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Section I. Foreword 

(a) Mental Health Services in Bristol have been subject to close scrutiny and consultation since 2011.    
We recognise that this has caused uncertainty and would like to thank staff for their tenacity and 
resilience in striving to deliver and improve services in this period. 

(b) Following the conclusion of the tender process, the publication of this paper marks the beginning of 
the end of this process.  We anticipate that staff will gain clarity about their future roles during the 
summer of 2014. 

(c) The tender requirements were shaped by the Modernising Mental Health consultation and 
engagement process which was run by the Clinical Commissioning Group (CCG).   Feedback 
throughout this process, from service users, carers and staff, raised a range of concerns and many 
recommendations for service improvements were made.  The product of this process is the 
publication of a new innovative model of mental health services which bring together statutory and 
voluntary sector providers.  This will result in fundamental changes to the way services are 
provided, and the way we respond to those seeking help and support.   

(d) Although we involved some stakeholders and representatives in the process of developing the 
service models discussed in this paper, the legal requirements of the tender process limited our 
ability to engage staff in their development or to share the detail of models much before this date.  
We are committed to engaging more closely and more regularly with staff prospectively. 

(e) However, we believe that we have responded to the concerns raised by staff about the current 
service: staffing levels and basic service orientation in particular.   In particular, we believe we have 
developed service models that place service users, rather than management targets, at the core of 
our work.  This is in line with the developing commitments of AWP.  We are also describing services 
with an overall increase in staffing of 28%1. 

 
 

(f) This paper explains the new model of mental health services in Bristol, the changes in the way that 
we work, the opportunities for staff, and the process of organisational change. 

  

                                                 
1
 Staffing numbers are discussed in more detail in Appendix 3: Overall Staffing Numbers and Roles Prospectively 
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Section III. Introduction 

Section 3.01 Scope of Promised Service Change  

(a) This paper describes many of the organisational changes that are necessary.  It addresses the 
changes to implement new Assessment and Recovery, Intensive, Early Interventions in Psychosis, 
Vocational Services and Dementia Services.  A paper concerning the changes necessary to affect 
changes in Rehabilitation Services will be published in the autumn. 

(b) It is relevant directly to many or all staff in the following teams: 

Later Life Admin; Arts Psychotherapy; Care Home Liaison; Complex Interventions Team; Dietetics; 
Early Interventions; Intensive; Medical; Memory; Neuropsychology; Primary Care Liaison; 
Physiotherapy; Psychology; Psychotherapy; R&D Specialist Arts Psychotherapy; Recovery Central; 
Recovery North; Recovery South and Vocational Service 

Section 3.02 Who this Change Affects?  How does it Affect us? 

(a) Appendix 1 consists in a schedule of staff for whom this paper is relevant.    

(b) For some staff implementation of these changes will result in changes which only affect the marginal 
focus of their work.  Marginal focus is provisionally defined as having a less than 30% impact on a 
role. This would be the case, for instance, of a therapist who is primarily based in an in-patient area 
but occasionally works in the recovery teams.  The schedule directs such staff to discuss the overall 
changes proposed in October with their manager in what would amount to a job planning 
discussion.   

(c) Other staff, also identified in Appendix 1, are encouraged to consider and prepare for formal 
changes to their role; as described later in the rest of this paper.  If you have any reason to believe 
you have been missed from these schedules, it is in your interest to raise this with your line 
manager at the earliest opportunity. 

(d) These changes do not simply have an effect on the contractual position of staff: whether they are 
employed in Band 5 or 6 roles etc..  Fundamental cultural developments, in several areas, are 
required.   We must adopt a social/community model of mental health provision spirit as much as 
obligation.  Our new services are premised on increasing co-production and the enhanced use, at 
all levels, of psychologically informed practices.  

Section 3.03 What is being Consulted About?  What Comment is Invited? 

(a) The entire content of this paper is open to discussion and feedback and comments are welcomed.    

(b) As discussed earlier, we would have preferred to have developed the ideas and service models 
presented in this paper at an earlier stage to staff.  However, the nature of the procurement 
process, governed by rules formulated internationally, prevented this.  Though we will consider 
carefully any points made about the service specifications or service models that have been 
negotiated with the CCG.  Our ability to make major changes in these areas is, realistically, limited.  
However, all comments received will be carefully considered, responded to and shared with our 
partners in Mental Health Bristol and the CCG.  In case of any doubt, the service models are fully 
endorsed by the Trust as promising the best possible mental health care in Bristol at this moment in 
time.  

(c) It may be noted that the detail of some service models has evolved since our bids were submitted; 
precise staffing numbers and roles are still being reviewed.  The ability of staff to influence the detail 
of these plans is emphasised.  Staff certainly have the opportunity to influence how we implement 
these service models; selection processes etc.. 
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(d) Attention is drawn to one area where your early comment is invited: you are specifically requested 
to suggest which 5 professional competencies should be addressed in selection processes for each 
post.  To do this you are encouraged to consider the job descriptions and person specification which 
are published on the project’s intranet page.   You might choose to only comment on the posts that 
you are interested in.  You are invited to do this by 2 July.  A Performa for making recommendations 
is found on the project’s intranet page.  In the following weeks of the consultation period, you will 
have opportunity to comment on the key competencies proposed;  we expect will have largely been 
made by staff.  (See Section 6.03b for further discussion of this issue). 

(e) Though separate to this formal consultation process, in the coming weeks an indicative induction 
schedule for staff into the new roles will be published.  Your comments will be invited in this regard.  

(f) On the theme of training, your involvement in developing formal Training Needs Analyses for all 
roles in the new service is being actively planned for the summer.   

Section 3.04 What is not Being Consulted About? 

(a) The selection process for medical staff is still being determined in detail.  However, there is a 
management commitment to adopting similar methods that are described here that reflect that 
appraisal processes and job planning processes for medical staff are very robust.   That selection 
process will be equally subject to a four week supplementary consultation process from time of 
publication.  It is expected that this will commence in the week beginning 30 June. 

(b) The Senior Management structure within Bristol is under review.  It has not been possible to 
address this in this exercise.  A structure will be published in the coming weeks.  This management 
structure will reference administrative support.  If you are potentially interested in an 
administrative/management position in this structure you are encouraged to apply for posts 
referenced in this paper in the first instance.  You will have another opportunity to apply for these 
posts.  You should check our intranet page, and weekly updates in particular, for further advice on 
this theme. 

Section 3.05 How to Comment? How to Find Out More? 

(a) How Can You Comment?  How Can You Find Out More? What Support is Being Provided to Me? 

(i) Attend Group Meetings & Look at the Intranet 

You are strongly encouraged to reflect on the issues discussed here in one of the planned 
group/team meetings.  Trade Union, Service User, management, HR and VCS representatives are 
being invited to attend these meetings.  Engagement will allow you to develop a first-hand 
understanding of some of the issues which space prevents discussing here.  You will be able to 
represent your position and influence that of others.  It is through dialogue with fully informed staff 
that we hope to improve the proposals made in this paper.  These meetings are being advertised on 
our intranet site: 

http://ourspace/DU/Bristol/Pages/Consultation2014.aspx  

Additional group meetings can be facilitated at your request.  Contact the HR Team, as set out, 
below to arrange this. 

(ii) Talking to Your Manager 

You are also encouraged to discuss issues directly with your manger and other supervisory staff.  
They will provide time informally to you.  We know how important you are to this change process.   

(iii) Emailing Us 

You may also choose to email questions and points to the following email address:  

awp.HRProjectTeamBristolTender@nhs.net   

http://ourspace/DU/Bristol/Pages/Consultation2014.aspx
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We hope to provide responses within one working day.  Towards the end of the consultation period, 
you will have the opportunity to request a 1:1 meeting with your line manager, and a trade union 
representative.   You are strongly encouraged to make use of the other contact methods referenced 
above before making use of this facility.  An HR representative will not be on hand to talk through in 
this meeting, the detail of personal issues which can be more effectively addressed through the 
project's HR office as set out above.  If necessary a separate meeting will be convened. 

(iv) Ring Us 

An HR project office has been established at Petherton Resource Centre.   It can be reached by 
calling: 

01225 7962462  

Though the HR staff employed there will not be able to receive detailed comment about the service 
model they will be able to provide advice to staff about the "HR aspects" of this change.  Where a 
member of staff feels it necessary, the detail of possible pay protection arrangements etc. can be 
requested and will be provided through the HR Project Office.  Responding to the many general 
issues raised here, it is expected that this office will be exceptionally busy in the first week of this 
change programme.  We would ask your forbearance if we can receive your call immediately.  The 
possibility of emailing queries is also noted to be an option. 

(v) Meet HR Staff 

An appointment can be made to meet with HR staff, by default, at Petherton Resource Centre. 

(vi) Read Consultation Updates and Feedback 

A weekly update to staff reflecting required clarifications, developing positions and themes during 
the consultation process.    This will be published on our intranet page (see above).  An outcome 
paper will be published within 4 days of the conclusion of this process.  This outcome paper may 
draw heavily from the weekly update material, but final decisions will only be make at the conclusion 
of the consultation period  . 

Section 3.06 When must I comment by? 

(a) Unless advised otherwise, all comments, suggestions and recommendations should be made by 
5pm on Wednesday July 25. 

Section 3.07 What is the Staff Side View?   

(a) We have engaged informally with some local staff-side representatives since February.  The 
procurement process prevented us from sharing the detail of service models until very recently 
however.   We can note that staff side representatives who are members of the Joint Union Council 
have reviewed this paper in ‘pre-consultation’ prior to its release. However, this does not mean that 
staff side concur with the change proposals within the paper. Staff-side are not part of the 
consultation team. 

(b) The lead JUC contacts for this paper are: 

Ali Ingram  - 01793 835740/Unison 

Jill McCarthy - 07985764935/GMB 

Andy Cork - 07766020498/Unison 

Kris Rees - 07879115272/RCN 

Sally Jeffrey - 07917517717/Unison 

                                                 
2
 To ensure continuous 9-5 cover is provided, this phone is diverted from NHS House 
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Simon Gale - 01179195774/CSP 

(c) Staff trade union members are also able to contact staff side union representatives of their choice 
for discussion and advice.   See http://ourspace/StaffServices/FtoJ/JUC/Pages/UnionReps.aspx for 
further details. 

Section 3.08 What support is available to me? 

(a) Change is difficult.  It can be threatening.  For some it will very naturally provoke anxiety.   Many 
staff will find support in discussing these issues with peers, their managers, and staff-side 
representatives in the group and 1:1 discussions suggested above, others may find additional 
support helpful.   

(b) AWP recently contracted a new Occupational Health Service with a new employee support provider: 
PAM Assist.  PAM Assist is a free and confidential service available 24 hours a day, 365 days a 
year offering expert advice, invaluable information, specialist counselling and support. 

(c) PAM Assist can be contacted on 0800 882 4102.  Please quote username AWPEAP and password 
AWP to access services.  Contact can also be made online through this link3.  To log on to the site 
use the password AWP and username AWPEAP. 

  

                                                 
3
 http://www.pamassist.co.uk/public/login.aspx?ReturnUrl=%2f 

http://www.pamassist.co.uk/public/login.aspx?ReturnUrl=%2f
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Section IV.  The Requirement to Change  

Section 4.01 A New Service is Required 

(a) In April 2013 the Bristol Clinical Commissioning Group (CCG) took over from the Bristol Primary 
Care Trust and became the body that oversees the commissioning of healthcare in Bristol. The 
CCG decided in May 2013 to put out to tender, through an open procurement process, the 
community mental health services in Bristol previously run by Avon and Wiltshire Mental Health 
Partnership Trust. This decision followed an extensive consultation process with stakeholders in 
Bristol in 2012.  During that consultation process, the quality of service provided by AWP was 
roundly challenged.  While not everyone would agree with all the criticisms, it was clear that 
significant change and re-orientation was, and remains, required if we are to provide the services 
that we all wish to provide to those with enduring mental illness in Bristol. 

