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PHE Health and Wellbeing Monthly Update 
Issue Number: 56 September 2020

Welcome to the Yorkshire and Humber Health and Wellbeing monthly update. This monthly update is our way of sharing any good and emerging practice, new developments, updates and guidance. The update is circulated at the beginning of each month with previous month’s updates. 

If we have anything that needs to be shared urgently, we will circulate as soon as possible.



	[bookmark: _Ensuring_Every_Child][image: ]Ensuring Every Child has the Best Start in Life 
HWB Team lead: Gemma Mann 



New programme to boost pupil/teacher wellbeing in response to COVID-19
Schools and colleges will benefit from a new multi-million training programme run by mental health experts, to help improve how they respond to the emotional impact of the coronavirus pandemic on their students and staff.
The Wellbeing for Education Return programme starting in September – will support staff working in schools and colleges to respond to the additional pressures some children and young people may be feeling as a direct result of the pandemic, as well as to any emotional response they or their teachers may still be experiencing from bereavement, stress, trauma or anxiety over the past months.

Update on face coverings in schools
The Department for Education has updated its advice on face coverings for staff and children in Year 7 or above in England. Nationwide, while the government is not recommending face coverings are necessary, schools will have the discretion to require face coverings in communal areas if they believe that is right in their particular circumstances. 
In addition, and consistent with WHO’s new advice, the government will advise additional measures are taken in areas where the transmission of the virus is high. In these areas, defined as areas of national government intervention as listed on gov.uk, the government’s guidance will state face coverings should be worn by adults and pupils in secondary schools when moving around the school, such as in corridors and communal areas where social distancing is difficult to maintain. It will not be necessary to wear face coverings in the classroom, where protective measures already mean the risks are lower, and where they can inhibit learning.

[bookmark: _Hlk49954986]Low numbers of COVID-19 outbreaks in schools
Coronavirus (COVID-19) outbreaks and infections in schools are rare, a new study by PHE shows. We detected just 67 single cases and 30 outbreaks in schools across England in June, and found that there were more likely to be outbreaks in those areas that also had a high COVID-19 incidence, suggesting transmission in the community was driving the spread in schools. This demonstrates the continued need to control the spread of infection in the community to help keep schools open, with all playing their part by washing their hands, wearing face coverings, keeping distance and getting a test if they have symptoms.

COVID-19 guidance for supervised toothbrushing programmes in early years and school settings
The purpose of this guidance is to update the infection prevention control aspects of supervised toothbrushing programmes. It seeks to manage any public health risk arising from the COVID-19 pandemic against the significant oral health improvement benefits of daily supervised toothbrushing and to support the gradual recommencement of schemes in the autumn term as schools open in full.

[bookmark: _Hlk49954997]No child left behind
PHE has today published resources to help leaders and practitioners in health and local government to improve health and wellbeing outcomes for the most vulnerable children. No child left behind - a public health informed approach to improving outcomes for vulnerable children offers opportunities to reduce inequalities by preventing vulnerability, intervening early when problems arise and creating an environment throughout the life course where negative impact is mitigated.
We have published additional content to accompany the report, including:
· No child left behind - understanding and quantifying vulnerability which summarises the extent and nature of childhood vulnerability and the evidence of increased risk, impact and protective factors;
· a narrative report on improving health outcomes for vulnerable children and young people for each upper tier local authority presents relevant local data on risk and protective factors for local planning and prioritisation;
· and a blog on about keeping vulnerable children and their families central to public health plans and ambitions through the COVID-19 pandemic and beyond.

[bookmark: _Hlk49955016]New indicators about healthy pregnancy published
Preparing for and then having a healthy pregnancy improves outcomes for mother and baby. New indicators for smoking, obesity, early access to maternity services, folic acid supplement use and alcohol and drug misuse in early pregnancy based on data for 2018 to 2019 from the Maternity Services Dataset version 1.5 were published on 2 September. Data is presented at a national level, with most indicators also available at regional level and for upper tier local authorities, clinical commissioning groups and local maternity systems. The indicators include information about inequalities. They complement data on the percentage of babies whose first feed is breastmilk which was published in March 2020.


CYPF Monthly Update - August 2020




Street Games 
National sport and wellbeing charity StreetGames has been commissioned by NHS England and NHS Improvement to produce new national guidance for social prescribing targeted at children and young people. The guidance will help provide a national framework for how children and young people can receive effective support in the community to improve their health and wellbeing. 
Safe, Fit and Well (SFW) is a pioneering research programme that was launched by StreetGames in 2017.  It examines the hitherto largely unexplored connections between community sport and young people’s mental health and wellbeing in disadvantaged areas. Between February 2017 and May 2018, seven organisations within the StreetGames network took part in the SFW research programme. The Institute of Environment, Health and Societies at Brunel University carried out the evaluation using a case study methodology.
Let's Get Physical is an award-winning sports, activity and weight management programme aimed at young people aged 5-15. Delivered in schools and community centres throughout the country, 'LGP' works to tackle the alarming number of disadvantaged young people who are classed as 'overweight' or 'obese'. Recent figures demonstrate that as many as 26% of children living in deprived areas are overweight, with 40% of British children and teens considered to be 'low active', in terms of their routine physical exercise.

The Whole Society Approach – Making a Giant Leap on Childhood Health
Health improved radically in the 20th century, but progress has since stalled. 
The UK has the opportunity to make another ‘giant leap’ forward; to achieve this, the government will need to address growing levels of ‘health risk’ faced by children. Any progress would be good for health, business and the economy.
A recent increase in ambition, as shown by government's 'obesity strategy' announcement in July 2020, is good, but we must still go further and faster. In particular, we need to:
· expand ambition from obesity to all health issues
· tackle the link between childhood health and issues like marginalisation, poverty and deprivation  
· ensure we are using the full range of levers offered by a collective approach.
This report outlines what we call a ‘whole society’ approach, designed to make these gains.

VCSE Health and Wellbeing Fund applications now open 
 
The voluntary, community and social enterprise (VCSE) Health and Wellbeing Fund is now taking applications for this year, with a focus on Starting Well. 
 
The £3 million fund, managed by the Department of Health and Social Care, PHE, NHS England and NHS Improvement, will be given to existing schemes working with children from preconception to two and a half years old, who want to extend their schemes by delivering new outcomes or to specific communities.
 
VCSE organisations can apply for between £200k and £510k over three years, which must be spent on expanding successful schemes and providing an external evaluation of their impact.
 
If you work with a scheme you think would be suitable, please let them know about the fund.
 
The closing date for applications is Friday 30 October.
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[bookmark: _Hlk49955093]New obesity strategy unveiled as country urged to lose weight to beat coronavirus (COVID-19) and protect the NHS
A raft of measures have been revealed as part of the government’s new obesity strategy to get the nation fit and healthy, protect themselves against COVID-19 and protect the NHS.

			Better Health, Let's Do This - New Nutrition Resources







			Following the July launch of Better Health, the new adult health campaign encouraging the nation to introduce healthy changes to their lives, we're delighted to make a new range of nutrition resources available to partners to use. 

To support people to make healthy changes to their lives, Public Health England’s Better Health campaign provides a variety of tools and apps to help you make healthier food choices, become more active and prevent future weight gain. One of these tools is the NHS 12-week weight loss plan, which provides engaging content that can be personalised and tailored to the goals and needs of the individual.








New Assets Available Now: 
You can now access new marketing materials to support the Better Health nutrition messages:
· Posters
· Social media statics
· Digital screens
· Email signatures
· British Sign Language version of the TV ad 
We also look forward to sharing new physical activity resources in early September to coincide with the Great British Week of Sport 19-27 September. We will be shining a light on activities and tools for absolute beginners and encourage people to build physical activity into their day.

[bookmark: _Hlk49955102]Part 1 of the National Food Strategy published
Part One of the two-part National Food Strategy contains urgent recommendations to support this country through the turbulence caused by the COVID-19 pandemic, and to prepare for the end of the EU exit transition period on 31 December 2020.
It focuses on making sure a generation of our most disadvantaged children do not get left behind, and grasping the once-in-a-lifetime opportunity to decide what kind of trading nation we want to be.

Reopening Activity: An inclusive response 
As more opportunities to be active resume, new guidance released on 19th June will help providers to enable welcoming, and more accessible environments. Activity Alliance has published Reopening Activity: An inclusive response, in consultation with partners across sport, leisure and disability equality. The national charity wants providers to consider the guidance as part of their ongoing commitment to disabled people’s inclusion.


[bookmark: _Hlk49955116]PHE blog - Health and Wellbeing at Home 
The PHE exposure account recently released a blog post about looking after health and wellbeing at home. With a spotlight on physical activity, healthy eating and several other health behaviours, it provides an informative one-page read for protecting your health and wellbeing at home. 


	[image: ]Living Well – Everybody Active Every Day 
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Physical activity training for Healthcare Professionals
Improving the health of the population is a priority as the nation begins to recover from the first wave of COVID-19 and physical activity will play a key role in building the nation’s health resilience and easing pressures on the NHS.
Public Health England and their network of 47 Physical Activity Clinical Champions, which is made up of GPs, Nurses and Allied Healthcare Professionals, are encouraging NHS organisations to book a free online group training session for their HCP workforce, so that they feel equipped with the knowledge, skills and tools to speak to patients about the benefits of getting active. The one to three-hour session will increase HCPs knowledge of the current Chief Medical Officer’s guidelines for physical activity and how to provide brief advice during consultations. If you’re working as a HCP or managing a workforce of HCPs, you can sign up your organisation for a session now. To find out more please contact the PHE physical activity team on physicalactivity@phe.gov.uk

COVID Insight - Disabled People and activity
Please see attached below a PowerPoint slide deck that Activity Alliance Research Team have collated from a number of different data/research sources (all referenced). The attached will hopefully give you an understanding of the challenges disabled people are facing on a daily basis and the possible impact on activity. Activity Alliance are looking to update this insight slide pack as new data becomes available. 




[bookmark: _Hlk49955145]Mind ‘Return to Play’, Mental Health guidance to support the return of sport and physical activity
The guide aims to equip the sport and physical activity sector with the tools and information required to support the mental health of staff, coaches, volunteers and participants as we ‘return to play’. 
The guide is aimed at organisations, clubs and groups that wish to provide the very best experience for their workforce and participants as lockdown restrictions are eased and sport and physical activity returns. It includes guidance, good practice, tools and insight to help the sector to provide an environment that supports the mental health of the people working, volunteering and participating in sport and physical activity.


School Street Closures and Traffic Displacement: a literature review
Napier University and Sustrans recently released a report entitled 'School Street Closures and Traffic Displacement: a literature review with semi-structured interviews'. 
Sustrans and Napier University are partners in a project funded by the Road Safety Trust which looks at the traffic displacement effects of school street closures. That is to say – does closing a street outside a school to cars necessarily lead to traffic congestion elsewhere. All available evidence to date suggests that there is no adverse effect of closure of roads outside of schools to motor vehicles on wider traffic patterns.
Given the emphasis on school streets schemes as part of the response to the current pandemic, and the fact that funding streams for such measures are accessible to local authorities, we hope that this is a very timely release. 
The evidence shows that:
· in almost all cases the total number of motor vehicles across school closures and neighbouring streets reduces
· active travel levels increase at the schools with street closures
· closures are supported by the majority of parents and residents living on the closed and neighbouring streets and that their support increases after any trial period
· traffic displacement does not cause road safety issues of any significance and that mitigating measures, where needed, have been applied successfully

The report is available on napier.ac.uk – at the link here.
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[bookmark: _Hlk49955181]Independent review of drugs
The second phase of the comprehensive review that will investigate the ways in which drugs are fuelling serious violence and at treatment, recovery and prevention is now underway. The Yorkshire & Humber is well represented within the expert panel groups and has a presence and opportunity to influence within the strands covering Young People, Recovery, Commissioning and Mental Health. 
Further information about the scope of the review and its terms of reference can be found here. 

[bookmark: _Hlk49955188]Published: annual report on UK drug situation
Based in Public Health England, the UK Focal Point on Drugs provide information on the drug situation in England, Northern Ireland, Scotland and Wales. The team have published their annual report (2019) which addresses:
· the prevalence of illegal drug use
· national and regional policy and legal framework
· prevention and treatment of drug use
· the drug situation in prisons
· drug-related deaths, disease and other harm
· the illegal drug market
	[bookmark: _Rough_Sleeping_&][image: ]Rough Sleeping & Homelessness
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[bookmark: _Hlk49955217]COVID-19: guidance for commissioners and providers of hostel services for people experiencing homelessness and rough sleeping 
The guidance for commissioners & providers with a responsibility for hostels which provide services for single adults experiencing homelessness and rough sleeping has now been updated.
The guidance covers:
· hostels with individual self-contained rooms with en-suite facilities that have shared kitchens
· hostels without individual self-contained rooms and that have communal facilities
In addition to hostels, a range of accommodation has and continues to be used as part of the coronavirus (COVID-19) response to support people who were experiencing homelessness and rough sleeping. This includes hotel accommodation, bed & breakfasts and supported accommodation. While this guidance does not cover night shelters, some of this guidance may be relevant to other types of accommodation. Those wishing to have further information on emergency hotel accommodation may find the Clinical Homeless Sector Plan published by Pathway useful.
Some of this guidance may also be relevant for temporary accommodation with shared facilities which is provided by local authorities to fulfil statutory homelessness duties.
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[bookmark: _Hlk49955238]Suicide prevention profile updates
PHE has today published an update to the suicide prevention profiles. These profiles show data on suicide, associated prevalence, risk factors and service contact among groups at increased risk, and they  can be found on the Fingertips website. 


The Office for National Statistics (ONS) publishes 2019 registration data for suicides in England and Wales

On Tuesday 1st September, the Office for National Statistics (ONS) published the 2019 registration data for suicides in England and Wales:
 
Suicides in England and Wales: 2019 registrations
 
In 2019, there were 5,691 suicides registered in England and Wales, an age-standardised rate of 11.0 deaths per 100,000 population and consistent with the rate in 2018. Around three-quarters of registered deaths in 2019 were among men (4,303 deaths). Despite having a low number of deaths overall, rates among the under 25s have generally increased in recent years, particularly 10- to 24-year-old females where the rate has increased significantly since 2012 to its highest level with 3.1 deaths per 100,000 females in 2019.



[bookmark: _Hlk49955248]Our Place: Local Authorities and the Public’s Mental Health
Actions that promote positive mental wellbeing and prevent mental health problems help us stay healthy, live productive, meaningful lives and avoid serious and sometimes lifelong distress. Local authorities play a key role in  improving the mental health of their communities, bringing together and supporting partners and citizens to address the determinants of our mental health and reduce inequalities. This report presents learning from local areas alongside an overview of the evidence for prevention and the national policy context. The councils involved seek to improve population mental health, reduce inequalities and prevent mental ill health in their communities through a combination of strategic and practical approaches. The report examines the initiatives of nine local councils (Including Leeds City Council) that are rising to the challenge of promoting good mental health and preventing poor mental health in their communities. The report presents learning from these areas, prior to the pandemic and in the midst of the challenges brought by Covid-19, alongside an overview of the evidence for prevention and the national policy context.
  
[bookmark: _Hlk49955258]Newly released Samaritans Media Guidelines
The Samaritans have revised the new, sixth, edition of their guidelines to reflect the significant changes within the media landscape and the very latest research into the effects of media portrayals, to support the highest standards of journalism. Following a lengthy consultation with industry leaders and journalists, the Samaritans have created a new online hub of resources covering some additional topics to help journalists and programme makers further understand the issues surrounding suicidal behaviour and offering practical tips on covering these topics. These include; celebrity suicides, inquests, youth suicides, self-harm and suicide clusters, and covering these issues in documentaries and drama. 
 
Coverage of suicide can influence how people behave in a crisis and their beliefs about the options open to them. The media has a unique opportunity to inform and educate the public about suicide, encouraging important conversations, changing attitudes and behaviours and promoting help seeking. This can save lives. Here is a link to the resources, please do share this with your colleagues and networks.
 
 
The Psychology of Loneliness: Why it Matters and What we can do
Understanding the psychological factors that trigger and perpetuate loneliness can improve the effectiveness of interventions for loneliness. This report looks at how psychological approaches can help tackle loneliness. It is focused on older people but has lessons for all adults. It gathers the current research and evidence available to us about what we can learn from psychology, as well as making policy recommendations for how this learning can be applied and help the millions of lonely people across the UK. Support for loneliness can be better tailored to individual need, and so be more effective, if it recognises both the internal and external aspects of an individual’s experiences of loneliness.
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[bookmark: _Hlk49955274]PHE Reproductive Health, Sexual Health and HIV Innovation Fund 2020-21
We are delighted to share the announcement of the PHE Reproductive Health, Sexual Health and HIV Innovation Fund 2020-21. 
Since 2015 our annual Innovation Fund has supported volunteer organisations to spearhead new approaches in addressing inequalities in sexual health, reproductive health and HIV. This year the fund looks to particularly support projects that focus specifically on Black and Minority Ethnic (BAME) communities. Proposals will be accepted from voluntary sector organisations to deliver projects of up to 12 months in duration of a cost of between £25,000 and £75,000. Guidance and application details can be found on the official website. 
A webinar to provide guidance on how to apply for the fund will be held on 2 September 2020 at 11am. The webinar will explain the application process in more detail; a recording will later be posted on the website. The deadline for submitting applications is 17:00 on 18 September 2020.

[bookmark: _Hlk49955282]E-sexual and reproductive healthcare: national framework - now live
Improving sexual and reproductive health and preventing sexual ill-health is important to both individuals and communities. People have different needs at different times; however, most will at some point require access to services including provision of contraception and testing for (and treatment of) sexually transmitted infections. There has been an expansion of e-sexual and reproductive healthcare provision in England over the last decade. E-sexual and reproductive service provision can complement specialist, clinic-based services in a local area, providing individuals with an alternative method of accessing healthcare; whilst ensuring connections to local clinical services are in place for appropriate follow up, complex care, and a broader range and choice of services. Public Health England (PHE) established the National Framework for e-Sexual and Reproductive Healthcare as a response to the Covid-19 pandemic to support local commissioning and service development. The Framework offers Customers* a convenient, efficient and cost-effective method for contracting with providers of e-sexual and reproductive health services.  Providers are delivering services to a pre-agreed specification, pre-agreed terms and conditions, and to a published price list.
* Customer means the organisation buying the service

The Framework is designed as three components, with customers able to sign-up to one or more of these:
1. Self-sampling for HIV/ STIs
The service specification requires that customers can determine eligibility for the HIV/STI self-sampling service based on factors including age or postcode. Customers can choose to allow direct user access or for users to be redirected or referred from local services. Providers conduct an online assessment with eligible users to determine the type of self-sampling kit (capillary or finger-tip blood sampling; 1st pass urine sampling; pharyngeal swab sampling, vulvo-vaginal swab sampling, rectal swab sampling) to be provided to the user; along with relevant safeguarding questions that trigger additional follow-up if required. Providers screen for a combination of the following infections based on the user’s responses: HIV; Hepatitis B and Hepatitis C; syphilis; chlamydia and gonorrhoea. Providers fulfil orders for self-sampling kits and arrange for kits to be posted to the user and/or arrange for kits to be available for collection from a local service, as agreed with the customer. Kits are delivered in discreet, unbranded packaging with simple instructions and links to online video tutorials. Providers process returned samples at an accredited laboratory. Negative results are provided electronically; results positive for chlamydia/ gonorrhoea are provided electronically with information about how to access treatment. Where results are reactive/ inconclusive for syphilis or HIV users are contacted by telephone in order to facilitate transfer of the user into a clinical service for treatment/ further testing. Customers can also choose to offer remote prescribing of medication for treatment of uncomplicated cases of chlamydia. Users positive for chlamydia are notified electronically and directed to an online assessment for chlamydia treatment. Based on this assessment appropriate medication is supplied to the user. Partner notification is also initiated. Condoms can be provided with the self-sampling kits as an additional, optional service.  

Offline kits for Blood Borne Virus self-sampling are available as a separate service offer to meet the needs of alternative settings such as Substance Misuse services. User return, testing and results notification will follow the process above.



1. Emergency contraception
The service specification requires that customers can determine eligibility for the emergency contraception service based on factors including age or postcode. Customers can choose to allow direct user access or for users to be redirected or referred from local services. Providers conduct a remote assessment with eligible service users to determine if emergency hormonal contraception can be supplied. Providers are asked to offer either or both of: dispensing and supply of medication via the post or for collection from a pharmacy. Relevant safeguarding questions are included that trigger additional follow-up if required. Customers can choose to offer the supply of a pack of condoms, the supply of a pregnancy test device, the supply of a bridging method of contraception, the supply of a chlamydia self-sampling kit as additional, optional services for eligible users. Customers can also choose to offer remote prescribing of medication for treatment of uncomplicated cases of chlamydia.    

1. Contraception
The service specification requires that customers can determine eligibility for the contraception service based on factors including age or postcode. Customers can choose to allow direct user access or for users to be redirected or referred from local services. Providers conduct a remote assessment with eligible service users to determine if a routine method of contraception can be supplied. Customers can choose to allow one or more of the following to be prescribed: progestogen-only pill (POP); combined oral contraception (COC); contraceptive patch, contraceptive ring; and self-administered injectable contraception. Providers are asked to offer either or both of: dispensing and supply of medication via the post or for collection from a pharmacy. Customers can choose to offer the supply of a pack of condoms and / or the supply of a chlamydia self-sampling kit as additional, optional services for eligible users. Customers can also choose to offer remote prescribing of medication for treatment of uncomplicated cases of chlamydia.    

The following organisations have been appointed as Providers on the Framework (in alphabetical order):

	Provider 
	Product
	Components offered 

	Brook
	Brook Digital Clinic
	Emergency Contraception
Contraception

	Preventx
	SH:UK
	STI self-sampling
Emergency Contraception
Contraception

	SH:24
	SH:24
	STI self-sampling
Emergency Contraception
Contraception



The Framework is open for use by any of the following:
· any local authority in England
· NHS England and NHS Improvement
· any clinical commissioning group, NHS Trust or NHS Foundation Trust in England
· any combined authority in England
· PHE
· any other organisation deemed suitable by a local commissioner and with the agreement of the partnership group overseeing the Framework e.g. Sexual Health Service Provider, Substance Misuse Service Provider

More information including details about how to sign-up to any of the Framework services, pricing and links to each of the Provider websites describing their service offer in more detail is available here. 

[bookmark: _Hlk49955303]Teletriage for sexual and reproductive healthcare services in response to covid-19
Attached below are five helpful short documents on telemedicine management of SRH issues. They have been developed by Mary Kyle, Senior Sexual Health Advisor at PHE National Sexual Health Helpline, in collaboration with the Faculty of Sexual and Reproductive Healthcare, the British Association for Sexual Health and HIV, PHE and Brook.

1. Triage integration considerations to prioritise vulnerable groups. 
1. Homeworking considerations: protecting governance, stability and staff wellbeing. 
1. Resource directory for telehealth services.
1. Designing triage to prioritise vulnerable groups.
1. Call handling tips for maximising risk identification.








Understanding the impact of sexual health service changes during COVID-19 response: tools and resources
There have been dramatic changes in how sexual health and reproductive health services are delivered due to the COVID-19 response.  Partners across the sector are working to understand the impact of these changes to inform recovery and renewal plans. 
Public Health England (PHE) and Central North West London (CNWL) have worked collaboratively to develop a suite of resources for local use to support this process. The suite consists of four components:

1. Specialist sexual health services (SSHS) rapid evaluation tool- This tool has been developed through a collaborative process between PHE and Central North West London (CNWL) with input from BASHH, English HIV and Sexual Health Commissioners and FRSH. It has been developed to enable providers and commissioners to better understand the impact of COVID-19 response on sexual health service provision. More information is provided in the introduction and instructions tabs of the tool attached below. 



1. Sexual health, reproductive health and HIV services evaluation resources - PHE published resources in 2018 to support practitioners to undertake evaluations of specific interventions or projects in sexual health. Please contact your PHE Sexual Health Facilitator with any queries about the tool or resources.
1. Sample service user and health care staff survey questionnaires - These questionnaires were developed by CNWL and can be adapted to your local needs. If you have a paid account with Survey Monkey the templates can be shared directly with you; or the questions can be used in another survey tool. If you have any queries about these questionnaires, please contact Jo Gibbs: jo.gibbs@nhs.net


	


Adapting sexual and reproductive health services in response to COVID-19: examples of practice
PHE Knowledge and Library Services have published a new page of practice examples: Adapting sexual and reproductive health services in response to COVID-19: examples of practice. These are intended to briefly capture details of how services have swiftly adapted to ensure continued provision of essential services, particularly for underserved populations. The practice examples were collected by PHE from local sexual and reproductive health providers and commissioners. 

Under-18 conception data
The 3-year aggregated ward rates for 2016-18 are now available for LAs to access from ONS by emailing their Customer services team at health.data@ons.gov.uk; ONS will be publishing Q2 data in September, slightly later than usual.  They have also informed us that because of lockdown delaying registrations of births conceived in Q2 2019, the data set is likely to be incomplete. An explanatory note will be sent out with the data release. 

Abortion statistics during the COVID pandemic
On 10 September, DHSC will be publishing abortion statistics for January to June 2020. These data would normally be released in the annual statistics in June 2021 but will be published early to help understand any impact of the COVID pandemic. 

Resources on the sex industry in England and Wales
[bookmark: _NHS_Health_Check]The Centre for Gender and Violence Research, University of Bristol have developed three new practitioner resources. The free resources draw on the recent Home Office-funded research into the sex industry in England and Wales and are aimed at professionals who come into contact with those who sell sex. Further details can be found here. 
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[bookmark: _Hlk49955321]NHS Health Check Restart Preparation Document 
The importance of restarting the NHS Health Checks cannot be overstated, however, this must be balanced against considerations such as risk of COVID-19 to the workforce and patients, and national NHS guidance on service restoration. To help local authorities make decisions about how and when to restart PHE have published the NHS Health Check Restart Preparation document and welcomed 250 stakeholders who joined the webinar. Restoring the NHS Health Checks service also compliments the government’s new obesity strategy. Data shows that 62% of 5.1 million people having a check between 2012 and 2017 were overweight or obese. Ensuring that there are appropriate services in place to support individuals to lose weight following a check is key to maximising the programme’s impact. The increased focus on obesity through the ‘Better Health’ campaign presents a real opportunity to strengthen behaviour conversations and onward referral.

[bookmark: _Hlk49955333]The NHS Health Check Competency Framework 
The NHS Health Check Competency Framework and accompanying Learner and Assessor Workbook have been refreshed and the updated documents can be found on our website.
The Competency Framework details the core, clinical and programme competencies that the NHS Health check workforce is required to have. There are seven NHS Health Check programme competencies in the updated version, these are not new competencies, but consolidate ten competencies published in the previous version.
In the workbook learners are encouraged to progress through units with their assessor and produce a portfolio of evidence demonstrating how they meet the competencies prior to delivering NHS Health Checks. We encourage commissioners and providers to make use these resources to assure that staff delivering checks are competent to do so, and to support improvement in the quality of local programme delivery.

The NHS Health Check Programme Standards
The NHS Health Check Programme Standards have also been updated and can be found on our website.
As local commissioners and providers prepare to restart the service the programme standards can be used to ensure a minimum level of quality across the NHS Health Check pathway. They set out achievable standards, which will help to ensure that local NHS Health Check services are delivered safely and consistently at every step of the pathway.

CVD Webinars
Our Cardiovascular Disease webinar series has now restarted, you can subscribe to our webinar mailing list here.
Our next webinar will now be taking place on Wednesday 16th September, 11:00-11:45am. The Race Equality Foundation will share insights and learnings from their community based blood pressure testing pilots for Black Caribbean and African men.  
You can find the presentations and videos for past webinars here. 



[bookmark: _Hlk49955341]CVDPREVENT: new national primary care audit for CVD prevention
PHE’s National Cardiovascular Health Intelligence Network (NCVIN) has now been confirmed as NHSE/I’s official analytical partner for the delivery of CVDPREVENT, the new national primary care audit for CVD prevention. NCVIN has been commissioned to work in partnership with NHS Digital and Healthcare Quality Improvement Partnership’s (HQIP) ‘preferred provider’ who will provide the strategic governance for the audit and facilitate clinical and professional involvement.
The audit will automatically extract routinely held GP data covering diagnosis and management of cardiovascular disease and the six high risk conditions that cause stroke, heart attack and dementia: atrial fibrillation (AF), high blood pressure, high cholesterol, diabetes, non-diabetic hyperglycaemia and chronic kidney disease. It will support primary care in understanding how many people with cardiovascular disease (CVD) or conditions that lead to a higher risk of developing CVD are potentially undiagnosed, under treated or over treated.
Analysis and reporting of the audit will support systematic quality improvement to reduce health inequalities and improve outcomes for individuals and populations to support the NHS Long Term Plan. The initial reporting outputs from CVDPREVENT are scheduled for March 2021.
More information about CVDPREVENT is available here.

Quarterly Data Returns
The data portal opened for the quarter 1 2020/21 NHS Health Check data return on 31 July 2020, the deadline for submission is midday on 4 September 2020. Although delivery activity stopped in the first financial quarter local authorities must still return activity data via the portal, even if this is zero.
As an exception, due to the current circumstances the quarter 4 2019/20 data can also be amended as part of the quarter 1 return. The publication of Q4 2019/20 data has been postponed allowing for more comprehensive data publication following amendments made during Q1 2020/21.

	[bookmark: _Healthy_Places_&][image: ]Healthy Places & Workplace Health 
HWB Team Lead: Peter Varey




[bookmark: _Hlk49955372]Mobilising decision makers to create healthier streets, with the help of young Londoners
Click here to view a short video and blog designed to help mobilise local government and transport authorities to create healthier streets and to consider the needs of children as they do so.  This responds to evidence (like this from Design Council) showing that local authorities’ highways departments and councillors are often a key barrier to – or enabler of – active travel and children’s independent mobility.
The video focuses on London, but the message and issues are universal.  We're calling on organisations with responsibilities for streets to make active journeys - like walking, scooting and cycling - safer and easier.  



	[bookmark: _Ageing_Well][image: ]Ageing Well
HWB Team Lead: Alison Iliff




[bookmark: _Hlk49955390]Update to the Dementia Profile 
PHE has updated figures on the estimated diagnosis rate for dementia. Published on the Fingertips website, the dementia profile is presented in an interactive tool that allows users to view and analyse it in a user-friendly format, and it provides a snapshot of dementia care, broken down by geographical area, to help local government and health services improve dementia care.
Visit the Fingertips website for  Dementia Profile here.


	[bookmark: _Health_Inequalities][image: ]Health Inequalities
HWB Team Lead: Caroline Tait & Kristin Bash  




[bookmark: _Hlk49955423]Wider Impacts of COVID-19 on Health (WICH) monitoring tool – Regional Overview
PHE LKIS has produced a regional overview of the Y&H findings of the recently published Wider Impacts of COVID-19 on Health (WICH) monitoring tool.  

New Fingertips profile - Wider Impact of COVID-19 on Health 
A new Fingertips profile has gone live on the Wider Impacts of COVID-19 on Health.  It brings together selected Fingertips indicators that are thought to reflect the diversity of potential impacts on health as a result of the COVID-19 pandemic. It includes indicators from across Fingertips profiles broken-down into several domains:
· [bookmark: _GoBack]Impact on mortality
· Disruption to healthcare
· Reduction in prevention, detection and management of conditions
· Wider societal and economic impacts that affect health
· Wellbeing and behavioural risk factors.

[bookmark: _Hlk49955431]PHE Y&H Health Inequalities COVID-19 newsletter
Please click here for the latest edition of the newsletter (scroll down to the ‘more information’ section).

[bookmark: _Hlk49955441]Y&H COVID-19 Health Impact and Health Inequalities Network 
1. The second meeting of the Y&H COVID-19 Health Impact and Health Inequalities Network happened on the 4th August and was dedicated to ‘Addressing the Needs of Excluded People in the context of COVID-19.  It included two excellent presentations by ‘Doctors of the World’.  The next meeting will be held on Tuesday 8th September 13:00 – 14:00 and will focus on the practicalities of BAME community involvement in the development of policies and actions to tackle health inequalities 

If you are not already on the invitation list then please contact Caitlin.Lawton@phe.gov.uk if you wish to attend. 

COVID-19 response Health Inequalities Impact Assessment – Assessment of the impacts of the response in the medium to long term.  This assessment is still on-going and will be completed by the end of August. 


