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This is a non-mandatory model template for local population. Commissioners may retain the structure below or may determine their own in accordance with the Contract Technical Guidance.  NHS England’s Contract Technical Guidance provides (at paragraph 36) further guidance on specifications generally and on what to consider for inclusion under the headings below. 

	Service Specification No.
	1

	Service
	Mental Health Support Services (Brighton and Hove and West Sussex)

	Commissioner Lead
	Anne Foster, Head of Mental Health Commissioning Brighton and Hove

	Provider Lead
	TBD

	Period
	01 October 2025 – 30 September 2030

	Date of Review
	TBD




	1.	Population Needs

	
1.1 National and local context and evidence base

‘No Health without Mental Health’ defines mental health as a positive state of mind and body, feeling safe and able to cope, with a sense of connection with people, communities and the wider environment. 

Nearly 2 in 3 of us will experience a mental health problem during our lives, and 1 in 6 of us is managing fluctuating levels of distress each week. This means that mental health problems commonly affect our lives, our families, workplaces, and communities, impacting everyone.2  

Mental ill health currently represents 23% of the total burden of ill health in the UK and is the largest single cause of disability. According to the 2018 Global Burden of Disease UK Study, depression was the fourth leading cause of years lived with disability.

Improved mental health and wellbeing is associated with a range of better outcomes for people of all ages and backgrounds. These include but are not limited to:
· 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
· higher levels of social interaction and participation.

National policy context is for a vision of integration, ensuring system partners such as Health, Social Care, and Voluntary Community and Social Enterprise (VCSE) work more closely to provide seamless services for the population. This necessitates making the very best use of resources to improve health and wellbeing outcomes for the whole population. To achieve this, Integrated Care Systems (ICS) have been set up in each region, the ICSs will bring health and care organisations together to develop shared plans and joined-up services. The ICS in Sussex is Sussex Health and Care.

Underpinning this integrated approach is to enable patients to have more control about their care and to be active participants empowering them to live independently, with the ability to make choices. There has also been an emphasis on collective leadership and joint working with a call for leaders from across Health, Social Care and the Voluntary, Community and Social Enterprise (VCSE) sectors to jointly deliver solutions appropriate to their own communities.

Improving population mental health and wellbeing and reducing health and care inequalities is a priority for the Sussex Integrated Care System (ICS) area. Brighton and Hove and West Sussex form part of the Sussex ICS along with East Sussex. 

The proposed MHSS will help to deliver against the following strategic priorities:
· The Community Mental Health Framework describes the national vision for a place-based community mental health model to be realised, and how community services should modernise to offer whole-person health approaches, aligned with Primary Care Networks. 
· NHS Sussex Shared Delivery Plan (SDP), Improving Lives Together, sets out the ambition across health and care in Sussex over the next five years, with the aim to improve the lives of local people by supporting them to live healthier for longer and making sure they have access to the best possible services when they need them.

Within Brighton and Hove, mental health has been identified by the Health and Wellbeing Board and the Health and Care Partnership as one of the city’s five population health priorities for the city. MHSS will support delivery of outcomes in many of the city’s strategic plans including:
· The Brighton and Hove City Council Plan 2023 to 2027, All four of the main outcomes, A city to be proud of; a fair and inclusive city; A city where people can thrive.; A city of responsive and well-run Council services.
· The Brighton & Hove Joint Health and Wellbeing Strategy 2019 – 2030, that includes an ambition that “mental health and wellbeing will be improved and easier access to responsive mental health services will be provided”. 
· The Brighton & Hove suicide prevention action plan 2024 – 2027,  action to reduce the risk of suicide and provide support to groups locally identified as an increased risk of poor mental health and suicide. 

Within West Sussex, MHSS will support delivery of outcomes in the following strategic plans:
· West Sussex County Council Plan 2021 – 2025, contains a priority to Helping people and communities to fulfil their potential focusing on improving wellbeing and integrated care
· , the Living and Working Well goals of action outline areas around wellbeing and mental health.
· West Sussex Suicide Prevention Framework and Action Plan 2023-2027, the action plan focuses on nine key areas, the areas focusing on mental health are to reduce the risk of suicide and improve the mental health of key high-risk groups, and tailor approaches to mental health in risk groups.

The Sussex response to delivering the national Community Mental Health Framework is to develop Neighbourhood Mental Health Teams (NMHT). It is expected that NMHTs will form part of the emerging ICT (integrated community teams) that are described in Delivery Area 1 of the Sussex Shared Delivery Plan. The Neighbourhood Mental Health Teams will:
· Offer high quality support to people with a range of mental health needs, at different stages of their journey, with a choice of interventions. This will ensure that anyone experiencing emerging or established mentally ill health, can access timely, holistic support close to home.
· Work together with key services to provide more joined up and coordinated care.
· Be personalised, accessible, seamless and fully integrated, leading to a better experience and better outcomes for those accessing mental health support.
· Have a core partnership between Sussex Partnership NHS Foundation Trust (SPFT), Voluntary, Community and Social Enterprise (VCSE) organisations, Primary Care and Social Care.
· Engage and work in partnership with communities to ensure a strong community voice.
· Aim to improve access to:
· Clear information on how and where to access support 
· Wider social support and determinants of health, including employment, education, housing and money advice
· Criminal Justice support
· Coordinated support from adult social care 
· Physical health care 
· Effective support, care and treatment for co-occurring drug and alcohol-use disorders 
· Community assets to support and enable people to become more embedded within their community (e.g. volunteering, arts & culture, spirituality, education, sports & health, etc.)

MHSS will be an integral component of Neighbourhood Mental Health Teams (NMHT), and it is anticipated that these services will enable people experiencing mental ill health to be supported to live well in their communities, to maximise their individual skills, and to be aware and make use of the resources and assets available to them. The conceptual framework for the NMHT model is detailed in Figure 1, and it is expected the MHSS will deliver both the, ‘Getting advice, information and guidance’ and ‘Getting Support’ functions. Whilst different types of support may be delivered by a range of providers, it will be delivered as an integrated system.

Figure 1: Neighbourhood Mental Health Team Model
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1.2 Local context - Mental health and wellbeing needs

Brighton and Hove
The Brighton and Hove all ages Mental Health and Wellbeing Needs Assessment (2003) describes high levels of mental health need in the city, identified groups at higher risk and highlighted a range of preventative factors in terms of community assets. Key points for Brighton and Hove are:
· Population is almost 280,000 
· Higher prevalence of adults with common mental health conditions such as depression or anxiety (1 in 5 people) compared to England (1 in 6 people).  
· Greater proportion of people on GP registers for severe mental illness (such as schizophrenia or bipolar disorder) - 1.3% of adult population compared with 0.95% for England. 
· The suicide rate is statistically significantly higher than the national average, with a proportionately higher rate of deaths by suicide in women.
· The rate of hospital admissions for self-harm for 10–24-year-olds is 1.5 times higher than England. 

There is strong national evidence that some communities and groups are more exposed and vulnerable to unfavourable social, economic, and environmental circumstances. For many of these groups, Brighton and Hove has high or very high need: 
· People with alcohol and/or drug dependence: Compared to England, drinking and substance misuse are significantly higher amongst both children and young people and adults.  
· People experiencing homelessness: Brighton & Hove has the second highest rate of statutory homelessness (households in temporary accommodation) of all local authorities in England outside of London (18th highest in England including London). 
· People with complex needs and multiple disadvantage: Brighton & Hove, has a higher estimated rate of people with multiple disadvantages than England. The majority have mental health needs.  

Other population groups with increased risk include:
· Ethnic minority groups 
· Lesbian, gay, bi, trans, queer, questioning, asexual (LGBTQ+) people 
· People with long-term physical health conditions 
· People living with physical disabilities 
· People living with learning disabilities
· People with sensory impairment 
· Carers 
· Neurodivergent/ce
· Migrants, refugees, asylum seekers and stateless persons 
· Gypsy, Roma and Travellers 
· Children in care and care leavers 
· Mothers of children taken into care 
· Students 
· Armed forces personnel and veterans
· Prison population, offenders and victims of crime

West Sussex 
The West Sussex Mental Health Joint Strategic Needs Assessment Key points identify: 
· The population is 892,350. 
· Approximately 119,890 adults are estimated to have common mental health disorder.
· There are 120,000 (one in six) adults identified as having symptoms of a common mental disorder, with approximately one in twelve having severe symptoms
· Currently 24% of the population self-report high anxiety.
· There are over 102,000 people with depression on GP registers,
· In 2022/23 there were 9,050 people on the severe mental illness (SMI) GP registers, this represented 0.97% of registered patients.
· The mortality rate for suicide and injury undetermined has tended to be similar to England overall. In the 3 years of 2020-2022 there were 270 deaths. The male suicide rate locally  
· and nationally is higher than that of women.
· One in five adults stated that they had had suicidal thoughts at some time in their life. 
· In 2022/23 there were 102,430 people recorded with depression on GP registers, this represented 13.6% of registered patients aged 18+ years.
· An estimated 6,150 young people aged 17 to 19 years, and 10,880 young people aged 20 to 25 years have a probable mental health condition.
· In Q4 2023/24 there were 9,106 people on the SMI register
· The highest rates of secondary mental health hospital admission in West Sussex are ages 20-34.
· 20,000 people aged 65 years or over are estimated to have a common mental health condition.
· Depression is one of the most common mental health conditions experienced by older adults. 
· Population age profile for West Sussex in 2022 = Aged 0 to 15years 17.7%. Aged 16 to 64 years 59.3%. Aged 65+years 23.1%. Based on data projections from 2018 West Sussex 
· population is project to increase by a further 47,000 people within the next 10 years with the 65+ age group projected to increase by 23%.


	2.	Outcomes

	
2.1	NHS Outcomes Framework Domains & Indicators

This contract is to be viewed within the overall context of the NHS’ desired commissioning outcomes and indicators.

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

	Domain 3
	Helping people to recover from episodes of ill-health or following injury
	x

	Domain 4
	Ensuring people have a positive experience of care
	x

	Domain 5
	Treating and caring for people in safe environment and protecting them from avoidable harm
	x



2.2	Local defined outcomes
The approach to delivering MHSS is designed to be less prescriptive and more flexible to enable responsiveness to a dynamic and changing environment. Whilst the service description provides an overview of delivery expectations (the What) there is flexibility as to how MHSS deliver to meet the needs of the communities (the How).

Due to this the Commissioners (NHS Sussex and Brighton and Hove City Council) along with partners in West Sussex County Council will work collaboratively with the Provider once awarded to develop locally defined outcomes and Key Performance Indicators (KPIs) to ensure outcomes and KPIs are achievable and in line with the proposed service model.

The service will contribute to national outcomes and KPIs for the following:
· Increasing access to community mental health services
· Improving physical health care for people with severe mental illness (SMI)
· Individual Placement and Support (IPS)

It is expected that local outcomes and KPIs will reflect the need to provide additional focus on communities of interest that include but are not limited to:
· Ethnic minorities, 
· Neurodivergent/ce
· 18 to 25 year olds, 
· LGBTQ+, 
· Carers
· Gypsy, Roma, and Traveler, 
· Those with experience of the care system, 
· Globally displaced communities, – those seeking asylum, refugees, vulnerable
Migrants
· People who misuse drugs and alcohol
· People who are experiencing homeless 
· Armed forces – Veterans and their families

Commissioners will work with the provider to develop Patient Reported Outcome and Experience Measures (PROM/PREM). The Provider will be expected to use the Recovering Quality of Life (ReQoL) tool for certain elements of the MHSS delivery as well as other locally agreed outcome measures that will be identified during mobilisation.

	3.	Scope

	
3.1	Aims and principles of service

The aim of the Mental Health Support Services (MHSS) is to improve the mental health and wellbeing of the adult population in Brighton and Hove and West Sussex.  

The MHSS will adopt the following principles. 
1) Addressing health inequalities. MHSS will have an emphasis on increasing access and improving outcomes for those with protected characteristics (Protected characteristics | EHRC (equalityhumanrights.com) and for populations at higher risk of developing mental ill health.
a) MHSS will be based on inclusivity, particularly for people with coexisting needs, learning disabilities and those with the highest levels of complexity and who experience marginalisation.
b) MHSS will work within the local health and care systems to address health inequalities and social determinants of mental ill health.
c) MHSS will promote population mental health and wellbeing, prevent ill health, and reduce stigma and discrimination towards people experiencing mental ill health.
2) Co-production. MHSS will be co-produced in partnership with people who use services and their friends and family carers. They will be co-produced with people who are representative of the communities they serve.
3) Accessible and person-centred. MHSS will take account of the whole person recognising their health and social needs and their roles as a parent, carer, worker, student, friend, and family member.
a) MHSS will be easily accessible for individuals, friends, families and carers.
b) MHSS will improve the lives of people living with, experiencing and recovering from mental ill health.
4) Partnership and neighbourhoods. MHSS will be integrated and joined up with other support services, working as part of the NHMT model and aligned with neighbourhood Integrated Community Teams (ICT). 
a) MHSS will be seamlessly delivered and maximise continuity of care.
5) Evidence based. MHSS interventions will be based on best practice, population need, what works, what is cost effective and what data and people tell us. 
6) Trauma-informed. MHSS will be delivered in a psychologically and trauma informed way.
7) Innovation. MHSS will be delivered flexibly with innovation in service delivery to provide value for money and to meet local need.
8) Promotion & Prevention. MHSS will aim to prevent escalation of distress, reduce risk of suicide and self-harm with a focus on engaging with and ensuring support for populations that may be at higher risk of harm.

Delivery of the MHSS will be monitored and measured with Key Performance Indicators (KPIs) linked to the overall aim and principles.

3.2	Service description

The service description provides an overview of expected delivery requirements (the What) but not a prescription on how the service is designed or delivered (the How). Providers will use this as a framework to design delivery that meets the needs of the local communities being served.

MHSS will provide support to promote well-being, prevent mental ill health by intervening early and offer opportunities to pursue meaningful activities and avoid social isolation.  They will also complement other services, provided by the NHS and local authorities, General Practice (GP) and VCSE to deliver holistic care as part of a pathway approach. MHSS have a key role in supporting delivery of national targets for mental health including reducing reliance on acute and crisis pathways and expanding access to community-based support.

MHSS will include four key areas:
· Provider responsibilities (governance, data collection and reporting, system leadership, lived experience advisory group)
· Community Development, prevention and promotion
· Advice Information and Guidance
· Getting Support

It is expected that the MHSS will support people and will offer:
Community Development, Prevention and Promotion:
· Take an asset-based approach to community development in disadvantaged and higher risk communities to build community wellbeing and strengthen community voice
· Workforce training to include suicide prevention and MH awareness
· Campaigns and awareness raising including anti-stigma work
· Data and insight into the output, outcomes and demographics of service users.

Advice, Information and Guidance:
· Provide advice, information and guidance via physical or virtual Mental Health Support Services.
· Develop a network of communities to facilitate the promotion of the service and messaging and campaigns
· Provide central communications phone/email/webchat
· Online self-help digital offer
· Debt and welfare/benefit advice
· Links to wider community offers such as substance misuse, housing with co-working where needed.
· Peer support
· Provide early intervention – i.e. reaching out to people demonstrating an emerging mental illness or reduced sense of wellbeing to offer early intervention and prevent the need for more specialist services.  This includes psychosocial support and social prescribing options such as arts & culture, spirituality, education, physical activity, engagement with nature, support with financial difficulties, employment support, and more.
· Aim to prevent people relapsing into mental ill health and needing hospital or other specialist services.  
· Connect to appropriate interventions within and outside of MHSS.
· Data and insight into the output, outcomes and demographics of service users.

Getting Support:
· Ensuring individuals with complex or higher risk needs are considered as part of the multi-agency NMHT coordinated triage to reach agreement on the most appropriate interventions.
· Assessment, development of care support and crisis plans.
· Care co-ordination and navigation to appropriate services.
· Support for behaviours change through motivational interviewing and other support interventions.
· Delivery of one to one and group psychosocial support and education (eg: self care and management, problems solving)
· Assess and provide targeted and personalised support for people waiting to access services. 
· Awareness and ability to respond flexibly to emerging and changing local needs.  
· Provide support for healthy behaviours and encourage uptake of wider health intervention services such as healthy weight, physical activity, smoking cessation, cancer screening to include interventions following physical health checks for those with serious mental illness. 
· Direct individuals to the most appropriate service offer, including wider services such as Staying Well, NHS Talking Therapies, housing and drug and alcohol services.
· Facilitate conversations when signposting or referring to other services, to ensure no individual falls through gaps, is declined a service offer without a suitable alternative offer being made and to prevent multiple assessments.
· Develop and assure knowledge and skill of workforces who support adults experiencing mental ill health including self-harm and suicidal ideation through training
· Provide targeted interventions for the most vulnerable groups, including people affected by homelessness and substance misuse, to connect them with appropriate mental health support services
· Employment support through links with Individual Placement Support (IPS) model.
· Data and insight into the output, outcomes and demographics of service users.

MHSS will act as a central hub for all community mental health support referrals, working to the defined aims and principles. Focus will be made to ensure there is ‘no wrong front door’ and to contribute to removing gaps in service provision.

Collaboration to deliver MHSS as an integral component of NMHTs is essential and key partners are Sussex Partnership Foundation Trust (SPFT) and Primary Care Networks (PCNs) Collaboration is also required with wider system partners to meet people’s needs.  This includes but is not limited to; adult social care, children’s social care (where service user is a parent or carer), drug and alcohol services, housing support and advice, criminal justice, social prescribing and others.

As the NMHT’s are still being developed there are some operational details that have not been finalised. There are 3 component parts of the NMHT (see figure 2) – Core Team, Aligned Services, and Wider Networks, all working as part of an integrated model. It is expected that all MHSS will be part of the NMHT model – but at this stage it has not been confirmed precisely which services will be included in each of the 3 component parts of the NMHT. Although we are unable to specify which elements of the MHSS will be in each component part of the NMHTs at this time, the NMHTs will be designed at “place” the Provider will need to collaborate with the existing NMHT Operational Delivery Group to develop the specific details of the place-based offer.  

Figure 2: Neighbourhood Mental Health Teams Alignment
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3.3     Community Development, Prevention and Promotion.
This function of the mental health support service focuses on preventing mental ill health and deaths by suicide through community development, engagement, campaigns and communications and  training for MHSS staff and the wider partner workforce.  

It has 3 elements:
1. Community engagement and development 
1. Campaigns and communications 
1. Training on mental health awareness and suicide prevention

The first 2 elements are to be delivered in an integrated way. Effective promotion of key messages through campaigns and other approaches requires strong community engagement.

Each element aims to benefit the whole population in Brighton & Hove and West Sussex, with a particular focus on communities at increased risk of mental ill health and suicide.  These groups are identified in the Brighton & Hove and West Sussex Mental Health JSNAs (see Appendix 6) 

The MHSS and these elements will focus on additional support to communities of interest as listed in section 2.2.

Key Performance Indicators will be agreed with Providers during contract mobilisation and may evolve over the lifetime of the contract.


3.4     Community engagement and community development 

The aim is to work in partnership with higher risk or disadvantaged communities to:
· Use an asset-based approach to strengthen community voice and community engagement
· Identify and build on assets; 
· Identify and address challenges related to mental wellbeing and suicide prevention. 
· Provide activities to improve community mental health and wellbeing to be informed by evidence of what works and what is cost effective.

This element is to be aligned and linked to the campaigns and communications element.

Definition of community development and engagement: Asset-based community development is where people and communities are facilitated to come together to achieve positive changes, harnessing their own knowledge, skills and lived experience of the issues they encounter in their own lives.  

Community engagement involves taking a strategic approach to an organisation's community-based stakeholders. This includes building relationships, developing communications, and managing interactions in order to achieve specific outcomes for the organisation and the community itself. 

Expected Outcomes evidenced in data collected and submitted by provider:
· Communities are able to identify their mental health and wellbeing concerns and identify, develop and shape initiatives to mitigate identified concerns  
· People with lived experience will have their voices heard and valued, driving meaningful change and shaping inclusive, effective services. 
· Personal and community resilience 
· Local community assets 
· Awareness of mental health support services in the community 
· Access to local mental health services and information in particular by more disadvantaged communities
·  Trust in mental health support services in particular by more disadvantaged communities
·  Empowerment of communities to speak directly to the system and inform system change and give context to data

Requirements: 
The provider is expected to: 
· Work in partnership with communities to identify issues related to mental health, wellbeing and suicide prevention and mapping local assets to inform strengths-based solutions
· Build on existing community development approaches and work in collaboration with community development organisations who have trusted and established relationships with communities and residents 
· Feedback to MHSS, NMHTs and the wider system on the insights from communities, including identified local issues, challenges, assets and proposed local approaches 
· Alongside communities, provide or co-ordinate a mixed balance of activities, programs and services that focus on enhancing wellbeing based on identified local needs and gaps in support 
· Regularly review existing approaches and how well they meet outcomes, and develop and amend based on learning
· Support residents to Identify need and any barriers to access and work to support by removing barriers or helping people overcome them to provide fairer and more equitable access.

3.5     Local and national campaigns and communications 

Note: In West Sussex, WSCC Public Health currently commission suicide prevention and awareness training for various workforces. It is expected the provider will support the current framework and collaborate on future efforts to align delivery across the county. WSCC also undertake, in partnership with organisations across the county, comms campaigns throughout the year. The provider is expected to collaborate and contribute to this work.  

Aim:  To increase awareness of how to maintain good mental health and wellbeing of self and others, to recognise the signs of poor mental health, and to increase awareness of how, where and when to seek help. To work with communities to address stigma and to increase knowledge of services, promote relevant national campaigns and develop local campaigns.

This element will be aligned and linked to the community engagement and development element. 

Expected Outcomes evidenced in data collected and submitted by provider:
· Increased awareness of how to proactively develop and maintain positive mental wellbeing   
· Increased recognition in self and others of the signs of common mental health conditions such as stress, anxiety and depression; and the symptoms of suicidal ideation  
· Increased knowledge of when and where to seek help for self and others for mental ill health, self-harm or suicidal thoughts 
· Reduced stigma and increased ability for communities to have open conversations about mental health, self-harm and suicide
· Increased awareness of the complex relationships between social media and mental health, including risks around addictive use, exploitation and negative impact on self esteem
· Offer opportunities for social connection and peer support.

Requirements 
The provider is expected to:
· Reach and engage with groups at increased risk of poor mental health to understand how best to promote key messages to enable more equitable and fair access to MHS services
· Review and align with local communications approaches to engaging with groups at greater risk of mental ill health, suicide and self-harm, and promoting relevant prevention campaigns and signposting to local support. 
· Develop local campaigns, communications and tailored resources related to reduction of stigma, mental health awareness, self-harm awareness and suicide prevention e.g. Five Ways to Wellbeing
· Co-design messaging and resources with people with lived experience, working closely with the community engagement and community development element to tailor messaging for local communities 
· Adhere to the Samaritans media guidelines for reporting suicide 
· Ensure accessibility of all public-facing communications, including but not limited to:
· Easy Read materials for adults with learning disabilities 
· Translated materials and videos for adults who do not speak English as a first language
· Physical resources for people who face digital exclusion
· Videos for people with low literacy levels
· Screen-reader compatibility for digital resources

3.6     Training for professionals on mental health awareness and suicide prevention

Note: In West Sussex, WSCC Public Health currently commission suicide prevention and awareness training for various workforces.  It is expected the provider will support the current framework and collaborate on future efforts to align delivery across the county.  WSCC also undertake, in partnership with organisations across the county, comms campaigns throughout the year. The provider is expected to collaborate and contribute to this work.  

Aim: To provide workforces who is knowledgeable, skilled and confident to support adults experiencing mental ill health including self-harm and suicidal ideation. Training to be tailored where possible to different workforces and roles. 

Expected Outcomes evidenced through service user feedback submitted by providers:
· Increased confidence, skills and knowledge in workforces in the city who support adults with mental health needs, including self-harm and suicidal ideation 
· Workforces are  confident to have conversations about mental health, suicide and self harm 
· Increased knowledge in workforces about how to signpost and where to go for more help
· Increased confidence, skills and knowledge of professionals in the city in identifying early signs of suicidal ideation, keeping people safe, and where to go for mental health crisis support

Requirements
The provider is expected to:
· Work in collaboration with existing mental health awareness and suicide prevention training programmes
· Co-design training content with people with lived experience of mental health, self-harm and/or suicidal ideation and their carers
· Create an annual plan that covers both open access training opportunities and a targeted programme 
· Regularly review existing approaches and how well they meet outcomes, develop and amend, based on learning
· Deliver flexible training sessions in terms of length and type of delivery to enable all frontline staff including those with limited capacity to be able to attend.
· Provide attendees with signposting resources about the services supporting people with mental health and wellbeing needs and/or suicidal thoughts

3.7     Indicative funding breakdown for MH Promotion, Suicide and Self Harm Prevention, and Community Development

Brighton & Hove
Public health has allocated £270,000 toward these activities, we would expect to see a minimum of two thirds of public health funding to be allocated to community engagement and development programmes, 15% should be allocated toward the overall operations and delivery of MHSS (e.g. contract management, on costs, etc.). Indicative funding is given below however contract monitoring will focus on the provider delivering specified outputs and outcomes 

West Sussex
Local and national campaigns, and training for professionals is currently commissioned by West Sussex County Council through other delivery partners.  The Provider is expected to support and align existing work with public health but is not expected to deliver these activities. The community engagement element needs to be delivered as part of the MHSS service. Indicative funding is not provided but we will expect to see how this element is delivered and what budget is allocated. Contract monitoring will focus on the provider delivering specified outputs and outcomes.