(b) The commissioner's consultation process identified the following requirements: 

 Service user experience must improve: their must, in practice, be a recovery focus 

 Service users must experience fewer barriers to accessing service 

 Services must respond more quickly to service user and carer needs 

 Equal access to high quality services must be available to everyone in Bristol, regardless of 
their heritage, religion or tradition  

 Services and care pathways must form an integrated whole  

 Services must be better integrated into the wider resources and services provided in Bristol; 
they must be part of a wide network of all-embracing mental health provision 

 Services must work closely with GPs to improve mental and physical health across primary and 
secondary care 

(c) Services must be provided by organisations that listen, engage with and are accountable to their 
stakeholders 

(d) The CCG developed service specifications, and agreed a budget, for new services.  Potential 
providers, including AWP, were invited to propose service models and delivery plans within this 
framework.  It is believed that this framework provides for the provision of the most effective and 
efficient mental health services in the country.  We believe that the general experience of Service 
Users will improve significantly as the new services are implemented. 

Section 4.02 Our Opportunity 

(a) The CCG encouraged the formation of partnerships between NHS Trust and Voluntary, Community 
and Social Enterprise (VCS) organisations to deliver care recognising the ability of VCS 
organisations to engage very effectively in local communities,   

(b) In 2013, nine Bristol based Voluntary and Community Sector (VCS) met and determined they 
wished to respond to the tender.  They sought an NHS partner.  They met with a range of Trusts, 
and carefully challenged their current commitment and ability to provide new mental health services 
in Bristol.  Eventually, they invited AWP to form a partnership with them, notwithstanding the fact 
that they had been some of AWP's fiercest critics. This partnership became known as Mental Health 
Bristol.   Mental Health Bristol consists of: Avon & Wiltshire Mental Health Partnership NHS Trust; 
Second Step; Missing Link; Off the Record; Nilaari; Brunelcare; Wellspring Healthy Living Centre; 
Knowle West Health Park Company; Southmead Development Trust; and SARI. 

(c) Mental Health Bristol developed service models and submitted bids for 5 'lots' - or service areas.  
These were: 
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Lot 1. Community Mental Health Services (Assessment & Recovery, Crisis, Early Intervention in 
Psychosis, Complex Psychological Interventions and System Leadership) 

Lot 2. Community Rehabilitation services 

Lot 3. Dementia Wellbeing services 

Lot 4. Employment services 

Lot 64. Assertive Engagement services 

(d) The process of developing service models to meet the specifications was challenging; with all 
parties learning from each other.  Mental Health Bristol, including AWP, recognised the benefit of 
services being provided by: 

 People who have a deep and detailed understanding of the facilities available in the 
communities they serve.  

 Those with lived experience.   

 Organisations that genuinely place service users at the core of their decision; going massively 
beyond involvement only by way of the co-production of care plans etc..  We embrace the 
requirement that service users must inform the shape of care planning; the shape of 
management and the very direction of our organisation. 

(e) Recovery will only be provided if we meet these aims.  In working with our partners, we have shared 
an understanding of the underlying structural and management  systems which made it difficult 
previously for front line staff to deliver services of the highest standard. 

Section 4.03 Some Success  

(a) We were successful in our bids for Lot 1 and Lot 2 as described above.   AWP is the lead provider, 
within the Mental Health Bristol (MHB) Partnership for Lot 1 services and Second Step, another 
MHB member, for Lot 2 services.  Together all the services provided in Bristol will now go forward 
under the title Bristol Mental Health  (BMH).  AWP has been given the responsibility of System 
Leader; leading this new and largely informal partnership of partnerships consisting of 18 
organisations in total .   

(b) We were unsuccessful in our bids for lots 3, 4 and 5.  This has a significant affect for many staff who 
are employed or associated with both our Later Life and Vocational Services.  This is relevant to this 
paper and is discussed in detail in Later Life and Vocational Services below. 

Section 4.04 Critical Principles – That We Must Test Ourselves Against 

(a) Our service models were created collaboratively.  In AWP, we have made challenging decisions to 
facilitate the changes required. These decisions will affect not only who will undertake certain tasks, 
but the manner in which they will be undertaken.  We have together adopted the following 
overarching commitments to our work:   

 We must make a big step improvement in the services that we deliver with new roles, new 
places of work, new ways of working, new technologies, and new systems 

 We must put Recovery first by enabling people to take greater control of their mental health and 
to live the most fulfilling lives possible; making services work for individual users and carers. 

 We must create a new culture of working with people with lived experience to co-produce 
services, ensuring equal access to all, adopting psychologically informed approaches, and 
recovery throughout the organisation 

                                                 
4
 Lot 5 “Community Access Support Service” is unresolved at present 
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 We must form a strong partnership working with the voluntary and community sector to connect 
with the other services and networks people use and provide all-embracing approaches to 
mental health needs 

 We must link closely with Primary Care through better communication, access, and joint 
working 

(b) We must deliver a new System Leadership approach, that works across the whole system to 
integrate services, troubleshoot problems, create a culture of continuous improvement, and bring 
data to life so that it helpfully informs service improvement and delivery. 

(c) We understand that many staff have previously sought to follow these kinds of approaches.  We 
wish to incorporate their successes into our work going forwards.  But, as an indication of our 
commitment, everyone employed in Bristol will find relevant values incorporated into their job 
descriptions.  We are committed to ensuring that all staff, including senior managers and medical 
staff, understand and accept these values before participating in the new service.   By building 
these into everyone's role, we will make sure that everyone working in this new model of care 
understands what we are trying to achieve and be committed to helping to deliver the new 
innovative approach.      

(d) In reaching for these challenges, we hope to satisfy the mission statement adopted by Bristol 
Mental Health: 

Together striving to achieve the best mental health and wellbeing for all people of Bristol 

Section 4.05 Timescales 

(a) The tender provided for the many new services becoming operational on 1 October 2014.   As 
discussed in the foreword to this document, we were not able to begin this consultation process until 
the conclusion of the procurement process.  We believe there is an appetite within the staff group to 
quickly adopt this new approach and therefore we want to deliver these changes to enable services 
to go live by October.   

(b) We recognise that this pace of change will be challenging for some staff.  While we hope all staff will 
recognise the benefits to the people of Bristol, and the broader staff group, no member of staff will 
be obliged to accept a change in role outside of their contractual notice period.   No member of staff 
will be financially disadvantaged by the early adoption of a new role.  This means that should a 
member of staff be subject to pay protection as a result of this process, their pay protection would 
be extended to account for any period of notice they voluntarily give up.   The implementation 
timeline for each service area is provided in their relevant sections below. 

(c) Team leaders will discuss with the notice requirements of staff following the selection process. 
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Section V. The Service Changes 

Section 5.01 Later Life and Vocational Services 

(a) Mental Health Bristol, including AWP, was unsuccessful in its bids to provide Dementia Wellbeing 
services and Employment services in Bristol with effect from 1 October 2014.   The successful 
bidders were respectively Bristol Dementia Partnership (a partnership of Devon Partnership NHS 
Trust and Alzheimer’s Society), and Richmond Fellowship, in partnership with Mental Health 
Matters, Windmill Hill City Farm, and Somali Resource Centre. 

(b) AWP has maintained that the staff employed, or associated with Bristol Vocational Service and our 
Later Life community services, should transfer to the successful bidders.  We have advised the 
successful bidders that we believe that these transfers should be subject to legislation known as 
TUPE5,6,7.   This would allow those staff to continue to serve in Bristol.   Loosely, the purpose of 
TUPE legislation is to ensure that staff are not unreasonably disadvantaged as a result of the 
transfer.   

(c) The staff who we believe should transfer by TUPE transfer to new service providers are identified by 
reference assignment number in Section 8.01 of this paper.  It is open to Bristol Dementia 
Partnership and Richmond Fellowship  (and their partners) to dispute our belief that TUPE applies, 
and to assert that some or all of these staff should not transfer to them.  

(d) Our ability to discuss these matters formally has been limited, to date, by legalities associated with 
the procurement process.  However, some discussion has taken place, and it is hoped that the 
issue will be resolved formally in the coming weeks.   It can be noted now that all organisations wish 
to address this issue collaboratively, with the needs of the service users, and the current staff group 
in clear focus.  

(e) We can also note that with the introduction of an ageless Recovery Service, AWP will need to 
employ staff at all levels with significant later life experience.   

(f) At the conclusion of the general selection processes discussed in this paper, it is expected that all 
vacant AWP positions will be advertised to staff who would otherwise be subject to TUPE transfer 
from the organisation8.  It is expected that this will take place in later mid to late August.  It is hoped 
that colleagues in Bristol Dementia Partnership and Richmond Fellowship (and their partners) will 
have published their detailed service models at this juncture.  It is hoped that this will offer to many 
staff the opportunity of making an informed choice about their future 

(g) Recognising that staff within the Dementia and Employment services will be employed in the future 
by organisations other than AWP; AWP will not offer in this process opportunities to staff who would 
wish to join these services; unless they have an entitlement under TUPE. 

(h) It should be noted that in law, neither the transferring nor receiving organisation can “decide” if 
TUPE applies.   This is a matter of fact which if pressed, an Employment Tribunal would decide.   
We routinely encourage staff to take advice from trade union representatives.   We believe, and the 
organisations involved in the process, believe that we are collectively acting appropriately, legally 
and to the benefit of staff. 

(i) The nature of the TUPE transfer process means that we will again consult on some relevant issues, 
with more detail being provided to staff, at a later date, before the transfer takes place and as 
required by law.  We anticipate receiving relevant advice from Bristol Dementia Partnership and 
Richmond Fellowship by mid-August.  We will re-address some further issues with relevant staff at 
that point.  However, we invite comment at this stage about the proposals made to date. 

  

                                                 
5
 Transfer of Undertakings (Protection of Employment) Regulations 2006 

6
 https://www.gov.uk/transfers-takeovers/overview 

7
 We continue to discuss these issues and will act proportionately, where possible, in the interests of staff and services 

8
 See section 6.03c 
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Section 5.02 The New Assessment and Recovery Service 

(a) In the following paragraphs the new service is discussed with an AWP focus.   

(b) AWP Recovery teams are currently based at Petherton Resource Centre, Brookland Hall, and 
Gloucester House. The Primary Care Liaison Service, which triages new referrals to Recovery, is 
based at Brookland Hall.  The Assessment and Recovery (A&R) Service part of the service delivery 
is provided by Mental Health Bristol and will begin in October 2014. Mental Health Bristol is a formal 
partnership of local providers of health and social care in Bristol including AWP.   

(c) The re-tendering of Bristol’s Community mental health services brought a number of issues to light 
that have influenced the new service model that has been rightly agreed with the CCG. In particular 
the need to increase the amount of ‘contacts’ staff have with service users, the ease of access to  
the service, and the recognition that voluntary and charitable sector organisation have skills and 
experience that can enhance service user recovery pathways and whole person approaches to 
mental health.  

(d) The new Assessment and Recovery Services will provide a service for all adults over the age of 18, 
and in transition from CAMHS, excepting those who are only experiencing dementia.   

(e) The specification for the new service was that it operated from 8am to 8pm, 365 days per year.  All 
organisations who tendered for the opportunity to provide this service were required to offer a 
service model in this context. 

(f) Commissioners specifically requested that the provision of community services would be delivered 
differently with more emphasis of partnership working at a variety of community based sites 
including service user homes and at community resources.  In order to support this requirement, 
work in partnership within communities, services will be provided from three new sites: at the 
Greenway Centre in Southmead, Wellspring Centre in Barton Hill and Knowle Health Park in 
Knowle.  However, it is expected that only a third of contacts will take place at these premises; staff 
will spend more of their working day away from the office.  Staff will have access to and be expected 
to work from partner organisation sites including GP practices, community resource bases, and 
where appropriate public spaces.  The Assessment and Recovery teams will co-locate and work 
closely with a locality Crisis team (see Crisis Service section) and which will also accommodate 
colleagues from the Complex Psychological Interventions Service. 