	[bookmark: _Data,_Documents,_Letters,][image: ]Data, Documents, Letters, Reports & General Information 





[bookmark: _Hlk49955542]Flu resources 2020 summary
This year it is more important than ever that everyone who is eligible for their flu vaccine takes up the offer. We encourage colleagues to familiarise yourself with the resources available and order stock of the hard copies as soon as possible. 
Collated in this document are information and links to flu campaign assets and resources including:
· Who should have it and why
· Guidance for Schools
· Easy Read Poster and Leaflet
· Protecting your child against flu 2020 to 2021
· 5 Reasons poster
· Health care work flu campaign materials
· 
Flu Immunisation e-learning programme updated for the new season
Health Education England e-Learning for Healthcare (HEE e-LfH) has worked with Public Health England (PHE) to update the Flu Immunisation e-learning programme to ensure it is up to date for the 2020/21 flu season.
The Flu Immunisation e-learning resource is designed to provide all healthcare practitioners involved in delivering the national flu immunisation programme with the knowledge they need to confidently promote high uptake of flu vaccination and administer the flu vaccines to those who need them.      
The e-learning course consists of three knowledge sessions and three assessment sessions. All those undertaking this e-learning should complete the Core Knowledge session and accompanying assessment as this is designed to provide essential knowledge about what flu is and the rationale for, and design of, the annual flu programme.
Click here for more information about the programme, including details on how to access.

[bookmark: _Hlk49955551]Health Intelligence Update YH - summer 2020
Please find attached below the latest Health Intelligence Update for Yorkshire and the Humber for summer 2020 which includes details of new public health tools and resources available, updates to existing resources, as well as national and local events, training and workshops and local health intelligence projects.



Update to the Public Health Outcomes Framework 
In line with the Official Statistics release cycle, PHE has published an update to the Public Health Outcomes Framework (PHOF) data tool which examines indicators that help us understand trends in public health. This update contains the addition of one new indicator and more recent data for 6 indicators.
[bookmark: _Hlk49955564]Online PHINE Network event: C-WorKS
October 7th via Microsoft teams. Time: 13:00-16:00
This online event aims to bring together people who are working on reset and recovery plans across the region following the impact of COVID-19. It builds on the main objective of C-WorKS, to share knowledge and intelligence projects and resources developed across the region, with the opportunity to pose questions. Speakers include:
· Mark Lambert (NHS England & Improvement): Introduction to C-WorKS:
Mark will describe how C-WorKS evolved from scoping work around the broader impacts of COVID-19 into a space for members to share their own resources, ask questions and proactively contact others who are working on the same issue. Mark will also reflect on its progress to date. 
· Claire Mathews (PHE) and Catherine Parker (Public Health South Tees): North East Health Inequalities Impact Assessment
Claire and Catherine will talk about work being undertaken to identify health and social inequalities that may arise or be exacerbated as a consequence of COVID-19, and propose mitigation measures to reduce negative impacts on populations with the poorest health outcomes. 
· Kristin Bash and Caroline Tait (PHE): The impact of COVID-19 on health inequalities in Yorkshire and the Humber 
The Yorkshire and Humber Health and Wellbeing team are working with and supporting local partners in identifying, mitigating and monitoring the impact of the response to COVID19 on health inequalities in our region
This event will be hosted online via Microsoft Teams and will be free of charge. Places will be limited. Please visit the Eventbrite page for further details of the event, including how to register. 

The Northwest Behavioural Science Regional Hub: Learning Webinar Invitation 
 Join the Conversation  
You are cordially invited by the Co-Chairs of the North West Behavioural Science Regional Hub, Dr Rory McGill and Dr Gunjit Bandesha to attend our second network event.  
· When: Wednesday 23rd September – 1.00pm – 2.30pm  
· Where: Online via MS Teams – link and programme will be circulated nearer the time across the PHPN Events and News pages and through the Eventbrite event details
· Target Audience: Public health teams, healthcare providers & services, voluntary sector organisations, behavioural and social scientists, those stakeholders with an interest in behavioural science approaches 
Addressing health inequalities during Covid
For further information about the new NW behavioural science hub click here or to register your place, click here to go to our Eventbrite page. Please find attached below the current programme, please note that it is subject to change.
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Local Knowledge and Intelligence Service Yorkshire and the 


Humber 


 


Intelligence Update – Summer 2020 
 


Welcome 
 


Welcome to the Intelligence Update for summer 2020 for the Yorkshire and the Humber 


Knowledge and Intelligence Network. This document provides you with updates about Public 


Health England (PHE) tools and resources, together with key points for Yorkshire and the 


Humber, and news of publications and events. We welcome your feedback and suggestions 


about the content of this Intelligence Update, our work, or suggestions for any other support that 


you would like. Please email us on LKISYorkshireandHumber@phe.gov.uk 
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A message from us 


Although we are busy supporting the COVID-19 response during these unprecedented times, 


we are here to support our local system and wanted to let you know that we are still monitoring 


and responding to enquiries received via our generic inbox.  


We have set up a Wiki page on our National Khub Group which includes some resources that 


we think you will find useful to support the work that you are doing locally on COVID-19. 


The NHS has also set up a COVID-19 workspace on their FutureNHS collaborative platform – 


click here to access. 


  



https://khub.net/group/phe-local-knowledge-and-intelligence-services/group-wiki/-/wiki/Main/COVID+Resources?_com_liferay_wiki_web_portlet_WikiPortlet_redirect=https%3A%2F%2Fkhub.net%3A443%2Fgroup%2Fphe-local-knowledge-and-intelligence-services%2Fgroup-wiki%2F-%2Fwiki%2FMain%2Frecent_changes%3Fp_r_p_http%253A%252F%252Fwww.liferay.com%252Fpublic-render-parameters%252Fwiki_title%3DAbout%2BPHE%2BLocal%2BKnowledge%2Band%2BIntelligence%2BServices

https://future.nhs.uk/Home/view?objectId=18996880
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In focus this month: Wider impacts of Covid-19 on health 


monitoring tool (WICH) 


 


PHE have published a wider impacts of COVID-19 on health monitoring 


tool (WICH), along with a summary of the first release available in gov.uk.  


 


What is the purpose of the tool?  


The WICH tool is complementary to PHE surveillance data. It aims to look at 


the indirect effects of the COVID-19 pandemic on the population’s health and 


wellbeing, including how certain measures have changed since lockdown.  


 


What indicators are available in the tool?  


The measures in the tool, updated weekly, assess the indirect effects of the 


pandemic on the population’s health and well-being, such as smoking and 


drinking habits; physical activity; mental health and well-being; how people are 


spending their time; and grocery purchasing behaviour.  


 


How can the tool be useful for you?  


Access to a range of metrics in the tool will enable stakeholders to: 


• monitor changes over time or against an agreed point in time 


• make timely informed decisions 


• intervene to reduce/mitigate against poor outcomes 


• understand the wider context of population health 


 


The tool also helps monitor the impact of COVID-19 on health inequalities, with 


demographic and regional breakdowns where possible. 


 


 


 


 


  



https://analytics.phe.gov.uk/apps/covid-19-indirect-effects/

https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.gov.uk%2Fgovernment%2Fpublications%2Fwider-impacts-of-covid-19-on-health-monitoring-tool&data=02%7C01%7CGwen.Doran%40phe.gov.uk%7C18ce230fd0ea4b56642408d8386e1cc1%7Cee4e14994a354b2ead475f3cf9de8666%7C0%7C0%7C637321392859810541&sdata=txaxZrwnP7KHb29Av4HUxJymbDYp%2BNiuLOwe9hDIq4k%3D&reserved=0
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Updates from PHE’s Local Knowledge and Intelligence 


Service  
 
Merger of LKIS North East and LKIS Yorkshire & the Humber  
 
PHE’s Local Knowledge and Intelligence Services for Yorkshire and the Humber and the North 


East are merging to produce a more resilient team. This builds on the long-standing close 


working relationship between the two teams and many of you will already have worked with our 


North East colleagues. You will see a few changes in the coming months as we introduce the 


new team, develop more streamlined approaches and test out network and training 


opportunities across the larger patch. 


 
 


PHINE network events 
• The online Yorkshire and the Humber PHINE Network event that took place in June  


2020 evaluated well. This events gave Local Authorities the opportunity to share COVID 
and non-COVID related projects.  


• The next PHINE network event will be a joint online event between the North East and 


Yorkshire and the Humber on 7th October 1pm-4pm focusing on C-WorKS (COVID-19 


consequences: Want it, Know it, Share it). This online event aims to bring together 


people who are working on reset and recovery plans across the region following the 


impact of COVID-19. It builds on the main objective of C-WorKS, to share knowledge 


and intelligence projects and resources developed across the region, with the 


opportunity to pose questions. Speakers include: 


• Mark Lambert (NHS England & Improvement): Introduction to C-WorKS: 


Mark will describe how C-WorKS evolved from scoping work around the broader impacts 


of COVID-19 into a space for members to share their own resources, ask questions and 


proactively contact others who are working on the same issue. Mark will also reflect on 


its progress to date.  


• Claire Mathews (PHE) and Catherine Parker (Public Health South Tees): North East 


Health Inequalities Impact Assessment 


Claire and Catherine will talk about work being undertaken to identify health and social 


inequalities that may arise or be exacerbated as a consequence of COVID-19, and 


propose mitigation measures to reduce negative impacts on populations with the poorest 


health outcomes.  


• Kristin Bash and Caroline Tait (PHE): The impact of COVID-19 on health 


inequalities in Yorkshire and the Humber  


The Yorkshire and Humber Health and Wellbeing team are working with and supporting 


local partners in identifying, mitigating and monitoring the impact of the response to 


COVID19 on health inequalities in our region 


 



https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fkhub.net%2Fgroup%2Fphine-network-north-east%2Fgroup-library%2F-%2Fdocument_library%2FSz8Ah1O1ukgg%2Fview_file%2F316049568%3F_com_liferay_document_library_web_portlet_DLPortlet_INSTANCE_Sz8Ah1O1ukgg_redirect%3Dhttps%253A%252F%252Fkhub.net%253A443%252Fgroup%252Fphine-network-north-east%252Fgroup-library%252F-%252Fdocument_library%252FSz8Ah1O1ukgg%252Fview%252F315846597%253F_com_liferay_document_library_web_portlet_DLPortlet_INSTANCE_Sz8Ah1O1ukgg_redirect%253Dhttps%25253A%25252F%25252Fkhub.net%25253A443%25252Fgroup%25252Fphine-network-north-east%25252Fgroup-library%25253Fp_p_id%25253Dcom_liferay_document_library_web_portlet_DLPortlet_INSTANCE_Sz8Ah1O1ukgg%252526p_p_lifecycle%25253D0%252526p_p_state%25253Dnormal%252526p_p_mode%25253Dview&data=02%7C01%7CKatie.Dykes%40phe.gov.uk%7C44370a2956ba475fd02e08d83eb1a8e8%7Cee4e14994a354b2ead475f3cf9de8666%7C0%7C0%7C637328280045358095&sdata=wQ%2BH3%2FUztNdjcQ2rJ33zkD8cIpUr092cwcTM4y%2Bu4PM%3D&reserved=0
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This event will be hosted online via Microsoft Teams and will be free of charge. Places 


will be limited. Please visit the Eventbrite page for further details of the event, including 


how to register.  


 


Local work 
• Eye Health Needs Assessment data packs have now been developed for the South 


Yorkshire and Bassetlaw and Humber Coast and Vale sub-regions following the 


production of a West Yorkshire version last year. The aim of these data packs is to 


improve knowledge of eye health in relation to the perceived needs of the population and 


to use this information to improve the health and wellbeing of the local community and 


reduce inequalities around eye health. 


• Localised WICH reports have been developed for the Yorkshire and the Humber and the 


North East regions using data as at 23rd July from the Wider Impacts of COVID-19 on 


Health (WICH) monitoring tool referred to in the ‘focus of the month’ section. 


 


If you would like a copy of either of these resources please email: 


LKISYorkshireandHumber@phe.gov.uk 


 


 


Updates from PHE’s Population Health Analysis team 
• Excess mortality in England: weekly reports now available 


Since Monday 20 July PHE has been publishing weekly reports of excess mortality in 


England during the COVID-19 pandemic to help us understand how it has impacted the 


population. The reports will show how COVID-19 has affected mortality in England by 


comparing the number of deaths that would have been expected based on the previous five 


years. 


 


It will show excess mortality from all causes, and selected causes, for all persons and by age 


group, sex, region, place of death, ethnic group* and deprivation quintiles and will provide a 


percentage of the excess deaths caused by COVID-19. The tool will act as an objective and 


comparable measure of the scale of the pandemic over time. 


 


While the overall number of excess deaths in England estimated by this PHE model is 


similar to that estimated by ONS and EuroMOMO, our report adjusts for ageing of the 


population, the effect of Easter or bank holidays on the number of deaths registered and the 


underlying trend in death rates from year to year. This accounts for the variation seen in the 


ONS figures. Our report also includes a breakdown by ethnicity and deprivation quintile and 


a more detailed breakdown by age, sex and region. 


 


*Note: Ethnicity data will be published a week in arrears. 


 


• Adult Smoking Habits in the UK, 2019 



https://www.eventbrite.co.uk/e/phe-lkis-c-works-covid-19-consequences-want-it-or-know-it-share-it-tickets-116713889385

mailto:LKISYorkshireandHumber@phe.gov.uk

https://www.gov.uk/government/publications/excess-mortality-in-england-weekly-reports





6 


The Population Health Analysis team worked collaboratively with ONS on the release of 


Adult Smoking Habits in the UK, 2019 on 07 July 2020 which reports on cigarette smoking 


among adults including the proportion of people who smoke, their demographic 


breakdowns, changes over time, and e-cigarettes. 


 


In addition, there was an update to the Local Tobacco Control Profiles, with the following: 


o smoking prevalence data for 2019 including inequalities and the gap between smoking 


prevalence in routine and manual and other occupations 


o a NEW indicator to measure the gap in smoking prevalence by mental health status 


o more recent data for lung, oral and oesophageal cancer registrations for 2016-2018 


o more recent data for smoking related fires and fatalities caused by them for 2018/19 


 


Also updated by NHS Digital on 07 July 2020 were latest results and trends from the 


women's Smoking at time of delivery (SATOD) data collection in England. 


 


• Briefing statistics report: ABV levels in beer, cider and wine for the ‘in-home’ market 


PHE have produced a review of typical alcohol by volume (ABV) levels in beer, cider and 


wine purchased for the ‘in-home’ market. This report suggests the need for updating or 


further harmonisation of government survey questions relating to alcohol consumption, using 


the Health Survey for England (HSE) as an example. 


 


Health Intelligence Network updates 
 


• Cardiovascular disease 


o CVD prevent: new national primary care audit for CVD prevention 


PHE’s National Cardiovascular Health Intelligence Network (NCVIN) has been confirmed 


as the official analytical partner for the delivery of CVDPREVENT, the new national 


primary care audit for CVD prevention. NCVIN has been commissioned to work in 


partnership with NHS Digital and Healthcare Quality Improvement Partnership’s (HQIP) 


‘preferred provider’ who will provide the strategic governance for the audit and facilitate 


clinical and professional involvement.  


 


The audit will automatically extract routinely held GP data covering diagnosis and 


management of cardiovascular disease and the six high risk conditions that cause 


stroke, heart attack and dementia: atrial fibrillation (AF), high blood pressure, high 


cholesterol, diabetes, non-diabetic hyperglycaemia and chronic kidney disease. It will 


support primary care in understanding how many people with cardiovascular disease 


(CVD) or conditions that lead to a higher risk of developing CVD are potentially 


undiagnosed, under treated or over treated.  


 


Analysis and reporting of the audit will support systematic quality improvement to reduce 


health inequalities and improve outcomes for individuals and populations to support the 



https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthandlifeexpectancies/bulletins/adultsmokinghabitsingreatbritain/previousReleases

https://fingertips.phe.org.uk/profile/tobacco-control

https://digital.nhs.uk/data-and-information/publications/statistical/statistics-on-women-s-smoking-status-at-time-of-delivery-england

https://www.gov.uk/government/publications/abv-levels-in-beer-cider-and-wine-for-the-in-home-market

https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Fourwork%2Fclinical-policy%2Fcvd%2Fcvdprevent%2F&data=02%7C01%7CGwen.Doran%40phe.gov.uk%7C8d6379783309487e6a5d08d8386ab46c%7Cee4e14994a354b2ead475f3cf9de8666%7C0%7C0%7C637321378222024454&sdata=IihUYxMk5%2Fq5dXxx6yjhejmWstHad03g9znbMFHiNew%3D&reserved=0
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NHS Long Term Plan. The initial reporting outputs from CVDPREVENT are scheduled 


for March 2021. More information about CVDPREVENT is available here. 


 


Health Economics and Modelling 
• A report that updates the Alcohol Attributable Fractions with more recent data, previously 


estimated in 2013, has been published. The work provides estimates of the proportion of 


diseases that are associated with the consumption of alcohol, at a national level. It also 


provides updates relative risk estimates. 


• In July, it is planned to publish work that estimates the health and social care costs of a 


selection of diseases and multi-morbidities, at national level. 


• The redeveloped Spend and Outcomes Tool (SPOT) has now been published. Feedback 


from users is welcomed and can be provided by email.  


 


For further details on the Health Economics and Modelling work programme, please contact 


healtheconomics@phe.gov.uk. 


 


Methodological updates 
There has been a minor release to the PHEindicatormethods R package: the latest version is 


v1.3.2 – phe_dsr, phe_isr, phe_mean, phe_proportion, phe_rate, phe_smr and 


phe_life_expectancy functions have been amended to ensure that output data frames have the 


same grouping attributes as the input data frames. Previously the last grouping variable was 


dropped as this was the default applied by dplyr::summarise() but the latest release of dplyr 


allows the summarise() function to control output groupings. The package therefore now has a 


minimum version dependency on dplyr version v1.0.0. 


 


Knowledge and Library Services updates 
• Finding the evidence: Coronavirus 


PHE Knowledge and Library Services team (KLS) has produced this page to help those 


working on the current coronavirus outbreak to identify and access emerging evidence as it 


is published.  The page is produced by Public Health England as a resource for 


professionals working in public health, librarians and information professionals. 


 


Most of the resources are freely accessible but some may ask for an OpenAthens sign-in. It 


is therefore important that your OpenAthens details are up-to-date. PHE staff unable to 


access an article or a resource, can email libraries@phe.gov.uk for assistance. Non-PHE 


staff are advised to contact their local health librarian for support if necessary. 


 


• Discovery Service  


The LAPH Discovery Service allows a single search across a range of content from multiple 


information resources. It is designed to save time when looking for information and to allow 


resources to be “discovered” which might not have been found otherwise. Local authority 


public health teams can search and access the journal titles currently provided by PHE, 



https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Fourwork%2Fclinical-policy%2Fcvd%2Fcvdprevent%2F&data=02%7C01%7CGwen.Doran%40phe.gov.uk%7C8d6379783309487e6a5d08d8386ab46c%7Cee4e14994a354b2ead475f3cf9de8666%7C0%7C0%7C637321378222034449&sdata=eAgjB1%2B4iTrnmD%2Ff%2FdCeUciy00csLLpxEXzx4K3AiaE%3D&reserved=0

https://www.gov.uk/government/publications/alcohol-attributable-fractions-for-england-an-update

https://analytics.phe.gov.uk/apps/spend-and-outcomes-tool/

mailto:healtheconomics@phe.gov.uk

https://phelibrary.koha-ptfs.co.uk/coronavirusinformation/

https://phelibrary.koha-ptfs.co.uk/openathens/

mailto:libraries@phe.gov.uk

https://www.hlisd.org/

http://search.ebscohost.com/login.aspx?authtype=athens&profile=eds&groupid=main
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along with the nationally procured content journals. There are new additions for 2020, details 


available here.  


 


• Evidence briefings 


Evidence briefings are a summary of the best available evidence that has been identified 


and selected from research using systematic and transparent search methods in order to 


answer a specific question. Please note, the findings are not quality assessed or critically 


appraised. The evidence briefings are available here. 


 


• Practice examples 


Practice examples aim to share the learning from public health practitioners’ experience of 


developing and implementing public health programmes and projects. They embed local, 


regional and national descriptions of service practice or service case studies, bringing 


together public health practitioners’ rich sources of knowledge on evidence and intelligence 


 


Data releases 
 


• Subnational ageing tool 


As part of ONS’s role in providing data to help inform decision-making, a new interactive tool 


for local authorities and service providers across the UK has been produced. It provides 


insight into the local areas which have, or are projected to have, high populations of older 


people. Enabling users to identify other parts of the country with similar populations, it could 


facilitate sharing of best practice between local authorities with similar populations. 


Alongside this, an article looking at how even neighbouring local authorities can have 


considerably different ageing profiles, using the example of Brighton and Hove compared 


with nearby Lewes has also been published. 


 


• Deaths involving Covid-19 by local area and socioeconomic deprivation 


ONS have published provisional counts of the number of deaths and age-standardised 


mortality rates involving the coronavirus (COVID-19) between 1 March and 30 June 2020 in 


England and Wales. Figures are provided by age, sex, geographies down to local authority 


level and deprivation indices. The publication includes an interactive map, a report, and 


downloadable data.  


 


• Upcoming releases 


Over the summer, you can keep up to date with the upcoming public health data releases on 


the PHE National Health Intelligence Khub where we publish our Public Health Intelligence 


Calendar. The calendar provides a list of the data and statistics of public health interest due 


to be published in the following two weeks. The calendar is published weekly on a Friday. If 


you need assistance registering or using Knowledge Hub, please email us on 


LKISYorkshireandHumber@phe.gov.uk 


 


 



https://phelibrary.koha-ptfs.co.uk/wp-content/uploads/sites/27/2020/02/2020NewtitlesLAPH.pdf

https://phelibrary.koha-ptfs.co.uk/briefings/

https://phelibrary.koha-ptfs.co.uk/practice-examples/

https://lnks.gd/l/eyJhbGciOiJIUzI1NiJ9.eyJidWxsZXRpbl9saW5rX2lkIjoxMDQsInVyaSI6ImJwMjpjbGljayIsImJ1bGxldGluX2lkIjoiMjAyMDA3MjAuMjQ2MDMwNjEiLCJ1cmwiOiJodHRwczovL3d3dy5vbnMuZ292LnVrL3Blb3BsZXBvcHVsYXRpb25hbmRjb21tdW5pdHkvYmlydGhzZGVhdGhzYW5kbWFycmlhZ2VzL2FnZWluZy9hcnRpY2xlcy9zdWJuYXRpb25hbGFnZWluZ3Rvb2wvMjAyMC0wNy0yMCJ9.luLd9IgNZJANwq25U6H4bZVtMGtOVX49mLSBhv24roU/s/961315232/br/81234913172-l

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/ageing/articles/livinglongertrendsinsubnationalageingacrosstheuk/2020-07-20

https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/causesofdeath/articles/deathsinvolvingcovid19interactivemap/2020-06-12

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/deathsinvolvingcovid19bylocalareasanddeprivation/deathsoccurringbetween1marchand30june2020

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/datasets/deathsinvolvingcovid19bylocalareaanddeprivation

https://khub.net/group/phe-local-knowledge-and-intelligence-services/group-library/-/document_library/Sz8Ah1O1ukgg/view/160843596

mailto:LKISYorkshireandHumber@phe.gov.uk
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• Public Health Intelligence training 


Due to the impact of COVID-19, LKIS has suspended delivery of the face-to-face training 


courses set out in our training prospectus. We are working hard behind the scenes to 


transfer some of our training offer online to enable us to continue to support local systems. 


 


o Foundations of population health intelligence 


The e-learning modules (F1 and F2) remain available on the Public Health Intelligence 


programme on e-LfH. We are working to transform F3 A foundation course in population 


health intelligence from a one-day face-to-face course to a series of shorter online 


sessions. We aim to pilot this in Autumn 2020.  


 


o Core skills for population health intelligence 


This four-day course covers in depth the core skills and knowledge required to analyse 


and communicate population health intelligence. We are aiming towards a more blended 


approach for this course in the future, moving some of the content into e-learning and 


perhaps delivering some aspects online. However, as face-to-face delivery remains an 


important component, this course is unlikely to run again until that is possible.  


 


 


 


o Population health management 


Three new e-learning modules on population health management have recently been 


published (June 2020) representing the first components of a Population Health 


Management programme on e-LfH. These have been developed by LKIS in partnership 


with NHS England and NHS Improvement and cover:  


• Introduction to population health management 


• Assessing needs 


• A practical introduction to population segmentation 


 


o Specialist courses & PHE population health intelligence tools 


Some of these may become available as online courses – contact your LKIS Yorkshire 


and the Humber for details. In the meantime, S1 Health economics and prioritisation in 


public health is available as two e-learning modules on e-LfH, and in the absence of face-


to-face training, you may also find these online resources useful:  


 


 


Course Resource type Content 


S2 Critical appraisal 


skills 


Videos 


1. Formulating an answerable search question 


2. Tips and tricks for search terms 


E-learning 


modules 


Literature searching: building the foundations, 


developing the skills, applying the skills 



https://khub.net/documents/160807445/161060473/Population+Health+Intelligence+Training+Prospectus.pdf/5c6f2cf8-6338-815b-7620-5b9d13d48578?t=1576493412057

https://portal.e-lfh.org.uk/Component/Details/533891

https://portal.e-lfh.org.uk/Component/Details/533891

https://www.e-lfh.org.uk/programmes/population-health-management/

https://www.e-lfh.org.uk/programmes/population-health-management/

https://portal.e-lfh.org.uk/Component/Details/482587

https://phelibrary.koha-ptfs.co.uk/videos/

https://www.e-lfh.org.uk/programmes/literature-searching/

https://www.e-lfh.org.uk/programmes/literature-searching/
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T1 Public Health 


profiles 
Video An introduction to the PHE Fingertips tool 


  Video An introduction to the PHOF 


T2 SHAPE Place Video 


Introduction to GP primary care data and how to 


visualise a PCN 


T3 Global Burden of 


Disease 
Video 


Global burden of disease: What is it? How to access the 


results 


T6 Health 


economics tools 
Videos 


Air pollution 


Best start in life 


Cardiovascular disease 


Falls prevention 


Sexual & reproductive health 


SPend and Outcome Tool (SPOT) 


 


Finally, if you have a training need, either included in the prospectus or not, then please email 


us on LKISYorkshireandHumber@phe.gov.uk. 


 


 


• PHE National Health Intelligence Knowledge hub group 


National content (such as the Public Health Intelligence Calendar and updates on PHE tools 


and products) is now being posted on the PHE National Health Intelligence group.  


 


Reference material includes: 


o A series of guides to support access to key datasets 


o Technical guidance on using Fingertips and the Fingertips R package 


o A ‘Signposting guide’ with links to online health data tools and resources 


o Our population health intelligence training prospectus 


o Contact details for webinars, regional networks and other events. 


 


This beta version has been made available at an early stage so that we can take on board 


your views as we develop it further. Please email us on 


LKISYorkshireandHumber@phe.gov.uk with your comments and suggestions on how the 


group can be improved. 


 


Local updates will continue to be posted on the PHE Yorkshire and the Humber Khub 


group, though this is set to merge with the North East going forward. 


 


National and local PHE groups can also be accessed by visiting the PHE network home 


page, where you will find instructions on how to set PHE as your home network and locate 



https://www.youtube.com/watch?v=j_8WJUDldb8&feature=youtu.be

https://khub.net/documents/160807445/161060473/PHOF+Video+Slides+November+2019.pptx/11f5601f-2155-a370-77ca-ff50058d0135?t=1574179182453

https://www.youtube.com/watch?v=iPrU2OA-VZw&feature=youtu.be

https://www.youtube.com/watch?v=CjMqoFja_e4&feature=youtu.be

https://www.youtube.com/watch?v=a_Xiq1L8zws&feature=youtu.be

https://youtu.be/DjiSBUoYJh4

https://www.youtube.com/watch?v=TO8mpfQvmf0&feature=youtu.be

https://youtu.be/_d8yiD_Ra_s

https://khub.net/group/phe-local-knowledge-and-intelligence-services/group-library/-/document_library/Sz8Ah1O1ukgg/view_file/336113585?_com_liferay_document_library_web_portlet_DLPortlet_INSTANCE_Sz8Ah1O1ukgg_redirect=https%3A%2F%2Fkhub.net%3A443%2Fgroup%2Fphe-local-knowledge-and-intelligence-services%2Fgroup-library%2F-%2Fdocument_library%2FSz8Ah1O1ukgg%2Fview%2F202970681%3F_com_liferay_document_library_web_portlet_DLPortlet_INSTANCE_Sz8Ah1O1ukgg_redirect%3Dhttps%253A%252F%252Fkhub.net%253A443%252Fgroup%252Fphe-local-knowledge-and-intelligence-services%252Fgroup-library%253Fp_p_id%253Dcom_liferay_document_library_web_portlet_DLPortlet_INSTANCE_Sz8Ah1O1ukgg%2526p_p_lifecycle%253D0%2526p_p_state%253Dnormal%2526p_p_mode%253Dview

https://youtu.be/f1sadi2w0fA

mailto:LKISYorkshireandHumber@phe.gov.uk

https://khub.net/group/phe-local-knowledge-and-intelligence-services

https://khub.net/group/phe-local-knowledge-and-intelligence-services

mailto:LKISYorkshireandHumber@phe.gov.uk

https://khub.net/web/guest/phe

https://khub.net/web/guest/phe
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PHE groups, along with hints, tips and other resources to maximise the benefits of being 


part of the network. 


 


• All Our Health: e-learning sessions 


Public Health England has launched new free bite-sized e-learning sessions, developed in 


partnership with Health Education England, to improve the knowledge, confidence and skills 


of all health and care professionals in preventing illness, protecting health and promoting 


wellbeing. The sessions cover some of the biggest issues in public health and they contain 


signposting to trusted sources of helpful evidence, guidance and support to help 


professionals embed prevention in their everyday practice.  


 


Useful information 
 


• Links to key tools and sources of information: 


o The PHE data and analysis tools site is a single point of access for data and analysis 


tools from across PHE 


o The Public Health Profiles page covers a range of health and wellbeing themes to 


support Joint Strategic Needs Assessments and commissioning 


o Information about local knowledge and intelligence products and services are shared on 


the PHE Yorkshire and the Humber Knowledge hub site.  


 


• Release dates for public health statistics are included in the calendars below: 


o gov.uk/government/statistics/announcements 


o content.digital.nhs.uk/pubs/calendar 


o ons.gov.uk/ons/release-calendar/index.html.  


 


Enquiry service 
 


The PHE Local Knowledge and Intelligence Service Yorkshire and the Humber operate an 


enquiry service. Please send your questions and information requests to: 


LKISYorkshireandHumber@phe.gov.uk  


 


 



http://www.e-lfh.org.uk/programmes/all-our-health/

https://www.gov.uk/guidance/phe-data-and-analysis-tools

http://fingertips.phe.org.uk/

http://www.gov.uk/government/statistics/announcements

http://content.digital.nhs.uk/pubs/calendar

http://www.ons.gov.uk/ons/release-calendar/index.html

mailto:LKISYorkshireandHumber@phe.gov.uk
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Learning Webinar from the North West BSPHN Hub 


Tailored Approaches for 


Addressing Health Inequalities during COVID-19 


Wednesday 23rd September 2020 


13:00- 14:30pm 


(Webinar joining details are enclosed on our Eventbrite page) 


Agenda 


  Time  Topic & Speaker 


13.00 – 
13.10   


Welcome address – tbc   


 
Handover to Facilitator & Outline of the Session – 
 
 Dr Rory McGill, SpR Public Health  


 


13.10 – 
13.30  


Achieving Behaviour Change: A guide for local government and partners 
  
Dr Paul Chadwick, Associate Professor and Deputy Director of the Centre for Behaviour 


Change, University College London 


 


13.30 – 
13.45   


Using behavioural science to develop public health messages for ethnic minority groups 
 
Dr Atiya Kamal, Health Psychologist and Senior Lecturer at Birmingham City University  


13.45 – 


14.00  


Promoting health checks for adults with learning diabilities 


  


Hilary Gardener, Strategic Liaison Nurse - Primary Care, Hertfordshire County Council 


 


14.00 – 
14.15  


Increasing uptake of the flu vaccine - a behavioural science approach 
  
Speaker tbc 


 


14.15 – 
14.30   


Q & A – All  
Summary and close of webinar   


 


Please note: Programme is subject to change at short notice. 
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PHE Children, Young People and Families

Monthly Update

August 



April 2016























Information/Resources









		New practice examples now available: sexual and reproductive health services



		

PHE Knowledge and Library Services have published a new page of practice examples: Adapting sexual and reproductive health services in response to COVID-19: examples of practice.



These are intended to briefly capture details of how services have swiftly adapted to ensure continued provision of essential services, particularly for underserved populations. The practice examples were collected by PHE from local sexual and reproductive health providers and commissioners. 



There are some really great examples of how sexual health services have used texts, video, and other digital services to maintain outreach and delivery to a range of different users.





		

Related weblinks: Other collections including community centred approaches, health inequalities, and screening are available on the Practice Examples homepage.





