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1 Recommendations 

a) The HWB should put a paper to the next CCG board on 26.1.16 informing them of the council’s 
policy objective of ending the need for rough sleeping by 2020, and calling for their support 
and action in respect of the sections on health.  

b) The HWB should instruct the CCG to invite tenders to procure sufficient contract provision to 
treat those at risk of the need for rough sleeping (homelessness) with a NICE recommended 
Mindfulness Based Cognitive Therapy (MBCT) 10 week course with supporting meditations.  

c) If all the 31,000 depressed patients were given a courses at £1,000 per patient, the cost 
would be £31 m over 4 years (about 2% of the CCG’s budget) which should be funded from 
the following money already allocated to treat this client group:  
i) The Locally Commissioned Services (LCS) grant, approved by HWB on 15.12.15,  of  

£2.3 mpa, which could finance 2,300 patients pa, and 6,900 over 3 years 2016/19. This 
could stabilize rough sleeping at its present number of about 300, despite a probable  
influx to the city of refugees, migrants and veterans. 

ii) Courses for the remaining 24,000 patients costing £24 m should be funded out of the 
Better Care Fund (BCF) allocations of £20 mpa this year, and £20 mpa next year, and 
the Childrens Mental Health Transformation Plan Fund (CMHTPF) of about £1 mpa from 
2016/21 (£6 m total).  

 
2 Summary  conclusions The MBCT course heals and cures addictions which cause 
homelessness 
HWB chairman, Cllr Daniel Yates, announced at the beginning of the last HWB meeting on 15.12.15,  
minuted under item 38.15 as: ‘ I urge you all to respond to the consultation and share your thoughts 
and those of your constituents about how we can deliver our vision “To make sure no-one has the 
need to sleep rough in Brighton & Hove by 2020.”  I welcome this HWB policy , and this paper 
is my contribution to delivering it. My previous paper (9.101) showed that the HWB have the power 
to use the budget of the CCGs to fund the implementation of this objective by using the LCS, BCF 
and CMHTPF, which totals £50 m over the next 4 years to 2020. 
 
As the Council’s new Homeless Strategy rightly says, homelessness is not a lifestyle choice, but a 
symptom of mental sickness which needs treating. MBCT courses have been found cost effective in 
curing depression by NICE, and have swept the world because neuro science has shown that they 
can rewire the brain to heal and cure disfunctional (even criminal) behaviour in 8 weeks. They are 
therefore the best treatment for mental sickness, and can save £7 in public sector costs for every £1 
invested. If £31 m is invested as recommended, up to £200 m could be saved in public sector costs, 
which would not only end the need for rough sleeping, but also clear the Council’s budget deficit. 
 
Rough sleepers have been turned out and made homeless by their family or landlord because of their 
antisocial or criminal behavior. To be sustainably rehoused they have to drop this bad behavior, but 



cannot do so because they have been conditioned (programmed) in childhood.  They were insecurely 
attached to their primary caregiver, who may never have met their emotional needs, and may have 
betrayed, abused, rejected and abandoned them. To survive, they may have had to resort to drug, 
alcohol, and become hypnotized and addicted to substance misuse hem. They are ‘hard to treat’ 
because deep down they are so ashamed, guilty and depressed that they reject themselves as 
unworthy of living, so self harm, and may attempt suicide. They are resistant to treatment because 
they know from bitter experience that it always leads to betrayal, so they cannot change, and are 
stuck.  
 
To help them, this resistance must be bypassed. Despite its name, the MBCT course is not sold as 
‘therapy’, (something done to you) but ‘education’, (showing what you can do for yourself) which 
carries no stigma. Mindfulness is now taught in schools with spectacular success. The desired 
outcome is to slow down their hyperactive and hypervigilant minds, and teach them how to regulate 
their emotions, and give them a glimpse of the ‘peace that passeth all understanding’, perhaps for 
the first time in their lives.  
 
By being present, the facilitator creates a meditative atmosphere which is infectious. Week after 
week, a virtuous spiral develops which gradually de-hypnotizes, and opens them up to trust others, 
and accept treatment. They may need detoxification, rehabilitation, talking therapy, training and 
employment, which may take years, but everyone has the capacity to become resilient enough to 
sustain a roof over their head. ‘The longest journey starts with a single step’ of the MBCT course.     
 
All this treatment is abundantly available in the private and third sectors for the rich (like me) to 
access, but the poor can’t afford it, so suffer health inequalities. However, the government has 
allocated the above grants so that these vulnerable people can be treated as if they are rich. 
However, the third sector has to be invited to tender to provide it by contract, which the CCG have 
hitherto refused to do. 
 
3 How and when are contracts to be procured to provide treatment for this LCS 
allocation? 
I have been asking these questions repeatedly since the LCS fund was announced on 24.11.15, and 
have still not had clear answers. The paper accepted by the HWB on 15.12.15 (reproduced in 
appendix1) implies that treatment should start on 1.4.16, which is in only 2.5 months time. 
Invitations to tender have not been sent out, and no date for doing so has been announced. 
Geraldine Hoban warned the CCG Board last summer that they should be considering the re-
tendering of the Wellbeing contract, as this is due for renewal in July 2017, as the normal time taken 
for procurement is 2 years. 
 
Owen Floodgate (CCG) told me (8.1.16) that ‘the LCS allocation is only available to GP practices’. This 
implies that the procurement is being handled by the practices, rather than the CCG. This seemed to 
be confirmed by Natasha Cooper (commissioner for LCS) who told me verbally on 24.11.15 to apply 
through my Patient Participation Group (PPG) . I did so to chairman of Wish Park PPG (Edward Clay) 
on 26.11.16, but he knew nothing about it. I wrote to my doctor (Duncan Wells) on 4.1.16, he did 
not know and referred it to his business manager, Greg Barnes. I gave a copy of our business case 
(see summary in paragraph 7) to Greg at my PPG meeting on 14.1.16, and he said that he would 
forward it to cluster 4 manager, Rick Jones. I await a response.  
 
When Michael Schofield (chief finance officer for the CCG) announced this fund on 24.11.15, he 
sternly warned the CCG board that they should ‘be bold, and take risks’, implying that he thought 



that this money might not be spent as intended. I hope that this locally commissioned service will 
bypass previous red tape, and allow the vision of this innovative treatment from 4.4.16 which is 
urgently needed by patients and doctors alike. 
 
However, I fear that this LCS fund will remain just an intention, as happened to the Better Care Fund. 
This is £20mpa this year (2015/16), and £20mpa next year (2016/17) (9.95) Although this financial 
year is nearly over, the client group for who it is intended, Rachel (65, depressed in sheltered 
housing, and Dave (40, alcoholic and homeless) have yet to receive any better care, and the CCG 
have not yet announced any plans or contracts for doing so. I fear that the same will happen to the 
Childrens Mental Health Transformation Fund, of about £333,000 pa next year. Treatment is 
supposed to start on 1.4.16, but no invitations to tender for it have yet been issued, and no date has 
been announced.  
 
The CCG’s job is to redesign and procure contracts for mental health services that treat patients with 
the latest neuroscience, as the MBCT course does. However, Owen Floodgate has told me that the 
CCG are not planning to increase the present provision of it, which is only 3 courses pa, despite 
31,000 depressed patients for whom it is clinically appropriate. This ignores new recommendations 
for its increased provision from the House of Lords, in its report, ‘Mindful Nation UK’, published on 
20.10.15, and reproduced in part by me (9.99).   
 
I do not know why the CCG procrastinates so, but it could be to protect their current mental health 
service contracts with SPFT and the Wellbeing Service, as more MBCT courses will show up the 
inadequacy of their present treatments provided (antidepressants, and one to one CBT).  
 
I have therefore reported my concern to Cllrs Daniel Yates, Gill Mitchell, Garry Peltzerdunn (who 
advised me to refer it to the scrutiny committee), other councilors and Healthwatch. I hope that they 
will call the CCG to invite tenders for effective treatments, as patients and doctors are suffering, and 
taxpayers are not getting best value from the CCGs budget of £1 m per day (£370 mpa). 
  