(g) Within each Assessment and Recovery Team the work profile of some staff will be shaped to reflect 
specific clinical needs; including Older Adult, Frail and vulnerable, Youth transition, Dual diagnosis, 
and Non-medical Prescribing. Save for non-medical prescribing, staff will be appointed to generic 
job descriptions and will not be formally contracted to undertake ‘specialist’ work of this kind.   
However, team leaders will ensure that the relevant skills are to be found in the team and can be 
called upon when needed.      

(h) We are proposing to introduce a new role of Recovery Navigator that we expect will be paid at 
Agenda for Change band 4.  This will replace the current Mental Health Worker role.  Every service 
user will have a Recovery Navigator supporting them throughout their time in the recovery service.  
Across the Bristol Assessment and Recovery Services there will 75 Recovery Navigator posts.  
Overtime all Recovery Navigators will be employed by Voluntary and Community Sector partners 
and, in line with a commissioning intent, many will have ‘lived experience’.   In the first instance, 
AWP will employ 23 wte staff.  As these AWP staff leave service  they will be replaced by staff 
employed by VCS partners. There will be a number of other VCS posts to support these new roles, 
working across VCS partner organisations and AWP to ensure integrated working and support. 

(i) Registered staff and medical staff will work in a number of new ways alongside these new roles. 
Registered staff will take on clinical supervision of Recovery Navigators, link directly with GP 
practices, and deliver specialist interventions (when trained to do so). Consultant medical staff will 
link closely to GPs for advice and guidance and joint working. 
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(j) The teams will divide into 3 ‘GP clusters’ which will operate as 3 sub-teams, meeting regularly 
throughout the week. They will use whole team approaches to work with people with intensive 
needs and complexity, providing additional contact, supervision and ad hoc advice and support. 
Each GP cluster will have a dedicated consultant psychiatrist and will work closely with around 5-6 
GP practices. 

(k) All post holders will be provided with the means and supported to use mobile working solutions 
including 3G enabled lap-top computers maintain records in real time without returning to their new 
base.  It is expected that all front-line staff will be able to travel independently to a range of work 
locations in Bristol.. 

(l) Work Locations 

Team locations will change as a result of this change process.  The following is currently being 
planned: 

 

Team Current location Proposed Location 
 

Notes 

North Gloucester house, 
Southmead. BS10 5NB 

Greenways Centre, 
Southmead. BS10 5PY 
 

With Crisis spoke 

Central Brookland Hall. BS2 
9RU 

Beam Street. BS5 9QY 
 

With Crisis spoke 

South Petherton Resource 
Centre. BS14 9BP 

Knowle West Health 
Park. BS4 1WH 

With Crisis spoke 

All staff will be contractually employed to work anywhere reasonable to the safe delivery of mental 
health services within Bristol. 

(m) Team Structures and Changes in Numbers 

The overall position is described below.  The current position includes the contribution of the Later 
Life Complex Interventions Team (CIT).  Detailed variations are described in Appendix 3: Overall 
Staffing Numbers and Roles Prospectively.  These discuss the extent to which roles will be 
employed by AWP, and available in this change process, and the extent to which they are employed 
by VCS organisations.  Team structure charts are presented in Appendix 7 
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Section 5.03 The Crisis Service: A Single Point of Access 

(a) The History 

The Bristol Intensive service was developed originally in 2006 in response to publication of the 
National Service Framework for Mental Health. It was expanded and re-organized in 2012 as part of 
the re-design of community services and is currently configured as a single Bristol wide service with 
3 sub teams that are co-terminus with the Clinical Commissioning Group (CCG) localities.   This 
service will replace our current Intensive and PCLS services.  The service was specified in 
considerable detail by the CCG.  In case of any doubt, the service models are fully endorsed by the 
Trust as promising the best possible mental health care in Bristol at this moment in time. 

The service operates 24 hours per day and consists of a multi-disciplinary team known as the Bristol 
Intensive Team (BIT).  The service was recently one of only four teams in the UK to be accredited 
as "excellent" under the Home Treatment Accreditation Scheme (HTAS) run by the Royal College of 
Psychiatrists Centre for Quality Improvement.  

The Intensive Team aims to: 

 Prevent unnecessary admissions to mental health acute wards 

 Reduce stigma and promote positive attitudes to mental health issues 

 Promote social inclusion and recovery 

 Work closely with other partner agencies 

 Facilitate early discharges from the ward to home by providing an agreed Intensive home 
treatment plan with the service user and carers. 

(b) The New Model 

The new Our Crisis Service model will provide an enhanced high quality service to people 
contacting us in distress.  People in emotional crisis require immediate help, matched to their 
needs, to resolve their current difficulties and reduce recurrence.   

The new service must: 

 Be highly responsive to people at point of need 

 Providing a 24/7 Clinically led Single Point of Access (SPA) using psychologically informed 
approaches  

 Mental health emergency assessments seen within 60 Minutes  

 Be accessible for all communities, including those least likely to engage 

 Offer seamless and rapid transition on entry, exit and transfer 

 Excellent at signposting, advising and communicating 

 Be a strong partner to all city emergency services 

 Provide enhanced levels of home treatment 

 Be co-located and jointly working with the Assessment and Recovery Service (A&R) on crisis 
prevention and building resilience 

 Be strongly connected to acute pathways (Acute Inpatient beds, Crisis Houses, Crisis 
Sanctuary) 

 Be intervention-rich Crisis Service building future crisis resilience 
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 Offer systemic working with the network within which  people live and work 

 Be a highly mobile workforce based in Community Mental Wellbeing Center’s (CMWCs) 

 Be a jointly delivered service (AWP and VCS partners) - a strong collaboration with wider Bristol 
network of crisis resources offering a choice of care pathways and interventions  

 Offer peer support and assistive technology to reduce stigma 

 Provide support and training to community organisations 

 Provide a gatekeeping and an 'out of hours' crisis service for service users with dementia.  
(Specific protocols in these regards are to be developed) 

The new service will be defined by need, rather than by age.  Staff will be positively recruited and 
trained to a common set of competencies so that they are be fully aware of the needs of older and 
younger people and can adapt triage, assessment and home intervention to meet age-related 
differences. 

Our Crisis Service will provide an enhanced quality service to people contacting us in distress.  
People in emotional crisis require immediate help, matched to their needs, to resolve their current 
difficulties and reduce recurrence 

The Crisis Service is linked closely to both the Recovery Service (reducing re-assessment, enabling 
early crisis prevention and providing good continuity of care) and the acute care pathway, including 
inpatients, ensuring best use of admissions and quickest discharge.  We will also work closely with 
other community services, in particular the Primary Care Dementia Wellbeing service, Assertive 
Engagement Service and Community Rehabilitation Service, to ensure that the primary objective of 
the Service is achieved 

The service will be provided on a hub and spoke model.   

(c) Crisis Hub 

The Crisis Hub will accommodate: 

 A 24/7 clinically led telephone SPA - central referral and triage point for Crisis and Recovery 
service referrals (former PCL )  

 A City-wide Crisis Assessment and Home Treatment service from 9.30pm to 7.30am 

 To support the Single Point of Access (SPA), Senior Clinical Practitioners will work shift 
patterns providing cover throughout the working day from 7.30am to 9.30pm.  From 9.30pm 
to 7.30am, the Hub offers a city-wide Crisis Service, and will be staffed by two Clinical 
Practitioners and one Intensive Support Worker.   

 The service will coordinate with waking junior medical night staff and the senior psychiatrist 
on-call citywide rota. 

The Crisis Hub team will be staffed by: 

 Senior Clinical Practitioners (e.g. CPNs) 

 Intensive Support and Workers from VCS partners Second Step, Nilaari and Missing Link 

 One capacity demand manager 

 A full time team manager 

 An administrator 

(d) Crisis Spokes 
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Three Crisis Spokes, co-located with the North, South and Central Bristol Recovery Teams will 
operate) 7.30am to 9.30pm.  They will collaborate with the CMWCs (Community Mental Wellbeing 
Centre's) to provide the Crisis Assessment and Home Treatment service  

Our experience is that activity level is currently low until about 10am, but remains high from 6.30pm 
following end of GP surgery.  We anticipate that this will change over the five years, as demand 
follows availability. Our model anticipates a changing requirement for services over the life time of 
our 5 year contract with the CCG.  Our service model will evolve over this period  

Each of the three Spokes has a Clinical Practitioner and Intensive Support Worker on duty from 
7.30am to 9.30pm, seven days a week. These are supplemented by an additional Clinical 
Practitioner and Intensive Support Worker between 9am and 5pm, Monday to Friday, and a full time 
Band 7 Senior Practitioner working flexibly, but primarily Monday to Friday.  Crisis psychiatrists work 
Monday to Friday with evening shifts. 

The Crisis service is a full 24/7 service that operates throughout the weekend and on public 
holidays, providing the full range of service, from receiving referrals to assessment to home 
treatment to admission management.  There is less activity at present during weekends and public 
holidays, and our staffing model reflects this with slightly reduced staffing at these times, so that 
activity matches need.  This reflects that many referrers do not currently work on a Sunday.  As the 
whole service develops, including changes to the availability of other services (in particular 
Assessment and Recovery services), we will adapt and flex our staffing accordingly taking 
advantage of vacancies as they arise within the service.     

On both weekend days, senior on-call psychiatrist assists Crisis senior practitioner to review 
inpatient admissions and ensure continued flow and best capacity inpatient management.  On 
Saturdays, the co-located Crisis and Assessment and Recovery teams share the availability of the 
Consultant Psychiatrist in each CMWC.  The service integrates with waking junior medical night 
staff and the senior psychiatrist on-call citywide rota for 24/7 weekend medical input 

Each of the three Crisis Spoke teams are staffed by: 

 Clinical Practitioners 

 Intensive Support Workers (VCS partners) 

 Facilitated Early Discharge Workers (VCS partners) 

 An administrator 

 Team Leaders and Administrative Staff 

The team manager will work flexibly across the seven day week.  The capacity demand manager 
will work shifts between 9am and 9pm over seven days a week, with 24/7 capacity demand 
managed by senior Crisis staff at other times.  An administrator is on duty between 9am and 9pm, 
seven days a week 

As implied in the discussion above the Primary Care Liaison function, currently offered from a 
Brookland Hall base and offering a service from 8am until 8pm Monday to Friday, will be assimilated 
into this new Crisis Service.  This was required in the CCG's specification. 
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(e) Work Locations 

Team locations will change as a result of this change process.  The following is currently being 
planned: 

 
 Current 

Location 
 

Proposed Location Notes 

Intensive at Present Colston Fort  
 

  

Hub including 24/7 
service 
 

 Coppice, Callington road. 
BS4 5BJ 

 

North Spoke  Greenways Centre, 
Southmead. BS10 5PY 

With A&R 
spoke 
 

Central Spoke  Beam Street. BS5 9QY With A&R 
spoke  
 

South Spoke  Knowle West Health Park. 
BS4 1WH 

With A&R 
spoke  

All staff will be contractually employed to work anywhere reasonable to the safe delivery of mental 
health services within Bristol. 

(f) Team Structures and Changes in Numbers 

The overall position is described below.  Detailed variations are described in Appendix 3: Overall 
Staffing Numbers and Roles Prospectively.  These discuss the extent to which roles will be 
employed by AWP, and available in this change process, and the extent to which they are employed 
by VCS organisations.  Team structure charts are presented in Appendix 7.    
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Section 5.04 Early Interventions in Psychosis 

(a) The History 

In Bristol about 70 people will have their first episode of psychosis each year. This can be treated and 
most people recover. The Early Intervention in Psychosis Service helps people who are experiencing 
their first episode of psychosis. A comprehensive service is provided to service users who are aged 
between the ages of 14 and 35. The service identifies, engages and treats people who are 
experiencing the onset of a range of psychotic symptoms. The team also supports families and 
carers, helping them to help their loved ones. The service works closely with GPs and a range of 
other services to provide a holistic care package. 

(b) The New Model  

The new EI team will continue to provide help to people who develop psychosis between the ages of 
14 to 35. The service is designed to support people through providing earlier treatment and support 
with the aim of addressing a range of mental health difficulties. 