3.8       Advice Information and Guidance
This strand is about ensuring access to information and support for people within MHSS and across Aligned, Wider Network and Partnership elements. Included in this are several areas for consideration:
· Mental Health Support Services   should be a combination of physical, virtual, and/or co-located spaces. They should leverage existing community resources and be able to flexibly provide a safe space for people to get information or deliver group or one-to-one interventions.
· Service and system promotion should be a key element to ensure people are aware of the opportunities available to them and where and how to access support. As NMHTs advance this will be a key feature to ensure the broader population is aware of these changes.
· A centralised communications platform that is easy for individuals and partners to access (i.e. phone/email/web-chat), this is not aimed at duplicating other services such as Sussex Mental health Line.
· An on-line or digital offer that may provide self-help resources which can empower individuals to manage their mental health independently
· Access to advice on subjects important to the community, this could include debt and welfare/benefit advice and links to aligned mental health services and wider community networks to offer support e.g. housing, substance misuse with co-working where needed to avoid duplication and offer joined up support.
· Outreach offers to bring advice, information, guidance, supportive self help, peer support, to communities and groups that may not easily access services. 
· Providing the opportunity to connect people to appropriate interventions within and outside of MHSS

3.9     Getting Support
This strand consists of activities within the Core NMHTs and activities that will be delivered as part of the Aligned and Wider Network and Partnership elements of the NMHT.

The provider will need to commit a team to be part of the core NMHT including leadership, admin and peer support to provide the following functions:
· Triage as part of a coordinated NMHT triage function
· Assessment, development of care support & crisis plans 
· Care coordination and navigation to appropriate services
· Support for behaviour change through motivational interviewing and support for people who are at increased risk of poor physical health e.g. behavior change interventions using motivational interviewing and signposting to appropriate services and activities such as weight management, smoking cessation, and other healthy living initiatives (consistent with physical health checks for people with serious mental illness).

The Provider will deliver a psychosocial support offer comprised of a range of interventions and activities that relieve stress, promote resilience, sustain wellbeing and prevent mental health conditions. It can be provided at the community or group level, from a physical building or via a digital offer. For example:
· Delivery of one-to-one  and group psychosocial support and education (e.g. self-management, problem solving, bereavement, behaviour activation, post diagnostic support, etc.)
· Support to access local activities and groups (e.g. cooking, gardening, physical health activities, faith-based groups, etc.)
· Links to Aligned services and Wider Networks and Partnerships to offer support or joint working (e.g. crisis provision, NHS Talking Therapies, housing, and substance misuse)

The Provider will deliver employment support through the Individual Placement and Support (IPS) model as an integral component of NMHT’s. Access to the right job with the right support plays a key role in recovery, confidence and expanding social networks.

3.10        Placed Based Flex Offers
There are additional services that will be delivered alongside the MHSS Offer (referred to as MHSS Placed Based Flex), due to the specific funding arrangements or identified areas of need.

In Brighton and Hove there is an expectation that the following activities will be delivered:
· Tier 3 Complex Emotional Needs Service MHSS Support Offer as part of an integrated service with SPFT. (See appendix 11 for specification)

3.11	Population covered
People aged 18 and over who are registered with a Brighton and Hove or West Sussex irrespective of whether they are registered with a GP.

Although this is a service for 18 and over the service will need to ensure offers to those recently turning 18 and transitioning from the youth system, are youth focused and include an emphasis on continuity of support.

3.12	Any acceptance and exclusion criteria and thresholds

Eligibility Criteria

MHSS will be available to those with wellbeing and/or functional mental health needs (i.e. those mental health presentations where no organic cause, such as a brain injury or hormonal abnormality has been identified) including those who:
· Are at risk of mental health problems and who need support to maintain wellbeing and resilience including protected characteristic groups
· Have common (clinically diagnosed or self/un-diagnosed) mental health conditions such as anxiety and depression, who may need variable, lower intensity support to stop them reaching a crisis point
· Have more serious mental health problems (e.g. psychosis), and may need a more clearly defined care programme of support to avoid relapse and promote recovery
· Are at risk of developing a mental health crisis
· Are at higher risk of suicide and/or self-harm
· Are families and carers of those who have mental health problems
· Are part of identified communities of interest (i.e.  Ethnic Minorities, Refugee and Asylum Seekers, Neurodivergent/ce, those aged 18 to 25, learning disability, LGBTQ+, Gypsy, Roma Traveler, Carers, Armed Forces, those with experience of the care system, people who misuse drugs and alcohol and people who are homeless)

Exclusion Criteria
· Those requiring a specialist dementia service
· Those under 18 years of age (unless in a transitional capacity)
· Those in need of secondary care and treatment, e.g. people in acute mental health need (unless currently receiving support from MHSS before requiring secondary care and there is an identified need for continuity of care through joint working).

For those that may be excluded from MHSS, the service will ensure that people and their carers are supported to connect with the appropriate services and/or pathways.

3.13      Days/Hours of Operation
The service will operate 5 days per week (in general) Monday to Friday however the service will be flexible and responsive to remove barriers of access to those who work or have caring responsibilities which prevent them from accessing services between 9-5 Monday-Friday.

3.14      Location of Service
The MHSS could be provided from a variety of different places. Co-location with other community-based services and NMHT’s should be prioritised in order to increase cross-system coordination. The emphasis is on optimised accessibility for everyone, especially those with disabilities. Consideration should be given to delivery via a digital offer, pop-ups and/or co-location. 

3.15      Care Pathway
The MHSS will be Open Access at point of entry, meaning that individuals can self-refer or enter the system from any point, whether they seek help through social services, primary care, mental health, or other channels.

The provider will be required to work as an integral part of the Neighbourhood Mental Health Teams to establish effective pathways, referral guidelines and protocols in association with primary and secondary care clinical colleagues. 
3.16     Patients who do not respond to contact
People who contact the service requesting support will receive a response within 2 working days.

People who do not attend agreed appointments or sessions will be contacted by phone within 2 working days of the missed appointment/session and offered a second appointment/session with full consideration given to individual circumstances and any adjustments that could be made to enable and support attendance at future appointments/sessions

Where the Provider is unable to make contact or three appointments are missed the Provider will notify the client (along with original point of referral if appropriate) with details on how to get in touch again in the future. In all cases where someone does not attend agreed appointments or sessions the Provider will consider the risks and needs of the individual and consider whether the lack of contact requires a safeguarding concern to be raised, a referral to an outreach service or an escalation to the coordinated triage within the neighbourhood mental health teams.

3.17     Access & Co-ordinated Triage
MHSS will be open access to people needing Advice, Information and Guidance, and Support. 
Where More Support is required, a coordinated triage will ensure everyone receives an offer suitable for their needs. 
It is critical that processes increase ease of access and choice, local and national feedback is that people wish to maintain choice in which services they access. Therefore, it is imperative that self referral routes are maintained, and people continue to have a choice of which services to access. Additionally, for some it may be useful to have someone support a ‘referral’ into services to assist them in accessing the right support. The MHSS must ensure that these pathways and processes are clearly identified and support increased access and ease of access. 
Each MHSS will need to work within the developed structure within place to support high quality coordinated triage. 

3.18     Accessibility/Equality of Access
Services will be accessible to all, regardless of age, disability, gender reassignment, race, pregnancy and maternity, race, religion or belief, sex or sexual orientation, and deal sensitively with all service users and potential service users and their family/friends and advocates. 

The service should engage with service users via several mediums including utilising digital solutions and make any other reasonable adjustments as requested by service users.

The Provider will actively work to ensure there is equitable access for all including by protected characteristics. The Provider will utilise the community development and engagement strand, alongside targeted campaigns, to improve access for unserved or underserved communities. Consideration should be made to focus on digital inclusion.

Where physical space is utilised, it should be accessible and safe for all. 

The service will provide access to appropriate language, translation, and interpreting services and signposting to advocacy services for patients and carers for whom English is not their first language, or those who have sensory disabilities. Information promoting the service will be made available in alternative formats (i.e. brail, easy read, British Sign Language interpreted videos for people who are Deaf), to ensure equity of access. 

The Provider will ensure that people who are homeless or not registered with a GP are able to access the service.

The Provider should consider utilising the Lived Experience Advisory Group and other partners/stakeholders to conduct accessibility audits.

The Provider will also use complaints, plaudits and other feedback to continually develop and improve the quality of the service. 

3.19	Interdependence with other services/providers

The provider of MHSS is required to work in partnership, forging close links with Aligned and Wider Networks and Partnerships  to create a joined-up system that seeks to provide support in the most efficient way for the individual. These key interfaces include, but are not limited to services such as those provided by:

· Neighbourhood Mental Health Teams (PCN, SPFT and VCSE)
· PCNs General Practices and staff working there
· Adult Social Care (BHCC and WSCC))
· Healthy Lifestyles Team (Public Health BHCC & WSCC)
· Sexual Health Services (Public Health BHCC & WSCC)
· Family Hubs (Public Health BHCC & WSCC)
· The Carers Hub (Brighton & Hove)
· NHS Talking Therapies (SPFT in BH and SCFT in WSx)
· Responsive Services at Sussex Community Foundation Trust (SCFT) and any other community health care professionals
· Substance misuse / alcohol services (VCSE)
· Housing Services (BHCC, West Sussex Borough Councils and VCSE)
· Criminal justice and probation services. 
· Wider Network and Partnership VCSE provision outside of the MHSS network


	4.0     Data

	
4.1     Record Keeping, Information Governance and Confidentiality

Integrated working will be key to the success of the service. Shared support plans are a key indicator of success. The Provider is required to work with Commissioners and SPFT to move toward a single Electronic Patient Record to facilitate shared patient information and data and improved reporting to the Mental Health Services Data Set (MHSDS) for all required service(s)/interventions, whilst being mindful of General Data Performance Regulations and best practice. 

Commissioners will work with providers to identify and address challenges and opportunities as this develops. In the interim we would expect the Provider to have their own Client Management System. 

The Provider will need to be a member of the Neighbourhood Mental Health Team Data Recording and Reporting Strategic Group.

The provider will ensure that all staff have the appropriate IT skills and training to use the technology and to use appropriate strategies to find relevant information on a topic to support good quality care.

4.2      Information Governance and Confidentiality

The Provider will complete a Data Protection Information Assessment during mobilization and will maintain regular checks to ensure compliance. 

The provider will ensure high standards of information governance for the service and reassure the community of the importance of confidentiality. 

The provider will also maintain high standards in relation to “Information Sharing Protocols” which may exist between agencies to ensure the appropriateness of the information to be shared with other agencies.



	5.0      Governance

	
5.1      Overall responsibility
The provider will need to have a robust governance framework in place as part of the oversight and delivery of services:

· Be responsible for the delivery of all elements of the services, including those services for which it may sub-contract with other providers for their direct delivery or are delivered by an Alliance member.   
· Provide due diligence on any/all sub-contracted providers or Alliance members on request. 
· Seek approval from Commissioners prior to awarding or ending any sub-contracts or activities or re-designing service offer 
· Be accountable for compliance with all contractual obligations, including monitoring and reporting levels of activity delivered by services, ensuring: 
· data flow to the Mental Health Services Data Set (MHSDS) for all required services (including those sub-contracted, or provided by any Alliance member) 
· meeting all quality and other standards set for the purposes of governing their provision,
· partnership working with other organisations identified as critical to their success,
· upholding the reputation for integrity of NHS Sussex (and BHCC and WSCC ) as Commissioner and itself as Contractor. 
· Commit to working collaboratively with system partners to utilise an Electronic Patient Record system that is aligned with Sussex Partnership Foundation Trust 
· Where changes in scope or service model, changes required to improve delivery, or additional funding is made available, Commissioners will expect the provider to actively engage with the market to determine which service provider may be best placed to deliver recommended changes and seek commissioner approval prior to any changes being initiated.
· Maintain and develop a Lived Experience Advisory Group (LEAG) that is representative of the communities within Brighton and Hove and West Sussex. The Lived Experience Advisory Group will bring together people from different backgrounds and experiences of mental health and the mental health system to support planning, operations and management of the MHSS.
· Provide strategic leadership to system initiatives.


	6.0      Finance

	
6.1 Finance, Activity and Growth

Payment for the MHSS is funded as a block contract.

The percentage dedicated to the Lead Provider role, management fee and contract overheads should not exceed 17% of the funding envelope.

The entity entering into the contractual relationship with the ICB will be able to deliver services as part of this contract but will be restricted on the percentage of services they can deliver themselves. This will help to maintain a diverse market and offer choice for people who use the service. Up to 50% of service delivery may be provided by the lead entity within the funding dedicated to service delivery.

It is recognised that there may be exceptional circumstances when the lead entity may deliver a higher proportion of the service for a short time, as a last resort and after exhausting all other avenues. For example, failure of a Delivery Partner.  These arrangements would need to be agreed with the Commissioners. The Lead may also choose not to deliver any services  or to deliver less than 50%.

The Lead must not deliver the Lived Experience Advisory Function itself to ensure an arm’s length relationship and support autonomy to the lead Provider. The Lead Provider must sub-contract an organization with the capacity to deliver this
The budgets below are indicative and represent an allocation based on explicit budget elements (i.e. IPS and Community Development).

Brighton and Hove Indicative MHSS Operating Budget (FYE)
	Element
	Indicative Budget for FY 25/26

	MHSS
	£1,281,191*

	IPS
	£374,595

	Community development, prevention and promotion 
	£270,000

	Total
	£1,925,786


*Please note the current arrangement for delivery of the MHSS element is a joint funding arrangement for some (7x WTE) of the Mental Health Support Coordinator roles within the Getting Support element (that will form part of the new Neighbourhood Mental Health Teams). The direct salary costs for these posts are funded by Primary Care Networks under the Additional Roles Reimbursement Scheme (ARRS) under the Health and Wellbeing Coach (PRN01583-network-contract-des-spec-24-25-pcn-requirements-entitlements.pdf table with reimbursable amounts is listed from page 66) at a maximum reimbursement amount of £42,437 per annum per role (as of 1st October 2024 to 31st March 2025, updates to reimbursable rates are issued annually). The provider will be required to enter a separate contract with the lead practice for each Primary Care Network for the provision of these Mental Health Support Coordinator roles and invoice the PCNs directly for these salary costs. The funding for all non-direct salary costs for these roles are funded within the MHSS element of this Mental Health Support Services contract.

West Sussex Indicative MHSS Operating Budget (FYE)
	Element
	Indicative Budget for FY 25/26

	MHSS
	£4,257,805

	IPS
	£779,500

	Community development, prevention and promotion*
	To be determined in coordination with Commissioners on award

	Total
	£5,037,305



*Provider is only expected to deliver community development element


	7.0      Voice of the People Using the Services

	
7.1    Involvement

The provider must ensure that: 
· Services are co-produced in partnership with people who use services and their friends and family carers. They will be co-produced with people who are representative of the communities they serve.
· Community engagement and development is used to improve and inform on the delivery of services, using intelligence and guidance to support changes to under-represented communities Services offer a range of effective engagement opportunities for people that include various communication methods, media and formats.
· Individuals receiving a service are involved in and consulted on all decisions about their care and treatment.
· Services understand why individuals may not be accessing MHSS and develop engagement opportunities to seek feedback and influence how, where and what services are delivered, as well as participate in or co-design new service developments.
· It encourages and enables all people using MHSS (including those not on the LEAG) and their friend/family carers, to influence how, where and what services are delivered, as well participate in or co-design new service developments.
· They maintain and develop a Lived Experience Action Group (LEAG) that is representative of the communities within Brighton and Hove and West Sussex. 
· The LEAG will support the development and implementation of local changes to mental health services and support. This group should offer a voice of lived experience to support and influence a range of mental health system priorities including the development, mobilisation, and ongoing management of the MHSS. 
· Consideration is given to how LEAG members are incorporated into the overall operational decisions of the MHSS.  

The provider is required to monitor and evidence improved experience (Patient Reported Experience Measure – PREM) of services throughout the term of this contract and must demonstrate what processes are in place to do this.


	8.0     Workforce

	
8.1    Workforce Plan    

The provider will have a workforce plan that recognises the specific challenges that staff face in working with people with mental health issues.   

The provider must:
· Recruit and retain a resilient, flexible and trauma informed workforce of sufficient size
· Recruit a diverse workforce reflective of the population they serve
· The workforce should have the necessary knowledge, skills, and experience to deliver the specified services and the wider service aims and outcomes
· Provide appropriate staffing levels and skills mix to flexibly delivery all elements of the specification
· Continual Professional Development for all staff delivering or supporting the service.
· Embed Psychologically Informed Environment/Trauma Informed Care into the work force plan.
· Ensure staff are supported with Occupational Health support and vaccinations.
· Develop the skills and knowledge of the workforce using best practice approaches to training, including induction and regular refresher courses covering key priority areas, including (as appropriate):
· Trauma Informed Care and Psychologically Informed Environments
· Common and Serious Mental Health Needs 
· Safeguarding 
· Neurodivergent/ce (Autism, Attention Deficit Hyperactivity Disorder)
· Complex Emotional Needs
· Eating Disorders
· Housing and homelessness
· Co-occurring substance misuse
· Suicide prevention, self-harm reduction 
· Mental health first aid
· Linking with other Public Health priorities, e.g. reducing loneliness / social isolation
· Equalities and diversity, including intersectionality, in relation to mental health
· Older people’s mental health
· Armed Forces support
· Health Inequalities, including for people with Severe Mental Illness (SMI)
· Data protection (GDPR)
· Ensure all staff receive statutory and mandatory training. 
· Ensure all staff receive regular supervision and reflective practice

Indicative Workforce Plans should be in place for the entire workforce.



	9.0	Quality Assurance

	
9.1      Quality Governance and Assurance
  
The provider must assure that services provided are safe, effective, well-led, caring, and responsive to people’s needs with clear lines of accountability, supervision and effective systems. 
The Provider will: 
· Have Human Resources Policies in place that promote good mental health and wellbeing for the workforce.
· Demonstrate strong leadership and create a positive, transparent, and clearly defined and understood organisational culture that is evidenced based, values the wellbeing of its staff, where employees feel listened to, both about how they do their job and in broader decision-making about the organisation’s longer-term ambitions.
· Engage with partner organisations including clinical leaders, to identify and plan for co-dependencies, changing models of provision and to improve integrated care and individual outcomes.
· Immediately inform the commissioners of any business continuity issues including a timed plan to resolve these and ensure there is appropriate communication with people using the service and partners should provision be interrupted.
· Comply with national applicable quality standards such as National Institute of Clinical Excellence (NICE) guidance
· Comply with other relevant quality standards specific to the delivery of the service, i.e., Housing, Employment, Peer Support, Equal Opportunities - In carrying out the Services the Service Provider will be "exercising public functions" for the purposes of section 149(2) of the Equality Act 2010. As such, the Service Provider is required to pay regard to the Public Sector Equality Duty under section 149(1) of that Act and to deliver Services accordingly. The Equality Act 2010 relates to people who access the service and employees. The Service Provider has responsibilities as a provider to people who access the service and as an employer to its employees. Services will respond positively to the needs of all groups who have a protected characteristic within the Equality Act 2010. These characteristics are race, religion or belief, sexual orientation, pregnancy and maternity, age, disability, gender and gender identity. 
· Relevant standards to assure safeguarding of vulnerable adults, including DBS checks  for staff in contact with, or accessing data about, vulnerable adults (see Key Documents)

The Provider will put in place policies and recording and reporting procedure alongside monitoring to ensure the safe, lawful, and effective delivery of services, including but not limited to:
· Safeguarding Children
· Safeguarding Adults
· Trauma Informed Care and Psychologically Informed Environments
· Patient Recorded Outcome Measures and Feedback Informed Service Delivery
· Environmental sustainability and resilience
· Complaints and compliments including management and risk and the provider should embed learning from incidents into internal procedures and protocols
· Safe employment and recruitment including policy for dealing with positive disclosure
· Health & Safety
· Workplace Health and Wellbeing including completion of an annual mental wellbeing impact assessment
· Governance arrangements including training and any audits
· Information Governance Annual  Equality Impact Assessment (EIA) 
· Domestic Abuse Workplace Policy
· Complaints and Grievances (staff and people who access/try to access the service and their carers)
· Equalities and Diversity
· Business continuity plan 
· Data Protection, confidentiality and Information Security (GDPR)
· Patient safety incidents recorded on Learning From Patient Safety Events (LFPSE)
· Workforce supervision, appraisal, professional boundaries, performance management and  disciplinary
· Peer Support and volunteering (including handling of expenses for people who access the service and carers)
· Bullying and Harassment
· Lone Working
· Risk register, risk assessment and risk management protocols including root cause analysis
· Infection Prevention and Control 
· Serious incidents
· NHS Sussex incident Reporting 20230202-Reporting-and-Investigation-Guidelines-for-Serious-Incidents-final.pdf (ics.nhs.uk)
9.2     Evaluation and Performance Review
Commissioners (NHS Sussex and BHCC) will work collaboratively with the Provider to develop locally defined outcomes and Key Performance Indicators (KPIs) to ensure outcomes and KPIs are achievable and in line with the proposed service model.

The provider will recognise and support the need to build an evidence base for best working practice to inform continued service improvements.  They will adhere to all local priorities/targets as identified by Commissioners and will work in partnership with other providers to achieve shared outcomes, effectiveness, efficiency and quality.

The provider(s) will be responsible for monitoring delivery to ensure the service is meeting the specification and that all outcomes are being achieved. The service will be reviewed through detailed performance monitoring and an effective partnership approach. The provider(s) will be required to report to the Commissioners on the performance of the service. This will include quarterly reports in line with the agreed key performance indicators. Performance reviews will be held every quarter for the duration of the contract period and will cover, but will not be limited to, compliance with contractual obligations, relationship development with stakeholders and performance against key performance indicators. 

The provider(s) will be required to collate Equalities Monitoring for all service provision.

Additional meetings can and will be arranged should performance be a cause for concern. 

 All providers will have the opportunity to communicate and provide feedback to the ICB Commissioners and opportunities will be made to obtain anonymous feedback from all members of the service.


	10.0       Sustainability

	
10.1      
· The Service will be delivered flexibly with both online and in-person services. The Provider will be expected to ensure local activities will be accessible by sustainable travel options such as walking, cycling and public transport
· The Provider will be expected to put in place environmental sustainability policies and can raise any environmental concerns, feedback or improvement opportunities during performance review meetings
· The Provider will be required to demonstrate how they will reduce emissions and air pollution, commit to circular economy principles and reduce consumption and waste

	11.	Applicable Service Standards

	
11.1	Applicable national standards (e.g. NICE)
The service is expected to comply with the following relevant NICE guidance and any successor or updated guidance issued during the course of the contract:
· NG222: Depression in adults: treatment and management
· NG225: Self-harm: assessment, management and preventing recurrence
· NG66: Mental health of adults in contact with the criminal justice system
· NG54: Mental health problems in people with learning disabilities: prevention, assessment and management
· CG91: Depression in adults with chronic physical health problem: recognition and management
· CG136: Service User experience in adult mental health: improving the experience of care for people using adult NHS mental health services
· QS189: Suicide Prevention

11.2	Key documents

	Appendix Number
	Document description
	Embedded document

	1
	Community Transformation NMHT Framework
	


	2
	Equality and Health Inequalities Impact Assessment (EHIA)  

DPIA
	




	5
	Patient Recorded Outcome Measures
	Developed during mobilisation

	6
	JSNAs
	B&H
West Sussex

	7
	Thematic Review
	


	8
	Safeguarding 

	


	9
	Mental Health Services Data Set
	Mental Health Services Data Set (MHSDS) - NHS England Digital

	10
	Induvial Placement Support (IPS) Specification


	


	11
	Tier 3 Complex Emotional Needs Service Voluntary Community Sector Enterprise – (VCSE) Offer Specification

	


	12
	MHSS Mobilisation Plan
	


	13
	MHSS Definitions
	





	12.0	Risk & Business Continuity

	  
12.1         Business Continuity Plans
The provider is required to have a business continuity plan. The provider shall provide evidence as to how they have assured themselves that the business continuity and emergency preparedness plans are robust.

The provider must:
· Operate mechanisms for managing risk.
· Maintain disaster recovery, contingency and business continuity plans.
· Keep the Commissioner fully informed about the provider’s approach to risk management structures and processes that exist and how they are implemented; and
· Notify the Commissioner about the resource allocation to risk management (existing/planned) and to put in place individuals for the leadership roles.


	13.0	Exit Plan

	
This plan should detail the key tasks and milestones the provider will complete to transition the services to an alternative provider. Including but not limited to:
· Communications plan
· Timescales
· Risk register
· Service user handover protocol
· Properties information
· Software and Hardware handover
· Information sharing
· Staffing and TUPE
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1. [bookmark: _Toc157783735]Forewords

A health and care system perspective

We are pleased to share with you the Model Framework Document to help introduce, describe and explain the new Neighbourhood Mental Health Team model for Sussex. 

This document outlines the services in the new model, as well as details of how it will work, and how your team will be part of the transformation.

In Sussex, we are committed to developing more efficient, effective, and integrated mental health services. We know that there are currently gaps in the current care pathway, which that can make it challenging for people to find and access the support they need, in a timely way. 

In 2019, work started to develop The Emotional Wellbeing Service (EWS), a partnership between Sussex Partnership NHS Foundation Trust (SPFT), Voluntary, Community and Social Enterprise (VCSE) organisations, and Primary Care. Acting as the foundation that the integrations of services would be built uponfor service integration, the EWS service is now live in 30 groups of GP practices across Sussex. The service, which comprises VCSE mental health support coordinators and SPFT mental health support practitioners, is providingprovides short-term mental health support and signposting for adults directly within GP surgeries.

To buildBuilding on this work, a multi-agency transformation team of experts by experience, VCSE, SPFT, local authority, and NHS Sussex, has worked to design and develop a new model for community services. The Sussex Neighbourhood Mental Health Team model will offer support to people with a range of mental health needs, at different stages of their journey, withand will offer a choice of interventions. This will help to ensure that anyone with a mental health difficultly, emerging or established, can access timely, holistic support close to home. 

After theseOnce teams have been are established and mobilised, we will continue to review and evaluate their progress and impact.  We believe that throughBy working together the new model, will by working together we can achieve improved outcomes for people in need of support, and create an innovative and supportive environment for both staff and people who use and work in services.

[image: ]



Colin Hicks
Chief Strategy and Partnerships Officer
Sussex Partnership NHS Foundation Trust

Jessica Britton
Executive Managing Director for East Sussex
NHS Sussex



A service user perspective

My personal journey with mental health services in Sussex started after a lifetime of having good physical and mental health. Then after a combination of life events caught up with me, I had to use local mental health services, which was a real struggle for me to come to terms with.  

In my unwell state, I eventually negotiated my way through a confusing system, with medical jargon, acronyms, endless lists of specialist services, and people with strange job titles I didn't recognise.