4 How realistic is Daniel’s vision of ending the need to sleep rough by 2020? 
Rough sleeping was a problem for the Council when I was a councilor (1995-99) and in 1998 I went 
on a rough sleepers count one night, and we found 44. The number counted last year was down to 
33, but is inconsistent with the other figures, which said that it totaled over 1,000 in the year. My 
guess is that the number of beggars and rough sleepers on the streets is many times higher than 18 
years ago,(say around 300) as I now often see them sleeping in shelters on the seafront, which I did 
not see before.  
 
I congratulate the Council on their draft strategy, which is well written, and addresses the main 
issues. It is timely, as we should brace ourselves for an influx of refugees from the Middle East, and 
the thousands trying to get into England from camps in Calais and Dunkirk. I also know that service 
men (veterans) returning from war (eg Afghanistan) are often so traumatized, that they become 
homeless.   
 
I was pleased to see the advertisement in the West Hove Directory: ‘COUNCIL SEEKS LANDLORDS 
FOR SYRIAN REFUGEES’, with an e mail address: refugeehelp@brighton-hove.gov.uk. I hope that 
this initiative gets a positive response, but I am not optimistic , knowing that there are  23,000 on 
the waiting list for housing association / council housing. I also note the reluctance of private 
landlords to take housing benefit claimants. (I was a private sector landlord from 1974 to 2004 and 
took benefit claimants, and sat on the housing committee from 1996-9) 



 
As I say in the summary above, I believe that homelessness is primarily a health issue. The only 
people with the resources to cure it is the CCG, but they have to spend the money allocated to 
commission and procure sufficient contracts with new providers  who use the latest methods (such as 
the MBCT course)  
 
Present providers often refuse to treat these vulnerable people on the grounds that they have made 
themselves ‘intentionally’ homeless as if they had chosen it as a lifestyle, (like gypsies, travelers) but 
this is seldom true. They are paid to care for everyone who presents to them, in a patient-centred 
service, but abdicate, in a provider-centred way, rejecting these people in their greatest hour of 
need. If the CCG is allowed to continue this abdication of their duty, the number sleeping rough is 
likely to double by 2020 to around 600, and become a blight of beggars that will adversely 
affect tourism. 
 
I am delighted that the HWB has a vision of ending rough sleeping, which is more laudable than the 
CCG’s policy of refusing to treat it.  However, some would say that ‘ending it’ is an unrealisable 
pledge (like ‘abolishing poverty’) which could be dismissed as mere political rhetoric to grab 
headlines, and win votes with the electorate. Homeless charities say that everyone is at risk of 
homelessness, as bereavement, separation and divorce can destabilize almost anybody. This is an 
exaggeration to make their point, as most people are resilient and have the means to avoid the need 
to sleep rough.  
 
However, depressed patients are at high risk, as their behaviour makes them hard to live with. 
Those who are addicted to substance misuse are at highest risk, as their antisocial or criminal 
behaviour may make it impossible for family, friends and neighbours to accept them. They cannot be 
trusted because they were conditioned not to trust anyone, so they distrust statutory and voluntary 
services and avoid seeking help from them, even when it is offered.   
 
However, the MBCT course and supporting meditations can get round this resistance, so if the HWB 
use their power to persuade the CCG to use their LCS budget of £6.9 m as I recommend, they could 
treat enough of these vulnerable depressed people (6,900, or 2% of the population) to stabilise the 
number of people now sleeping rough, say 300, so that it would not increase, despite the likely influx 
from the refugee crisis.  
 
However, the more that are treated with this intervention, the more resilient the population become, 
the less public service they will need, and the fewer that will need to sleep rough and beg in the 
street. There are at least 10,000 vulnerable people in the city (3%) and 31,000 (8%) taking 
antidepressants for depression who have the statutory right to an MBCT course within 18 weeks 
referral to treatment. Nevertheless, there will always be a few people who were so badly betrayed by 
their primary care givers that they cannot ever trust anyone, so are impossible to help.  
 
5 Potential savings of £100 pa per £1 invested in treating criminals with MBCT 
The purpose of this paper is to shows how this MBCT intervention could reduce the number of rough 
sleepers, who are ‘hard to reach’, but learning to be more mindful has other public benefits as well. 
The biggest bang for this buck is the potential to convert drug dealers from criminals to MBCT 
facilitators.  
 
Drug users often crave drugs so much that they become drug dealers to finance their habit, despite 
the prison sentences that result. They often cost public services six figure sums annually (£100,000 



pa) for decades, (at £1 m per decade) which is spent in an endlessly revolving door on courts, prison, 
detox, rehab, relapse….. Their behaviour is seldom cured by this treatment, because it does not 
address the root cause, which is their initial conditioning by their primary care giver, which has 
programmed them and hard wired their brain so they have to behave as they do.  
  
Neuroscience has shown that the brain is actually soft wired, as neuro plasticity makes it possible 
for the new pathways to be created in the 8 weeks of the MBCT course. If these drug dealers can be 
turned around (and some have, as we shall see) the stakes are very high. Every one of them that 
kicks the habit and goes straight, save £100,000pa for the rest of their life. This makes a potential 
return of £100,000pa for a one time investment of £1,000, equivalent to £100 pa saved per £1 spent 
once.  
 
Furthermore, if the convert becomes a ‘poacher turned gamekeeper’ the above benefit may be 
doubled, as the new gamekeeper can catch poachers better than anybody else.  I have been in the 
audience when two of these converts (Dave O’Brien, and Steve Holt) gave keynote addresses to 
conferences in Chester (4.7.15) and Kings Fund London (4.11.15) respectively, saying how the MBCT 
course helped them to turn around, as the penny dropped that their decades of bad behavior could 
be turned from a shameful liability into an asset which could help others. 
  
Dave and Steve had each been drug users and dealers for over 20 years and been in the above 
revolving door until the end of 2010. However, in early 2011 they were recruited to attend an 8 week 
MBCT course with Gary Hennessy of Breathworks in Manchester, together with about 20 others. They 
were so transformed by that course that they (and 3 others) presented at a Department of Health 
North West conference on 5.4.11, telling people how the MBCT course helped them to break their 
habits.  
 
Since then Ruth Passman, the NHS England lead for health inequalities, who organized that 
conference, has been saying publicly: ‘one of my clients was a drug dealer, and now he is telling 
others how they can kick the habit’. I heard her say that in Nov 2012. Each of them has been going 
round the country speaking at conferences with the same message, which has inspired me to 
replicate it. 
 
6 Case histories of homeless and addicted clients of SECTCo 
I cannot claim such dramatic results as Gary, but I can report on the following homeless people who 
slept in my shop, giving only their initials to protect their identity. 
RP had been homeless for 17 years when he found us in Nov 13. He would tell strangers in the street 
that when he was 4 he saw his father stab and kill his mother. He and his brother were taken into 
care, but when his foster mother died when he was 23 he became homeless. He did a family 
constellation with me in Jan 2014 when he was drunk, which I think was a turning point, as he was 
housed by the Council in March 14.  
 
MC was the youngest of 6 brothers and a sister, to parents who were alcoholic and drug addicts. He 
left home at 11, and lived mostly in traveler sites, where he said they were always fighting. He found 
my shop in Nov 14 and so did Roberto, an immigrant from Spain who spoke no English. He (MC) 
volunteered to rebuild the broken down walls of the stable, and redecorate the shop inside and out, 
which he did very well with Roberto’s help, and my tools and materials.  
 
However, Roberto returned to Spain in May, and MC was so lonely that he relapsed.  He allowed his 
homeless friends to join him, lovers AD aged 20, and HB aged 19, who was pregnant, but miscarried. 



They had both been in prison, and when drunk annoyed the neighbours so that the police and the 
Council closed our shop down in Sept 15. However, they were our best teachers, and we all learned 
useful lessons from that experience, which I share with you. The following clients did not sleep in the 
shop, but were addicted and had been homeless before.  
 
