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This document provides you with information about the Trust including details of the 
services we currently offer to you and those across our wider geographical footprint of 
Barnsley, Calderdale and Wakefield.
 

Contact details 
If you would like to discuss any issues relating to our services or our service offer, 
please contact:

Tim Breedon

District director

tim.breedon@swyt.nhs.uk

01924 327018

There are also other contact details throughout this document if you would like to 
find out more about particular services or pathways.

to our brochure for the Wakefield Business Delivery Unit (BDU) 
of South West Yorkshire Partnership NHS Foundation Trust 
(SWYPFT).

Welcome
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About the Trust

The Wakefield BDU has a degree of autonomy in 
the delivery of services, so it can be responsive and 
flexible to meet to the needs of your area, therefore 
keeping Wakefield services for Wakefield people. 
The BDUs are supported by a headquarters function 
– our Quality Academy - which provides the 
governance framework, specialist expertise and 
oversight to the BDUs.   

As a result of the government initiative ‘Transforming 
Community Services’ we have recently welcomed a 
range of additional NHS services to the Trust which 
has built on our traditional base of providing mental 
health and learning disability services. This means 
that child and adolescent mental health and health 
and wellbeing services have transferred to the Trust 
in the Wakefield district. 

About our Wakefield services
We currently provide the following services for the 
people of Wakefield: 

•	 Mental	health	services,	incorporating
	 •	 Wellbeing	pathway
	 •	 Recovery	pathway
	 •	 Memory	pathway
	 •	 Acute	services
	 •	 Child	and	Adolescent	Mental	Health		 	
  Service (CAMHS)
•	 Learning	disability	services
•	 Health	and	wellbeing	services
•	 Adult	Attention	Deficit	Disorder	service
 

As a partnership foundation trust we pride ourselves 
on working with others to provide an integrated 
service that is fully focussed around the needs of the 
person using our service.

Our mission statement is to help people to “live life 
to the full” and therefore we place particular focus 
on increasing our understanding of the lives of 
people who use our services. We then use this 
understanding as a basis for designing our input 
around their personal needs. We actively seek 
partnership working to help the wider system 
respond to the challenges we all face. 

People who use our services have vastly different 
lifestyles in terms of social circumstances, wealth, 
housing, employment, where they live, their age, 
gender, sexual orientation, ethnicity, religion, culture 
and physical and mental abilities. We aim to make 
sure that services are designed and managed, as far 
as possible, to respect and value difference, creating 
environments where everyone feels respected 
and safe. 

The Trust is increasingly a community based 
organisation. Recent developments have continued 
to reduce bed based services and increase provision 
in the community meaning that, at present, 98% of 
our contacts with people who use our services is in 
the community.

In order to deliver effective services our Trust is 
structured into Business Delivery Units (BDUs). The 
BDU that covers your services is the Wakefield BDU.

We are an NHS foundation trust, 
providing a range of community, 
mental health and learning disability 
services to the people of Barnsley, 
Calderdale, Kirklees and Wakefield. 
We also provide some specialist medium 
secure services to the whole of Yorkshire 
and the Humber.
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The future
These are exciting and challenging times. The context 
in which we are working both nationally and locally 
is changing.

The Government has consulted on a major NHS 
reorganisation and a new commissioning 
landscape is emerging. This is in the context of 
an unprecedented pressure on financial resources 
along with demographic and social changes that 
increase demand for services. 

Responding to meet the health and wellbeing needs 
of people in Wakefield is complex. We know that for 
some the picture is improving but for many it is not. 
We are using the findings from the Wakefield Joint 
Strategic Needs Assessment to target our services 
better at people in a way that reflects their level of 
need. This will support a reduction in the differences 
in health and wellbeing between groups of people 
and between different areas. This is not a quick fix 
but an ongoing, long term process which requires 
our partnership approach with commissioners, local 
organisations, local people, their families and their 
communities.

The range and coverage of services provided by the 
Trust has altered significantly in the past year. We 
directly provide and work with other organisations to 
develop and deliver integrated physical and mental 
health support for people. We are working towards 
the achievement of better outcomes for people that 
include improved physical health and life expectancy, 
better educational achievement, increased skills, 
reduced health risk behaviours such as smoking 
and alcohol misuse, reduced risk of mental health 
problems and suicide, improved employment rates 
and productivity, reduced anti-social behaviour and 
criminality, and higher levels of social interaction and 
participation.

To meet these challenges we need to redesign our 
services and continue to demonstrate value for 
money. Each year we achieve a minimum of 4% 
efficiency saving; this may increase in light of the 
2012/13 operating framework. We are also able to 
utilise the freedoms of being an NHS Foundation 
Trust to generate surplus that we reinvest to enhance 
our service offer for local people. This includes 
improvements in our estate, the use of new 
technology such as telehealth, supporting service 
innovation and in improving access to services.  

We understand that we need to be clearer about 
what we provide and how much it costs. To do this 
we have been working on the Care Pathways
and Packages project to clarify and cost our mental
health services in a way that helps people who use, 
commission and provide services.

This new approach to describing our service offer will 
help us:
•	 Explain	to	commissioners	what	we	provide	and		 	
 how much it costs and prepare for payment by   
 results for mental health services
•	 Ensure	the	delivery	of	the	most	effective	packages		
 of care to meet needs
•	 Demonstrate	the	outcomes	we	are	achieving	for		
 individuals and local populations
•	 To	plan	and	ensure	that	we	have	the	most	
 effective and efficient workforce, estate and 
 information technology  to meet people’s needs

This description of our current service offer is only 
the first step as we know that radical changes are 
required to meet the challenges in future years. We 
are working with the University of Leeds Centre for 
Innovation in Health Management to do this in a 
different way; not a traditional set of service reviews, 
but through the innovative Change Lab approach 
that really engages with stakeholders in a process of 
co-creation. 

The core question that we are seeking to answer is:
‘How can we work more creatively with 
people in our communities to live life to 
the full?’
The Change Lab approach started in June 2011. 
There have been three workshops in which 
participants from a wide range of agencies and 
service users worked together to identify potential 
new services and ways of working over the next two 
years. The outcome from the workshops identified 
a number of possible “prototype” areas that will 
test these new ways of working over the next few 
months. These prototypes will inform and enhance 
our offer of services in this district in the future.

The prototype areas we are working on include:
•	 Service	improvement	and	innovation
•	 Increasing	the	involvement	of	service	users	in		 	
 commissioning and service improvement 
•	 Engaging	with	staff
•	 Integrating	dementia	services	
•	 Developing	service	user	led	evaluation	of	services	
•	 Using	creative	approaches	to	boost	wellbeing	
•	 Using	patient	experience	stories	to	further	develop		
 therapeutic services 
•	 Developing	a	framework	for	wellbeing	with	better		
 service integration 

If you would like more information about the 
Change Lab approach or would like to get 
involved please contact: Kathryn Winterburn on 
01924 327472
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Mental health services
Who uses our services?
Mental health is just like physical health. It can be 
good or bad, lead to problems that last for a few 
weeks or ones that need to be managed over a 
lifetime. People experience problems with their 
mental health at different times in their lives. Many 
of these people manage their problems with the 
support of family, friends and their family GP. 
Sometimes, people need extra help. In these cases, 
individuals will be given a referral to our services.

