services operating in silos, 
and navigation falling largely to primary care. In recognition 
of the enormity of transformation challenge we plan to build 
on the targeted work developed as part of the COVID 
challenge to develop older adult  Clinical Lead capacity to 
commence scoping the more granular population health 
needs, resource requirements (inclusive of training needs) 
and plans to direct targeted engagement/service 
co-production transformation programmes with expert staff, 
patients, families/carers. This include defining the 
age-specific/generic service offers and integrated working 
approaches required in areas such as crisis support and 
end-of-life care.
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GM will be implementing a phased approach to delivering 
fully integrated OPMH community services in the 10 localities 
which acknowledge that each borough is at a different stage 
of development/need and we will looks to harness learning 
from accelerated pilots to improve care, support and 
treatment across all areas. We will undertake:

● Service reviews on the planned ‘all age’ models and 
transformation plans, co-produced with Older Adult MH 
clinical expertise (experts by profession) and service 
user/carer voice. (experts by experience) 

● Targeted workforce & psychosocial/physical health 
improvement training programmes 

● Support Older Adults MH staff to link with other GM 
networks (e.g. ‘Ageing Well’/frailty services) and 
shared/integrated care reviews 



Transforming care:
Eating Disorders 

Our aim is to meet the LTP goals for comprehensive 
community adult eating disorder services for people across 
Greater Manchester, building on the community teams 
already in place in each locality.  Key components of the 
proposed community clinical model are to provide:

● Timely, effective, evidence-based treatments, care and 
support that meet the needs of individuals with the full 
range and severity of eating disorders. 

● Early intervention pathway (FREED) optimising clinical 
outcomes.

● Pathway for severe and enduring presentations focusing 
on improving quality of life and reducing hospital 
admissions.

● Medical monitoring and management and support to staff.

● Provide parity with Children & Young People’s (CYP) 
Eating Disorder Services (EDS) waiting times/proposed 
waiting times for adult EDS to optimise transitions and 
outcomes.

Community Mental Health Transformation - February 202120

● Offer family therapy to ensure transitions from CYP EDS 
are optimal.

● Support and empower families, partners, carers and the 
person’s support network. 

● Offer advice, support and consultation to other services 
involved in a person’s care. 

● Provide coordinated care and work with other services to 
reduce and prevent gaps.

● Clear processes around managing risk and safety as well 
as unattended appointments.

● Appropriate clinical supervision to ensure professionals 
remain competent.

● Improve awareness of the service in the community, the 
importance of early identification and reduce the stigma to 
increase help-seeking in the local population.

● Collaboratively use routine outcome measurement 



Transforming care:
Eating Disorders 

Within the model, clients referred will 
continue to be offered specialist 
assessment and assessments will be 
offered on either a routine or urgent 
basis.  The service will continue to 
accept individuals with differing 
severities of eating disorders and offer 
a stepped care model in line with 
NCCMH Guidelines (2019).  If suitable, 
clients will continue to be primarily 
offered psychological therapy within 
specified pathways for anorexia 
nervosa, bulimia nervosa and binge 
eating disorder.  NICE 
compliant/evidence-based 
psychological therapy will be offered in 
individual and group formats, and 
within a stepped care model 
depending on severity and complexity.

Specialist dietetic assessment and   
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intervention will continue to be part of 
the package of care. 

The service will continue to offer carer 
psychoeducation, skills training/support 
and a regular carers support group 
co-facilitated by staff/carers with EBEs.

In addition to these core elements, the 
service will expand its offer to include 
medical monitoring and management 
via a Consultant Psychiatrist and 
Physical Health Practitioner. This will 
also enhance the service offer to 
manage referrals of increased 
complexity including those with other 
physical health comorbidities and the 
service is planning to develop 
MARSIPAN (Management of Really Sick 
Patients with Anorexia Nervosa, 2014) 
groups. 

Clients eligible for FREED pathways, 
would be 18-25 years old and have had 
an eating disorder for < 3 years. Clients 
in this pathway would receive rapid 
treatment and psychological and 
dietetic intervention tailored to the 
needs of emerging adults. 

This model will: 

● Increase capacity within the service 

● Provide rapid waiting times to 
treatment and 

● Provide specialised support and 
intervention for people as part of the 

comprehensive service offer.  