Our aim is to: identify, engage and treat effectively, people who are experiencing the onset of a 
psychotic illness. A substantial evidence base informs us that the longer psychosis is left untreated, 
the greater the prospects of life time issues.  We will work closely with Off the Record an organisation 
which specialises in confidential counselling and support to young people. By working closely with 
them we will be able to ensure rapid entry into specialist mental health services for those who need 
this level of support. Off The Record is a key partner in the Early Intervention in Psychosis Service, 
which also has close links with employment, training and other specialist services.  We will liaise 
closely with GPs and provide a range of training and information designed to increase understanding 
and support for people with psychosis.  The EIP service will continue to deliver the full range of EI 
interventions currently offered which include: 

 Psycho-social interventions (PSI) 

 CBT for psychosis 

 PSI for anxiety/depression and self-esteem 

 Family work  

 DBT skills 

 Health and wellbeing 

 Medication management 

 Physical health monitoring 

 Healthy living and activity 

 CAMHS liaison 

 Dual Diagnosis 

 1:1 and group work for individuals with a range of substance abuse issues as well as 
psychosis. 

 Learning disability 

 Mencap Charter 

 Specialist assessments 

 For psychosis 
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 Risk 

 IPS 

 Dual Diagnosis 

 Vocational  

 Job retention work 

 IPS 

 Support with accessing and staying in education 

 Volunteering 

In addition the key features of the new service will be: 

 A Youth HUB, EIP will be co-located with Off The Record enabling a rapid step up to 
secondary mental health services and to enhance youth access 

 Prompt, age appropriate, recovery focussed interventions 

 Development of a Bristol Youth Network 

 Transitions managed by referral to a recovery navigator in the last 6 months of the 3 year EI 
intervention period.  

 IPS EIP vocational work will be augmented by seamless access to Off the Record 

 Health promotion programme delivered by Off the Record working closely with EIP e.g. 
delivering shared training in schools and colleges. 

 Cultural competency training provided by SARI 

(c) The Youth HUB  

It is envisaged this will be in a city centre location which will be available at the earliest 2016.  Until 
then EIP will continue to operate out of Colston Fort.  The HUB will co-locate EIP and Off the Record.  
Based at the HUB will be EIP team manager, duty worker and administrator.  There will also be some 
limited 'hot desks'.  The service operates Monday to Friday between the hours of 9am and 5pm but 
the team will continue to offer a flexible service outside of these hours.  Team members will mobile 
work using laptops and at community venues (e.g. Knowle west Health Park, Greenway centre and 
Wellspring) around the city although there will be provision for team/supervision meetings to take 
place. 

(d) Peer Support 

The team will have a peer support worker from VCS partner Second Step 

(e) Work Locations 

Team locations will change as a result of this change process.  The following is currently being 
planned: 

 

Team Current location Proposed Location 
 

Early 
Intervention 

Colston Fort. BS6 5UB Remain at Colston Fort until 
2015 
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All staff will be contractually employed to work anywhere reasonable to the safe delivery of mental 
health services within Bristol. 

(f) Team Structures and Changes in Numbers 

The overall position is described below.  Detailed variations are described in Appendix 3: Overall 
Staffing Numbers and Roles Prospectively.  These discuss the extent to which roles will be 
employed by AWP, and available in this change process, and the extent to which they are employed 
by VCS organisations.  Team structure charts are presented in Appendix 7.   
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Section 5.05 Complex Psychological Interventions (CPI) Service 

(a) The History 

The Psychological Therapies Service (PTS) was developed in 2010 when Clinical Psychology 
Services, Art Psychotherapy, Medical Psychotherapy and Neuropsychology were combined to deliver 
a 'wrap-around' service to support the Community Teams. 

From the start a tension has been the relative lack of capacity for the delivery of psychological 
therapies and in a number of areas in-roads were made into offering supervision and training to 
increase the amount of therapy that was available. 

This was supported in the re-design service model of 2012 but the experience in the PTS was that 
this did not come to fruition.  Despite attending significant training in approaches such as CBT and 
DBT community team practitioners were often not given the protected time to deliver supervised 
interventions.  

In the discussions around re-commissioning a new service, the PTS was always seen as highly 
valued but as lacking in resources to deliver the range of therapeutic approaches that were needed.  
The development of the Complex Psychological Interventions (CPI) service has been an attempt by 
the commissioners to address this. 

(b) The New Model 

The CPI service is envisaged as working in tandem with the move by the community service to 
practitioners engaging in more face to face and therapeutic time with service users.  The CPI's role 
will be: 

 Direct Work: Providing a range of psychological interventions directly to service users when 
more complex approaches are required. 

 Indirect Work: Providing psychological interventions through training and supervision. 

An underlying principle of this approach is the development of psychologically informed thinking in 
relation to service users experiences, from the environments they are seen in to their engagement 
with staff at all levels.  A key aspect of this is the introduction to workers of the importance of space to 
reflect on their practice and develop their thinking. 

The CPI service will be based primarily alongside the community services of Lot 1 providing 
interventions to Assessment and Recovery, Crisis and Early Intervention staff.  Some CPI staff will be 
based with these teams to provide ease of access to promote supervision and training.   

However the CPI will also have a role in providing a service to other Lots i.e. Dementia, Assertive 
Outreach, Community Rehab as well as In-patient services.  The CPI service will also have a role in 
engaging with other stakeholders such as the Lift service and GP's. 

Other important aspects of the CPI service will be: 

 Service user involvement 

 Close working with partners providing training, advice and support 

 Emphasis on training and supervision 

 Excellent evidence based therapeutic services 

 Organised and professional 

 Highly mobile workforce supported by technology 

The CPI service will be fully committed to engaging with service users, staff and partner 
organisations to develop its services. 
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Lead and Associate Lead staff will be committed to providing specialist skills from both therapeutic 
and themed areas as suggested below. 

i) CPI Associate Lead and Lead Areas(Therapeutic) 

 CBT 

 DBT 

 MBT 

 Clinical Psychology Assessment, Formulation and Intervention 

 Art Psychotherapy 

 EMDR 

 Family Work 

 CBT with Psychosis 

 Neuropsychology 

 Psychodynamic 

 CAT 

 Couple Work 

 Psychologically Informed Environments/ Interventions 

ii) CPI Associate Lead and Lead Areas (Themed) 

 In-Patient 

 Community Rehab 

 Assertive Engagement 

 Employment 

 Crisis 

 GP’s 

 Recovery Teams 

 Partner Organisations 

 Family and Young People 

 Diversity 

 Disability 

 Older Adults 

 Service Users Trauma / Complex Needs 

 Evaluation 

 Innovation/Income Generating  
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 Staff Trauma 

 Dementia  

 Community Psychology 

 Cultural Change 

As part of the change process and recruitment to new roles current PTS staff will be asked to 
provide evidence that they could take a specific Associate Lead or Lead roles.  

The roles allocated for October 2014 are described below.  Job descriptions are available on our 
intranet site. 

(c) CPI Staffing 

Designation Grade WTE Description 

Admin Band 4 2.5 CPI admin staff will provide a service to CPI staff within 

the team hubs and operating through the service.   

CPI Associate 

Lead (Team 

Based) 

Band 7 6 Up to 1 day per week (pro-rata full-time) of the Band 7 

Associate Lead post will be linked to associate lead 

roles allocated to the post holder. The rest of the time 

will be divided between therapy, supervision, training 

and admin. 

CPI Associate 

Lead 

Band 7 4.5 5 CPI Associate Lead staff will be embedded directly 

within and managed by the community services.  These 

will be allocated as follows; 1x Assessment and 

Recovery (North), 1x Assessment and Recovery 

(Central), 1 x Assessment and Recovery (South), 1x 

Crisis, 1x Early Intervention 

CPI Lead Band 8a 9 Up to 2 days per week (pro-rata full-time) of the 8a CPI 

Lead posts will be linked to lead roles allocated to the 

post holders.  The rest of the time will be divided 

between therapy, supervision, training and admin. 

CPI Associate 

Director 

Band 8b 2 1 of the 8b posts will be Associate Director (Operational) 

and 1 will be Associate Director (Training).  One of these 

post holders will have substantial older adult experience. 
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Consultant 

Psychother’pist 

 7 The Consultant Psychotherapist will have particular 

responsibility for managing the Bristol wide Medical 

Training Scheme directly through supervision and the 

allocation of placements to other CPI staff. 

CPI Director Band 8c 1 The CPI Director will have overall responsibility for the 

service and will be part of the System Leadership group 

to promote psychologically informed thinking throughout 

Mental Health Bristol. 

(d) Special Implementation Provisions  

To protect employment opportunities for existing staff, staff presently employed and qualified as band 
7 arts psychotherapist/psychotherapists will be deemed to satisfy the profession specific 
requirements of roles described, and advertised in this process, as band 7 psychologist roles in this 
change process in the CPI service only.   The analogous provision is made for staff employed in band 
8a arts psychotherapy / psychotherapy roles.  Other elements of relevant person specifications will be 
maintained.   Attention has been given in making this decision to the demands of the agenda for 
change job evaluation scheme. 

The roles of appointed staff will be broadly within the psychology job descriptions with precise 
responsibilities being determined on appointment.     

Comment on these proposals is invited in the consultation programme 

(e) Work Locations 

All staff will be contractually employed to work anywhere reasonable to the safe delivery of mental 
health services within Bristol. 
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Section 5.06 System Leadership  

(a) Who Will be the System Leader? 

AWP will provide “system leadership” for Bristol’s Mental Health services as a result of the tender.   

(b) What is System Leadership?  

The new Bristol model of mental health care will be phased in from September and will be delivered 
by a mix of public and voluntary sector organisations.  Each of the 18 providers is an expert in their 
field and will work together to deliver the best possible support to our city’s diverse communities. 

The role of system leadership is designed to ensure that irrespective of how someone contacts 
mental health services, they will be helped to find the support they need.  The system leader will 
work with all providers to develop a common culture focused on user led recovery across the whole 
of Bristol mental health services. 

(c) How will it Work?   

The system leader role will not only make sure the different providers work together but will be 
focused on ensuring the delivery of the highest quality of care and support. Service users and 
carers are at the heart of the new service ethos and will support the continuous improvement of the 
service through a process called co-production. Critical to achieving this goal is the new position of 
service user and carer director.  As part of the leadership team, they will represent the voice of 
service users at the most senior level so as to hold the system leadership team to account for the 
quality, accessibility and culture of services across Bristol. They will work alongside the system 
leader, who will act as the senior accountable officer; a clinical director who as an experienced 
clinician will bring leadership, insight and overall governance to the system and a partnership 
director who will be the senior manager with oversight on relationships and culture across all 
providers. This will ensure that the workings of the new model are strongly influenced by effective 
leadership, clinical input, the service user and carer voice and the practical operational delivery. 

(d) Who will it help?   

In addition to benefitting service users and carers by helping to deliver responsive and effective 
services, the system leadership will also work with all who have contact with services.  The team will 
strive to ensure mental health is fully integrated to the city’s health and social care system, working 
with primary and other secondary care providers, social services, the legal and criminal justice 
system as well as the employment, education and housing services.  Key to improvement will be 
gathering information from across system as well as feedback from service users and carers. The 
system leadership team will use a whole-system data engine to provide real-time pathway and 
performance analysis.   Access to it will help them tackle bottlenecks, capacity issues, and provider 
or stakeholder difficulties so that the most timely care and support can be delivered.  The system 
leader role will also help shape perceptions by challenging the stigma associated with the use of 
mental health services and promoting a psychologically informed environment, accountable to those 
who use and have contact with services.. 

(e) How will it Be Staffed? 

The detail of the System Leadership is still being agreed.  It will consist in a small team of senior 
managers, service users and administrators.  It is hoped that detail of the opportunities offered in 
this team can be provided to all staff during the course of this consultation process. 
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Section VI. Change Process and Principles 

Section 6.01 What are we trying to achieve? 