What types of services do people use?
Many people have common mental health 
difficulties such as anxiety or depression that may 
have only just started or as a reaction to something 
significant that has happened recently in their life. 
These individuals will be seen by the IAPT 
(improving access to psychological therapies) 
service within Wakefield which is provided by 
Turning Point, Rightsteps.

Some of our services – like for individuals with dual 
diagnosis (drug/alcohol and mental health 
difficulties) – are delivered through new local 
partnerships with other providers including local 
charities and voluntary sector organisations. This 
ensures the most effective care co ordination with 
equal priority given to all of their presenting problems.

Single Point of Access (SPA)
GPs are the people who most often refer individuals 
to our services. We will be working hard with 
GPs in Wakefield to make this as easy and quick 
as possible.

We are developing a Single Point of Access (SPA) 
to our services. It is the one place where we will 
receive all our referrals - a request for extra help for 
an individual.

The SPA is run by very experienced staff who look at 
each referral. If the person who has been referred 
needs help straight away, someone will visit them 
within four hours and will help them to decide 
what support they need from there on. In some 
cases, this might be some intensive support from 
the home based treatment team or, for older 
people, the rapid access service. If help is less 
urgent we will arrange to see the person within two 
weeks. Some people may need to come into 
hospital for a short time.

We understand that while not all referrals are 
urgent, everyone wants to be helped as soon as 
possible. The SPA team will ensure that each referral 
is directed to the service that is best placed to meet 
the needs of the person, at the right time.

3
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Mental health services

What is a pathway? 
A pathway is how the NHS describes the way an individual will receive care from services: 
it is also a way of grouping services together.

It describes the journey an individual takes from their referral to our services through to their 
recovery or to where they are managing their condition as effectively as possible. By describing 
it as a pathway it makes sure the focus remains on the person, rather than the contribution of 
each specialty or caring function independently.

Depending on the nature of the problem, some people may only have input from one or two 
professionals throughout the pathway, whilst others may have several different types of teams 
and professionals supporting them. We recognise that as people get older the best way of 
meeting their needs can be different to younger people. This could be due to their physical 
health, losses due to retirement and bereavement, or changes to their relationships with their 
family and friends. To make sure some one gets the best help, for each pathway (except 
memory) we have one for working aged adults and one for older people.

4

Some people have more 
complex problems, such as 
bipolar disorder or psychotic 
illnesses. People may 
experience these problems 
over longer periods of time 
and may need more ongoing 
support. They will usually be 
seen within the recovery 
pathways.

Sometimes people experiencing an acute mental health crisis may need extra support from our acute 
services. The acute services community teams, crisis resolution service for working aged adults and the 
rapid access service for older people can rapidly assess a person’s needs and help them set up a more 
intensive care plan. This could involve additional support in the community or, if a person needs to be 
supported in a very safe environment, they may need to spend a short time in one of our inpatient units. 
The acute services community teams will keep working with a person providing individualised whole 
person care that promotes recovery and inclusion until their acute crisis has been resolved. The acute 
services community team then makes sure the person is handed over formally to ongoing care in one of 
the designated pathways.

People who refer to our services will often hear us talking about pathways. This page describes what we 
mean by a pathway.

A key component of all our pathways is our acute service provision.

Some people experience more 
severe or longstanding mental 
health difficulties where the 
depression or anxiety, for 
example, disrupts the person’s 
life to the extent that it effects 
their everyday functioning. A 
comprehensive package of 
care or longer term treatment 
/intervention is required for 
these individuals. They will 
typically be seen within the 
wellbeing pathways.

As we get older, some people 
may experience problems 
with their memory, though 
not every memory problem is 
caused by dementia. 
Staff within the memory 
pathway will help to 
discover the underlying cause 
of memory problems. Those 
people who do have dementia 
are then offered ongoing 
support, along with their 
family and carers, to help 
them live life to the full.
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Castleford, Normanton & District 

Hospital (CNDH)
Castleford, Normanton & District Hospital provides 

a base for older people’s services and adult 

psychological therapy services on the East side of 

the district. The team includes:

•	 Clinical	psychologists

•	 Psychotherapists

•	 Counsellors

•	 Administration	and	support	staff

Savile Park View House at CNDH is an inpatient unit 

which offers a therapeutic respite, treatment and 

recovery environment for older people who have 

severe and enduring mental health problems.

The Community Mental Health Team (CMHT) for 

older people which covers the east of the district is 

also based at CNDH.

Where do we provide 
our services?

Fieldhead
The Fieldhead site provides a base for the inpatient 

services and some of the community based services 

are also based on site. These include: 

•	 The	Single	Point	of	Access	(SPA)	

•	 Acute	services	community	teams

•	 A	&	E	liaison	team

•	 Briarfields	treatment	service	(ECT)

•	 Trinity	1	(Psychiatric	Intensive	Care	Unit)

•	 Trinity	2	and	Priory	2	wards	for	adults	

 of working age

•	 Chantry	Unit	for	older	people

•	 Adult	psychological	therapies

•	 The	dietetics	team

•	 Outpatient	clinics

•	 Acute	hospital	and	care	home	liaison	teams

We provide care in a wide variety of settings. Sometimes we come to people’s 
own homes to see them, but often it’s better to offer the service in a particular 
setting – one that offers peace and privacy and where we can also run groups.

People will go to different buildings depending on the service they need to use 
and also where they live. 

5
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Community units for the elderly
The Poplars in Hemsworth and the Sycamores in 

Ossett provide short and medium term intervention 

for people with dementia who are unable to be 

supported solely in the community or in other care 

environments.

Community team bases
The community teams for adults of working age 

services are based across the district in various 

buildings which include:

•	 Peterson	Road,	Wakefield

•	 Castle	Lodge,	Wakefield

•	 Garden	Street,	Wakefield

•	 Batley	Road,	Wakefield

•	 Horbury	Health	Centre,	Wakefield

•	 Airedale	Health	Centre,	Castleford

•	 Flemming	Court,	Castleford

•	 Baghill	House,	Pontefract

•	 Pomfret	Lodge,	Pontefract

•	 Bridge	House,	Pontefract

•	 South	Kirkby	Health	Centre,	South	Kirkby

These teams are multidisciplinary who provide 

services both at base, and/or at the homes of 

service users. Services provided at these bases 

include:

•	 Community	Mental	Health	Teams	(CMHT)

•	 Assertive	Outreach	Teams	(AOT)

•	 Early	intervention	in	psychosis	(Insight)

•	 Recovery	service

•	 Day	treatment	team

•	 Vocational	team

•	 Improving	Access	to	Psychological	Therapies		 	

 (IAPT)

•	 Specialist	psychotherapy	service

The community teams for older people are based 

across the district including bases at: 

• CNDH 
• Ossett Health Centre 
• Block 9 at Fieldhead 

6
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Who provides our 
services?
The Trust employs dedicated and skilled staff from a great variety of professions 
and disciplines. Individuals will have contact with different staff depending on 
what	service	they	are	using	and	what	support	they	need.	Clinical	staff	are	well	
supported by a number of non-clinical support and administrative staff. Staff 
who	work	in	Wakefield	mental	health	services	include:

Activity facilitators work as part of a 
multidisciplinary team to motivate and engage 
people in meaningful activity which can aid 
recovery, develop skills, encourage routine and 
promote self esteem. They offer a range of 
activities and opportunities for service user 
participation, enabling them to develop new 
interests, hobbies and skills as well as existing ones. 
They can support service users to seek opportunities 
to join in with activities in their local communities.