After my recovery, I did a lot of reflection, and I realised that during that time I had lost my voice; I had not had a say in what I wanted my recovery path to look like. This inspired me to become part of a lived experience group, and help change mental health services for the better.

I have been really proud to have worked alongside staff and other experts by experience to contribute into the development of a new community mental health model, which will make it much easier for people of Sussex to get the support they need, when they need it.

What service users and carers are looking for is not ‘rocket science' - they just want a personal and genuinely joined up approach to their care, to enable them to live a fulfilled life. This means that some established ways of working might have to change, but that's ok. As Henry Ford once said, “If you always do what you’ve always done, you’ll always get what you’ve always got.”

Richard
Expert by Experience



A comment from the Integrated model design working group (IWG)



2. [bookmark: _Toc157783736]Background

National context


[bookmark: _Hlk111819115]The transformation of community mental health services in response to the NHS Long-Term Plan and Community Mental Health Framework for adults and older adults tasks health and care systems to develop new, more joined-up, ways of delivering care in the community for adults and older adults. 

The plan describesd the need to work collaboratively, bringing local services together, including local authorities, primary care, mental health services, and voluntary, community, and social enterprises (VCSE) to transform services, at a neighbourhood level, to improve mental health provision and support.

The transformation will also give a renewed focus to people who are living with a range of long-term severe mental illnesses, and will address the current gaps in services for people who are deemed too unwell for support through their GP, but not unwell enough to meet the criteria for specialist mental health services. 

The new model also needs towill provide specific help and links for people living with eating disorders, complex emotional needs (personality disorders), those who require community rehabilitation, 18 to 25-year olds in transition, and older adults. 



Sussex's response


What this means in Sussex is local services including mental health, partners from social care, primary care, and voluntary community and social enterprise (VCSE) services coming together for the first time, under the community mental health transformation programme, to create a new support model 

that is designed around the needs of the local community, and developed in collaboration with the people who will use and work in them. 

The programme has beenis led through governance groups within the Sussex Integrated Care System. A transformation programme team was established, which includes representation from experts by experience, VCSE, SPFT, local authority, and NHS Sussex, to steer the development of a new model.

Coproduction has been key to the transformation programme, and experts by experience have been involved from the very beginning of the process, which started with a series of local and Pan-Sussex workshops, to determine together a shared vision, principles and approach for Sussex.

Service users and staff told us…

· Services are fragmented and can be challenging to access and navigate

· Services do not always reflect local population need

· Organisations work in silosseparately, with limited information sharing and people often having to share their story multiple times

· There is increasing demand on services and long waiting lists

· Staff feel under pressure and unable to always meet demand in the way they would like to

· Services are often not reviewed for many years and have had low investment



The feedback highlighted that service users weren’t asking for anything new in terms of services, but wanted for the services that already existed to work better together to provide much more joined up, coordinated care.  Feedback also highlighted the need to make it much easier to access support easier to access, moving away from eligibility criteria and exclusions based on a person’s diagnosis or level of complexity to a holistic model where care is centred around an individual’s needs and open to anyone with a mental health need.

To support theis new integrated way of working, a shared leadership approach was taken, that recognisedrecognising the importance of equal partnerships, relationship building and cultural change. 

The programme also recognised the importance of a systemic approach to achieving this transformation via a shared vision, aim and coproduced principles to make the most of this unique opportunity to truly transform mental health services.   

The Sussex Shared Delivery Plan - Improving Lives Together


In 2023, the Sussex Health & Care System published its first integrated care strategy. It sets out how, as a system, Sussex needs to adapt and change. It has four key delivery areas which that are set out below. 

One is of the delivery areas focuses on the establishment of the new Integrated Care Teams (ICT's)., Thesewhich will provide support to people who havewith physical disabilities, learning disabilities, and mental health conditions and enableenabling them to have good health throughand joined-up care and support, andincluding access to opportunities includingsuch as accommodation, housing and employment. The Community Mental Health Transformation Programme will be designed and developed and delivered in this context of this andto ensure it is alignedalignment with theto Integrated Community Team development work across Sussex.  

More details can be found here: www.sussex.ics.nhs.uk/our-work/our-strategy

[image: Improving Lives Together Shared Delivery Plan Delivery area 1: Long-term Improvement Priorities - Integrated community teams - Growing and developing our workforce - Digital technology and information Delivery area 2: Immediate Improvement Priorities - Primary care - Urgent and emergency - Planned care - Discharge Delivery area 3: Continuous Improvement Areas - Health inequalities - Mental health, learning disabilities and autism - Clinical leadership - Making best use of finances Delivery area 4: Health and Wellbeing Strategies and Place-based Partnerships - Brighton and Hove - East Sussex - West Sussex]



3. [bookmark: _Toc157783737]The vision in Sussex

In line with the Community Mental Health Framework for Adults and Old Adults, (National Collaborating Centre for Mental Health), our vision, which, was co-produced by system partners and people with lived experience, is:

 

To increase understanding of mental health and wellbeing in our communities and make it easier and quicker for people to access the support they need, when they need it, close to home.



[bookmark: _Toc157783738]Agreed Sussex principles



The model design process was informed by agreed co-produced Sussex-wide principles for transformation, which were coproduced with all system partners and people with lived experience. The four principles are:

· Personalised and complete care: Service users and carers will be treated as whole individuals, in charge of their own care; “no decision about me without me”. Promoting empowerment and self-management with clear information of the range of options available. The model will be driven by need, not criteria, incorporating physical health and impacting social factors. 	Comment by ASHMORE, Emily (NHS SUSSEX INTEGRATED CARE BOARD): This is a partial sentence - do you mean 'The new model will promote empowerment and self management offering clear infromation on the options available.'?



· Simple and seamless: The model offer will be clear and easy to navigate ("no wrong front door") to ensureensuring needs are met at the right time. Services will be integrated and coordinated, meaning that service users only need to state information about their needs once and unsupported endings or transitions are prevented.



· Accessible and inclusive: High quality treatment and support will be delivered in a range of welcoming, convenient and therapeutic environments that are as close to home as possible; advancing equalities and meeting the needs of local communities. 



· One team: In the transformed model organisations will work together as one, initiating cultural change, collaboration and establishing shared leadership. This will lead to improved communication and information sharing across the system, minimising duplication, maximising available resource and optimising individuals' outcomes and experience.



[bookmark: _Toc157783739]The approach


The approach we have taken in Sussex is to create a collaborative team, named the Integrated Working Group (IWG), made up of representatives from across the system, including key stakeholders, VCSE representatives, people with lived experience and clinicians, (see Appendix 1) to develop and design the new ‘core model’. This ensured the approach we took was:



· Coproduced with people with lived experience

· Trauma-informed

· Localised and needs led 

· Personalised and whole-person centred

· Informed by health inequalities

· Sustainable / considerate of its environmental impact


[bookmark: _Toc157783740]The programme's strategic aims


· Deliver adult and older adult community mental health provision that is personalised, accessible, seamless and fully integrated, leading to a better experience and better outcomes for those accessing mental health support. ThroughVia the formation and mobilisation of Neighbourhood Mental Health Teams, the aim is to increase access and decrease waiting times for support*.



· *Increase the number of adults and older people supported by the community mental health team as per the target in Sussex’s Mental Health Shared Delivery Plan, Mental Health, Learning Disabilities and Autism  



4. [bookmark: _Toc157783741]How the transformation will be delivered in Sussex

In order toTo achieve transformation of mental health services in Sussex, key milestones and phases were identified and a programme plan and roadmap were created to show the steps needed along the way. The phases are:

		Phase 1: Programme initiation and design



		Created mental health roles within primary care setting and agreed a co-produced model





		Phase 2: Establish place-based leadership, and develop place-based implementation plans



		1) Place-based Leadership team established

2) Place based planning and delivery groups created

3) Mobilisation plan for each place developed on Monday.com

4) System and place level agreement on baseline data and targets





		Phase 3: Neighbourhood Teams mobilisation, including integration with specialist pathways



		1) Agree team make up

2) Develop unified operational and clinical leadership structures

3) Develop Establish Daily Huddle with leadership team present

4) Develop Establish Neighbourhood Meeting with GP and primary care colleagues

5) Develop Duty System to support responsiveness

6) Develop routine triage to Neighbourhood Mental Health Team (NMHT)

7) Teams mobilised







		Phase 4: Neighbourhood Teams reviewed, evaluated, refined and developed



		Phase 5: Neighbourhood Teams fully operational, and sustainable partnerships continue



		Phase 6: Final full programme evaluation and lessons learnt







[bookmark: _Toc157783742]Transformation roadmap 2024/25


[image: ]



[bookmark: _Toc157783743]Phase one - creating mental health roles within primary care and new model design



Phase one of the transformation focused on two key areas 1) creating mental health roles within primary care and 2) creating and agreeing a new co-produced model and framework agreement for Sussex.


Creating mental health roles within primary care


Transformation in Sussex began by continuing the good workbuilding on the work that had already started in establishing the Emotional Wellbeing Services (EWS) in primary care networks across the county.

In this phase, the EWS rollout will continue at pace, working to achieve the target of having EWS in 90% of PCNs in Sussex, subject to funding.


New model design and framework agreement


Phase 1 of the programme also focused on expanding the EWS integrated approach and creating a new mental health model for Sussex that brings together more services to work together.

[bookmark: _Toc157783744]In collaboration with people with lived experience, families, carers, and staff working across the health and care system, the Integrated Working Group (IWG), made up of representatives from across the system, developed a model for how our community mental health services will look post-transformation. This was consulted on widely in workshops, meetings, and webinars. 

Neighbourhood Mental Health Teams


The model[image: A diagram of people standing in a circle

Description automatically generated]



The new neighbourhood mental health model aims to ensure that people with a mental health support need, emerging or established, can access local support, treatment or interventions whenever needed.

Once introduced into the neighbourhood team, people will have joined up and coordinated treatment and support according to their personal priorities, goals, and needs, irrespective of which organisation manages the interventions. Rather than rejected referrals and being signposting to different organisations, people will be able receive support from the most appropriate organisation, based on their individual needs and not just mental health butincluding connection to support for mental and physical health, employment, peer support, money management and housing.

The aims of the Neighbourhood Mental Health Team	Comment by ASHMORE, Emily (NHS SUSSEX INTEGRATED CARE BOARD): This whole section seems very confused between what is an aim 'improving access to care' and what is a function 'delivering effective care to people with SMI' I think it needs to be reviewed

· Provide clear information on how and where to access support 

· Increase the number of people accessing mental health support within PCNs, including people with SMI and complex mental health needs (within PCNs)

· Provide holistic support regardless of need, moving away from individual services with their own service criteria. 

· Reducing the time people must wait to initially receive support and provide a more coordinated, co-occurring support package 

· Services work together to plan, deliver and monitor care and support – and will useusing shared assessment and risk and safety planning systems enabling and enable rapid returns into support, avoiding re-referral and crisis evaluation 	Comment by ASHMORE, Emily (NHS SUSSEX INTEGRATED CARE BOARD): Is this an aim or a function?

· Offer a wWider range of services within the neighbourhood, with locally based teams that have broader skills mix and ability to work collaboratively with partners

· Improved outcomes and experience for service users, with clear and consistent processes to record and report activity levels and patient outcomes

· Specific help and smoother transitions for 16 to 25 and support for older adults

· Provide an integrated pathway to community rehabilitation and eating disorder team 	Comment by ASHMORE, Emily (NHS SUSSEX INTEGRATED CARE BOARD): Aim or function?

· Provide an integrated neighbourhood service for people with eating disorders and Complex Emotional Needs	Comment by ASHMORE, Emily (NHS SUSSEX INTEGRATED CARE BOARD): Aim or function?

· Support that is reflective and responsive to local community needs, 	Comment by ASHMORE, Emily (NHS SUSSEX INTEGRATED CARE BOARD): This is a function

· Data collection and analysis that informs service delivery, workforce modelling development and resourcing.	Comment by ASHMORE, Emily (NHS SUSSEX INTEGRATED CARE BOARD): This is a function



The function of the Neighbourhood Mental Health Team

The key functions the core Neighbourhood Mental Health Team should provide are:

· Clear information on how to access the Neighbourhood Mental Health Team and aligned servicesservices within

· Easy access to the right care and right person via multi-disciplinary wellbeing hubs (blended offer of online and physical hubs dependent on place).

· Coordinated delivery of high-quality, co-produced, personalised care and support 

· Support that is inclusive and addresses health inequalities and local need

· Evidence-based interventions for a range of mental health conditions, including psychological and pharmacological treatments, and NICE-recommended psychological therapies for people with severe mental illnesses	Comment by ASHMORE, Emily (NHS SUSSEX INTEGRATED CARE BOARD): Just for this group? What about Step 3+

· Access to peer support

· Access to wider social support and determinants of health, including employment, education, housing and money advice

· Coordinated care inand partnerships, including adult social care and physical health care 

· Effective support, care and treatment for co-occurring drug and alcohol-use disorders 

· Support for specific groups (such as older adult groups, hearing voices groups, or problemissue-specific support groups, for example for diabetes or depression)

· Support that is inclusive of age, transitions and common life events

· Smoother transitions from age specific services Age inclusive	Comment by ASHMORE, Emily (NHS SUSSEX INTEGRATED CARE BOARD): This is an aim - a function would be 'delivering support to people transitioning from CYP services to Adult services'



Neighbourhood Mental Health Teams shared responsibilities	Comment by ASHMORE, Emily (NHS SUSSEX INTEGRATED CARE BOARD): Shared with whom? Who will ensure these happen?

· Personalised care and evidenced-based treatment

· Easy access 

· Multiagency working (triage, consultation, interventions and shared care)

· Deliver and support access to increase uptake of evidence-based interventions

· Provide Social support, including advice on housing, debt, employment	Comment by ASHMORE, Emily (NHS SUSSEX INTEGRATED CARE BOARD): Ate these shared? How? With whom? Also these services will not provide housing or employment will they? We mean advice don't we?

· Be responsive to needs	Comment by ASHMORE, Emily (NHS SUSSEX INTEGRATED CARE BOARD): Is this shared? How?



Team structure

Neighbourhood teams containing services working as ‘one team’ is a key principle of the programme, and fundamental to the success of integrated working. Each Neighbourhood Mental Health Team will have a core team, aligned services and a wider network of supporting services and organisations. The exact services within each layer of the team will be determined by each local area, based on its population’s needs. 

[image: ]	Comment by ASHMORE, Emily (NHS SUSSEX INTEGRATED CARE BOARD): Wider Network & Partnerships Word missing and extra words - needs to be reviewed e.g.  There will BE effective links

Aligned services responses should be responds 

Core Team - the team won’t include an age inclusive offer should it say Each neighbourhood team will have a new age inclusive core team….



5. [bookmark: _Toc157783745]The services and roles within the Neighbourhood Mental Health Team

The full range of services in within a Neighbourhood Mental Health Team will be decided by the place-based leadership teams. The, with the exact configuration will be determined by local need and current existing provision and will be codesigned by experts by experience. 

Core team

The make-upessential membership of the core neighbourhood team however will be consistent across Sussex, and will include the following services working together to provide an age inclusive offer:

· Emotional Wellbeing Service (including Access Facilitators) 

· Assessment & Treatment Service (including in Brighton & Hove Social Care)

· VCSE Mental Health support services, including mental health community connectors, social prescribing, IPS employment and peer support workers



Aligned services

· Primary Care Mental Health Practitioner Service* [footnoteRef:1]*this service is currently available in Brighton &Hove and East Sussex and an option appraisal is currently being undertaken to assess where best the service should be aligned. This could result in the service being part of the “core” team or part of the “aligned” team  [1:  This service is currently available in Brighton &Hove and East Sussex and an option appraisal is currently being undertaken to assess where best the service should be aligned. This could result in the service being part of the “core” team or part of the “aligned” team] 


· Social Care 

· A broader range ofPhysical health services within Primary Care, i.e. physical health 

· NHS Talking therapies for anxiety and depression

· A broader range of employment, money and housing advice and support staff, money management 

· Key VCSE organisations in the area includingand social support services. 

· A broader range of more general community connectors/social prescribing link workers 



The wider network

These will be decided at a place-based level and could include effective links to existing community assets to support and enable people to become more embedded within their community, including access to the following offers:…

· Arts & culture 

· Sport & health

· Interest - activity based groups

· Career, education and training

· Spirituality

· Social support

· Online and volunteering opportunities. 

· Wider VCSE partners (outside of EWS and commissioned services)

Key roles within the team

These will be determined by each 'place' but could include:

· Administrative staff 

· Clinical psychologists 

· Mental health nurses

· Mental health pharmacists 

· Occupational therapists 

· Primary care staff 

· Psychiatrists 

· Psychological therapists

· Social workers and other local authority workers (for example, housing advice and support workers and debt advisors)

· VCSE support workers 

· Team managers



The population groups that the model will servesupport

The long-term ambition is for the Neighbourhood Mental Health Team to be openly available to anyone who has with a mental health support need, and moving away from an access system based on based on a diagnosis or level of complexity. 



As neighbourhood teams develop, considerations of how we support: 


· People whose needs are deemed too severe for NHS Talking Therapies for anxiety and depression, but not severe enough to meet secondary care “thresholds”, including, for example, eating disorders and complex mental health difficulties associated with a diagnosis of Complex Emotional Needs.

· People with co-existing conditions, such as neurodiversity

· People with other co-occurring disorders and addiction issues, including gambling problems.



[bookmark: _Toc157783746]Phase two - establishing place-based leadership, and developing implementation Plans



Phase 2 of the transformation in Sussex focuses on thewill lead with establishment of Place based leadership teams to develop local implementation plans for the model. The place-based leadership team will agree the neighbourhood team make up and the team footprints needed.  

Phase two will then focus on the development of the core team with EWS, ATS, VCSE & statutory services, primary care mental health services, social care and local authority, working as one integrated team, to provide more person centred, holistic support. 

It will also ensure the development of an age inclusive offer including:



· Development of 16-25 young people's practitioners within the core neighbourhood team 

· For older adults who may have coexisting cognitive issues, or dementia, provision of service will be locally determined.



Neighbourhood mental health team leadership structure



The long-term ambition longer is for the Neighbourhood Mental Health Teams (NMHT) to have a single purpose, with a shared leadership structure, a partnership Collaboration Agreement, a Standard Operating Process (SOP), shared accountability and governance. This would include shared leadership relationships at all levels, including senior management and operational delivery. This will include the following functions: 

The plan is for NMHTs to have the following leadership levels:

· A Sussex wide NMHT Leadership team 



· Three Place-Based NMHT Leadership Groups- one for East, one for West and one for Brighton & Hove



· A number of Multiagency NMHT Providers Meetings responsible for a number of NMHTs within their area. Number to be decided by place.    



[image: ]	Comment by ASHMORE, Emily (NHS SUSSEX INTEGRATED CARE BOARD): Can we reduce the number of yellow and purple boxes in B&H it establishes a false narrative about the potential number of teams

Proposed leadership structure


		Level

		Purpose

		People



		Sussex-Wide NHMT Operational Leadership Team 

(Reports to Divisional Board)

		· To support local clinical leads and general managers to manage implementation of each NMHT in their place

		· Transformation team

· Deputy Service directors

· General Managers

· Clinical Leads

· Professional leads

· VCSE



		Place-Based NMHT Leadership Group

(Reports to ISG)

		· Strategic Oversight of programme

· Management of multi-agency agreements

· Managing delivery at place

		· SPFT operational & clinical leads

· NHS Sussex

· VCSE

· GPs

· Primary Care leaders, including GPs

· Experts by Experience

· Local Authority



		Multiagency NMHT Providers Meeting

(Reports to place-based Leadership Group)

		· To support local leaders across the partnership to develop structures

		· SPFT clinical leads

· SPFT General Managers

· Local VCSE partners

· Local Primary care leaders

· GPs







Proposed Neighbourhood Mental Health Team meeting structure


		Meeting

		Task

		Purpose



		(Daily) Huddle

		· Manage MDT working

· Planning for unplanned contacts

· Triage routine referrals

· Escalation of local issues

· Daily drop in for urgent queries

		· Support staff well being

· Improve responsiveness

· Making best use of team knowledge, experience and resources.

· Enhance local relationships with partners

· Efficient decision making

· Improved understanding of and support for team



		Weekly MDT

		· MDT planning of Complex Care

· Planning for Crisis and Inpatient patients

· Assessments and allocations

· Integration of EWS, ATS and Access Facilitator elements

		· Improve Multidisciplinary care

· Shared decision making

· Risk distribution 

· Supervision and managing accountability



		Weekly Neighbourhood Meeting

		· Weekly drop in for all partners

· Multi agency Case discussion, rostered around GP Practice

· Advice and Guidance

· Support for complexity and risk management

· Real time decision making and availability disclosure 

· Shared care decisions based on patient choice & system capacity & capabilities

		· Improve relationships with providers

· Enhance multiagency learning

· Improve communications for care planning and formulation

· Improve shared care

· Enhanced responsiveness







Tasks for place-based leadership teams

The six key objectives for place based leadership teams are:

1. Agree team make up 

1. Develop unified operational and clinical leadership structures 

1. Develop Daily Huddle with senior team leadership present 

1. Develop Neighbourhood Meeting with GP and Primary care colleagues

1. Develop Duty system to support responsiveness

1. Develop routine triage to NMHT


Within phases two & three, the following activities need to be completed:

		

		Task

		Place

		System



		

		Formation of place-based leadership group, which are co-chaired by SPFT, VCSE and lived experience reps,  with governance and meeting structures and TORs established.

		[image: Black check mark icon. Tick symbol in black color, Vector illustration for  web,mobile, and concept design. 6059254 Vector Art at Vecteezy]

		



		

		Place based leadership groups to develop a place based implementation plan, (which aligns with the central transformation plan) on Monday.com

		[image: Black check mark icon. Tick symbol in black color, Vector illustration for  web,mobile, and concept design. 6059254 Vector Art at Vecteezy]

		



		

		Place-based data analysis, identifying priority areas in terms of health inequalities and health population

		[image: Black check mark icon. Tick symbol in black color, Vector illustration for  web,mobile, and concept design. 6059254 Vector Art at Vecteezy]

		



		

		Neighbourhood Team footprints to be agreed by place

		[image: Black check mark icon. Tick symbol in black color, Vector illustration for  web,mobile, and concept design. 6059254 Vector Art at Vecteezy]

		



		

		Agreement of core team at place, building on the existing EWS offer, including the Access Facilitators, ATS, VCSE and primary care mental health as a “core” team and older adults/ young people offer

		[image: Black check mark icon. Tick symbol in black color, Vector illustration for  web,mobile, and concept design. 6059254 Vector Art at Vecteezy]

		



		

		Agreement of aligned services and network and partnerships part of the NMHT at place, including connection to the local authority, social care, statutory, primary and secondary healthcare providers and VCSEs.

Agree functions that will be delivered initially and to which population groups.

		[image: Black check mark icon. Tick symbol in black color, Vector illustration for  web,mobile, and concept design. 6059254 Vector Art at Vecteezy]

		



		

		Agree alignment of NMHT plans with areas of Complex Emotional Need, Eating Disorders and Psychosis/ Rehab.

		[image: Black check mark icon. Tick symbol in black color, Vector illustration for  web,mobile, and concept design. 6059254 Vector Art at Vecteezy]

		



		

		Central Transformation Team to create Interim Collaboration Agreement for place based teams to use

		

		[image: Black check mark icon. Tick symbol in black color, Vector illustration for  web,mobile, and concept design. 6059254 Vector Art at Vecteezy]



		

		Collaboration Agreement signed by all partners with place based team

		[image: Black check mark icon. Tick symbol in black color, Vector illustration for  web,mobile, and concept design. 6059254 Vector Art at Vecteezy]

		



		

		Transformation Team and place based reps to create and agree Neighbourhood Teams reporting metrics  

		[image: Black check mark icon. Tick symbol in black color, Vector illustration for  web,mobile, and concept design. 6059254 Vector Art at Vecteezy]

		[image: Black check mark icon. Tick symbol in black color, Vector illustration for  web,mobile, and concept design. 6059254 Vector Art at Vecteezy]



		

		Central Transformation Team to agree data collection ambitions, baseline agreements and data capture and analysis process,  identifying key systems and support needed to mobilise including use of Electronic Patient Record

		

		[image: Black check mark icon. Tick symbol in black color, Vector illustration for  web,mobile, and concept design. 6059254 Vector Art at Vecteezy]



		

		Triage working group, with place-based leads, to develop and agree triage model and access pathways that are delegated to NMHTs

		[image: Black check mark icon. Tick symbol in black color, Vector illustration for  web,mobile, and concept design. 6059254 Vector Art at Vecteezy]

		[image: Black check mark icon. Tick symbol in black color, Vector illustration for  web,mobile, and concept design. 6059254 Vector Art at Vecteezy]



		

		Transformation Team to create a template SOP and pass to place based teams to add local variance details

		

		[image: Black check mark icon. Tick symbol in black color, Vector illustration for  web,mobile, and concept design. 6059254 Vector Art at Vecteezy]



		

		Place to set up NMHT meeting structures, including daily huddles and multi-agency NMHT Providers Meetings, with inclusion of GP and Primary care colleagues where needed.

		[image: Black check mark icon. Tick symbol in black color, Vector illustration for  web,mobile, and concept design. 6059254 Vector Art at Vecteezy]

		



		

		Central Transformation Team to establish working group to create a set of quality standards and replacement to CPA, moving away from the current Lead Provider/ Care Programme Approach centric model of delivery towards a multi-disciplinary team approach of shared responsibility, delivery and caseload management and key workers. 

		

		[image: Black check mark icon. Tick symbol in black color, Vector illustration for  web,mobile, and concept design. 6059254 Vector Art at Vecteezy]



		

		Estates

		

		



		

		Staff consultation. 

		

		



		

		Readiness checklist (transition planning) to proceed created by system and completed by place 

		[image: Black check mark icon. Tick symbol in black color, Vector illustration for  web,mobile, and concept design. 6059254 Vector Art at Vecteezy]

		[image: Black check mark icon. Tick symbol in black color, Vector illustration for  web,mobile, and concept design. 6059254 Vector Art at Vecteezy]



		

		Place to agree safety planning transition processes, who has access to safety plans and duty. 