AG came to us in Autumn 2013 when she had a frozen shoulder and was waiting for an operation to 
free it. She did a few music and movement meditations and it freed itself to her delight. She was 
hypervigilant, as her drunken mother would beat her for no reason when she was 3. She had done 
an MBCT course with the NHS but got little from it. However, after she had done 2 courses with us 
she suddenly announced that she had dropped all the 30 pills per day (costing £100) that she had 
been taking since being diagnosed ADHD when she was 6. She did another family constellation to 
free her from her mother in Dec 15, and had lost several stone. She was still off her meds and in  a 
stable relationship with a lover who she trusted and is expecting a baby when she will be 41. 
 
AP was born in Poland, but had come with her sister to London as teenagers 20 years ago, as heroin 
addicts. Both had been round the revolving door, and kept relapsing and making suicide attempts.  
She and her similarly addicted boy friend JK, found me in 2012, and did several MBCT courses and 
hundreds of music and movement meditations. She also did many family constellations, including one 
in May 14. Her grandfather had signed papers to send people to Auschwitz. When she realized that 
she was carrying his guilt and gave it back to him with love, she realized that this was the root cause 
of her addiction and was able to drop it. She has been clean for 1.5 years now, has a baby with JK, 
and the family is happily housed by the council. 
 
KW had been a drug dealer, and had made a lot of money, which he had wisely invested in a nice 
home to support his 2 children. However, their mother suddenly left him to live with another woman, 
and denied him all access, breaking his heart. He did several MBCT courses, meditations and family 
constellations, and is now happily reconnected with equal access with his children.  
 
There is a Biblical saying: ‘physician heal thyself’, so perhaps I should declare why I am so passionate 
about the MBCT course. Although I was fortunate to be a wanted child and was securely attached to 
both my parents, I carried a lot of inherited trauma from my father, who fought in the first world 
war, and my mother, who felt abandoned by her parents. I have suffered 8 breakdowns with arthritis 
and intrusive thoughts, and spent around £5,000 pa for 20 years (£100,000 total) to cure myself. 
Doing a MBCT course in 2008 was a turning point as it taught me how to regulate my amygdala and 
develop mental resilience. The best way to learn how to do something (eg mindfulness) is to teach it, 
which is what I have been doing for the last 5 years. In gratitude, I created and subsidized SECTCo 
to develop this intervention, and trained others to provide it. 
 
7  Business plan for the LCS fund of £2.3 mpa. 
The following is the summary of a paper that I submitted to Greg Barnes, business manager, Wish 
Park surgery via the Patient Participation Group on 14.1.16, for forwarding to cluster 4 manager Rick 
Jones. 
7.1 Summary 

This paper makes a business case for spending the Locally Commissioned Services (LCS) allocation of 

£2.3 mpa, (£6.9 m over 3 years 2016/19) as agreed by the Primary Care committee on 24.11.15 and 

the Health and Wellbeing Board (HWB) on 15.12.15. We have been told that offers should be made 

to each cluster of GP surgeries through Patient Participation Groups (PPGs) which is why we have 

sent it to you. Our proposal is to empower GPs to prescribe a new social intervention  to their 

patients, (including vulnerable, heart sinks, addicts, homeless, and refugees) that addresses the co-



determinants of their health, namely low self esteem mentality, social care, housing, and 

employment.  SECTCo offers to provide this intervention under a new outcome based contract which 

incentivises us to provide an effective intervention, with good patient experience, otherwise we do 

not get paid.  

Our intervention is based on the prototype for a Community Care Centre  (CCC) developed by us over 

3 years at 3 Boundary Rd Hove, (9.84) which meets the Council’s objective of ending the need for 

rough sleeping in the city by 2020, as agreed by the HWB on 15.12.15. It comprises the following 

elements: 

a) Provision of the NICE recommended Mindfulness Based Cognitive Therapy(MBCT) 10 week courses, 
with supporting meditations, as developed by SECTCo (9.91) for one full day per week, giving a total of 
70 hours tuition in self regulation, self care, and resilience, at a tariff price of £1,000 per patient 
satisfactorily treated over at least 5 sessions, as signed for in a Friends and Family test.  
  

b) A job creation scheme (9.84) for patients referred (including homeless people and refugees) whereby 
they could convert derelict buildings (such as churches) to Community Care Centres, which would 
include affordable hostel accommodation, and catering facilities for healthy nutrition for themselves. 
 

c) Peer support, including mentoring to drop their addictions, open a bank account, claim benefits, 
comply with the criminal justice system, apply for jobs, build relationships, become more mindful, etc. 
  

 

Our intervention would fill a gap between the existing health and social care services, as follows: 

Existing NHS Health service New wellbeing service Existing social care service 

Physical support (medication, 
dressing of wounds, etc) from 
professionals 

Emotional and mental 
support from the community, 
in and by the community 

Physical support for dressing, 
washing, feeding, mobility, 
etc from professionals 

Primary Care in surgeries, A&E Community Care Centres At home 

 

We estimate (9.76) that every £1 spent on this intervention would save £7 in reduced public sector 

costs of prescribing, (£1) GP and A&E attendance, (£2) social care,(£1)  hospital admissions, (£2) 

and brushes with the criminal justice system.(£1)  Accordingly, we make the business case that this 

investment will save 7X£2.3mpa= £16 mpa, which would clear the Council’s budget deficit.  SECTCo 

have written a specification for this service (9.81) and are willing to bid for or negotiate a contract to 

provide it, at any scale you choose, including franchising this protocol to others. We have a team of 

experienced facilitators and administrators ready to go at a month’s notice, whose names can be 

supplied on request.   

 7.2 How would this intervention be managed and co-ordinated? 

Venues for these courses would be a dedicated room in one of the surgeries in each cluster. For 

example, I am registered with Dr Duncan Wells at Wish Park surgery, which has recently moved into 



new premises at 191, Portland Rd Hove (where the Bingo hall was). If that surgery was chosen to be 

the venue for cluster 4, then all GPs in that cluster  would be able to refer their patients  for whom 

they deem this new intervention to be clinically appropriate, to a MBCT course at a dedicated room at 

191, Portland Rd, which we would provide. We would need a reception desk nearby for a SECTCo 

administrator to answer questions and take bookings, and handle associated paperwork.   

In a similar way, the other clusters (1,2,3,5,6) would also chose a dedicated room in a suitable 

surgery to be the venue for MBCT courses for their cluster, and allocate a desk for SECTCo’s 

administrator to do the same job. A SECTCo  headquarter team of about 8 full time people would 

appoint facilitators and administrators and co-ordinate the activities between clusters, as shown in 

figure 1. 

FIGURE 1  COORDINATION BETWEEN CLUSTERS OF THIS INTERVENTION 

 

 

 

 

                

7.3 What would the intervention consist of? 

The following specification would apply to each of the 6 chosen venues in each cluster. MBCT courses 

would be held in that dedicated room  from 930-12, and supporting meditations (dynamic 8-9, 

kundalini 12-1, family constellations 2-5pm) would be held every day of the week (Monday to Friday) 

A team of about 8 full time (or 16 half time) course facilitators, assistant facilitators and 

administrators would provide the intervention at a tariff price of £1,000 per satisfied participant who 

completes the course, and would recommend it to their friends and family. (if not, we do not get 

paid)  

If 5 courses per week were run every week for 50 weeks annually, (5 cycles of 10 week courses) 25 

courses pa would be run. If 15 patients satisfactorily completed them, then 25X15=375 patients 

would be successfully treated annually, at a cost to the cluster of 375X£1,000=£375,000 pa.  

If all 6 clusters did the same,  6X375=2,250 patients pa would be successfully treated annually, at  a 

total cost of 2,250X£1,000=£2.25 mpa. This would be paid for by the HWB’s LCS allocation of £2.3 

mpa.   

If this regime continued over the 3 years of the contract, 3X2,250=6,750 patients would have been 

successfully treated, at a total cost of £6.75 m. 

About  60 full time jobs would have been created, at an average cost of £37,500 pa per job. This is 

about 2.7 times the living wage, reflecting the status of Allied Health Professional required. Those in 

 

Cluster 2 Cluster 4 Cluster 5 Cluster 1 

SECTCo HQ coordinating team 

Cluster 3 Cluster 6 



the coordinating team would provide training, Continuous Professional Development,  supervision and 

clinical governance, to ensure the high standard of instruction in this service. 