Clinical psychologists are highly skilled 
practitioners, trained to doctorate level, who work 
with people who have emotional or behavioural 
problems. They are able to provide a range of 
evidenced based interventions to reduce 
psychological distress and to enhance and promote 
psychological wellbeing. Clinical psychologists work 
with people individually, in groups, couples or 
families. They are skilled at providing comprehensive 
assessment and formulation for mental health 
problems. They also have skills in neuropsychological 
assessment, research, and the training and supervision 
of other professionals.

Dietitians are skilled in the assessment and 
treatment of people’s nutritional needs and eating 
behaviours. They enable people to make informed 
choices about the food they eat. This may be to help 
manage a condition or to maintain a healthy eating 
pattern. They also work with families and carers.

Nurses use holistic assessment and care planning 
and they are skilled in psychosocial interventions 
and can also administer medication. Nurses in both 
the community and in hospital settings help people 
develop skills to maximise their potential and 
promote recovery.

Occupational therapists work together 
with people to support them to do the things they 
need, want and have to do in their everyday lives. 
This is done through assessment and the use of 
activity/occupation to promote health and 
wellbeing. They enable people to develop skills 
and overcome barriers, in order to engage in 
activities that support the management of good 
mental health, and promote social inclusion.

Pharmacists use their expertise in medicines to 
provide advice and support to help people achieve 
the best outcomes from their use of medicines. 
They are specialists in medicines use, with expertise 
in both the use of medicines and the barriers that 
people face when prescribed medicines, and are 
available to both professionals and service users 
to help provide expert support. The Trust has a 
dedicated medicines information line that can be 
reached on med.information@swyt.nhs.uk or 
01924 32 7619. There is further information 
available via www.choiceandmedication.org/swyp

7
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Physiotherapists have an extensive wealth of 
skills and knowledge in the physical health field and 
this, combined with their skills in mental health, 
means they are uniquely placed to meet the needs 
of service users who have both physical and mental 
health needs. Key skills include: understanding of 
the impact of mental health on ability to function 
at home and work; expertise in motivation; 
development and delivery of lifestyle and weight 
management programmes; expertise in prescribing 
exercise; management of falls; treatment of pain; 
liaison between mental and physical health services/
voluntary agencies.

Social workers work within the multi 
disciplinary teams across the Trust and local authority. 
They carry out holistic assessment, therapeutic 
interventions, care planning and risk management 
in line with the Care Programme Approach (CPA). 
In addition, a number of social workers have 
undertaken addition training enabling them to 
perform legal duties under the Mental Health Act 
1983 and the Mental Capacity Act 2005. 

Support staff help mental health professionals 
deliver care plans and they add great value to how 
we deliver care. Their support may include 
engagement activities, advice, creative activities, 
advocacy, rehabilitation, community participation, 
support in personal care and health care.
 

Psychiatrists are medically qualified doctors. 
They are skilled in the assessment and diagnosis 
of mental health problems. They can prescribe 
medication as well as recommend other forms 
of treatment.

Psychological wellbeing practitioners 
support people through guided self-help and 
education to raise their awareness of anxiety and 
depression and ways to manage their wellbeing.
Psychotherapists help people overcome psychological 
and emotional issues, addressing their thoughts, 
feelings and behaviours. They help bring a new 
understanding to emotional and relationship 
problems which helps to reduce symptoms and 
alleviate distress.

Psychotherapists are trained in specific 
therapeutic approaches and are skilled at providing 
assessment and therapeutic input for people with 
mental health difficulties. They help to bring a new 
understanding to emotional and relationship 
problems which helps to reduce symptoms and 
alleviate distress.

8
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What support does this 
pathway offer?
A range of evidence-based mental health 
interventions are offered depending on the 
needs of the individual, which may include:
•	 Individual	therapy	(such	as	cognitive	behavioural		
 therapy, occupational therapy, Gestalt therapy,  
 psychodynamic psychotherapy)
•	 Group	therapy
•	 Couples	therapy
•	 Family	therapy
•	 Medication
•	 Problem-solving	therapies	to	support	day	to	
 day living
•	 Functional	therapy,	helping	people	learn	
 new skills
•	 Confidence	and	self-esteem	building
•	 Social	inclusion	activities
•	 Work	place	skills	assessment/employer	liaison
•	 Support	at	home	to	help	regain	lost	skills	and		 	
 cope with life changes 
•	 Care	home	interventions	for	older	people	to		 	
 help adjust to life changes and cope with losses 
•	 Advice	and	support	to	other	professionals	in		 	
 identifying and responding to needs, such at   
 nurses in the acute general hospitals or staff   
 in care homes 

Care co-ordination. Everyone within the pathway 
will be assigned a care co-ordinator under the 
Care Programme Approach to ensure people get 
the right level of care, tailored to their needs. 

Wellbeing pathway
Who uses these services?
The wellbeing pathways for adults and older 
people are designed to provide a range of 
treatment interventions for more severe and 
complex mental health difficulties. The person has 
usually had difficulties for some time and their 
ability to function on a day to day basis has been 
disrupted. 

This is particularly the case with:

•	 severe	anxiety	

•	 severe	depression

•	 obsessive-compulsive	problems

•	 eating	disorders

•	 self	harm

•	 post	traumatic	stress

•	 loss	of	function	and	role

•	 extreme	reaction	to	bereavement

Some of these more severe and persistent problems 
may have developed after a particular trauma, for 
example if an individual suffered abuse as a child.

They are often characterised by:

•	 Persistent	episodes

•	 Recurrent	episodes

•	 Disruption	in	functioning

•	 Reduction	in	coping	mechanisms

•	 Increased	risk

•	 Lack	of	response	to	lower	tiered	interventions

Where can you get more information?

Pat Townsend - Adult services 
01924 327676

Roland Miller
Older people’s services 
01924 327429

9
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What do we help people to achieve?
•	 Confidence	to	manage	and	understand	their		 	
 mental health

•	 Increased	functioning	in	their	everyday	life

•	 Significant	reduction	in	symptoms	or	distress

•	 To	retain	employment

•	 Increased	self	esteem	and	a	stronger	sense	
 of identity

•	 Ability	to	cope	with	life	responsibilities	–	at		 	
 home, work, leisure

•	 Ability	to	maintain	satisfying	relationships	and			
 social networks

•	 Ability	to	manage	physical	wellbeing

•	 Confidence	to	access	mainstream	activities/		 	
 resources

•	 Adjust	to	retirement

•	 Adjust	to	the	effects	of	ageing	and	related	
 physical health problems
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How do people move on from 
this pathway?
People may be discharged from one part of the 
pathway and carry on getting help from another 
part. When someone is completely discharged from 
the pathway, they will have a plan for relapse 
prevention if they need it.