		[image: Black check mark icon. Tick symbol in black color, Vector illustration for  web,mobile, and concept design. 6059254 Vector Art at Vecteezy]

		



		

		Consideration and agreement of a plan for how the development of NMHTs will align with ICTs

		[image: Black check mark icon. Tick symbol in black color, Vector illustration for  web,mobile, and concept design. 6059254 Vector Art at Vecteezy]

		[image: Black check mark icon. Tick symbol in black color, Vector illustration for  web,mobile, and concept design. 6059254 Vector Art at Vecteezy]







[bookmark: _Toc157783747]7. Ways of working

[bookmark: _Toc157783748]Collaboration agreement


Each place-based leadership team will be required to work with the central system central transformation team in theto developpment of a Collaboration Agreement to ensure robust governance and clarity between integrated partners and providers is established. 

The Agreement will state each place’s intentions to form a new partnership and set outs the terms and understanding of a multilateral partnership, including clear identification of the roles, responsibilities and accountability of each party.  

It anticipated that the development of a Collaboration Agreement will require time and consideration before full sign off is possible, so a system provided, interim Collaboration Agreement will be required for all current local parties to sign, committing themselves to the development of the final Collaboration Agreement.

The Collaboration Agreement will be informed by and build on the work done to create the  EWS Memorandum of Understanding.  

Once final agreement is achieved and all local and system governance requirements have been satisfied, the place-based leaders are bewill be responsible for regular review and refinement of the Agreement.

[bookmark: _Toc157783749]Standard operation procedure (SOP)

Each place-based leadership team will be required to work with system central system transformation team in the development of a core foundationto develop a Standard Operating Procedure (SOP) initially, which then can be amended and adapted to reflect the warranted variation of local place-based population need, resources availability and structures as required. 

The development of the foundation SOP will be based on and reflect a joint philosophy, the requirements of policy, clear and considered procedures and best practise. 

The overarching aim of the SOP is to ensure high quality, consistent and safe working practices are developed and observeddelivered. The SOP will support better coordination and communication regarding individuals’ care and support and facilitate and benefit fromor the strengths and experience of the partnership.   

Other organisations that are part of the neighbourhood team, including the aligned services and the wider network will have the capacity to contribute to the leadership team where appropriate. 

Initially, whileWhilst neighbourhood teams are establishing, line management for staff will be unchanged, with the existing robust and appropriate trauma informed individual organisations responsible for supervision and reflective practice.  Minimum requirements will be included in service contract and will be appropriate to roles.

[bookmark: _Toc157783750]Clinical responsibility


In the first instance clinical responsibility arrangements will not change - where people are accessing the EWS element of a neighbourhood team, clinical responsibility will remain with the GP. When the clinical team associated with EWS need to access longer term or more intensive support, clinical responsibility will move to SPFT. In the future it is hoped that via direct discussion between GPs and mental health clinical leads we will start to see a more flexible approach. 

It is important existing arrangements stay in place as the ARRs roles, that fund much of EWS are shared role with PCNS, and any changes will need to be negotiated with them.

Supervision will be built into the neighbourhood team governance structure, and will remain as is in the first instance with the addition of meeting spaces and processes supporting all members of the team to come together and discuss cases together, creating a more shared space with more opportunity for easy access in and out of the right offer for the person. 	Comment by ASHMORE, Emily (NHS SUSSEX INTEGRATED CARE BOARD): This makes no sense. Can it be rewritten please?

Caseloads for EWS are outlined in the service specification and are xxx for VCSE element and X for the supporting clinicians. Caseloads for the existing ATS services are less defined and need further work. It is hoped flow through the core team andjoint working with other local partners on a regular basis will support better flow, reducing existing current pressures.

The wider aligned service network working with the core team will continue to function as they doare now, but with increased opportunities to come together on a regular basis with the core team. This will to support multi agency triage and ongoing facilitate discussions to access either a higher level of support of support or to support people to step across to to the wider neighbourhood team offer as needed.

Core neighbourhood team members will need access to Carenotes, and to use CarenotesSPFT’s EPR (or a system that links and flows to the Mental Health Services Data Set) as their clinical patient record. We will need to work with the digital team in the development of the new EPR. We will consider a range of tools including dialogue plus to support this work.



We will need to agree both a brief assessment for the outward facing offer in PCN's and anstandardised more in depth extended supporting paperworkdetailed tool for people who need more in-depth complex support. 

We will need to develop a shared framework that can support both types of assessment and care planning, working with the digital team in the development of the new EPR. We will consider a range of tools including dialogue plus to support this work

[bookmark: _Toc157783751]Process of transition

Moving from one model of delivery to another brings both opportunities and risks. Implementation of the 'new' approved model will require clear and detailed planning for in a number of domains. Two of the most important of these are people using services and thosepeople providing them.

[bookmark: _Toc157783752]People using services


Currently a large number of people receive care, support, and treatment from a wide range of services provided by different organisations. Bringing theose organisations together at a neighbourhood level provides a real opportunity to enhance efficacy and enable two key requirements of community mental health transformation - improved access and improved outcomes. 

For people newly accessing mental health support, the neighbourhood mental health services (NMHS) will provide a clear route to access, timely understanding of need and appropriate support, care and treatment to meet those needs.  

Some people already in receipt of services may experience a change in the way their care, support and treatment is provided. Where that involves a change of place care or support is provided or change of mental health worker, particular care is essential to ensure safe management of the transition. It is important to ensure that any such changes are discussed and agreed with the person, and any family or carers involved in supporting their recovery, and that sufficient time is allocated to the transition to ensure its success.  

Implementation planning will require all services currently supporting people to identify those for whom the new services may necessitate a significant change. Once identified, those people should be involved in a conversation to agree an individual plan, ensuring their care and treatment is not disrupted and is provided effectively going forward. A clear plan of care and any requisite information to support the person should be shared along with robust contact information for support in and out of hours. Whilst it is important this process is tailored to the individual, development and sharing of a general FAQs document may be helpful to cover universal considerations and provide assurance/reassurance.

[bookmark: _Toc157783753]Staff wellbeing during transition


For all organisations delivering mental health care, support and treatment in Sussex, our most important asset is our workforce. Going forwardIn the future, new staff being appointed into NMHS will have a clear understanding of their role and where they sit in the provision of services to the local populationresponsibilities in the transformed structure. They will be part of a diverse team derived from a range of organisations, but will operate within a shared leadership model offering clarity on accountability and responsibility for every worker. Whilst remaining accountable to employing organisations policy requirements and any appropriate professional standards of conduct, all staff will have equal access to personal support, learning, supervision and annual appraisal to help in their personal development and progression, and to ensure ensuring a consistently high quality of service is delivered.

For some existing staff, moving to the new model of delivery may involve a change of place where their work is delivered, changes to caseload, governance and leadership arrangements. It is important to recognise that those changes bring opportunity but may also generate anxiety or feelings of ambiguity. In order toTo mitigate that risks, transition planning will need to ensure staff are consulted and involved in a supportive way, and that any changes are implemented over a period of time tothat enables a safe adjustment and ensures all staff feel valued. 

NMHS at place will need to ensure that existing organisational approaches to recruitment and retention are maintained and where appropriate more closely aligned toward parity. Whilst it is important this is owned at place, leadership from organisational development and workforce colleagues will be essential to realising this ambition. Similarly, ensuring staff feel empowered and involved will require all employing organisations to maintain and where appropriate harmonise opportunities for individual and team development and ongoing support - working and learning together. Existing initiatives e.g., 'wellbeing Wednesdays' could be made available to all members of the NMHS and new initiatives should be developed with the whole team in focus.  

[bookmark: _Toc157783754]Transition planning - pre-neighbourhood team launch checklist


To support the process of transition as NMHTs start to mobilise at place, the system central transformation team will work with place-based leaders to create a pre-neighbourhood team launch checklist and assurance statement that must be completed prior to NMHTs being established. The checklist will include a place based communication and engagement plan in place, a place based shared management team in place, a safety management plan, a caseload management process, and a staff support and welfare plan.

Particular attention will be given to safety planning, with extra resources to be provided to support service users and staff to navigate the new neighbourhood teams and processes. There will also be direct connection to the programme’s overarching communication and engagement strategy in terms of how and when developments are communicated to staff and service users. Each place-based team will be required to have its own place-based comms plan which includesincluding detail on how the process of transition will be communicated to staff and service users.

[bookmark: _Toc157783755]Safety planning


Currently, within secondary care mental health teams in SPFT safety plans are developed by the team and shared with GP colleagues via PLEXUS. They are also shared with Emotional Wellbeing Services (EWS) including VCSE partners that have access to and can utilise the SPFT Carenotes Electronic Patient Record (EPR) system. This is currently in place for EWS in Brighton & Hove and East Sussex.

 

Some other parts of the system currently have access (read only) to the Carenotes system including some commissioned VCSE services, local authority provider partners and NHS Talking Therapy staff across Sussex. 



Ultimately it is our ambition that the whole system develops single shared safety plans developed with the person, wherever they are in the system, and that the person holds their safety plans (and all paperwork relating to their care) themselves via digital portals such Patient Knows Best /My Health and Care Record or in hard copy where this is not possible or appropriate. It should be possible for agreed partners to amend those plans with the person at any time.



In the first phase ofn 'neighbourhood teams' the core team (ATS/EWS as a minimum) will continue to use Carenotes, ensuring there is a shared single safety plan and care plan, which can be reviewed as needed with the person. In the future the ambition is that all partners are will be able to access and update a person’s plan of care, including the safety plan, and update it with them as their needs change. This will a require shared record system to be available to all. This is likely to be System One for SPFT and for those partners able/willing to move to this system. Many of our GP colleagues already use System One, however NHS Talking Therapies for anxiety and depression currently do not, so in this instance and others like it, we will need to develop a usable workaround.



This means that inIn the short-term, we will need to use existing paperwork, but at the same time we need to review all of our clinically supporting paperwork from referral information to assessment to care and safety planning and review of impact. We will also need to agree the role and function of a key worker and essential competencies and the processes to facilitate that work.

The first steps will be ensuring that the core team, including EWS & ATS all utilise Carenotes and access the same plans. Plans must be safe, effective and proportionate and include a standardised assessment and plan for PCN VCSE staff. These assessments and plans can be adapted if needs change and a more in-depth assessment/review is needed. 

[bookmark: _Toc157783756]Moving away from Care Programme Approach (CPA) - caseload management and key working	Comment by ASHMORE, Emily (NHS SUSSEX INTEGRATED CARE BOARD): This whole section needs clarifying - it isn't clear which organisations are leading - is this MHPs or MHSCs. How will support be stepped up and down? What model is the team working to?


If someone is receiving support from the core neighbourhood team, they will have a named worker -however the named worked will be a point of contact and not responsible for all aspects of care delivery. Others involved in a person’s care will need to agree their element of the care plan including review timeframes

Key workers will be provided proportionate to risk, with Senior staff providing supervision and guidance and keywork role to people with more complex needs. However, if\Where a person has a serious long-term mental health need, but isare stable, both key working and clinical responsibility can be agreed towill reflect the person’s needs. , providing theThe allocated key worker allocated haswill have access to the neighbourhood team on a regular basis and is will be able to access to the Carenotes system (or new system once in place)the EPR. This will allow them  in order to build on existing information and will reduceing multiple assessments. It may be in the future a staff member has a broad caseload working with people with a range of needs at both the primary care end of the offer and working with people with more complex needsCaseloads should be planned to allow staff to support people with different levels of need. This may aid recruitment and retention and reduce feelings of burn out currently described across secondary care services  

Key worker primary care function - brief assessment and short-term support including basic assessment of safety and risk. Agreed short term care plan and review date and ensure reviews are person led and include outcome and experiential measures. Offers an access route via primary care facing clinicians to increased support using the agreed stepped model (see EWS operating process). Need to utilise standardised paperwork and have access to care notes and use it for recording of information and notes. SupportsAlso supports people to access wider community support, remaining for short term support to supporting engagement where needed.

Key worker - complex needs, requiring more intensive contact and safety planning, may need specialist evidenced based interventions and co ordinating of care if needs are very complex. Provides more in-depth assessment of needs including assessment of safety and risk, provides formalised broader care planning including ensuring other colleagues involved in the persons care are agreeing plans with the person. Builds on existing knowledge where this is present. Paperwork is streamlined and standardised. Where people have serious long-term mental health needs but are stable key working is moved towards the primary care function with agreed plans for easyt re access to the system as part of a relapse prevention/management plan. It may also be possible for a primary care facing key worker to remain key work responsibilities if a person is accessing a short-term standalone intervention from another part of the neighbourhood team. For example, if a person is attending an agreed 6 sessions from a psychologist, the psychologist and person would agree this and agree a review of progress, but the primary care key worker would retain the key worker role. 

TRIAGE ASSESSMENT AND ALLOCATION OF SUPPORT

As NMHTs are planned and mobilised by place-based leadership and delivery teams, we need to review how to manage assessment and allocation of support access and triage in the new model. 

We do not want to reduce access to the range of diverse services on offer in local neighbourhoods or reduce access points and self-referral options. However, we do need to consider how to manage assessment and allocation of support access and triage within ‘core’ neighbourhood teams (initially as a minimum ATS and EWS including the VCSE element of the service) and the wider network, so that assessment and allocation of supporttriage becomes part of a wider system, moving away from traditional ‘secondary care’ and ‘primary care’ service functions.  

The ambition is for NMHT assessment and allocation processestriage:

· To support a person to get to the right part of the service first time.

· To minimise assessment and having to tell their story numerous times.

· To support ‘warm handovers’ between services.

· To deliver a multi-agency approach to assessment and allocation triage  - supporting easy access to local neighbourhood mental health services. 

· To minimise ‘rejected’ referrals and people slipping through gaps with rigidged criteria, maximising access to all local neighbourhood resources.

· To better describe and understandprevent ‘rejected referrals’ & the rationale for these

· To make the best use of all mental health services resources and community assets.

· To improve the experience of accessing servicespeople by ensuring easy access to the right service first time.



The NMHT assessment and allocation of supportTriage process will be developed by the assessment and allocation of supporttriage working group. The group will continue developing assessment and allocation of supporttriage to include multi agency triage hubs. 

They will support place based leadership teams to… 

· Plan, deliver and evaluate daily triage meetings for the core team, initially led by existing triage clinical lead.

· Bring ATS and EWS as a minimum together (future core team) for the daily assessment and allocation of supporttriage meeting.

· Consider the management of non-routine requests for assessments – how will requests be made, who will undertake them?

· Work within each neighbourhood team to plan, deliver and evaluate  wider neighbourhood team meetings – including neighbourhood partners and GPs including NHS talking therapies (previously IAPT)

· Agree governance re role of key worker for the core team and wider services (review CPA and role of care coordination)





[bookmark: _Toc157783757]Team footprints


Assessing and agreeing footprints will be decided at a place-based level, with consideration given to existing PCN, ATS and forthcoming ICT footprints.


Add link to footprints held on internet.



8. [bookmark: _Toc157783758]Data collection and reporting metrics

[image: A close-up of a draft form
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9. [bookmark: _Toc157783759]Standards and outcomes

Each neighbourhood will be responsible for its own data collection and reporting under the place-based Leadership team.

We are currently working on an implementation plan to meet the national requirements for outcome measures. The core neighbourhood team will be required to use ReQqoLl, goals-based outcomes and Dialogue*. This means there will be a requirement for routine outcome monitoring on a session-by-session basis, so that the person receiving support and the staff member offering it have up-to-date information on their progress. This helps guide the course of each person’s treatment and support and provides a resource for service improvement, transparency, and public accountability.

Wait time standards – will be working as a system on how we respond to the wait time standards. Requirements for the core team will be confirmed.

Due to national and local data requirement all data will need have ability to be granulated to enable information to be provided and divided across reporting lens, e.g. at individual team levels, PCNs local Integrated care teams (ICT) local footprints, Integrated Care boards, NHSE data set. 



10. [bookmark: _Toc157783760]Next steps



11. [bookmark: _Toc157783761]Conclusion



12. [bookmark: _Toc157783762]Appendices
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DPIA Screening Checklist 
 
Name and brief description of project / activity 
Mental Health Support Service Commission – West Sussex and Brighton & Hove. The re-commission of the 
psychosocial mental health support offer in both locations. 
 
What data do you want to use, why, and what do you want to do with it? 
Sufficient data to enable flow to the MHDS – including sensitive information relating to mental health needs 
and protected characteristics. Information to enable onward referrals – name, contact details etc.  
 
What is the role of the ICB in the project /activity? 
Commissioner and contract manager 
 
What is the involvement of other organisations, if any? 
Provider of services 


 
*Ensure all above are answered before proceeding 
 


 


 


 


 


 


  







 


 


 
Part 1: Nature of Processing  
Please assess the following actions in relation to your project/service, indicate Y/N for each option 
 
Section A 
It will use systematic and extensive profiling* or automated decision-making* to make significant 
decisions about people. 


No 


It will involve the processing of special categories data* or criminal offence data* on a large scale. No 
It will involve systematic monitoring* of a publicly accessible place on a large scale. No 
It will involve the use of new technologies. No 
It will use profiling, automated decision-making or special categories data to help make decisions on 
someone’s access to a service, opportunity or benefit. 


Yes 


It will involve profiling on a large scale. No 
It will involve the processing of biometric* or genetic* data. No 
It will involve combining, comparing or matching data from multiple sources. No 
It will involve the processing of personal data* without providing fair processing information* 
directly to the individual. 


No 


It will involve the processing of personal data for the purpose of tracking individuals’ online or offline 
location or behaviour. 


No 


It will involve the processing of children’s (u13) personal data for profiling or automated decision-
making  


No 


It will involve the processing of children’s (u13) personal data for marketing purposes No 
It will offer online services directly to children (u13). No 
It will involve the processing of personal data which could result in a risk of physical harm in the event 
of a security breach*. 


No 


 
If you have marked ‘yes ‘to any options above, please now move to Part 2. 
If you have marked ‘no’ to all options above, please also check Section B below. 


 
Section B 
It will involve evaluation or scoring. No 


It will involve automated decision-making with significant effects. No 
It will involve the systematic processing of sensitive data or data of a highly personal nature. No 
It will involve the processing of any data on a large scale* (e.g. CCTV) No 
It will involve the processing of data concerning vulnerable data subjects*. Yes 
It will involve innovative technological or organisational solutions. No 
It will involve processing which could prevent data subjects from exercising a right* or using a 
service or contract. 


No 


 
If you have marked ‘yes to any option in Section B, please move to Part 2. 
If you have marked ‘no’ to all options above, it is very unlikely that you will need to progress to a full DPIA, please record 
this in Part 4, return the checklist to the IG Team and hold a copy on file with your project documentation. 
 
*Refer to DPIA Glossary for any terms above you don’t understand: 


 


D. DPIA Glossary 


SXICB.docx







 


 


Part 2: Responsibility 
Only complete this section if you have any yeses in Section A or B.  
Please identify which organisation(s) the following applies to: 
 
 NHS 


Sussex 
ICB 


Another 
organisation (3rd 
Party Supplier) 
(whether 
identified yet or 
not) 


Makes decisions about whether to process data for use in this project  ☒  ☐ 


Makes decisions about why the data processed in this project is needed  ☒  ☐ 


Makes decisions about what data needs to be processed in this project  ☐  ☒ 


Makes decisions about who data will be processed about in this project  ☐  ☐ 


Will obtain a commercial gain or other benefit from the processing 
(other than payment for services) 


 ☐  ☐ 


Are processing the data because they have a direct relationship, 
contractual or otherwise, with the data subject 


 ☐  ☒ 


Makes decisions about the data subjects, based on the data processed  ☐  ☒ 


Exercises professional judgement in the processing of the data.  ☐  ☒ 


Has complete autonomy as to how the data is processed.  ☐  ☐ 


  
A tick in the columns above indicates that the organisation referred to is likely to be considered a ‘Data 
Controller’ for this project. More information 


 


 
Part 3: Decision tree 


IF 


An option is ticked in Part 1, Section A An option is ticked in Part 1, Section B No option is ticked 
in Part 1 AND 


NHS Sussex ICB 
has any yeses in 
Part 2 


There are no yeses 
against NHS Sussex 
ICB in Part 2 


NHS Sussex ICB 
has any yeses in 
Part 2 


There are no yeses 
against NHS Sussex 
ICB in Part 2 


                                                                               THEN 


A DPIA is required A DPIA should be considered 
No DPIA is 


required 


The ICB Project 
Lead/IAO should 
complete a DPIA.  
 


The DPIA must be 
completed by the 
other organisation 
when they are 
identified. A copy 
should be requested 
from the other 
organisation at the 
appropriate stage in 
the project and sent 
to the IG team for 
review. 


The ICB Project 
Lead/IAO should 
consider whether a 
DPIA will be 
required. Discuss 
with IG Team if 
required. If DPIA is 
being completed 
use the template 
available below. If 
not, record the 
decision and 
reasoning in 
project 
documentation. 
 


A DPIA should be 
considered by the 
other organisation 
when they are 
identified. If 
completed a copy 
should be requested 
from the other 
organisation at the 
appropriate stage in 
the project and sent 
to the IG team for 
review. If not 
completed the other 
organisation should 
provide 
documentation of 
their decision and 
reasoning. 


A copy of this 
checklist should be 
held on file with 
the project 
documentation 


 



https://ico.org.uk/for-organisations/guide-to-the-general-data-protection-regulation-gdpr/key-definitions/controllers-and-processors/





 


 


 
Part 4: Declaration 
Based on the above, the following will apply: 


 
DPIA needs to be completed by NHS Sussex ICB. 
A DPIA will be completed using the SXICB template and forwarded to the IG 


team (SXICB.IG@nhs.net) when available.  B. DPIA template 


SXICB.docx
 


☐ 


DPIA does not need to be completed by NHS Sussex ICB. 
A copy of this checklist will be retained with project documentation. DPIA checklist will be 
revisited if anything changes. 
 


☒ 


NHS Sussex ICB need to request a copy of a completed DPIA (or documentation of 
decision not to complete a DPIA) from another organisation 
This will be requested at an appropriate stage in the process. The DPIA will be forwarded to the 


IG team (SXICB.IG@nhs.net) for review. 
 
If information available, please name the relevant organisation here:  
To be appointed 
 


☒ 


 
Checklist completed by 
(name and job title): 


Emily Ashmore, Senior Commissioning Manager 
 


Date: 13/11/2023 
 


 
Part 5: Approval 
For IG use only 


 
Screening Checklist reviewed by DPO on:  
 


20/11/2023 


and/or 
Screening Checklist reviewed at DPIA Panel on:  
 


20/11/2023 


DPO or Panel comments: 
As per the outcome above, a DPIA will eventually need to be completed for this service, but it will 
be the responsibility of the chosen provider once they are selected. Project lead should ensure that 
an action - ‘Complete DPIA for new service and send to ICB for assurance check’ is included in the 
incoming provider’s mobilisation plan and we would suggest there is a prompt to check this 
happens in the ICB planning side.  
 


NB: Usually this would be an internal DPIA conducted wholly by the provider via their own 
processes, and merely reviewed by the ICB team. However, in this case we note that the 
ICB team has already mostly completed a full DPIA on the ICB template, and we are happy 
that once the provider is known the IG team can use their co-operation to finalise this. To 
this end we will not finalise the full DPIA at this stage, but it will be kept on file to be 
expanded upon with details from the provider at a later date. 


 
Project Lead should ensure they include an IG SME in the procurement exercise for this service. 
The SME can help with ensuring the right IG clauses are in the Service Spec, ensuring there are 
appropriate IG questions asked in the bid documentation, and scoring those questions as part of 
the evaluation panel.  
 
Ref Number assigned: A172 
 
and confirm log updated: ☒ 


 



mailto:SXICB.IG@nhs.net

mailto:SXICB.IG@nhs.net
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1.0 Introduction 


1.1 In October 2023 West Sussex and Brighton & Hove NHS Sussex Mental Health 
Commissioning, Public Health Commissioning for West Sussex County Council and 
Public Health, Health & Adult Social Care Commissioning for Brighton & Hove City 
Council and representatives from Lived Experience came together to plan the re-
commission of the Mental Health Support Services for their localities.  


1.2 As part of this work, it was agreed that to ensure that the voice of communities of 
interest were represented in the re-commission a review of all available engagement 
and feedback would take place. This review would provide detail on existing views 







 


1 
 


and identify gaps in available information. Following this review a decision would be 
made. 


1.3 This document is the review of all the available engagement.1 


2.0 Aim/Question 


2.1 The aim of this review is to collate areas of need or practice that users of services and 
their friend/family carers have identified as being necessary for the effective and 
meaningful delivery of mental health support services. These themes include 
operational needs, practice needs and service needs. 1 


2.2 The review was designed to deliver both overarching themes, i.e. themes identified 
in most/all engagement and themes specific to each community of interest. For this 
document, we have used the Equality Act list of protected characteristics 2  to 
represent our communities of interest with the addition of CORE203 i.e. people who 
fall into the most deprived 20% of the national population as identified by the 
national Index of multiple deprivation (IMD) and carers. Inclusion of CORE20 relates 
to national and local priorities on addressing health inequalities. Carers were added 
as a stand alone group in recognition of the significant labour locally and nationally 
by friend and family carers. This labour saves the national economy £162billion per 
annum4 but comes with a financial and emotional cost. Carers are overrepresented 
in the CORE20 with 44% of working age adults caring for 35 hours a week or more 
living in poverty.5 Carers are more likely to experience loneliness and long term 
health conditions than non-carers6. There is increasing evidence that caring should 
be considered a social determinant of health.7  There was discussion around having 
Care Leavers as a standalone group, in recognition of their specific needs and the 
high levels of health inequality impacts on this group. There was limited local data on 
the needs of care leavers and this prevented their inclusion as a standalone group, 
however their needs are drawn out in the Age section.  


2.3 The themes identified will be used to support the scoping of service provision and to 
inform final service outcomes and Key Performance Indicators. It may not be possible 
for the commission to respond to all elements identified, some may be out of scope 
and others may be functionally impossible or impractical to deliver within budget. 
However, consideration to all identified areas will be given and any decision not to 
deliver against an identified priority will be explained and mitigation steps put in 
place. 