(a) A Necessary First Priority 

Our first priority must be providing the high quality sustainable service that has been commissioned.   
Though its implementation will be challenging, the model commissioned by the CCG will result in 
significantly improved outcomes for service users and their families.   We are obliged, in the first 
instance, to provide the new service in a challenging timeframe.   This time pressure will ensure that 
this change programme does not drift compromising clinical care and causing unnecessary stress to 
staff. 

We must provide new services: e.gs. recovery teams that are ageless and are operational over 
seven days, a Crisis Team that carries the functions of today's Intensive and PCLS teams; a 
Rehabilitation service which is truly community based.  Though many familiar looking roles will exist, 
and can be described using familiar job descriptions, many will have a new focus.  All clinical 
practice will be better described as "psychologically informed" prospectively.  All job competencies 
will be interpreted in the context of the values of the service.   We believe that the new service will 
be radically different from that, that we currently provide.   

The ageless nature of the new recovery teams provides an additional challenge for us.   As 
discussed in the section entitled Later Life and Vocational Services above, we anticipate needing to 
recruiting AWP staff who are presently placed on TUPE transfer lists during this change 
programme.    

We have the option of making available all posts that we control in the new Recovery, Crisis, EI, 
and CPI services equally to all those affected by this tendering process; including those on TUPE 
lists in the first instance.   But, this would be perceived as inequitable by some and "not reflecting 
budgetary realities" by others.   It would be seen as inequitable by staff who do not have a similar 
claim on posts offered by the Dementia Partnership.  Also, a budget to provide for termination 
payments has not been provided to the Trust.  The Trust must, and would wish to in any case, avoid 
making staff redundant unnecessarily.  If we simply provided for equal access to roles in the Lot 1 
services to staff who are otherwise promised, TUPE transfers, we may cause redundancy pressures 
that would impact on service delivery and staff health.  We are committed to working constructively 
with the Dementia Partnership and Richmond Fellowship  (and their partners) to protect jobs across 
Bristol Mental Health.  

We also recognise that staff are fatigued by change.  Processes of this kind are always stressful, 
and we must work to minimise this. 

Section 6.02 What Options Have We Discounted and Why? 

(a) Recruitment Interviews Etc.? 

A process for confirming staff into the new service is described below.  Before describing what we 
propose to do, it may be useful to reflect on other options that have been considered and why they 
are not being progressed at this stage. 

We discounted undertaking "simple recruitment interviews" because they do not provide valid 
results: decisions reflect the ability (or inability) of staff "to perform" at interview; to remember the 
buzz words; to remember their successes; to remember the detail of where things went well - or not.  
Even the calmest individual can be compromised by the stress of a single 40 minute career defining 
discussion.   And this stress is often anticipated weeks in advance.   
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A truly objective interview process would provide for the same managers undertaking all the 
interviews.  The interviewers would never be fatigued; there would be no risk of the last person 
being interviewed, in a series of 8, being prompted less or being heard less clearly.  A truly objective 
process would provide for interviewers having exactly the same assessment criteria at the beginning 
of the schedule of interviews at the end - their positions and perspectives couldn't evolve as hear 
countless stories from staff.  We cannot provide interviews under laboratory conditions.  During 
appeals against decisions made in the Redesign process, staff and trade union representatives 
invited us to find more transparent, more objective and less stressful processes for addressing 
issues of this kind.  

We need a system that tests operational/clinical practice; not interview skill, that is ground in 
evidence, not the ability to describe things in sudden death processes.  We need a system that 
looks at what staff really have done based on contemporaneous records, and previously accepted 
summaries. 

We considered providing a series of interviews supported perhaps by "role play competency tests".  
We haven't pursued this, because we wanted to ground decisions in real experience and practice.   
Recently qualified staff, who are more attuned to the theory and buzz words may, from some points 
of views, be advantaged inappropriately over other staff, who struggle to talk the required talk but 
can demonstrate walking the walk.   

Section 6.03 What is being proposed? 

(a) Overall Position 

In this context, we are providing that all staff in the tendered areas, aside from in Later Life and 
Vocational Services, are at risk of redeployment by AWP.  This means that many roles in Bristol - 
those fundamentally affected by this tendering process - are under review and staff may be subject 
to a contractual change in role.  By taking this position, it does provide an opportunity for the 
majority of staff to apply to work in a different service area should they wish.   

Returning to the theme of Later Life and Vocational Services, with great respect to the quality of our 
staff generally, team managers do not expect to be able to recruit the depth of later life experience 
required to provide ageless recovery (and crisis) services without offering opportunities to those who 
would otherwise transfer to the new providers.   It is expected that, therefore, that a significant 
number of opportunities in Lot 1 services will be made available to Later Life and Vocational 
Services staff in August.  This is discussed further in Later Life and Vocational Services.  It is not 
possible to identify here how many roles we will not be able to appoint to, however, Appendix X 
(Overall Staffing Numbers and Roles Prospectively) includes a schedule showing the previous 
investment from the Complex Interventions Team in functional illness.  

For reasons including the financial realities of this service change, and wishing to minimise overall 
the number of staff who will enter pay protection, this organisational change process is being 
approached on a top-down basis.   

No member of staff will be appointed to a role that they are not clearly competent to undertake, or 
would not do so after a reasonable period of training.   

For the purposes of this selection process only, staff are considered to be "substantively employed 
in a post" when they have acted into it for 18 months or more; or having no substantive employment 
within the Trust, they have been employed on a fixed term contract for two years or more.  All posts 
in this service area are considered to be "new" for the purposes of this exercise. 

(b) Which roles can I be considered for? 

Staff are invited to nominate - using  a provided application form (see Appendix 4) any two roles that 
they would undertake if they were offered: 

 one should be at their current pay band 
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 the second may be at any pay band.   In the case of staff considering roles two or more 
bands below their current level9, staff should seek advice from their team leader as to 
whether pay protection would be paid in this circumstance.  The pay protection policy only 
expressly provides for pay protection of one pay band below their existing band.   If mutually 
convenient/appropriate this provision can be extended, however.  This might occur in 
different scenarios including when it is in neither the Trust’s nor the employee's interest to 
make them redundant. 

Staff are invited to nominate roles reflecting on their preferred areas of work, work bases (though 
recognising that roles will be less office based prospectively); and their own competencies in 
relation to those required by the post.   

Staff are invited to nominate roles after carefully reflecting on the detail of this section of this paper 
in particular, considering carefully the competition for roles that can be expected after reflecting on 
Appendix 3: Overall Staffing Numbers and Roles Prospectively,  and the prioritisation schedule 
provided below.  Staff who are considering applying for a more senior role are encouraged to reflect 
with their manager, and potentially trade union representatives, on their relative competencies with 
regard to both nominated roles before doing so.   

(c) Prioritisation Schedule 

A first priority will be given to staff on maternity leave at the effective date of this service change as 
discussed in Staff on Maternity Leave and Otherwise Away From the AWP Workplace 

A second priority with regard to any particular post will be given to staff  who are substantively 
employed at a more senior pay band, but have not been appointed into role at that pay band.  This 
recognises that the Trust's agreed Organisational Change Policy states that "[t]he offer of a post 
one grade below the post at risk (with appropriate pay protection) is generally regarded as a 
suitable alternative employment". 

A third priority will be given to staff who are substantively employed at the pay band of the post 

A fourth priority will be provided to any staff member who is subject to a TUPE transfer associated 
with this process.  Applications from staff on TUPE transfer lists will normally not be received or 
processed until the conclusion of this exercise with regard to staff outside of the TUPE lists.     

All staff may apply for posts that will be advertised on an internal only basis within AWP generally, 
or externally.  Posts will be advertised in this way where it believed that they do not offer obvious 
redeployment options for staff who will be displaced in this process.  This includes some band 7 
psychology posts, the system leader position, Band 8a Citywide manager positions.   These posts 
will be noted on the project's intranet page and staff may assert redeployment rights to them if they 
believe that they are in fact capable of undertaking these roles. 

If necessary, to increase the investment available to services generally, at any stage of this process 
the Trust may decide to offer an individual suitable alternative employment should this otherwise not 
be sought or found by an individual.  This may be after they have been considered for their two 
nominated positions.  It may not be open to negotiate with the individual which option they might 
prefer; particularly where it is necessary to redeploy a number of staff in this context.  It is again 
noted that no member of staff will be appointed to a role that they are not clearly competent to 
undertake, or would not be so after a reasonable period of training 

  

                                                 
9
The Trust is not maintaining here that such a post would constitute “suitable alternative employment” in the context of any 

redundancy payment discussion.  Staff side have expressly requested that it is noted that “AWP Joint Union Council cannot agree 
to any Trust proposal to offer a post to staff that is 2 bands below their current band. This is outside of AWP’s own Organisational 
Change policy and the guidance found within Annex X of the NHS terms and conditions of service handbook.  Ref:  AfC T&Cs 
handbook Annex X Guidance on workforce re-profiling:  ‘Where staff move to a post at a lower level in the revised structure, the 
local organisational change policy or a local agreement will apply. In the absence of such a policy, local partnerships should seek to 
agree an appropriate period during which the higher rate of pay will be protected (see paragraph 19.1)’”.  The Trust does not accept 
that national or local arrangements only provide for pay protection across one pay band; particularly where an employee might be 
obliged to accept redundancy as an alternative. 
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(d) Flexible Working Issues 
It is believed that all posts can be undertaken on a part-time basis – working 3 or more days (22½ 
hours per week).  Many posts can also be undertaken on a formal job-share basis 2½ : 2 ½ days 
per week. 
 
As a default, it is expected that all staff will be able to work – on a rostered basis where appropriate 
– at all times that services will be open. 
 
Though you are encouraged to raise concerns at the earliest opportunity informally with your 
manager, issues of this kind will in the first instance be processed by HR staff who will not be 
involved in assessment decisions.  Attention will be given to the Trust’s Flexible Working Policy.  
You will be advised if your restrictions could affect your appointment into role10. 

. 

 

                                                 
10

 See section H of the Full Picture Form (Section 8.04) 
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Section 6.04 How will selection decisions be made? 

Decisions will be made in the context of the competencies required of the role as set out in (largely 
generic) person specifications, and interpreted in terms of the values of Mental Health Bristol.  
Particular focus will be given to five key areas of competence.   Staff are invited to suggest now the 
areas of competence that they believe should be focussed on in this process.  They should do this 
by 2 July.  A process for making nominations of this kind is provided on the intranet page.  Required 
competencies should be found in the essential criteria for the posts.  They can be re-worded, 
however. 

This will allow staff, who are intimately familiar with relevant roles, to influence this selection 
process.  On 2 July a schedule of competencies will be published on our intranet page.   Staff 
should consider this schedule as the basis of future selection decisions for the duration of this 
process.. 

(a) What's The Full Picture? 

Staff will not be interviewed for roles for reasons discussed in What Options Have We Discounted 
and Why? above.  Selection decisions will be made considering a range of information sources.  
These information sources will formulate "The Full Picture" of the employee.  All information will be 
documented and available to staff.  They will supply, as provided below, a significant proportion of it.      

  

All material will be considered “in the round” by assessors11; collectively, reasonably and with a 
transparent common sense.  Where one area of evidence is compromised – no appraisal, for 
instance – other areas will receive more scrutiny.  The aim of the exercise is to produced balanced 
conclusions, that can be tested for reasonableness and good sense, that are based on all the 
evidence available.   Provision is made for staff to reference any material they feel should be used 
in determining their appointment.  All evidence will be tested transparently and reasonably to form 
the best available “fill picture” of the employee.  

                                                 
11

 In the first instance this will be the team leader or manager of the new service.  Where a member of staff is subject to a drop in 
banding, as discussed further below, a service manager will also consider this material.  How relevant decisions will be further 
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Staff will have access to their own “Full Picture” of information and the manager’s structured 
analytical assessment of it in relation to the key competencies of required posts.  Trade Union, VCS 
and Service User representatives will have access to anonymised data to assure that decisions are 
being made fairly given the evidence presented. 

This proposal is made recognising the alternative is to make selection decisions largely on the basis 
of the self-stated, unverified, statements of staff .  