The community groups and support networks that 
people use include: 

Voluntary organisations 
Community groups 
Local arts organisations 
Advocacy services 
Resource centres 
Befriending/mentoring services 
Carer support services 
Local dialogue groups 
Health groups 
Housing organisations

20859 Wakefield BDU v2.indd   13 16/03/2012   07:59



How the wellbeing pathway 
has helped me

11

Here are just some examples of things people who have used our services have said:

As I come to the end of my programme please accept my sincere 
thanks for your help. Despite all the negatives in my life I am much 
better than I have been for 20 years - healthy, drug and drink free, 
and optimistic about the future! Coming to day treatment was the 
kick start to all of this.

I constantly recall the things I learned in our sessions. I could 
arrive in a terribly anxious state but left feeling like I could do 
it. My confidence is gradually improving and I keep going. . . . 
having learnt ways of coping.

I left your service several weeks ago. Life is very different now. I am 
much calmer and in control. I have a much more positive outlook and 
expectation of myself and others. My wife claims to have got her 
husband back!

He listened when no-one else would; he made me laugh when 
I wanted to cry, and he gave me confidence when enthusiasm 
and interest were non existent. I always felt much better after 
a couple of hours in the workshop.

The vocational team helped my employers to understand how my 
work was affected by my mental health. I am still in my job and can’t 
thank the team enough.

‘‘ ‘‘

‘‘ ‘‘
‘‘

‘‘

‘‘
‘‘

‘‘
‘‘
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What support does this pathway offer?
A care co-ordinator will carry out a detailed 
assessment of an individual’s needs and risks as well 
as helping them identify the end results they want 
to work towards.
These may include:
•		 Managing	their	mental	health

•		 Looking	after	themselves

•		 Recovering	social	networks

•		 Rebuilding	self-esteem

•		 Support	with	coping	and	confidence	skills

•		 Healthy	living	advice,	including	nutritional			
 and weight management

•		 Help	with	managing	accommodation	needs

•	 Support	at	home	to	help	regain	lost	skills		 	
 and cope with life changes 

•		 Care	home	interventions	for	older	people		 	
 to help adjust to life changes and cope 
 with losses

•		 Advice	and	support	to	other	professionals	in		
 identifying and responding to needs, such at  
 nurses in the acute general hospitals or staff  
 in care homes

The care offered to an individual is planned with 
them and is tailored to their needs. Care is 
comprehensively reviewed and evaluated at least 
once a year.

Individuals will learn how to manage or prevent a 
relapse in their mental health, and how to reduce 
risks to themselves and others. They will receive 
psychological support and medication to manage 
their symptoms over time.

Older adults who are experiencing complex mental 
health problems receive support from the 
community mental health teams for older people 
which are fully integrated with social services.

Recovery pathway
Who uses these services?
This pathway provides care for adults and 
older people who have a diagnosis of 
psychosis, such as:
•	Schizophrenia
•	Bipolar	disorder
•	Psychosis

Some people may have had mental health 
difficulties for a number of years, and their illness 
may have had a significant impact on their ability 
to manage their everyday life. They may be more 
vulnerable to abuse or exploitation from others and 
may struggle to manage without support.

Some people have had several admissions to 
hospital and may have difficulty maintaining 
contact with services and agreeing care plans

Within the pathway, we aim to:

•		 Reduce	the	length	of	time	that	people	go	
 without diagnosis or treatment

•	 Promote	recovery	as	early	as	possible

•		 Reduce	the	stigma	linked	to	psychosis

•		 Help	people	develop	and	find	opportunities		
	 for	personal	fulfilment

13

Where can you get more information?

Chris Lennox - Adult services 01924 327053
Caroline Rogers - Older people’s services 01924 327429
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•		 Satisfying	relationships	and	social	networks

•		 Greater	personal	resilience

•		 Involvement	in	meaningful	activity,	
 including education and employment

•		 Improved	self-esteem	and	more	optimism			
 towards the future

•		 Better	ability	to	trust	others	and	
 accept support

•		 Greater	involvement	in	their	
 own communities

•		 Better	management	of	risk	

Within the pathway, we aim to:
•		 Reduce	the	length	of	time	that	people	go	
 without diagnosis or treatment
•	 Promote	recovery	as	early	as	possible
•		 Reduce	the	stigma	linked	to	psychosis
•		 Help	people	develop	and	find	opportunities	for		
 personal fulfilment

Integral to these teams is the assertive outreach 
team which provides support over seven days a 
week and links closely with the recovery and 
rehabilitation unit at Savile Park View House. The 
assertive outreach team engages with people who 
are hard to reach or who may be reluctant to 
engage with services. They provide flexible 
interventions in response to changing risks and 
needs.  

Medicines management is also an integral part of 
this team and provides a service to older people 
who are prescribed lithium therapy. 

The recovery pathway also has a dual diagnosis 
service that works with people who have mental 
health problems and also problems with substance 
misuse.

What do we help people to achieve?
•		 Ability	to	manage	their	mental	health,	with		
 support where needed

•		 Ability	to	look	after	themselves,	their	
	 finances	and	their	home

14
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Many people remain in contact with community 
groups, become involved in further education or 
training or return to paid employment. 

The community groups and support networks that 
people use include: 
Voluntary organisations 
Community groups 
Local arts organisations 
Advocacy services 
Resource centres 
Befriending/mentoring services 
Carer support services 
Local dialogue groups 
Health groups 
Housing organisations 

Recovery pathway
How do people move on from the 
pathway?
The pathway is based on the recovery model. We 
work with people to achieve their best possible 
wellbeing and independence.

Some people will, following regular reviews, be 
discharged completely from our services. Other 
people may need longer-term support from us. 
When people are managing well, the intensity of 
their care will be gradually stepped down.

Whenever someone is discharged, we always make 
sure that if they need help in the future, it will be 
available rapidly. This includes agreeing a relapse 
prevention plan with them.

15
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         I’d been to see my GP as when I thought things in my head, it felt like 
people close by could hear them. This was horrible, but because I thought it was 
real I accepted it; just like you accept you’ll get wet when it’s raining.  

The paranoia built up from this. I thought people were trying to poison me, and I 
was experiencing hallucinations, eg. hearing footsteps, whispers, or seeing 
shadows under my door or people in my room. Seeing the people who weren’t 
there was initially terrifying, but after a while they became comforting. I also 
remember not being bothered by anything; I had no emotions whatsoever.

Since working with the Insight Team, things have improved to the point where 
I only have some intrusive thinking now and again and paranoia occasionally; a 
worry, just for a split second. Also, previously I didn’t feel like I was able to take 
an opportunity even if I wanted to. Now, if I see an opportunity I have the option 
to take it or not take it. I don’t feel like I’m held back by anything.

         When we first came to the sessions we couldn’t see the point of it, talking 
and going over the same things. We thought we’d come here and you would 
have a magic formula and eventually staff would put things right. After six weeks 
we were still going home to the same situation; our son was still poorly and 
nothing was changed.