		

Contact for more information: Email: libraries@phe.gov.uk or Telephone: (020) 368 20600   











		New indicators about healthy pregnancy to be published on 2 September



		

 Preparing for and then having a healthy pregnancy improves outcomes for mother and baby. New indicators for smoking, obesity, early access to maternity services, folic acid supplement use and alcohol and substance use in early pregnancy based on data for 2018 to 2019 from the Maternity Services Dataset version 1.5 are due for publication on 2 September. Data is presented at a national level, with most indicators also available at regional level and for upper tier local authorities, clinical commissioning groups and local maternity systems. The indicators include information about inequalities. They complement data on the percentage of babies whose first feed is breastmilk which was published in March 2020.







		

Related weblinks: https://www.gov.uk/government/statistics/announcements/healthy-pregnancy-indicators 





		

Contact for more information: chimat@phe.gov.uk (Helen Smith)











		Healthcare Safety Investigation Branch (HSIB) ‘Neonatal collapse alongside skin-to-skin contact’



		The report focuses on the importance of clinical monitoring to ensure that babies are as safe as possible during skin-to-skin contact following birth and identifies a small number of cases (1.8% of 335 total cases investigated) in which skin-to-skin contact, alongside other potential causative factors, may have contributed to the sudden unexpected postnatal collapse (SUPC) of babies. 



The Unicef UK Baby Friendly Initiative has worked with HSIB to ensure that the report is a key learning document, emphasising the importance of skin to skin whilst providing support for healthcare services to maintain safety at all times. The number of babies identified who experienced SUPC is very small, but every case is devastating and so it is important to bear in mind the key learnings of the report.



To help answer any queries that may arise with managers, staff or parents please find attached some Q&As which we hope you will find helpful. 



BFI ask that you please have the latest version of the Baby Friendly sample infant feeding policy document and be sure that all staff are trained to follow this policy. We are also recommending that : 

· maternity services review their own policies to ensure that these adhere to the recommendations

· the recommendations are disseminated to staff as soon as possible and are included in future staff updates

· all staff are enabled to implement the findings effectively.













		

Related weblinks: 



https://www.unicef.org.uk/babyfriendly/baby-friendly-resources/implementing-standards-resources/skin-to-skin-contact/ 









		Vaccinations in the UK statement published RCPCH



		

RCPCH Home



Our newly published Vaccinations in the UK position statement that has been developed by Helen Bedford, which you can see here. 



This has come at a timely point as we head into our winter planning and with the recent NHS announcement of their plans to expand the flu vaccination programme this year. We have included recommendations to Government as well as what the College is doing to promote immunisation. 



Please do share this statement with your colleagues and amongst your networks. 













		Important Safety Messaging for Parents and Carers



		

We’re all taking measures to reduce our own and other’s risk of Covid-19, however there are a few messages that we want to ensure get out to parents and carers to help reduce young children’s risk of wider harm:

Hand Sanitisers

· “Make sure you store hand sanitiser safely out of reach of children”

· 

· “Little hands can be very curious! Be careful if using hand sanitiser gels and wipes around young children, and make sure you store them out of their reach”



Household Cleaning Products

· “Cleaning and disinfecting surfaces and objects that you touch regularly can help to reduce the spread of infections such as coronavirus.  Always remember to follow the manufacturer’s instructions and don’t mix different cleaning products together” 



Please do share these messages amongst your networks. The links to some recent PHE tweets highlighting these messages are imbedded, please do retweet these if you use twitter. 

















		

PHE launches Better Health - Every Mind Matters campaign to support children and young people





		

The past few months have been hard on everyone, including children and young people. As we all adapt to a new normal, children and young people will experience a range of stressors: whether it’s catching up with missed education, starting new schools or colleges or building relationships with friends again.

That’s why Public Health England (PHE) is launching a new Better Health – Ever Mind Matters campaign to support children and young people to look after their mental wellbeing. The campaign will launch in early September aimed at young people aged 13-18 and parents and carers of children and young people from 5-18, with additional engagement provided via school resources. It is delivered in partnership with the NHS and the voluntary sector.

The activity aimed at parents and carers will use PR, radio, print, digital and partnership channels to raise awareness of the actions they can take to support their children and young people’s mental health. A range of assets will be available to partners on the Campaign Resource Centre to help with local activation. Teachers will find top tips on supporting pupils with their mental health on PHE’s School Zone website.











		Barnardos



		

https://www.barnardos.org.uk/support-hub 



https://www.barnardos.org.uk/see-hear-respond/professional-referral-form 



We will be looking towards existing exploitation services/networks to establish need and identification and how we can galvanise an integrated model of support for:



        Those with SEND who have other associated harms such as exploitation

        Children out of the home at risk of criminal and sexual exploitation (working in outreach detached settings)

        BAMER children (who are not being seen or reached)



Key themes for the group:



· C&YP with Autism/MHWB issues and possible risks linked to exploitation – we have Autism west midlands linked and we are exploring the overlap between their offer and exploitation work

· Continue to promote referrals for exploitation – please raise and issues with me/Tracey

· Only 6 regional referrals under “exploitation” – developing feedback mechanism for local authorities – related to the data sharing stuff.





If any Exploitation service would like to register as a delivery partner, please contact Tracey. 



		For further information contact Tracey Demers <tracey.demers@barnardos.org.uk>









		EMBARGOED: How local councils are leading the way to promote better mental health 



		



















		Nitrous oxide resources enquiry. Are spent canisters dangerous?



		

 

CRCE Advice

We have considered the health implication of abandoned canisters. This advice specifically relates to discarded canisters and does NOT relate to the risks posed by intentional, recreational inhalation of the gas.  The message that the “no risk” assessment refers to the discarded / empty cannisters and not the gaseous contents.



Nitrous Oxide (N2O) is a naturally occurring gas that is colourless, non-flammable and sweet tasting. It is commonly known as Laughing Gas. The gas is an oxidising agent and in sufficient quantities can intensify fires. Its chemical identifiers are 



· UN Number: 1070

·  CAS Number 10024-97-2.   



Acute health effects can include the following: -



· Eye: Not irritating to the eye.

· Skin: Not irritating to the skin.

· Inhaled:

· Inhalation of small amounts of Nitrous Oxide may produce euphoria. Large doses mixed with air or oxygen induces anaesthesia.

· High concentrations inhaled for a few seconds may cause hysterical laughter or apparent intoxication.

· Nitrous oxide, despite being an oxidiser, cannot replace oxygen in the human body. By diluting the oxygen concentration in air below the level necessary to support life; nitrous oxide can act as an asphyxiant.



The standard cartridges associated with recreational use are usually of metal construction and are of the type used by the food industry to froth cream. Nitrous oxide is used because it dissolves easily into the cream and does not cause the cream to oxidize. The gas is a food grade material and when used as intended poses no risk to health.



Recreational users typically open the cartridge and release the gas into a balloon which is then used to inhale the gas in a controlled manner. The empty cartridge is then discarded.



The cartridges themselves do not pose a physical or chemical health hazard.   Whilst they are being discharged they may experience a significant cooling effect as the pressurised gas is rapidly released and allowed to expand. However, once discarded the metal canisters would rapidly return to the ambient temperature. After use it is unlikely that there is any residual nitrous oxide in the cartridge as once the cartridge seal is punctured the gas will escape into the environment. The cartridges are typically made from recyclable steel.



Having considered the above, it is our opinion that the discarded used cartridges do not in themselves pose any significant risk to health. 



For your information I have included some additional details on Nitrous Oxide below. 



Use as a recreational drug

Recreational users typically inhale via a balloon inflated with the gas. There are health risks associated with the recreational use of nitrous oxide.



		

Related weblinks:

The Government-funded drugs advice service FRANK emphasises that inhaling nitrous oxide directly from the canister is “very dangerous because the gas is under such high pressure. It can cause a spasm of the throat muscle and stop a person breathing.”

FRANK also says that nitrous oxide can cause:

· severe headache

· dizziness

· stop people thinking straight

· short-lived but intense feelings of paranoia.

The Advisory Council on the Misuse of Drugs advises the Government on the control of dangerous drugs. It says that long-term use of nitrous oxide can lead to vitamin B12 deficiency. In severe cases this can lead to neurological changes.



The house of commons library published a summary on the issues surrounding nitrous oxide on 20th July 2020. The full document can be found via the following link https://commonslibrary.parliament.uk/home-affairs/crime/nitrous-oxide-no-laughing-matter/ -

Legitimate uses of nitrous oxide

Nitrous oxide (N2O) is a colourless gas discovered by Joseph Priestly in 1772. In human and veterinary medicine, it is used with oxygen as an anaesthesia due to its pain-relieving effects. It is often referred to as ‘laughing gas’ because it can give those who inhale it a euphoric mood. Other legitimate uses of nitrous oxide include as a fuel additive and as an approved food additive when used as a propellant for whipped cream.





		

Contact for more information:



If you need any additional information or advice please do not hesitate to contact us.



Karen.saunders@phe.gov.uk



Allister Gittins

Environmental Public Health Scientist

Environmental Hazards and Emergencies Department (EHED)

Centre for Radiation, Chemical and Environmental Hazards (CRCE)

Public Health England

OOH/Duty Desk Telephone Number  0300 303 3049

General Incident/Enquiry Email:CRCE-EHE@phe.gov.uk











		Department of Health and Social Care Consultation



		

						Share your views. View in Browser 







		 

[image: Alternate text]







		 

[image: Calorie labels on food]

								







		As part of the government's new obesity strategy, we have recently launched a consultation on front of pack nutrition labelling in the UK. 

 

We want your view on: 

· the current 'traffic light' scheme 

· new international examples

· including the latest dietary advice on sugar and fibre 







		[image: Have your say >> ]

























										



























		





 





















		

Related weblinks:

						













						Follow us
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Contact Us

 

Complete our web form or write to us at:                                 

Ministerial Correspondence and Public Enquiries

Department of Health and Social Care,

39 Victoria Street,

London

SW1H OEU
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UNICEF UK BABY FRIENDLY INITIATIVE  
H S I B  N A T I O N A L  L E A R N I N G  R E P O R T :  N E O N A T A L  
C O L L A P S E  A L O N G S I D E  S K I N - T O - S K I N  C O N T A C T   



Frequently asked questions for infant feeding leads   
 
Q. Should infants have skin-to-skin? If it is not safe, why should we promote it?  
 
Skin-to-skin contact has numerous benefits for mother and baby and with appropriate 
monitoring and support is very safe. The incidence of SUPC is very small compared with 
the number of babies born in the UK and it is almost always associated with an underlying 
medical condition in the baby or inadequate monitoring and support in the very early 
postnatal period.  
 
Q. Is it safe to engage in skin-to-skin contact during the Covid-19 pandemic? 
 
Yes, skin-to-skin contact should still be encouraged within WHO, RCOG/RCM, 
RCPCH/BAPM and local Trust guidelines. See our Covid-19 page for more information.  
 
Q. How are services expected to cope with limited staff? 
 
The immediate post-birth period is a vulnerable time for mothers and babies and so, 
regardless of whether they are in skin-to-skin contact (or if the baby is in a cot), both 
mother and baby need to be closely observed in line with up-to-date Trust policies and 
guidelines. Staff should have a conversation with the mother and her companion about 
recognising any changes in the baby’s condition and how to alert staff immediately if they 
are concerned. If staff shortages make close observation and/or the ability of staff to be 
able to respond to parents’ concerns immediately impossible, then the appropriate 
reporting mechanisms and actions should be put in place. 
 
Q. What are the key facts and learnings from this report? 



 
Key learnings from this report arise from the HSIB maternity investigation programme 
report (March 2020) which identified eight main themes requiring further exploration, 
including that of sudden unexpected postnatal collapse (SUPC). In their findings, the 
number of SUPC incidents was small compared to the number of term babies who had 
skin-to-skin contact at birth (82% of 603,766 births in England 2018/19) (NHS Digital, 
2019), however these incidents may be avoided in the future and so learning is essential. 
Learning observations include:  



▪ Based on the evidence, a baby who is born apparently well, with good Apgar scores 
[1], can be safely laid skin-to-skin with the mother or parent and requires close 
observation in the first minutes after birth. 



▪ Apgar scores must be attributed using close clinical observation of the baby. This 
can be achieved with the baby remaining in skin-to-skin contact. There may be a 
need to interrupt skin-to-skin contact briefly to ensure Apgar scoring is assessed 
accurately. 





https://www.unicef.org.uk/babyfriendly/COVID-19/








▪ Vigilant observation of the mother and baby should continue, with prompt removal 
of the baby if the health of either gives concern. 



▪ Mothers should be encouraged to be in a semi recumbent (half lying, half sitting) 
position to hold and feed their baby, ensuring the mother can see the baby’s face.  



▪ Care should be taken to ensure that the baby’s position is such that their airway 
remains clear and does not become obstructed. 



▪ Staff should have a conversation with the mother and her companion about 
recognising any changes in the baby’s condition. 



▪ Always listen to parents and respond immediately to any concerns raised. 
▪ Medicines given to the mother should be considered when discussing skin-to-skin 



contact. Pain relief given to mothers can affect their ability to observe and care for 
their baby. 



▪ Additional risk factors should be considered. The level of risk for SUPC when a baby 
is in skin-to-skin contact can increase with, for example, increased maternal body 
mass index, antenatal use of opiate medication, sedation, and staff’s focus on other 
tasks. 
 



Q. What is the Baby Friendly standard on skin-to-skin contact?  
  



Skin-to-skin contact is a key component of the Baby Friendly standards. It helps the baby 
to adjust to life outside the womb and is highly important for supporting mothers to initiate 
breastfeeding and to develop a close, loving relationship with their baby. The Baby Friendly 
standards require that skin-to-skin contact are valued and supported.  



Maternity services are required to ensure that:  



1. All mothers (irrespective of feeding method) have skin-to-skin contact with their 
baby after birth, at least until after the first feed and for as long as they wish. 



2. All mothers are encouraged to offer the first feed in skin contact when the baby 
shows signs of readiness to feed. 



3. Mothers and babies who are unable to have skin contact immediately after birth are 
encouraged to commence skin contact as soon as they are able, whenever or 
wherever that may be. 



Neonatal services are required to ensure that: 



1. Parents have a conversation with an appropriate member of staff as soon as 
possible about the importance of touch, comfort and communication for their baby’s 
health and development. 



2. Parents are actively encouraged to provide comfort and emotional support for their 
baby including prolonged skin contact, comforting touch and responsiveness to their 
baby’s behavioural cues. 



3. Mothers receive care that supports the transition to breastfeeding, including the use 
of skin-to-skin contact to encourage instinctive feeding behaviour. 
 
 
 











Q. What recommendations are Unicef UK Baby Friendly Initiative making for 
skin-to-skin contact?   
 



The Unicef UK Baby Friendly Initiative welcomes this report and recommends that 
maternity services ensure their own policies are up to date and that they adhere to the 
recommendations. It is also recommended that all staff are enabled to implement the 
findings effectively and that any policy changes are disseminated to staff, including as part 
of future updates, as soon as possible. 



 
Services should continue to be vigilant to the baby’s wellbeing as part of fundamental 
postnatal care immediately following and in the first few hours after birth. Normal 
observations of the baby’s temperature, breathing, colour and tone should continue 
throughout the period of skin-to-skin contact in the same way as would occur if the baby 
were in a cot (this includes calculation of the Apgar score at 1, 5 and 10 minutes following 
birth). Care should always be taken to ensure that the baby is kept warm. Observations 
should also be made of the mother, with prompt removal of the baby if the health of either 
gives rise to concern. Staff should have a conversation with the mother and her companion 
about the importance of recognising changes in the baby’s breathing, colour or tone and 
the need to alert staff immediately if they are concerned. 



 
It is important to ensure that the baby cannot fall on to the floor or become trapped in 
bedding or by the mother’s body. Mothers should be encouraged to be in a semi-
recumbent position to hold and feed their baby. Particular care should be taken with the 
position of the baby, ensuring the head is supported so the infant’s airway does not 
become obstructed 



 
Notes – Mothers 
 



▪ Observations of the mother’s vital signs and level of consciousness should be 
continued throughout the period of skin to skin contact. Mothers may be very tired 
following birth and so may need constant support and supervision to observe 
changes in their baby’s condition or to reposition their baby when needed 



▪ Many mothers can continue to hold their baby in skin to skin contact during 
perineal suturing, providing they have adequate pain relief. However, a mother who 
is in pain may not be able to hold her baby safely. Babies should not be in skin to 
skin contact with their mothers when they are receiving Entonox or other analgesics 
that impact consciousness. 



Notes – Babies 



All babies should be routinely monitored whilst in skin to skin contact with mother or 
father. Observation to include: 



▪ Checking that the baby’s position is such that a clear airway is maintained– observe 
respiratory rate and chest movement. Listen for unusual breathing sounds or 
absence of noise from the baby 











▪ Colour – the baby should be assessed by looking at the whole of the baby’s body as 
the limbs can often be discoloured first. Subtle changes to colour indicate changes 
in the baby’s condition 



▪ Tone – the baby should have a good tone and not be limp or unresponsive 
▪ Temperature – ensure the baby is kept warm during skin contact. 



Always listen to parents and respond immediately to any concerns raised 
 
 



Q. What is skin-to-skin contact?  
 
Skin-to-skin contact is usually referred to as the practice where a baby is dried and laid 
directly on their mother’s bare chest after birth, both of them covered in a warm blanket 
and left for at least an hour or until after the first feed. Skin-to-skin contact can also take 
place any time a baby needs comforting or calming and to help boost a mother’s milk 
supply. Skin-to-skin contact is also vital in neonatal units, where it is often known as 
‘kangaroo care’, helping parents to bond with their baby, as well as supporting better 
physical and developmental outcomes for the baby. For additional information, see this 
video on meeting baby for the first time.  
 
Q. Why is skin-to-skin contact so important? 
  
There is a growing body of evidence that skin-to-skin contact after the birth helps babies 
and their mothers in many ways.  



▪ Calms and relaxes both mother and baby 
▪ Regulates the baby’s heart rate and breathing, helping them to better adapt to life 



outside the womb 
▪ Stimulates digestion and an interest in feeding 
▪ Regulates temperature 
▪ Enables colonisation of the baby’s skin with the mother’s friendly bacteria, thus 



providing protection against infection 
▪ Stimulates the release of hormones to support breastfeeding and mothering. 



Additional benefits for babies in the neonatal unit 



▪ Improves oxygen saturation 
▪ Reduces cortisol (stress) levels particularly following painful procedures 
▪ Encourages pre-feeding behaviour 
▪ Assists with growth 
▪ May reduce hospital stay 
▪ If the mother expresses following a period of skin-to-skin contact, her milk volume may 



improve and the milk expressed will contain the most up-to-date antibodies 



For more information on what happens during skin-to-skin contact, see our page on skin-
to-skin  
 
 





https://www.youtube.com/watch?v=0vzW9qPz3So


https://www.unicef.org.uk/babyfriendly/news-and-research/baby-friendly-research/research-supporting-breastfeeding/skin-to-skin-contact/


https://www.unicef.org.uk/babyfriendly/news-and-research/baby-friendly-research/research-supporting-breastfeeding/skin-to-skin-contact/


https://www.unicef.org.uk/babyfriendly/news-and-research/baby-friendly-research/research-supporting-breastfeeding/skin-to-skin-contact/


https://www.unicef.org.uk/babyfriendly/baby-friendly-resources/implementing-standards-resources/skin-to-skin-contact/


https://www.unicef.org.uk/babyfriendly/baby-friendly-resources/implementing-standards-resources/skin-to-skin-contact/








 
Q. What happens during skin-to-skin contact?  
 
When a mother holds her baby in skin to skin contact after birth it initiates strong 
instinctive behaviours in both. The mother will experience a surge of maternal hormones 
and begin to smell, stroke and engage with her baby. Babies’ instincts after birth will drive 
them to follow a unique process, which if left uninterrupted will result in them having a 
first breastfeed. If they are enabled to familiarise themselves with their mother’s breast and 
achieve self-attachment it is very likely that they will recall this at subsequent feeds, 
resulting in fewer breastfeeding problems. 



After birth, babies who are placed skin-to-skin on their mother’s chest will: 



▪ Initially cry briefly – a very distinctive birth cry 
▪ Enter a stage of relaxation, where they display very little movement as they recover 



from the birth 
▪ Start to wake up, opening their eyes and showing some response to their mother’s 



voice 
▪ Begin to move, initially little movements, perhaps of the arms, shoulders and head 
▪ As these movements increase the baby will draw up their knees and appear to move or 



crawl towards the breast 
▪ Once they have found the breast, they will tend to rest for a little while (often this can 



be mistaken as the baby being not hungry or not wanting to feed) 
▪ After a period of rest the baby will start to familiarise with the breast, perhaps by 



nuzzling, smelling and licking around the area. This familiarisation period can last for 
some time and is important so should not be rushed. Sometimes it is tempting to help 
baby to attach at this time but try to remain patient to allow them to work out how best 
to attach themselves. 



▪ Finally, baby will self-attach and begin to feed. It may be that mother and baby need a 
little help with positioning at this stage. 



▪ Once baby has suckled for a period of time, they will come off the breast and often both 
mother and baby will fall asleep. 



Most term healthy babies will follow this process, providing it is not interrupted by 
anything, for example taking the baby away to weigh, or the mother going for a shower. 
Interrupting the process before the baby has completed this sequence or trying to hurry 
them through the stages may lead to problems at subsequent breastfeeds.  



 
Additional resources from the Unicef UK Baby Friendly Initiative:  



▪ Information on skin-to-skin  
▪ Guide to the Baby Friendly standards 
▪ Research on supporting breastfeeding and skin-to-skin  



 
 
 





https://www.unicef.org.uk/babyfriendly/baby-friendly-resources/implementing-standards-resources/skin-to-skin-contact/


https://www.unicef.org.uk/babyfriendly/baby-friendly-resources/implementing-standards-resources/guide-to-the-standards/


https://www.unicef.org.uk/babyfriendly/news-and-research/baby-friendly-research/research-supporting-breastfeeding/skin-to-skin-contact/
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Providing feedback and comment  
on HSIB reports



At HSIB we welcome feedback on our investigation 
reports. The best way to share your views and 
comments is to email us at enquiries@hsib.org.uk
We aim to provide a response to all correspondence 
within five working days.



This document, or parts of it, can be copied without 
specific permission providing that the source is 
duly acknowledged, the material is reproduced 
accurately, and it is not used in a derogatory 
manner or in a misleading context. 



www.hsib.org.uk/tell-us-what-you-think



© Healthcare Safety Investigation Branch 
copyright 2020.





http://www.hsib.org.uk/tell-us-what-you-think
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Foreword by Unicef UK
 



Sue Ashmore, Programme Director, Unicef UK 
Baby Friendly Initiative 
We welcome this report and the valuable insights 
it provides. While the incidence of sudden 
unexpected postnatal collapse (SUPC) is small, the 
impact for the families involved can be devastating 
and lifelong and so we must do everything we can 
to learn from this investigation. 



Over the last 20 years a large body of evidence 
has built around the impact of skin-to-skin contact 
on infant and maternal health. It is now accepted 
that skin contact helps babies to adjust to life 
outside the womb and supports mothers to initiate 
breastfeeding and to develop a close and loving 
relationship with their baby. When a mother is 
not well enough, partners are encouraged to have 
skin-to-skin contact with their baby to keep the 
baby warm and to help build a loving relationship. 
Skin-to-skin contact is seen in every labour ward 
in the UK and is a key part of the Unicef UK Baby 
Friendly Initiative standards, irrespective of feeding 
type. Over the period of this investigation, 82% of 
babies in England would have received skin-to-skin 
contact at birth. 



The extremely valuable observations raised 
by the families and investigation team in this 
report reminds us that vigilance of the baby’s 
wellbeing is a fundamental part of postnatal 
care immediately following and in the first few 
hours after birth. Each case reinforces the need 
for close and ongoing observation of the baby 
and mother/partner while in skin-to-skin contact, 
careful positioning of the mother and baby and, 
most importantly, the need to listen carefully to 
any concerns raised by the parents.



The Unicef UK Baby Friendly Initiative 
recommends that:



•	 maternity services update their own 
policies to ensure that these adhere to the 
recommendations



•	 the recommendations are disseminated to 
staff as soon as possible and are included in 
future staff updates



•	 all staff are enabled to implement the 
findings effectively. 



Every incidence of SUPC is one too many. Working 
together we can ensure that all babies are kept 
safe, while still enabling babies, their mothers and 
families to benefit from the many advantages of 
skin-to-skin contact. 



Summary and learning observations



Summary
The Healthcare Safety Investigation Branch (HSIB) 
(England) is responsible for all NHS patient 
safety investigations of maternity incidents 
which meet criteria for the Each Baby Counts 
programme (Royal College of Obstetricians 
and Gynaecologists, 2015). The purpose of the 
programme is to achieve rapid learning and 
improvement in maternity services. 



The HSIB Summary of themes arising from HSIB 
maternity investigation programme report (March 
2020) describes eight themes arising from the 
maternity investigations. Sudden unexpected 
postnatal collapse (SUPC) was identified as a 
theme for further exploration in order to highlight 
areas of system-wide learning. SUPC is a rare 
but potentially fatal event in otherwise healthy-
appearing term (born after 37 completed weeks) 
newborn babies at birth. Between April 2018 
and August 2019 HSIB completed 335 maternity 
investigations. Of these, 12 cases met the SUPC 
criteria (3.6%). 



Of the 12 cases identified, contributory factors of 
SUPC included: persistent pulmonary hypertension 
(2), sepsis (infection) after birth (3), choanal 
stenosis (narrowed nostrils) (1), opiate use in the 
antenatal period (3), possible stroke in the baby in 
pregnancy (1).



In 6 of the 12 identified cases (1.8%), positioning of 
the baby to achieve skin-to-skin contact may have 
contributed to SUPC.



While the number of incidents found was small 
compared to the number of term babies who had 
skin-to-skin contact at birth (82% of 603,766 births 
in England 2018/19) (NHS Digital, 2019) these 
incidents may in future be avoided and so learning 
is essential.
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	 Learning observations 
•	 Based on the evidence, a baby who is born 



apparently well, with good Apgar scores [1], 
can be safely laid skin-to-skin with the mother 
or parent and requires close observation in the 
first minutes after birth. 



•	 Apgar scores must be attributed using close 
clinical observation of the baby. This can be 
achieved with the baby remaining in skin-to-
skin contact. There may be a need to interrupt 
skin-to-skin contact briefly to ensure Apgar 
scoring is assessed accurately.



•	 Vigilant observation of the mother and baby 
should continue, with prompt removal of the 
baby if the health of either gives concern.



•	 Mothers should be encouraged to be in a semi-
recumbent (half lying, half sitting) position to 
hold and feed their baby, ensuring the mother 
can see the baby’s face.



•	 Care should be taken to ensure that the baby’s 
position is such that their airway remains clear 
and does not become obstructed.



•	 Staff should have a conversation with the 
mother and her companion about recognising 
any changes in the baby’s condition. 



•	 Always listen to parents and respond 
immediately to any concerns raised.



•	 Medicines given to the mother should be 
considered when discussing skin-to-skin 
contact. Pain relief given to mothers can affect 
their ability to observe and care for their baby. 



•	 Additional risk factors should be considered. 
The level of risk for SUPC when a baby is in 
skin-to-skin contact can increase with, for 
example, increased maternal body mass index, 
antenatal use of opiate medication, sedation, 
and staffs’ focus on other tasks. 
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Considerations in light of Covid-19



A number of investigations were in progress when 
the Covid-19 pandemic significantly affected the 
UK. Observation and engagement visits to hospitals 
necessarily ceased at this time. A decision needed 
to be made as to whether investigations were 
sufficiently advanced to publish their findings or 
to wait until they could be recommenced. For this 



National learning reports
These reports offer insight and learning about 
recurrent patient safety risks in NHS healthcare 
that have been identified through HSIB 
investigations. The reports present a digest of 
relevant, previously investigated events, highlight 
recurring themes and, where appropriate, 



make safety recommendations. National 
learning reports can be used by healthcare 
leaders, policymakers and the public to aid their 
knowledge of systemic patient safety risks and 
the underlying contributory factors, and to inform 
decision making to improve patient safety.



investigation, even though the impact of Covid-19 
may have adjusted the processes being carried 
out in the clinical setting, it was thought that the 
findings would be unlikely to change and so it was 
agreed to publish the report. Any alterations to 
clinical care due to Covid-19, with a patient safety 
impact, may be the subject of a future investigation



A note of acknowledgement



We are grateful and give our thanks to the 
families whose experiences have been shared and 
reviewed as part of this report. The families gave 
their time generously and openly shared their 
thoughts with us. We would also like to thank the 
trusts and members of staff who participated 



in these investigations and openly shared their 
perceptions of the incidents and maternity 
services with us, as well as expressing their 
empathy for the families involved. 



About HSIB 



The Healthcare Safety Investigation Branch (HSIB) 
conducts independent investigations of patient 
safety concerns in NHS-funded care across 
England. Most harm in healthcare results from 
problems within the systems and processes that 
determine how care is delivered. Our investigations 
identify the contributory factors that have led 
to harm or the potential for harm to patients. 



The recommendations we make aim to improve 
healthcare systems and processes, to reduce 
risk and improve safety. Our organisation values 
independence, transparency, objectivity, expertise 
and learning for improvement. We work closely 
with patients, families and healthcare staff affected 
by patient safety incidents, and we never attribute 
blame or liability to individuals.
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Our investigations



Our team of investigators and analysts have 
diverse experience working in healthcare and other 
safety critical industries and are trained in human 
factors and safety science. We consult widely in 
England and internationally to ensure that our 
work is informed by appropriate clinical and other 
relevant expertise.



We undertake patient safety investigations through 
two programmes:



Maternity investigations
From 1 April 2018, we have been responsible for 
all NHS patient safety investigations of maternity 
incidents which meet criteria for the Each Baby 
Counts programme (Royal College of Obstetricians 
and Gynaecologists, 2015) and also maternal deaths 
(excluding suicide). The purpose of this programme 
is to achieve learning and improvement in maternity 
services, and to identify common themes that offer 
opportunity for system-wide change. For these 
incidents HSIB’s investigation replaces the local 
investigation, although the Trust remains responsible 
for meeting the Duty of Candour [2] and for referring 
the incident to us. We work closely with parents and 
families, healthcare staff and organisations during 
an investigation. Our reports are provided directly 
back to the families and to the trust. Our safety 
recommendations are based on the information 
derived from the investigations and other sources 
such as audit and safety studies, made with the 
intention of preventing future, similar events. These 
are for actions to be taken directly by the trust, local 
maternity network and national bodies.



Our reports also identify good practice and 
actions taken by the Trust to immediately improve 
patient safety.



Since 1 April 2019 we have been operating in all NHS 
Trusts in England.



We aim to make safety recommendations to 
local and national organisations for system-level 
improvements in maternity services. These are based 
on common themes arising from our trust-level 
investigations and where appropriate these themes 
will be put forward for investigation in the National 
Programme. More information about our maternity 
investigations is available on our website.



National investigations
Our national investigations can encompass any 
patient safety concern that occurred within 
NHS-funded care in England after 1 April 2017. 
We consider potential incidents or issues for 
investigation based on wide sources of information 
including that provided by healthcare organisations 
and our own research and analysis of NHS patient 
safety systems.



We decide what to investigate based on the scale 
of risk and harm, the impact on individuals involved 
and on public confidence in the healthcare system, 
and the learning potential to prevent future harm. 
We welcome information about patient safety 
concerns from the public, but we do not replace 
local investigations and cannot investigate on 
behalf of families, staff, organisations or regulators.



Our investigation reports identify opportunities 
for relevant organisations with power to make 
appropriate improvements.



More information about our national investigations 
including in-depth explanations of our criteria, how 
we investigate, and how to refer a patient safety 
concern is available on our website.





https://www.rcog.org.uk/eachbabycounts


https://www.rcog.org.uk/eachbabycounts


https://www.hsib.org.uk/maternity/


https://www.hsib.org.uk/investigations-cases/
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Maternity
investigations –
emerging learning
from 2019/2020 
HSIB published a national learning report, 
Summary of themes arising from HSIB maternity 
investigation programme in (March 2020) 
describing eight themes arising from its early 
maternity investigations. Sudden unexpected 
postnatal collapse (SUPC) was identified as a 
theme for further exploration in order to highlight 
areas of system-wide learning. 



SUPC is a rare but potentially fatal event in 
otherwise healthy-appearing term newborn 
babies. Although the incidence of SUPC is small 
many of these incidents could be avoided and so 
learning is essential.