Only where there appears to be equal entitlement to a position, after consideration has been given 
to all the material gathered in “the full picture”, the disciplinary and attendance records of staff will 
be considered.   Where the attendance of staff has been compromised by a disability, “reasonable 
adjustments” will be taken into this assessment.  Affected staff would have opportunity in the appeal 
process to advise whether they feel sufficient attention has been given to their rights provided in 
law.  Staff may be supported in this meetings by a trade union representative.   

(b) How will your ‘Full Picture’ be drawn? 

On 21 July, the MLE record for all staff will be uploaded and electronically filed into a folder 
identified for each staff member.  You should ensure that it is comprehensive at this date.  Advice is 
provided on our intranet page explaining how new material can be uploaded.  In fairness to all 
applicants, it will be assumed to be completed following this date for the duration of this change 
process. 

On 1 August staff are required to submit a Full Picture application if they wish to be considered for a 
Band 7+ role and on 8 August staff are otherwise required to submit a Full Picture application.  In 
fairness to other staff, only exceptionally will provision be made for a submission after this date.   If 
you can now anticipate a problem in addressing this, please raise it with your manager now e.g. 
holiday commitments.  Regrettably, not finding time to address this matter is unlikely to be 
considered an exceptional reason.  Though the Full Picture Form may develop as a result of the 
consultation process but staff are encouraged to begin reflecting about what they will say at the 
earliest opportunity.  They may decide to start collating material at this stage.  This will allow them to 
ensure that their “Full Picture” best represents them.   

On receipt of your form, structured references will be requested as appropriate.  Referees will be 
required to send a copy of this reference to you after it has been prepared - for information.  

All material providing your “full picture” will be stored in a confidential X drive folder for assessment.  

(c) How will your ‘Full Picture’ be assessed? 

Evidence will in most cases be assessed by the role’s future team leader, or service manager, as 
appropriate. This individual is known as “the first assessor” in this processor.   Using a structured 
process12  they will assess all the evidence and, reflecting on all of it reflect on your competence in 
relation to the key competencies of the role.  They will also seek to reassure themselves that you at 
least meet any other essential criteria for the role.  You will be immediately contacted if there is 
relevant doubt with regard to these additional criteria for further advice. 

You will be rated against other applicants for the identified role and detailed explanations will be 
expressed in writing.  This judgement will be made available to you if required.  It is recognised that 
cost (redundancy and pay/travel protection) may reasonably play a supplementary role in decision 
making13; and attendance and disciplinary issues as discussed above.  The assessor may seek 
further advice in relation to the evidence provided to them from you, or with you advised, others.    

                                                                                                                                                                                
assured – involving TU, SU and VCS representatives – is also considered further below.  See also Appendix 5: Full Picture 
Assessment Matrix and How will your ‘Full Picture’ be assessed? below for further discussion. 
12

 See Appendix 5: Full Picture Assessment Matrix also 
13

 This perspective is not accepted by several AWP staff-side representatives.  The Trust’s position is that as a supplementary 
factor, in law, cost can factor into decisions of this kind.   An example of where cost might , transparently, be used is where two 
members of staff possess are similar competent but if one individual were not appointed into a role, rather than another, it would be 
necessary to displace, and potentially make redundant, a further three members of staff. 



32 
 

All of the first assessor’s judgement may, on an anonymised basis, be scrutinised by Service User, 
Trade Union and Mental Health Bristol representatives.  Individual employees will have access to all 
the material considered in determining their personal rating.  Individual employees will not, on 
grounds of confidentiality, have access to the detailed assessment of others. 

Issues of attendance, disciplinary histories and cost will normally be disregarded unless candidates 
are drawn, after consideration of their “applied competence” with respect to 5 different 
competencies (proposed and consulted about later in this process).  It is presently expected that all 
competencies should be given an equal weighting in an assessment, but a clear proposal will be 
made when those competencies are identified in the first phase of this consultation 

(d) What if you are not successful in gaining a role at least at your current band and face re-
banding? 

It will be assumed that any employee who is subject to re-banding as a result of this process will 
wish to appeal.  An appeal will be arranged on their behalf.  An appeal will provide for a more senior 
manager assessing the relevant evidence including (confidentially) the ratings of other relevant 
employees in the team.   The employee will have opportunity, in person, to argue that the evidence 
previously provided, and made available to them, has been mis-considered.  This appeal will be in 
the context of principles found in this paper and will be open to full scrutiny, on anonymised basis, 
by Trade Union, Service User and VCS representatives.  The employee will have the opportunity of 
being supported in these meetings by trade union representatives. 

There will be no further right of appeal following this process except in the case of a member of staff 
who is issued with notice of dismissal following a failure to find alternative employment.  In this case 
there will be a right of appeal to the Trust Board.   The organisational change will necessarily 
progress while this appeal is being made, however.  

Appeals will take place on the dates that will be published on our intranet pages.   It is the 
responsibility of the employee to facilitate their attendance at work, or engagement by telephone 
call, at one of these times.  Members of staff who will be taking more than two weeks holiday during 
August  are invited to remind their line manager of this fact now. 
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Section VII. Staff on Maternity Leave and Otherwise Away From the AWP Workplace  

(a) Contact 

It is the responsibility of line managers to ensure that absent staff are provided with an opportunity 
to comment on the content of this paper.  Absent staff here includes those on career breaks, long 
term sickness secondments and maternity leave. 

They will forward a copy of this paper to them including details of relevant meetings.  This should be 
followed up with a telephone call or email exchange.  The opportunity on commenting on these 
proposals by email should be noted.   They are encouraged to discuss the relevant availability of the 
staff member to participate in a selection process and discuss options with an HR staff member 
identified below.  Adjustments reasonable to the circumstances may be negotiated. 

The use of Keeping in Touch days is noted as a possibility for staff who are on maternity leave and 
otherwise able to engage in relevant discussions and processes. 

(b) Staff on Maternity Leave On Date of Service Change 

Staff who are on maternity leave on the effective date of a service change have a legal right to 
return to a broadly similar role on at the conclusion of their maternity leave.  This will lead to relevant 
staff being given a priority in the forthcoming selection process.  Relevant staff should represent 
their circumstances to their manager at the earliest opportunity.  The effective date for these 
changes is generally 1 October.  Any member of staff who believes that they may be unfairly 
disadvantaged by the selection of this date should contact their team manager at the earliest 
opportunity 

(c) Pay Protection 

Compulsory redundancies are not anticipated as part of this change programme.  It is likely that 
some staff will receive pay protection of up to three years duration.  Details of the Trust’s Pay 
Protection arrangements can be found here:  http://ourspace/Trust/Policies/Documents/P058.doc. 

Staff may also contact the Bristol HR Project Office for advice.  It can be reached on: 01225 
79624614. 

Staff are also encouraged to consider taking independent advice from their trade union 
representatives concerning issues of this kind.  Details of trade union contacts are provided in the  
Introduction to this paper – see section 3.07. 

                                                 
14

 To ensure continuous 9-5 cover is provided, this phone is diverted from NHS House 
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Section VII. Staff on Maternity Leave and Otherwise Away From the AWP Workplace 

Section VIII. Appendices 

Section 8.01 Who Does This Change Affect? 

We are conscious that this organisational change programme is complex and will affect staff in some 
teams in different ways.   Though we expect engagement from relevant line managers, and believe to 
an appropriate extent this has taken place, we have have provided on the project’s intranet page15 an 
account which shows how we believe staff are affected by this programme.  We have provided this in 
terms of assignment numbers.  Your assignment number can be found on your pay slip.  We have 
grouped staff into 5 categories as follows:  

Group 1. Staff who we have asserted will transfer to a different employer in October 2014 

Group 2. Staff must participate in the service change process described in Change Process and 
Principles above. 

Group 3. Staff who this change will have, relatively speaking a marginal effect on prior to any other 
reviews, and whose role should be adjusted in negotiation with their team leaders 

Group 4. Staff who will be affected by the developments with regard to Community Rehabilitation: a 
project that will be subject to a different consultation process later in the year 

Group 5. Staff who are not contractually affected by these changes because they for instance work 
in-patient services but should be aware of them   

Team Leaders will engaging with staff, as appropriate during this consultation period, however, if your 
assignment number is not represented below, and you have any reason to believe that it should be, you 
should contact your line manager to discuss the matter.  If you believe that you have been mis-
categorised, please discuss this with your line manager. 

  

                                                 
15

 http://ourspace/DU/Bristol/Pages/Consultation2014.aspx  

 

http://ourspace/DU/Bristol/Pages/Consultation2014.aspx
http://ourspace/DU/Bristol/Pages/Consultation2014.aspx
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Section 8.02 What is Bristol Mental Health? 

(a) A Common Banner 

We have adopted a new approach to delivering the city's mental health services and they come 
together under the banner of Bristol Mental Health. 

Bristol Mental Health is made up of 18 organisations which together will provide a broad range of 
integrated services.  They have been chosen by the Bristol Clinical Commissioning Group because 
of their expertise and experience in delivering high quality care and support.  The tendering and 
selection process took nearly three years and included the active involvement of people with 
experience of using mental health services, carers, voluntary organisations, community groups and 
health and social care professionals. 

(i) Working in a Range of Areas 

Bristol Mental Health works across five areas: 

 Primary care and wellbeing - including GPs and wellbeing services offering talking therapies*. 
These services are provided by Mental Health Bristol - a partnership of Bristol-based 
organisations working with Avon and Wiltshire Partnership NHS Trust. 

 Community services - such as helping people in crisis, assessing people's needs and putting 
together a plan for recovery with them; helping people get back into work and working with 
homeless people. These services are provided by Mental Health Bristol, with St Mungo's 
Broadway reaching out to underrepresented communities, including homeless people,  and 
Richmond Fellowship (and their partners) providing the Employment and Wellbeing Service. 

 Supported housing - including services for people coming out of hospital and two crisis houses, 
one for men and one for women. These services are to be provided by Second Step, St 
Mungo's Broadway and Missing Link.  

 Dementia Wellbeing - for older people with dementia-type needs. This service is provided by 
the Bristol Dementia Partnership - which brings together Devon Partnership NHS Trust and 
Alzheimer's Society. 

 Hospital - providing care for people with more acute mental health needs who require a spell of 
intensive support in hospital. This service is provided by Avon and Wiltshire Partnership NHS 
Trust and is currently being strengthened - but has not been part of the recent tender process. 

Bristol Mental Health will also work with other services, such as liaison psychiatry provided by AWP, 
North Bristol NHS Trust and University Hospitals Bristol NHS Foundation Trust. 

The new arrangements start to come into effect from September 2014 and they will be fully 
operational by April 2015.  Every organisation involved is committed to a smooth transition and to 
providing a system that is easy to access, responsive to people's needs and delivers the quality of 
care we all expect. 

(b) Who's who in Bristol Mental Health? 

Bristol CCG - Bristol Clinical Commissioning Group was previously NHS Bristol and is responsible 
for buying or commissioning health services in Bristol 

Evaluation Panel - a group of people including service users, carers, GPs, health professionals and 
others who work alongside the CCG to assess and evaluate the process of changing the way mental 
health services are delivered in Bristol.  70 people are on the Evaluation Panel  

AWP - Avon and Wiltshire Mental Health Partnership NHS Trust will continue to deliver some mental 
health services. It is working in partnership with nine Bristol-based voluntary organisations to deliver 
some community mental health services as well as  continuing to provide in-patient hospital care. 
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Mental Health Bristol is a partnership of nine Bristol-based organisations with AWP. The other 
organisations are:  Second Step, Missing Link, Off the Record, Nilaari, Brunelcare, Wellspring 
Healthy Living Centre, Knowle West Health Park Company, Southmead Development Trust and 
SARI. Mental Health Bristol is working together to deliver community-based mental health services 
including the assessment and recovery service and a crisis service for the city. 

Second Step - is a leading mental health charity based in Bristol and works across the west of 
England providing housing, support and hope to hundreds of people. 

Bristol Dementia Partnership brings together the expertise and experience of Devon Partnership 
NHS Trust - which provides mental health and learning disability services in Devon, including services 
for older people, and Alzheimer's Society, the country's leading support and research charity for 
people with dementia.  