3.0 Method 


 


1 See Appendix A  
2 Marriage and civil partnership is not include as this relates to employment practices only 
3 NHS England » Core20PLUS5 (adults) – an approach to reducing healthcare inequalities 
4 Valuing_Carers_WEB2.pdf (centreforcare.ac.uk) 
5 UK Poverty 2022: The essential guide to understanding poverty in the UK | Joseph Rowntree Foundation 
(jrf.org.uk) 
6 carers-uk-gp-patient-survey-report-2021-web.pdf (carersuk.org) 
7 Caring as a social determinant of health: review of evidence - GOV.UK (www.gov.uk) 



https://www.england.nhs.uk/about/equality/equality-hub/national-healthcare-inequalities-improvement-programme/core20plus5/

https://centreforcare.ac.uk/wp-content/uploads/2023/05/Valuing_Carers_WEB2.pdf

https://www.jrf.org.uk/work/uk-poverty-2022-the-essential-guide-to-understanding-poverty-in-the-uk

https://www.jrf.org.uk/work/uk-poverty-2022-the-essential-guide-to-understanding-poverty-in-the-uk

https://www.carersuk.org/media/shbb4c0s/carers-uk-gp-patient-survey-report-2021-web.pdf

https://www.gov.uk/government/publications/caring-as-a-social-determinant-of-health-review-of-evidence
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3.1 The Commissioning Steering Group identified engagement and feedback reports 
relating to communities of interest held nationally and locally.  


3.2 These reports were added to a shared spreadsheet with links to the document to 
enable interrogation. 


3.3 A systematic review methodology was applied.  


 


4.0 Results 


4.1 Fifty-two engagement activities were included in the review. All the engagements 
looked specifically at delivery of mental health services and made suggestions of 
change or identified gaps in provision (rather than providing prevalence data). Two 
of the studies were completed by professionals but were included as they spoke to 
similar concerns and themes. Studies that pre-dated the 2016 commission of existing 
services were excluded8. 


4.2 Overarching Themes 


4.2.1 Inclusion of a theme as overarching required a minimum of 25% of 
engagements to have noted the theme. 


4.2.2 There were several issues raised in all or almost all the activities across both 
Brighton & Hove and West Sussex:  


Theme Number of studies 
referencing the 
theme 


Communities of interest 
represented: 


Need for improved community education 21/52 (40%) • CORE20 


• Refugees, Asylum 


Seekers, and Migrants 


• Carers 


• Children, and Young 
People (including Care 
Leavers) 


• Gypsies, Roma, and 
Travellers 


• Black, and Minoritised 
Ethnic Communities 


• LGBTQIA+  


 


8 No study that pre-dated 2019 was included. 
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• Professional voices are 
also represented in this 
theme 


Enhanced support at primary care 14/52 (27%) • CORE20 


• Learning Disability 


• Women (including new 
mothers) 


• Refugees, Asylum 
Seekers, and Migrants 


• Carers 


• Children, and Young 
People (including Care 
Leavers) 


• Black, and Minoritised 
Ethnic Communities 


• Professional voices are 
also represented in this 
theme 


 


Therapeutic offer for people who are ‘too 
complex’ for NHS Talking Therapies and not 
accepted by secondary care. 


17/52 (33%) • CORE20 


• Refugees, Asylum 
Seekers, and Migrants 


• Carers 


• Children, and Young 
People (including Care 
Leavers) 


• Gypsies, Roma, and 


Travellers 


• Black, and Minoritised 
Ethnic Communities 


• LGBTQIA+ 


• Women (including new 
mothers) 


• Men 


Seamless service delivery 13/52 (25%) • CORE20 


• Carers 
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• Women (including new 
mothers) 


• Refugees, Asylum 
Seekers, and Migrants 


• Professional voices are 
also represented in this 
theme 


 


4.2.3 Community education related to two areas of public knowledge building. First 
the need for people in need of services, their carers, and support staff 
(including primary care workers) being more aware of services available and 
how to access them. This information was noted as needing to be simple, 
accessible, and where needed, translated. Secondly there was a need for 
wider community education, so that neighbours and community members 
were more aware of the realities of mental ill health and how to support 
community members. 


4.2.4 Enhanced support at primary care. A significant number of reviewed 
consultations suggested that there was a need for enhanced mental health 
support at primary care level. The offer at this level (including through talking 
therapies) was felt to be inadequate, with a limited number of sessions and 
difficulty working with ‘complexity’. This was also related to a perceived 
difficulty accessing secondary care with a gap between the offer at primary 
care and secondary care. Women and new mothers were significantly 
represented in this group, with all engagements relating to new mothers 
identifying this as a theme. 


4.2.5 Therapeutic offer for people who are too complex for NHS Talking Therapies 
and not accepted by secondary care. This relates to the Step 3+ group, i.e. 
people who are excluded from NHS Talking Therapies, often due to C-PTSD 
symptoms or co-morbidities, but who are not assessed by secondary triage as 
in need of secondary care mental health services. This theme will need to be 
considered in light of recent national guidance.9 


4.2.6 Seamless service delivery, this theme relates to the identified need for 
services to share data (to prevent people having to re-tell their story), and for 
services to provide warm handovers (i.e. for people’s experience of services 
not to include rejection and signposting without a genuine offer to meet their 
needs). This theme is also reflected in several engagement studies that spoke 
to the idea of system Navigators (10/52 or 19% where 6 or 12% did not also 


 


9 


Treatment of PTSD 


and Complex PTSD.pdf
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mention seamless services) as being necessary to support people through 
systems that were complex and could leave them feeling unsupported. 


 


4.3 Themes by Protected Characteristics 


4.3.1  Age 


4.3.1.1 There were two included studies that specifically provided 
feedback from older age adults and one study that we were able 
to filter to identify the views of older age adults. Two of the three 
were national surveys, one on older age health raised that older 
adults are less likely to be offered or take up NHS Talking Therapies 
for depression or anxiety, although the same study identified that 
older adults (65+) were the demographic age group most likely to 
feel that their primary care service took any mental health needs 
seriously. The third study was specific to Brighton & Hove.  


4.3.1.2 Overall the three studies identified that older adults would benefit 
from holistic physical and mental health provision that was 
seamless (see overarching theme ‘seamless service delivery’), that 
issues of accessibility needed to be considered – in both cases this 
related to physical access and transport, and that complexity was 
not well supported. The issue of complexity was identified in the 
Brighton & Hove survey and related to an ongoing pilot with a 
befriending service to provide an alternative model of support to 
people previously excluded from the service.  


4.3.1.3 The needs of Children and Young People (under 25) was 
represented in the engagement feedback identified. Four of the 
engagements identified looked specifically at the needs of young 
people (under 25). One national study looked specifically at the 
needs of Care Leavers. Themes identified were: 


Theme Number of studies 
referencing the theme 


Communities of interest 
represented: 


Community Education 4/5 (80%) CYP (Children and Young 
People including Care 
Leavers) 


Enhanced support at primary 
care 


2/5 (40%) CYP 


Neurodiversity – waiting 
times and lack of community 
support 


2/5 (40%) CYP 


Therapeutic offer for people 
who are ‘too complex’ for 
NHS Talking Therapies and 


2/5 (40%) CYP 
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not accepted by secondary 
care. 


Transitions 1/5 (20%) CYP 


Waiting Times 1/5 (20%) CYP 


Navigator 1/5 (20%) CYP 


Seamless service delivery 2/3 (66%) Older Age 


Accessibility (related to 
physical access and 
transport) 


2/3 (66%) Older Age 


Holistic mental and physical 
healthcare needed 


1/3 (33%) Older Age 


Complexity not supported 1/3 (33%) Older Age 


4.3.1.4 Community Education, and Seamless service delivery see 
overarching themes for detail. 


4.3.1.5 Enhanced support at primary care, see overarching themes above 
for detail. Interesting to note that the national GP survey feedback 
for Sussex and Brighton & Hove reports young people are more 
likely to feel that primary care practitioners do not take their 
mental health needs seriously (26%) than adults aged 25 – 65 
(17%) or older adults 65+ (12%).  


4.3.1.6 Neurodiversity, themes in this area were that waiting times for 
assessment were too long and that there was a significant lack of 
community support for people both whilst waiting for assessment 
and once diagnosed with young people feeling abandoned and 
unsupported. 


4.3.1.7 Therapeutic offer for people who are ‘too complex’ for NHS 
Talking Therapies and not accepted by secondary care, see 
overarching themes section above. 


4.3.1.8 Remaining themes were each mentioned in only one engagement. 
A national survey looking at the needs of young people leaving 
care identified that access to a system Navigator for this group 
would assist them in managing complex systems. This function is 
legislated with all young people leaving care entitled to a post 16 
support worker up until 25 or 27 for young people with disabilities. 
However, the survey found that especially for young people with 
mental health needs this offer may be inadequate and greater 
support was needed. A West Sussex rapid review felt that young 
people would benefit from improved transitions between children 
and adult mental health services, this theme is also reflected in the 
overarching theme around the need for seamless service 
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provision. Finally, a Brighton & Hove survey of 1,000 young people 
identified that waiting times to access support were often too 
long, this largely relates to CAHMs (out of scope for this work) but 
did also touch on Neurodiversity and access to adult mental health 
services. 


4.3.2  Disability 


4.3.2.1 All the engagements considered the needs of people with mental 
ill health whether this would be regarded as a disability (likely to 
last for over 12 months and with a daily impact on someone’s life) 
or not. However only one of the engagements directly considered 
other disability related needs, this was completed with 24 adults 
with learning disabilities by Brighton & Hove. The most recent 
study looking specifically at concordant mental and physical health 
needs from 201210 suggests that long term health conditions and 
disabilities have a significant impact on mental health leading 
increased risks with people with disabilities experiencing double 
the risk of developing mental ill health when compared to the 
wider population. The most significant recommendations from the 
2012 study related to the need to improve holistic physical and 
mental health care, increase mental healthcare provision at 
primary care and improve education to healthcare professionals. 
All areas flagged as overarching themes in this review. Given the 
alignment of the overarching themes identified  with the 
recommendations from the 2012 study, and the inclusion of 
people with concordant physical health needs and disabilities in 
the other feedback reviewed the author considers that there is 
sufficient data available to ensure that the needs of people with 
concordant mental and physical health needs are represented in 
this review. 


4.3.2.2 The focus group with adults with learning needs identified a need 
for enhanced support at primary care (as overarching themes 
above), a lack of accessibility to services, and the impact of long 
waiting times and a lack of community support for people with 
neurodiversity (as above in young people). 


4.3.2.3 National data around the needs of adults with learning disabilities 
evidences that they receive a poor quality of provision from 
mainstream medical services when compared to the wider 
population with 38% of people with learning disabilities dying 
prematurely when compared to the wider population.11 In 2019 


 


10 Long-term condition and mental health Chris Naylor February 2012 (kingsfund.org.uk) 
11 The Confidential Inquiry into premature deaths of people with intellectual disabilities in the UK: a population-
based study - PubMed (nih.gov) 



https://www.kingsfund.org.uk/sites/default/files/field/field_publication_file/long-term-conditions-mental-health-cost-comorbidities-naylor-feb12.pdf

https://pubmed.ncbi.nlm.nih.gov/24332307/

https://pubmed.ncbi.nlm.nih.gov/24332307/
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19% of deaths reviewed by the Learning Disabilities Learning 
Review Process were avoidable.12 


4.3.3  Sexual Orientation and Gender reassignment 


4.3.3.1 Engagements in this area combined the views of LGBTQIA+ 
community, given this it has been impossible to disaggregate 
these communities' views in line with the legislative view of 
protected characteristics. 


Theme Number of studies 
referencing the theme 


Communities of interest 
represented: 


Issues of accessibility 5/6 (83%) LGBT 


Suicide – prevention and 
support 


3/6 (50%) LGBT 


Community Education 2/6 (30%) LGBT 


Therapeutic offer for people 
who are ‘too complex’ for 
NHS Talking Therapies and 
not accepted by secondary 
care. 


1/6 (17%) LGBT 


Neurodiversity – waiting 
times and lack of community 
support 


1/6 (17%) LGBT 


4.3.3.2 Issues of accessibility were raised in all but one of the 
engagements. This related to the need for LGBT specific services 
(flagged particularly in West Sussex), the need for mainstream 
services to be welcoming and inclusive to members of the LGBT 
communities and for there to be a peer support offer that 
reflected the community. 


4.3.3.3 Three of the engagements noted that there was a need to offer 
members of the LGBT community prevention and support around 
suicidality. The Brighton & Hove JSNA on Mental Health notes that 
LGB respondents and respondents unsure of their sexual identity 
(20%) were more likely to say that they had ever self-harmed than 
heterosexuals (9%), this was highest for lesbian/gay women (39%) 
and bisexuals (41%) 13 . Nationally LGB adults at higher risk of 
suicidal thoughts and self-harm.14 


4.3.3.4 Overarching themes of community education, the need for a 
therapeutic offer for people who are ‘too complex’ for NHS Talking 


 


12 LeDeR_2019_annual_report_FINAL2.pdf (bristol.ac.uk) 
13 Mental health JSNA 2022 full report FINAL.pdf (brighton-hove.gov.uk) 
14 LGB adults at higher risk of suicidal thoughts and self-harm | UCL News - UCL – University College London 



https://www.ucl.ac.uk/news/2023/jun/lgb-adults-higher-risk-suicidal-thoughts-and-self-harm

https://www.ucl.ac.uk/news/2023/jun/lgb-adults-higher-risk-suicidal-thoughts-and-self-harm

https://www.bristol.ac.uk/media-library/sites/sps/leder/LeDeR_2019_annual_report_FINAL2.pdf

https://www.brighton-hove.gov.uk/sites/default/files/2023-06/Mental%20health%20JSNA%202022%20full%20report%20FINAL.pdf

https://www.ucl.ac.uk/news/2023/jun/lgb-adults-higher-risk-suicidal-thoughts-and-self-harm
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Therapies and not accepted by secondary care and the issue of 
waiting times and a lack of support for people with neurodiversity 
were all also identified. (See above for detail.) 


4.3.4 Pregnancy and maternity 


4.3.4.1 Two of the engagements addressed the needs of mothers and 
women who had experienced pregnancy and birth. One was 
national, (looking at the views of 2,693, some of whom were from 
West Sussex and Brighton & Hove) and a study looking at the in 
depth views of 18 women who had their children removed from 
their care. 


Theme 


* Indicates national study 


Number of studies 
referencing the theme 


Communities of interest 
represented: 


Enhanced support at primary 
care 


2/2 (100%) Mothers  


Therapeutic offer for people 
who are ‘too complex’ for 
NHS Talking Therapies and 
not accepted by secondary 
care. 


2/2 (100%) Mothers 


Navigator  1/2 (50%) Mothers 


Enhanced holistic care 
needed (physical and mental 
health)* 


1/2 (50%) Mothers 


Waiting times * 1/2 (50%) Mothers 


Seamless service delivery 1/2 (50%) Mothers 


Complexity is underserved by 
current services 


1/2 (50%) Mothers 


Services need to better 
represent the values of 
Trauma Informed Care 


1/2 (50%) Mothers 


Substance Misuse 1/2 (50%) Mothers 


4.3.4.2 Areas covered within overarching themes are the need for an 
enhanced support offer at primary care level, the need for a 
therapeutic offer for people in the Step 3+ cohort, and seamless 
service delivery. (see detail above) 


4.3.4.3 Additional areas identified by the national engagement were a 
need for holistic mental and physical healthcare, and reduced 
waiting times to receive mental health care and support. 
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4.3.4.4 Additional areas identified by the qualitative engagement with 18 
women (most of whom were people experiencing multiple and 
compound needs15) were the need for system navigators, and 
seamless service delivery (as defined above) and the need for 
services to better able to manage complexity, including 
concordant substance use and mental ill health. Finally, the study 
suggested that service needed to be genuinely trauma informed, 
recognising the impact that someone’s life experiences could have 
on their ability to engage with rigid expectations around 
appointment and how their behaviour could represent their 
trauma. 


4.3.5  Race 


4.3.5.1 There were eight engagements that looked specifically at the 
needs of people from Black and Minoritised Communities (BME), 
including Gypsies, Roma, and Travellers (GRT) and Refugees, 
Asylum Seekers, and Migrants (RAM). 


Theme Number of studies 
referencing the theme 


Communities of interest 
represented: 


Community Education 7/8 BME, GRT and RAM 


Cultural (in)accessibility  6/8 BME, GRT and RAM 


Translation needs are not 
fully met  


3/8 BME and RAM 


Enhanced support at primary 
care 


3/8 BME and RAM 


Navigator 2/8 BME and GRT 


Step 3 2/8 RAM and BME 


Accessibility issues related to 
LGBT identities 


2/8 BME, GRT and RAM 


Holistic physical and mental 
health care is needed 


1/8 BME 


Waiting Times  1/8 GRT 


Seamless service provision 1/8 RAM 


Waiting times for 
neurodiversity assessment 
and lack of community based 
support 


1/8 GRT 


 


15 Adults with MCN Final.pdf (brighton-hove.gov.uk) 



https://www.brighton-hove.gov.uk/sites/default/files/2023-04/Adults%20with%20MCN%20Final.pdf
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Complexity is underserved 1/8 BME 


Trauma Informed Care 1/8 RAM 


Substance Misue 1/8 BME 


4.3.5.2 Feedback included several of the overarching themes identified 
across the board, community education, seamless service 
provision, a need for enhanced support at primary care level, and 
additional therapeutic support for the Step 3+ group. 


4.3.5.3 Needs that were identified as very significant by this community 
included that services needed to be culturally accessible, and that 
there needs to be an enhanced translation offer.  


4.3.5.4 Cultural accessibility included the need for services to recognise 
specific communities’ relationship with the concept of (mental) ill 
health, how this can vary between communities, and how it can 
impact engagement. Services also needed to understand cultural 
reluctance to engage with systems that had previously been 
experienced as oppressive and harmful16. Positive mention was 
given to some work in this space including work done by several 
smaller charities in the Refugee, Asylum Seeker ad Migrant field. 


4.3.5.5 Specific accessibility issues were mentioned for people from the 
LGBTQIA+ community, this recognises the intersectional 
discrimination experienced by people in this cohort and identifies 
a need for services that are accessible both culturally, and to 
people who may otherwise feel excluded or unseen due to their 
sexuality or gender identity. 


4.3.5.6 System Navigators and the need for enhanced therapeutic offers 
for people in the ‘Step 3+’ were also referenced. Navigators were 
particularly mentioned for people with English as an additional 
language and/or people not familiar with the British systems of 
support. 


4.3.5.7 All other matters (as above) were mentioned in only one of the 
engagements considered but reflect matters referenced across 
other communities of interest and demonstrate the need for 
shorter waiting times, improved support to people waiting, 
improved access for people with multiple needs and a holistic 
approach. 


4.3.6  Religion or belief 


4.3.6.1 There were no engagements identified locally or nationally that 
looked at mental health provision and needs through the lens of 


 


16 Mental Health Act reforms aim to tackle high rate of black people sectioned | Race | The Guardian 



https://www.theguardian.com/world/2021/jan/13/mental-health-act-reforms-black-people-sectioned
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religion or belief. This is a gap, and the group will need to consider 
how to best meet this gap. 


4.3.6.2 Nationally and locally, there is good evidence about the 
prevalence of mental ill health within faith communities and this 
will be considered within the data and needs mapping work being 
undertaken. 


4.3.7 There is little to no evidence around the need for belief or religion specific 
offers.  


4.3.8 Sex 


4.3.8.1 There were six engagements that looked specifically at sex related 
needs and impacts. One looked at the needs of men only, one 
looked at the needs of women and men and four looked at the 
needs of women, two of those are as above and related to women 
who were mothers. 


Theme Number of studies 
referencing the theme 


Communities of interest 
represented: 


Therapeutic offer for people 
who are ‘too complex’ for 
NHS Talking Therapies and 
not accepted by secondary 
care. 


6/6 Women & Men 


Enhanced support at primary 
care 


4/6 Women 


Navigator 2/6 Men & Women 


Waiting Times 3/6 Men & Women 


Complexity is underserved by 
current services 


2/6 Men & Women 


The need for services to be 
trauma informed 


3/6 Men & Women 


Seamless service delivery 1/6 Women 


Substance Misuse 1/6 Women 


4.3.8.2 Areas covered as in overarching themes were Therapeutic offer for 
people who are ‘too complex’ for NHS Talking Therapies and not 
accepted by secondary care, the need for seamless service 
provision, and the provision of an enhanced service delivery. 


4.3.8.3 Two areas were covered only in the engagement with 18 women 
detailed in the section above, substance misuse and seamless 
service delivery. 
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4.3.8.4 Remaining themes were the need for system navigators to support 
people in managing complex services, waiting times being too 
long, complexity and concordant needs being underserved in the 
current provision and finally the need for services to be trauma 
informed. 


 


 


4.3.9 Carers 


4.3.9.1 There were three engagements that focused on the mental health 
of individuals who are carers 


4.3.9.2 Areas covered as in overarching themes were Therapeutic offer 
for people who are ‘too complex’ for NHS Talking Therapies and 
not accepted by secondary care, the provision of an enhanced 
support at primary care, waiting times and the need for seamless 
service provision. 


4.3.9.3 Critical to carers was the impact that was not included in the 
overarching themes was the need to address the negative impact 
that caring for someone has on their social connections, with 
carers often feeling alone and isolated due to their work. 


4.3.9.4  


Theme Number of studies 
referencing the theme 


Communities of interest 
represented: 


Therapeutic offer for people 
who are ‘too complex’ for 
NHS Talking Therapies and 
not accepted by secondary 
care. 


2/3 Carers 


Enhanced support at primary 
care 


2/3 Carers 


Waiting Times 1/3 Carers 


Seamless service delivery 1/3 Carers 


 


 


4.3.10 CORE20 


4.3.11 CORE20 are that group of people in the 20% of people in the most deprived 
population group. West Sussex and Brighton & Hove both have pockets of 







 


14 
 


significant deprivation alongside populations who are in the top 20% of the 
population.17 


4.3.12 There were four engagements that addressed the needs of the CORE20 
group. The most significant needs identified related to the idea that 
complexity is currently underserved in mental health support provision with 
people excluded due to multiple needs.  


4.3.13 There is a need to wrap services around this group to improve health 
inequalities. 


Theme Number of studies referencing the 
theme 


Communities of 
interest 
represented: 


Complexity is underserved by 
current services 


4/4 CORE20 


Therapeutic offer for people 
who are ‘too complex’ for 
NHS Talking Therapies and 
not accepted by secondary 
care. 


3/4 CORE20 


Translation needs not fully 
met 


1/4 CORE20 


Community Education 1/4 CORE20 


Enhanced offer at primary 
care 


1/4 CORE20 


System Navigator 1/4 CORE20 


Holistic physical and mental 
health care 


1/4 CORE20 


Cultural (in)accessibility 1/4 CORE20 


Seamless service delivery 1/4 CORE20 


The need for services to be 
trauma informed 


1/4 CORE20 


Substance Misuse 1/4 CORE20 


 


4.3.14 Veterans (Former Members of the Armed Forces) 


4.3.14.1 Addressing inequalities in access to healthcare and improving 
veterans’ and their families’ mental and physical health needs are 


 
17 CDRC Mapmaker: Output Area Classification 2021 


 



https://mapmaker.cdrc.ac.uk/#/output-area-classification-2021?h=0&lon=-1.93&lat=52.5&zoom=7
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part of the nine commitments to the armed forces community 
signed up to by NHS England (2021).  
 


4.3.14.2 Across Sussex, 10-12% of the population is part of the Armed 
Forces community with areas of Sussex with an above average 
population of veterans.  


4.3.14.3 The veteran population is not evenly spread across West Sussex 
and Brighton & Hove.  


4.3.14.4 Brighton & Hove has a small veteran population of 2.3% with the 
majority of those veterans being over 30 years of age (91.2%) and 
31.8% of the veteran population being over 80 years of age 
compared to 5.1% of the wider population.  


4.3.14.5 West Sussex has a much higher veteran population with 4.2% of 
the population having served in the armed forces (including 
reserves).  


4.3.14.6 There were only two national studies identified that spoke directly 
to mental health and health engagement that fell within the 
relevant time period. There was single telephone call from an 
individual but this was excluded as not representative or reliable. 


4.3.14.7 The needs identified in the national surveys related to current or 
former members of the armed services who had served in the last 
20 years. The needs identified included improved knowledge of 
services, improved data sharing and seamless service delivery as 
well as mental health services being able to respond to the 
complex experiences of some veterans.  


Theme Number of studies referencing the 
theme 


Communities of 
interest 
represented: 


Complexity is underserved by 
current services 


1/2 Veterans 


Community Education 1/2 Veterans 


Enhanced offer at primary 
care 


1/2 Veterans 


System Navigator 2/2 Veterans 


Holistic physical and mental 
health care 


1/2 Veterans 


Waiting Times for Mental 
Health Support too long 


1/2 Veterans 


 


Seamless service delivery 2/2 Veterans 
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Substance Misuse 1/2 Veterans 


 


5.0 Implications for Commissioning of MHSS  


5.1 Identified as Core Themes throughout all engagement: 


• Need for improved community education and promotion 


• Enhanced support at primary care (linked to Community Mental Health Transformation 
Phase 2 and the merger of primary and secondary mental health provision at 
neighbourhood) 


• Therapeutic offer for people who are ‘too complex’ for NHS Talking Therapies and not 
accepted by secondary care. 


• Seamless service delivery (warm handovers/trusted assessor status for all partners, an end 
to triage and shared data between all partners) 


 


1.1. Not included in overarching themes but highly ranked: 


• Complexity requiring enhanced support, this primarily focused on people with concordant 
needs including substance use 


• Navigators – for those from LGBTQ+, BME, Older Adults and Transition age young people 


• Addressing Cultural/Practical Inaccessibility (including physical accessibility and translation 
services) 


• Ensuring a holistic healthcare offer that recognises both physical and mental health needs  


 


6.0 Appendices 
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Safeguarding Adults, Children and Looked After Children  
 


NHS Sussex is committed to safeguarding and promoting the welfare of children, 
young people and adults, and expects all commissioned health services to share this 
commitment, adhering to the Sussex Child Protection and Safeguarding Procedures 
and Sussex Safeguarding Adults Policy and Procedures. 
 