The definition of SUPC varies slightly depending 
on the author and population studied. The British 
Association of Perinatal Medicine definition of 
SUPC includes:



‘any term or near-term (defined as >37 weeks’ 
gestation in this review) infant who meets the 
following criteria:



1	 Is well at birth: normal 5-minute Apgar and 
deemed well enough for routine care, (i.e., a 
score of 7 and above).



2	 Collapses unexpectedly in a state of 
cardiorespiratory extremis (severe collapse 
involving heart and lungs).



3	 Such that resuscitation with intermittent 
positive-pressure ventilation is required.



4	 Collapses within the first 7 days of life and dies.



5	 Goes on to require intensive care or develops 
encephalopathy’. 



(British Association of Perinatal Medicine, 2015).
Other potential medical conditions should be 
excluded (for example, sepsis, cardiac (heart) 
disease) for SUPC to be diagnosed. The incidence 
of SUPC in the first hours to days of life varies 
widely because of different definitions; it is 
estimated to be 2.6 to 133 cases per 100,000 
newborns. In one case series, the authors 



described a third of SUPC events occurring in the 
first 2 hours of life, a third occurring between 2 
and 24 hours of life, and the final third occurring 
between 1 and 7 days of life (Pejovic and Herlenius, 
2013). Other authors suggested that 73% of SUPC 
events occur in the first two hours of life (Becher 
et al., 2012).



Method
Approach 
All maternity investigations are reviewed, 
and themes identified by a Healthcare Safety 
Investigation Branch (HSIB) multi-professional 
panel which includes neonatologists, midwives 
and obstetricians. HSIB identified that a review of 
cases containing sudden unexpected postnatal 
collapse (SUPC) would generate potential learning 
for maternity care. The cases identified were 
low in number, but the ability to reduce harm is 
achievable with minimal interventions and cost. 



Cases with specific diagnoses have been included 
in this review to ensure broader learning and 
therefore the British Association of Perinatal 
Medicine definition of SUPC was used as a starting 
point for the review of these cases.



Selecting cases for analysis
On 28 January 2020 the HSIB database of 335 of 
completed maternity investigations (which includes 
cases reported between April 2018 and August 
2019) was interrogated. Intrapartum stillbirth 
(stillbirth occurring during labour) and maternal 
death cases were excluded. The key words used to 
identify cases including SUPC were: 



•	 skin-to-skin



•	 sudden collapse



•	 sudden unexpected



•	 unexpected collapse



•	 collapse



•	 opiate [3].



Seventeen cases were extracted and reviewed by
a multi-professional team to identify potential
learning for maternity care. 
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Of the 17 cases, five were removed from the 
analysis as they did not meet the criteria for 
inclusion; this left a total of 12 cases. Of the five 
that were removed, one was incorrectly classified 
as a complete report yet remained in draft form, 
and four did not meet SUPC criteria; this left a total 
of 12 cases [4]. 



Of the 12 cases that met SUPC criteria during skin-
to-skin care: 



•	 There were two babies with potential or 
diagnosed persistent pulmonary hypertension 
(PPHN) [5]. These cases were included as the 
reports indicated that PPHN was diagnosed 
after the baby’s collapse.



•	 There were three babies treated for sepsis 
after birth. These cases were included as 
reports indicated that the diagnosis of sepsis 
was not confirmed.



•	 One baby was diagnosed with choanal stenosis 
(narrowed nostrils) and a floppy larynx (voice 
box). This report was included because these 
features would not be easily visible on an 
initial review after birth. This developmental 
vulnerability could be associated with 
increased risk of airway obstruction, especially 
when the baby is at the breast and if they are 
not carefully placed with the head straight and 
neck upright when in skin-to-skin contact so 
that the airway remains patent (open).



•	 Three mothers were prescribed opiates 
during the antenatal period. Although the 
impact of opiates in labour for newborn 
babies can include short-term slowing of the 
baby’s breathing (respiratory depression) 
and drowsiness, it is also recognised that 
sometimes opiates can lead to drowsiness after 
an initial alert period immediately following the 
delivery, thus leading to delayed but potentially 
significant respiratory depression.



•	 In one case, an ultrasound of the baby’s head 
at 11 days of age demonstrated a possible 
stroke was likely to have occurred in late 
pregnancy (third trimester). This case was 
included because this would not have been 
evident on reviewing the day after birth. 
Depending on the extent and site of the 
possible stroke, it may have affected the areas 
of the brain that determine respiratory function 
and/or led to seizures which may be subtle 
and cause cardiorespiratory compromise.



Outcomes
In 3 of the 12 cases the baby died. Post-mortems 
described hypoxic brain injury (injury due to lack of 
oxygen) in two cases and a pulmonary haemorrhage 
(bleeding into the lungs) in one case. 



All babies in the remaining nine cases were treated 
in neonatal intensive care units. Treatment included 
therapeutic cooling [6] in seven out of the nine cases; 
one baby was treated with extracorporeal membrane 
oxygenation (ECMO) [7] due to diagnosis of PPHN; 
one baby received cooling followed by treatment with 
continuous positive airway pressure (CPAP) [8] for 
24 hours due to experiencing periods of breathing 
cessation lasting more than 20 seconds (apnoeic 
episodes) after extubation [9]. All babies had an MRI 
scan. Of the nine surviving babies’ MRI scans, one 
showed evidence of a stroke during the antenatal 
period; the remaining eight babies’ scans were 
reported as showing no evidence of any harm. Babies 
were discharged aged between 6 and 15 days old.



Analysis
The analysis of investigation reports was performed 
using qualitative analysis. Reviewers did not access 
case notes or individual interviews during the review. 



Due to the small number of cases identified, 
HSIB was unable to identify themes. Instead 
‘observations’ are described.  



Observations are described according to where 
they exist within the socio-technical system. The 
components defined in the Systems Engineering 
Initiative for Patient Safety model (SEIPS) (Holden 
et al., 2013) (person, tasks, tools and technologies, 
physical environment and organisation conditions) 
were used to guide analysis of the reports. 



Observations
Skin-to-skin contact
While there may have been other causative factors, 
this report focuses on how skin-to-skin contact may 
have contributed to sudden unexpected postnatal 
collapse (SUPC). Six of the 12 identified cases (1.8% 
of 335 cases investigated) suggest positioning of 
the baby to achieve skin-to-skin contact may have 
had an impact. Of the other six cases, two were 
associated with breastfeeding, two were unknown, 
and two were in skin-to-skin contact with other 
family members. While the number of incidents 
found was small compared to the number of term 
babies who have skin-to-skin contact at birth (82% 
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in England) (NHS Digital, 2019) these incidents may 
have been avoided and so learning is essential.



Background and evidence
Skin-to-skin contact has physiological and 
psychological benefits for both the mother and 
baby. It is recommended by the World Health 
Organization (2019), National Institute for Health 
and Care Excellence (2017), Public Health England 
(2016) and Unicef UK (2016) and has become 
established practice in England, with most mothers 
having skin-to-skin contact with their babies 
after birth (NHS Digital, 2020). Good practice is 
to discuss skin-to-skin contact with the mother 
antenatally and intrapartum (prior to, and during 
labour) and then, with the mother’s consent, place 
the baby onto the mother’s chest after birth, to 
enable skin-to-skin contact to take place. This 
process triggers both the baby’s and mother’s 
instinctive behaviours, which helps to establish 
mother and baby attachment and supports the 
baby to seek out food (Moore et al, 2016). 



‘A Cochrane systematic review has shown through 
randomised controlled trials that skin-to-skin 
contact in the first hour after birth:



•	 calms and relaxes both mother and baby



•	 regulates the baby’s heart rate and breathing, 
helping them to better adapt to life outside 
the womb



•	 stimulates digestion and an interest in feeding



•	 regulates the baby’s temperature



•	 enables colonisation of the baby’s skin with 
the mother’s friendly bacteria, thus providing 
protection against infection



•	 stimulates the release of hormones to support 
breastfeeding and mothering’. 



	 (Moore et al, 2016)



Evidence suggests that babies who are placed skin
to-skin will:



•	 ‘initially cry briefly – a very distinctive birth cry



•	 enter a stage of relaxation, where they 
display very little movement as they recover 
from the birth



•	 start to wake up, opening their eyes and 
showing some response to their mother’s voice



•	 begin to move, initially little movements, 
perhaps of the arms, shoulders and head 



•	 as these movements increase the baby will 
draw up their knees and appear to move or 
crawl towards the breast



•	 once they have found the breast, they will 
tend to rest for a little while (often this can be 
mistaken as the baby being not hungry or not 
wanting to feed)



•	 after a period of rest the baby will start 
to familiarise with the breast, perhaps by 
nuzzling, smelling and licking around the area. 
This familiarisation period can last for some 
time and is important so should not be rushed. 
Sometimes it is tempting to help baby to 
attach at this time, but mothers are advised to 
remain patient to allow the baby to work out 
how best to attach themselves



•	 finally, baby will self-attach and begin to feed. 
It may be that mother and baby need a little 
help with positioning at this stage



•	 once baby has suckled for a period, they will 
come off the breast and often both mother 
and baby will fall asleep’. 



	 (Unicef UK, n.d. a; Widstrom et al., 2011; 
Cadwell et al., 2018) 



The Unicef UK Baby Friendly Initiative Standards
The Unicef UK Baby Friendly Initiative is based 
on a global accreditation programme of UNICEF 
and the World Health Organization (WHO) 
(World Health Organization, 2019). Since the 
global WHO/UNICEF Baby Friendly Hospital 
Initiative began more than 15,000 facilities in 
134 countries have been awarded Baby Friendly 
status. In many areas where hospitals have been 
designated Baby Friendly, more mothers are 
breastfeeding their infants, and child health has 
improved (Lancet series, 2016; Acta Paediatrica, 
2015; Perez-Escamilla et al., 2016). Thanks to this 
work, UK breastfeeding initiation rates have risen 
by over 20% since the Baby Friendly Initiative was 
established (Unicef UK, 2013a).



The Unicef UK Baby Friendly Initiative Standards 
are also designed to support parents who are 
formula feeding and to support all families to 
develop close and loving relationships with their 
newborn and to understand the importance of this 
for their baby’s development. 
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The global WHO/UNICEF Baby Friendly Hospital 
Initiative (World Health Organization, 2019) and Unicef 
UK Baby Friendly Initiative (Unicef UK, 2013a) require 
that all mothers or parents and babies have skin-to-
skin contact with their baby as soon as possible after 
birth, at least until after the first feed and for as long 
as they wish. Mothers should be encouraged to have 
the first feed during the initial skin-to-skin contact. If 
it has not been possible straight after the birth, skin-
to-skin contact should be encouraged as soon as the 
mother and baby are able. 



Current trust engagement in England with the 
Unicef UK Baby Friendly Initiative
The Unicef UK Baby Friendly Initiative is built on 
evidence-based standards which interlink supporting 
maternity, health visiting, children’s centres and 
neonatal services. It aims to transform the care these 
services provide by setting standards, providing 
training and support, and assessing progress by 
measuring the skills and knowledge of health 
professionals and interviewing mothers to hear about 
their personal experiences of care (Unicef UK, 2013b). 
The majority of maternity units (93%), health visiting 
services (91%) and neonatal units (50%) across 
the UK are now working towards Baby Friendly 
accreditation (Unicef UK, n.d. b). 
 
Skin-to-skin observations from HSIB reports
A baby who is born apparently well, with good 
Apgar scores, can be safely laid skin-to-skin 
with the mother or parent but still requires close 
observation in the first minutes after birth. 



Guidance provided by the Unicef UK Baby Friendly 
Initiative notes that staff should have a conversation 
with the mother and her birth partner as soon 
as is practicably possible after the birth about 
the importance of recognising changes in the 
baby’s colour or tone and the need to alert staff 
immediately if they are concerned (see Unicef 
website for full guidance).



Mothers should be encouraged to be in a position 
to safely hold and feed their babies. The following 
excerpt  from a maternity investigation report, 
highlights an incidence of SUPC in which the 
mother was not physically able to see or reposition 
her baby during skin-to-skin contact. 



	 ‘The baby was dried and appropriately placed 
on the mother’s chest for skin-to-skin contact 
immediately after birth as per local and national 
guidance (UNICEF UK) as the baby was born 



	 in good condition with an Apgar score of 9 at 1 
minute; 9 at 5 minutes and 10 at 10 minutes of 
age. The mother could not see the baby’s face 
during this time [due to maternal position]. Staff 
in the room, who were inspecting the mother’s 
perineum, described the baby as lying face 
down with their face turned to the side on the 
mother’s chest and that staff were able to see 
the baby’s face’.



Care should be taken with the position of the baby, 
ensuring the head is supported so the infant’s 
airway does not become obstructed, and that the 
mother is aware of the importance of the baby’s 
position. The following excerpt from a Healthcare 
Safety Investigation Branch (HSIB) maternity 
investigation report highlights an incidence of SUPC 
in which the positioning of the baby for skin-to-skin 
contact was not optimal.



	 ‘It is unclear if the family were counselled with 
regard to the positioning of baby for an optimal 
skin-to-skin experience, and photographic 
evidence shared with HSIB investigators by the 
family demonstrates that the baby was not in 
the optimal position. The baby was not lying 
directly on the mother’s chest, and the position 
of the baby’s head would indicate that the baby 
was lying prone [face down] on the mother’s 
chest. The baby remained in this position for 
approximately 37 minutes until the perineal 
repair … was completed, whereupon the baby 
was noted to be pale and floppy. The baby 
was then promptly transferred to the neonatal 
resuscitaire [10] for assessment’.



In the following two cases the baby was found at 
the mother’s breast when SUPC was recognised 
(note the first incident also took place during 
evening shift handover).



In one case:



	 ‘The mother delivered quickly once labour 
established; the baby was born in good 
condition and placed skin-to-skin on the 
mother’s chest. The mother’s perineum required 
suturing [repairing], so was placed in the correct 
position for assessment, the baby remained skin-
to-skin. The mother commenced breast feeding 
while continuing to use gas and air for pain relief. 
At 33 minutes of age the baby was found to be 
not breathing, white in colour and floppy in tone’.





https://www.unicef.org.uk/babyfriendly/








12



In a second case:



	 ‘In accordance with both local and national 
guidance, the baby was put to the breast … 
with the assistance of the baby’s father and the 
midwife … The mother was in a sitting position, 
semi-upright at the time with the baby lying 
across her abdomen. The midwife helped the 
mother to attach the baby to the breast. The 
night duty midwife entered the room at 20:18 
hours, 13 minutes after the baby was first put to 
the breast and introduced herself. At this time 
the baby’s mother asked the midwife to check 
the baby. The midwife looked at the baby and 
noted the baby’s arm flop down by its side’.



Many mothers can continue to hold their baby 
in skin-to-skin contact during perineal suturing, 
providing they have adequate pain relief. However, 
a mother who is in pain may not be able to hold her 
baby safely. 



Additional risk factors should be considered for 
SUPC when a baby is in skin-to-skin contact, and if 
present should be discussed with the mother. The 
aim is to reduce these risks. Examples are:



•	 antenatal use of opiate medication



•	 mothers should not be in a fully recumbent 
position when holding their baby, they should be 
encouraged to be in a semi-recumbent position



•	 the baby’s position should ensure they have 
a clear airway and the mother can see the 
baby’s face



•	 staff should have a conversation with the 
mother and her companion about recognising 
any changes in the baby’s condition 



•	 always listen to parents and respond 
immediately to any concerns raised



•	 pain relief and medication given to mothers 
can affect their ability to observe and care for 
their baby 



•	 sedation, general anaesthetic



•	 raised maternal body mass index 



•	 staff being focused on other tasks. 



Babies should not be in skin-to-skin contact with 
their mothers when the mothers are receiving 



Entonox or other analgesics (painkillers) that effect 
their consciousness and awareness of the baby’s 
position. Pain relief medication given to mothers 
can affect their ability to observe and care for their 
baby and these medications should be considered 
when discussing skin-to-skin contact. If the mother 
is unable to provide skin-to-skin care it is possible 
that the birth partner can undertake this in the initial 
post-birth period. If the birth partner is not present 
a baby can be placed under a warm resuscitaire 
close to a mother and in her line of sight.  



In two further cases of SUPC during skin-to-skin 
contact investigators noted that the mother was 
treated with opiates before delivery of the baby. 
The effects of opiate administration on a mother 
in labour are commonly noted as drowsiness, 
nausea, and vomiting (National Institute for Health 
and Care Excellence, 2017). In addition, the effect 
of opiate analgesia in labour for newborn babies 
can include short-term respiratory depression and 
drowsiness. (National Institute for Health and Care 
Excellence, 2017).



In one of these cases it is unclear whether the 
mother’s prescription for antenatal opiates was 
communicated to the midwifery team as highlighted 
in the following HSIB recommendation:



‘The Trust to ensure there is a risk assessment and 
clear pathway of communication from obstetrics 
to midwifery and neonatology detailing when the 
unborn baby has been exposed to ongoing prescribed 
opiates/medication in the antenatal period.’



Skin-to-skin observations from HSIB clinical panel 
discussions
All HSIB maternity investigations are reviewed by 
a multi-professional clinical panel. Panel members 
include subject matter advisors in obstetrics, 
midwifery, neonatology, and anaesthetics. 
Investigations are reviewed by the panel at multiple 
milestones throughout the investigation process.



In addition to the above observations emerging 
from investigation reports, discussions during 
report panels identified the potential for error when 
obtaining Apgar scores. 



The five observations of heartrate, colour, tone, reflex 
and respiratory effort at one, five and 10 minutes 
are each given a score of 0, 1 or 2. The total of 
these scores is referred to as the Apgar score. The 
maximum score is 10; the lower the score the greater 
the need for the baby to receive additional support.
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The HSIB learning observations have identified that 
when attributing an Apgar score to a newborn baby, 
staff should not observe from a distance but should 
ensure close observation is undertaken to assess 
the Apgar score. 



Monitoring the wellbeing of a newborn infant is a 
fundamental part of postnatal care immediately 
following and in the first few hours after birth. Two 
of the five Apgar score questions – respiration 
and colour – can be answered visually. Reflex to 
stimulation and muscle tone require the baby to 
be touched. Checking a baby’s muscle tone by 
appearance only can be misleading; a baby may 
appear to have good movement while at the same 
time having reduced quality of tone. Best practice 
also suggests that heart rate can only by checked 
by listening to the heartbeat using a stethoscope.



HSIB’s clinical panel has noted that although 
one-minute checks are performed visually and by 
listening (for heart rate), and handling the newborn 
baby for tone, clinicians have described performing 
five and 10-minute Apgar checks visually only. 
Clinicians have advised that the baby’s heart rate 
may not be listened to during five and 10-minute 
checks because the baby had a good colour and 
cried immediately after birth. HSIB considers 
that the formal process of Apgar checks requires 
review to minimise the subjective nature of these 
assessments and to inform guidance.



Systemic risk factors
Guidance (both local guidance and the national 
guidance produced by the British Association of 
Perinatal Medicine (2015)) stresses the importance 
of health professionals remaining vigilant of the 
baby’s wellbeing during the first 24 hours of life. The 
observations described below highlight how it may 
not be possible to maintain such vigilance. 



Task factors 
The period following birth is a busy time for 
midwives. Postnatal midwifery tasks include delivery 
of the placenta, reassuring the family, taking 
observations, cleaning the mother and making 
her comfortable, weighing and monitoring blood 
loss, checking the mother’s perineum, sharing 
information about any immediate concerns, offering 
the mother the opportunity to wash, weighing the 
baby, administering vitamin K, and completing 
documentation, some of which require the midwife 
to leave the mother unattended. This is in addition 
to monitoring the baby whilst in skin-to-skin contact 
with the mother, father or birth partner. 



In five of the cases identified, the baby collapsed 
whilst the midwife was engaged in tasks as outlined 
above. In these five cases, the collapse of the baby 
occurred or was detected between 8 minutes 
and 45 minutes (median 33 minutes) after birth. 
Tasks included repairing (suturing) a perineal tear 
while maintaining a sterile field and inspecting the 
mother’s perineum for trauma. 



In one case the baby was found collapsed 
during skin-to-skin contact with the father while 
the midwife attended to the mother who was 
vomiting persistently.  



Attention capacity and clinician experience is 
a finite resource; during periods of high task 
demands it is not possible to successfully divide 
attention across multiple competing tasks. Without 
attention, events with great consequence (such 
as deterioration of a baby’s condition) may go 
undetected. Ability to detect changes decreases 
under high task load, for example when midwives 
are engaged in attention-demanding tasks such as 
suturing. Events are also more likely to be missed 
when they occur outside an individual’s field of view 
(that is, the observable area a person can see) and 
when the event is not probable or out of the range 
of expectations (such as SUPC). 



Tools and technologies
In two cases the midwife left the delivery room 
either to find equipment to complete a task or to 
complete documentation due to lack of equipment 
(a working computer) within the delivery room. 



‘The midwife had to leave the delivery room on 
multiple occasions in order to collect equipment 
required for suturing. This involved finding the 
coordinator to locate the drug cupboard keys, 
collect suturing material from the stock cupboard 
and obtaining local anaesthetic from another 
location on delivery suite’. 



The system failure of not having the correct fully 
functioning equipment within the delivery room meant 
that the midwife was not always physically present 
to monitor the baby. In one of these cases the baby 
collapsed whilst the midwife was not in the room.



It is also possible that the extra steps required to 
find equipment impacted clinicians’ capacity to 
process information, potentially adding mental 
stressors and frustrations to the clinicians’ working 
environment. As described above, humans are 
limited information processors and therefore 
excessive mental workload impacts information 
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processing in much the same way as physical 
workload impacts energy use. 



Physical environment
One report commented that: 



‘When it was recognised that the baby had poor 
colour and tone, it was recorded in the resuscitation 
notes, that the baby needed to be moved to the 
resuscitaire in the corridor to be examined under a 
better light’.



Although the report later notes that ‘No one present 
in the room at the time recalled the room being 
dark’, insufficient lighting could impact on a health 
professional’s ability to detect visual changes in a 
baby’s appearance indicative of a postnatal collapse. 



In addition, it is standard practice to place warm 
towels or blankets securely over the baby and place 
a hat onto the baby’s head so that body heat is not 
lost. This practice reduces the amount of skin a health 
professional can see, reducing their ability to detect 
paleness or pallor. Clinicians should also acknowledge 
that a cold baby has increased oxygen consumption 
and cold babies are more likely to become 
hypoglycaemic and acidotic (O’Donnell et al., 2007).



Organisational conditions
Two cases describe issues with staffing and the 
associated additional workload, these cases were 
not related specifically to the individual SUPC and 
were related to the organisational workload and the 
impact on staff.



For example, one report notes: 



‘The mother remained on the antenatal ward 
throughout the day as the delivery suite continued 
to be unable to accept the mother due to their 
staffing levels and workload’.



A second report describes suboptimal skill mix on a 
night shift:



‘The ratio of newly qualified midwives to 
experienced midwives on shift was 37.5% of the 
total workforce (50% of the midwives on delivery 
suite). These midwives require a greater level of 
supervision which was difficult to provide.’



Although procedures are in place to bring 
community based midwifery staff into the hospital 
when required, one report described a reluctance to 
call on staff knowing the potential impact this might 
have on community care.



‘If additional midwives are required during a shift, an 
on-call system is in place to obtain support from the 
community midwives who are on-call for homebirths 
and midwifery led units. Four midwives should 
be on call for community across the whole Trust 
geographical area, sometimes this falls to three on 
call midwives. It was described by staff that they are 
aware of the implications and potential impact on 
the community services if a midwife had to be called 
in. This impacted on the decision as to whether the 
coordinator calls additional staff in’. 



Staffing issues can affect the flow and workload in a 
department and resources to address staffing should 
be used to support workforce planning (National 
Institute for Health and Care Excellence, 2015).



National safety
actions resulting from
HSIB investigations
Safety actions are actions taken during a Healthcare 
Safety Investigation Branch (HSIB) investigation 
to immediately improve patient safety. HSIB and 
Unicef UK have collaborated to continue improving 
safety for post-birth skin-to-skin contact while 
emphasising the benefits of the practice.



As a result of HSIB’s investigations, Unicef UK’s 
guidance relating to monitoring during skin-to-skin 
contact (Unicef UK, n.d. a) was updated to include 
more specific guidance based on the findings:



‘The HSIB, as part of the Safer Maternity Care 
Action Plan, have been investigating serious 
untoward incidents involving babies in the first 
week of life. Findings indicate that 1.8% (n=6) of 
the cases reviewed so far involve babies in skin-to-
skin contact with their parents in the immediate 
postnatal period where position of the baby has 
an impact. All cases involve babies over 37 weeks 
gestation, who were deemed well at birth (e.g. 
normal 5-minute Apgar recorded) and therefore 
could have ‘normal care’. Several observations were 
identified from the HSIB investigations:



•	 A baby who is born apparently well, with good 
Apgar scores, can be safely laid skin-to-skin 
with the mother or parent but still requires 
close observation in the first minutes after 
birth. Care should be taken with the position 
of the baby, ensuring the head is supported 
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so the infant’s airway does not become 
obstructed, and the baby’s mouth and nose 
are free from the mother’s body.



•	 The level of risk for SUPC when a baby is in 
skin-to-skin contact can increase with additional 
contributory factors, for example, maternal body 
mass index, antenatal use of opiate medication, 
sedation and  staffs’ focus on other tasks. 



•	 Pain relief medication given to mothers can affect 
their ability to observe and care for their baby 
and these medications should be considered 
when discussing skin-to-skin contact.



Working with the HSIB, the Unicef UK Baby Friendly 
Initiative maternity policy statement on safety during 
skin contact has been updated (see below). The 
changes made include more information on maternal 
position, ensuring ongoing thorough monitoring of the 
mother and baby and listening carefully to any concerns 
raised by the parents about their baby’s condition. 



Unicef UK recommend that maternity services update 
their own policies to bring them into line with these 
new recommendations, disseminate this information 
to staff as soon as possible and include in future staff 
updates related to the Baby Friendly standards’. 
Unicef UK, October 2019



See: https://www.unicef.org.uk/babyfriendly/baby-friendly-resources/implementing-standards-resources/
skin-to-skin-contact/ 
Unicef UK Baby Friendly Initiative: Sample Infant feeding policy (maternity) https://www.unicef.org.uk/
babyfriendly/baby-friendly-resources/implementing-standards-resources/sample-infant-feeding-policies/ 



Safety Considerations (Skin-to-Skin)



Vigilance of the baby’s well-being is a fundamental part of postnatal care immediately following and 
in the first few hours after birth. For this reason, normal observations of the baby’s temperature, 
breathing, colour and tone should continue throughout the period of skin-to-skin contact in the 
same way as would occur if the baby were in a cot (this includes calculation of the Apgar score at 1, 
5 and 10 minutes following birth). Care should always be taken to ensure that the baby is kept warm. 
Observations should also be made of the mother, with prompt removal of the baby if the health of 
either gives rise to concern. 



Staff should have a conversation with the mother and her companion about the importance of recognising 
changes in the baby’s colour or tone and the need to alert staff immediately if they are concerned. 
	
It is important to ensure that the baby cannot fall on to the floor or become trapped in bedding or by 
the mother’s body. Mothers should be encouraged to be in a semi-recumbent position to hold and feed 
their baby. Particular care should be taken with the position of the baby, ensuring the head is supported 
so the infant’s airway does not become obstructed. 



Notes – Mothers



•	 Observations of the mother’s vital signs and 
level of consciousness should be continued 
throughout the period of skin-to-skin contact.  
Mothers may be very tired following birth and 
so may need constant support and supervision 
to observe changes in their baby’s condition or 
to reposition their baby when needed.



•	 Many mothers can continue to hold their 
baby in skin-to-skin contact during perineal 
suturing, providing they have adequate pain 
relief. However, a mother who is in pain may 
not be able to hold her baby safely. Babies 
should not be in skin-to-skin contact with their 
mothers when they are receiving Entonox or 
other analgesics that impact consciousness. 
As an alternative, staff could support the birth 
partner to have skin-to-skin contact until the 
procedure is completed.



Notes – Babies
 
All babies should be routinely monitored whilst 
in skin-to-skin contact with mother or father. 
Observation to include: 



•	 Checking that the baby’s position is such that a clear 
airway is maintained – observe respiratory rate and 
chest movement. Listen for unusual breathing 
sounds or absence of noise from the baby



•	 Colour - the baby should be assessed by 
looking at the whole of the baby’s body as the 
limbs can often be discoloured first. Subtle 
changes to colour indicate changes in the 
baby’s condition 



•	 Tone – the baby should have a good tone and 
not be limp or unresponsive



•	 Temperature – ensure the baby is kept warm 
during skin contact.



Always listen to parents and respond immediately to any concerns raised.





https://www.unicef.org.uk/babyfriendly/baby-friendly-resources/implementing-standards-resources/skin-to-skin-contact/


https://www.unicef.org.uk/babyfriendly/baby-friendly-resources/implementing-standards-resources/skin-to-skin-contact/


https://www.unicef.org.uk/babyfriendly/baby-friendly-resources/implementing-standards-resources/sample-infant-feeding-policies/


https://www.unicef.org.uk/babyfriendly/baby-friendly-resources/implementing-standards-resources/sample-infant-feeding-policies/
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Local safety actions 
informed by HSIB 
investigations
 
As a result of HSIB investigations, several trusts 
have developed information posters and one trust 
has developed the ‘holding your baby safely’ poster 
alongside a checklist (Figure 1) and a postnatal risk 
assessment (Figure 2). This was created in order to 
inform women and their families of the importance 
of ‘holding your baby safely’ (Shawley, 2019). Advice 
informs families to ensure that a baby’s face can 
always be seen. The advice aims to ensure that a 
baby’s head has support and the airway is maintained. 
Posters in the labour and postnatal wards provide 
information to all staff to support them to have 
discussions with each woman in the first hour after 
birth to reinforce the message and improve safety. 
Further work is required to evaluate this work.



Conclusion
This report has reviewed investigations conducted 
by the Healthcare Safety Investigation Branch (HSIB) 
regarding sudden unexpected postnatal collapse 
(SUPC) and skin-to-skin contact. The aim of this 
report is to support the maternity system to continue 
to safely provide evidence-based practice of skin-
to-skin contact to help a baby adjust to life outside 
the womb and to support the establishment of 
breastfeeding. While the number of reported cases 
of SUPC relating to skin-to-skin contact are small, the 
impact is significant, and changes can be made to 
reduce the number of events further. HSIB encourages 
collaborative working between the Department of 
Health and Social Care, Unicef UK Baby Friendly 
Initiative and Public Health England to discuss the 
implementation of effective barriers to prevent SUPC 
associated with skin-to-skin contact.



Fig 1 Poster and checklist 



HHoollddiinngg  
YYoouurr  BBaabbyy
SSaaffeellyy



I am safe



I am calm



I feel loved



We can get 
to know each 



other



We feel warm



Please make sure my 
nneecckk  iiss  ssttrraaiigghhtt  and my 
hheeaadd  iiss  uupprriigghhtt  so I can 
breathe easily… …and that you can always 



sseeee  mmyy  ffaaccee  so you can 
check I’m ok (and I love to 
be able to see you too)



Dr Cindy Shawley 
November 2018



““SSkkiinn  ttoo  SSkkiinn  -- bbuutt  wwaattcchh  mmyy  cchhiinn””PPoossttnnaattaall  RRiisskk  
AAsssseessssmmeenntt  



MMaattrriixx  ((PPRRAAMM))



CCAARREE  AANNDD  CCOOMMPPAASSSSIIOONN            AACCCCOOUUNNTTAABBIILLIITTYY  RREESSPPEECCTT EENNCCOOUURRAAGGIINNGG  EEAACCHH  OOTTHHEERR



Midwife to have a conversation with the woman and her family 
regarding the poster to ensure that they know how to support and 
maintain the baby’s airway. To be done on labour ward just after 



the birth.



Midwife Details:



Name ………………………………………………………………………………



Signature …………………………………………………………………………



Date …………………………………………Time..…………………………….



CHECK LIST: PLEASE TICK



Mother’s Observations
Baby observations if required 
Tea and Toast 
Hand written notes completed
Initial (head to toe) baby check completed
Baby weight, name bands, vitamin K given
Shower, bath or bed bath
Bed linen changed
Electronic notes completed
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Unicef UK Baby Friendly Initiative has updated its 
policy guidance in the light of our investigations and 
some organisations are using posters and checklists 
to help staff understand and carry out their 
responsibilities. HSIB has also observed the impact 
of high task load, environment and staffing levels on 
the ability of staff to detect SUPC.  



Maternity services should consider the following 
learning observations to ensure safe delivery of 
skin-to-skin care.



•	 Based on the evidence, a baby who is born 
apparently well, with good Apgar scores, can 
be safely laid skin-to-skin with the mother or 
parent and requires close observation in the 
first minutes after birth. 



•	 Apgar scores must be attributed using close 
clinical observation of the baby. This can be 
achieved with the baby remaining in skin-to-
skin contact. There may be a need to interrupt 
skin-to-skin contact briefly to ensure Apgar 
scoring is assessed accurately.



•	 Vigilant observation of the mother and baby 
should continue, with prompt removal of the 
baby if the health of either gives concern.



•	 Mothers should be encouraged to be in a semi-
recumbent (half lying, half sitting) position to hold 
and feed their baby, ensuring the mother can see 
the baby’s face.



•	 Care should be taken to ensure that the baby’s 
position is such that their airway remains clear 
and does not become obstructed.



•	 Staff should have a conversation with the 
mother and her companion about recognising 
any changes in the baby’s condition. 



•	 Always listen to parents and respond 
immediately to any concerns raised.



