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Recap - LTP & New community 
based offer 

MH Trusts to lead transformation of 
community mental health services (CMHS) 
in partnership with Primary Care 
Networks…

As well as local authorities and the 
Voluntary, Community, Social 
Enterprises, service users and carers, to 
create a new, flexible, proactive model of 
community-based mental health care for 
people with moderate to severe mental 
illnesses across a range of diagnoses and 
needs, in line with the imminent new 
Community MH Framework. 
NHSE then sought to give 12 early
implementer sites an opportunity to bid to 
pilot new models of care.

NHS England published a piece of guidance called 
the Long Term Plan. It stated the need to drastically 
change the way in which people receive mental 
health support, care and treatment, with a particular 
focus on the Community. 

Following this, they published another 
piece of guidance called the Community 
Mental Health Framework. This 
explained how and what needs to 
change.



Recap -MINT Community Model

* Work is underway to agree specialist 
community MH care that will remain outside 
MINT

Underpinning principles
Physical 

health with 
mental 
health

Active 
intervention based 

on needs  with clear 
outcome

Preparing for end 
of intervention and 
transition of care

Minimise 
bureaucracy,
Increase parity 

of esteem

Working as 
one Team and 
whole system

Joint 
prioritisation 
for patients 

and resource 

Optimises use 
of community 

based resources

MINT is the conceptualisation of integrated care.  MINT 
will combine new resource as per the bid with existing
resource from Primary Care Mental Health teams and 
Community MH or Recovery teams. 
The combined workforce will be split into MINT teams 
which will be wrapped around PCNs (realistically at 
locality level in each borough)
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The Model locates community mental health services 
in the centre of the community, as the central pillar of 
mental health care, allowing all other services in the 
mental health care system to function more effectively.

Social determinants, availability of services, assets and 
other resources have a direct bearing on the level of 
mental health problems in a community. A key aspect of 
effective mental health care is ensuring that all 
communities can maximise the support they provide 
to people who need it and therefore address local 
population needs. The model places the community 
offer as central. 

Community assets

Mental health 
Integrated 
Network 

Teams 

Pharmacy 
Primary Care Networks

Social Care

Early intervention Psychosis 



Q3 2019-20 Q4 2019-20 Q1 2020-21 Q2 2020-21 Q3 2020-21 Q4 2020-21

H&F

HOUNSLOW

EALING

Jan  - Mar 2020 Apr  - Jun 2020 Jan  - Mar 2021

STEP 1 : PUMP PRIMING 
– i.e. additional roles brought into PCMHTs ; and 
review & prioritisation of Recovery team caseloads

STEP 2: MINT PILOT GO LIVE  
- Assessment function and 
Recovery team move into 
MINT

Prepare for transition 
- Incl staff consultation

STEP 1 : PUMP PRIMING 
– i.e. additional roles brought into PCMHTs ; and 
review & prioritisation of Recovery team caseloads

STEP 2: MINT PILOT GO LIVE 
- Assessment function and 
Recovery team move into 
MINT

Prepare for transition 
- Incl staff consultation

STEP 1 : PUMP PRIMING 
– i.e. additional roles brought into PCMHTs ; and 
review & prioritisation of Recovery team caseloads

STEP 2: MINT PILOT GO LIVE 
Assessment function and 
Recovery team move into 
MINT

Prepare for transition 
- Incl staff consultation

Simultaneous work to develop Clinical Model of Care , Operating Model and Patient, Public 
and wider stakeholder  engagement, participation & involvement will be done in this 
timeframe

Jul - Sept  2020Oct  - Dec 2019 Oct- Dec  2020

Covid-19 March

Recap – MINT timelines prior to 
Covid
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Recap of delivery work prior to Covid

Prior to Covid-19 we were in  Step 1: Pump Priming & Model Design

1. Expanding existing primary care mental health workforce and establishing flow, working 
with PCNs; with local partners, VCSE leads and experts by experience: Work commenced 
on recruitment of new roles as well as model design with Niche and clinicians on 
developing a menu of interventions and clinical offer within the model for patients with 
low/ moderate/ high SMI needs inline with NICE guidelines

2. MINT Implementation Working groups were set up in each to work towards genuine co-
design of the model between professionals, experts by experience, social care and 
community service providers in each borough

3. Digital aspects; work commenced on design and review of data needs, migration of data 
and EPR use (SystemOne/RiO), how will the systems collect and input data relevant for 
all clinical groups and how will data flow into MHSDS



Work undertaken

• PCMHTs and Recovery teams were 
combined to enable a safe service 
due to limited staff within teams.

• Focus on maintaining business 
continuity

• Caseloads were  RAG rated, according 
to need and risk status to ensure that 
critical functions were maintained

• Tasks were refined to focus on work 
regarded as ‘essential’, e.g. 
preventing relapse and reducing the 
use of the acute ward

• Local borough shifted structures to 
enable rapid acute discharges. 
(approx. 187 or more discharges from 
inpatient services).

• Teams focused on the client's with the 
highest risk and those who required 
face to face contact.