Richmond Fellowship provides the Employment and Wellbeing Service for people with mental 
health problems, in partnership with Mental Health Matters, Windmill Hill City Farm and the Somali 
Resource Centre. Richmond Fellowship is one of the biggest voluntary sector providers of mental 
health support in England. 

St Mungo's Broadway , a charity working with more than 25,000 people a year around 
homelessness, housing, health and skills, together with One25, which reaches out to women trapped 
in, or vulnerable to, street sex work, is delivering the assertive engagement service, to those currently 
under represented in the mental health system. 



37 
 

Section 8.03 Overall Staffing Numbers and Roles Prospectively 

In this appendix, the whole time equivalent future investment is contrasted with current investment. An increase in staffing available to provide care across 
areas of 28% is anticipated.  

 

When describing the current service, these schedules include the contribution made by staff in associated therapies teams.  This appendix also describes 
the planned service in broad whole time equivalent terms and also defines the contribution made by staff in Later Life Services to work that will take place 
in the ageless recovery teams from October.  This is not otherwise included in the May 2014 figures.  (The following table is available separately from our 
intranet page).  
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Indicative Whole Time 
Equivalents  

EIP  PCLS Inte- 
nsive 

Crisis 
Team 

Recovery 
Teams 

CPI  Hub 
Management/System 

Leadership 

Total  Increase 
(+) or 

Decrease 
(-) 

Indication 
of 

Investment 
Historically 

Made by 
Later Life 
Staff in 
These 

Services 

(Important: See Notes Below) May-
14 

Oct-
14 

May-
14 

May-
14 

Oct-
14 

May-
14 

Oct-
14 

May-
14 

Oct-
14 

May-14 Oct-14 May-
14 

Oct-
14 

Total   

                  

Total Including VCS Workers 
(wte) 

22.3 19.5 7.1 47.7 63.1 100.4 160.6 0.0 21.2 0.0 4.0 177.5 267.4 93.0  11.1 

Total AWP Staff Only (wte) 22.3 16.5 7.1 47.7 46.1 100.4 102.8 0.0 21.2 0.0 4.0 177.5 189.6 12.2  11.1 

                  

Registered Practitioners 14.5 13.0 4.1 28.8 32.6 76.3 67.8  18.7 0.0 4.0 123.7 135.1 11.5  11.1 

                  

 Supervisors 3.0 2.0 1.0 5.0 3.0 7.5 11.0    3.0 16.5 19.0 2.5  1.5 

 Band 8C Manager           1.0 0.0 1.0 1.0   

 Band 8a Manager           2.0 0.0 2.0 2.0   

 Band 7 Senior Prac 3.0 1.0  3.0 3.0 6.5 8.0     12.5 12.0 -0.5  1.5 
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 Band 7 Manager  1.0 1.0 1.0  1.0 3.0     3.0 4.0 1.0   

 8b Consultant  
 

   1.0        

1.0 0.0 -1.0 

  

                  

 Nurse / Reg 
Practionner 

5.8 7.0 3.1 20.8 24.0 44.3 32.3     74.0 63.3 -10.7  5.1 

 Band 5  4.0  4.0 6.0 10.0 12.0     14.0 22.0 8.0  0.4 

 Band 6 5.8 3.0 3.1 16.8 18.0 34.3 20.3     60.0 41.3 -18.7  4.7 

                  

 OT 2.6 1.0   2.0 0.0 4.0     2.6 7.0 4.4  0.3 

 Band 5     1.0       0.0 1.0 1.0   

 Band 6 2.6 1.0   1.0  4.0     2.6 6.0 3.4  0.3 

                  

 SW 0.8 1.0   1.0 1.0 3.0     1.8 5.0 3.2  0.4 

 Band 6 0.8 1.0   1.0 1.0 3.0     1.8 5.0 3.2  0.4 

                  

 Physio      1.0      1.0 0.0 -1.0  0.4 

 Band 6      0.1      0.1 0.0 -0.1  0.4 

 Band 7      0.9      0.9 0.0 -0.9   

                  

 Psychology 0.9 1.0   1.0 7.3 3.0 0.0 18.0   8.2 23.0 14.8  0.6 

 Band 7  1.0   1.0 1.7 3.0  6.0   1.7 11.0 9.3   

 Band 8a 0.9     3.2   9.0   4.1 9.0 4.9  0.3 

 Band 8b      1.2   2.0   1.2 2.0 0.8  0.3 

 Band 8c      1.2   1.0   1.2 1.0 -0.2   
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 Psychotherapist      0.9   0.7   0.9 0.7 -0.2  0.0 

 Band 8a      0.2      0.2 0.0 -0.2   

 Consultant Medic      0.7   0.7   0.7 0.7 0.0   

                  

 Arts 
Psychotherapist 

     3.6      3.6 0.0 -3.6  0.0 

 Band 7      3.3      3.3 0.0 -3.3   

 Band 8a      0.3      0.3 0.0 -0.3   

                  

 Medic (Trainees 
Excluded) 

1.4 1.0 0.0 3.0 1.6 9.6 14.5    1.0 14.0 17.1 3.1  2.8 

 Consultant 1.0 1.0  1.8 1.6 5.6 10.0    1.0 8.4 13.6 5.2  1.8 

 Speciality Doctor 0.4   1.2  4.0 4.5     5.6 4.5 -1.1  1.0 

                  

 Dietician      1.0      1.0 0.0 -1.0  0.0 

 Band 4      0.2      0.2 0.0 -0.2   

 Band 6      0.2      0.2 0.0 -0.2   

 Band 7      0.4      0.4 0.0 -0.4   

 Band 8b      0.3      0.3 0.0 -0.3   

                  

Unregistered Practitioner 5.4 2.0 0.0 13.6 6.0 11.8 23.0     30.8 31.0 0.2  3.0 
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 Band 3                0.6 

 Band 4 (Recovery 
Navigator/Intensive 
Support Worker/EI 
Support Worker in 
New Service) 

5.4 2.0  13.6 6.0 11.8 23.0     30.8 31.0 0.2  2.4 

                  

Admin  2.4 1.5 3.0 5.3 7.5 12.3 12.0 0.0 2.5   23.0 23.5 0.5  2.6 

 Band 2       3.0     0.0 3.0 3.0   

 Band 3 0.4  2.0 1.0 4.0 2.8      6.2 4.0 -2.2  1.0 

 Band 4 2.0 1.5 1.0 2.6 2.5 8.5 9.0  2.5  1.0 14.1 15.5 1.4  1.5 

 Band 5    1.7        1.7 0.0 -1.7   

 Band 5 Bed 
Management 

    1.0            

 Band 6      1.0      1.0 0.0 -1.0   

                  

VCS 
Employed

16
 

 0.0 3.0 0.0 0.0 17.0 0.0 57.8 0.0 0.0   0.0 77.8 83.8  0.0 

 
Partnership 
Navigation 
Manager 

          2.0 0.0 2.0 2.0   

 Recovery College           1.0 0.0 1.0 1.0   

                                                 
16

 
See notes re AWP staff 
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Coordinator 

 

Band 4 Recovery 
Navigator/Intensive 
Support Worker/EI 
Support Worker 

 2.0   12.0  52.0     0.0 66.0 66.0   

 
Facilitated Early 
Discharge Worker 

    2.0       0.0 2.0 2.0   

 
Peer Support 
Worker 

 1.0   3.0  3.6     0.0 7.6 7.6   

 
Peer Support 
Officer 

          2.0  2 2   

 
Peer Development 
Worker 

      1.0     0.0 1.0 1.0   

 
Partnership 
Administrator 

      0.6     0.0 0.6 0.6   

 
Volunteer 
Coordinator 

          1.0 0.0 1.0 1.0   

 
Service User 
Involvement 
Coordinator 

      0.6     0.0 0.6 0.6   

 

Volunteers (NOT 
INCLUDED IN 
STAFF WTE 
CALCULATION) 

          
10 
 

     

 

Notes 
AWP staff may apply for roles identified as VCS here only through normal external recruitment processes.   

May 2014 investment is the total investment by staff, in or associated with, given teams at this date.  It excludes staff on maternity leave but includes staff on sick leave.  It 
does not reflect the temporary nature of any appointment. 
It is anticipated that service models will evolve during the five year life time of this contract providing, for on-going financial and clinical efficiencies being found –in line with 
general NHS funding plans   
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Section 8.04 The Full Picture 

                                                                                                                       

 

 

The Full Picture 

A significant proportion of this document will be “copy and paste” from other sources.  For technical advice how to ‘copy and paste’ into this document please 
contact the Bristol HR Project Office.   

Staff might discuss with their managers, supervisors, local heads of profession, and trade union representatives as to what material might be offered here to best 
represent them in this process.  Ultimately the choice will be theirs, however.  

It can be anticipated that generic responses, copied from another staff member’s application, may be considered less persuasive than an individual response.    

The document should not total more than 20 pages including any additional pages attached.  The font size in the document should not be changed
17

. 

 

                                                 
17

 Unless to meet the needs of a visual impairment.  In this case it will be reduced to the original scale prior to assessment by others and the page limit maintained.  
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Section Employee Name Name 
 

A I would like to be considered for these two roles.   
 
I have carefully read the Change Process and Principles Section of the 
consultation paper.  I have considered the key competencies required 
for staff to undertake these roles which are found on the project’s 
intranet page. 

# 
1 

Post Title 
 
Text here 

Location 
 
Text here 

# 
2 

Post Title 
 
Text here 

Location 
 
Text here 

B In addition to the structured reference that will be supplied by line 
manager, this/these individuals are contacted to provide a supervisory 
reference for me.   
They have previously supervised me.  I have advised them that they 
will be contacted.  I have checked that they will provide a response to 
you within one week of a request being made or alternately advised 
awp.HRProjectTeamBristolTender@nhs.net  of a potential problem.  

# 
1 

Name 
Text here 

Contact Number 
Text here 

# 
2 

Name 
Text here 

Contact Number 
Text here 

C In the case of All staff: 
In these sections I discuss 
each of the key 
competencies demanded 
of these roles in relation to 
what I have achieved.   
I have drawn examples as 
I think appropriate from my 
working and non-working 
life that best demonstrate 
my competence.   
I have described my 
successes in detail (as 
though I were in a 
recruitment interview).  I 
have tried to ground my 
discussion in facts that 
could if potentially 
disputed be tested later.   

Role #1 Key competency 
#1 
Add what it is here 

Text here, text here, text here, text here, text here, text here, text here, text 
here, text here, text here, text here, text here, text here, text here, text here, 
text here, text here, text here, text here, text here, text here, text here, text 
here, text here, text here, text here, text here, text here, text here, text here, 
text here, text here, text here, text here, text here, text here, text here, text 
here, text here, text here, text here, text here, text here, text here, text here, 
text here, text here, text here, text here, text here, text here, text here, text 
here, text here, text here, text here, text here, text here, text here, text here. 

Key competency 
#2 
Add what it is here 

Text here, text here, text here, text here, text here, text here, text here, text 
here, text here, text here, text here, text here, text here, text here, text here, 
text here, text here, text here, text here, text here, text here, text here, text 
here, text here, text here, text here, text here, text here, text here, text here, 
text here, text here, text here, text here, text here, text here, text here, text 
here, text here, text here, text here, text here, text here, text here, text here, 
text here, text here, text here, text here, text here, text here, text here, text 
here, text here, text here, text here, text here, text here, text here, text here. 

Key competency 
#3 

Add what it is here 

Text here, text here, text here, text here, text here, text here, text here, text 
here, text here, text here, text here, text here, text here, text here, text here, 
text here, text here, text here, text here, text here, text here, text here, text 

http://ourspace/DU/Bristol/Pages/Consultation2014.aspx
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I have assumed that the 
reader understands what 
roles broadly consist in: for 
instance, that of a band 5 
Recovery Practitioner.  I 
have not assumed that 
they will know precisely 
what I have done in those 
roles, however. 

here, text here, text here, text here, text here, text here, text here, text here, 
text here, text here, text here, text here, text here, text here, text here, text 
here, text here, text here, text here, text here, text here, text here, text here, 
text here, text here, text here, text here, text here, text here, text here, text 
here, text here, text here, text here, text here, text here, text here, text here. 