After a while we realised that we had to change. This only happened after 
meeting with the staff and looking at how we were handling the situation. We 
were doing the wrong things, saying the wrong things, confronting him, but for 
all the right reasons.

Putting into practice what we learned, in our own way, having more of an 
awareness of what our son was going through and understanding what he was 
coping with, has been a big part in all of us moving forward. We’ve come on a 
long journey and the journey isn’t over yet.

How the recovery pathway 
has helped

Benjamin

Brian and Sue

‘‘

‘‘
‘‘

‘‘
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Memory pathway

Where can you get more information?

Roland Miller 
01924 327429

17

What support does this pathway offer?
The pathway aims to help all people with dementia 
to have a diagnosis, get ongoing help and support 
and know where to get aid should things become 
more difficult. 
The pathway provides:
•	 GP	screening	to	rule	out	some	likely	causes	of			
 memory problems that are not dementia 
•	 A	comprehensive	mental	health	assessment	
•	 If	needed,	a	diagnosis	by	a	psychiatrist	or		 	
 nurse consultant 
•	 More	in-depth	psychological	assessment	by	a		 	
 psychologist if the individual has a complex   
 memory presentation where it is hard to 
 diagnosis dementia
•	 If	indicated	by	the	diagnosis,	the	prescribing	of		
 anti-dementia drugs 
•	 If	needed,	on	going	follow	up	by	a	memory		 	
 service doctor or nurse 
•	 Referral	to	the	Alzheimer’s	Society	for	additional		
 advice and information 

The pathway is provided by a variety of teams who 
all work together to meet a range and complexity 
of needs arising from an individuals dementia. 
This can include: 
•	 Help	and	support	from		Wakefield	family	
 services if the individual needs personal care 
 and support 
•	 Complex	care	management	by	the	community		
 mental health teams or care home liaison team 
•	 Intensive	home	based	support	from	the	home			
 based treatment team and the assertive 
 outreach team 
•	 Inpatient	care	where	there	the	risks	are	too		 	
 high to be managed at home 
•	 Liaison	in	care	homes	and	the	acute	hospital		 	
 to help support individuals who are in those   
 places and help staff to better understand an   
 individuals problems

Who uses our services? 
Memory problems are not an inevitable part of 
getting older. However, some people do begin to 
experience problems with their memory.

Many of the people we support within this pathway 
live in their own homes and may receive support 
from a range of health and social care services.

Some people with dementia eventually find that 
they need to live in a more supportive environment, 
such as a care home. As people’s dementia becomes 
more severe, the care homes may also need help and 
advice from us.

Staff within the memory pathway provide 
assessment, early diagnosis and treatment for 
people of all ages with memory problems. The 
service	works	closely	with	the	Alzheimer’s	Society	in	
providing post-diagnostic education and supporting 
the local Forget-me-not Cafes that provide ongoing 
support for people with dementia and their carers. 
The memory service has been accredited with 
excellence by the Royal College of Psychiatrists 
National Accreditation Scheme. 
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The Arts and Dementia Access Project (ADAPT) was 
introduced to the community units in 2010. It is an 
arts and health intervention which aims to increase 
the level of creative recreational activities for people 
with dementia. It is based on a successful  
partnership with the Yorkshire Sculpture Park and 
consists of staff introducing art, drama, dance and 
music into daily activities and an artist from YSP 
running sessions at the units. Service users also have 
the opportunity to visit the Yorkshire Sculpture Park 
where dementia friendly tours have been organised.

What do we help people to achieve?
•	 Maintain	a	strong	sense	of	self

•	 Cope	with	the	emotional	response	to	the	
 diagnosis of dementia

•	 Maintain	relationships	and	social	networks

•	 Maintain	employment	for	as	long	as	possible	for		
 younger people with dementia

•	 Practical	coping	strategies	to	manage	problems		
 of memory loss

•	 Ability	to	continue	to	look	after	themselves,		 	
 their finances and home with support where   
 needed

•	 Management	of	risk	while	living	life	to	the	full

•	 Forward	planning	to	ensure	that	care	is	delivered		
 in the way that they want

•	 To	live	at	home	as	long	as	possible

We recognise that without family and other 
carers, people with dementia would not be so able 
to maintain their quality of life. We feel that carers 
should feel well supported and confident in their 
ability to cope.

18

How do people move on from this 
pathway?
In the early stages, following diagnosis, people do 
not always need a lot of support from us. The 
community groups and support networks that 
people use include: 
Voluntary organisations 
Community groups 
Local arts organisations 
Advocacy services 
Resource centres 
Befriending/mentoring services 
Carer support services 
Local dialogue groups 
Health groups 
Housing organisations 

20859 Wakefield BDU v2.indd   21 16/03/2012   07:59



         About 7 years ago, my husband Bill began acting strange and was not 
himself. We had been struggling for some time, so when the nurse from rapid 
access came to see us, I felt I could not go on. The nurse felt he should go into 
the	hospital	for	people	with	dementia,	and	they	said	he	had	Alzheimer’s	Disease.	
The hospital started Bill on anti dementia medication and helped him be less 
upset. 

He came home after a few weeks, and Bill was seen by a nurse and occupational 
therapist to make sure he could do as much as he was able at home. I felt more 
able to look after Bill, but the social worker helped him to have some time away 
every so often so I could get a break. 

Recently, John from the memory service has been helping Bill get out to the 
walking group, something he always enjoyed. I sometimes go too, and it is lovely 
to be able to do things together that I can really enjoy too. 

Earlier this year Bill took part in an arts group run at the hospital. He liked making 
a sculpture and we have both been to the Yorkshire Sculpture Park with a group 
for a tour especially for people with dementia. We have not been there for a long 
time and it was a great afternoon. It brought lots of memories back us and we 
were able to talk about things we had not for ages. 

         Mum started forgetting things a year and a half before we finally went to 
the doctor for help. I wish we had gone earlier because the nurses and 
doctors were very helpful and gave us lots of useful advice. Mum was given 
Aricept	which	is	a	drug	to	help	with	Alzheimer’s	disease.	We	see	a	nurse	about	
every 6 months to see how this is going and to make sure everything is okay. 
Mum still lives on her own, and has carers come in every day to help her with her 
meals and to take her medication. I still like to come every day to see her, but can 
sit and talk rather than having to do jobs, which makes me feel like a daughter 
again. Because of her poor memory, I have to help mum with her money and 
bills.	The	Alzheimer’s	Society	helped	to	look	at	power	of	attorney	so	I	can	do	this	
with for her when she is not able. 

During the summer mum seemed to be a bit low. The nurse at the memory clinic 
said someone could come round to help her get out and have some different 
company so a lady called Amanda started coming. Mum has got on really well 
with Amanda. She has taken her out shopping and then for a drink to a café. 
Amanda is always very friendly and understanding, and it has made a change for 
mum that it was someone different to me. The social worker is helping mum and 
me get an individual budget so someone can take over from Amanda in the long 
term. 

How the memory pathway 
has helped us

19

Bill and Mary

Wendy

‘‘

‘‘
‘‘

‘‘
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Acute services

What do we help people to achieve?
We aim to help people to achieve a rapid resolution 

of the crisis that they are experiencing and to 

swiftly regain a quality of life that is acceptable to 

themselves, their carers and their community.