We believe that this would make a big difference to the health of the most vulnerable citizens, who 

are hard to reach, so presently get little treatment. However, they cost the taxpayer huge amounts 

(sometimes £100,000 pa) which does little for their health. However, they are only 2% of the 

population, and only about 1 in 5 (22%) of the 31,000 depressed patients in the city on 

antidepressant medication. We have made proposals in other papers (including 9.102)  to treat the 

other 25,000 in a similar way financed from other budgets. (such as the Better Care Fund, and 

Childrens Mental Health Transformation Fund)  

8 What others say about the need to treat homeless and addicted patients with an 
effective intervention 
 
The remainder of this paper is the reproduction of papers by others, as follows: 
 
Appendix 1 
 
Enhanced health and wellbeing. GP services update accepted by the HWB on 15.12.15, which 
is a specification of the new LCS service, which SECTCo would like to bid for in partnership with 
others, such as Brighton Housing Trust, Groundswell, St Mungos Broadway, JustLife, etc. 
  

Appendix 2 

Delivering the Forward View: NHS planning guidance on  Local health system 
Sustainability and Transformation Plans (STPs) The latest (22.12.15) guidelines: This was 
extracted from NHS website by me, with my emphasis  because I believe that the creation of a 
Sustainablity and Transformation Plan (STP) for Brighton and Hove should be led by the Health and 
Wellbeing Board (HWB) and not prepared only by the Clinical Commissioning Group (CCG)  I have 
studied these plans before, and they seem to me to have been purely paper exercises, (window 
dressing) for NHS England to continue funding them. However, they have been merely lists of good 
intentions, which have not changed how patients were treated in primary care, hence the continuing 
crisis, with doctors leaving in droves. I want the STP to do what its title says: ‘to create a local health 
system which is sustainable’ (meaning that doctors want to work in it, because they help their 
patients to heal and cure their conditions. A proper plan is more than a list of good intentions. It is a 
costed list of actions, which can be monitored to check whether or not they have been done, which 
has an impact on the lives of patients and doctors. 

Appendix 3  

4PI Blog by Alison Faulkner 4,1,16 The idea behind the project was to ‘hard wire’ the service user 
and carer voice and experience into the planning, delivery and evaluation of mental health and social 
care services. The project shares good practice and resources, and strengthens existing networks to 
build an infrastructure to support strong and meaningful involvement. 

Appendix 4 Blog by Jacqui Dyer , vice chair of the Mental Health task force ‘People are 

absolutely fed up with having their minds and bodies being treated as if they were 



disconnected, or as if mental health lacks importance. We must end approaches which don’t 

encourage integration,  and our services must respond to the needs of our communities. Anything 

else puts our NHS at risk of not being worthy of the 21st century. 

Appendix 5 Inclusion health: Education and Training of Health Professionals, Jan 16 
to enable them to work effectively with vulnerable people who are either homeless, Gypsies and 
Travellers, Roma, sex workers and vulnerable migrants. The study was commissioned, by the 
Department of Health. It says that ‘many healthcare practitioners lack the knowledge and skills to 
effectively support service users from socially excluded communities.’ It is therefore 

important that GPs commission third sector (such as SECTCo) who have that knowledge and skill to 
provide effective treatment for this client group.   
 
 

Appendix 1 Paper adopted by HWB on 15.12.15 (my 

emphasis): 

1. Enhanced health and wellbeing GP services: Update  
 
1. The contents of this paper can be shared with the general public.  
 
1.2 This paper is for the Health & Wellbeing Board meeting on 15 December.  
1.3 This paper was written by:  
Nicola Rosenberg, Public Health Principal  
nicola.rosenberg@brighton-hove.gov.uk Tel: 01273 574809  
Natasha Cooper, Head of Commissioning - Primary Care and Community Services, 
Natasha.cooper4@nhs.net  
Katie Stead, GP Lead for Primary Care Quality and Public Health katie.stead@nhs.net  
 

2. Summary 
 
2.1 At the Health and Wellbeing Board meeting held 15th March 2015, the Board approved the approach 
for the CCG and Brighton and Hove City Council (BHCC) Public Health Directorate to jointly develop a 
new way of commissioning enhanced services1 from GP practices in the city. This paper is to 
update the Health and Wellbeing Board and to take the Board’s feedback on the work.  
 
1 The formal term for these services is Locally Commissioned Services.  
 
2.2 The Clinical Commissioning Group (CCG) jointly with Brighton and Hove City Council (BHCC) Public 
Health Directorate is in the process of rolling out a new way of commissioning enhanced services from GP 
practices. GP practices have started to work together in clusters (see appendix 1 for current cluster list) to 
deliver a new model of care to improve the quality of life and length of life for people with long-
term conditions.  
 
 
2.3 The new enhanced services joint contract responds to the findings from a premature mortality audit 
and aims to provide more proactive, integrated and expanded primary care services; address 
inequalities in health and improve patient experience.  
 
 



2.4 The work includes both the CCG and BHCC public health services, joining up commissioning and 
delivery. Clusters of GP practices will be able to design and plan initiatives with CCG and BHCC 
commissioners to improve health outcomes and reduce health inequalities.  
 
 

3. Decisions, recommendations and any options  
 
3.1 This paper provides an update on the new joint commissioning of enhanced services from GP 
practices for discussion and feedback. It provides an outline of the new contract and how it will work. The 
new CCG and BHCC joint contract with GP practices builds on practices working as clusters and will 
start in all areas April 2016.  

4. Relevant information  
 
4.1 The new contract is based on delivering the outcomes as identified in the Locally Commissioned 
Services (LCS) outcomes framework.  
 
 
4.2 The LCS framework includes the following overarching goals.  
 
 
1. Preventing people from dying prematurely  
 
2. Enhancing quality of life for people with long-term conditions  
 
3. Helping people recover from episodes of ill health or following injury  
 
4. Patient experience outcomes - ensuring that people have a positive experience of care  
 
5. Treating and caring for people in a safe environment and protecting them from avoidable harm  
 
6. Improving health and wellbeing of children and young people  
 
7. Delivering comprehensive, equitable and convenient care (right place, right time)  
 
 
4.3 Goals 1-5 mirror the goals set out in the NHS outcomes framework, 6 and 7 are locally set overarching 
goals.  
 
4.4 All of the existing Public Health2 and most of the CCG3 commissioned enhanced services are included 
within the outcomes framework. A few CCG commissioned services are no longer required to be 
commissioned in the way they are currently commissioned.  
 
Alcohol reduction, stop smoking, NHS Health Checks, HIV, young people’s sexual health, 
contraceptive implants, Intrauterine Contraceptive Devices (IUCDs) and substance misuse shared 
care.  
Wound closure, phlebotomy, palliative care, intermediate care, leg ulcers, student health, suture removal, 

diabetes, depression, Ambulatory Blood Pressure Monitoring, drug monitoring, rabies and proactive care. 

Neonates LCS is being stopped December 2015. A new chronic obstructive pulmonary disease (COPD) service 

started October 2015.  
 



4.5 Baseline data has been collected as far as is currently available for all indicators within the outcomes 
framework and has been made available to practices to help them decide how to prioritise and redesign 
services.  
 
 
4.6 Evidence and guidance papers provide the details to clusters about the activities they will need to 
implement as part of the new contract (see appendix 2 for list and link to website).  
 
Cluster working  
 
4.7 It is a requirement for practices to work as part of cluster and agree the cluster plan to hold a new 
enhanced contract. However as there is currently no mechanism for clusters themselves to hold a contract 
the new LCS contract will be held with individual practices. This new cluster working provides an 
opportunity for joining up services, maximising use of resources and ensuring equity of access across the 
city. Cluster and practice teams will work together and with others including Integrated Primary Care 
Teams/ multi-disciplinary teams, pharmacists, social care staff, voluntary sector and others to deliver 
improved outcomes.  
 
Costed Action Plans  
 
4.8 Clusters are required to work together to put together costed action plans to provide the detail of how 
they will deliver the services covered in the LCS outcomes framework and the evidence and guidance 
papers.  
 