Central to this responsibility is ensuring that commissioning arrangements clearly 
specify safeguarding expectations and responsibilities in contracts. Monitoring will 
also be supported by, and linked to, the outcome of CQC safeguarding inspections. 
As per the Sussex Safeguarding standards, all providers are expected to ensure 
there is a strategy for safeguarding children and adults and Looked after Children 
which should include robust governance processes in meeting statutory 
requirements, and detail training and supervision arrangements. 
 


Service providers must have a written policy and procedures that are compliant with 
the Pan Sussex Safeguarding Procedures, the Care Act 2014, the Mental Capacity 
Act (MCA), The Children Act 1989 and 2014 and Working Together 2018. 
 
Staff must receive Looked after Children and adult and child safeguarding training 
compliant with the Intercollegiate Documents for Safeguarding and Looked after 
Children, which outlines competencies required for all healthcare staff (to include 
MCA and Prevent) or equivalent.  
 
Regular monitoring and reviewing of the systems must be in place. In the event of 
abuse occurring within the service, the service provider must report this immediately, 
following local safeguarding pathways to allow for proper enquiry. Failure to do so 
could be considered a breach and may result in termination of any contract. 
 
The service provider must also have a policy outlining the procedure for managing 
allegations against staff (including people in positions of trust and referrals to Local 
Authority Designated Officers), as well as a safe recruitment policy to include a 
process for relevant DBS checks to be undertaken.  
 


 


NHS Standard Contract Wording 


 
 


SCHEDULE 4 SAFEGUARDING QUALITY REQUIREMENTS 
NHS Sussex and NHS England have statutory responsibilities for ensuring safe systems of care that safeguard 


children and adults at risk of abuse and neglect. Throughout all practice the principles of the Duty of Candour 


and the Duty to Protect will apply. NHS Sussex are responsible for ensuring that all commissioned health services 


effectively discharge their contribution to safeguarding promoting the welfare of children, health of looked after 


children and protecting adults at risk across health providers. Central to this responsibility is ensuring that 


commissioning arrangements clearly specify safeguarding expectations and responsibilities in contracts. 


Monitoring will also be supported by and linked to the outcome of CQC safeguarding inspections. As per the 


Sussex Safeguarding standards, all providers are expected to ensure there is a strategy for safeguarding children 


and adults and Looked after Children which should include training and supervision arrangements. Compliance 


is also required with S.32 (safeguarding section) of the standard NHS contract. 



https://sussexchildprotection.procedures.org.uk/

https://sussexsafeguardingadults.procedures.org.uk/





Providers are required to have in place a named lead for the following: Safeguarding Children, Looked after 


Children, Safeguarding Adults, Mental Capacity, Deprivation of Liberty (DoLS) and Prevent.  


There must be guidance on information sharing and governance, and compliance with Local Safeguarding Adults 


Boards and Safeguarding Children Partnerships. 


Quarterly reporting systems will be in place via the Designated Nurses for Safeguarding Adults and Children and 


Looked after Children to monitor safeguarding practice. Compliance with information requests will be expected. 


The following guidance, documents, reports and legislation will also govern how services should be provided, 


managed and monitored: 


 


• The Children Act 1989 and 2004 


• The Care Act (DH 2014) 


• Children and Families Act (2014) 


• Care and Support Statutory Guidance 


• Children Leaving Care Act (2000)  


• Mental Capacity Act (2005) and the Deprivation of Liberty Safeguards: Codes of Practice (Department 


for Constitutional Affairs 2007)  


• Mental Capacity Act (2005): A Guide for Clinical Commissioning Groups and other commissioners of 


healthcare services on Commissioning for Compliance (DH 2014) 


• Promoting the Health and Well-being of Looked After Children – statutory guidance 


• Looked after children: Knowledge, skills and competences of health care staff (2020) 


• Safeguarding Children and young people: roles and competencies for healthcare staff, intercollegiate 


document (2019) 


• Working Together to Safeguard Children (2018) 


• HM Government Multiagency Practice Guidelines: Female Genital Mutilation (DH 2014)  


• Safeguarding children, young people and adults at risk in the NHS: Safeguarding accountability and 


assurance framework (NHS England, 2015 – updated 2019)  


• Safeguarding Adults: roles and competences for health care staff – intercollegiate document (2018) 


• Revised Prevent duty guidance for England and Wales (Home Office July 2015) 


• Prevent Training and Competencies Framework (NHSE 2015) 


• Positive and proactive care; reducing the need for restrictive interventions (DH 2014) 


• A call to end violence against women and girls action plan (DH 2014) 


• NICE guidelines (50) – Domestic violence and abuse: multiagency working (DH 2015) 


• Domestic Violence, Crimes and Victims Act (2004) 
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A. Service Specifications 
 


NB This specification must be read in concert with the MHSS Specification that details 
overarching requirements.  
 


Service Specification No. 
 


Service 
Individual Placement Support (IPS) 


Commissioner Lead 
TBD 


Provider Lead 
TBD 


Period 
TBD 


Date of Review 
TBD 


 
 


1. Population Needs 


 
1.1 National/local context and evidence base 
 
NHS Sussex and its ICS partners are committed to support Individual Placement and 
Support (IPS) Employment Services1. IPS offers intensive, individually tailored support to 
help people to choose and find the right job, with ongoing support for the employer and 
employee to help ensure the person keeps their job.  
 
Mental health is integral to general health and well-being, and good mental health is 
fundamental to our physical health, our relationships, our education, our training, our 
work and achieving our potential. Good mental health is dependent on how we are able 
to access, experience and enjoy these life domains. 
 
The NHS Long Term Plan (LTP)2 promoted that the support people get for mental health 
in the community should include access to employment support, using IPS. The IPS 
model of support is an evidence-based intervention delivered to a fidelity framework. 
The model achieves twice the rate of job outcomes for people experiencing SMI than traditional 
employment support models3. 


 
Employment and health form a virtuous circle: suitable work can be good for your 
mental health, and good mental health statistics confirm people are more likely to be 
employed. This has driven the NHS to prioritise the expansion of access to IPS services 
across England. Access to IPS services has been set nationally, filtering to Sussex-wide 
and place-based delivery targets. IPS service data is captured and monitored within the 
Mental Health Data Set (MHDS). 
 


 
1 IPS Grow: What is IPS? 


2 NHS Long Term Plan 2019 
3 Research & Evidence - IPS Grow 



https://ipsgrow.org.uk/about/what-is-ips/#:~:text=IPS%20helps%20you%20get%20a,of%20achieving%20their%20job%20aspirations.

https://www.longtermplan.nhs.uk/

https://ipsgrow.org.uk/about/what-is-ips/research/#:~:text=IPS%20achieves%20twice%20the%20rate,fewer%20days%20in%20the%20hospital.





Evidence confirms that IPS supports good access to employment and that retention of 
employment helps prevent poor mental health / relapse. The IPS model of support 
enables people to stay in employment and move towards their personal recovery goals. 
This can also improve financial stability and resilience. The service’s interventions can 
strengthen people’s connections, and establish (or re-establish) valuable social 
networks, social capital and coping strategies to enable people to recover, maintain their 
mental health, avoid crisis and live their life as independently as possible. 
 
1.2 Local and national strategic context 


 
Improving population mental health and wellbeing and reducing health and care 
inequalities is a priority for the Sussex Integrated Care System (ICS) area. Brighton and 
Hove and West Sussex form part of the Sussex ICS along with East Sussex.  
 
The proposed MHSS will help to deliver against the following strategic priorities: 


• The Community Mental Health Framework describes the national vision for a 
place-based community mental health model to be realised, and how community 
services should modernise to offer whole-person health approaches, aligned with 
Primary Care Networks.  


• NHS Sussex Shared Delivery Plan (SDP), Improving Lives Together, sets out the 
ambition across health and care in Sussex over the next five years, with the aim to 
improve the lives of local people by supporting them to live healthier for longer 
and making sure they have access to the best possible services when they need 
them. 


 
1.3 Local context - Mental health and wellbeing needs 


 
Brighton and Hove 
The Brighton and Hove all ages Mental Health and Wellbeing Needs Assessment published 
in January 2023 described high levels of mental health need in the city, identified groups 
at higher risk and highlighted a range of preventative factors in terms of community 
assets. Key points for Brighton and Hove are: 


• Population is almost 280,000  


• Higher prevalence of adults with common mental health conditions such as 
depression or anxiety (1 in 5 people) compared to England (1 in 6 people).   


• Greater proportion of people on GP registers for severe mental illness (such as 
schizophrenia or bipolar disorder) - 1.3% of adult population compared with 0.95% 
for England.  


• The suicide rate is statistically significantly higher than the national average, with 
a proportionately higher rate of deaths by suicide in women. 


• The rate of hospital admissions for self-harm for 10-24 year olds is 1.5 times higher 
than England.  


 
There is strong national evidence that some communities and groups are more exposed 
and vulnerable to unfavourable social, economic, and environmental circumstances. For 
many of these groups, Brighton and Hove has high or very high need:  



https://www.england.nhs.uk/wp-content/uploads/2019/09/community-mental-health-framework-for-adults-and-older-adults.pdf

https://www.sussex.ics.nhs.uk/our-work/our-strategy/





• People with alcohol and/or drug dependence: Compared to England, drinking and 
substance misuse are significantly higher amongst both children and young people 
and adults.   


• People experiencing homelessness: Brighton & Hove has the second highest rate 
of statutory homelessness (households in temporary accommodation) of all local 
authorities in England outside of London (18th highest in England including 
London).  


• People with complex needs and multiple disadvantage: Brighton & Hove, has a 
higher estimated rate of people with multiple disadvantage than England. The 
majority have mental health needs.   


 
Other population groups with increased risk include: 


• Ethnic minority groups  


• Lesbian, gay, bi, trans, queer, questioning, asexual (LGBTQ+) people  


• People with long-term physical health conditions  


• People living with physical disabilities  


• People living with learning disabilities 


• People with sensory impairment  


• Carers  


• Neurodivergent/ce people  


• Migrants, refugees, asylum seekers and stateless persons  


• Gypsy, Roma and Travellers  


• Children in care and care leavers  


• Mothers of children taken into care  


• Students  


• Armed forces personnel and veterans 


• Prison population, offenders and victims of crime 
 
West Sussex 
A West Sussex Mental Health Joint Strategic Needs Assessment is due to be released in 
August 2024. Key points from previous reports identifies: 


• The population is 892,350.  


• At any one time it is estimated that one in six adults have a common mental health 
problem, this is consistent with the England average. 


• In 2020/21, the proportion of people on GP registers for severe mental illness (such 
as schizophrenia or bipolar disorder) was 0.91%, which is slightly lower than the 
average across England (0.95%). 


• The rate of suicide (all ages) exceeds the England average but is lower than other 
parts of Sussex. The rates of suicide amongst men and women are slightly higher 
than the England rates. 


There is strong national evidence that some communities and groups are more exposed 
and vulnerable to unfavourable social, economic, and environmental circumstances. West 
Sussex has high or very high need:    


• Older Adults: West Sussex has an older population compared with England. In 
2020, 24% of the population (204,500 people) were aged 65 years or over, 







compared with 18% nationally. A notable exception below county level is Crawley, 
where less than 14% of the population is 65+ years and 22% are aged 0-15 years. 


• Deprived Communities: The proportion of people living in most deprived quintile 
in England by income (IMD, 2019)- 3.3% of people in West Sussex, increasing to 
9.3% in Adur.  


• Other groups are also at risk of poorer health and wellbeing outcomes and these 
groups include: 


o Carers (notably those caring for over 50+ per week) 
o People living in poverty 
o Homeless people 
o Children in care or leaving care 
o Military veterans (notably younger veterans leaving service early) 
o Gypsy, Roma and Travellers  
o Refugees, asylum seekers or undocumented, forced, smuggled or trafficked 


migrants 
o People in detention 


 


2. Outcomes 


 


Outcomes are nationally defined and subject to change, current targets are as below for 


information: 


 


Service capacity is based on Vocational Specialist caseload targets. This is a caseload of 
55 people per Vocational Specialist over a year. The actual resource versus caseload 
capacity is set out in the fidelity column below.  


 
The target trajectory is set by NHS England and prioritised through the Long Term Plan. 
This was raised in annual increments with associated increase in funding to build 
resource (the last uplift was applied in 2021-22).  The NHSE target is set out in the table 
below. 
 
 


Year 2023-24 2024/25 2025/26 2026/27 2027/28 2028/29 


NHSE Target - Sussex-
wide 


1235 1439 1544 1930 2130 2237 


         


Plan - East Sussex 410 450 485 605 670 695 


Plan - B&H 290 309 329 410 450 492 


Plan - West Sussex 535 680 730 915 1010 1050 


         


Plan- Sussex-wide 1235 1439 1544 1930 2130 2237 
 


 


2.1 NHS Outcomes Framework Domains & Indicators 


 


Commented [EA1]: These are subject to significant 
change due to a pending uplift - meeting due 22 July so 
this section will need to be revised. 







This contract is to be viewed within the overall context of the NHS’ desired commissioning 


outcomes and indicators. 


 


Domain 1 Preventing people from dying prematurely  


Domain 2 Enhancing quality of life for people with long-term 


conditions 


x 


Domain 3 Helping people to recover from episodes of ill-health 


or following injury 


x 


Domain 4 Ensuring people have a positive experience of care x 


Domain 5 Treating and caring for people in safe environment 


and protecting them from avoidable harm 


x 


 


3. Scope 


 
3.1 Aims and objectives of service 
The service will ensure people with mental health problems have local access to 
recovery-orientated and socially inclusive, IPS employment services across Sussex. 
Although the employment advisors’ base is linked to clinical services, the offer should be 
a peripatetic offer and meet with people in a range of settings. This will also develop 
options and support for individuals living in rural locations in Sussex.   
 
As well as ensuring people with mental health support needs are helped into 
employment, the service will also work with people to keep their jobs if they become 
unwell. This should be established as a responsive offer of support and link with a range 
of mental health support provision including community, acute and EWS delivered 
within Primary Care. 
 
IPS will deliver support in a personalised way which focuses on individual aims, goals, 
needs and aspirations in line with good IPS fidelity scales and the Mental Health 
Recovery Model4. 
 
It will offer a style of support that will encourage resilience and self-management. It will 
be underpinned by the Recovery Model approach. This will be in partnership with SPFT, 
however the service will also work closely with other statutory and non-statutory mental 
health providers, including specialist and primary care services, wellbeing services, 
community connectors service and vocational services, and ensure effective referral 
pathways and progression routes that minimise gaps and emphasise the opportunities 
for recovery. 
 


 
4 MH Foundation: Recovery 



https://www.mentalhealth.org.uk/explore-mental-health/a-z-topics/recovery





The service will promote the benefits of employment across a broad spectrum of 
stakeholder communities, including clinical and social staff, mainstream employers as 
well as service user groups. 
 
The service will offer ongoing support to people who are employed and organisations 
that employ people with mental health support needs. This is to ensure retention of paid 
roles and will be monitored for up to 12 months. 
 
The service will ensure that people who are vulnerable are safe, and that appropriate 
safeguarding actions are observed and implemented.  
 
Services will be designed to be accessible to, engage with, and meet the needs of people 
from minority ethnic communities and other population groups with defined health 
inequalities.  
 
The service will develop support planning that helps people recognise their condition 
and how to best manage it themselves. It will also offer support for people who have 
previously accessed support into employment and who may be approaching a MH crisis. 
The service will have co-developed personal plans for the person to de-escalate their 
situation. If the individual has a requirement to access clinical support for their current 
situation, then the service will support their contact with the appropriate mental health 
or other relevant service.  
 
3.2 Service description 


 
IPS is a standard National delivery model, with criteria that is measured using a fidelity 
scale and review process.5  The IPS service does not solely employ Vocational Specialists, 
it is a combination of integrated provision that also includes Vocational Champions 
(clinical professionals, see Role of Vocational Champion) hosted by Sussex Partnership 
NHS Foundation Trust (SPFT). 
 
The IPS Vocational Specialist sits exclusively within the clinical team. The Vocational 
Specialist is viewed as an equal and valued clinical team member, attending team 
meetings and contributing as part of the Multi-Disciplinary Team (MDT). 
 
IPS is an evidence-based employment intervention which supports people with severe 
mental health difficulties into employment. It involves intensive, individual support, with 
a rapid job search followed by placement in paid employment, and time-unlimited in-
work support for both the employee and the employer. It is delivered using 8 key 
principles: 


 
1. Zero Exclusion 
2. Competitive employment is the goal 
3. Employment Adviser/Specialist integrated within the mental health treatment 
team 


 
5 IPS fidelity Scale, Centre for Mental Health 



https://www.centreformentalhealth.org.uk/ips-fidelity-scale





4. Rapid Job Search (place and train, not train and place) 
5. Individual Job Preferences 
6. Employers may be approached with the needs of individual in mind  
7. On-going time-unlimited support is provided 
8. Personalised benefits counselling 


 
The IPS approach is for the Vocational Specialists to work in close partnership with 
mental health services with staff being co-located or integrated within clinical teams. 
The main priority of the provision is to support people to get back into or to keep paid 
work. People will access one to one support to work on improving their wellbeing and 
achieving their own personal goals towards employment based on their individual 
interests and aspirations. 
 
The IPS provider will engage regularly in national approaches and peer schemes to 
review itself using the fidelity scale3 a tool to measure the level of implementation. The 
IPS Supported Employment Fidelity Scale defines the critical ingredients of IPS in order to 
differentiate between programs that have fully implemented the model and those that 
have not. 
 
The IPS service will use this specification as the standard model of Vocational Specialist 
delivery. The provider will work jointly with other place based IPS provision to ensure 
that the service is delivered to the same standards, avoiding variation, and that the IPS 
service levels of fidelity are acceptable. 
 
The service will support and develop resilience and self-management for individuals. The 
service has been developed as part of a wider strategically designed support network. 
The provider will participate in the network and engage in strategic delivery to a co-
ordinated range of local mental health provision which supports people to stay well, 
reduce crisis, build resilience and recover.  
 
3.3 The service 
 
This Service Specification is for the provision of IPS Vocational Specialists delivered by 
non-clinical providers that include partnership and clinical support from SPFT. (See 
Appendix 1; Vocational Champion, Appendix 2; Sussex Partnership Role) 
 
The Vocational Specialists will be integrated within Neighbourhood Mental Health 
Teams. Vocational Specialists will work with clinical Vocational Champions who will 
support the referrals and access into the service. 
 
The support will be available to support people who may have a range of mental health 
conditions or other co-morbid needs and at least 75% of the referrals will come from 
people on clinical mental health caseloads.   
 
The service will be responsive to people referred from a range of mental health services 
and other acute services who may be at risk of losing their employment. They will work 







with the individuals and employer to ensure the individual retains their employment 
while they recover.  
 
The integrated offer will support a range of personalised interventions to meet service 
user needs, including needs due to poor mental health and other related issues that 
could be impacting on their mental health and wellbeing. This could include debt and 
housing issues, social isolation, poor physical health due to a long term condition, as well 
as the need for employment support. 
 
The service will deliver support ensuring good levels of fidelity to the IPS model. It will 
develop systems to record and monitor the progress of its service users and develop 
evidence-based approaches to support recovery.   
 
The service provider will deploy its IPS provision with a close working relationship with 
other local mental health support services such as General Practices, Neighbourhood 
Mental Health Teams, Crisis Resolution and Home Treatment teams (CRHT), Mental 
Health Homeless Team, and mental health support services across place based mental 
health pathways. 
 
Staff will be integrated into local clinical services. The service will offer:  


 


• A good quality level of IPS provision, and employment retention support service 
as determined from regular fidelity reviews as set out by the Centre for Mental 
Health 


• Develop systems of pre-crisis support through individual recovery planning 


• Support with benefits advice and guidance 


• Advice, support and guidance for employers 


• Advice, support and guidance for large employers to support their workforce 
better if they have poor mental health 


• Peer and service user led opportunities 


• Links to other community support when required 


• Health promotion  
 
3.4 Population covered 
 
The IPS service will be available for Brighton and Hove and West Sussex residents aged 
18+ with defined mental health support needs. The service will support people with 
ongoing mental health difficulties who may also have other co-morbidities including; 
learning disabilities, autism/neurodivergence, or other long-term health conditions. 
 
The service will not refuse support to people based on their mental health diagnosis or 
level of severity. The offer should be based on the level of determination of the 
individual and is a major factor in the success of the IPS model. 
 
 
3.5      Days/Hours of Operation 
 







The service will operate 5 days per week (in general) Monday to Friday however staff will 
be responsive when required to support people who may work at weekends or unsociable 
hours if required.  
 
3.6      Location of Service 
 
The service will be integrated into the Neighbourhood Mental Health Teams and will 
provide accessible access for people wanting to work with the service. The service will 
work with commissioners and partners during mobilization to confirm location. 
 
3.7      Care Pathway 


The provider will be required to work in coordination with the Neighbourhood Mental 
Health Teams to establish effective pathways, referral guidelines and protocols in 
association with primary and secondary care clinical colleagues during service transition.  


3.8     Patients who do not respond to contact 


People who contact the service requesting support will receive contact within 2 working 
days. 
 
People who do not attend agreed appointments or sessions will be contacted by phone 
within 2 working days of the missed appointment/session and offered a second 
appointment/session.  
 
Where the Provider is unable to make contact or three appointments are missed the 
Provider will offer the appointment/session spaces to another person waiting to be seen 
and contact the original person with details on how to get in touch again in the future. In 
all cases where someone does not attend agreed appointments or sessions the Provider 
will consider the risks and needs of the individual and consider whether the lack of contact 
requires a safeguarding concern to be raised, a referral to an outreach service or an 
escalation to the coordinated triage within the neighbourhood mental health teams. 
 
3.9     Accessibility/Equality of Access 


Services will be accessible to all, regardless of age, disability, gender reassignment, race, 
pregnancy and maternity, race, religion or belief, sex or sexual orientation, and deal 
sensitively with all service users and potential service users and their family/friends and 
advocates.  
 
The Provider will develop a communications strategy to target those identified as 
unserved or underserved. 
 
The service will provide access to appropriate language, interpreting and advocacy 
services for patients and carers for whom English is not their first language, or those who 
have sensory disabilities. Information promoting the service will be made available in 
alternative formats, to ensure equity of access.  
 







The Provider will also use complaints, plaudits and other feedback to continually develop 
and improve the quality of the service.  
 
3.10 Interdependence with other services/providers 
 
The service will be co-located within Neighbourhood Mental Health Teams (NMHT). It 
will receive its referrals directly from the clinical caseloads (75%).  
 
The service will respond to support people at risk of losing their employment. They will 
be expected to support people who are engaged with the NMHT or were previously 
engaged with the NMHT but are not currently engaged.  
 
This service will be available to people who are managed in NMHTs and those who use 
other MH community wellbeing services. For those individuals the IPS service will accept 
self-referrals directly from individuals. There may be interdependencies with the 
following (The list is not exhaustive): 
 


• Community Mental Health 


Support Services (MHSS) 


• NHS Talking Therapies Providers 


• SPFT - NMHTs 


• Primary Care and GP surgeries 


• CRHT & Urgent Care 


• Acute Hospital A&E  


• Psychiatric liaison services  


• Drug & Alcohol Services 


• Tier 3 CEN Services (West Sussex – 
Bluebell, Brighton & Hove – 
Lighthouse) 


• Mental Health Homeless Team 
(Brighton & Hove) 


 
The service will develop a Memorandum of Understanding (MOU) to formalise its 
relationship with SPFT.  
 
It will also be expected to develop and maintain close working relationships with a range 
of agencies including those named above. 
 
3.11     Key Interfaces 


The Provider will work seamlessly with a range of health and social care services to 
maximise efficiency and patient outcomes. These key interfaces include, but are not 
limited to services such as those provided by: 


 


• Neighbourhood Mental Health Teams (SPFT). 


• General Practices. 


• Adult Social Care Brighton & Hove City Council (BHCC) and West Sussex County 
Council (WSXCC) 


• Public Health (BHCC & WSXCC) 


• The Carers Hub.(Brighton & Hove) 


• NHS Talking Therapies 







• Responsive Services at Sussex Community Foundation Trust (SCFT) and any other 
community health care professionals. 


• Substance misuse / alcohol services. 


• Housing Services (BHCC, West Sussex Borough Councils and VCSE) 


• Wider VCSE provision outside of the MHSS network 
 
 


4.0     Data 


 
4.1 Record Keeping, Information Governance and Confidentiality 
 
Integrated working will be key to the success of the service. Shared support plans are a 
key indicator of success. The Provider will be required to work with Commissioners and 
SPFT to move toward a single Electronic Patient Record to facilitate shared data and 
improved reporting to the Mental Health Services Data Set (MHSDS), whilst being mindful 
of General Data Performance Regulations and best practice.  
 
The provider will ensure that all staff have the appropriate IT skills and training to use the 
technology and to use appropriate strategies to find relevant information on a topic to 
support good quality care. 
 
4.2      Information Governance and Confidentiality 
 
The Provider will complete a Data Protection Information Assessment during mobilisation 
and will maintain regular checks to ensure compliance.  
 
The provider will ensure high standards of information governance for the service and 
reassure the community of the importance of confidentiality.  
 
The provider will also maintain high standards in relation to “Information Sharing 
Protocols” which may exist between agencies to ensure the appropriateness of the 
information to be shared with other agencies. 
 


5.0      Governance 


 
5.1      Please see overarching MHSS Specification 
 


6.0      Finance 


 
6.1 Finance, Activity and Growth 
 


Locatio
n 


Current 
Funding 
24/25 


Re-
Aligned 
Funding 
24/25 


Projected 
Funding 
25/26 


Projected 
Funding 
26/27 


Projected 
Funding 
27/28 


Projected 
Funding 
28/29 


East 
Sussex 


£400,320 £454,910 £565,590 £717,356 £779,457 £795,046 


  13.6% 24.3% 26.8% 8.7% 2.0% 


Commented [EA2]: This needs to be added following 
confirmation of uplift 







Brighto
n 


£286,126 £304,188 £374,595 £502,903 £512,961 £571,930 


  6.3% 23.1% 34.3% 2.0% 11.5% 


West 
Sussex 


£581,520 £658,010 £795,090 £1,052,625 £1,169,186 £1,192,570 


  13.2% 20.8% 32.4% 11.1% 2.0% 


Overall £1,267,966 
£1,417,10


8 £1,735,275 £2,272,884 £2,461,604 £2,559,546 


  11.8% 22.5% 31.0% 8.3% 4.0% 


 
 


7.0      Voice of the People Using the Services 


 
7.1    Involvement 
 
Co-production and peer support should be embedded in the service model and its 
workforce. 
 