During Covid - impact on teams
Therapeutic intervention
• Red and Amber clients; provided therapeutic 

input on containment and support to minimise
the risk of relapse.
o Psychology focused on contacting 

Amber/Green that are on CPA high risk. 
• A proportion of non-CPA were contacted 

without active intervention
o all cases currently being contacted by 

'check and Chat' staff to ensure that 
needs are being picked up and 
reprioritized changing picture out of RAG 
rated duality in risk and care.

o Active therapeutic contacts were paused 
to enable a focus on stabilisation for 
clients in need.

• Some additional focus was given to unplanned 
contacts and rapid discharges coming in 

• Some patient discharges were completed 
where appropriate



MINT implementation work since 
Covid

• Some of the recruitment for MINT roles had to pause while in the initial phase more 
focus was on essential staffing ; emphasise was put back on recruitment of the MINT 
roles in May.

• Had to pause F2F training and meetings  – organisational development element
• Delayed estates sourcing development work 
• Had to paused communication on Transformation with all stakeholders and staff, to focus 

on compassionate comms/ wellbeing during Covid
• Reduced ability for wider stakeholder engagement due to Covid impact on clinical 

capacity to undertake the work, however some Coproduction elements continue such as 
model design (using Covid learning and virtual aspects to review new normal).

• System alignment, communication and engagement with wider stakeholder in relation to 
transformation paused (LA, DN’s, PCN’s, GP, MAC).

• Model design work with the map of interventions and workforce demand and capacity 
was continued.



NHS Covid ‘New Normal’ ways of 
working and developing MINT

• Virtual where possible and safe (this means that we need to consider social distancing to 
keep people physically well, and where this is not seen as the best method, an 
assessment of the patient's ability to disclose information freely whilst at home will also 
be discussed).

• Systematic deliberate public engagement
• Existing patients known to mental health services need to be contacted proactively and 

supported ( particular focus on those who have been discharged from inpatient services 
and those who are shielding)

• Prepare for a possible longer term increase in demand ,as a consequence of the 
pandemic, including  by actively recruiting in line with the NHS Long Term Plan

• Take account of inequalities in access to mental health services, and in particular the 
needs of BAME and other dis-advantaged communities 

• Separation of Covid and non-Covid patients in the urgent care and inpatient settings; 
triage/ control at the front end of the pathways through ‘talk before you walk’ access to 
keep people safe and best cared for and with best in class infection prevention and 
control practices

• Further alignment and joining together of services within integrated care systems 
• New approaches to minimise hospital stay to that which is required to meet needs   



MINT implementation areas of focus:
 To re-engage with key stakeholders and finalise the MINT clinical model of care that has been 

developed based on feedback and input from clinicians, service managers, commissioners and 
other wider partners and is rooted in the long term plan. 

 Recruit to additional clinical roles in the MINT model, this will support the greater needs of the 
community 

 Build relationships with you our community and hear about what you know to be great assets 
that take place locally.

 Reach out to the community to hear what the harder to reach groups think about change and 
what is needed, particularly our minority communities to understand more of the unmet need 
that exist, we will be working with We Coproduce and others. 

 Continue with your involvement throughout development of the new model of care with more 
dedicated groups in each area of the pilot and to continue learning and sharing throughout
the journey. 

 Share information and updates on some of the great work that has been taking place despite 
Covid, but also keep you up to date with progress being made and how to stay involved.

 Align all staff locality MINT teams. This includes all the workforce and building teams to your 
local neighborhood.Align the caseloads by locality MINT teams, this means ensuring that care 
happens closer to home with named people.

 Build relationships with GPs/PCN within the locality teams so that GPs know who their Mental 
health teams are.

 Build clear lines of communication; close working relationships with GP MH leads and 
consultants in teams but also ensuring that we have plenty of ways to share what's happening 
with the wider public.
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The MINT 9 locality teams 
according to population based 

needs
In the long term plan for mental health, 
we were asked as a pilot site, to ensure 
that the new service is based on needs of 
the neighbourhood. The new teams are 
also building relationships with services 
that are already set up this way within 
the borough to strengthen the support 
and connection at neighbourhood level.
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Q1 2020-21 Q2 2020-21 Q3 2020-21 Q4 2020-21
Apr  - Jun 2020 Jan  - Mar 2021

Likely 
timescales

Jul - Sept  2020 Oct- Dec  2020

Recruit to MINT roles-July

Managers consultation- Mid June

Recruit to remaining roles, if any – Oct

April May June July August September October November December January February March

Develop and review the 
MINT therapeutic offer

Caseload alignment, productivity and 
model design

Key review point: Sept/Oct

Critical areas of work to make MINT 
happen

Aligning to locality teams and System Linking

Brief interventions 
offer

Move staff locality teams ways of working 

Community offer

Estimated Go Live date: Jan
Cr
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MINT Community support

RIO
DIALOG (+)

HoNOS
FFT

Place based

Enhanced community support– Comprehensive Model of Personalised Care

Increased planned and 
supported care

Complex clients, MOJ, CTO, 
Clozapine 

More enhanced support to access care 
Brief interventions,  menu of choice, shared 

care, community engagement. Requires 
review as the person has areas of concern 

that requiring monitoring

Support to access care options
Brief interventions,  menu of 

choice, shared care, 
community engagement

Locality based

GP Request/Self referral/third sector referral 
Consultation and Advice with MINT clinician. 
Pt’ may only have mild needs and the GP may 

directly advise and book into MINT brief 
interventions directly. When complexity is 

involved the MINT team may continue with a 
full screen & intervene appointment.