•	 Medicines given to the mother should be 
considered when discussing skin-to-skin 
contact. Pain relief given to mothers can affect 
their ability to observe and care for their baby. 



•	 Additional risk factors should also be 
considered. The level of risk for SUPC when 
a baby is in skin-to-skin contact can increase 
with, for example, increased maternal body 
mass index, antenatal use of opiate medication, 
sedation, and staff’s focus on other tasks.



Fig 2 Postnatal risk assessment



Full risk assessment of 
baby & Mother to be 
completed 



-Observations whilst skin 
to skin eg GBS and MEC 
obs



-Use of thermo-regulation 
and hypo-glycaemia 
guideline where 
appropriate if baby 
observations are not
within normal limits 



-If suturing required – can 
be done whilst baby is 
skin to skin



-Weigh baby and give 
vitamin K after the first 
hour (unless any SGA 
concerns)



Dr Cindy Shawley



February 2019



Baby Name ……………………………..



Date of Birth ……………………………



Time of Birth ……………………………



Cord Clamped at ………………………



If not delayed:



Reason why …………………………....



Temperatures & timings:



Mum’s Temp °C ……………………….



Time of Temp …………………………..



Baby Temp °C…………………….....



Time of Temp ………………………..



Environment Temp °C ……………



Time of Temp ………………………..



Skin to Skin timings:



Started at …………………………………



Finished at ……………………………….



Feeding timings:



Time of 1st feed ………………………..



Type of feed …………………………….



If not fed within the hour:



Reason why …………………………….



…………………………………………………



POSTNATAL RISK ASSESSMENT MATRIX (PRAM)
‘FIRST HOUR OF CARE’ – ‘KEEPING MUM’S & BABIES TOGETHER’



PROFORMA & PATHWAY TO PROMOTE NORMAL ADAPTATION TO LIFE



•For a minimum of 1 minute (unless resuscitation required)
•2-3 minutes if possible 
•For All births including LSCS where possible
•Keep baby covered/warm whilst delaying cord clamping
•Ensure cord stopped pulsating before clamping



Delayed Cord 
Clamping



To allow baby full 
blood volume



•Dry baby thoroughly, put hat on
•Replace wet towels with warm, dry ones
•Check Mother's temperature within half an hour of birth
•Check Baby's temperature within half an hour of birth
•Ideal birth environment temperature between 23°C - 25°C



Keeping Baby Warm
To allow 



thermoregulation



•Will support thermoregulation process
•Cover Mum and Baby whilst skin to skin
•Observations may be completed whilst skin to skin
•If Mum cannot do this, encourage Partner to do skin to skin
•Ensure baby is in a position to maintain the airway



Skin to Skin
Uninterrupted to 
allow adaptation  



•Breast feeding can be done whilst skin to skin
•Ensure baby is kept warm whilst feeding
•If low blood sugar or poor latching give pre-birth collected 
colostrum (via syringe) alongside breast feeding



Baby to be fed 
within first hour



Breast or Formula
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Endnotes
[1]	 An Apgar score is a score used to assess a baby’s wellbeing immediately after birth and at five and 



10-minutes after delivery. Components of the score are skin colour, response, heart rate, breathing and 
muscle tone. The maximum score is 10, the lower the score the greater the need for the baby to receive 
additional support. Scoring of Apgar can be subjective.



[2] 	 The legal duty to be open and honest with patients and their families when something goes wrong that 
causes harm.



[3] 	 Opiates are a group of painkillers including morphine and medicines derived from morphine.



[4] 	 It is acknowledged that HSIB investigates cases matching the Royal College of Obstetricians and 
Gynaecologists’ ‘Each Baby Counts’ criteria; by their very nature these babies were born ill or became ill 
shortly after birth.



[5] 	 Persistent pulmonary hypertension of the newborn (PPHN) is a condition where the blood vessels in the 
baby’s lungs do not open normally after birth. This results in high pressure in the vessels in the lungs and 
prevents blood picking up oxygen normally. (Adapted from Great Ormond Street Hospital information 
sheet (Great Ormond Street Hospital, 2016).



[6] 	Artificial cooling of babies who suffer lack of oxygen at birth has been shown to limit the extent of 
brain damage. (Adapted from Great Ormond Street Hospital information sheet (Great Ormond Street 
Hospital, 2016).



[7] 	 Extracorporeal membrane oxygenation (ECMO) is a treatment where the baby’s blood is pumped 
through a machine which removes carbon dioxide and adds oxygen, acting as an artificial lung.



[8] 	Continuous positive airway pressure (CPAP) involves applying pressure to the baby’s airway via small 
tubes in the baby’s nostrils. The pressure keeps the airways open and improves oxygen levels.



[9] 	After completing 72 hours of therapeutic cooling, babies are rewarmed and breathing support tubes are 
removed (extubation).



[10] A resuscitaire is a trolley designed to assist with resuscitating newborn babies. The trolley incorporates a 
bed for the baby, a heater, oxygen source and a suction device.
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© Healthcare Safety Investigation Branch copyright 2020. Any enquiries 
regarding this publication should be sent to us at enquiries@hsib.org.uk



WWW.HSIB.ORG.UK
@hsib_org



Further  
information 
More information about HSIB – including 
its team, investigations and history – is 
available at www.hsib.org.uk 



If you would like to request an investigation 
then please read our guidance before 
submitting a safety awareness form.



 @hsib_org is our Twitter handle. We use 
this feed to raise awareness of our work and 
to direct followers to our publications, news 
and events.



Contact us
If you would like a response to a query or 
concern please contact us via email using 
enquiries@hsib.org.uk 



We monitor this inbox during normal office 
hours - Monday to Fridays (not bank holidays) 
from 0900hrs to 1700hrs. We aim to respond 
to enquiries within five working days.



To access this document in a different format 
– including braille, large-print or easy-read – 
please contact enquiries@hsib.org.uk





https://www.hsib.org.uk/investigations-cases/how-to-request-an-investigation/


https://twitter.com/hsib_org
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Foreword



I am delighted that the Local Government Association (LGA) has worked with Centre for Mental 
Health to share just some of the innovative work that councils are leading to promote good mental 
health and wellbeing. 



Councils’ role in improving and maintaining people’s mental wellness across the life course – from 
childhood to old age – has always been important, but it has been further highlighted by the 
Covid-19 pandemic. We commissioned this research before the pandemic, and the learning that 
we share feels even more relevant now. I’m grateful to colleagues who took the time to share their 
valuable experiences. 



The unprecedented restrictions on people’s lives that were introduced in March 2020 had a sudden 
and profound impact on everyone. Many of us were unable to go to work or school, meet family and 
friends, go to the shops or take part in leisure and culture activities. In other words, at a stroke the 
very things that support our mental wellbeing and we often took for granted were taken away. 



Councils worked hard with the NHS and other local partners, especially the voluntary and 
community sector, to support the mental health and wellbeing of their residents. Actions across 
the mental health spectrum included continuing to meet statutory responsibilities for adults and 
children’s mental health, supporting the mental wellbeing of frontline staff, bereavement support, 
suicide prevention, helping residents to stay connected, and supporting people who might need 
additional help such as carers and new parents. As well as promoting mental wellbeing through, for 
example, safe access to parks, open spaces and expanding public libraries’ online offer.  



Whilst we cannot lose sight of the challenges, I have also been heartened by the positive changes 
that we have seen. There is much greater awareness about the effect of personal behaviours on 
mental wellbeing, such as sleep and exercise. The flourishing of community and neighbourhood 
activity has provided vital support to people in vulnerable circumstances and for some resulted in 
stronger social connections. We have found that some people prefer to access support and stay 
connected digitally. Councils can help to embed and sustain these positive developments.



Of course, the pandemic and its effects are far from over. Mental health issues will be one of the 
key legacy impacts and are central to local planning for the next phases and recovery. We know 
that some people are more at risk than others of developing mental health issues and that mental 
wellness is inevitably affected by other factors, including housing, money, relationships and jobs.



Councils are in the unique position of being able to harness all of the services and assets they are 
responsible for, to reduce inequalities and effectively target interventions to meet local needs. Of 
course, to maintain this vital preventative work it is essential that local government services, and 
the voluntary and community sector, are properly funded now and in the future. 



I hope you find the examples shared in this publication as inspiring and informative as I do.



Councillor Ian Hudspeth, Chair of LGA Community Wellbeing Board
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Executive summary
Actions that promote positive mental wellbeing 
and prevent mental health problems help 
us stay healthy, live productive, meaningful 
lives and avoid serious and sometimes 
lifelong distress. Local authorities play a 
key role in improving the mental health of 
their communities, bringing together and 
supporting partners and citizens to address the 
determinants of our mental health and reduce 
inequalities.



This report presents learning from local areas 
alongside an overview of the evidence for 
prevention and the national policy context. The 
councils involved seek to improve population 
mental health, reduce inequalities and prevent 
mental ill health in their communities through 
a combination of strategic and practical 
approaches. Nine case studies were examined:



•	 Basildon Borough Council – Health in all 
policies



•	 Birmingham City Council – Prioritising 
upstream mental health support



•	 Bristol City Council – Thrive Bristol: Thriving 
at Work



•	 Camden and Islington Council – Addressing 
determinants of poor mental health using 
Making Every Contact Count (MECC) and 
Psychologically Informed Consultation and 
Training (PICT)



•	 Leeds City Council – Mentally Healthy 
Leeds: a whole city approach



•	 Sandwell Metropolitan Borough Council – 
Stronger Sandwell: asset-based community 
development for better mental health



•	 St Albans City and District Council – A 
strategic approach in a district level 
authority



•	 Surrey County Council – Developing a long 
term strategy at county level



•	 Tameside and Glossop Strategic 
Commission – Living Well: integration and 
neighbourhood support.



Four common principles emerged during our 
analysis:



Public mental health as everybody’s business: 
health and wellbeing of the local population is 
the responsibility of every part of the council 
and the wider community.



“A workforce for prevention”



Collaboration: councils working together with 
other parts of the system (such as the NHS) and 
closely involving community groups and other 
stakeholders.



“Get people together and have the 
conversation”



Place-based approaches: using the concept of 
‘place’ to galvanise residents and organisations 
to engage with the broader health and 
wellbeing agenda.



“The best place to live for health and 
wellbeing”



Taking a holistic approach: using a wide range 
of approaches and strategies to tackling the 
determinants of mental health.



“Addressing multiple needs instead of 
channelling people down single condition 
pathways”
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A number of key enablers surfaced across 
different case studies:



•	 Leadership – including senior officer and 
political support



•	 Relationship development – building 
mutual trust with other agencies and taking 
time to engage the local voluntary and 
community sector



•	 Community engagement – learning from 
communities and engaging them in 
everything from strategy development to 
service delivery



•	 Harnessing external resources – making 
use of national programmes, research and 
funding, and sharing learning with other 
local areas.



These case studies demonstrate promising 
practice and good ideas. Evidencing impact 
for prevention is complex. It can be difficult 
for initiatives which are in the early stages of 
implementation. However, local authorities are 
well positioned to learn, to work arm in arm with 
communities, local providers and grassroots 
organisations, and to adapt to new insights and 
respond to the needs of their residents in the 
present.



Mental health is interwoven with other agendas 
– housing, employment, social inclusion, 
economic development, safety. Local authorities 
are uniquely placed to connect all parts of the 
system and to knit together their own policies 
and strategies to work towards fewer health 
inequalities and better mental health for all.



Most of the research for this report was carried 
out before the outbreak of Covid-19 in the 
UK. The pandemic has seen a seismic shift in 
resources to contain the virus and support those 
who have become ill. At the time of writing, 
much of this work is still ongoing.



We followed up with some of our participating 
councils to understand how the pandemic had 
affected progress on mental health prevention 
and promotion. While Covid-19 has interrupted 
all of our lives, we heard evidence that local 
authorities have been able to sustain a focus on 
mental health by using digital technology, by 
commissioning flexibly and by developing new 
resources. More than that, existing approaches 
to health promotion and the prevention of 
mental health problems have been important 
enablers for quickly bringing together wider 
networks of stakeholders to learn how 
communities have been affected and to make 
mental health a key part of Covid-19 recovery 
planning.
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Other factors and circumstances can protect 
our mental health. Relationships, supportive 
families, secure childhood experiences, good 
housing, economic and social opportunities, 
education, and easy access to help can all boost 
our resilience in the face of stress and hardship.



Preventing mental health problems and 
promoting positive mental wellbeing normally 
involves initiatives designed to address these 
various individual, interpersonal, or societal 
factors (McDowell et al., 2019). There is often 
significant overlap between these initiatives 
and those aiming to improve physical wellness 
– the two are intertwined. As the range of risk 
factors is broad, so too is the range of agencies 
and organisations which can make a difference.



Introduction



We all have mental health. Like our physical 
health, this can be anywhere on a spectrum 
from healthy to unwell. Success in prevention 
and promotion means supporting people to stay 
as close as they can be to the healthy end of the 
spectrum. Efforts to promote positive mental 
health can aim to help people whether they are 
healthy, coping, struggling or unwell – although 
the greater a person’s mental health need, the 
more intensive support they will need to attain 
better mental health.



There are several known risk-factors which 
make people more likely to experience 
mental health difficulties. These include 
unemployment, low income, racism and 
discrimination, traumatic experiences, violence 
or abuse, genetics, physical illness, and a lack 
of access to support.



Mental health spectrum



© Centre for Mental Health 2017                    www.centreformentalhealth.org.uk
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Evidence for prevention



The established evidence base



The most recent estimate for the total cost to 
society of mental health problems in the UK 
was £119 billion per year. This figure includes 
the costs of health and social care for people 
with mental health problems, lost output in the 
economy, and reduced quality of life. Most of 
these costs are not borne by the health system 
(O’Shea & Bell, 2020). Preventative programmes 
bring about a range of benefits not limited 
to health and wellbeing: these may include 
improved community cohesion, management 
of physical health, reduced crime and 
improved feelings of safety, better educational 
attainment, improved earnings or more secure 
employment.



Various studies summarise a range of 
preventative interventions and their estimated 
costs and benefits (Australian Government 
National Mental Health Commission, 2019; 
McDaid et al., 2017). While there is a growing 
body of research on preventing mental illness, 
some areas are more advanced than others in 
evidencing impact. Approaches considered by 
health economists to have a good evidence base 
include:



•	 Supporting maternal and infant mental 
health – economic evaluations demonstrate 
the cost effectiveness of preventing or 
intervening early on perinatal depression 
through improving access to psychological 
therapies or increasing health visitor 
support for mental health and wellbeing 
(Gurung et al., 2018) 



•	 Improving children and young people’s 
mental health – evidence-based parenting 
programmes, for example, are estimated to 
generate savings in public expenditure of 
nearly £3 for every pound spent over seven 
years, with the value of savings increasing 
significantly longer term (Khan et al., 2015)



•	 Improving mental wellbeing and preventing 
mental illness in the workplace – mental 
health problems cost UK employers £35 



billion a year in sickness absence, reduced 
productivity and staff turnover. A number of 
interventions to help employees stay at work 
and fulfil their productive potential have 
been shown to have potentially significant 
savings for businesses and the economy 
(Tan et al., 2014; Hamberg van Reenen et al, 
2012)



•	 Suicide prevention – one initiative 
increasing the use of psychosocial 
assessment (i.e. considering the wider 
factors affecting wellbeing) for people 
who have self-harmed and present at 
hospitals was modelled to deliver a return 
of investment of £2.93 for every pound 
spent in health, local authority and police 
costs over a ten-year period, rising to 
£39.11 when increased productivity and 
other wider, long-term costs are considered 
(McDaid et al., 2017)



•	 Tackling social isolation and loneliness 
amongst older adults through non-medical 
interventions – a randomized control trial 
of a community choir group showed a 
significant improvement in mental health 
scores over six months and a 60% chance of 
being cost-effective (Coulton et al., 2015).



Only a relatively small number of preventative 
approaches benefit from being so well 
researched. Given the many determinants 
of mental health and the broad range of 
opportunities to support communities and 
individuals with mental wellbeing, there are 
many more possible approaches and innovative 
interventions that have yet to be robustly tested. 
For example, our understanding of impact and 
economic evaluation evidence is still emerging 
in many key areas: school-based antibullying 
programmes; mindfulness; improving 
employment, education, and training outcomes 
for young people at risk of poverty or social 
exclusion; housing, urban planning, and access 
to nature; and addressing the psychological 
impact of job loss and job insecurity (McDaid et 
al., 2019).
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Inequalities



All of us have multiple layers of identity and 
belong to communities of geography, gender, 
ethnicity, social class and many more. The 
determinants of mental health interact with 
these inequalities in ways that put some people 
at a far higher risk of poor mental health than 
others:



•	 Children from the poorest 20% of 
households are four times as likely to have 
serious mental health difficulties by the age 
of 11 as those from the wealthiest 20%



•	 70% of children with autism and 80% of 
adults with autism have at least one mental 
health condition



•	 Children and young people with a learning 
disability are three times more likely than 
average to have a mental health problem



•	 Men and women from African-Caribbean 
communities in the UK have higher rates of 
post-traumatic stress disorder and suicide 
risk and are more likely to be diagnosed 
with schizophrenia



•	 Women are ten times as likely as men to 
have experienced extensive physical and 
sexual abuse during their lives: of those 
who have, 36% have attempted suicide, 
22% have self-harmed and 21% have been 
made homeless.



(Summary of multiple sources from the 
Commission for Equality in Mental Health, 2020)



It is increasingly evident that preventing 
mental ill health cannot be achieved 
successfully without addressing these stark and 
longstanding inequalities. Taking a ‘universal’ 
approach to promoting mental health may even 
exacerbate inequalities by benefiting those who 
have the least need.



Evaluating prevention



Shifting public spending from high-cost late 
intervention services (such as hospitals and 
prisons) towards lower cost prevention and 
earlier intervention is notoriously difficult. 



Economic evidence demonstrates that 
straitened public finances tends to lead to 
higher cost services being favoured. The 
rationing of lower cost services which take place 
further ‘upstream’ (i.e. through waiting times or 
the imposition of thresholds) mean people do 
not get help until they reach crisis point. This 
is more likely to involve the police, ambulance 
services, and worse outcomes which can affect 
individuals longer term (O’Shea, 2019).



With a limited evidence base, it can be difficult 
to make the case to invest in preventive 
programmes. And often such programmes are 
required to innovate while also demonstrating 
short-term and directly attributable returns on 
investment. While enabling positive mental 
health is linked to tackling a range of social 
determinants including deprivation and 
discrimination, it can be difficult to draw direct 
associations between the activities carried out 
and the outcomes they ultimately help people 
achieve. Robust and independent evaluation 
can be expensive and monitoring the impact 
of prevention requires time for new initiatives 
to be embedded in communities and for their 
effects to become visible – this can be several 
years. Population level outcomes are also not 
immune to confounding factors. In the context 
of Covid-19, this includes major economic 
uncertainties and the legacy of months of social 
distancing and isolation for many. 



Most of the local authorities featured in this 
publication are on the journey of embedding 
their approaches and finding ways to track or 
measure the difference they make. Most have 
in place some monitoring of outputs, activities 
and engagements. Some are still in the process 
of talking to communities about the changes 
they want to make. Others have worked with 
external partners to develop sophisticated 
outcomes matrices which overlap social, 
physical and mental health outcomes. Where 
they have been running for sufficient periods 
of time, certain projects – some of which form 
part of much wider strategies and approaches 
– have been subject to internal and external 
evaluations. 
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The role of local authorities



An overarching message from promising case 
studies is the importance of learning. This is 
not just about external evaluations, figures 
and validated measures: it is about listening 
to communities and system partners and 
understanding how approaches can be adapted 
or adjusted to meet a growing understanding 
of local need. The use of outcome measures is 
the subject of some debate in mental health 
and all public services. Adhering to strict 



predetermined metrics and performance 
management can make it harder to improve 
outcomes for individuals and communities 
(Lowe & Wilson, 2017); Davidson Knight et 
al., 2019). In some cases, commissioners and 
service providers benefit instead from using 
first person narratives, qualitative evidence, 
and ongoing learning to demonstrate their 
value (Bell & Allwood, 2019).



Community leadership



Local authorities of all types have roles to play 
as guardians of population mental health and 
wellbeing. Many are rising to the challenge of 
promoting good mental health and preventing 
poor mental health with the potential to make 
a big difference in their communities. We 
have seen during the Covid-19 pandemic that 
councils have stepped up to lead efforts to 
respond to the crisis, taking unprecedented 
steps to save lives, protect public health and 
support people who face the biggest risk.



Most health problems and inequalities are 
caused by a complex mix of environmental and 
social factors which play out in a local area. 
Councils deliver services and carry out duties 
directly relating to health, but leadership on 
mental health is not limited to public health 
or social care directorates. All areas and 
all levels of local government – children’s 
services, housing, community safety, culture, 
leisure, parks, planning, employment – can 
impact mental health in communities (Local 
Government Association, 2017).



Leadership takes many forms. Elected members, 
for example, are uniquely well placed to embed 
a strong voice – and bring scrutiny – to ensure 
that policies and decisions are made with 
mental health in mind. Councillors can listen to 
concerns from residents and communities and 
seek to address them. Support is available for 
councillors in this role: a new distance learning 



resource has recently been published (Davie & 
Garzonis, 2020) and a range of guidance and 
tools is available through the Local Authority 
Mental Health Challenge. 



Councils can lead on the creation of mentally 
healthy places in different ways. They can 
influence the wider system by: enabling high 
people in public and high profile roles to share 
their personal experiences and challenge 
stigma; creating spaces where communities 
can share issues which affect them; working 
closely with NHS and clinical commissioners; 
and convening local groups comprising 
stakeholders from statutory services, voluntary 
and community sector organisations and local 
businesses. Local authorities are uniquely well 
placed to build relationships across systems, 
establish effective governance, understand and 
respond to the circumstances of the populations 
they serve, and lead culture change for better 
mental health.



Health and Wellbeing Boards



Health and Wellbeing Boards are the main 
formal platform through which many councils 
exert strategic influence over the health of 
their communities. Established in all local 
authorities with adult social care and public 
health responsibilities, they bring together 
councillors with social care and public health 
leaders, NHS commissioners (from each Clinical 
Commissioning Group in the area), and public 





http://www.mentalhealthchallenge.org.uk/briefings-for-councillors/


http://www.mentalhealthchallenge.org.uk/briefings-for-councillors/
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representation from the local Healthwatch. 
While a Health and Wellbeing Board may 
engage other stakeholders, voluntary sector 
providers for example, they are not obliged to 
do so.



The role of Health and Wellbeing Boards is 
not to commission services, but to oversee 
provision and ensure that local needs are 
met. They have a statutory remit to produce a 
Joint Strategic Needs Assessment (JSNA) and 
a Joint Health and Wellbeing Strategy for their 
local population. The JSNA uses local data to 
assess current and future health and social care 
needs. These are often created in consultation 
with local communities and can cover a range 
of areas including demographics, economic 
factors, and wider social or environmental 
considerations. This intelligence, and the 
oversight role of Health and Wellbeing Boards, 
can help local authorities use their influence 
to focus both their own resources and wider 
investment from system partners on prevention 
(Bell, 2016).



Where there are two tiers of local government, 
statutory responsibility for Health and 
Wellbeing Boards lies with the upper tier. 
County councils should, however, engage 
with district councils to understand local need 
and implement strategies, and some district 
councils may create Health and Wellbeing 
Boards or Partnerships to influence work taking 
place at county level.



Unitary authorities



In local areas where there isn’t a two-tier system 
of local government, the unitary authority holds 
responsibility for all the activities outlined 
below. This includes London boroughs and 
some metropolitan and non-metropolitan areas.



County councils



In addition to their strategic role leading 
Health and Wellbeing Boards, county councils 
directly commission a range of services related 
to mental health and wellbeing. Key services 
include public health, social care, drug and 
alcohol support, and others which affect 
population wellbeing and access to support, 



for example transport, libraries and education. 
County councils and unitary authorities 
receive direct funding for population health 
and wellbeing from the Better Care Fund (HM 
Government, 2019) and the Public Health Grant 
(Department of Health and Social Care, 2020).



Unitary and upper tier councils have statutory 
responsibilities to provide support for people 
experiencing mental health problems, including 
care assessments and planning, crisis 
intervention, advocacy, and the provision of 
a number of roles, such as Approved Mental 
Health Professionals who are directly involved 
in the safety and support of people in urgent 
mental health distress. These are detailed in 
the Mental Health Act, Care Act, and Mental 
Capacity Act. 



Much of this work is delivered in partnership 
with the NHS. Health and Wellbeing Boards 
and other structures, such as Sustainability 
and Transformation Partnerships (STPs) and 
Integrated Care Systems (ICSs), support 
integration and enable local authorities to 
collaborate on and scrutinise mental health 
provision.



District, borough and city councils



Although councils at the district level lack 
statutory responsibilities to deliver public 
health services or social care, they hold 
several key functions which affect community 
health and wellbeing. They are responsible 
for housing, leisure, culture, green space and 
environment, benefits and licensing. District 
level councils are also responsible for economic 
development, for example, assessing planning 
applications, managing business rates and 
relief, encouraging investment in local areas 
and developing local infrastructure through 
the use of the Community Infrastructure Levy 
(Ministry of Housing, Communities & Local 
Government, 2019a).



District councils are closely involved with 
community-based activities and neighbourhood 
management, where prevention and health 
promotion work takes place, so are well 
placed to bridge communities with Health and 
Wellbeing Boards and service providers.
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National policy and legislative context



The majority of policy attention in recent years 
has focused on investment in mental health 
services. Prevention has been much less of 
a priority, and national investment in public 
mental health has been negligible. But there are 
signs of a shift and of growing recognition from 
policymakers that preventing mental ill health is 
both desirable and possible.



Prevention



The Secretary of State for Health and Social 
Care’s vision statement (2018) described 
prevention as ‘better than cure’. The vision 
asserted that:



The NHS and local authorities need to put 
prevention at the heart of everything they do: 
tackling the root causes of poor health, not just 
treating the symptoms, and providing targeted 
services for those most at risk.



It recognised the wider determinants of mental 
health and the need to support those at risk of 
developing mental health problems, including 
by meeting young people’s needs earlier. This 
echoed proposals of the Transforming children 
and young people’s mental health provision 
green paper (2017) to develop mental health 
support teams and supervision in schools.



The vision for prevention developed into the 
Government’s Advancing our health: prevention 
in the 2020s green paper (2019). The prevention 
green paper pledged to give more attention to 
improving mental as well as physical health. It 
made proposals to invest in protective factors 
for mental health – for example by supporting 
wellbeing and social connection using social 
prescribing and ‘nature-based interventions’. 
Other actions included additional investment 
in suicide prevention, encouraging local 
authorities to sign up to the Prevention 
Concordat for Better Mental Health, national 
programmes to raise awareness and challenge 
stigma, and new grants targeting innovations in 
student mental health.



The green paper cited a range of risk factors 
which can contribute to poor mental health, 
such as adverse childhood experiences, 
poverty, financial and housing insecurity, social 
isolation, and discrimination. However, it largely 
focused on individual choices, like smoking 
cessation and weight management, rather 
than addressing the psychological stresses 
undermining people’s ability to stay healthy. 
This is an area where local authorities are well 
positioned to understand the needs of their 
communities and test innovative approaches 
which go further than national strategies.



System change, the NHS and local 
authorities



The NHS Long Term Plan was published in 
January 2019, setting out NHS England’s 
priorities for the next decade. The Plan 
determines funding, organisation and objectives 
for the next ten years. Annual funding for mental 
health services is earmarked to grow by £2.3 
billion by 2023-24. These were enshrined in 
law in March 2020 through the NHS Funding Act 
2020.



The Plan has a prominent focus on community 
mental health support, with almost £1 billion 
per year (of the additional funding) to be 
invested in community provision by 2023-
24. This is intended to support local areas to 
‘redesign and reorganise core community health 
teams to move to a new place-based, multi-
disciplinary service across health and social 
care’. The community mental health framework 
calls for NHS commissioners and providers 
to deliver integrated, place-based support by 
collaborating with colleagues in social services, 
drug and alcohol teams, education, housing, 
employment and public health (National 
Collaborating Centre for Mental Health, 2019).



Several proposals under the heading of 
‘prevention’ were put forward in the Long Term 
Plan. Pledges to scale up the use of personal 
health budgets and extend access to social 
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prescribing focus on helping people with long-
term conditions to self-manage and preventing 
emerging problems from worsening. There were 
also proposals to improve the physical health 
of groups with a higher risk of long-term illness 
(The NHS Long Term Plan, 2019).



The NHS Long Term Plan established a shift 
towards Integrated Care Systems (ICSs) over 
large geographical areas (covering about a 
1 million population each) and Primary Care 
Networks (at a much more local level). ICSs 
should bring together commissioners, providers 
and local authorities to make decisions that are 
in the best interest of the entire health economy 
(Bell, 2020).



Health and Wellbeing Boards can form a key 
part of the local infrastructure on prevention by 
working with ICSs. Some of the key tools that 
are needed – such as flexibility to pool budgets 
– already exist. However, while ICSs are 
intended to provide ‘even closer collaboration’ 
between the NHS, local councils, and other 
organisations, evaluations of the early models 
have demonstrated variable local authority 
involvement at ICS level, and there are some 
concerns that ICSs may develop to ‘eclipse’ 
the role and influence of more local Health and 
Wellbeing Boards (Humphries, 2019; Hunter et 
al., 2018).



Future reform, system change, new ways of 
working, expectations for greater collaboration, 
and investment brought about by the NHS Long 
Term Plan will have significant implications for 
local authorities. However, unlike the long-term 
funding settlement for the NHS, now enshrined 
in law, future financing of social care and public 
health is still arranged on a rolling annual basis. 
A sustainable plan for funding adult social 
care appears to be some way off yet. And the 
coronavirus pandemic has put progress towards 
this and other health and care system change 
on hold.



Public health



Public Health England is responsible for 
improving the nation’s health and wellbeing 
and reducing health inequalities. It delivers a 
number of programmes to share information 
and support local authorities, the NHS, and 
others to improve population health and tackle 
public health problems. Mental health is one of 
its five priority areas for 2020-25 (Public Health 
England, 2019).



The Prevention Concordat for Better Mental 
Health, developed in 2018, is a key vehicle for 
promoting prevention-focused approached 
to improving public mental health.¹ It was 
one of the recommendations of the Five Year 
Forward View for Mental Health (2016) and 
brings together guidance for local councils with 
information, data and other resources in order 
to spur action to improve mental health and 
reduce inequalities. The Prevention Concordat 
is underpinned by a consensus statement which 
states a shared commitment to shifting to 
prevention, addressing the wider determinants 
of poor mental health. The Prevention 
Concordat has been signed by over 90 councils 
and is endorsed by more than 60 statutory 
organisations, professional bodies, voluntary 
sector organisations and others.



Every Mind Matters (2019) is Public Health 
England’s most recent public-facing mental 
health initiative. Developed in partnership with 
the NHS and other stakeholders, it is intended 
to give people easy access to information and 
the opportunity to learn skills to cope with sleep 
problems, anxiety, low mood and stress, both to 
support their own wellbeing and to help family 
and friends. This is delivered online through a 
range of digital apps with a focus on self-care 
and staying well.



¹To sign up to the Prevention Concordat, contact publicmentalhealth@phe.gov.uk to request an action plan 
template.





https://www.nhs.uk/oneyou/every-mind-matters/
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Key themes from case studies



A number of commonalities and shared drivers 
of success emerged during analysis of our nine 
case study examples. Each of the case studies is 
profiled in full in the last section of this report; 
the summary below presents the shared and 
similar elements and enablers which were 
identified across the various sites.



Common approaches



Everybody’s business



Approaches to prevention and promotion can 
make clear that the health and wellbeing of 
the local population is the responsibility of 
every part of the council and every council 
worker. Basildon Borough Council, for example, 
has pursued a health in all policies approach 
which has helped make mental health and 
wellbeing a part of its Corporate Plan and 
Housing Strategies. In Camden and Islington, 
meanwhile, Making Every Contact Count training 
aims to equip every frontline worker in the 
council and community with the skills and 
confidence to link individuals with the support 
they need.



Holistic support



The case studies demonstrate a range of 
support and strategies to tackling the broad 
determinants of mental ill health. This includes 
early signposting to support offers, expanding 
access to activities and the outdoors, improving 
opportunities for creativity and artistic 
expression, offering employment support, 
group social activities, and advocacy and advice 
around benefits, finances and housing.



Holistic support can be targeted towards 
specific groups who are considered at risk or 
unlikely to access support. St Albans’ Shape 
Up programme, for example, works to improve 
men’s mental wellbeing through an exercise 
offer, while Leeds’ whole-city approach 
prioritises grants for public health work in areas 
of high deprivation and low engagement.