People using the service should be regularly consulted on the service delivery and fully 
involved in the development, running and governance of the service.  
 
Reporting and monitoring will include people using the service and where possible, carer 
feedback of the services as part of the quality monitoring process.  
 
Interest from people using the service in involvement in or pursuing employment within 
mental health services should be supported to consider employment within place-based 
community services.  They should link with volunteering or employment opportunities 
such as peer support and roles integrated in the NMHTs.    
 
The provider will develop appropriate methods of assessing and improving satisfaction 
with services received.  
 
The provider is required to monitor, and evidence improved experience of services 
throughout the term of this contract and must demonstrate what processes are in place 
to do this. 
 


8.0     Workforce 


 
8.1    Workforce Plan     
 
The provider will have a workforce plan that recognises the specific challenges that staff 
face in working with people who may be mentally unwell.   
 
The provider must: 


• Provide appropriate staffing levels and skills mix to meet the core and primary 
needs of the target population. 


• Demonstrate a skill mix that can safely and flexibly deliver all elements of the 
specification 







• Continual Professional Development for all staff delivering or supporting the 
service. 


• Embed PIE/TIC into the work force plan to support and sustain staff e.g., staff 
rotation, staff support and reflective learning). 


• Ensure staff are supported with access to relevant Occupational Health support 
and vaccinations. 


• Ensure all staff receive statutory and mandatory training.  


• The provider will be expected to state in their tender submission what staff 
(including WTE) will be provided. 


• Ensure all staff receive regular supervision and reflective practice 
 
Indicative Workforce Plans should be in place for the entire workforce. 
 
Agreed staffing overview 


Loca
tion Role 


Current 
FTE 


24/25 
Re-Aligned 
FTE 24/25 


Projected 
FTE 25/26 


Projected 
FTE 26/27 


Projected 
FTE 27/28 


Projected 
FTE 28/29 


East 
Suss


ex 


Employm
ent 


Specialist 7.6 9.0 10.0 13.0 14.0 14.0 


Manager 1.0 2.0 2.0 2.0 2.0 2.0 


Brig
hton 


Employm
ent 


Specialist 5.6 6.0 7.0 9.0 9.0 10.0 


Manager 0.5 1.0 1.0 1.5 1.5 1.5 


Wes
t 


Suss
ex 


Employm
ent 


Specialist 11.2 14.0 15.0 19.0 21.0 21.0 


Manager 2.0 2.0 2.0 3.0 3.0 3.0 


Over
all 


Employm
ent 


Specialist 24.4 29.0 32.0 41.0 44.0 45.0 


Manager 3.5 5.0 5.0 6.5 6.5 6.5 


 
 


9.0 Quality Assurance 


 
9.1      Quality Governance and Assurance 
   
The provider ensures compliance with a proficient level of fidelity as set out in IPS Grow 
NHSE national guidelines. The provider will ensure regular IPS fidelity reviews and report 
back their finding to commissioners. 
 
The provider will report quarterly on a range of Key Performance Indicators (KPI) and 
evidence quality performance, and the outcomes achieved. This will include quarterly 
minimum data set submissions and quarterly performance reports to monitor and assess 
performance. 
 







In line with the MHSS specification the Provider will: 
 


• Be accountable for compliance with monitoring and reporting levels of activity 
delivered by services and ensuring data flow to the Mental Health Services Data 
Set (MHSDS). 


• Engage with any support made available by NHS Sussex to ensure the flow of 
information on this service’s activities to the Mental Health Services Data Set 
(MHSDS). 


• Examples of the sorts of reporting likely to be required for the MHSDS in future, 
include: 
o Local patient identifiers  
o Provider organisation identifier  
o GP patient identifier and GP Practice code  
o Unique referral identifiers, including date for each new referral received for 


each individual. 
 


9.2     Reporting and Performance Review 
 
Reporting will be done quarterly in an agreed format. Below is an indication of the key 
performance information the service will require. 
 
The IPS Fidelity Scale defines and measures the delivery of IPS to establish levels of 
quality. The service will record the fidelity metrics ensuring it establishes and delivers a 
good level of fidelity. 


 
Measures of service activity (These measures must be reported.) 
 
Service users supported 


• Total number of service users supported within the service  
 
Referrals 


• Total number of referrals into the service  
 
Job entry outcomes 


• Total Number of job starts  


• Total Number sustaining employment at 13 weeks 


• Total Number sustaining employment at 26 weeks 


 
Job retention 


• Total Number of clients achieving job retention 


 
 
Measures of service responsiveness and diversity 
 
There will be more measures of the activity the Service is providing which will be useful to 
have sight of and understand.  







 


• Numbers referred and accepted but not yet attending i.e. waiting list 


 
Performance monitoring is essential to ensure the effectiveness of the service. The 
provider(s) will be responsible for monitoring delivery to ensure the service is meeting the 
specification and that all outcomes are achieved. The service will be reviewed through 
detailed performance monitoring and an effective partnership approach.  
 
Performance reviews will be held every three months for the duration of the contract 
period and will cover, but will not be limited to, compliance with contractual obligations, 
relationship development with stakeholders and performance against key performance 
indicators.  


 


The provider(s) will be required to collate Equalities Monitoring for all service provision. 


 


10. Applicable Service Standards 


 
10.1 Applicable national standards (e.g. NICE) 
 
The service is expected to comply with the following relevant NICE guidance and any 
successor or updated guidance issued during the course of the contract: 


• NG222: Depression in adults: treatment and management 


• NG225: Self-harm: assessment, management and preventing recurrence 


• NG66: Mental health of adults in contact with the criminal justice system 


• NG54: Mental health problems in people with learning disabilities: prevention, 
assessment and management 


• CG91: Depression in adults with chronic physical health problem: recognition and 
management 


• CG136: Service User experience in adult mental health: improving the experience 
of care for people using adult NHS mental health services 


• QS189: Suicide Prevention 
 
 
 


11.0 Risk & Business Continuity 


   
11.1 Business Continuity Plans 
The provider is required to have a business continuity plan. The provider shall provide 
evidence as to how they have assured themselves that the business continuity and 
emergency preparedness plans are robust. 
 
The provider must: 


• Operate mechanisms for managing risk. 


• Maintain disaster recovery, contingency and business continuity plans. 



https://www.nice.org.uk/guidance/ng222

https://www.nice.org.uk/guidance/ng225

https://www.nice.org.uk/guidance/ng66

https://www.nice.org.uk/guidance/ng54

https://www.nice.org.uk/guidance/ng54

https://www.nice.org.uk/guidance/cg91

https://www.nice.org.uk/guidance/cg91

https://www.nice.org.uk/guidance/cg136

https://www.nice.org.uk/guidance/cg136

https://www.nice.org.uk/guidance/qs189





• Keep the Commissioner fully informed about the provider’s approach to risk 
management structures and processes that exist and how they are implemented; 
and 


• Notify the Commissioner about the resource allocation to risk management 
(existing/planned) and to put in place individuals for the leadership roles. 


 


12.0 Exit Plan 


 
This plan should detail the key tasks and milestones The provider will complete to 
transition the services to an alternative provider. 
 


 
Appendices 
 
NOTE: The following appendix outlining the role of Vocational Champions and SPFT in 
IPS delivery present established and working practice embedded into clinical services for 
over 10 years. The roles and descriptions within this appendix are an illustrative of the 
associated functions and relationships with Vocational Specialists and is intended to 
capture the core functions and importance of the support provided to the IPS model of 
delivery. 


 
Appendix 1: Vocational Champions 
 
Sussex Partnership NHS Foundation Trust will deliver the Vocational Champion service as 
part of their normal mental health team provision. This document has been written to 
clarify what the role of Vocational Champion entails. It has been designed to be read 
alongside the service specification for Vocational Specialists (this document) and 
Appendix 2 which describes the Role of Sussex Partnership NHS Foundation Trust in 
Delivering IPS Services. 
 
Vocational Champions have a role in supporting the work of Vocational Specialists to 
ensure that they are successfully integrated into mental health teams and that 
employment support is part of the core clinical offer for service users. 
 
Vocational Champions promote the importance of employment to other clinical and 
support staff as it is important to an individual’s mental and physical wellbeing.   
 
Vocational Champions will be a mental health professional (typically an occupational 
therapist). However, this role could be taken on by any member of the professional 
team. It is important that the individual is interested and knowledgeable about 
vocational rehabilitation, and that they meet the capabilities laid out below. 
 
Vocational Champions work with Care Co-ordinators to systematically incorporate 
vocational outcomes and care plans within SPFT’s Electronic Patient Record data system. 
 







They will work with their clinical colleagues to support their understanding of the role 
clinical teams have in reducing the negative impact of unemployment, fostering clients' 
belief that they can work, and providing the help and support they need to do so. 
 
The Vocational Champion will use a clinical perspective on how people can access 
Vocational Rehabilitation. The IPS approach is one where the client assesses when they 
are ready to look for work. It is not appropriate for Vocational Champions to 
'vocationally assess' clients. A 'clinical perspective' on Vocational Rehabilitation is one 
where the Champion uses their skills, knowledge and credibility within a team of their 
peers to promote the importance and achievability of employment. 
 
They will provide brief interventions that help clients to achieve their vocational 
preferences and choices, advise and work with Care Co-ordinators to provide specific 
pre­ vocational interventions to address clinical issues, which may form barriers to a 
return to work/training. For example, anxiety management issues, problem solving, 
dealing with stress. 
 
Vocational Champions will work alongside Vocational Specialists ensuring that the 
mental health team has a clear understanding of the Specialist role, that the Specialist is 
viewed and treated as an equal member of the team, and that appropriate referrals are 
made to the Vocational Specialists/Service. 
 
Vocational Champions Role:  
 
Work in Partnership with external agencies  
Working actively to build, maintain and sustain partnerships with other community 
agencies (for example JobCentre Plus, Pathways to Work providers, Citizens Advice 
Bureau, VCSE employment providers), so as to foster understanding, access resources 
and create a wide spectrum of opportunities for people with mental health problems. 


Working with colleagues  
Working actively with colleagues in the mental health team to build a greater 
understanding of the importance of employment in maintaining good mental health and 
ensuring that vocational outcomes are captured within Carenotes. 
 
With Vocational Specialists 
Working actively with Vocational Specialists to ensure that the profile of employment is 
raised within the team, making sure that the team understand the role of the Specialist 
and ensuring that appropriate referrals are made. 
 
Promoting Recovery  
Working in partnership to provide care and treatment that enables service users and 
carers to tackle mental health problems with hope and optimism and to work towards a 
valued life-style within and beyond the limits of any mental health problem. 
 







• Supporting service users to clarify their aspirations, celebrate their successes, 
find strength in their resilience in the face of adversity, tackle their mental 
health problems and plan their recovery journeys. 


 
Promoting the Value of Employment 
Demonstrating knowledge about the value of employment, in particular paid 
mainstream employment, and its impact on individuals' self-efficacy, motivation, self-
esteem and physical wellbeing. 
 


• Demonstrating knowledge about the evidenced based approach to 
employment (the IPS approach), and the 'business case' for employers 
employing a diverse workforce including individuals with experience of 
mental illness. 


 


• Demonstrating knowledge about what promotes a healthy working 
environment, and ideas about effective workplace adjustments that may 
support an individual to remain in, or make a transition to employment. 


 
Promoting Safety and Positive Risk Taking 
Acknowledging and responding to the trauma and distress caused by exclusion. Including 
'risk of exclusion' in risk assessments by ensuring that risk assessments are hopeful 
rather than pessimistic, informed by the service user's ambitions and increase rather 
than decrease opportunities for recovery and a valued lifestyle. In this way, the principle 
of the 'least restrictive alternative' is complemented with the principle of the 'most 
inclusive alternative'. 


 
 
 


Appendix 2: Sussex Partnership NHS Foundation Trust - IPS Services 
 
 
The NHS long Term Plan sets out its priority for IPS provision and as the preferred 
approach to providing employment support within clinical services. In order to achieve 
this there are two roles, the Vocational Specialist role and the Vocational Champion role. 
 
But how Do These Services Fit Together? The Vocational Specialist provision of the IPS 
service is generally delivered by VCSE or non-clinical providers. The services are 
integrated into mental health teams provided by Sussex Partnership Foundation NHS 
Trust. 
 
The SPFT have a significant role in supporting this integration and developed the role of 
Vocational Champion. Vocational Champions are mental health professionals who have a 
particular focus on employment (see Appendix 1). 
 
The SPFT will continue to prioritise and promote the integration of the Vocational 
Specialist role. They will be housed within identified clinical teams and work as an equal 







and valued member of a statutory sector team. It includes mental health professionals 
taking on a particular responsibility for elevating the importance of employment within 
the mental health team.  


 
 


Appendix 3: Employment Advisors – NHS Talking Therapies (Brighton & Hove) 
 
An additional service funded by DWP has been rolled out by NHS England, with 
Employment Advisors based within NHS Talking Therapies (previously known as IAPT) 
services. The provision is still in a development stage and being tested nationally, with 
confirmed funding until 2025.  
 
Although the service will remain a separate deliverable from the main IPS service, the 
successful provider will continue to work in partnership, continuing the delivery set out 
in a place-based DWP Memorandum of Understanding (attached). (Note: Only relevant 
to Brighton & Hove) 
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A. Service Specifications 
 


NB This specification must be read in concert with the MHSS Specification that details 
overarching requirements.   
 


Service Specification No. 1 


Service Lighthouse – Tier 3 Complex Emotional Needs Service 
Voluntary Community Sector Enterprise – (VCSE) Offer 


Commissioner Lead TBD 


Provider Lead TBD 


Period TBD 


Date of Review TBD 


 
 


1. Population Needs 


 
1.1 National/local context and evidence base 
 
Since the publication of the white paper, 'Personality disorder: No longer a diagnosis of 
Inclusion (2003)' services are building a greater understanding of how to work with a group 
of people who had previously been stigmatised, and viewed as untreatable. The 
development of evidence based psychological interventions, such as Mentalisation Based 
Therapy (MBT), have been approved by the National Institute for Clinical Excellence (2009) 
and have superseded traditional and less effective therapies.  
  
  
It also needs to be acknowledged that a report by MIND ('Shining Lights in Dark Places: 
Consensus Statement for people with Complex Mental Health Difficulties diagnosed with 
Personality Disorder, 2019), highlighted a widespread unhappiness with the term 
Personality Disorder. At the same time, it also recognised that being able to receive this 
diagnosis was necessary for many people to access evidence-based treatment and care. In 
Brighton and Hove, we use the term, Complex and Emotional Needs (CEN). This helps us to 
coordinate the different Tiers and pathways together, as well as acknowledging that many 
of our service users, especially in Tier 3, will also experience other conditions and diagnoses, 
such as Complex PTSD, Eating Disorders and neuro-diversity alongside a diagnosis of 
personality disorder.  
 
 
1.2 Local and national strategic context 
 
Improving population mental health and wellbeing and reducing health and care inequalities 
is a priority for the Sussex Integrated Care System (ICS) area. Brighton and Hove and West 
Sussex form part of the Sussex ICS along with East Sussex.  
 







 


 


The proposed VCSE offer at Lighthouse will help to deliver against the following strategic 
priorities: 


• The Community Mental Health Framework describes the national vision for a place-
based community mental health model to be realised, and how community services 
should modernise to offer whole-person health approaches, aligned with Primary Care 
Networks.  


• NHS Sussex Shared Delivery Plan (SDP), Improving Lives Together, sets out the 
ambition across health and care in Sussex over the next five years, with the aim to 
improve the lives of local people by supporting them to live healthier for longer and 
making sure they have access to the best possible services when they need them. 


 
The proposed VCSE Lighthouse offer will support delivery of outcomes in the following 
strategic plans: 


• The Brighton and Hove City Council Plan 2023 to 2027, the Council’s plan has 4 main 
outcomes, the Living Well objective to “work with local partners to develop plans to 
promote good mental health and reduce the risk of suicide”. 


• The Brighton & Hove suicide prevention action plan 2024 – 2027,  action to reduce the 
risk of suicide and provide support to groups locally identified as an increased risk of 
poor mental health and suicide.  


 
1.3 Local context - Mental health and wellbeing needs 
 
A report by the Royal College of Psychiatry (Services for people diagnosable with 
Personality Disorder 2020) outlined the case for tiered responses, depending on severity. 
Based on this report, we understand that 4% of the adult population of Brighton & Hove will 
struggle with a diagnosable personality disorder, and 0.4% would be eligible for secondary 
care mental health services (Tier 2).  
 


As a Tier 3 service, the Lighthouse would focus on 0.04% of the population. This sub-group 
are inclined to experience difficulties that are particularly severe, extremely complex and 
present with a heightened risk of self-harming behaviour. They are (or have been in the 
recent past) high users of mental health crisis and inpatient services, and frequent attenders 
at A&E and GP surgeries. As such, it is deemed unlikely that stand alone therapies offered by 
Assessment and Treatment Services (Tier 2) will be sufficient to provide the intensity of 
treatment that they require. Consequently, the multi-day treatment provided by the 
Lighthouse service, as a Tier 3 service, is necessary to provide the levels of containment, and 
the depth of relational therapy to help this group of people, whose distress is particularly 
severe.  


 


2. Outcomes 


 


2.1 NHS Outcomes Framework Domains & Indicators 


 


This contract is to be viewed within the overall context of the NHS’ desired commissioning 


outcomes and indicators. 


 



https://www.england.nhs.uk/wp-content/uploads/2019/09/community-mental-health-framework-for-adults-and-older-adults.pdf

https://www.sussex.ics.nhs.uk/our-work/our-strategy/

https://www.brighton-hove.gov.uk/brighton-hove-city-council-plan-2023-2027

https://democracy.brighton-hove.gov.uk/documents/s194367/BH%20suicide%20prevention%20Action%20Plan%202024-2027%20-%20final.pdf





 


 


Domain 1 Preventing people from dying prematurely  


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


Domain 3 Helping people to recover from episodes of ill-health or 


following injury 
x 


Domain 4 Ensuring people have a positive experience of care x 


Domain 5 Treating and caring for people in safe environment and 


protecting them from avoidable harm 
x 


 


 


 


2.2 Local defined outcomes 


 


The Commissioners (NHS Sussex and BHCC) will develop additional local defined outcomes 
with the provider once awarded. 


3. Scope 


 
3.1 Aims and objectives of service 
 
As a result of the Lighthouse Service people will have:  


• Improved access to effective CEN treatment and support services  


• Improved health and recovery outcomes  


• Community reintegration and reduction in social isolation and exclusion  


• Reduced crisis and reliance on hospital care for members  


• Reduction in A&E self-harm attendances for members  


• Reduced demand on community mental health team resource, ATS, 
Primary care and wellbeing    


• Increased staff expertise and confidence in working with CEN in specialist and 
generic mental health services  


• Improved referrer satisfaction   


• Improved patient and carer/family satisfaction  
 
3.2 Service description 
 
The Lighthouse is a specialist Tier 3 Personality Disorder service for adults in Brighton and 
Hove, whose needs cannot be solely met by the Core Team in the Neighbourhood Mental 
Health Teams (NMHT). The Lighthouse provides integrated treatment, within a therapeutic 
community setting and offers a combination of services delivered in partnership by Clinical, 
and VCSE providers.   
  
Our primary psychological intervention, and overarching therapeutic approach is 
Mentalization Based Treatment (MBT), which focuses on building reflective capacity, 
relational intelligence and emotional regulation skills. The CVS partner is responsible for 







 


 


delivering a Community programme and outreach service that supports members to 
practice and refine these skills in a safe setting with a focus on peer support and feedback.    
  
The Clinical team is a multi-disciplinary team of Mental Health Nurses, Occupational 
Therapists, a Clinical Psychologist, a Psychodrama Psychotherapist and an Art 
Psychotherapist. All are trained in MBT and are either accredited MBT practitioners or 
working towards accreditation. They provide assessments, specialist MBT formulations, and 
risk management within the service. The clinical team offer a wide range of psychosocial 
and creative interventions, including MBT, Psychological assessments, Psychodrama 
Psychotherapy, Art Psychotherapy, Mind/Body groups, Sensory profile assessments, 
emotional regulation skills, and psychoeducation.   
  
The most intensive part of the Lighthouse treatment is the 3-day programme, which 
members attend for 18 months. This programme is based on the principles of a therapeutic 
community which, emphasises the relational experiences of living and working alongside 
each other as a core aspect of the treatment. The clinical team provides leadership for this 
programme. The clinical team provides clinical support, training, and supervision for the 
community team. The Clinical Team also provides support and consultation across the CEN 
pathways, liaising with ATS, Inpatient wards, Primary Care, VCSE partners and Mental Health 
Liaison Teams, and other secondary mental health services.  
  
The Community team provides holistic approach for each Member, delivering psycho-
educational/social and community groups, and encouraging members to self-manage their 
condition and develop their Wellbeing and Recovery Action Plans. They also offer outreach 
support for members to access other services and become less reliant on NHS Mental 
Health services as a result, e.g. Wellbeing services, housing support, social prescribing 
activities. The community team also includes a dedicated peer worker who promotes service 
user involvement at each stage of the treatment, with the opportunity to progress towards 
training as an Expert by Experience.  
 
3.3 Treatment Model 
 
Stage 1: Assessment, attachment and stabilisation  
 


Extended assessment, assessing risk, readiness and suitability. Followed by the development 
of a Wellness and Recovery Action Plan (WRAP), and an MBT formulation. Preparation Group 
for 4 weeks, followed by the skills group, with the aim of promoting emotional regulation and 
stabilisation. Whilst attending the skills group, people join a VCSE or jointly led group, taking 
their attendance up to one full day. After a further 4 weeks, members are also required to 
attend an 'Introduction to MBT group' (MBTi), which takes their attendance up to one and a 
half days.  
  
Regular attendance is required throughout stage 1.  
  
Stage 2: Active intervention (3-day programme)  
  







 


 


Stage 2 is 3-days per week. Clinical groups are held three mornings a week and in the 
afternoons people attend VCSE or jointly led groups. There are monthly community and 
service user involvement meetings with peer involvement support. Attendance is required for 
a minimum of 70% of groups. Work is focused on goals identified in their MBT formulations, 
which are reviewed every 3 months. Members are encouraged to make us of their Wellness 
and Recovery Action Plans (WRAP plans), as a means of accessing support and utilising self-
help strategies.  
   
Stage 3: Life after Lighthouse  
  
In stage 3, the amount of time that members spend at the Lighthouse is reduced. Much of the 
work in stage 3 focuses on life after Lighthouse, and the VCSE team support people to explore 
vocational, occupational opportunities, and build a life outside of the Lighthouse. There are 
increased peer led activities, including leaving groups, and Expert by Experience training.  
  
 







 


 


 


 
 
3.4        Key Activities  
Delivered by the Lighthouse VCSE Community Team include (this is not an exhaustive list):   


• Advice and information to members, families, and carers  
• A support service which develops a sense of belonging and a non-
judgemental and safe environment  
• Support planning (in partnership with clinical partners) and support protocols 
with other agencies  
• Daily living skills activities that are responsive to the community cohort, e.g., 
cooking groups, budgeting groups, self-care activities  







 


 


• Working with members to identify opportunities to volunteer and to develop 
peer skills  
• Psycho-educational and therapeutic / creative sessions delivered face to face 
and virtually in response to members’ needs  
• Engaging people to access clinical interventions  
• Community links - creating a bridge back into the community, fostering and 
expanding social networks and developing confidence to engage  
• Health promotion activities, for example accessing GP health checks and 
physical health improvement sessions (e.g., yoga, relaxation techniques, sleep 
hygiene)   
• Approaching each individual Member holistically and signposting / supporting 
them to access services and support in the community, for example:  


▪ Benefits or financial advice  
▪ Housing support  
▪ Substance misuse services  
▪ Social prescribing for other opportunities including community 
groups  


• Lead on Lighthouse engagement and participation / co-design for the service  
• Telephone/text support arrangements for people using the service during 
operational hours to support with service engagement  
• Supporting 2:1 individual keywork sessions (led by the Clinical Team)  
 


The provider for the Lighthouse VCSE Community Service is also expected to keep remain up 
to date regarding developments to services and best practice across the wider mental 
health system.  
 
3.5 Population covered 
 
People aged 18 and over who are registered with a Brighton and Hove GP.  
 
3.6 Any acceptance and exclusion criteria and thresholds 
 
Eligibility Criteria 
 


• Lighthouse works with adults over the age of 18 years and living in Brighton and 
Hove.  


• Potential candidates need to meet the criteria for ICD-11 personality disorder in the 
moderate or severe range (whether or not a formal diagnosis has been made), with a 
high level of risk and/or disability. This group are also described as experiencing 
complex emotional and relational needs (CEN).  


• Personality disorder is the primary difficulty. Lighthouse will work with people whose 
presentation is complex i.e. there may be an overlap with other diagnostic 
categories, such as ICD-11 Complex Post Traumatic Stress Disorder, Autism Spectrum 
Condition, and other mental health conditions.    


• The person is under the care of a Neighbourhood Mental Health Team. 







 


 


• People referred must be motivated to undergo an intensive 3-day treatment 
programme, to address the difficulties associated with complex emotional and 
relational needs.   


 
Exclusion Criteria 
 


• Lighthouse works with people with all personality disorder diagnoses.  However, it is 
a community and group-based service. Risk will be carefully assessed and safety 
issues for people with anti-social traits, or who may otherwise have histories of 
interpersonal violence / destruction of property / exploitation or intimidation of 
others could lead to them being assessed as unsuitable for the service.  


• Personal circumstances need to be sufficiently stable allowing people referred to 
undertake group-based psychological therapy, which can be challenging emotionally. 
People will need to have made progress in addressing any existing issues of alcohol 
and substance abuse, and/or have an active plan with services that support people 
with alcohol and/or substance use.   