Medicine management, 
relapse prevention 

symptom monitoring, 
risk management

Nursing interventions co-
ordinating care, liaising 
with other agencies e.g. 

LA, MAPPA, MARAC

Occupation
al therapy 
and ADL’s 

Specialist groups/  psychological 
treatment 

Individual Psychological Treatments, 
Group offers, Recovery College 

Complexity (RAG)  CDAT   PSYCHOSIS   PD

Screen and Intervene function (9-5pm)
Experienced clinician + team, may be seen 
by one professional 1hr full appointment

IAPT
(approx. the mild to 

moderate needs)
bridging support offer,  
aspects of all areas of 
mental health needs.

Physical Health
Primary Care treatments, 

including monitoring 
aligned with DN’s. 

Recovery College
Short courses, learning and 

development, new to mental health 
offer, open criteria for wider support 

Group /Psychological 
Treatments

A more generic offer of 
brief interventions 

(aspects of diagnoses 
below offered in 

groups)
NICE informed

Delivered by e.g. OT 
and psychology

Advocacy Local wellbeing groupsEmployment

High levels of risk and need, intensive monitoring and 
oversight.  Includes those clients who are highly complex 

and difficult to engage or who are care avoiders.

Moderate risk but stable, may require short 
bursts of  intensive input. Able to engage in 

context, require less support.

Moderate to high risk and complexity. 
Require or are receiving an active treatment 

Wider 

SPA
(Under 24 
hrs+ Crisis 

Team) 

Physical health 
groups, monitoring 

aligned to PCN 
based teams 

PCN based Social Prescribing Link Worker/MINT worker
Referred to by GP and signposted on, Linked in with MINT team for 
MINT Link to Support worker to accompany person to VCSE offer.

Leisure & sport

Advice, support check in with any MINT 
team clinicians not solely Consultants  

(building relationships and confidence)Local specific groups

System one
DIALOG 

FFT

VCSE community resources and assets Education

Community support reviewed 

Engagement led draft MINT therapeutic model 
on a page

The Vocational Recovery Services (VRS) 
Supporting with job finding, retaining, 
work experiences and IPS.who work 

alongside clinical multidisciplinary teams 
to support people to achieve their 

employment-related goals
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APPENDIX
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How we had planned MINT 
development into following three 
categories 

Must Do’s 
(based on direction set in the NHS 
Long Term Plan and Community 

Framework)

What needs to be designed centrally at 
three borough level

(this is the current phase of work)

What needs to be designed 
locally at each borough level 
(this is the current phase of 

work)
1. The new model of care must be 

population based to address the 
needs of a defined population 
through improving access to therapeutic 
interventions for mental and physical 
health problems and a wider community 
based offer to advance MH equality in 
the communities.

2. The new model of care must advance 
mental health equality in the 
communities

3. The new model of care must integrate 
primary and secondary community 
MH services

4. The new model of care must be place 
based , ideally working at 
neighborhood or PCN level with a 
defined MH resource that the local 
population can access

5. The new model of care must minimise
thresholds or barriers for accessing 
care

6. The new model must measure how 
many new people are accessing it

1. Build momentum through local ‘case for change’ and 
vision for model work with patients, wider public and 
staff

2. Menu of therapeutic interventions that will be 
delivered in the MINT model for

a) Enabling effective Screen and intervene
b) People with low/ moderate/ high Personality 

Disorder
c) People with low/ moderate/ high Psychosis
d) People with low/ moderate/ high CDATT
e) Supporting transition for 18-25 age group
f) Supporting low/ moderate needs of older 

people
g) Adults with Eating Disorders

3. Workforce and skill mix to deliver the menu of 
therapeutic interventions

4. Approach to improve generic CPA offer and uni-
disciplinary working

5. Outcomes and activity to measure , reporting 
arrangements and evaluation approach for the pilots

6. Shared care principles between MINT teams and 
Primary Care

7. Infrastructure requirements to enable the MINT model 
succeed – IT systems, methods of communication

1. Community based offer within MINT to 
advance MH equality in the 
communities; covering:

a) employment, education and 
training services

b) help and advice with benefits, 
housing and social care

c) Advocacy
d) leisure, sport and social 

activities
e) community and faith groups
f) specific support groups – for 

example, mother and baby 
groups, older adult groups, 
hearing voices groups or 
problem-specific support groups 
(such as for diabetes or 
depression).

2. Workforce and skill mix and staffing 
configuration for the MINT teams 

3. Place base for MINT teams – what is 
provided in local (PCN) or wider 
communities (neighborhoods/localities 
or borough level)

4. Way of promoting joint working 
between MINT teams and GPs

5. Alignment to local integrated systems 
and ways of bringing physical and 
mental community care together14
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