Collaboration



Collaborating with other parts of the system and 
with the community is a common element of all 
case studies. Joined-up approaches with other 
councils (especially in two-tier areas) and NHS 
providers and commissioners enable the whole 
system to focus on upstream approaches to 
health and wellbeing. Community organisations 
and local residents have been closely involved: 
community groups and voluntary organisations 
are vital whether they are giving input for 
strategies, beneficiaries of grants or lead 
providers of contracts.



Place-based



Case studies recognise the range of settings 
which can influence people’s wellbeing – such 
as parks, leisure facilities, and workplaces. 
Promising strategies use the idea of ‘place’ 
to galvanise residents and organisations to 
engage with the broader health and wellbeing 
agenda. Some approaches, such as Stronger 
Sandwell, prioritise ‘asset-based’ prevention 
work. This means understanding and utilising 
the many resources (places, people, groups, 
communities) which are already present in 
communities, and which can be empowered to 
make a bigger contribution to keeping the local 
population well.



Accessibility is an important part of place-
based work – in Tameside and Glossop, for 
example, Neighbourhood Mental Health Teams 
are deployed in community settings, including 
a high street drop-in centre run by a local 
charity. Similarly, Mentally Healthy Leeds runs 
arts, music, food and exercise programmes in 
community spaces.
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Drivers of success



Leadership 



Interviewees from all areas cited senior and 
political support as key drivers for mental 
health prevention. Senior endorsement 
empowers officers to have conversations about 
mental health within the council and with 
external stakeholders. Leaders, especially 
elected members, can bring insights into the 
needs and preferences of communities and offer 
valuable connections with other stakeholders 
such as employers and business groups. In 
two-tier systems, mirrored priorities and mutual 
support between county and district level 
councils was another important enabler.



Relationship development



Relationship development is a key element of 
success, particularly where local authorities 
seek to engage voluntary and community 
groups with which they have previously 
had more direct commissioner-provider 
arrangements. Surrey County Council, for 
example, opened up membership of its 
Health and Wellbeing Board to a broad 
range of organisations, and is moving from 
scrutinising mental health provision to more 
of a partnership approach. In other examples, 
as in Basildon Borough Council, councils work 
collaboratively with NHS commissioners and 
providers, producing funding bids together.



Building mutual trust with other organisations 
– whether they are from the NHS or voluntary 
sector – can take time and requires patience 
and understanding. This is another area where 
political leaders can help open doors.



Community engagement



Promising strategies have sought out and 
learned from communities, exploring both 
individual experiences of support and the 



range of local groups and organisations which 
are well placed to make a difference. Engaging 
communities from strategy development to 
service delivery is critical to ensure that the 
right areas are being targeted and that new 
initiatives have the best chance of reducing 
inequalities and improving outcomes for at risk 
groups. Birmingham City Council, for example, 
has sought out links with other areas to help 
develop culturally appropriate support for 
specific communities.



Harnessing existing evidence and resources



Several approaches have been inspired by 
national programmes. Bristol’s Thriving at 
Work initiative builds on national evidence on 
the impact of mental health in the workplace. 
Many other councils have signed up to Time to 
Change as employers and have embedded this 
into their work in communities. Others have 
been inspired by learning from approaches 
elsewhere. Birmingham City Council, for 
example, has made links with Lewisham Council 
to help develop its offer for young black men, 
while Tameside and Glossop was inspired by the 
Lambeth Living Well programme to develop its 
own neighbourhood offer.



Sharing learning and harnessing the existing 
evidence base for prevention and health 
promotion can strengthen local business cases 
and persuade commissioners and system leaders 
that it is worthwhile – and possible – to take new 
approaches. We heard from some local teams 
that they are already sharing learning across 
regional and national communities of practice.



These case studies were gathered before the 
Covid-19 pandemic. We followed up with a 
limited number of participating case study areas 
during May and June of 2020 to understand 
how they were responding to the virus and 
what impact it had made on prevention and 
promotion activities.
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Prevention and promotion during the pandemic



Approaches



Going digital



There were several examples of services 
adapting to lockdown and social distancing 
rules by focusing on online and other remote 
support. The St Albans Healthy Hub focused on 
sharing resources online, including a number of 
free videos and webinars, and links to local Hub 
partner organisations’ online services. Leeds 
Suicide Bereavement Service moved to 1-1 
remote counselling, during which practitioners 
have noted an increase in the quality of some 
sessions.



Stronger Sandwell is promoting physical activity 
despite the suspension of group meetings, 
including by partnering with local sports 
personality ‘Blind Dave’ Heeley to produce 
a video to encourage people of all ages and 
abilities to exercise. Birmingham City Council, 
too, has commissioned local professionals to 
record accessible videos on a range of activities 
aimed at boosting mental wellbeing: such as 
yoga, mindfulness, creativity and planting. 
Links to local support, self-help resources, and 
tips for employers to create mentally healthy 
workplaces have also been shared online 
through Birmingham’s Mentally Healthy City 
Forum. 



Bristol City Council continues to focus on 
workplace mental wellbeing online, offering 
a range of remote access resources such as 
mental health training for line managers, tools 
and training for staff to manage their own stress 
and anxiety, platforms for peer support and 
suicide awareness training.



Adaptations and targeted work



Covid-19 responses have not just focused on 
meeting the challenges of delivering existing 
programmes within the restrictions of lockdown, 
they also address the specific impact of 
Covid-19 on the wellbeing of communities. 
The Mentally Healthy Leeds main provider, 
Touchstone, has been unable to run groups 
in neighbourhoods, but has instead carried 
out socially distanced home visits where staff 



deliver food and informally check on the welfare 
of potentially isolated and vulnerable residents. 
At the same time, they have distributed crisis 
cards so that information on where to get 
help is accessible and easily available.  This 
includes information regarding broad reaching 
local services such as debt advice, housing, 
bereavement services, and support for young 
people.



The importance of the Mindful Employer 
Network, also in Leeds, has been reaffirmed 
in light of the pandemic, and the Public Health 
team has been actively seeking to engage 
employers and individuals who might be at 
greater risk of stress and anxiety. This includes 
care home workers and food delivery drivers 
working in the ‘gig economy’. The latter are 
known to experience health inequalities, be 
less likely to access support for mental and 
physical health, be more likely to come from 
BAME communities where Covid-19 has been 
more prevalent, and be part of the young, lower 
paid and underemployed workforce where 
livelihoods are at greater risk in a recession.



In Bristol, £100,000 previously secured from 
West of England Combined Authority (WECA) for 
the Thrive programme has been redirected to 
support the Covid-19 mental health response 
to adapt to new circumstances and restrictions, 
including by moving services online.



New resources



Local authorities have worked with communities 
to develop and disseminate new resources on 
mental health and wellbeing. The Covid-19 
mental health response in St Albans City and 
District has benefits from close working with 
Hertfordshire County Council, which supported 
the development of a mental health resource 
for individuals. This was produced by Centre 
for Mental Health and made widely available 
through the range of organisations brought 
together by St Albans City and District Council 
(Centre for Mental Health, 2020a).



Leeds City Council, responding to feedback from 
local volunteers, has produced an accessible 
suicide awareness guide to help improve 





https://www.youtube.com/playlist?list=PLb1P0NWdnLLME2evMwj2buzdBpEfpxMeP


https://www.youtube.com/playlist?list=PLb1P0NWdnLLME2evMwj2buzdBpEfpxMeP
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the confidence and knowledge of the wider 
volunteer workforce to respond to distress in the 
community (Leeds City Council, 2020). This has 
been shared through a broad network, including 
NHS volunteer responders, carer groups, 
voluntary sector organisations, adult social 
care, the Mindful Employer network, and the 
local NHS mental health and learning disability 
provider trust.



As part of Stronger Sandwell’s ‘asset-based 
community development’ approach, Sandwell 
Metropolitan Borough Council has been active in 
engaging its diverse local community about how 
to respond to the pandemic. Public health has 
met with local faith groups and organisations 
including the Yemeni Community Association 
and West Bromwich African Caribbean Resource 
Centre to understand the key issues for them. 
They heard that people from some BAME groups 
have concerns about the disproportionate 
impact of Covid-19 on their communities, both 
from the illness itself and being discriminated 
against based on a perceived vulnerability. 
One concern has been that this could lead to 
BAME people being offered shorter contracts 
or not being employed at all. In response, the 
Stronger Sandwell team is working with local 
communities to develop a post-Covid risk 
assessment tool for employers that builds on 
national guidance on considerations of age and 
clinical vulnerability, expanding on the guidance 
by also addressing ethnicity.



Learning from communities



St Albans City and District Council brought 
together a group of senior representatives 
from 18 local organisations for a meeting on 
the ‘Impact of Covid-19 on Mental Health: 
Recovery’. This was led by the council’s 
‘member champion’ for mental health, Cllr 
Anthony Rowlands. Attendees represented a 
broad group of local voluntary sector providers, 
schools, faith groups, district and county 
council representatives and NHS organisations. 
Issues raised included increasing demand for 
employment support and expected need for 
money advice; funding challenges for voluntary 
sector organisations; children and young 



people’s concerns about returning to school, 
and adults’ concerns about returning to the 
workplace; awareness of isolated groups, such 
as older adults; and the need to support and 
manage volunteers through difficult times. 
This learning will inform the St Albans Health 
& Wellbeing Partnership and will be shared 
with the County Council. Future meetings are 
planned – the forum will continue to gather 
insights and connect local government to a 
range of relevant stakeholders.



Birmingham City Council has launched an 
online Covid-19 impact questionnaire to 
understand the experiences of different 
communities across the city. The survey asks 
questions about participants’ backgrounds, 
views on Covid-19, and the impact that 
lockdown measures have had on mental 
health, physical activity, employment and 
relationships. Findings will inform the Council’s 
recovery response, proposals and priorities. 
Birmingham’s Mentally Healthy City Forum 
has shared other opportunities for community 
involvement, notably a youth community 
roundtable hosted by the West Midlands Police 
and Crime Commissioner which sought views 
from young people about experiences of the 
police, education and mental health during 
lockdown. During the pandemic, the Council 
convened meetings with wider system partners 
including public health and the local CCG to 
rapidly facilitate and answer over 600 questions 
directly from the community, and has been 
proactively sharing information to keep the 
public informed about the issues that are most 
important to them.



Leeds Public Health is working with Mentally 
Healthy Leeds provider, Touchstone, and other 
third sector organisations to explore and 
understand experiences of grief, loss and social 
isolation during Covid-19, and the wider impact 
this has had on communities. Community 
based providers are recognised as being able to 
engage residents from diverse backgrounds and 
the project has been made possible as part of 
the Mentally Healthy Leeds programme through 
flexible commissioning. 
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A system designed for prevention



A Mental Health and Wellbeing Cell has been 
established in the West of England to develop 
a whole system response to meeting mental 
health needs once lockdown eases. This is 
co-chaired by Bristol Public Health and Bristol, 
North Somerset and South Gloucestershire 
CCG. It brings together 60 partners and local 
experts from across the NHS (including Avon 
and Wiltshire Mental Health Partnership NHS 
Trust), local authorities, voluntary sector, 
emergency services such as the police, user-
led organisations and academia. The Cell has 
adopted prevention-focused principles in 
planning for Covid-19 recovery.



Modelling has predicted a 30% increase in 
mental health problems over the next 2-5 years. 
The Cell recognises the potential for community-
based, preventive approaches, early help and 
targeted work to improve population mental 
health and enable de-escalation, with a view 
to reducing the severity of new mental health 
problems, alleviating system pressures and 
tackling health inequalities.



A business case for the reprioritisation of 
local health and local authority funding into 
community-based mental health support 
and prevention work has been developed at 
an STP-wide level, with discussions ongoing 
around how this may be supported nationally. 
Proposals include specialist mental health debt 
and benefits advice, mental health specialists 
for schools, trauma-informed support, a mental 
health literacy programme, and community 
grants for grassroots organisations, with a focus 
on health equality (including black-led mental 
health support). This business case has been 
agreed by local leaders and implementation has 
already begun to quickly protect and promote 
mental health and ensure that the health and 
care system is able to respond effectively to the 
challenges to come in the wake of the virus.



Reflections



Councils’ roles in harnessing the social fabric 
of communities has been evident during the 
pandemic. A key part of this has been bringing 
stakeholders together quickly to learn about 
diverse experiences and to plan appropriately 
to support those who might be facing mental 
health difficulties.



Case study areas have benefited from having 
invested time and resources into developing 
relationships across communities as part of 
their pre-Covid approaches to preventing mental 
health problems and promoting good mental 
wellbeing. Public health teams have been able 
to consult rapidly and effectively with diverse 
community groups (as in Sandwell and Leeds), 
and to bring together groups and organisations 
to understand the mental health of communities 
and plan to meet their needs (in St Albans 
and Bristol). Where new resources have been 
produced, relationships across communities 
have allowed them to be relevant to the people 
they intend to reach and shared across the 
broadest possible networks.



These examples demonstrate the convening 
power of local authorities at all levels – county, 
district, and unitary. Mental health is a key 
issue emerging from Covid-19, and while 
councils have been busy managing practical 
measures to contain the virus, they have also 
been successful in bringing wider stakeholders 
together to consider how their roles and 
responsibilities can protect the mental health of 
the population.



Flexibility has also been important. Local 
authorities and their partners have been quick 
to embrace digital to safely connect with people 
in their communities. Digital technology is not 
accessible for everyone, however, and we have 
seen services adapt to safely support people’s 
welfare face to face (Mentally Healthy Leeds). 
Flexible commissioning has enabled resources 
to be redeployed, supported new approaches 
to be delivered quickly, and created pathways 
for learning about community experiences 
which may otherwise have taken much longer to 
establish.
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Implications



Covid-19 has been a shared trauma in all 
communities, and it has hit the most deprived, 
marginalised and isolated the hardest. There 
is a real risk that many more people will 
experience mental ill health (and more serious 
mental health difficulties) in the wake of the 
pandemic. But, by taking affirmative action 
to reduce the risk of serious and long-lasting 
mental health problems, it will be possible to 
help individuals and communities to recover. 
While it’s not possible to prevent all mental 
ill health either now or at any other time, it 
is possible to boost communities’ resilience 
and help people to ‘bounce back’ from the 
crisis. The nine case studies in this document 
demonstrate promising approaches to 
achieving this.



The local authorities we have profiled in 
this report have demonstrated the value of 
collaborative working with NHS commissioners 
and providers. As partners, local councils and 
the NHS should acknowledge that addressing 
people’s needs holistically and helping 
individuals to avoid mental health difficulties 
requires a joined-up approach, particularly 
around psychosocial needs where local 
authorities and community-based organisations 
can make a significant contribution. Covid-19 
has, in many areas, provided the catalyst for 
that to happen very quickly.



Fully integrated arrangements such as those in 
Tameside and Glossop are rare, but by engaging 
with other structures, such as Integrated Care 
Systems and Integrated Care Partnerships, 
local authorities can have an active voice 
in wider health provision. However, these 
systems can be experienced as dominated 
by NHS organisations, with local authorities 



struggling to be heard. System working will 
be achieved where NHS commissioners and 
leaders recognise the value of local authority 
contributions to supporting prevention and 
health promotion in communities, as well as 
the impact this can have on NHS services for 
physical and mental health.



Community assets – including voluntary and 
community groups and local employers – 
should be mapped and engaged as part of any 
prevention strategy. These groups provide vital 
insights into local need and opportunities. 
They can increase the reach of, and encourage 
access to, prevention initiatives through sharing 
information at a neighbourhood level and can 
directly participate in service delivery.



Local authorities should be willing to take 
risks as compassionate commissioners, learn 
about the successes and challenges alongside 
community providers, and adapt monitoring 
requirements as knowledge and understanding 
across the system improves. Evidencing impact 
is important. But reporting to specific outcome 
indicators can be a burden on services that are 
operating with limited resources, especially 
where an independent evaluation hasn’t been 
commissioned and routine data collection isn’t 
resourced. This is especially challenging for 
mental health prevention work, where outcomes 
could be broad and only recognisable over time. 



All local authority directorates should recognise 
that mental health is interwoven with other 
priorities and agendas – physical health, 
housing, economic development, estates and 
green spaces and social inclusion. Taking a 
mental health informed approach can help 
tackle inequalities in a number of areas and can 
unlock opportunities for multiagency work or 
external funding.
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If you are worried about money problems, 
find help and support at: 



www.mindwell-leeds.org.uk/money-worries



Advice, information and support 



if you are concerned about your 



alcohol or drug use or someone 



else’s. You can also call to refer 



yourself to services in Leeds.



Open Monday and Friday, 9am - 5pm



Tuesday to Thursday, 9am - 7pm 



0113 887 2477



MindWell is the mental health website for people in Leeds. Funded by the NHS, it brings together information about local and national services as well as self-help tools and resources.
www.mindwell-leeds.org.uk



Speak to an advisor on theNational Gambling HelplineFreephone 0808 8020 133 24/7
www.gamcare.org.uk



IS PROBLEM GAMBLING AFFECTING YOU OR THOSE CLOSE TO YOU?



Are you struggling to cope or feeling overwhelmed? 
Talk to someone about how you’re feeling.



You are not alone and it is okay to ask for help.



If you’re having problems with money 



or need support dealing with debt, 



contact Money Buddies for free, 



confidential, impartial advice.



0113 2350276 



FEEL LIKE YOU’VE HAD ENOUGH? 



Can help with legal, money, welfare and housing issues by providing free, independent and confidential advice.



0113 223 4400



Andy’s Man Club
Peer support group for menCome have a brew and a chat – it’s okay to talkMeets every Monday at 7pm (Except Bank Holidays)Leeds College of Building, North Street, LS2 7QTwww.andysmanclub.co.ukinfo@andysmanclub.co.uk



Support, information and counselling for 



young people in Leeds aged 11-25. 



0113 2461659
www.themarketplaceleeds.org.uk



If you are 19 or under, you can contact 
ChildLine about anything. 
No problem is too big or too small. 
Speak to a counsellor straight away on
 0800 1111 (Freephone).



If you’re a young person, MindMate can help 
you understand the way you’re feeling and 
find the right advice and support. MindMate 
also has information for parents and carers. 
www.mindmate.org.uk



LEEDS HOUSING OPTIONS 



Advice service for people who are 



homeless, at risk of homelessness, or 



would like advice about housing.



0113 222 4412



07891 273 939*
*out of hours 5pm - 8 am, emergency only



Are you struggling after the death of someone close?



provides support, information and practical advice.
0113 234 4150
0808 808 1677



www.cruse.org.uk



If someone you were close 



to has ended their own life 



you can access one-to-one 



support, group support, family 



support, or counselling.



info@leedssbs.org.uk



leedssbs.org.uk



0113 305 5800



SARSVL 
provide confidential 



emotional support for women 
and girls affected by sexual 



violence of any kind.



CALL 0808 802 3344
TEXT 07860 022 880



EMAIL support@sarsvl.org.uk



Leeds Domestic 
Violence Service



Provides confidential support, information, 



and access to emergency accommodation.



24 hour Helpline  0113 246 0401



Support in times
of crisis



Dial House
A place of sanctuary, a social space, one-to-one support.
Open every day except Tuesday and Thursday 6pm–2am.Call 0113 260 9328 or text 07922 249 452 to make a referral. Taxis provided, parents in crisis able to bring children, BSL support available.



Dial House
@ Touchstone
Support and sanctuary for people from Black and Minority Ethnic backgrounds. 
Open Tuesdays and Thursdays 6pm–12am.
Call 0113 249 4675 or text 07763 581 853 to make a referral.



Connect
Need to talk about things?Need to hear a friendly and understanding voice?
Confidential, non-judgmental emotional support over the phone and online, provided by staff and volunteers.



Open every day 6pm–2am.Call 0808 800 1212 (free-phone) or go to lslcs.org.uk to find the online chat.



Confidential, non-judgmental emotional 



support for 13-18 year olds in Leeds, over the 



phone, online, or by text. 



Open Monday – Friday: 3.30pm-2am 



Saturday and Sunday: 6pm-2am 



Call 0808 800 1212 (freephone), go to



teenconnect.org.uk, or text 0771 566 1559. 



Feeling anxious or 



stressed? Need to 



talk about things? 



Need to vent about 



school? Anything 



else on your mind?



Ring or text 07760 173 476 
on the day you’d like to visit.



WELL-BEAN
‘HOPE IN A CRISIS’ CAFÉ 



The café is a safe space open 
to all experiencing crisis.



SATURDAY, SUNDAY, 
MONDAY 6pm-12am 



Lincoln Green Community
Centre, 29 Cromwell 
Mount, LS9 7JB



TUESDAY, WEDNES-
DAY 6pm-12am 



Touchstone House, 2-4 
Middleton Crescent, 
Beeston, LS11 6JU



THURSDAY, FRIDAY 
6pm-12am 



New Wortley Community 
Centre, 40 Tong Rd, Leeds 
LS12 1LZ



A place for calm 
words when you 
need them most.
0300 330 0630
Open 10am – 10pm



(every day)



All the services listed on this poster are LGBT+ inclusive.
Find local and national organisations that support LGBT+ communities at:  www.mindwell-leeds.org.uk/



lgbt



In a medical emergency
  CALL 999



When you need urgent 
medical help but you’re 



not sure what to do
CALL NHS 111



Developed by Public Health, Leeds City Council.
If you are a professional and would like to order more posters please ring the Public 
Health Resource Centre on 0113 37 86200. Information correct as of February 2020.



Deaf Connect
Is open Mondays 7-11pm. Glide/ Text: 07500 870 987Skype/ FaceTime: 
survivor.led@lslcs.org.uk



Crisis card distributed as part of Mentally Healthy Leeds 
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“Getting people excited about the art of the 
possible”



The ambition 



Basildon Borough Council sits within 
the boundaries of Essex County Council. 
Historically, the council did not view health and 
wellbeing as a priority area within its remit, but 
it has since shifted to a ‘Health in All Policies’ 
approach. The Health in All Policies approach 
acknowledges that health is closely linked 
to most other core objectives, and that the 
local system as a whole can influence health 
outcomes by tackling social determinants of 
ill health, improving population health, and 
reducing harm (Local Government Association, 
2016). Basildon Borough Council published its 
first Health and Wellbeing Policy in February 
2018 (Basildon Council, 2018a). This strategy 
set three priorities:



1.	 Reducing the prevalence of adult and child 
obesity



2.	 Improving mental health and wellbeing



3.	 Reducing health inequalities by tackling 
poverty



Prioritising mental health followed evidence 
that surfaced in the 2016 Joint Strategic 
Needs Assessment (JSNA) for Essex, which 
highlighted high levels of deprivation and 
health inequalities within Basildon (Essex 
County Council, 2016). Elected members and 
local voluntary sector organisations encouraged 
Basildon Borough Council to challenge the 
traditional limits of a district or borough council 
and develop its role in shaping Basildon as a 
healthy place to live. At the same time, as an 
employer, the council was aware that mental 
and physical health are connected and that a 
proactive approach to sickness absence would 
benefit staff and improve their interactions with 
residents.



The policy recognised that the Council’s in-
depth understanding of local issues and day to 



Case studies



day contact with individuals and communities 
are major assets in promoting good physical 
and mental health with and for its residents. 
The Council saw opportunities to make a 
positive difference to health and wellbeing 
through its direct responsibilities for housing, 
leisure and public spaces, as well as through its 
more strategic role which influences other parts 
of the local system and wider economy.



This led to the creation and adoption of the 
Council’s first Health and Wellbeing Strategy (to 
be published in 2020). Health and wellbeing 
has also been strongly embedded in other 
council strategies, such as the Housing Strategy 
2018-23 (Basildon Council, 2018b) and the 
Corporate Plan 2019-2022 (Basildon Council, 
2019), where ‘improved mental health provision 
and support for mental wellbeing’ is identified 
as a key outcome to achieve the goal of 
becoming ‘a place where everyone prospers’.



The approach



As part of the Health in All Policies approach, 
Basildon Borough Council is aiming to shift 
perspectives so that all of its functions – litter 
collection, facility management, leisure, green 
space development – are seen as public 
health roles. The new approach was supported 
by Essex County Council, which initially 
part-funded a Public Health Improvement 
Practitioner post jointly with Basildon Borough 
Council and Brentwood Borough Council to 
better understand health needs locally. This role 
has since been made full time within Basildon 
Borough Council, and is part funded by Essex 
County Council. The post sits within Basildon’s 
newly created Culture and Health Service.



Basildon’s approach to health and wellbeing is 
multifaceted. It involves several partnerships 
which have enabled new initiatives to be 
delivered locally. The Council has helped bring 
new funding to the area to build stronger, 
healthier, and more connected communities.



1. Health in all policies - Basildon Borough Council
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and funding and adjusted its business rates to 
give the Hub the space it needs to operate. The 
Hub is now supported by the local NHS Clinical 
Commissioning Group, the county Police and 
Crime Commissioner, public health and the 
Eastgate Centre (a private company).



Impact and sustainability



The Health in All Policies approach has been 
influential locally. Mental health and wellbeing 
have been successfully embedded in several 
long-term strategies and commitments within 
Basildon Borough Council. There is a perception 
that the focus on mental health and wellbeing 
has also led to changing attitudes within the 
council’s wider team. Staff members have been 
more willing to share, and to be open about, 
sickness absences arising from mental health 
difficulties, which in turn puts the council in 
a better position to provide support as an 
employer.



Coproducing bids and working with partners 
including NHS commissioners, the voluntary 
and community sector, and business groups, 
has encouraged others across the system to 
consider their roles in mental health prevention 
and promotion, leading to broader support for 
projects such as the HAPPY Hub.



Basildon’s active role in local initiatives has 
helped attract large, long-term grants to 
the area, which could benefit residents and 
community organisations for many years. The 
council and its partners continue to pursue 
other external funding opportunities to benefit 
the local area.



Keys to success



Partnership building



Generating excitement and interest from 
partners from across the local system and 
community has been critical to the Basildon 
approach. Messages around health and 
wellbeing have centred on the whole town, 
rather than the local authority or any individual 
partner organisation.



As financial constraints limit the possibilities 
of launching new interventions or services 



For example, Basildon was part of a winning 
bid as one of the three districts of the 
Essex Local Delivery Pilots, each receiving 
a share of £10.68m from Sport England, to 
improve physical activity in deprived areas. 
The programme started in 2018, and sees 
Basildon Borough Council work with grassroots 
organisations and strategic partners to create 
opportunities for people to get involved in local 
activities; create new ‘active’ parks; develop 
walking and cycling routes; make small grants 
accessible for community projects; invest 
in charities to scale up their projects; train 
volunteers, leaders and coaches from the 
community; and make the built environment 
a more appealing place in which to be active.  
Basildon Borough Council representatives sit 
on the core working group which oversees and 
manages implementation and delivery of the 
programme, which targets three key audiences: 
people living with mental health conditions, 
families with dependent children and older 
people (Active Essex, 2019).



Nearly £1.3m from Arts Council England was 
recently awarded to the Basildon area as part 
of the Creative People and Places 2019-2023 
programme. This grant intends to reach into 
areas with low engagement in cultural activity 
and empower local communities to deliver 
projects that give more people the chance to be 
creative, to influence their local community and 
take part in new activities. The funding was won 
by the BasildON consortium, led by a local CIC 
in partnership with Basildon Borough Council 
and 23 other businesses and community 
groups. The consortium plans to create projects 
which will engage and enrich the lives of 
individuals and help make positive changes in 
communities.



Where external grant funding is not available, 
Basildon uses more modest resources to 
support local initiatives to support mental 
health. The Motivated Minds ‘HAPPY Hub’, 
based in Eastgate shopping centre, is designed 
as a ‘one-stop shop’ for wellbeing where people 
can self-refer to a range of support including 
counselling, group social activities, training, 
advocacy, and mentoring. Basildon Borough 
Council made connections between Motivated 
Minds and other organisations for support 





https://www.creativepeopleplaces.org.uk/project/basildon


https://www.creativepeopleplaces.org.uk/project/basildon
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directly, the Council’s role in prevention 
and promotion has focused on encouraging 
collaboration across the system by working 
with other organisations and groups locally to 
identify what they need to improve services 
and support. The Council has then been able 
to use its levers to bring different partners 
together (police, health commissioners, 
businesses, charities, etc.); to assist the 
launch of new services where possible (e.g. 
by relaxing business rates or helping develop 
business cases); and to advocate on behalf of 
the local area in county, regional or national 
conversations.



Commitment



Changing attitudes and developing 
relationships takes time. Basildon Borough 
Council has spent four years since the 2016 
JSNA engaging partners to build a shared 



understanding of the roles different services 
and sectors can play in improving local mental 
health and wellbeing. 



There is a perception that, at various times 
historically, relationships between system 
partners (including the Council, police, 
health providers, voluntary and community 
organisations and businesses) have not been 
aligned or invested in. It has taken time and 
effort for the Council to overcome the difficulties 
borne from this. Developing working groups for 
health and wellbeing with representation from 
these sector partners has helped mitigate this 
barrier and develop a sense of shared purpose, 
and coproduction of funding bids with partners 
has developed trust while also bringing in new 
monies. Embedding this collaborative approach 
has required determination and commitment 
from council officers and elected members, even 
when progress has been slow or difficult.



“Get people together and have the 
conversation”



The ambition



Birmingham and its communities face 
entrenched challenges in poverty and health 
inequalities. The gap in life expectancy between 
the most and least deprived areas is 10.6 years 
for men and 8.2 years for women, the infant 
mortality rate is twice the national average 
and one in three children live in poverty. 
Birmingham also has a young population. The 
number of children aged 5-15 years is expected 
to increase by 10.8% by 2027.



These challenges were presented in 
Birmingham City Council’s draft Public Health 
Priorities for 2019-2023 (Birmingham City 
Council, 2019). This Green Paper document 
recognised the intersections between 
wellbeing, environment, adversity and 
opportunity, and suggested the local authority, 
the community, businesses, commissioners, 
health service providers and the VCSE can play 
significant roles in addressing Birmingham’s 



problems. It identified four main priority areas: 
child health, working age adults, ageing well, 
and a healthy environment. These areas were 
underpinned by an ambition to address health 
inequalities, including by supporting the mental 
and physical health of vulnerable people.



The Birmingham Public Health Green Paper was 
shared for community consultation in 2019. The 
consultation received 447 written responses, 
some 35% of which were from people reporting 
either a physical or mental health condition. 
Additional feedback was gathered from 
workshops held in each of the city’s 24 wards.



This exercise confirmed that respondents 
supported the Public Health vision and priority 
areas. It also identified a gap around individuals 
whose needs are below clinical thresholds but 
who need some mental health support in their 
community, highlighting the need for stronger 
upstream and public health focus on mental 
health and wellbeing. It also recognised a need 
for Birmingham’s young people to be better 
connected and supported. 



2. Pivoting upstream - Birmingham City Council
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The approach



Following the community consultation, the 
Health and Wellbeing Board established five 
sub committees to guide the development of 
city-wide improvements in priority areas and 
bring the Board closer together with other 
partners in the city and region. This process 
established Birmingham’s Mentally Healthy City 
Forum which is chaired by a Cabinet Member 
and includes representation from Public 
Health, the NHS, academic experts, the local 
VCSE sector, and business sector. Police, fire, 
and social security services are also engaged 
when appropriate. The first formal meeting of 
the Mentally Healthy City Forum took place in 
September 2019.



The Mentally Healthy City approach focuses on 
improving and maintaining mental wellness 
across the city, prioritising hope, self-esteem 
and cohesion across all of Birmingham’s 
communities, while developing more intensive 
forms of support for those facing the greatest 
inequality – this is known as ‘proportionate 
universalism’.



The Mentally Healthy City Forum facilitates 
information sharing and involves partners in 
local implementation of national initiatives 
like the Prevention Concordat for Better Mental 
Health. Outputs and presentations from the 
Forum are made available via an open and free 
LinkedIn group. Members of the online group, 
who come from across the city, can also share 
resources and information directly with the 
Forum and Public Health. The Forum has helped 
Public Health and partners explore how the 
concept of ‘wellness’ is defined by the city’s 
communities, individuals and organisations. 
It has helped to identify and map the various 
stakeholders and organisations involved in 
community wellbeing and mental health, and 
it has highlighted emerging issues such as 
loneliness and isolation. 



For young adults, especially those entering the 
job market, workplaces are recognised as an 
area where mental health and wellbeing can 
be promoted. Personal health and wellbeing 
is included in the apprenticeships curriculum 
within the Council, and commitments to mirror 



this have been made by the NHS and police. 
Public Health and partners from the Mentally 
Healthy City Forum are also working with 
independent businesses and approaching the 
Chamber of Commerce to ensure that young 
people entering work throughout Birmingham 
have access to support and information. 
Thrive at Work West Midlands, which predates 
the current Public Health strategy, has made 
these connections easier to make. The Thrive 
at Work programme encourages employers to 
commit to promoting health and wellbeing in 
the workplace. It provides a suite of tools and 
guidance and celebrates positive action through 
the Thrive at Work Wellbeing Awards.