Where can you get more information?

Linda Clarke - Adult services 
01924 328632

James Waplington
Older people’s services
01924 327089

Who uses our services?
Sometimes mental health problems can feel 

overwhelming, and a person may need extra 

support. A person with any mental health 

problem may experience a crisis and may need 

specialist support to maintain their wellbeing, 

recovery or safety.  

We try to make the experience for service users 

as therapeutic and comfortable as possible whilst 

acknowledging that people who are in need of this 

part of the mental health service are at their most 

vulnerable and likely to be very distressed.

What support do these services offer?
The adult crisis team and the older people’s rapid 

resonse team can rapidly assess a person’s needs 

and help them to set up a more intensive care plan. 

This could involve support from the home based 

treatment team over a few days or even weeks.  

Intensive home based treatment can be offered in 

a range of settings and offers an alternative to 

admission to hospital. The team works with people 

for an agreed length of time and has the flexibility 

to respond to differing needs. The service is 

available seven days a week, over extended 

working hours.

If the person needs to be supported in a very safe 

environment, they may need to spend a short time 

in one of our inpatient units. Good co-ordination 

of the person’s care will ensure that they get the 

right level of care which is person-centred and is 

proportional to their needs.
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Acute services
How do people move on from 
acute services?
It may be the case that a brief intervention from 

the Intensive Home Based Treatment team is all 

that a person needs, and they can continue their 

life without further support from us. Once a 

person’s situation has become more stable they will 

be helped to decide what they need next. Some 

people will move into or return to the community 

therapy, care management or memory pathways.

1521

Acute services
The community groups and support networks that 
people use include: 

Voluntary organisations 
Community groups 
Local arts organisations 
Advocacy services 
Resource centres 
Befriending/mentoring services 
Carer support services 
Local dialogue groups 
Health groups 
Housing organisations 

How people move through pathways

Wellbeing pathway

Recovery pathway

Memory pathway

Single
Point of
Access
(SPA)

In any of the above pathways, 
people may need more intensive 
support in the way of:

Intensive home based treatment - a short term service 
which helps to prevent admission or readmission to hospital

Inpatient care - time in hospital for assessment and 
treatment

Community 
support

Discharge
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I felt my individual needs were always assessed to meet my needs 

personally. Staff were always available to help, listen and support in 

any situation. Staff always help to see positives in all situations. I cannot 

thank them enough for all the support given; medically, personally and 

emotionally. They always checked on me throughout day and night. 

I would like to thank them all for all their care and support during my 

stay. The staff do a fantastic job.

Hands on’ nurses and staff were very approachable and shared 
information. There were lots of sporting activities and plenty of 
time to chat to other patients. I valued the highly professional 
nature of staff;  outstanding in everything they did. 

I was last in Fieldhead approximately five years ago and the help and 

support of the nursing staff has improved greatly. More time is spent 

sitting and talking to patients.

The nursing staff were extremely thoughtful, helpful and friendly 
to both myself and my family. The ward environment was pleasant 
and the food and refreshments were good. I enjoyed having my 
nails painted by the activity coordinator; this certainly helped me 
feel better and aided my recovery. I would like to say a big thank 
you to all the staff who made my stay on the ward such a positive 
experience considering the circumstances. 

‘‘

‘‘
‘‘ ‘‘

‘‘
‘‘

‘‘

‘‘

20859 Wakefield BDU v2.indd   25 16/03/2012   07:59



Child and Adolescent Mental 
Health Service (CAMHS)

23

The	Child	and	Adolescent	Mental	Health	Service	(CAMHS)	works	with	children	
and young people up to the age of 18, their families, carers and other 
professionals involved in their care. 

Where do we provide services?
We have three locality bases: Beech House at 

Wakefield, Mulberry House at Castleford and Laurel 

House at Castleford. The majority of our 

appointments are at one of these clinics because it 

is often better to see people in a quiet environment. 

We see children and young people at the following 

venues too:

•	 Acute	hospital	settings

•	 Children’s	centres

•	 Family	centres

•	 Home

•	 School

A small number of children and young people may 

require more intensive help and support in an 

inpatient facility. Young people requiring inpatient 

care will be supported through the best available 

contracted services. 

The kind of problems that we can help with include:

•	 Psychotic	disorders

•	 Severe	eating	disorder	(Anorexia	or	Bulimia)

•	 Deliberate	self	harm

•	 Depression	or	bipolar	disorder

•	 Anxiety	or	Obsessive	Compulsive	Disorder	(OCD)

•	 Post	Traumatic	Stress	Disorder	(PTSD)

•	 Pervasive	Developmental	Disorders	

 (eg. Learning disability or Autistic Spectrum Disorder)

•	 Longstanding	and	complex	reactions	to	
 bereavement, loss or family breakdown

•	 Severe	behavioural	problems	in	the	family	
 environment where intervention from primary   
 care services has been unsuccessful in effecting   
 change

•	 Psychosomatic	disorders

•	 Emotional	problems	through	chronic	Illness

What teams are in the service?
There are 6 clinical teams in CAMHS. 
They are:
The primary intervention team supports other services for children and young people, provide 
training and offering short term or brief interventions.  

The locality teams provide consultation, assessment and interventions. These may be for an individual 
or more than one family member.

The CAMHS crisis team provides the first on call response for the service, intensive interventions, which 
hopefully prevent admissions and also tries to engage with those people we know have significant 
difficulties in engaging with mental health services.

The Forensic Child and Adolescent Support Service (FOCASS) works with the Youth Offending 

Team and also with the young offenders unit (Rivendell unit) at HMP & YOI Newhall. 
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Who provides our services?
We have a variety of different professionals who 

work in CAMHS including:

•	 Art	psychotherapists

•	 Child	and	adolescent	psychotherapists	

•	 Clinical	nurse	specialists

•	 Clinical	psychologists

•	 Consultant	child	and	adolescent	psychiatrists

•	 Family	therapists

•	 Social	workers

What support does CAMHS offer?
Any treatment options will be discussed with the 

child, young person and carer. 

They can include;

•	 Individual	psychotherapeutic	interventions

•	 Family	work	or	family	therapy

•	 Parent	work

•	 Group	work

•	 Consultation	with	professionals

•	 Medication	

 (usually in conjunction with other therapies) 

What do we help children and young 
people to achieve?
•	 Social	skills

•	 Self	confidence

•	 Stay	safe

•	 Make	a	positive	contribution

•	 Enjoy	and	achieve

•	 Anxiety	awareness/management

Child and Adolescent Mental 
Health Service (CAMHS)

24

Where can you get more information?

Carol Burniston - 01924 327604 
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How the CAMHS service 
has helped us

25

They seemed to understand the problems my daughter was facing and 
came up with a workable care plan….my daughter was happy to talk 

about her problems and has improved immensely.

They helped me get better.

My worker has been a great help to me and my mum. She took the time 
to listen and not form an opinion straight away on what other people 
have said in the past. They have supported me and told me I’m improving 

when others haven’t.

I never used to go to school but when they came it all changed and 
now I go to school mainly every day. They truly were always there 
for me and respected me and never judged me on what I said. 