• The person must be deemed to be able to engage safely, or make use of, stand-alone 
therapies, and be in need of multi-day treatment, with the containment and support 
offered by a therapeutic community framework  


 
 
3.7      Days/Hours of Operation 
 
The Service is available five days a week from 9am to 5pm.  
 
3.8      Location of Service 
 
To be determined based on proposals submitted. 
 
3.9     Access & Co-ordinated Triage 


Access to the service is managed by the Clinical Delivery partner Sussex Partnership 
Foundation Trust (SPFT). 
 
3.10     Accessibility/Equality of Access 


Services will be accessible to all, regardless of age, disability, gender reassignment, race, 
pregnancy and maternity, race, religion or belief, sex or sexual orientation, and deal 
sensitively with all service users and potential service users and their family/friends and 
advocates.  
 
The service will provide access to appropriate language, interpreting and advocacy services 
for patients and carers for whom English is not their first language, or those who have sensory 
disabilities. Information promoting the service will be made available in alternative formats, 
to ensure equity of access.  
 
The Provider will also use complaints, plaudits and other feedback to continually develop and 
improve the quality of the service.  







 


 


 
3.11 Interdependence with other services/providers 
 
The provider of the VCSE offer at Lighthouse needs to commit to working in partnership with 
SPFT as the Clinical delivery partner, as well as forging close links with the wider community 
to create a joined-up system that seeks to provide support in the most efficient way for the 
individual, this will include the MHSS as well as other support services, and wider community 
offers. 
 
3.12    Key Interfaces 


The Provider will work seamlessly with a range of health and social care services to maximise 
patient outcomes. These key interfaces include, but are not limited to services such as those 
provided by: 


 


• Neighbourhood Mental Health Teams (SPFT). 


• General Practices. 


• Adult Social Care Brighton & Hove City Council (BHCC) and West Sussex County Council 
(WSXCC) 


• Substance misuse / alcohol services. 


• Housing Services (BHCC, West Sussex Borough Councils and VCSE) 


• Wider VCSE provision outside of the MHSS network 
 


4.0     Data 


 
4.1 Record Keeping, Information Governance and Confidentiality 
 
Integrated working will be key to the success of the service. Shared support plans are a 
key indicator of success. The Provider is required to work with Commissioners and SPFT 
to move toward a single Electronic Patient Record to facilitate shared data and improved 
reporting to the Mental Health Services Data Set (MHSDS) for all required 
service(s)/interventions, whilst being mindful of General Data Performance Regulations 
and best practice.  
  
Commissioners will work with providers to identify and address challenges and 
opportunities as this develops. In the interim we would expect the Provider to have their 
own Client Management System.  
   
The provider will ensure that all staff have the appropriate IT skills and training to use the 
technology and to use appropriate strategies to find relevant information on a topic to 
support good quality care. 
 
4.2      Information Governance and Confidentiality 
 
The Provider will complete a Data Protection Information Assessment during mobilisation and 
will maintain regular checks to ensure compliance.  
 







 


 


The provider will ensure high standards of information governance for the service and 
reassure the community of the importance of confidentiality.  
 
The provider will also maintain high standards in relation to “Information Sharing Protocols” 
which may exist between agencies to ensure the appropriateness of the information to be 
shared with other agencies. 
 


5.0      Governance 
 
Please see overarching MHSS Specification for contractual governance. 
 
5.1 Clinical Governance 
  
Clinical support, training and supervision delivered to the VCSE provider by SPFT.  
  


Type of input  Key learning  


Whole team reflective 
practice sessions  


Group sessions to reflect on the psychological impact of 
this work and what we bring to it   


• Whole team reflective spaces   


Clinical formulation 
sessions  


Developing team formulations and treatment plans for 
members  


Service specific training   
  


Requested by staff and dependent on member needs   


MBT training  
  


Skilling up Southdown Recovery Advisors to understand 
and work within the MBT Model  


Clinical Supervision   Monthly clinical supervision with a member of clinical 
team   


 


6.0      Finance 
 
6.1 Finance, Activity and Growth 
 
Budget for this activity sits within the overarching MHSS budget 


7.0      Voice of the People Using the Services 


 
7.1    Involvement 
 
The provider must ensure that:  


• Services are co-produced in partnership with people who use services and their friends 
and family carers. They will be co-produced with people who are representative of the 
communities they serve. 


• The provider is required to deliver a peer support offer, recruiting, training ad 
supporting people who wish to develop skills as peer supporters and/or Experts by 
Experience. 


• The provider will develop appropriate methods of assessing and improving satisfaction 
with services received.  







 


 


• The provider is required to monitor, and evidence improved experience of services 
throughout the term of this contract and must demonstrate what processes are in 
place to do this. 


 


8.0     Workforce 


 
8.1    Workforce Plan     
 
The provider will have a workforce plan that recognises the specific challenges that staff face 
in working with people who may be experiencing complex emotional needs.   
 
The provider must: 


• Provide appropriate staffing levels and skills mix to meet the needs of the target 
population. 


• Demonstrate a skill mix that can safely and flexibly deliver all elements of the 
specification 


• Develop and support pathways to ensure sustainability of service e.g., supporting 
transition and access to inclusive mainstream community health services. 


• Continual Professional Development for all staff delivering or supporting the service. 


• Embed PIE/TIC into the work force plan to support and sustain staff e.g., staff rotation, 
staff support and reflective learning). 


• Ensure staff are supported with access to relevant Occupational Health support and 
vaccinations. 


• Ensure all staff receive statutory and mandatory training, and are able to attend 
specific personality disorder training, and MBT training during their induction period. 


• The provider will be expected to state in their tender submission what staff (including 
WTE) will be provided. 


• Ensure all staff receive regular supervision and reflective practice 


• Ensure that new employees are fully aware of the challenges of working with this 
client group.  


• New and existing employees need to demonstrate, and be supported to develop a 
capacity to reflect on, process and digest difficult emotions that are evoked by this 
work. 


 
Indicative Workforce Plans should be in place for the entire workforce. 
 
9.0 Quality Assurance 


 
9.1      Quality Governance and Assurance 
   
The provider must assure that services provided are safe, effective, well-led caring, and 
responsive to people’s needs with clear lines of accountability, supervision and effective 
systems.  
The Provider will:  


• Recruit and retain a resilient, flexible and trauma informed workforce of sufficient size, 
with the necessary knowledge, skills, and experience to deliver the specified services 







 


 


and the service aims and outcomes in an accountable way.  


• Have Human Resources Policies in place that promote good mental health and wellbeing 
for the workforce. 


• Demonstrate strong leadership and create a positive, transparent, and clearly defined 
and understood organisational culture that is evidenced based, values the wellbeing of 
its staff, where employees feel listened to, both about how they do their job and in 
broader decision-making about the organisation’s longer-term ambitions. 


• Develop the skills and knowledge of the workforce using best practice approaches to 
training, including induction and regular refresher courses covering key priority areas, 
including (as appropriate): 
o Trauma Informed Care and Psychologically Informed Environments 


o Mentalization Based Treatment 
o Working in therapeutic communities 


o Common Mental Health Needs  


o Safeguarding  


o Neurodivergence (Autism, Attention Deficit Hyperactivity Disorder) 


o Complex Emotional Needs 


o Eating Disorders 


o Housing and homelessness 


o Co-occurring substance misuse 


o Suicide prevention, self-harm reduction and mental health first aid 


o Linking with other Public Health priorities, e.g. reducing loneliness / social isolation 
o Equalities and diversity, including intersectionality, in relation to mental health 


o Health Inequalities, including for people with Severe Mental Illness (SMI) 


o Data protection 


• Engage with partner organisations including clinical leaders, to identify and plan for co-
dependencies, changing models of provision and to improve integrated care and 
individual outcomes. 


• Immediately inform the commissioners of any business continuity issues including a 
timed plan to resolve these and ensure there is appropriate communication with people 
using the service and partners should provision be interrupted. 


• Comply with national applicable quality standards such as National Institute of Clinical 
Excellence (NICE) guidance 


• Comply with other relevant quality standards specific to the delivery of the service, i.e., 
Housing, Employment, Peer Support, Services for under 18s, Arts and Culture and leisure 
etc. 


• Equal Opportunities - In carrying out the Services the Service Provider will be "exercising 
public functions" for the purposes of section 149(2) of the Equality Act 2010. As such, 
the Service Provider is required to pay regard to the Public Sector Equality Duty under 
section 149(1) of that Act and to deliver Services accordingly. The Equality Act 2010 
relates to people who access the service and employees. The Service Provider has 
responsibilities as a provider to people who access the service and as an employer to its 
employees. Services will respond positively to the needs of all groups who have a 
protected characteristic within the Equality Act 2010. These characteristics are race, 
religion or belief, sexual orientation, pregnancy and maternity, age, disability, gender 
and gender identity.  







 


 


• Relevant standards to assure safeguarding of vulnerable adults, including DBS checks as 
applicable for staff in contact with, or accessing data about, vulnerable adults (see 
Appendix) 


 


The Provider will put in place policies and monitoring to ensure the safe, lawful, and 
effective delivery of services, including but not limited to: 


• Safeguarding Children 


• Safeguarding Adults 


• Trauma Informed Care and Psychologically Informed Environments 


• Patient Recorded Outcome Measures and Feedback Informed Service Delivery 


• Environmental sustainability and resilience 


• Complaints and compliments including management and risk and the provider 
should embed learning from incidents into internal procedures and protocols 


• Safe employment and recruitment including policy for dealing with positive 
disclosure 


• Health & Safety 


• Workplace health and wellbeing including completion of an annual mental wellbeing 
impact assessment 


• Governance arrangements including training and any audits 


• Information governance including storing and safe disposal service records of those 
who use the service 


• Annual EIA - An Equality Impact Assessment (EIA) is a requirement that the Service 
Provider will complete annually. The EIA will cover these characteristics: age, 
disability, gender, gender identity, race, religion or belief, pregnancy and maternity 
and sexual orientation, which need to be assessed against delivery 


• Domestic Abuse Workplace Policy 


• Complaints and Grievances (staff and people who access the service 


• People who access the service and carer complaints 


• Equalities and Diversity 


• Business continuity plan  


• Disciplinary/capability (staff) 


• Data Protection, confidentiality and Information Security (GDPR) 


• Serious Incident 


• Patient safety incidents recorded on Learning From Patient Safety Events (LFPSE 


• Workforce supervision, appraisal and/or performance management 


• Peer Support and volunteering (including handling of expenses for people who 
access the service and carers) 


• Bullying and Harassment 


• Professional boundaries 


• Risk assessment and risk management 


• Infection Prevention and Control  


9.2     Evaluation and Performance Review 
 







 


 


The provider will recognise and support the need to build an evidence base for best working 
practice to inform continued service improvements and will adhere to all local 
priorities/targets as identified by ICS and will work in partnership with other providers to 
achieve shared outcomes, efficiency and quality. 
 
Performance monitoring is essential to ensure the effectiveness of the service. The provider 
will be responsible for monitoring delivery to ensure the service is meeting the specification 
and that all outcomes are being achieved. The service will be reviewed through detailed 
performance monitoring and an effective partnership approach.  
 
The provider will be required to report to the Commissioners on the performance of the 
service.  
 
This will include monthly minimum data sets and quarterly reports in line with the agreed key 
performance indicators.  
 
Performance reviews will be held every three months for the duration of the contract period 
and will cover, but will not be limited to, compliance with contractual obligations, relationship 
development with stakeholders and performance against key performance indicators.  


 


The provider will be required to collate Equalities Monitoring for all service 


provision. 


 


9.3 Reporting Requirements and Key Performance Indicators 
 
Quarterly performance reports are required to monitor and assess performance. The 
provider will provide evidence of quality performance and the outcomes achieved.    
  
Outcomes of Service - Key Performance Indicators  
 
A Quarterly shared performance report in collaboration with SPFT providers will be 
submitted   
   


Technical 
Guidance 
Reference  


Quality 
Requirement  


Threshold   Method of 
Measurement  


Reporting 
frequency  


Consequence 
of Breach  


  Minimum data 
set   
• Number of 


compliments   
• Number of 


complaints   
• Number of 


serious 
incidents  


  Total number of 
compliments 
received   
  
Total number of 
complaints   
  
Total number of 
serious 
incidents   


Quarterly     







 


 


•Equality 
monitoring  


   
Equality 
monitoring   
  
  
  


  Case Study     Qualitative case 
story to provide 
context of the 
Lighthouse 
service    
  


    


KPI 2   Improved access 
to effective 
treatment and 
support  


Activity 
targets   
  
62 stage 1 
& 2   
  
Target no 
stage 3   


Total number of 
members and 
broken down by 
stage   
Stage 1 - 
Assessment, 
Attachment and 
engagement   
Stage 2 - Active 
Intervention   
Stage 3 - Life 
after Lighthouse 
(moving on)   


Quarterly     


KPI 3   Direct 
interventions  


100%   Number of 
members with 
up to date 
shared care plan 
and up to date 
risk assessment   
  
Attendance to 
interventions 
60%   


Quarterly     


KPI 5   
  


Improved mental 
health and 
wellbeing for 
members, 
resulting in a 
reduced reliance 
on emergency 
and unscheduled 
care urgent care 
services    


Individuals 
progress 
monitored 
quarterly 
vial clinical 
measures   


Clinical measures 
to include:   
ReQol - 10 (6 
monthly)   
Core 34    
Relational 
outcome 
measure for 
stage 2   


  
Individual 
outcomes 
tracked and 
reported to 
commissioners   


To inform 
review of 
service  


 
 







 


 


 
10. Applicable Service Standards 


 
10.1 Applicable national standards (e.g. NICE) 
 
The service is expected to comply with the following relevant NICE guidance and any 
successor or updated guidance issued during the course of the contract: 


• CG78: Borderline Personality Disorder: Recognition and Management 


• CG77: Antisocial Personality Disorder: Prevention and Management 


• NG222: Depression in adults: treatment and management 


• NG225: Self-harm: assessment, management and preventing recurrence 


• NG66: Mental health of adults in contact with the criminal justice system 


• NG54: Mental health problems in people with learning disabilities: prevention, 
assessment and management 


• CG91: Depression in adults with chronic physical health problem: recognition and 
management 


• CG136: Service User experience in adult mental health: improving the experience of 
care for people using adult NHS mental health services 


• QS189: Suicide Prevention 
 
10.2 Key documents 
 


Appendix 
Number 


Document description Embedded 
document 


1 Community Transformation Phase 2 Framework 


Sussex NMHT 


Framework  


8 Safeguarding  


Safeguarding.docx


 


 
 
 


11.0 Risk & Business Continuity 


   
11.1 Business Continuity Plans 
The provider is required to have a business continuity plan. The provider shall provide 
evidence as to how they have assured themselves that the business continuity and emergency 
preparedness plans are robust. 
 
The provider must: 


• Operate mechanisms for managing risk. 


• Maintain disaster recovery, contingency and business continuity plans. 



https://www.nice.org.uk/guidance/cg78

https://www.nice.org.uk/guidance/cg77

https://www.nice.org.uk/guidance/ng222

https://www.nice.org.uk/guidance/ng225

https://www.nice.org.uk/guidance/ng66

https://www.nice.org.uk/guidance/ng54

https://www.nice.org.uk/guidance/ng54

https://www.nice.org.uk/guidance/cg91

https://www.nice.org.uk/guidance/cg91

https://www.nice.org.uk/guidance/cg136

https://www.nice.org.uk/guidance/cg136

https://www.nice.org.uk/guidance/qs189





 


 


• Keep the Commissioner fully informed about the provider’s approach to risk 
management structures and processes that exist and how they are implemented; and 


• Notify the Commissioner about the resource allocation to risk management 
(existing/planned) and to put in place individuals for the leadership roles. 


 


12.0 Exit Plan 


 
This plan should detail the key tasks and milestones The provider will complete to transition 
the services to an alternative provider. 
 


 


 





		A. Service Specifications
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MHSS Mobilisation Plan 


 


Mobilisation Plan 
  


Outline of  
information  


Key Objectives/Tasks  Timescales  Key  
Responsibility  


  


  
Contract 
Finalisation 


  
Contract signed and returned to NHS 
Sussex 


   
Provider and 
BHCC (for 
Brighton & Hove 
contract)  


  
  
  


  


Meet with 
Commissioners 
regarding 
mobilisation and 
transition 
planning  


o Agree provider Contract leads  
o Agree Commissioning Contract 


leads  
o Establish a Transition Steering 


Group with Commissioners to 
meet at least monthly during 
mobilisation and transition 
period  


o Mobilisation and Transition 
Plan agreed  


    
  
  


  


Provider, NHS 
Sussex, & 
BHCC (for 
Brighton & Hove 
contract) 


Current people 
accessing the 
service  


o Secure consent from people 
who are accessing the service 
regarding identifying those 
who  
currently attend services 
delivered  


  Provider, NHS 
Sussex, & 
BHCC (for Brighton 
& Hove contract) 


  







 


 
 


  by exiting providers  
  


o Develop plans to minimise 
disruption to people accessing 
the service, identify waiting 
lists  


o Communicate with people 
using services with a Provider, 
NHS Sussex, & BHCC (for 
Brighton & Hove contract) 
agreed narrative for a 
consistent message to people 
accessing the service  


o When the exiting provider ends 
the current service, a 
discussion should be held 
regarding unmet need  


o Identify people accessing the 
current service who will transfer 
to the new service or need an 
alternative offer  


o Communicate with GPs/ 
primary care and SPFT in order 
to keep them well informed and 
to mitigate any concerns about 
transfer of people with support 
needs  


  
 


  
People 
accessing the 
service 
representation 
in mobilisation 
and transition  


o Set up a panel of 
representatives of people with 
support needs in order to help 
shape mobilisation of the 
service, ensure quality of 
support is maintained, 
providing an advisory role 
during the transition period  


  Provider, NHS 
Sussex, & 
BHCC (for 
Brighton & Hove 
contract) 


  
  
  
  
Workforce  


  


o Identify staffing requirements, 
roles/job descriptions etc.  


o Work with exiting providers to 
manage r transfer of staff under 
TUPE, this may include 
consulting with staff  


o Facilitation and support for staff 
subject to TUPE  


o Advertisement of job vacancies 
o Recruitment and induction  


  
  


  
  
  
  
Provider  


  







 


 
 


o Training plan to include 
requirements, for appropriately 
qualified, trained and skilled 
staff  


o Ensuring staff and volunteers 
feel supported and are able to 
continue in their roles, in order 
to minimise disruption and 
ensure continuity of support. 
This should include completion 
of a mental wellbeing impact 
assessment so any potential 
implications can be proactively 
managed  


o Ensure compliance with all 
legal obligations including 
appropriate insurances, health 
and safety and staff 
qualifications  


 


  
  
  
  
  
  
  
  
  
  
Systems  


o IT/and other standard operating 
systems in place – including 
digital offer, shared EPR with 
SPFT and system to flow data 
to MHDSS 


o Policies and procedures to 
ensure data protection 
compliance/Information 
Governance  


o Establish the required 
information and communication 
systems needed for the service 
to operate effectively  


o Ensure existing communication 
channels are maintained and/or 
redirected to new channels as 
appropriate  


o Implement appropriate policies 
and procedures  


o Develop IT and data systems 
that ensure effective 
performance reporting which 
can be completed from the 
service start date  


o Transfer of Records and 
Documents  


o Websites and other social 
media  


    
  
  
  
  
  
  
  
  
  
Provider  







 


 
 


  
  
  
  
  
  
  
  
  
Premises  


o Identify delivery locations  
o Check access to service from 


underserved groups including 
accessibility assessment 


o Psychologically Informed 
Environment assessments for 
all locations with action plans to 
resolve any identified issues 


o Source alternative locations if 
required  


o Ensure premises planned for 
use meet the specified 
standards including where 
necessary the ability to host co-
located workers 


o Work with the key stakeholders 
to ensure effective joint working 
and where practicable sharing 
of premises, IT and equipment 
etc.  


o Facilities management  


    
  
  
  
  
  
  
  
  
Provider  


  
  
Equipment  


o Identify all equipment required 
and obtain quotes  


o Identify funding required  
o Procurement of equipment  


    
  
Provider 


  
  
  
Marketing and 
Communications  


o Produce marketing plan and 
engage with key partners to 
ensure a joined-up approach to 
communication and promotion  


o Identify communication 
resource  


o Develop website, marketing 
materials etc.  


o Map and link with interagency/ 
stakeholder services  


o Map and link with other 
community assets  


o Map and link with other digital 
resources 


o Communicate with key 
stakeholders 


    
  
  
Provider 







 


 
 


o Agree dates for launch, 
publicity strategy including 
appropriate events  


  
  
  
  
  
  
  
  
  
  
  
Mobilisation Start  


o Identify the mobilisation leads 
and responsibilities  


o Agree how to share 
information  


o Managing change effectively to 
minimise disruption for people 
who access the service  


o Communicate and consult with 
stakeholders to make them 
aware of the changes and 
vision for the new service 
model and co- ordinating 
communication with NHS 
Sussex, & BHCC (for Brighton 
& Hove contract) 


o Project managing the 
mobilisation phase, proactively 
reporting progress and 
escalating risks and issues to 
Commissioners where 
necessary.  


    
  
  
  
  
  
  
Provider, NHS 
Sussex, & 
BHCC (for 
Brighton & Hove 
contract)  


Mobilisation 
Governance  


o Identify Provider governance 
lead Identify Commissioning 
governance leads  


o Create reporting systems, with 
check points built in  


o Work with Commissioners and 
other strategic partners to 
ensure there is cross 
county/city co-operation  


o All exceptions to be agreed at 
Transition Steering Group  


  Provider, NHS 
Sussex, & 
BHCC (for 
Brighton & 
Hove contract) 


 







 


 
 


  
  
  
  
  
Finance  


o Set up financial, invoice and 
payment systems and confirm 
payment schedule for Delivery 
Network  


o Identify management 
accounting requirements  


o  


    
  
  
  
  
Provider  


  
  
  
  
  
  
  
  
  
  
Referrals  


o Ensure no wrong door 
approach with co-ordinated 
triage and alignment with 
NMHT’s 


o Ensure every contact is a 
positive experience, offer 
excellent customer service  


o Design forms /marketing 
materials/online systems  


o Document process and 
communicate both internally 
and externally  


o Identify people accessing the 
service and ensure transition 
plans are in place  


o Identify waiting list/waiting 
times  


o Check capacity and demand  


    
  
  
  
  
  
  
  
Provider 


  
  
  
  
Performance 
Management  


o Identify documents and 
processes  


o Develop and Agree KPIs 
o Ensure provider is capturing 


and reporting data consistently  
o Check compliance  
o Audit requirements  


    
Provider, NHS 
Sussex, & 
BHCC (for 
Brighton & 
Hove contract) 


 


  
  
  
Contract Start  


o Confirm Mobilisation/Transition 
themes that will continue at 
contract start and through the 
first phase of the live contract  


o Agree Mobilisation/Transition 
phase completion  


  Provider, NHS 
Sussex, & 
BHCC (for 
Brighton & 
Hove contract) 


 







 


 
 


It will be for the provider to determine their mobilisation plan (ensuring that all areas 
identified by the commissioner are fully covered) and they may have additional elements 
than the above to be included. 
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MHSS Offer Definitions 
 
Lead Provider/Alliance:  will hold the contract with NHS Sussex and will be ultimately 
responsible for the delivery of the whole Mental Health Support Service (MHSS). 


Coordinated Triage: The MHSS will be Open Access at point of entry, meaning that 
individuals can enter the system from any point, whether they seek help through social 
services, primary care, mental health, or other channels. Once into the system if there is 
not a clear pre-existing connection to existing services, then professionals will 
collaborate to determine the most suitable assistance for each person, this is 
considered coordinated triage.  


Mental Health Promotion & Suicide Prevention: aims to promote and protect the 
mental wellbeing of the population through developing knowledge and skills to manage 
personal mental wellbeing and prevent escalation of distress. This will include new and 
innovative models of delivering mental health awareness training and creating tailored 
mental health communications and campaigns with accessible, culturally appropriate 
resources tailored to communities at an increased risk of developing poor mental health 
based on the findings of the mental health and wellbeing JSNA (B&H, Wsx) (this could be 
in coordination with existing programmes and campaigns within place). 


Suicide & Self Harm Prevention: aims to make suicide prevention everyone’s business 
through empowering and educating individuals to be aware of what they can do to reduce 
the impact of self-harm and suicide in the community. This will include delivering 
awareness-raising campaigns with careful consideration of language, and running 
awareness training on mental health first aid, self-harm awareness and suicide 
prevention (this could be in coordination with existing programmes and campaigns 
within place). 


Mental Health Support Services: The Services will be community focused offering the 
opportunity to deliver a range of interventions (advice/guidance, group, and one-to-one). 
Multiple vehicles for delivery should be considered such as co-location, pop-ups, and 
virtual offers in an effort to increase access and awareness with other community-based 
services such as homeless, LGBTQ+, ethnic minorities, refugee asylum seekers and 
migrants, substance misuse, primary care, and other populations. Staff will be well 
trained in mental health, suicide & self-harm prevention and trauma informed support. 
Hubs should ensure geographic access throughout the community, again this could be 
achieved through a physical location, a digital offer, pop-ups, or co-location and will 
work to ensure alignment to primary care and NMHTs. 


Advice signposting and guidance: Will act as the central point of information and 
access providing easily accessible information on the Neighbourhood Mental Health 
offer and other aligned services – including MHSS. Information and guidance will be 
culturally appropriate and available in languages that meet the needs of the local 
community. Some elements of this could be delivered through a digital offer. Staff will be 
well trained in mental health, suicide & self-harm prevention and trauma informed 
support. 


Psychosocial & Support Offer: Psychosocial and support refers to a range of 
interventions that relieve stress, promote resilience, sustain wellbeing and prevent 



https://www.brighton-hove.gov.uk/mental-health-and-wellbeing-brighton-hove-jsna-report-and-summary

https://jsna.westsussex.gov.uk/updates/public-mental-health-needs-assessment-2024/





mental health conditions. It can be provided at the community or group level, from a 
mental health hub or via a digital offer. 


There will be some groups that have been identified as communities of interest and 
may require strategic and targeted support, these groups are based on protected 
characteristics and those groups who have been identified through Joint Strategic 
Needs Assessments (JSNAs). 