 
4.9 All costed action plans will need to cover how the cluster will work in the following areas:  
 
Leadership and support - This is about how the services and improvements in the services will be 
delivered within the cluster  
 
A standard approach across the cluster  
 
Delivery and skill mix for delivery of services  
 
Sharing resources across the cluster – payment for services and workforce resource  
 
Patient and public engagement – how patients have been engaged throughout the process  
 
4.10 Two costed action plans will be developed per cluster described below. A phased approach will be 
used for implementation.  
Costed Action Plan 1: Preventative, proactive, integrated and extended primary care  
4.11 This covers domains 1 – 6 of the LCS outcomes framework. The new main areas of the costed 
action plan will be:  
A: Delivery of all existing enhanced services to all patients  
Currently there is significant variation in the delivery of enhanced services across the city. This new 
contract aims to address this. Clusters will need to agree how all patients within the cluster will have 
access to existing enhanced services; which practices will deliver what services and how referral 
mechanisms will happen within the cluster.  
B: Innovative/ enhanced / suggested activities:  
These are activities that are not part of the existing enhanced services, but are part of delivering on the 
outcomes framework and flow from and complement existing enhanced service activities. Some are 
specific to patient groups/LTCs whilst others are considerations to be embedded within existing practice 
and interventions. We are asking practices to look at the baseline data to decide on 2 to 3 priority areas of 
need for their population and to agree a cluster working approach for these priority areas. Taking co-



morbidities into account throughout, we expect that new structures and ways of working and activities 
would also complement other areas of patient care covered in the outcomes framework in addition to the 
2-3 priority areas focused on.  
Costed Action Plan 2: Right place, right time  
4.12 This covers services that remain activity focused and include: phlebotomy, wound closure, 
intermediate care, leg ulcers, suture removal, ambulatory blood pressure monitoring, drug monitoring, 
rabies, contraceptive implants and Intrauterine Contraceptive Devices (IUCDs.) The focus for the Right 
Care, Right Place costed action plan will be about improving efficiencies for delivery, use of skill mix of 
staff, sharing resources across the cluster and ensuring all registered patients have access to the 
services.  
4.13 This costed action plan cover indicators in domain 7 of the outcomes framework (see the supporting 
document for details of the indicators in the outcomes framework) and the activity will continue to be paid 
as currently on an activity basis.  
4.14 The costed action plan will need to include expected levels of activity and equity of service across the 
cluster.  
The new contract  
4.15 The new joint contract will be for 3 years, April 2016 – March 2019.  
4.16 As is currently the case all BHCC public health commissioned services the public health funded 
services will continue to be funded through payment by activity quarterly. As described above under 
costed action 2 this will also be the same for some CCG commissioned services.  
4.17 A joint Alliance agreement that supports collaborative working between providers and 
commissioners will be set up between the CCG, BHCC and practices for the new LCS contract 
April 2016 – March 2019. This alliance agreement will be designed to sit alongside the standard CCG 
and BHCC contracts with individual practices, and include details of the agreed governance arrangements 
for the working of the alliance and the agreed outcomes and objectives. Schedules within the Alliance 
agreement will require local design and negotiation based on costed action plans. Legal advice will be 
sought as appropriate to finalise these.  
4.18 In the future there may be opportunities to contract directly with a city wide federation of 
practices.  
Progress to date and plans  
4.19 GP practices are starting to work in 6 clusters across the city implementing the new proactive care 
service. All clusters have completed development plans and have agreed areas that need developing. 
Clusters and BHCC are working with clusters to support this development to they are ready to take 
on the new contract from April 2016. There are plans for ensuring adequate and bespoke support 
is available for clusters to develop costed action plans. The plan is for the support to help clusters 
develop the costed actions in response to the new contract and to build capacity within clusters 
so that they are better equipped to do this in the future. There will also be a primary care event in 
February 2016 to support practices and clusters work on improving quality of services.  
 
Budget and costed action plans  
4.20 The CCG has set a new primary care commissioning committee, a sub-committee of the CCG 
Governing Board to formally approve commissioning of primary care services in line with requirements set 
out by NHS England. At the first meeting of the committee held on 24th November 2015 the indicative 
budget from the CCG for the new funding for the new contract was presented. Funding for existing CCG 
and public health services was discussed as well as the new funding that the CCG is planning on making 
available for the new contract.  
4.21 The new indicative budget is estimated to total £1,009,000. £309,000 of this funding will be 
allocated across clusters at the rate of £1 per head of registered list size per cluster. The 
remaining £700,000 will be apportioned with the aim of reducing health inequalities. The formula 
for this will take into consideration registered list size and proportion of the population living in 
the 20% most deprived areas of the city.  
4.22 This new investment, along with current investment would be used by Clusters to plan delivery and 
submit action plans against the LCS outcomes framework. The indicative budget is intended to support 
and not restrain Clusters in their ambition to deliver the services and outcomes required in the framework, 



which may mean Clusters put forward plans that are above or below the indicative amount where the 
evidence and a business case for this is indicated.  
4.23 Once submitted, Cluster action plans will be developed into business cases to be presented to 
the CCG which will demonstrate the expected benefits from the additional investment. These 
business cases will then be reviewed and signed off as appropriate in line with the CCG 
governance arrangements.  
Evidence and guidance  
4.24 The evidence and guidance papers have been developed jointly by BHCC public health directorate, 
CCG commissioners, clinical leads. These papers provide the guidance for what is required and the 
evidence for what works and have been published on the CCG website and sent out to all practices.  
Engagement  
4.25 There has been an in-depth engagement exercise with 10 voluntary sector organisations that support 
certain protected characteristic groups and communities, to ask for feedback on how equalities issues 
need to be included in this new contract. This feedback has been incorporated within the evidence and 
guidance papers published October 2015. Support for developing Costed action plans is being confirmed. 
Clusters will be required to submit costed action plans for formal approval and be ready to start 
delivering the newly designed enhanced services from April 2016; there is an expectation that 
patients/carers will be involved in Cluster work going forward – including business case 
development- through existing and developing Patient Participation Groups (PPGs) and other 
relevant means.  
 

5. Important considerations and implications  
 
Legal  
 
5.1 The current BHCC GP contracts for enhanced services called Locally Commissioned Services 
(LCS), have been or are being extended to enable the new model to be developed. The proposal is 
for GP’s to be offered the opportunity to exit from current contractual arrangements and 
take up the new contract once the terms have been finalised and approved. There are no 
changes in this respect from the last report.  
 
Lawyer consulted: Ola Oduwole, 27 November 2015  
Finance  
 
5.2 The CCG will be investing approximately £2.3ma year, based on current funding and the 
development of business cases for the areas clusters choose to innovate on. This excludes 
funding for the proactive care programme.  
 
 
5.3 The BHCC Public Health budget will be met in full by the ring-fenced public health grant. Similar to the 
current funding levels of services in General Practice, the annual budget for 2016-17 will be approximately 
£0.850m.  
 
Finance Officer consulted: Michael Bentley, 24th November 2015  
Equalities  
 
5.4 A key objective of the new contract is to develop GP leadership focused on addressing 
inequalities in health. There are specific targets related to addressing inequalities and addressing 
issues for vulnerable groups that have not been addressed through General practice previously, 
such as referrals to services to reduce social isolation. The 104 engagement groups that were 
consulted with cover a number of different population groups within the city to ensure the new contract 
meets their needs. An Equalities Impact Assessment will be carried out as part of the process. This 

contract provides an opportunity to systematically capture data through GP Carers Centre, Right Here, 



Age UK, Friends Families and Travellers, The Fed, Trust for Developing Communities, LGBT Health 
Inclusion Project, Amaze, Speakout and Mind 8  
practices data on protected characteristics. This will enable both the BHCC and CCG to refine and 
improve services, as there will be more information about the protected characteristics of patients 
and how they are accessing services. Through the contract there will also be more opportunities for 
clusters to meet the specific needs of their populations whilst also reducing variation in provision and 
making services available to all registered patients.  
 