There was immediate, fast and consideration shown to all the family. 

They treated me like an actual person. I got listened to and 
talked to.  

I was able to explore difficult thoughts and feelings with a person who 
understood my illness. I was pleased that my worker talked to my GP as it 
felt like a team of people were helping me.

‘‘
‘‘

‘‘
‘‘

‘‘

‘‘

‘‘ ‘‘

‘‘ ‘‘
‘‘ ‘‘

‘‘ ‘‘
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Who provides the service?
Our skilled and dedicated staff include: 
•	 Dietitians	
•	 Doctors	
•	 Non-clinical	support	staff	
•	 Nurses	
•	 Psychologists	
•	 Therapists	
•	 Pharmacists	
•	 Social	workers	
•	 Support	staff

What do we help people to achieve?
•	 Stay	in	their	own	home	and	be	a	part	of	their		 	
 local community

•	 Be	as	independent	as	possible

•	 Manage	their	mental	health	and	behavioural		 	
 problems

•	 Manage	their	long	term	associated	physical	
 disabilities

•	 Manage	their	epilepsy,	in	partnership	with	the			
 Consultant Neurologist

We also help carers, both paid and unpaid and 
mainstream health services to understand people’s 
conditions and develop the skills to help them meet 
their health needs.

How do people move on from 
this pathway?
People move in and out of the pathway according 
to their need for specialist health involvement. Some 
people will stay in contact with the community 
service, whilst others will stop their involvement as 
soon as they are well.

Some people will move between the learning 
disability service and mainstream health services as 
their medical needs change.

Learning disability 
pathway
Who uses these services?
The pathway is for adults with learning 
disabilities who need help from specialist 
learning disabilities services. As well as 
learning disabilities, they may also have 
mental health problems, autism, epilepsy, 
challenging behaviours or physical disabilities.  
People using the service may live in their own 
home, residential care, supported living or 
with their families.

What support does this 
pathway offer?
People are supported to live in their local 
communities by community learning disability 
nurses and social workers. They are also able to 
offer carers advice about managing medication or 
behaviour. They have support from occupational 
therapists, physiotherapists, speech and language 
therapists and psychologists as they need it.

The assessment and treatment service is focused 
on assessing, diagnosing and treating changes in a 
person’s condition. This is ideally done in their own 
home, but the service has access to specialist 
learning disability beds in a purpose designed unit. 
This provides a short term assessment treatment 
option where people can be detained under the 
Mental Health Act, if required.

Where can you get more information?

Jane Smith - 01924 816274

Simon Plummer
01924 327518

27
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How the learning disability 
pathway has helped us

29

They are hard working staff who show care and love for people in need.

Staff exceed their duties to be supportive.

As a carer and parent of the service user, the team are a light at the end 

of a tunnel, a lifeline. They listen to you if you have a problem or are 

worried about something. They reassure and advise us.

I always feel my daughter is in a safe place. 

They listen to you if you have a problem or worried about something. 

They are a lifeline. 

Even if you have the right ideas how to deal with situations, they advise 

how to make them more effective.

The team were so supportive and very caring to my brother; we 
have come to look upon them as part of the family.

They help carers cope at very difficult times. 

A committed and caring team, without their help our son’s 
condition would have been a longer lasting trauma. Our grateful 
thanks to all.

‘‘
‘‘‘‘
‘‘
‘‘
‘‘‘‘
‘‘
‘‘
‘‘‘‘

‘‘‘‘
‘‘

‘‘‘‘

‘‘ ‘‘
‘‘ ‘‘
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If someone wants to make a change to their health 
and wellbeing, there’s a team to support and 
encourage them to develop a healthy lifestyle in 
order to maintain good health and wellbeing. 

Where do we deliver our services?
We work throughout the community in a variety 
of venues such as, community centres, GP practices, 
church halls, allotments, health centres and 
libraries.

Health and wellbeing 
services

We help to improve the health and wellbeing of the 
local people and enable people in our communities 
and their carers to make healthy lifestyle choices.  
The teams deliver services in the Wakefield 
communities to help reduce inequalities in health.

To achieve this we deliver health promotion events, 
work with groups and on a one-to-one basis to 
support people to achieve their goal, or improve their 
health and wellbeing. We also signpost people to 
variety of support and improve access to other services.

Health and wellbeing isn’t just about the absence of an illness or disease, it incorporates 
your physical, mental and social wellness. You can improve your health and wellbeing by 
making small changes to your lifestyle and our teams can support you to achieve this.

       I don’t know what I would do now without Boccia and my team. After my 
wife died I was on a real downer, always feeling depressed and just stayed in 
my room for the majority of my time. Now I have been introduced to the game 
it’s changed my life. It gives me something to look forward to – I’ve made some 
great friends.            George Turner, 79

‘‘ ‘‘
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•	 The Wakefield Stop Smoking Service	offers	free	confidential	advice	and	support	to	
 those people who wish to stop smoking.  We offer structured weekly support sessions, 
 1:1 appointment drop in clinics and a Quit Shop service which is also open on a Saturday.  
 We also offer ‘early bird’ and ‘night owl’ clinics. Within our service we have a variety of 
 specialised services including; pregnancy, workplace, young people, secondary care, 
	 mental	health,	older	people	and	health	promotion.	Contact	number: 01977 465449

•	 Health and wellbeing development worker team promote health and wellbeing in older  
 adults and adults with a physical and/or sensory impairment. Through health promotion, 
 education and preventative activities the team supports members of the community to live a  
	 healthier	lifestyle	in	groups	or	on	a	one-to-	basis.	Contact	number:	01977 705473

•	 Community food and health team works across the district to raise awareness of the health  
	 benefits	of	eating	a	balanced	diet.		They	encourage	local	people	to	overcome	barriers	that	stop		
 them from enjoying a healthy diet, including cook and eat sessions, developing skills, education  
	 and	training.	Contact	number:	01924 361212 ext 228

•	 Self management service delivers the Expert Patient Programme (EPP) to help people  
 with long terms conditions improve their health and wellbeing and regain some control of 
	 their	lives.	The	training	course	teaches	people	how	to	manage	their	conditions	by	using	five		
 core skills: problem solving, decision making, making the best of resources, developing effective  
 partnerships with healthcare providers, taking appropriate action. 
	 Contact	number:	01977 665732

•	 Health trainers provide support and motivation to people who want to make a healthy 
	 lifestyle	change.	The	team	help	individuals	set	realistic	personal	goals	and	find	other	services		
	 that	may	benefit	the	user	to	maintain	lifelong	changes.	They	also	deliver	group	weight	
	 management	sessions	throughout	the	community.	Contact	number:	01977 665717

•	 Safe @ Home team support victims of domestic abuse, offering advocacy, emotional support,  
 group work and one-to-one support. They work with victims and their families to provide clear  
 pathways and care plans in order for people to stay safe. They also provide anger management  
	 programmes	for	perpetrators	of	domestic	abuse.	Contact	number:	0800 9151561

•	 Public health education team support staff in the health and wellbeing services, as well as  
	 other	partners	and	community	groups	and	agencies	throughout	the	Wakefield	district	to	
 increase skills and develop knowledge levels. They deliver training designed to meet the needs  
 of the individuals and the different organisations they work for. 
	 Contact	number:	01977 665714