 Key competency 
#4 

Add what it is here 

Text here, text here, text here, text here, text here, text here, text here, text 
here, text here, text here, text here, text here, text here, text here, text here, 
text here, text here, text here, text here, text here, text here, text here, text 
here, text here, text here, text here, text here, text here, text here, text here, 
text here, text here, text here, text here, text here, text here, text here, text 
here, text here, text here, text here, text here, text here, text here, text here, 
text here, text here, text here, text here, text here, text here, text here, text 
here, text here, text here, text here, text here, text here, text here, text here. 

Key competency 
#5 
Add what it is here 

Text here, text here, text here, text here, text here, text here, text here, text 
here, text here, text here, text here, text here, text here, text here, text here, 
text here, text here, text here, text here, text here, text here, text here, text 
here, text here, text here, text here, text here, text here, text here, text here, 
text here, text here, text here, text here, text here, text here, text here, text 
here, text here, text here, text here, text here, text here, text here, text here, 
text here, text here, text here, text here, text here, text here, text here, text 
here, text here, text here, text here, text here, text here, text here, text here. 

Role #2 Key competency # 
Add what it is here 
1 

Text here – copy and paste from above??. Text here – copy and paste from 
above??. Text here – copy and paste from above??. Text here – copy and 
paste from above??. Text here – copy and paste from above??. Text here – 
copy and paste from above??. Text here – copy and paste from above??. 
Text here – copy and paste from above??. Text here – copy and paste from 
above??. Text here – copy and paste from above??. Text here – copy and 
paste from above??. Text here – copy and paste from above??. 

Key competency 
#2 
Add what it is here 

Text here – copy and paste from above??. Text here – copy and paste from 
above??. Text here – copy and paste from above??. Text here – copy and 
paste from above??.  
Text here – copy and paste from above??. Text here – copy and paste from 
above??. Text here – copy and paste from above??. Text here – copy and 
paste from above??. Text here – copy and paste from above??. Text here – 
copy and paste from above??. Text here – copy and paste from above??. 
Text here – copy and paste from above??. 

Key competency 
#3 

Text here – copy and paste from above??. Text here – copy and paste from 
above??. Text here – copy and paste from above??. Text here – copy and 
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Add what it is here paste from above??. Text here – copy and paste from above??. Text here – 
copy and paste from above??. Text here – copy and paste from above??. 
Text here – copy and paste from above??. Text here – copy and paste from 
above??. Text here – copy and paste from above??. Text here – copy and 
paste from above??. Text here – copy and paste from above??. 

 Key competency 
#4 
Add what it is here 

Text here – copy and paste from above??. Text here – copy and paste from 
above??. Text here – copy and paste from above??. Text here – copy and 
paste from above??. Text here – copy and paste from above??. Text here – 
copy and paste from above??. Text here – copy and paste from above??. 
Text here – copy and paste from above??. Text here – copy and paste from 
above??. Text here – copy and paste from above??. Text here – copy and 
paste from above??. Text here – copy and paste from above??. 

Key competency 
#5 
Add what it is here 

Text here – copy and paste from above??. Text here – copy and paste from 
above??. Text here – copy and paste from above??. Text here – copy and 
paste from above??. Text here – copy and paste from above??. Text here – 
copy and paste from above??. Text here – copy and paste from above??. 
Text here – copy and paste from above??. Text here – copy and paste from 
above??. Text here – copy and paste from above??. Text here – copy and 
paste from above??. Text here – copy and paste from above??. 

D In the case of front-line 
posts: I believe that 
consideration of the Rio 
records of the following 5 
service users in particular 
best demonstrates that I 
possess the competencies 
required for these roles.   I 
have ‘copied and pasted’ 
the key aspects of the 
records that I think are 
most relevant to these 
competencies. 
 
I have ensured that no 
service user, staff or other 

Rio 
Record 
#: 
Number 
Here 

Excerpts from Record 
Copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 

Rio 
Record 
#: 
Number 
Here 

Excerpts from Record 
Copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
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names are represented in 
this section.  Where 
necessary I have redacted 
them by overtyping with 
‘X’s.. I know this is 
important to meet 
Information Governance 
Requirements 
 
 

Rio 
Record 
#: 
Number 
Here 

Excerpts from Record 
Copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 

Rio 
Record 
#: 
Number 
Here 

Excerpts from Record 
Copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 

Rio 
Record 
#: 
Number 
Here 

Excerpts from Record 
Copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 
copy and paste from Rio record, copy and paste from Rio record, copy and paste from Rio record, 

E For all clinical staff. 
Note: where your clinical 
supervisor is your line 
manager, you may agree 
with another individual who is 
familiar with your practice to 
supply this reference.   It is 
your responsibility to identify 
someone who, given their 
role, will most persuasively 
describe your ability.  

Name of clinical supervisor: 
Name here 

Contact number if not employed by AWP: 
Number here  

Delete as 
appropriate 

I provide for my supervision records being used in this process 
Or  
I do not provide for my supervision records being used in this process but understand 
that the structured perspective of my clinical supervisor will be sought as provided 
above.  
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 For all staff:  
 

Name of last appraisor: 
Name here 

Contact number if not employed by AWP: 
Number here  

Delete as 
appropriate 

I provide for my appraisal record being used in this process 
Or  
I do nt provide for my appraisal record being used in this process but understand that 
the structured perspective of my appraisor will be sought.  

F For all staff in Band 7+ 
leadership/supervisory 
positions:  

I understand that team performance 
data will be used to form the Full 
Picture.  I believe that these issues 
should be taken into account when 
addressing the performance of teams 
that I am associated with. 

Text here, text here, text here, text here, text here, text here, text here, 
text here, text here, text here, text here, text here, text here, text here, 
text here, text here, text here, text here, text here, text here, text here, 
text here, text here, text here, text here, text here, text here, text here, 
text here, text here, text here, text here, text here, text here, text here, 
text here, text here, text here, text here, text here, text here, text here, 
text here, text here, text here, text here, text here, text here, text here, 
text here, text here, text here, text here, text here, text here, text here, 
text here, text here, text here, text here. 

G Additional material 
 

I believe it would be useful if additional 
material were considered in this 
process.  I would like (no more than two 
pages of) the following additional 
material to be considered in this 
process. 

Please delete as appropriate:  
I do not wish any additional material to be considered in this process or 
I have posted it to the HR Project Office, Petherton Resource Centre or 
I have copied it to the foot of this document 
 

H Flexible Working Needs It is expected that all posts can be potentially undertaken on a part-
time basis – working 3 or more days (22½ hours per week).  Many 
posts can be potentially undertaken on a job-share basis 2½ : 2 ½ 
days per week. 
 
As a default, it is expected that all staff will be able to work – on a 
rostered basis where appropriate – at all times that services are open. 
 
Please indicate here if any of these restrictions will present an 
impossible challenge to you.   
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Though you are encouraged to raise concerns at the earliest 
opportunity with your manager, issues of this kind will in the first 
instance be processed by HR staff who will not be involved in 
assessment decisions.  Attention will be given to the Trust’s Flexible 
Working Policy.  You will be advised if restrictions could affect your 
appointment into role. 

 

I Endorsement I understand that my MLE record will be considered as part of the Full 
Picture.  I will ensure that it is up to date with effect from 15 July 2014.   
I recognise that the material I have presented here will form my “Full 
Picture” will be considered in this organisational change process. 
I understand that a structured reference will also be taken from my line 
manager. 
I understand that it my responsibility to describe persuasively my 
competencies in this process.  I am not failing to provide specific 
material that I would expect the assessor to know or to be able to go 
and find.  

 
 
 
Name: Name Here 
Date: Date Here 
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Section 8.05 Full Picture Assessment Matrix 

                                                                                                                       

Full Picture Assessment Matrix– To Be Completed by Assessors Only 
 

You should not make decisions in this context unless you have participated in a Train the Assessor event.  

Individual employees, supervisors and staff have supplied information which form the staff member’s “full picture”.  A ‘full picture’ describes the employee’s 
competence with regard to any role. 

There is a need to consider each piece of evidence in relation to each competency for each role.  This should be undertaken before providing a ‘rating’ for each 
employee, against each competency for each role, and then determining an overall ‘rating’, based on these individual competency assessments.    

This is not a mechanistic process. You are being asked to make a reasonable but structured judgement on the basis of the material that is provided.  Employees 
have been encouraged to provide material that they consider relevant to this process in addition to material specifically requested.  The following matrix will help 
you to develop and document your position.  It is possible that the evidence you consider will be in conflict.   You are expected to assess all the evidence 
reasonably, to challenge any pre-conceived views that you might have held and make a decision in the round.    

Issues of attendance, disciplinary histories and cost will normally be disregarded unless candidates are drawn, after consideration of their “applied competence” 
with respect to 5 different competencies (proposed and consulted about later in this process).  It is presently expected that all competencies should be given an 
equal weighting in an assessment, but a clear proposal will be made when those competencies are identified in the first phase of this consultation 
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Role Name: XXXXXX 
 
Employee Name: XXXXXX 
 
Assessor Name 

 

Rating Based on Each Item of Evidence 

A score of 1 to 10 Should Be Provided Against Each Evidence Source 

1 = No Evidence of Competence Being Demonstrated in Practice; 10 = Exceptionally Strong Evidence of a High Level of 
Competence Being Demonstrated in Practice 

 

Consideration 
of MLE Record 

Rio 
Records 

Appraisal 
Records 

Supervision 
Records 

Employee 
Self 

Asse’met 

Team 
Performance 

Data 

Miscellaneous 
Material 

Provided by 
Employee 

Line 
Manager 

Reference 

Overall 
Rating for 

This 
Competency. 

 
This should 

be 
determined 

after 
reflecting 

reasonably 
on all the 
evidence 
available 

Published 
Competencies 
for this Role 

Competency 
# 

X/10 X/10 X/10 X/10 X/10 X/10 X/10 X/10 X/10 

Insert here 1 X/10 X/10 X/10 X/10 X/10 X/10 X/10 X/10 X/10 

Insert here 2 X/10 X/10 X/10 X/10 X/10 X/10 X/10 X/10 X/10 

Insert here 3 X/10 X/10 X/10 X/10 X/10 X/10 X/10 X/10 X/10 

Insert here 4 X/10 X/10 X/10 X/10 X/10 X/10 X/10 X/10 X/10 

Insert here 5 X/10 X/10 X/10 X/10 X/10 X/10 X/10 X/10 X/10 

Is there any reason 
to suggest that the 
employee does not 
meet other essential 
criteria for this post? 

   
If there is any doubt 

the employee 
should be contacted 

for reassurance 

Yes/No 

Overall Rating 
For Employee 

 
This should be 

determined after 
reflecting 

reasonably on the 
individual 

competency 
scores 

1 = negligible 
degree of 

competence in 
all areas 

demonstrated; 
10 = 

demonstrated 
high degree of 
competence in 

all areas 

X/10 

Narrative 
Explanation of 

Rating: 
Significant detail 

should be 
provided where 

evidence is 
significantly 
conflicting  

Discounted appraisal discussion as out of date  
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Section 8.06 Glossary 
 

BMH  Bristol Mental Health 

CCG Clinical Commissioning Group 

CIT Complex Interventions Team 

CPI Complex Psychological Interventions Service 

MHB Mental Health Bristol 

PSI Psycho-social interventions 

VCS  Voluntary, Community and Social Enterprise 

WTE Whole Time Equivalent 
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Section 8.07 Team Charts18 
 

Section 8.07.1: A&R, Crisis  and CPI staff working from one Community Mental Wellbeing Centre 

 

                                                 
18

 Also available on intranet page 
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Section 8.07.2: A&R, Crisis  and CPI Central and Pan City Roles 
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Section 8.07.3: Early Intervention in Psychosis Team Structure 
 

 
 