Equalities Officer: Sarah Tighe-Ford, BHCC Equalities Coordinator, 24th November 2015  
Jane Lodge, Head of Engagement, Brighton and Hove CCG, 25th November 2015  
Sustainability  
5.5 The new contract includes addressing issues related to poly-pharmacy and medicines reviews. It 
provides more opportunities for joining up services across providers including pharmacies, strengthening 
plans for reducing waste.  
Health, social care, children’s services and public health  
5.6 Clusters of general practices will be working in an integrated fashion with other local services including 
social care, children’s services, mental health, housing, the police and education. Cluster working 
provides more joined up opportunities for this happen than is currently the case.  
5.7 GP practices and clusters will be able to use a risk stratification tool that has been procured through 
the proactive care service model to identify vulnerable patients. This will enable GPs to more proactively 
identify their most vulnerable patients and refer them onto other services as appropriate.  
 

6 Supporting documents and information  
 
6.1 Attached documents:  
 
1) Appendix 1 Map and list of GP Clusters  
 
2) List of LCS Contract Guidance documents  
 
3) Enhanced Services outcomes frame  
 

Paper Five: Locally Commissioned Services (LCS) Outcomes Framework: 

proactive, integrated and 

extended primary care 

Overview 

The LCS contract framework includes the following overarching goals. 

1. Preventing people from dying prematurely 

2. Enhancing quality of life for people with long-term conditions 

3. Helping people recover from episodes of ill health or following injury 

4. Patient experience outcomes - ensuring that people have a positive experience of care 

5. Treating and caring for people in a safe environment and protecting them from avoidable harm 

6. Improving health and wellbeing of children and young people 



7. Delivering comprehensive, equitable and convenient care (right place, right time) 

Goals 1-5 mirror the goals set out in the NHS outcomes framework, 6 and 7 are locally set overarching goals. 

The LCS contract is offered to general practices working at Cluster level. Baseline assessment for each 

practice will be provided for the outcomes in the framework. The contracting approach will be one of a 

strategic partnership with the objectives of commissioner and providers  fully aligned. The 

commissioner will set out the outcomes and invite clusters to submit costed action plans with targets using 

baseline assessment. 

The table below provides details of the outcomes framework goals and specific outcome targets. Evidence and 

guidance will be available to support Clusters to develop the costed LCS Cluster Action Plans. There will be 

overall planning guidance as well as area specific evidence and guidance papers. 

tead@nhs.net Natasha.cooper4@nhs.net 

Framework Goals (based on priority health issues of Brighton and Hove) 

Specific outcome target areas [Measured by proxy indicators] 

NHS Framework Outcome: 

1. Preventing people from dying prematurely 

� Reducing under 75 mortality rate from cardiovascular disease 

% reduction or maintenance of under 75 mortality rate for CVD considered preventable 

This will be measured by: 

[% increase in estimated percentage of detected CHD per cluster or practice per year] 

[% of CHD patient immunised against flu per year] 

[Increased % of those eligible living within the most deprived quintile and all other areas receiving an NHS 

Health Check per year. This will be measured by numbers of NHS Health Checks] 

[% reduction of smoking prevalence in 3 years] 

[% increase in number of patients screened that are identified as increased or high risk receiving an 

alcohol brief intervention] 

Reducing isolation - [% increase in referrals to the voluntary sector to address social isolation] 

Reduction in % excess weight in adults and children in 3 years: [% increase in GP/self-referrals to 

health 

improvement services for weight management and physical activity per year] 

NHS Framework Outcome: 

1. Preventing people from dying prematurely 

� Reducing under 75 mortality rate from respiratory 



% reduction of under 75 mortality from respiratory disease considered preventable in 3 years% 

improvement in health-related quality of life for people with long-term conditions 

This will be measured by: 

[% reduction in exception reporting rates for cardiovascular disease per year (with a particularly focus on 

conditions with high exception reporting such as atrial fibrillation)] 

[% reduction in exception reporting for all conditions per year] 

[% increase in proportion of adults and children reporting that they feel supported to manage their condition 

per year] 

% increase in proportion of adults with a long term condition screened for depression 

COPD 

[% people with newly diagnosed COPD and medical Research Council Dyspnoea scale ≥3 referred to 

pulmonary rehabilitation programme per year] 

[% of patients with FEV1 < 30% referred to community respiratory service]. 

Diabetes 

[% increase in the proportion of people with diabetes who have received nine care processes per year] 

[% increase in the proportion of people with diabetes diagnosed less than one year referred to structured 

education] 

[% increase in estimated percentage of detected diabetes per year] 

[% increase of people diagnosed with diabetes receiving an annual review per year as part of a shared 

care plan] 

Carers 

[Increase in identification of carers – narrowing the gap between reported and expected]  

Reducing isolation 

[% increase in referrals to the voluntary sector to address social isolation] 

NHS Framework Outcome: 

3. Helping people recover from episodes of ill health or following injury 

Adults and children recovering well from episodes of ill health or following injury 

This will be measured by: 

[% reduction in A&E attendances] 

[% reduction in emergency admissions that should not usually require hospital admission] 



[% reduction in emergency readmissions within 30 days of discharge from hospital] 

[% increase in community short term services patients supported to remain at home] 

[% reduction in emergency admissions for children and young people with lower respiratory tract infections, 

diabetes, epilepsy & asthma] 

[% increase in the proportion of patients admitted to hospital with COPD exacerbation who are reviewed 

within 2 weeks of discharge] 

[% reduction of injuries due to falls in people aged 65 and over} 

Reducing isolation: [% increase in referrals to the voluntary sector to address social isolation] 

 

Enhancing quality of life for people with mental illness 

[% reduction in exception reporting for SMI] 

[% increase in patients on SMI registers who have received an annual physical and medicines review] 

[% increase of patients on the SMI register who have a care plan] 

[% reduction in exception report for depression] 

[% of patients on the depression register and on prescribed psychoactive medication (benzodiazepine) 

received an annual medicines review] 

[% increased access of the wellbeing service by target groups - people living in deprived areas, 

LGBTQ, 

men, BME per year] 

[% increase in patient reported health related quality of life for adults with long-term mental health 

condition] 

HIV 

[% increase of people with HIV who have a personalised care plan and annual review per year] 

Dementia 

[% increase estimated diagnosis rate for people with dementia ] 

[% increase in the proportion of people referred onto the Memory Assessment Service] 

[% increase of people diagnosed with dementia receiving an annual review per year] 

Substance misuse 

‘Proportion of all in treatment, who successfully completed treatment and did not re-present within 6 

months 



                                                                                             
 

Appendix 2 Delivering the Forward View: NHS planning guidance 
2016/17 – 2020/21 Version number: 1 First published: 22 December 2015 Prepared by: NHS England, 
NHS Improvement (Monitor and the NHS Trust Development Authority), Care Quality Commission (CQC), 
Health Education England (HEE), National Institute of Health and Care Excellence (NICE), Public Health 
England (PHE). 
This document is for: Commissioners, NHS trusts and NHS foundation trusts. 
Publications Gateway Reference: 04437 
 
 

Local health system Sustainability and 
Transformation Plans (STPs) 

Introduction 
6. We are asking every health and care system to come together, to create its own ambitious local 
blueprint for accelerating its implementation of the Forward View. STPs will cover the period between 
October 20161 and March 2021, and will be subject to formal assessment in July 2016 following 
submission in June 2016. We are asking the NHS to spend the next six months delivering core access, 
quality and financial standards while planning properly for the next five years.  

Place-based planning  
7. Planning by individual institutions will increasingly be supplemented with planning by place for local 
populations. For many years now, the NHS has emphasised an organisational separation and 
autonomy that doesn’t make sense to staff or the patients and communities they serve.  
 
8. System leadership is needed. Producing a STP is not just about writing a document, nor is it a job that 
can be outsourced or delegated. Instead it involves five things:  
 

(i) local leaders coming together as a team; 
 

(ii) developing a shared vision with the local community, which also involves local government 
as appropriate;  

 

(iii) programming a coherent set of activities to make it happen; 
 

(iv) execution against plan; and  
 

(v) learning and adapting. Where collaborative and capable leadership can’t be found, NHS England 
and NHS Improvement2 will need to help secure remedies through more joined-up and effective 
system oversight.  