Close working is already underway with 
the Provider Collaborative for Eating 
Disorders, ensuring that specialised 
inpatient and community services are 
co-ordinated seamlessly.



Transforming care: 
Personality Disorders 

The GM Personality Disorder (PD) Strategy 
developed in 2018 set out a whole system 
approach to the design, delivery and 
evaluation of services for people with PD in 
GM. The standards underpinning the 
strategy are consistent with the vision of 
the LTP. They focus on the development of 
high quality, integrated multi agency 
pathways within each locality, which are 
co-produced with engagement at all levels 
from design, through to delivery and 
governance. The role of the wider system is 
paramount with training programmes which 
develop not just specialist practitioners but 
also the knowledge and understanding of 
the generic workforce, with dedicated 
training and specific paid roles for carers 
and people with lived experience. 
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The funding within the first phase will be 
used to develop dedicated leadership in the 
system in order to drive the transformation. 
Within each locality, multi-agency pathways 
will be developed by dedicated leadership 
teams (including Experts by Experience, 
Carers & Experts by Occupation) to provide 
governance and ensure the provision of 
seamless transition of services. This will 
promote continuity of care but will also be 
key to developing the networks with the 
wider system necessary to provide truly 
inclusive care ranging from wrap round 
community based provision through to the 
core offer and dedicated specialist input 
where required. There will be no thresholds 
between services – support will be 
individually and collaboratively formulated 
according to need.



Whilst SCM will provide the spine of 
delivery within the core offer, there will 
be a significant increase in the 
number of practitioners trained in 
NICE approved evidence-based 
therapies as provided by HEE 
including MBT and DBT and peer 
support/community connectors. This 
will allow more timely and enhanced 
access to Psychological Therapies for 
people with complex difficulties.

We will ensure:

● Investment in the development of 
new roles such as the Clinical 
Associate Psychologist role. The 
adoption and inclusion of new roles 
will increase diversity in our 
workforce and will release capacity 
in those roles such as clinical 
psychologists 

Transforming care:
Personality Disorders 
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● Development of hybrid roles for 
mental health practitioners with 
greater diversity which will be more 
attractive and have greater 
opportunity for skill development. 

● Creation of a meaningful programme 
of career development opportunities 
for people with lived experience and 
carers. 

The core and specialist offers will be 
embedded however within the nest of 
the community provision. In addition to 
the provision of evidence-based 
specialist therapies, there will be new 
roles such as community connectors. 

The social determinants of poor health 
outcomes are particularly pertinent within 
GM and navigating complicated support 
systems can be an additional challenge 
for people with complex difficulties.  
Locality leadership teams will work to 
ensure that the principles of trauma 
responsive practice are embedded and 
that appropriate training, support and 
consultation is provided to the wider 
system. 

The GM model also acknowledges that 
the tenets of psychological safety 
needed to deliver effective care start with 
that of the workforce. To this end, the 
governance structures will have 
oversight of outcomes relating to the 
wellbeing of all those have contact with 
the services including staff.



Transforming care: 
Mental Health Rehabilitation

Our vision for the Greater Manchester 
community rehabilitation service is an 
integrated multi-disciplinary team that 
works around the service user; working 
closely with supported housing 
providers and community care. We have 
undertaken a comprehensive review of 
new models of mental health 
rehabilitation being developed across 
the country in response to the need to 
reduce Out of Area Placements and 
deliver a flexible and intensive 
community approach for people with 
complex needs to prevent hospital 
admissions and support people to live in 
their communities.
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We are working with the Royal College of 
Psychiatry’s Getting it Right First Time 
(GIRFT) for Mental Health Rehabilitation 
team reviewing trailblazing models such 
as the Sheffield Living Well model, South 
London and Maudsley’s ‘Hub and 
Spoke’ model and Cheshire & Wirral 
Partnership’s Complex Recovery 
Assessment and Consultation (CRAC) 
Team. A model for the provision of a 
Community Mental Health Rehabilitation 
Team has been scoped, developed and 
shared with local commissioners.

The transformation will require services 
that are able to manage people with 
complex risk profiles and support needs 
in the community. The service will form 
part of the comprehensive community 
mental health offer, complementing 
Community Mental Health Teams that  
have expertise and capacity to deliver 
an intensive and assertive level of 
support to service users with complex 
and long standing needs, including 
crisis and inpatient care where 
necessary. The model is based on the 
principle of continuity with the ability to 
provide the support people need in the 
least restrictive setting and avoiding 
inpatient admission.