Health and wellbeing 
services
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How health and wellbeing 
services have helped us

      I feel young again!            Lady who started playing Boccia

      I have learnt more about my health today than I have for years.
Arriva bus driver after health event

      It’s not easy to give up smoking but it is definitely worth it as it makes such a difference 
to your health and your finances.            Vic from Wakefield who had smoked for 60 years before getting help 

      The sexual health training means I am able to deliver clearer, concise 
information to pupils at schools.                   Public health education team course attendee

      Gained more confidence in cooking from scratch. Gained knowledge on how to make 
meals healthier and learned to enjoy cooking more.            Cook & Eat course attendee

      I am now not afraid to ask further around culture and beliefs. Clients have 
felt more understood and supported. I have gained knowledge particularly 
around the faiths.              Public health education team course attendee

      I have found these sessions really interesting for me and my son; we have had a fab 
time together. I would definitely come to something like this again.            
Cook with Mum course attendee

      I found having someone 
out of the family to talk to 
very beneficial. It’s helped 
get me back on track with a 
healthier lifestyle.
Health trainer client

‘‘

‘‘

‘‘

‘‘

‘‘
‘‘

‘‘

‘‘ ‘‘
‘‘ ‘‘

‘‘
‘‘ ‘‘

‘‘

‘‘

20859 Wakefield BDU v2.indd   35 16/03/2012   08:00



Adult Attention Deficit 
Hyperactivity (ADHD) pathway 

33

ADHD is known to be a common disorder which starts in childhood. Until recently it was 
widely believed that children outgrew ADHD in adolescence. It is now recognised that ADHD 
is	a	lifelong	condition	and	many	individuals	continue	to	experience	difficulties	in	adult	life.	
This	may	include	difficulties	with	managing	the	increasing	challenges	and	responsibilities	of	
education, employment and relationships, which can result in or be associated with other 
emotional	or	psychological	difficulties	such	as	anger,	anxiety,	depression	or	low	self	esteem.

Who provides the service? 
Our skilled and dedicated staff include: 
•	 Administrative staff 
•	 Doctors 
•	 Nurses 
•	 Psychologists 
•	 Occupational therapist 
•	 Pharmacist 
•	 Social worker 

What support does the pathway offer?
The adult ADHD service has a multi-disciplinary 
team which offers a range of assessments and 
therapeutic interventions to meet individual need.

This can include:

•	 Initial	multi-disciplinary	diagnostic	assessment

•	 Person	centred	individual	ADHD	assessment	and		
 goal planning

•	 Specialist	psychological,	occupational,	nursing			
 and social care assessments

•	 Psychological,	psychosocial,	educational,	and		 	
 functional intervention plans

•	 On-going	review	and	monitoring	of	prescribed		 	
 medication

•	 Support	for	carers

•	 Information	and	signposting	to	other	agencies

•	 Accessible	community	based	clinic	sites	and		 	
 home visits

Common symptoms associated with ADHD 
include
•	 Difficulties	sustaining	attention
•	 Hyperactivity	and	restlessness

•	 Impulsivity 

Who uses the adult ADHD service?
•	 Young	adults	in	transition	from	children	to	adult		
 services in Wakefield and Kirklees 

•	 Adults	living	in	the	locality	seeking	assessment	for		
 ADHD who were not diagnosed during childhood 

•	 Adults	referred	with	agreed	funding	from	a	
 commissioning body seeking a diagnostic 
 assessment for ADHD and/or Asperger Syndrome
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What do we help people achieve?
•	 Improved	medication	management	and	under		
 standing of ADHD

•	 Individual	coping	strategies	for	symptom	
 management and psychological distress 

•	 Increased	independence;	develop	and	learn		 	
 functional skills 

•	 Improved	relationships	and	social	networks

•	 Access	to	external	support	agencies;	education,		
 employment, housing, service user and carer   
 networks

Where can you get more information?

If you would like to discuss 
a referral please contact 
a member of the adult 
ADHD team on 01924 328104

Adult Attention Deficit 
Hyperactivity (ADHD) pathway 

34

How do people move on from the 
pathway?
The service offers a flexible pathway to 
accommodate for times when people need 
additional support to deal with changing life events. 
We work in partnership with people who use our 
service and their families to determine what level of 
support they require. When people are managing 
well their contact with the service may be less 
frequent.

Some individuals will require on-going review of 
medication alongside shared care arrangements 
with their GP. Others will receive time limited 
interventions to support them to achieve specific 
goals. When people are discharged they are 
provided with information of how to access support 
in the future should they need to.

The community groups and support networks that 
people use include: 

Voluntary organisations 
Community groups 
Local arts organisations 
Advocacy services 
Resource centres 
Befriending/mentoring services 
Carer support services 
Local dialogue groups 
Health groups 
Housing organisations
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How the ADHD pathway 
helped me

Sarah

John          John was referred to the adult ADHD service three months before his 18th 
birthday. He was diagnosed with ADHD and had been prescribed stimulant 
medication since the age of 9. Throughout his childhood John was reviewed by 
the same pediatrician every six months. A joint transition meeting was arranged 
so the specialist nurse from the adult service could attend and meet with John 
and his parents to provide information about the adult team and answer any 
questions. John was worried about seeing a new doctor so the nurse arranged 
to be present at the initial assessment to provide a familiar face and reassurance 
to John and his family. John now attends follow-up appointments at the clinic 
independent of his parents.

         Stuart is 36 and went to his GP after his son Joe had been diagnosed with 
ADHD, conduct disorder and dyslexia. He recognised a lot of Joe’s behaviour 
in himself when he was young and wondered if his own problems now with 
anger, not being able to relax and never finishing a job before moving onto the 
next could be ADHD. Stuart had smoked cannabis since being a teenager as he 
believed this helped to calm him down and get on better with his family and 
friends. As Stuart lives in a region that has no adult ADHD service his GP made an 
out of area referral with funding agreed by the local PCT. An assessment by the 
consultant psychiatrist confirmed a diagnosis of ADHD and anti-social personality 
disorder. Stuart commenced treatment with non-stimulant medication with a 
recommendation that he may benefit from psychological support to come to 
terms with the diagnosis and develop coping strategies for the future.

         Sarah is 21 and a single parent with a 9 month old daughter. Sarah was 
diagnosed with ADHD as a child and took stimulant medication until she 
became pregnant. Sarah has always been disorganised at home and had 
problems remembering and attending appointments. Sarah has found the 
demands of being a young mother very difficult and struggles to organise a daily 
routine for her daughter instead having to rely on her mother for a lot of support. 
Sarah was keen to start taking medication again as she felt it had helped in the 
past. A multidisciplinary assessment by the adult ADHD service which included a 
medication review, neuropsychological and functional assessments has helped 
Sarah access support from outside agencies to develop parenting skills and 
increase her independence as a mother.

Stuart

‘‘

‘‘
‘‘

‘‘

‘‘
‘‘
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www.southwestyorkshire.nhs.uk
Follow	the	Trust	on	Twitter:	@allofusinmind
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