 
9. Success also depends on having an open, engaging, and iterative process that harnesses the 
energies of clinicians, patients, carers, citizens, and local community partners including the 
independent and voluntary sectors, and local government through health and wellbeing boards.  
 
10. As a truly place-based plan, the STPs must cover all areas of CCG and NHS England commissioned 
activity including:  



 
(i) specialised services, where the planning will be led from the 10 collaborative commissioning hubs; 

and 
(ii) primary medical care, and do so from a local CCG perspective, irrespective of delegation 

arrangements. The STP must also cover better integration with local authority services, 
including, but not limited to, prevention and social care, reflecting local agreed health 
and wellbeing strategies.  

 
13. The most compelling and credible STPs will secure the earliest additional funding from April 2017 
onwards. The process will be iterative. We will consider:  
 

(i) the quality of plans, particularly the scale of ambition and track record of progress already made. 
The best plans will have a clear and powerful vision. They will create coherence across 
different elements, for example a prevention plan; self-care and patient empowerment; 
workforce; digital; new care models; and finance. They will systematically borrow good 
practice from other geographies, and adopt national frameworks;  

 
(ii) the reach and quality of the local process, including community, voluntary sector and local 

authority engagement;  
 

(iii) the strength and unity of local system leadership and partnerships, with clear governance 
structures to deliver them; and  

 

(iv)  how confident we are that a clear sequence of implementation actions will follow as 
intended, through defined governance and demonstrable capabilities. 

 

The nine ‘must dos’ for 2016/17 for every local system:  
1. Develop a high quality and agreed STP, and subsequently achieve what you determine are your 

most locally critical milestones for accelerating progress in 2016/17 towards achieving the triple 
aim as set out in the Forward View. 

 
7. Achieve and maintain the two new mental health access standards: more than 50 percent of people 
experiencing a first episode of psychosis will commence treatment with a NICE approved care package 
within two weeks of referral; 75 percent of people with common mental health conditions referred to the 
Improved Access to Psychological Therapies (IAPT) programme will be treated within six weeks of 
referral, with 95 percent treated within 18 weeks. 
 
25. An early task for local system leaders is to run a shared and open-book operational planning 
process for 2016/17. This will cover activity, capacity, finance and 2016/17 deliverables from the 
emerging STP. By April 2016, commissioner and provider plans for 2016/17 will need to be agreed by 
NHS England and NHS Improvement, based on local contracts that must be signed by March 2016. 
42. CCGs and councils will need to agree a joint plan to deliver the requirements of the Better Care Fund 
(BCF) in 2016/17. The plan should build on the 2015/16 BCF plan, taking account of what has worked well 
in meeting the objectives of the fund, and what has not. CCGs will be advised of the minimum amount that 
they are required to pool as part of the notification of their wider allocation. BCF funding should explicitly 
support reductions in unplanned admissions and hospital delayed transfers of care; further guidance on 
the BCF will be forthcoming in the New Year.  
 
43. Commissioners must continue to increase investment in mental health services each year at a 
level which at least matches their overall expenditure increase. Where CCGs collaborate with specialised 
commissioning to improve service efficiency, they will be eligible for a share of the benefits. 



 

Annex 1 We are asking local systems first to focus on creating an overall local vision, and the 

three overarching questions – rather than attempting to answer all of the specifics right from the start. We 
will be developing a process to offer feedback on these first, prior to development of the first draft of the 
detailed plans.  
 

A. How will you close the health and wellbeing gap?  
This section should include your plans for a ‘radical upgrade’ in prevention, patient activation, 
choice and control, and community engagement.  
Questions your plan should answer:  

1. How will you assess and address your most important and highest cost preventable causes of ill 
health, to reduce healthcare demand and tackle health inequalities working closely with local 
government?  

 
4. How are NHS and other employers in your area going to improve the health of their own workforce – for 

example by participating in the national roll out the Healthy NHS programme? 

8. How will you improve mental health services, in line with the forthcoming mental health taskforce report, to 

ensure measureable progress towards parity of esteem for mental health? 

16. How will you put your Children and Young People Mental Health Plan into practice? 

19. What is your plan to improve commissioning? How rapidly will the CCGs in your system move to place-based 

commissioning? If you are a devolution area, how will implementation delivery real improvements for patients? 

20. How will your system be at the forefront of science, research and innovation? How are you implementing 

combinatorial innovation, learning from the forthcoming test bed programme? 

Appendix 3  4PI Blog by Alison Faulkner 4,1,16   

4PI stands for 'Principles; Purpose; Presence; Process; Impact'; it is a framework to help create meaningful 

involvement with service users and carers. The 4PI national involvement standards have been developed over the last 

couple of years by a partnership of organisations hosted by NSUN (the National Survivor User Network). Developed 

within a mental health context, these standards are universally relevant to involvement and co-production in all areas of 

health and social care. 

The idea behind the project was to ‘hard wire’ the service user and carer voice and experience into the planning, delivery 

and evaluation of mental health and social care services. The project shares good practice and resources, and strengthens 

existing networks to build an infrastructure to support strong and meaningful involvement. 

The 4PI framework stands on the shoulders of giants. It builds on the work of many people: service users and carers and 

others who have lived and breathed involvement and shared their experiences in various ways, both written and unwritten. 

We carried out consultations around the country to ensure that the framework made sense to people and we made 

amendments as a result. 

The framework helps people to think through why they are involving people, what is the purpose for involvement, where 

and how people will be involved and what difference they want the involvement to make. The following gives a brief 

summary of the standards. 

• Principles: 



Meaningful and inclusive involvement starts with a commitment to shared principles and values. 

Tips: Start by sharing your principles and values together: what is important to each of you about involvement?  See 

where there are similarities and differences: talk about them. 

• Purpose: 

People need a reason to get involved. The purpose of involvement needs to be clear and clearly communicated to 

everyone involved in the activity as well as the wider organisation. 

Tips: At the start of an involvement activity, discuss and agree both the purpose and the outcomes you are aiming for. 

Record them so that the success of the involvement exercise can be evaluated later. 

• Presence: 

We would like to see a diversity of service users and carers involved at all levels and at all stages of a project or 

organisation. The people who are involved need to reflect the nature and purpose of the involvement. 

Tips: Start by looking at the population relevant to the involvement activity, and use this as a guide to who needs to be 

involved. Set up monitoring procedures from the start so that you can assess the success of your recruitment (and 

retention) procedures. 

• Process:  

The process of involvement needs to be carefully planned to make sure that service users and carers can make the best 

possible contribution. 

Tips: Process needs to be considered in four areas: engagement, communication, support and training, and practical 

issues. 

• Impact:   

For involvement to be meaningful, it needs to make a difference to the lives or the experiences of service users and carers. 

Tips:  The following questions can help in thinking about the impact of involvement: 

1. What were the intended outcomes of the involvement activity? 

2. What difference(s) have service users and carers made to the project, activity or organisation? 

3. How did everyone feel about the process of involvement? 

4. Did the involvement of service users and carers make a difference to the end result of the activity/project? 

5. Did the involvement of service users and carers make a difference beyond the activity itself – to the delivery of 

services or the understanding of mental health, to the recovery or wellbeing of individuals?  

For more information about 4PI, please go to the NSUN website: www.nsun.org.uk/about-us/our-work/national-

involvement-partnership/If you would like to sign up to the standards and get access to more of the resources, please 

contact us by email at info@nsun.org.uk or telephone 0207 820 8982. 

 

Appendix 4 Blog by Jacqui Dyer , vice chair of the Mental Health task force, blog 14 July 2015 - 16:21 emphasis by 
John Kapp 4.1.16 

We all have a role to play in driving forward mental health services . I take seriously the mandate given by the people 
who responded to the call for evidence, by completing the online survey run by Mind and Rethink Mental Illness, or by 
submitting something in writing to the Mental Health Taskforce inbox. While the task is urgent and enormous – some are 



grumpily saying that it is impossible, even – I fundamentally believe it is absolutely possible to transform mental health 
outcomes across the NHS. 