Birmingham is home to a diverse population 
of over 100 national identities. As wellbeing 
is a culturally constructed concept, there is a 
need to translate ideas into different languages 
and cultures. Birmingham City Council has 
therefore partnered with Warsaw City Council 
to share learning and improve knowledge 
on the needs and preferences of Polish and 
Eastern European citizens, and with Lewisham 
Council to help improve services for young black 
men. These are two groups which have been 
identified as high risk. Activities taken forward 
by Birmingham Public Health include hosting an 
event in February 2020 on talking about suicide 
prevention with Eastern European communities, 
and sponsoring a ‘Fix It’ event in November 
2019 on making public health approaches work 
for young black men, delivered by the Shifting 
the Dial partnership (Birmingham Repertory 
Theatre, 2019).



This work sits alongside the local design 
of mental health services for people 
aged 0-25, delivered through Forward 
Thinking Birmingham, a partnership of 
NHS, independent, and voluntary sector 
organisations. The partnership offers support 
through community hubs, a drop-in centre, 
online or via an Access Centre where a single 
team works with individuals to help them 
through the referral process. By delivering 
support as a single organisation, Forward 
Thinking Birmingham aims to make it easier 
for children and young people to find ‘the front 
door’ and access support when they need it.
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Impact and sustainability



Birmingham’s approach is in its early 
stages, moving from its consultation phase 
to the implementation of new ideas, and 
the development of new partnerships and 
structures. Understanding what success will 
look like has been part of this journey. The 
Council plans to measure impact through 
community cohesion and economic indicators, 
and through a citizens’ survey which will be 
analysed for shifts in social contact, feelings 
of safety, and people reporting that they have 
someone to talk to when they are in trouble. 
School readiness and NEET (not in employment, 
education or training) outcomes for children 
and young people will also be monitored, and 
businesses will be asked to report on changes to 
employee wellbeing.



Birmingham’s consultation on priorities for 
public health (2019-2023) is perceived to 
have successfully created enthusiasm across 
Birmingham City Council and its citizens for 
moving to an upstream approach to mental 
health and wellbeing. Major changes have been 
formally ratified by the Council in support of 
the new approach: the public health grant has 
been rebalanced to allow for a greater number 
of smaller grants and the pump-priming of 
projects, while the Public Health team has been 
significantly expanded from 40 to 70 staff. 



Keys to success



Community engagement



The detailed consultation process has ensured 
that Birmingham’s priorities align with 
local communities’ expressed priorities. It 
helped identify gaps in needs and provided 
the opportunity for citizens and a range of 
potential partners to come together and have 
conversations about how to improve mental 
health locally.



Collaboration with NHS commissioners



Honest and open conversations between 
Public Health and commissioners from both 
of Birmingham CCGs has helped to establish 
upstream preventative work as a priority 
alongside service provision. NHS colleagues 
are engaged at several levels, including in 
the Mentally Healthy City Forum. There has 
been recognition across the system that 
limited public sector finances need to support 
preventative work and that this requires long-
term thinking, strategic commitments, and 
partnerships. 



Senior level support



Support from council and health leadership 
has helped unlock resource and enthusiasm. 
Cabinet members chair each of the five public 
health forums, and the funding and staffing 
of the new approach has been ratified by the 
Council. The mental health approach aligns 
with the Council’s wider vision of shaping a city 
which includes the following priorities:



•	 Birmingham, an entrepreneurial city to 
learn, work and invest in



•	 Birmingham, an aspirational city to grow up in



•	 Birmingham, a fulfilling city to age well in



•	 Birmingham, a great city to live in



Partnership with other areas



Working with other areas (e.g. Warsaw and 
Lewisham) has provided access to knowledge 
and resources as well as peer challenge and 
constructive feedback from other areas facing 
similar challenges. These external partnerships 
are also perceived to promote long-term 
continuity, as high profile or international 
commitments and partnerships are likely to be 
valued by any administration. 
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“Stepping back”



The ambition



Thriving at Work Bristol is part of Thrive Bristol, 
a ten-year programme (2018-28) which aims to 
address mental health needs at a population 
level.



Thrive Bristol focuses on shaping a mentally 
healthy city, i.e. through supporting positive 
education, work and communities. The aim has 
been for city partners to lead efforts, with Public 
Health maximising its resources by providing 
the evidence of need, offering guidance on 
effective interventions, measuring impact, and 
supporting a ‘one city approach’ to improving 
mental health and wellbeing.



Thriving at Work is one theme among others 
which include children and young people, 
students, communities and housing. Each 
workstream includes a focus on tackling 
inequalities in mental health; on embedding 
anti-stigma and discrimination approaches and 
improving awareness, such as through the roll 
out of mental health and suicide prevention 
training. 



Mental health at work is a hugely important 
issue for businesses and employees nationally:



•	 Mental health problems in the UK workforce 
cost employers almost £35 billion a year in 
sickness absence, reduced productivity at 
work, and staff turnover (Parsonage & Saini, 
2017)



•	 300,000 people with a long-term mental 
health problem lose their jobs each year 
(Stevenson & Farmer, 2017)



•	 Work can be a common contributor to 
mental health difficulties, with 2 in 5 
employees reporting work-related poor 
mental health (Business in the Community, 
2019).



The City Council estimated that over £280 
million is lost each year by businesses and 
employers in Bristol due to absence reduced 
productivity and staff turnover due to mental 
health issues (Thrive Bristol, 2019).



The approach



The Stevenson/Farmer Review, Thriving at Work 
(2017), made the case for why wellbeing and 
mental health are important in the workplace.



Bristol City Council heard from employers 
seeking to improve employee wellbeing that 
they were overwhelmed by the information 
available or had found that the one-off 
interventions used had not met their needs 
of delivering long-term improvements. Larger 
businesses and organisations generally had 
better capacity around workplace support than 
SMEs, but there was little consistency and no 
city-wide approach.



In response to this, the Council created the 
‘Bristol Thriving at Work Taskgroup’, bringing 
together 25 organisations – including private 
companies, the voluntary sector, the NHS, and 
unions – to explore how the recommendations 
in the Stevenson/Farmer review could be 
implemented at scale across the city. The group 
has been supported by Bristol’s public health 
team and co-chaired by Bristol Mind and law 
firm Burges Salmon. Representatives include 
people in senior positions in organisations with 
the influence to implement change. 



The first phase of the programme produced a 
report sharing resources, examples of good 
local practice, and ideas on how workplaces 
can improve mental health and wellbeing at 
scale. Importantly, the group developed a 
shared, cross-sector view on the challenge of 
workplace mental health and the importance 
of organisations across the city working 
collectively to make improvements. 



The second phase of Thriving at Work Bristol 
launched in November 2019 with a focus on 
testing, learning, sharing, and scaling up 
improvement. To take this forward, three Action 
Groups have been established:



1.	 Culture and behaviour: testing interventions 
(as part of an effective Mental Health Action 
Plan) which aim to have a positive impact on 
company culture and behaviour.



3. Thrive Bristol Thriving at Work - Bristol City Council
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2.	 Policies: supporting organisations across 
the region to access and embed policy and 
guidance to help create mentally healthy 
workplaces, including through sharing 
policy templates and offering coaching and 
guidance, with a focus on supporting SMEs.



3.	 Leadership: understanding how senior and 
emerging leaders in different organisations 
can support each other to improve 
employee mental health and wellbeing. 



These working groups are chaired by city 
leaders from different companies (OVO Energy, 
Deloitte, Hargreaves Landsown and Windmill 
Hill City Farm). The Action Groups are focusing 
on testing interventions to better understand 
‘what works’. They also provide advice, practical 
support and networking opportunities, in 
addition to giving opportunities for companies 
to share their own good practice and 
intelligence.



Thriving at Work Bristol has been championed 
by the wider council, which leads by example 
in supporting the wellbeing of its employees 
through Time to Change, rolling out Mental 
Health First Aid and Mental Health Line Manager 
training, and delivering training for frontline 
council staff to better support members of the 
public who may be in mental distress, such as 
those working in libraries and museums. This 
work is ongoing.



Impact



The first phase of Thriving at Work Bristol has 
had a significant impact in convening a broad 
group of stakeholders from different sectors 
across the city, achieving a shared vision and 
supporting more organisations to take action 
to improve employee wellbeing. Feedback 
from groups involved has been positive and 
independent organisations from across Bristol 
continue to be engaged and take ownership 
of the programme as chairs and members of 
action groups. Bristol was the first city in the UK 
to sign the Mental Health at Work Commitment,  
and is influencing priorities regionally with 
the West of England Combined Authority now 
funding the roll out of this work across the 
region. 



Thriving at Work Bristol is currently entering a 
new phase in which interventions will be put 
in place and tested. Bristol Public Health is 
developing evaluation plans with academic 
partners. Alongside monitoring the number 
of employees and companies the programme 
reaches, outcome measurements are likely 
to cover proportions of people who describe 
work having a negative impact on their mental 
health, feeling comfortable talking about their 
mental health, and believing their manager will 
take action to support their mental health at 
work.



Sustainability



Thriving at Work Bristol is bound to Bristol City 
Council’s long-term vision. It is a key part of the 
ten-year Thrive Bristol programme which feeds 
into Bristol’s One City Plan for 2050 (Bristol City 
Council, 2020). On a practical level, Thriving 
at Work is designed to be sustainable without 
continued intensive involvement from the Public 
Health team. It has created a network of peers, 
which are mostly businesses, and developed 
platforms through which they can share training 
and resources peer-to-peer in ways that Public 
Health does not have capacity to do directly. 
Employers are being encouraged through the 
programme to be more confident about the 
things they are doing themselves, rather than 
relying on external support, and in turn they are 
sharing this learning with other organisations. 



In understanding mental health and wellbeing 
in local workplaces, and sustaining an active 
network of partners, Bristol City Council is 
hoping to access further research funding to 
scale up improvement.



Keys to success



Political leadership



Thrive Bristol benefits from significant political 
buy-in. Bristol’s ‘One City Plan’ for 2050 makes 
supporting physical and mental health equally 
a priority of its Health and Wellbeing Vision, 
setting out a wider ambition in which mental 
health is discussed and developed. The ‘One 
City’ concept aims to share and mobilise assets 





https://www.mentalhealthatwork.org.uk/commitment/
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and institutions across the city, not just the 
Council. The mayoral authority has also helped 
position the Council as a convening power 
which brings together wider stakeholders to 
work together for the collective benefit of the 
whole community. This has resonated with local 
employers. 



Building on the national context



This work is closely aligned with the high profile 
national Thriving at Work programme, led by 
Mind, the Department of Work and Pensions 
and the Department of Health and Social Care, 
with Bristol becoming one of the Thriving at 
Work Leadership Council’s implementation 
sites. 



The Stevenson / Farmer Review and subsequent 
activities offer easy access to the evidence 
needed to make the case for change. For 
stakeholders within the public, private and 
voluntary sectors, this has improved confidence 
to broker conversations with organisations on 
mental health at work.



The regional context has also been 
encouraging. The West of England Combined 
Authority has mirrored commitments to 
embed public mental health as a foundation 
of economic development in the region, and 
Bristol City Council is working with them 
and neighbouring authorities to extend the 
programme into a Thrive West approach. 



Stepping back



The biggest change in approach that was 
required was handing over leadership 
responsibilities to employers who themselves 
don’t have expertise in public mental health in 
the traditional sense. Employer representatives 
have a different, equally valuable, expertise 
in understanding and influencing their own 



business cultures. These representatives have 
brought a unique insight to Thriving at Work 
into how Bristol’s businesses can adapt the 
way they communicate and respond to mental 
health and wellbeing.



A related change has been in developing a 
community of practice between a diverse range 
of local employers. Through building trust 
between them, they have been able to share 
their challenges and support each other in their 
efforts to improve mental wellbeing within their 
own organisations. Beyond this, the group 
is seeking to share their learning with wider 
organisations who might have very limited 
capacity – such as SMEs. This peer-to-peer 
support is being offered – free of charge – to 
organisations across the city. 



Public Health still plays a key role in sharing the 
evidence for why mental health is important, 
providing links with other areas and national 
bodies, identifying and sharing intelligence 
on what sort of interventions work, and 
bringing together a very broad network of local 
businesses where previously only companies 
with obvious similarities might be connected.



Patience and commitment



This approach requires an investment in time 
to develop relationships with employers to 
ensure they are equipped to take the lead. In 
the short term, taking a more direct approach 
to delivering workplace interventions may 
be faster, but it would not be as sustainable. 
As part of the relationship building process, 
the Public Health team has made the case to 
businesses of how supporting mental health 
in the workplace can improve retention, 
recruitment and productivity, contribute to 
corporate social responsibility objectives, and 
lead to positive media opportunities. 
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“A workforce for prevention”



The ambition



One public health team works across the 
councils of the London boroughs of Camden 
and Islington, although each borough has its 
own Health and Wellbeing Board and health 
and wellbeing strategy. These strategies have 
a number of differences, but commitments 
around supporting positive mental health 
and preventing mental illness are shared. 
‘Ensuring good mental health for all’ is one 
of five priorities in Camden’s Joint Health 
and Wellbeing Strategy, which includes 
commitments to embed a public health 
approach to prevention (Camden Council, 
2019a). The Joint Strategy for Islington 
similarly identifies ‘improving mental health 
and wellbeing’ as one of three priorities, with 
commitments to work collectively across the 
local system to increase social connectedness 
and improve awareness and understanding 
(Healthwatch Islington, NHS Islington CCG & 
Islington Council, 2017).



The joint Camden and Islington public health 
team adopted the Making Every Contact Count 
(MECC) approach in both boroughs to give 
frontline workers the knowledge required to 
identify the needs of the local community, 
to promote health and wellbeing, and to 
signpost people to services when appropriate. 
This approach followed national and local 
intelligence that people who most need 
support often find it difficult to access. It also 
responds to feedback from frontline staff who 
felt underequipped to help with complex and 
connected issues of health and wellbeing, 
employment and housing.



Camden Council is also piloting Psychologically 
Informed Consultation and Training (PICT) in 
its housing service. A corporate review of the 
council’s role as a landlord identified that one 
third of council housing and leaseholder tenants 
have mental health and other complex health 
and social needs, and that it was more difficult 
for staff to work with these tenants due to a lack 



of skills and knowledge. The PICT approach is 
intended to help residents to get access to more 
timely interventions and holistic support to stay 
well in their homes. 



The approach



The MECC training programme launched in both 
boroughs in 2016. Training is open to a diverse 
workforce including police and fire services, 
the NHS, voluntary and community sector 
organisations, housing officers, health visitors, 
income advisors and contractors such as gas 
fitters. Training is provided by an independent 
contractor and can be delivered face to face or 
through an e-Learning module – both options 
are free to any frontline worker in the local area. 



While MECC programmes have traditionally 
focused on health and wellbeing, Camden and 
Islington’s approach also targets the wider 
determinants which can significantly impact on 
mental health, such as housing, employment 
and debt. The model acknowledges that 
frontline workers, through their routine and 
daily contact with residents, are uniquely well 
placed to spot signs of emerging problems and 
opportunities for support to be offered early. 
It recognises that any interventions that they 
deliver must be accommodated within regular 
busy roles. Training outcomes are to give 
workers the knowledge to spot signs, improve 
their confidence to have initial conversations, 
and make them aware of the key services to 
which residents can be signposted.



A dedicated public health team promotes the 
training throughout the area. This includes 
independent partner organisations, voluntary 
and community organisations, NHS providers 
and the councils themselves. Energy is invested 
into outreach and communications to ensure 
that managers are willing to release frontline 
workers from their normal duties to attend 
the half day course. Organisations which have 
previously sent employees or volunteers on the 
training are actively engaged to mitigate the 
impact of staff turnover by sharing learning with 



4. �Addressing determinants in all contacts - Camden Council and 
Islington Council











Centre for M
ental H



ealth 
REPORT 



Our place	



29



new recruits. The team also focuses on groups 
who face greater access issues or inequalities. 
For example, the Bangladeshi community was 
prioritised in the programme’s first 18 months, 
and intensive engagement led to 24 community 
and faith leaders being trained in MECC (Ajaz et 
al., 2018).



Camden Council’s Psychologically Informed 
Consultation and Training (PICT) for its housing 
offices funds a clinical psychologist (0.8 FTE) 
from Camden and Islington NHS Foundation 
Trust who is co-located with and works closely 
alongside neighbourhood housing teams to:



•	 Provide education and training to develop 
housing staff’s ability to identify and 
respond to signs of psychological distress



•	 Help local housing services become more 
psychologically and trauma informed, 
influencing service development and 
planning



•	 Support the health and wellbeing of housing 
staff through debriefing and reflective 
practice



•	 Carry out limited casework with tenants in 
the most need



•	 Liaise with other services, for example 
secondary mental health services.



Camden Council is half way through its PICT 
pilot, which runs from January 2019 to January 
2021. The model was initially set up within two 
housing teams but by October 2019 it had been 
extended to a further eight.



Impact



The MECC programme has engaged several 
key partner agencies and voluntary sector 
organisations to train high numbers of frontline 
staff with diverse roles and responsibilities. 
From 2016 to 2020, 2,255 people attended face 
to face courses and 1,008 people completed 
e-learning modules, with participants from 
Islington Council, Camden Council, voluntary 
and community sector organisations, primary 
care, Children’s Services, the Met Police, adult 
social care, faith leaders and the fire service.



An early evaluation of MECC demonstrated 
positive findings from participants:



•	 98% of participants reported increased 
knowledge of health promotion in areas 
such as healthy eating, physical activity and 
mental health



•	 95% said that they would recommend the 
training



•	 99% reported improved skills and 
confidence to initiate conversations about 
health and wellbeing with clients



•	 72% of those completing three month follow 
up evaluations reported promoting positive 
health with their clients (Ajaz et al., 2018).



The programme does not monitor how many 
trained staff go on to have MECC conversations, 
but, since being established, some council 
teams in both Camden and Islington have 
reported significant numbers of MECC referrals 
into areas such as employment and benefits 
advice.



With the endorsement of senior leaders and 
managers, MECC has been embedded into 
the culture of both councils. Training was 
made mandatory for some departments. It 
was adopted in corporate inductions for both 
councils. In Islington, MECC training has been 
included in employees’ development plans. It 
has also been included in contracts for smoking 
cessation and weight management services 
and has been considered as an addition to 
standard contracts as means for commissioned 
organisations to demonstrate added social 
value.



The Camden PICT programme is in its pilot 
stage. An interim evaluation of the first nine 
months of the model suggested that it leads to 
(Camden Council, 2019b):



•	 Greater awareness of tenants’ mental health 
issues amongst housing staff



•	 Housing staff taking a more holistic 
approach to tenants, and residents’ issues 
being more effectively addressed



•	 Better relationships between tenants and 
housing staff



•	 Better links between housing staff and 
mental health services.
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PICT’s implementation in Camden occurred 
at the same time as major transformation in 
the landlord and housing services, which has 
involved staff working in new teams and on 
broader remits. While this may have impacted 
on outcomes for residents and staff, the clinical 
psychologist was also observed as having a 
helpful role in supporting staff through these 
changes, improving resilience and contributing 
to a better support system. The next stage of 
evaluation will analyse housing data and gather 
further views from residents on whether they 
have experienced differences in the service.



Sustainability



MECC has been running in both Camden 
and Islington since 2016 and is funded on a 
recurring basis through the public health grant. 
It is well embedded in both boroughs and 
contributes to the development of place-based 
work across both councils. This means working 
with individuals and organisations within the 
area to engage those most at risk of poor health, 
reduce health inequalities, and build more 
connected, resilient, and cohesive communities. 



The Camden PICT pilot stage will continue until 
the beginning of 2021, but monies have already 
been secured to roll the service out over the 
next two years. This has been supported by 
promising evidence of impact in the interim 
evaluation. There is a long-term approach for 
the principles of the model by embedding 
psychological support into other teams where 
it can make a difference, and will for it to be 
adopted into mainstream service design.  



Keys to success



Investing in engagement



The implementation of the MECC approach has 
required continuous engagement with a range 
of stakeholders. Resources for a dedicated 
team have enabled specific communities to 
be targeted and expanded the reach of the 
service. The team has been able to spend time 



engaging managers and leaders to convince 
them of the value of training frontline workers 
to develop skills and confidence not directly 
relevant to their day to day tasks. Engagement 
with senior and middle management across 
the public sector included working with them 
to promote the initiative and the principles of 
early intervention and prevention though blogs, 
articles on council websites, and at team and 
departmental meetings.



Collaboration



Camden and Islington’s shared ambition for 
a wider workforce for health and wellbeing is 
driven forward by key relationships with a range 
of partners. Voluntary and community sector 
organisations have been a key training target 
as they are in regular contact with some of the 
most vulnerable members of the public who 
are possibly unaware of or unwilling to access 
statutory services directly. Good connections 
and liaison with other relevant services, 
including community mental health teams from 
the local NHS provider trust, have also been 
important.



The Camden PICT model also benefits from 
close collaboration. The co-location of housing 
services and the clinical psychologist has been 
perceived as a particular strength in embedding 
psychologically informed approaches and in 
bridging the gap between where people live and 
where they can receive support for their mental 
health.



Political support



Camden Council and Islington Council are 
stable councils where elected members, 
particularly the lead members for health, share 
a good understanding of the needs of local 
residents and the levels of deprivation in the 
boroughs. This has helped strengthen strategic 
commitments and initiatives that aim to reduce 
inequality by tackling the determinants of poor 
health and wellbeing.
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“Leeds will be the best city for health and 
wellbeing.”



The ambition



The Leeds Health and Wellbeing Strategy 2016-
21 established an ambition for Leeds to become 
a ‘caring city for all ages, where people who are 
the poorest improve their health the fastest’. 
Among twelve priorities for improving the 
mental and physical health and wellbeing of the 
population are specific commitments to:



•	 Promote mental and physical health equally



•	 Focus on prevention



•	 Support engaged and well-connected 
communities



The strategy recognised the potential for 
prevention to benefit the whole city, citing 
how reducing emergency hospital admissions 
by 10% would make investment in more 
community provision possible. It acknowledged 
local inequalities, including differences in 
life expectancy and the impact of poverty 
leading to increased risk of ill-health and 
multiple disadvantage. Some 164,000 people 
in Leeds live within the most deprived 10% of 
neighbourhoods nationally. These principles 
have been carried into the council’s approach to 
prevention of mental ill health and promotion of 
positive wellbeing. They inform efforts to create 
a Mentally Healthy City.



The approach



Leeds City Council strives to create a Mentally 
Healthy City through a range of public health 
initiatives. The Mentally Healthy Leeds 
approach has five priorities: improving mental 
health and wellbeing, reducing mental health 
inequalities, increasing resilience, reducing 
social isolation, and reducing stigma and 
discrimination. Public Health facilitates a range 
of cross-council activities to influence partners 
to invest in promoting good mental health. 
This includes encouraging and supporting 
frontline workers in refuse collection to train 
in Mental Health First Aid; working with the 
Children and Families Directorate to help make 



Leeds a child friendly city; supplying the Parks 
and Countryside Service with the evidence 
base for the positive impact of green space on 
wellbeing; and embedding safety and suicide 
prevention into conversations with construction 
contractors and engineers.



The Council also supports specific programmes 
and projects. The Mindful Employer programme 
is embedded in businesses across the city. 
Mindful Employer offers access to support 
including networks and forums, and resources 
such as the ‘10-step toolkit’ for mental health at 
work which was developed in partnership with 
Leeds Mind (Mental Health at Work, n.d). Leeds 
City Council HR department has been heavily 
involved as an employer, and intelligence has 
been shared with local organisations including 
businesses, NHS providers, third sector bodies, 
and universities. Over 400 organisations have 
joined the Mindful Employer Leeds Network.



Mentally Healthy Leeds is a public mental 
health programme commissioned by Leeds 
City Council which is delivered by a third sector 
consortium comprising organisations with 
national experience, strong local footprints, 
and expertise working with communities. The 
providers work with individuals and groups in 
communities to combat mental health stigma 
and discrimination, increase resilience, reduce 
social isolation, and gain insights into the 
needs and preferences of local communities. 
Activities centred on social interaction or 
creativity – art, music, food, or exercise – are 
offered to help communities engage with 
underlying messages about keeping mentally 
healthy. Mental health awareness training is 
also delivered, and extensive engagement work 
to tackle stigma and discrimination is carried 
out in community spaces. 



The programme offers people with lived 
experience of mental health problems the 
chance to participate and influence the way 
services are delivered. For example, training for 
frontline practitioners has been coproduced and 
there are opportunities to train as anti-stigma 
champions:



5. A whole city approach - Leeds City Council
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“I am really enjoying my role as a champion. It 
is helping me to develop as a person as well as 
to tell my story and my confidence is growing as 
a result.”



Tackling inequalities is a priority which runs 
through the city-wide approach. Public health 
grants focus on areas of the city where uptake 
for the Improving Access to Psychological 
Therapies programme (IAPT) is low, or where 
there are higher levels of crime, social housing, 
unemployment, and mental health problems. 
Mentally Healthy Leeds focuses its efforts 
on groups considered at highest risk: young 
women aged 16-24 and men aged 30-60 
living in areas of the city with high levels of 
deprivation. Touchstone, as lead provider 
of Mentally Healthy Leeds services, brings 
significant expertise delivering services for 
BAME communities where inequalities in access 
and outcomes to mental health support are 
often present. It has decades of experience 
of working with communities and grassroots 
organisations who understand the needs and 
preferences of marginalised neighbourhoods.



Impact and sustainability



The Leeds approach combines evidence-based 
interventions with advancing learning about 
what works. Commissioning arrangements 
include requirements for reporting on 
indicators and outcomes, which range from 
validated measures (including the ‘Short 
Warwick Edinburgh Well-being Scale’ (CORC, 
2020), bespoke measures, and independent 
evaluations. An early evaluation of Mindful 
Employer interventions (2017), for example, 
suggested that the approach was effective in 
improving cultures around mental health in 
the workplace, especially where mental health 
awareness was initially low (Fryer & Kenvyn, 
2017).



An in-depth evaluation of Mentally Healthy 
Leeds is being delivered by Leeds Beckett 
University to measure the impact of the service 
over three years. This work is ongoing, but 
interim reports (2018-20) evidenced success in 
engaging target communities:



•	 22 anti-stigma champions with lived 
experience were trained and 425 people 
were engaged in anti-stigma work



•	 3,498 people were given information and 
advice on keeping mentally healthy at 
community events



•	 558 community members took part in 
groups or received training



•	 555 frontline professionals received 
training.



Sustainability is included as a key criterion 
in service specifications for contractors and 
as part of the application for small grants for 
voluntary organisations. The development of 
robust evaluation evidence is also prioritised, 
which can strengthen the case to renew funding 
and enable delivery partners to seek external 
funding.



Keys to success



Partnerships



Collaboration has been an important part 
of developing city-wide approaches to the 
prevention of mental illness and promotion of 
positive wellbeing. A vibrant local third sector 
with a strong community presence has been 
trusted to deliver key programmes through a 
commissioning relationship which encourages 
openness and responds to challenges by, for 
example, adjusting outcome indicators where 
appropriate. Support and advice for employers 
has enabled many to become self-sufficient 
in creating mentally healthy workplaces and 
to support their peers through forums and 
networks. Cross-system work with other 
public services has helped keep public mental 
health on the agenda and create a consistent 
approach to mental health across local services. 
Police, A&E staff and others all have access to 
information, guidelines, and resources created 
by Leeds Public Health and designed to be 
useful for anyone in the wider workforce in 
understanding their public health role.
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Making it tangible



The Leeds approach to public mental health 
is city-wide, but interventions are carefully 
targeted, and all activities are guided by the 
team’s five priorities. This aims to put resources 
into areas with the most need, but it is also 
designed to ensure that tangible outcomes 
can be achieved and clearer, more detailed 
workplans can be developed. Evidence sharing 
is also key. This includes headline figures on 
prevalence of workplace mental health and 
the national cost of poor mental health on UK 
businesses to encourage employers to take 
action, an understanding of the increased risk 
of health problems in areas of high deprivation, 
and local audits. The 2018 Leeds suicide audit, 
for example, helped unlock funding of up to 
£70k for third sector suicide prevention projects 
in target areas (Leeds City Council, 2019).



Political support



Elected members who have provided support 
and who share ambitions for the city are also 
perceived as important. They can provide 
insight and understanding into the needs 
of the communities they represent. Leeds 
City Council’s Executive Member for Health, 
Wellbeing and Adults, Cllr Rebecca Charlwood, 
is also an active Mental Health Champion for 
the city. Where council departments have been 
asked to submit plans for cost-cutting and 
reductions, elected members have protected 
programmes which contribute to the vision of 
a mentally healthy city. Funding for the current 
wider public mental health programmes is 
secured for the foreseeable future. 



“It’s not about what we do, it’s about how we 
do it.”



The ambition



Stronger Sandwell is coordinated by Sandwell 
Council’s Public Health Team. The name 
describes what the council is aiming for – a 
stronger community – as well as the strengths-
based approach to community development it 
is taking to achieve that ambition. The central 
ambition for Stronger Sandwell is to deliver 
asset-based community development at scale, 
making it the mainstream approach across the 
area. 



Three principles for Stronger Sandwell were 
developed in consultation with the community 
and with local VCSE sector organisations via a 
series of meetings: 



1.	 Harnessing existing strengths in the 
community: Community strengths include 
people, ideas, aspirations and experiences. 
This principle involves moving away from 
interventions based in services to joint 
projects with the community.



Asset-based community development



Asset-based community development involves working with communities and 
focusing on their strengths and the contributions they can make, rather than 
the problems they face. It is underpinned by theories and practices which focus 
on the roots of health and wellbeing, factors and resources (or ‘assets’) which 
enhance individual and community wellbeing, and community resilience, 
independence, involvement and empowerment (Rippon & Hopkins, 2015).



6. Stronger Sandwell - Sandwell Metropolitan Borough Council
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2.	 Investing locally: Sandwell resources are 
kept within Sandwell. Where possible, the 
Council avoids bringing in professionals 
from outside of the area, preferring instead 
to invest in local people and organisations 
as part of an ‘inclusive economy’ framework. 
An inclusive economy is where, by design, 
local people have more opportunities to 
participate in activities that improve their 
wellbeing, prosperity and life chances, 
achieve better stability in their homes and 
enterprises, and have greater influence over 
their environment (Benner & Pastor, 2016).



3.	 Responding to inequalities: Accessibility is 
a key driver for all projects and initiatives. 
The council seeks to understand which 
people face the biggest challenges and 
where the barriers are to good health and 
wellbeing, such as people who are facing 
poverty or living with disabilities.



Sandwell Public Health understood that 
improving mental health and wellbeing across 
the community would not be met through 
traditional treatment-led approaches. Instead, 
the team aimed to give everyone in Sandwell the 
opportunity to engage in a range of community 
offers whether that means help getting active, 
finding emotional support, or learning new 
skills.



The approach



Strategic partnerships



Stronger Sandwell aims to enable the 
community to maximise its own ideas, local 
contacts, energy and experience. Public 
health development officers actively engage 
communities to understand what is happening 
for them, supporting growth of local projects, 
and helping ideas become a reality. They offer 
a menu of practical support to community 
partners. This can include promotion on 
social media and support for recruitment of 
participants; small grants directly from the 
council; access to external funding streams and 
support for proposal development, for example 
if they are applying for Lottery funding; and 
technical support, e.g. website creation and 



development. The Stronger Sandwell website 
is designed as a ‘one-stop shop’ for advice 
and support. It hosts an accessible directory of 
community projects navigable by activity type 
and locality.



Holistic support



Stronger Sandwell supports community-based 
projects with the aim of improving physical and 
social activity across the Borough, recognising 
that mental health links to other areas of 
healthy living, including weight management 
and social isolation:



•	 #movemoreSandwell utilises physical 
activities as an accessible ‘front door’ for 
improving wellbeing and social connections. 
It is a collection of projects which aim to 
increase opportunities for people to get 
active with others. The ‘Ride Activators’ 
project, for example, offers access to free 
training and qualifications to individuals 
who are willing to bring others in the 
community together and lead group cycle 
rides. Local partners include voluntary 
sector organisations, leisure service 
providers and a young people’s forum.



•	 Big Ideas is a novel approach to community 
engagement which invites local people to 
share their own ideas on improving physical 
and mental health. On receiving ideas, 
Healthy Sandwell provides practical support 
to bring ideas to life. For example, Healthy 
Sandwell wrote to every primary school 
seeking ideas and when one girl wanted 
to set up a fun run for a children’s charity, 
public health helped to set this up and the 
event brought together local families to 
raise over £1,000.