Transforming care: 
Mental Health Rehab

In summary, the proposed future model 
will:

• Provide an MDT approach in line with 
AIMS accreditation delivering the same 
level of care in the community through a 
trauma informed model of care

• Work with people with multiple 
comorbidities

• Work with service users where other 
approaches are unsuccessful

• Provide bespoke community 
programmes building skills, developing 
strengths and facilitating aspirations

• Linking into local community provision 
and services and ‘levelling up’ access for 
marginalised groups

• Provide consultation and advisor 
function to core services
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• Have expertise and capacity to deliver 
care for complex needs

• Maintain continuity of care over long term 
where necessary

• Intensive and assertive support 
responding to crisis and transition to avoid 
relapse

• Ability to step up/down care in response 
to need 

• Provide a range of intensive therapeutic 
interventions to enable recovery to take 
place at home

• Provide intensive and responsive clinical 
support

• Reach into inpatient services, residential 
and nursing care to support transition 

• Hold a long term clinical view of the 
service user

• Clinical specialists to provide 
interventions that include medication 
management and physical health 
interventions

• Support multi-agency safeguarding 
approaches to crisis management

• Assessment and management of service 
users within legal frameworks for example 
community Treatment Orders under the 
Mental Health Act and Deprivation of 
Liberty orders.

• Gatekeeping all referrals in and out of 
area

• Care co-ordination of specialist out of 
area placements, supporting repatriation at 
the earliest opportunity

• Partnership working with commissioners 
and care providers

• Have an extensive knowledge of  local 
services to enable development of bespoke 
care packages



Physical Health 
for people with Serious Mental Illness 
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The aim of the PH SMI programme is to 
support the delivery on the NHS LTP 
ambition that 60% of people of GP SMI 
registers to receive annual health check 
and subsequent health action plans 
(from a pre-COVID 45% baseline level). 
The currently reduced performance 
reflects reduced face-to-face 
interventions and capacity within 
primary care settings. 

Within these context, it has become 
clear that more innovative approaches 
are required to deliver on this agenda 
designing and delivering models of 
support that span primary care and 
secondary care. 

This calls for a changed CMHT and 
enhanced VCSE support role in both 
completing and supporting health 
checks/follow-up brief interventions 
(targeting smoking cessation, substance 
misuse services, diet, exercise/moving 
and emotional wellbeing). It is clear that 
people with SMI more readily engage 
with a bespoke stop smoking 
intervention, which fits with the 
approach taken in the SCIMITAR trial, 
compared to universal stop smoking 
interventions and that a bespoke 
intervention shows higher numbers of 
people sustaining their quit at 6 months. 
The same assertive physical health 
support approach is likely to be effective 
and necessary for other health 
conditions. . 

A multi-agency PH SMI steering group is in 
place with Primary Care Board membership 
to support this work - and including 
representation from:

● Population health programmes
● Primary care networks
● Community MH teams
● Commissioners
● Service Users
● Council
● IM&T/BI
● VCSE  



Physical Health 
for people with Serious Mental Illness 
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This means that the recently initiated 
GM Winter PH SMI SDF programme 
involving additional VCSE/HCA 
supported health checks will be 
extended as part of this ‘Don’t Just 
Screen, Intervene – Helping People with 
SMI to live healthy lives’ work and also 
include:

• Working alongside VCSE colleagues, PCNs 
and Community MH Teams to increase 
support through the Living Well model 
adoption for remote monitoring and recording 
of results to increase the number of screens 
and interventions

• Population health clear messaging and 
psychoeducation activity on what is meant by 
a healthy lives together with social prescribing 
options (including, cooking healthy meals, 
football clubs, walk and talk groups, dance and 
gardening clubs, etc) 

• Access to personal health budgets  

• Review and validation of GP SMI registers. 

• Data and care records sharing work with the 
roll-out of Graphnet

• Targeted work with vulnerable cohorts – 
including work with the VCSE sector with 
BAME and older adult communities.