People are absolutely fed up with having their minds and bodies being treated as if they were disconnected, or as 

if mental health lacks importance. We must end approaches which don’t encourage integration and our services must 

respond to the needs of our communities. Anything else puts our NHS at risk of not being worthy of the 21
st
 century. 

Where there is will, there is always a way – so surely by 2020 we can at least apply what we already know. We must be 

SMART, clear and precise about what needs to be put in place between now and 2020 to really make change happen, 

recognising that each step will take us closer to realising our vision. 

Effort must be both individual and concerted, and the days of working in silos must end. We need our leadership from 

the front, as well as the top – and from each person, in every position within and across the system. Anything less than 

integration, as well as multi-disciplinary and networked working, is not fit for purpose. 

I have met such incredible leaders up and down the country. This includes experts-by-experience, people in primary care, 

acute services, education, voluntary sector, social enterprises, departments in Government, the police and many other 

interested parties. In the midst of all of these great people with passion and verve, I ask myself – why have we not gotten 

further already? Why are things so backward, when we have known for so long so much of what we need to do? 

My experience tells me that we need to be far less defensive about what has gone wrong and much more open to the 

identification of solutions and their implementation. This is especially pertinent when it comes to the subject of 

equalities.” 

I think we need to be bold, imaginative, resourceful and persistently challenging. I think we need to spend our energy on 

identifying the levers within our grasp, each and every one of us, to ensure that our mental health is valued equally 

with our physical health. Anything less is incongruent to our humanity. 

My role on the Taskforce is not about me, but to act as a catalyst and reminder that we must not lose sight of our purpose. 

This purpose is the opportunity to improve outcomes for our brothers, sisters and neighbours, when they are at 

their most vulnerable. This purpose is to prevent unnecessary illness when we can, through equipping people of all 

ages, from cradle to the grave, with the means to gain self-awareness to self-manage. This purpose is to enable 

access to immediate support when people need it. We simply cannot afford, economically or psychologically, for people 

only to be heard when they are in crisis. The cost is simply too great. 

We are all responsible for implementing the outcomes of this Taskforce, and I can tell you straight that I am closely 

observing each and every person I meet, every step of the way. It is so important that we all understand and respond to 

the message that mental health is everyone’s business. 



I’m scared too. I feel deeply vulnerable as an expert-by-experience, that we might not be able to really make change 

happen, simply because we revert to default positions where people tinker around the edges and don’t create the 

visible, tangible and meaningful changes our communities need. Because when it comes to mental health, we do 

this so often. We write such fantastic policies and documents – there can be no better library in the known world about 

mental health improvements – but we don’t systematically ensure implementation is embedded. 

Something about our modus operandi and cultures has led us down a different track – one where even if a mentally ill 

person presents at an acute setting, that aspect of their need is sometimes invisible to us! We have to take ownership 

for this level of disconnect – if we do not, once again nothing will change – we will again succumb to the blame 

culture: it wasn’t me… 

So the question on my mind right now is – who in our system will be the early adopters, along with so many others who 

are desperate to make positive change happen? 

Responsibility and accountability are key to the work resulting from the Mental Health Taskforce. 
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EXECUTIVE SUMMARY  
This report is the output of a study of the education and training that health professionals need, and also receive about 

Inclusion Health, to enable them to work effectively with vulnerable people who are either homeless, Gypsies and 

Travellers, Roma, sex workers and vulnerable migrants. The study was commissioned, by the Department of Health, to 

look at the situation in England and to inform the National Health Inclusion programme. Healthcare professionals are 

educated and trained in higher education institutions across the United Kingdom. Much of the UK wide healthcare 

workforce is mobile and during their career many professionals will work in more than one devolved nation. With this in 

mind the study considered the education and training about Inclusion Health across the devolved administrations.  

 

It has been written to be of interest to the Department of Health and other policy makers, regulatory and professional 

bodies, the health education sector, education commissioners, public sector service providers that support patients from 

socially excluded groups, and third sector organisations.  

In this Executive Summary we briefly outline the approach we have taken to the study and the contents of each chapter. 

First, we provide a summary of our key messages, followed by the main limitations to the data and the recommendations 

for national bodies and education providers.  

 
Key messages  
� This study has prompted the education providers to reflect on the extent to which they embed Inclusion Health in their 

courses. It has also enabled practitioners to express their views about how well the education sector prepares them to care 

for vulnerable groups and supports them throughout their careers.  

� All four devolved administrations recognise the importance of national policy that embeds Inclusion Health in the 

education and training of healthcare professionals. Each nation has published guidelines to address improvements in 

health outcomes for national patterns of social exclusion. However, we did not find any evidence of government 

departments, or national organisations, setting out a plan of work to ensure that healthcare professionals have the 

appropriate knowledge and skills to care for vulnerable communities.  

 

� Inclusion Health is an area that is generally underdeveloped by healthcare regulatory bodies. The Nursing and 

Midwifery Council gives the most detailed guidance about Inclusion Health. Some of the regulatory bodies make 



reference to social determinants or health inequalities, whereas others make no reference at all to Inclusion Health. 

Without clear regulatory bodies’ standards and guidance about Inclusion Health, which in turn enforces the education 

sector to incorporate this topic in the curricula, there is no guarantee that aspects of Inclusion Health will be taught and 

assessed.  

 

� The extent to which professional bodies guide their members and the education providers about aspects of Inclusion 

Health varies enormously. Fewer than half make specific reference to a particular aspect of Inclusion Health. However,  

 

The Royal College of General  Practitioners has an exemplary resource which is widely available to all healthcare 

practitioners and the Royal College of Nursing supports an online resource about Inclusion Health for its members.  

 

� The evidence published by organisations, which employ staff to work with vulnerable groups, states that many 

healthcare practitioners lack the knowledge and skills to effectively support service users from socially excluded 

communities. The majority of the literature discusses the education and training needs of staff who work with the 

homeless communities and those who live in insecure accommodation. Nevertheless, many of these needs are considered 

generalizable to staff who work with Gypsies and Travellers, Roma, sex workers and vulnerable migrants.  

 

� There are stated intentions to improve the knowledge and skills of the staff and to harness the potential that a well-

qualified and well-informed healthcare workforce brings to the care of these vulnerable groups. Nevertheless, there is a 

sizeable gap between what the workforce needs to know, the skills they need to be able to demonstrate, and the readily 

accessible high quality specialist education and training that will guarantee these achievements.  

 

� This study has consistently highlighted some key areas for study by healthcare professionals who work to support the 

socially excluded communities (outlined in the executive summary and detailed in the full report). Many of these topics 

could be introduced at pre-registration level and developed for the qualified practitioner.  

 

� The education providers report teaching health inequalities and health risks to the five vulnerable groups and their 

healthcare needs, nonetheless, there is much less evidence that these topics are assessed. This absence of assessment 

weakens the knowledge base and the value of studying this subject in the eyes of the student and those providing the 

service. It also limits the chances of the staff securing essential resources to underpin the provision.  

 

� There is limited academic expertise in the education sector. This situation may be an indicator of the level of 

commitment of the sector to promote Inclusion Health in the curricula, or the lack of resources available to employ 

academic staff with the appropriate expertise, or simply that there are insufficient experienced practitioners with expertise 

in caring for Gypsies and Travellers, Roma or sex workers. We found very little evidence that the education providers 

involve service users and carers to help deliver the curricula.  

 

� Much of the experience gained by professionals is through ‘learning on the job’ and work experience, rather than 

through formal education and training. The vast majority of pre-registration/undergraduate students are unlikely to 

experience placements with socially excluded communities. Although the specialist practitioners report that the practice 

placement experience with vulnerable groups is one of the strong points of the Specialist Community Nursing courses.  

 

� It is important to reduce the social distance between healthcare professionals and those from vulnerable groups. 

Appropriate education and training should empower healthcare professionals to reach out to these groups.  

 
� The voluntary sector has a major role in developing and supporting the healthcare professionals. Closer partnership 

working between the education sector and the third sector would enhance the quality of all education provision.  



� Specialist practitioners report difficulty in 

accessing specialist training programmes to help 

them develop their clinical and non-clinical 

knowledge and skills to care  

 

 