Developing Greater 
Manchester’s workforce
In Greater Manchester our key ambition is 
to ensure entry and development in the 
mental health workforce that offers 
choice, flexibility, accessibility and 
opportunity for a wide range of skills and 
abilities to deliver care across the wider 
partnership including CMHTs, PCNs, 
VCSE, social care, employment and 
housing services through: 

Establishing an inclusive sub-group of the 
GM Community Mental Health 
Transformation Board with key functions to:

● Co-produce and co-deliver a 
community workforce transformation 
plan 

● Bring together experts by experience, 
carers and experts by occupation to 
provide quality assurance; develop 
innovative, inclusive and productive 
recruitment strategies; identify and 
support access to development 
opportunities; increase consistency and 
equity of job roles across sectors and 
providers; enable trauma-responsive 
care pathways
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Stabilising and engaging the existing 
community workforce 

● Strengthen the career pathway and 
access to development for existing 
CMHT staff to attract workforce, 
enhance skills development and improve 
retention

● Improve clarity about roles and 
responsibilities and improve consistency 
across providers. 

● Support multi-agency joint training 
partnerships – including Experts By 
Experience (EBE) co-trainers   

Developing new inclusive roles 

● Develop volunteer and peer support 
roles 

● Establish paid roles for people with lived 
experience across the wider partnership, 
at  varying levels of` seniority and  with a 
well-led and well governed career 
pathway  e.g. peer support workers., 
coaches and appropriate social 
prescribing 

● Develop new and hybrid roles for mental 
health practitioners which have greater 
diversity e.g. CAPS

Strengthening and diversifying strategies for 
collaborative multi-agency recruitment and 
retention 

● Ensure that people with lived experience 
and their carers have a meaningful role in 
the recruitment and development of the 
workforce including 
co-production/co-delivery of a 
competency framework and personal 
development opportunities

● Ensure that experts-by-experience, 
carers and experts-by-occupation are 
representative of all of the communities 
within GM and across the age range 
including younger and older adults to 
promote inclusion and access a more 
diverse workforce supply

● Strengthen the workforce wellbeing 
infrastructure `



How will we work 
together?



Partners from primary care, local 
authorities, public health leads, 
blue-light services and the VCSE 
sector have a clear voice in our 
programme together with more 
traditional health and social care 
services – and of course Experts 
by Experience and MH Clinical 
leads groups.

Tackling 
Inequalities

Co-production

GovernancePartnerships
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How we work 
Moving from ‘picking-up-the-pieces’ to a 
preventative approach

To tackle health inequalities, we will 
build on our track record of 
co-production in mental health 
services. 

This includes:

Building on the existing GM Mental 
Health VCSE Leadership Group

Creating wider links with 
equalities-led organisations and 
experts-by-experience

Our Community Mental Health 
(CMH) Transformation Board 
includes Experts by Experience 
(EbE) connected into our wider 
participation structures, as do our 
locality CMH boards. Governance 
processes should be designed to 
include opportunities for all people 
to consider the impact of the system 
in people’s lives

We will co-produce with people with 
lived experience:...

In design of the new model

In delivery of services

In governance, decision making, 
monitoring and review

Shared 
practice

We will work at a GM and locality 
level to test, embed and scale 
shared practice: what we do 
day-to-day when working with 
people and colleagues, a shared 
language, ways of working and a 
common purpose.

“Strengthening relationships with local community 
groups and the VCSE will support the adoption of 
more rights-based care based on greater choice and 
engaging early with communities to address 
inequalities.” 

The NHS Community Mental Health Framework
 for Adults and Older Adults
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Governance and support

GM VCSE Leadership 
Group

GM Clinical Leads Group

GM Lived Experience 
Forum

Greater Manchester 
Mental Health Executive

Community MH 
Programme Board

Living Well Local 
Partnership Boards

Locality MH Partnership 
Teams

Adult Social Care

Primary Care/PCN Directors

MH Providers

MH Commissioners

VCSE

Lived Experience/Experts by Experience

Living Well Support Partner: Innovation Unit

GMHSCP

Each locality in Greater Manchester is supported through three 
complimentary governance processes to drive and ensure local service 
implementation in our 10 localities. This is supplemented by clinical 
leadership and GM &  local working groups.
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Year 1 Year 2 Year 3

25 PCNs
Salford
Tameside & Glossop
Oldham
Bolton
Heywood, Middleton & Rochdale 

67  PCNs
Bury
Stockport

Personality Disorders
Eating Disorders
Community RehabS
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Pennine

50 PCNs
Manchester
Trafford
Wigan
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Sequencing and scale-up 
Indicative timeline 