•	 The Blue Light Project works with 
drinkers who have struggled with alcohol 
dependence treatment. Alongside Sandwell 
Public Health, Blue Light brings together the 
NHS, police, housing teams, and Cranstoun, 
the local substance misuse service provider, 
to offer holistic, multiagency, joined-up 
support that helps individuals manage 
their drinking and rebuild their lives in the 
community.
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•	 Child weight management: Stronger 
Sandwell met with parents, teachers, school 
nurses, and young people in response 
to evidence that letters sent through The 
National Child Measurement Programme 
(NCMP) were not having positive effects on 
healthy weight management and had the 
potential to provoke adverse emotional 
reactions in children. The Council learned 
that the traditional feedback letters were 
viewed negatively across Sandwell. The 
letters were scrapped and replaced by a new 
resource, co-designed by young people and 
parents, which aims to eliminate stigma and 
acknowledge the role of mental wellbeing in 
childhood obesity (Healthy Sandwell, n.d.). 
This resource is currently being distributed 
to parents, with children’s body mass index 
data only available on request. The council 
is monitoring the number of parents who 
choose to request the additional data.



Impact and sustainability



The longer-term vision of Stronger Sandwell has 
achieved support from across the Council and 
communities. This approach makes it difficult 
for the council to create a detailed long-term 
strategy. Instead, the Council must trust in 
the community to know what it needs and be 
willing to cede control when appropriate. The 
Council is currently in the process of approving 
a £311,000 two-year funding stream which will 
be entrusted to Sandwell Council of Voluntary 
Organisations (SCVO) to administer in small 
grants of up to £5,000 for community-based 
activity.



Transforming the core business of the Council 
to reflect the asset-based approach is seen as 
a sustainable change, as it does not require 
commissioning independent companies to 
deliver services, time-limited projects, or 
procurement exercises. Even clinically-led 
services, such as drug and alcohol services, 
now have a community development element in 
their delivery. The Stronger Sandwell approach 
breaks down the lines between funder, 
provider and recipient in a sustainable way 
which would not be possible with a traditional 
commissioning approach.



The Council is exploring impact measures 
which demonstrate the community coming 
together to work on something positively. Other 
projects show clear evidence of cost benefits, 
for example the Blue Light project, which has 
supported 40 people since 2015, reported 
reductions in police engagement, ambulance call 
outs and A&E attendance over one year worth 
£142,838, a substantial return on an investment 
of £25,000 in the service (Ward & Bailey, 2017).



Keys to success



Community involvement



The new whole-council approach to supporting 
health and wellbeing required a change in 
perspective from finding problems in the 
community to looking for strengths. Identifying 
local groups who could contribute to good 
mental and physical wellbeing and working 
with the community to develop principles and 
programmes was seen to be the best way to 
promote engagement and activity at scale. The 
development of Stronger Sandwell was been 
enabled by a strong local VCSE sector, comprising 
thousands of community-based groups. 



Political support



The council leader recognised that the 
VCSE sector would be essential in creating 
lasting improvements to mental health and 
wellbeing across the borough. Cabinet level 
political support was seen as crucial in 
advocating for the Council to strengthen the 
community and in enabling it to achieve its 
aspirations. Councillors bring the advantage 
of understanding local needs from regular 
interaction with the community. Support from 
public sector bodies and agencies, including 
the NHS, police, and the Health and Wellbeing 
Board, has also been important.



Sharing learning



Stronger Sandwell benefitted from a staff team 
with first-hand experience of whole council 
approaches in other areas. This helped kick-
start the implementation of the Stronger 
Sandwell strategy. Insight continues to be 
shared – other councils are in contact to learn 
about Stronger Sandwell.
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“We started the thread and now we’ve 
released it.”



The ambition



In 2018, the St Albans District Health and 
Wellbeing Partnership created a three-year 
strategy to address a number of local health 
concerns. The District is one of the 20% 
least deprived in England and reports better 
outcomes in a range of health indicators than 
the national average. It has, however, an ageing 
population and a high proportion of adults 
who are overweight (estimated at 49%). Local 
inequalities in health are also recognised. In 
the most deprived areas within the District, men 
live on average 6.2 fewer years and women 11.5 
fewer years than those from the least deprived 
areas (St Albans City and District Council, 2020). 
The number of annual deaths by suicide also 
increased between 2015 and 2018.² 



The three-year strategy outlined an ambition 
to support a ‘healthy and well City and District 
where everyone lives a fulfilling and healthy 
life’. This was recently refreshed to reflect 
current progress and new initiatives (St Albans 
City and District Council, 2020). In the strategy, 
the Partnership puts equal emphasis on physical 
and mental health in its two main priorities:



•	 Improving physical health and wellbeing



•	 Improving mental health and wellbeing



St Albans embraces the role it can play as a 
district council in improving local mental health 
and wellbeing by being active in ‘place-shaping’, 
seeking to positively influence the determinants 
of wellbeing. The St Albans Health & Wellbeing 
Partnership includes formal representatives from 
Communities 1st (a membership organisation 
for local voluntary, community, faith and social 
enterprises – formerly known as Community 
Central St Albans), HealthWatch, local patient 
groups and forums alongside the District Council, 
statutory health providers and commissioners. 
With these partners and through this structure, 
the Council can engage with and listen to 
stakeholders in the community. Through this 
understanding of local needs, the Council can set 
its strategic direction.



The approach



The Council supports the development 
of interventions and initiatives through a 
combination of small ‘pump priming’ grants, 
offering practical advice and guidance, and 
encouraging connections between different 
stakeholders in the community. For example, 
the Council prompted and assisted the Chamber 
of Commerce to access Mental Health First Aid 
Lite training for small businesses. The Chamber 
subsequently continued to facilitate access to 
training for local businesses independently 
without direct involvement from the Council. 
The Council also distributed leaflets to rail 
commuters and now welcomes third sector 
partners into stations to reach out to commuters 
directly. This is part of business as usual and is 
delivered at no cost to the Council or to its third 
sector partners.



The strategy is closely linked with several 
initiatives:



The Healthy Hub, funded by Hertfordshire 
County Council, opened in 2019 and is situated 
within the District Council offices on St Peters 
Street. Several local organisations have become 
Hub partners and offer advice and guidance on a 
variety of issues. This is a ‘one-stop shop’ which 
addresses physical, mental and social needs 
for people of all ages. The Hub includes Citizens 
Advice Bureau, Communities 1st Community 
Navigator, Women’s Outreach, Hertfordshire 
Practical Parenting Programme, Age UK, Mind, 
the Shaw Trust, and the OLLIE Foundation. 
To increase access to the help on offer, an 
accompanying digital Healthy Hub is being 
developed which will raise awareness of other 
activities and community groups. Moreover, a 
health and wellbeing map, designed by a local 
artist, will encourage residents to make use of 
facilities, parks and green spaces across the 
City and District. It is anticipated that this map 
will be launched in the summer of 2020.



Shape Up is a weight management programme 
delivered by Watford Football Club’s Community 
Sports & Education Trust. It targets men, 
offering nutritional advice and physical activity 



7. A strategic approach in a district council – St Albans City and 
District Council



² The suicide rate (all persons) for St Albans District in 2016- 18 was 7.8 per 100,000 - 28 people. 14 of these 
occurred in 2018. This is compared to 6.0 per 100,000 (22 people) for 2015-17
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sessions over 12 weeks. This addresses 
physical and mental health priorities, improves 
social connections and self-esteem and 
encourages healthy behaviours.



Arts on Prescription was established to offer 
accessible activities, social interaction and 
support for people with stress, anxiety, 
depression and/or other conditions affecting 
mental wellbeing.



Impact and sustainability



Through its strategic approach, the Council 
has successfully embedded a focus on mental 
health into different areas of local life. Examples 
include businesses taking responsibility 
for mental health awareness training, and 
leisure providers delivering social prescribing 
interventions plus the Council’s staff who are 
Mental Health Champions support colleagues. 



Outcome figures can be difficult to produce 
for many kinds of preventative work. However, 
some projects have been able to demonstrate 
positive impact:



•	 97% of the 101 men who completed the 
‘Shape Up’ weight management programme 
reported improved confidence and self-
esteem



•	 75% of participants on the ‘Arts on 
Prescription’ programme measured 
improvements in mental wellbeing based 
on the ‘Short Warwick Edinburgh Well-
being Scale’, and several reported reduced 
loneliness and isolation.



Through small grants and close working with 
community partners, St Albans City and District 
Council strives to make efficient and sustainable 
use of limited resources. Commitments have 
been made to deliver, by 2021:



•	 Expanded social prescribing in deprived 
areas, engaging with new Primary Care 
Networks as they emerge



•	 Increased opportunities for young people to 
access support through community events 
and by joining groups



•	 Developments to The Healthy Hub 
programme



•	 Opportunities for social connection to tackle 
loneliness



•	 More support for businesses to appoint 
champions and complete Mental Health 
First Aid training. 



Keys to success



Political support



Improving local mental health has received 
consistent cross-party backing, dating back to 
the appointment of its first elected member 
Mental Health Champion by all-party consensus 
in 2016. The presence of a Mental Health 
Champion, who is active in raising awareness, 
tackling stigma, encouraging good practice and 
connecting organisations was helpful both in 
reaching out to the community and in engaging 
other senior officers and councillors.



Mirrored priorities at county level have made it 
easier for the District Council to take action on 
mental health. St Albans City & District Council’s 
Mental Health Champion is also a member, 
along with other District Councillors with an 
interest in mental health, of Hertfordshire 
County Council (HCC), and a collaborative 
relationship with HCC County Public Health 
Team has helped bring resources and projects 
into the community. For example, £100,000 
has been made available through the County 
Council to support the development of the 
Healthy Hub programme over two years. 



Make wellbeing part of everyone’s role



St Albans City and District Council doesn’t 
have an explicit remit for public health, but 
through its strategy for health and wellbeing 
it puts ‘place-shaping’ at the heart of Council 
business. Promoting good mental health and 
activities that support wellbeing does not 
become just one person’s responsibility, but 
a part of everyone’s role. Whether through 
Mental Health Champions within council 
departments, offering the use of the Council 
office as a hub for community organisations, or 
by including health and wellbeing in contracting 
arrangements with leisure providers, the 
strategy engaged a broader team which is 
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involved in different parts of the community and 
connected to a wider pool of partners.



Building on the national context



The 2018-21 strategy (which was reviewed 
in early 2020) drew on momentum dating 
back to the commitment made by the Council 
in 2016 to tackle stigma and raise mental 



health awareness, as an employer, through the 
national Time to Change initiative. The Council’s 
mental health initiatives have benefitted from 
mental health becoming more mainstream 
in debate. National publicity and awareness-
raising days and weeks help to shape ideas and 
influence stakeholders across the District. The 
Council has worked with strategic partners to 
celebrate these events across the community. 



8. Long term strategy in the upper tier – Surrey County Council



“The product of unprecedented 
collaboration.”



The ambition



Surrey is generally a healthy county, with lower 
childhood obesity, longer life expectancy and 
higher rates of employment than the national 
average. There is evidence, however, of unmet 
need in a number of areas, including widening 
inequalities, increasing need for emotional 
wellbeing support, and the impact of social 
isolation and loneliness (Healthy Surrey, 2020a; 
Surrey County Council, 2019).



The Surrey Health and Wellbeing Board recently 
adopted a ten year strategy (2020-2030) to 
improve outcomes within the area, for both 
the general population and for specific groups 
whose needs are perceived to be less well met. 
This strategy translates a broad ambition for 
people to ‘start well, live well, age well’ into 
specific priorities and actions that define how 
long-term change could be achieved. Three 
priority areas are:



1.	 Helping people in Surrey to lead a healthy 
life: understanding and responding to 
lifestyle factors as well as the impact of the 
built environment on health



2.	 Supporting the mental and emotional 
wellbeing of people in Surrey: creating 
communities and environments that support 
good mental health and empowering 
individuals to seek help before problems 
get worse – this focuses on children and 
young people having early access to help, 
supporting new mothers and families, and 
preventing social isolation



3.	 Supporting people to fulfil their potential: 
enabling people to develop skills and access 
employment, education, and community 
involvement opportunities. Healthy lifestyles 
and emotional wellbeing are recognised as 
‘fundamental’ to fulfilling potential.



Mental and emotional wellbeing is a dedicated 
priority area by itself but promoting good 
mental health and challenging the determinants 
of poor mental health also underpins all of 
the other priorities. In addition, the strategy 
outlines five population groups in order to target 
interventions where they have the best chance 
of addressing inequalities:



1.	 Children with special educational needs 
and disabilities, and adults with learning 
disabilities or autism.



2.	 People who live in deprived 
neighbourhoods, or who are vulnerable – 
including children in care and care leavers.



3.	 People living with illness and/or disability.



4.	 Young and adult carers.



5.	 The general population.



The approach



Inclusive strategy development



The long-term strategy was developed using 
existing data on local health and other 
outcomes alongside evidence from consultation 
with communities. This helped to identify 
priorities, partners and opportunities to deliver 
place-based support. It included:
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•	 High level analysis of population health 
across Surrey, assessing specific population 
cohorts’ needs and analysing wider socio-
economic factors and other determinants



•	 Review of previous and current strategies 
from health and social care and the Surrey 
Joint Strategic Needs Assessment



•	 Individual meetings with stakeholders, 
and broader engagement in wider system 
meetings and forums



•	 Citizen engagement and review of existing 
material, including input from the residents’ 
panel, the quarterly Residents’ Survey, and 
the Connected Care Survey



•	 Workshops involving Healthwatch Surrey 
and other service user/lived experience 
representative organisations.



An external consultancy was commissioned to 
support the strategy and complete financial 
modelling to identify where savings might 
be achieved over ten years – for example by 
reducing emergency admissions to hospital 
or reducing the number of people with high 
level support needs for depression and anxiety 
(Surrey County Council, 2020a).



Following the review, Surrey County Council 
recognised that health treatment only 
addresses a small proportion of wellbeing 
need, and that to meet the rest – especially 
wider determinants – a much broader group 
of organisations needed to be involved. The 
Council’s approach aims to make population 
wellbeing more than just Public Health’s 
business. Strategy development was thus 
designed to be as local as possible and to 
involve a broad number of stakeholders, 
including District and Borough Councils, 
wellbeing and housing forums and local leisure 
providers.



Citizen involvement is now being embedded 
as a ‘system capability’ to ensure that actions 
continue to be informed by the community. For 
example, an open consultation was recently 
launched to develop a shortlist of outcome 
measures to monitor data at a local level as part 
of a ‘social progress index’ approach. Members 
of the public and community groups were 



invited to respond to 300 possible indicators 
from a broad range including nutrition, personal 
safety, access to learning, availability of 
information on health and wellness, transport, 
professional development and employment 
outcomes.



Implementation



The long-term strategy strongly recognises 
the overlap between determinants of mental 
health and other areas including physical 
health, deprivation, and economic and social 
opportunity. Moving from a medical approach 
to a public health approach to mental health 
means moving interventions upstream, where 
a wide range of non-health agencies and 
organisations can influence outcomes.



Programme manager roles have been created 
to implement the strategy. Their purpose is 
to forge links between partners as system 
enablers rather than as commissioners or 
officers with their own limited remits. They 
are working closely with District and Borough 
Councils who are responsible for operational 
delivery in key areas (e.g. housing and benefits) 
and with other delivery partners, including 
the VCSE, GPs and NHS organisations. Surrey 
County Council takes a leadership role within 
Surrey’s three Integrated Care Partnerships 
(ICPs) to support cross-system conversations 
and collaboration. ICPs bring NHS providers 
– including hospitals, community services, 
mental health services and GPs – together to 
deliver care ‘by agreeing to collaborate rather 
than compete’. They may also involve social 
care, independent and VCSE organisations 
(Ham, 2018).



Historically, the relationship between the 
Council and other organisations has been a 
provider-commissioner arrangement. Public 
Health is now moving to a partnership-led 
approach, working more closely alongside 
provider organisations. Where Surrey and 
Borders Partnership NHS Foundation Trust 
previously held the main responsibility for 
providing support and advice for people at risk 
of mental health problems or with psychosocial 
needs, for example, a much broader group of 
organisations are being considered as playing 
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an important role as part of the strategy, 
including thousands of local voluntary, 
community and faith groups of all sizes which 
can provide support or opportunities.



The strategy is still relatively new, so progress 
on implementation is varied. Some work is 
already well embedded, such as the suicide 
prevention initiative, establishing outcome 
measures and data monitoring, and nurturing 
relationships with local organisations. Other 
work is ongoing but still developing, such as 
providing wraparound support through schools 
and rolling out a wellbeing charter across 
different businesses. There are also some gaps 
identified in the strategy where work is being 
done to unlock resources or support: including 
the first 1,000 days, end of life care and 
dementia friendly communities. For dementia 
friendly communities, for example, there had 
historically been a council post to support 
volunteer groups, but this was withdrawn some 
years ago.



Impact and sustainability



Surrey’s strategy was drafted in 2019 and runs 
until 2030. In many ways, this makes it too early 
to identify impact. However, the new strategy 
is perceived to have pushed several projects 
to the fore, particularly those taking public 
health approaches, those with an emphasis on 
determinants and those which bring partners 
together. 



This is evidenced by the Key Performance 
Indicators which underpin the new strategy. 
These have moved away from medical or 
treatment led measures to focus on wider 
determinants of health – school readiness, 
employment, physical health and activity, 
independence, isolation, as well as mental 
health, depression and anxiety (Surrey County 
Council, 2020b). At ward level, Surrey County 
Council is developing a ‘social progress index’ 
measurement tool, which will monitor a range of 
indicators in communities.



Surrey Health and Wellbeing Board is committed 
to the ten-year strategy and chaired by the 
Leader of Surrey County Council. Surrey is a 
politically stable county, so this commitment 



is likely to be maintained. Membership of the 
Health and Wellbeing Board has also been 
significantly expanded to include a number of 
local leaders alongside chief executives of the 
council and county Healthwatch – with senior 
representatives from the voluntary sector, 
district and borough councils, housing and 
education. These changes to membership are 
permanent, and this is expected to strengthen 
the continuity of the current programme should 
any personnel changes occur.



Keys to success



Dedicating resources



The long-term strategy was developed with 
support from an independent consultancy. 
Surrey made an investment to add capacity and 
access specific expertise to deliver an in-depth 
programme of work. The external perspective 
and financial investment in the process is 
perceived to have encouraged commitment 
to the new strategy from political and system 
partners.



The new programme management function 
is perceived to have made engagement with 
providers, frontline services and district 
council partners easier, as it is neutral and less 
associated with historically difficult funding 
dynamics.



Surrey County Council has been willing to 
fund services flexibly while the whole system 
moves towards a more upstream approach, for 
example by investing in social prescribing and 
befriending programmes, while supporting 
transformation of local infrastructure through 
the Better Care Fund. The Health and Wellbeing 
Strategy has helped develop a clear list of 
priorities which should be funded when 
additional funding becomes available. This has 
been important in the context of tight finances 
and limited funds for transformation within the 
local health system. 



Senior leadership



The Health and Wellbeing Board has a wide 
membership comprising leaders from different 
sectors. Senior support is understood to 
help focus minds and promote relationship 
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building between organisations by authorising 
colleagues working more directly in 
communities to have practical conversations 
about resource and implementation. 



Cabinet members have been engaged and are 
seen as important allies. This has been especially 
useful where those with relevant portfolios (e.g. 
all-age learning; children, young people and 
families) are able to encourage wider partners to 
think about mental health and wellbeing in their 
roles. An ‘all member’ workshop was held during 
the strategy development phase to help bring 
members on board.



Understanding local need



Surrey’s strategy is underpinned by 
evidence drawn from the JSNA and a range of 
additional consultation work with local areas. 
Although in an early stage of development 
and implementation, monitoring outcomes 
transparently has been made a priority. This will 
be standardised across local areas through the 
‘social progress index’ work so that each area 
involved will be able to monitor the impact of 
their work and the programme will continue to 
be data driven.



9. Living Well – Tameside and Glossop Strategic Commission



“Addressing multiple health needs instead 
of channelling people down single condition 
pathways.”



The ambition



Tameside, a Borough of Greater Manchester, 
and Glossop, a neighbouring town in 
Derbyshire, have a combined population of over 
257,000. Tameside and Glossop are relatively 
deprived when compared to other areas in 
Greater Manchester and England (Ministry of 
Housing, Communities & Local Government, 
2019b). Good mental health is high on the 
agenda in Tameside and Glossop, where local 
councils, NHS and a range of partners including 
people with lived experience work together 
to promote emotional and mental wellbeing 
and increase opportunities for people to get 
support. 



Health commissioning and provision in 
Tameside and Glossop is facilitated through 
a Strategic Commissioning Board. This 
body represents, in practical terms, the full 
integration of NHS Tameside and Glossop 
Clinical Commissioning Group and Tameside 
Metropolitan Borough Council. The idea of 
moving to a more integrated system has 
developed since 2015, when the CCG, local 
authority, and other partners recognised that 
supporting local communities to stay well was 
necessary to reduce pressures on the health 
system and would require a collective effort to 
respond to a range of issues (Williams, 2019).



The Strategic Commissioning Board’s strategy, 
‘Our People, Our Place, Our Plan’, focuses 
on enabling residents to ‘start well, live well, 
and age well’ (Tameside MBC & Tameside and 
Glossop CCG, 2019). Strategy development 
was jointly facilitated by the local NHS trust 
with input from the Partnership Engagement 
Network, a framework which involves system 
stakeholders (the police, the voluntary 
sector, housing associations, schools), 
public representatives (elected members, 
Healthwatch, residents associations), and 
members of the public, including patients and 
service users (e.g. through the Neighbourhood 
Summit). Supporting positive mental health 
throughout the life course is key to the strategy. 
This is being taken forward through the Living 
Life Well Programme - Tameside and Glossop’s 
local mental health transformation scheme.  



The Living Life Well Programme surfaced 
concerns from local providers that a number 
of people locally did not receive support at the 
right time, due to either falling through the gaps 
between thresholds for care or not experiencing 
coordinated support. Mental health problems 
were understood to be commonly experienced 
alongside a range of psychosocial and other 
health needs. This helped establish a vision 
to raise healthy life expectancy by working 
towards better prosperity, health, and wellbeing 
across communities. This includes improving 
social, cultural, and economic opportunities, 
and giving people the confidence and skills 





http://www.gmhsc.org.uk/wp-content/uploads/2018/11/Tamesdie-and-Glossop-Neighbourhood-summit-agenda.pdf


http://www.gmhsc.org.uk/wp-content/uploads/2018/11/Tamesdie-and-Glossop-Neighbourhood-summit-agenda.pdf
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needed to live independently and manage 
their health. A ‘Living Life Well Neighbourhood 
Mental Health Business Case’ was developed 
with over 100 stakeholders from the voluntary 
and statutory organisations through workshops 
and discussions. Insights were also gained 
from people with lived experience, including 
individuals struggling with their mental 
health, parents bereaved by suicide, and 
carers (Tameside and Glossop Strategic 
Commissioning Board, 2018). The business 
case also drew on learning from the Lambeth 
Living Well model (Lambeth together, n.d.). This 
was approved by the Strategic Commissioning 
Board, making the way for new investment and 
redirecting of resources to pivot services to 
collaborative, preventative, community-based 
upstream interventions. 



Tameside and Glossop’s Living Life Well model 
targets three key outcomes:



•	 People are connected and able to participate 
equally in society



•	 People are able to recover and live life well



•	 People have control over their lives.



Three additional priority areas have been 
identified to help achieve these objectives:



•	 Increasing opportunities for people to stay 
well in the community



•	 Increasing opportunities to get help before/
during crisis



•	 Making effective use of secondary care.



The approach



Key elements



The Tameside and Glossop Living Life Well 
approach follows four key principles:



1.	 There is no wrong door for mental health 
support. Any point of access should be 
able to connect people quickly to the right 
support as part of a broad, whole system 
offer, which should be easy to access and 
easy to withdraw from. Re-engagement 
should be possible without the need for a 
new referral.



2.	 Individuals are coached to build their 
strength, resilience and confidence to stay 
well and feel in control of their mental 
health longer term.



3.	 Individuals are empowered to hold their own 
‘story’. Their needs should not be narrowly 
defined in case notes and they should not 
be required to repeat themselves to multiple 
agencies. Partner organisations have 
helped the programme to design a working 
document which individuals receiving 
support can control and share themselves.



4.	 People should be able to receive support 
where they are most comfortable. This 
can mean providing access in community 
settings rather than requiring individuals 
to travel to mental health specific 
environments. 



Neighbourhood team



Living Life Well Neighbourhood Mental 
Health Team was created to help deliver the 
programme. This new multi-agency team 
situates mental health, employment and 
peer support coaches alongside practitioners 
who deliver more intensive mental health 
interventions to deliver a variety of functions:



•	 Peer support coaching to help build 
individuals' confidence and resilience



•	 Coaching support to identify and resolve 
psychosocial problems, e.g. personal 
budgeting support, mobility services, food 
banks and help navigating the housing 
sector



•	 Connecting individuals to existing 
‘community assets’, e.g. social groups, 
volunteering opportunities and peer support



•	 Building more mental health informed 
communities, offering free mental health 
training for people in accessible community 
groups and professions, e.g. barbers and 
faith groups



•	 Providing more intensive mental health 
interventions, therapies, and links into 
psychiatric and employment support 
pathways.
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The team now operates across all five Tameside 
and Glossop neighbourhoods and shares the 
same boundaries as other local services and 
structures, including Primary Care Networks 
for example, and are intended to develop 
better connections across the system by 
connecting providers, as well as residents, to 
the full range of local community assets. They 
operate in accessible drop-in locations like 
the high street based Anthony Seddon Centre, 
as well as Integrated Neighbourhood Service 
Hubs where they are situated alongside other 
frontline health and social service providers 
and participate in multi-agency meetings to 
target resources, consider issues affecting the 
community, and coordinate support to avoid 
duplication. 



Collaboration



The Living Life Well team is commissioned 
through a lead provider model. The main 
contract holder is voluntary organisation Big 
Life Group, with other organisations involved in 
delivery of various elements: Tameside, Oldham 
and Glossop Mind employs peer and mental 
wellbeing coaches, Tameside Metropolitan 
Borough Council provides employment support 
coaching and Pennine Care NHS Foundation 
Trust provides mental health practitioners, 
therapists and psychiatry time to deliver more 
intensive interventions.



Regular collaborative meetings are held with 
wider partners to create space for providers 
to share updates, hold the programme to 
account and offer constructive feedback on the 
progress.



Impact



As part of its corporate plan, the Tameside and 
Glossop Strategic Commissioning Board has 
an extensive outcomes framework in place. The 
wider integrated programme has demonstrated 
potential in addressing determinants of mental 
health and wellbeing problems. 



Highlights include:



•	 Improvements in school readiness



•	 Higher than national average proportion of 
16-19 year olds in employment or education



•	 More adults feeling that the things they do 
in life are worthwhile



•	 Fewer rough sleepers



•	 Rising ‘happiness’ ratings (Tameside MBC, 
2019).



The Living Life Well Neighbourhood team 
has been only recently established. They 
are collecting data on individual outcomes 
including improved mental health, sense of 
control, confidence, employment outcomes and 
access to support; and system level outcomes 
such as A&E presentations, hospital admission, 
demand for primary care and waiting times. 
Alongside numerical indicators, the programme 
team is gathering individual narratives from 
staff and individuals accessing support.   



Sustainability 



The model has been rolled out incrementally. 
It was initially prototyped for six months in 
2019, which helped to refine the model, and 
by January 2020 it was established in all 
neighbourhoods across Tameside and Glossop.



The Strategic Commissioning Board is 
committed to investing in mental health support 
across health and public health on a recurring 
basis as part of the mental health investment 
standard. Some funding for this model has been 
redirected from existing funds, meaning that 
financial sustainability isn’t dependent on new 
money.



Additional investment has been secured as part 
of a share of £3.4m of Lottery funding, which 
will be shared with three other sites under the 
Living Well UK programme, supported by the 
Innovation Unit (Innovation Unit, 2018). This 
was announced in late 2018 and runs for three 
years.
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Keys to success



Integrated commissioning



The integration of the NHS Clinical 
Commissioning Group and local authority, 
in place since 2015, has been experienced 
as a major enabler for the current approach. 
It has enabled partners with different remits 
in health to respond to the needs of a group 
of people collectively rather than in separate 
forums. This creates an opportunity to tackle 
the determinants of poor mental health by 
working together to deliver services more 
flexibly and holistically around individuals 
and communities, encouraging and equipping 
people to stay well.



Leadership



The integrated approach has required a strong 
commitment from management. The tone for 
collaboration is set by senior engagement – 
the Chief Executive of Tameside Metropolitan 
Borough Council has a dual role as Accountable 
Officer for NHS Tameside and Glossop Clinical 



Commissioning Group. The Director of Finance 
role is also system-wide, covering both the 
CCG and the Council. The programme chair and 
clinical leaders also represent Tameside and 
Glossop on the joint commissioning board of 
the Greater Manchester Integrated Care System.



Relationships and practical growth



Progress on integrated working to tackle the 
determinants of poor mental health rests on 
years of developing relationships and changing 
cultures. During this journey, coproduction and 
communication with agencies, stakeholders 
and communities are perceived to have 
mitigated possible resistance over reallocating 
resources and changing ways of working. There 
is also a perception that practitioners faced 
burnout from working in traditional ways, 
and that the implementation of a new model 
had been seen as a refreshing change. At the 
same time, growth of the project has been 
delivered incrementally in order to manage 
the expectations of different groups – this has 
required patience.
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Introduction

The coronavirus (COVID-19) outbreak has caused significant challenges for many people, affecting our health, lifestyles, and wellbeing. 

Disabled people face additional barriers in many areas of life, including being physically active. 

This document, using a review of recent research, outlines the social impact of the pandemic and restriction measures on disabled people, and the impact on their physical activity levels. 

This is updated regularly with new figures. Last updated: 13/8/2020















Wellbeing and support













Disabled people are more likely to die from coronavirus



For every one non-disabled woman who dies 11 disabled women die







For every one non-disabled man who dies 6.5 disabled men die





Coronavirus related mortality 2 March – 15 May 2020, ONS, 2020 https://www.ons.gov.uk/releases/coronavirusCOVID-1919relatedmortalitybyreligionethnicityanddisabilityenglandandwales2march2020to15may2020
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Disabled people are more worried about the impact COVID-19 is having on their lives

73%

July 2020

Three quarters of disabled people are "very” or "somewhat” worried about the effect that coronavirus is having on their life 

x2

People with a health condition are twice as likely to feel lonely than the overall population. 

22%

Over one fifth of disabled people say COVID-19 has impacted their mental health

Disabled people are more worried about…

The effect on their wellbeing 

Their access to groceries

The impact on their health

July 2020

Coronavirus and the social impacts on Great Britain 7 August 2020 https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthandwellbeing/bulletins/coronavirusandthesocialimpactsongreatbritain/7august2020
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Disabled people	

Disabled people	Non disabled people	Category 3	0.53	0.32	0.2	Non-disabled people	

Disabled people	Non disabled people	Category 3	0.4	0.22	0.1	



COVID-19 is having a negative impact on disabled children and their parent’s health



Parents of disabled children report worsening emotional and mental health for both their children and themselves 





Nearly half (45%) say their disabled children's physical health has declined

With just over half (54%) saying the same about their own health







Over two thirds (68%) say a health or social care assessment has been delayed due to the lockdown. 

Left in Lockdown, Disabled Children’s Partnership, 2020 https://disabledchildrenspartnership.org.uk/wp-content/uploads/2020/06/LeftInLockdown-Parent-carers%E2%80%99-experiences-of-lockdown-June-2020.pdf The Disability Report, Scope, 2020 https://www.scope.org.uk/campaigns/disabled-people-and-coronavirus/the-disability-report/
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Disabled people are feeling unsupported and unsure of how to keep themselves safe

45%

April 2020



60%

June 2020

Disabled people increasingly feel increasingly that the government is not doing enough to support them

Disabled people

Non-disabled people

Disabled people are less likely to feel they have enough information on how to protect themselves from coronavirus 

The Disability Report, Scope, 2020 https://www.scope.org.uk/campaigns/disabled-people-and-coronavirus/the-disability-report/  Coronavirus and the social impact on Great Britain, ONS, 2020 https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthandwellbeing/bulletins/coronavirusandthesocialimpactsongreatbritain/16april2020#indicators-of-well-being-and-lonelinesse
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Column1	

Disabled people	Non disabled people	0.79800000000000004	0.83299999999999996	

Disabled people are being left without the care they need

“The emergency coronavirus legislation relaxed the duty of care on local authorities. It also reduced the duty on local authorities on ECHP and the timeliness of assessments. Consequently, some disabled adults and children may be left without the care and support they need.” Scope, June 2020

51%

Over half of disabled adults who previously received care are no longer receiving home visits from health care professionals. (June 2020)

31%

Almost one third of disabled people are concerned about the level of care they are currently receiving and how it is provided. (June 2020)

28%

Over a quarter of disabled people feel forgotten during the pandemic (June 2020)

The Disability Report, Scope, 2020 https://www.scope.org.uk/campaigns/disabled-people-and-coronavirus/the-disability-report/ Impact on disabled and older people, RIDC, 2020 https://www.ridc.org.uk/news/COVID-19-19-latest-research-impact-disabled-and-older-peopl Coronavirus and the social impact on Great Britain, ONS, 2020 https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthandwellbeing/bulletins/coronavirusandthesocialimpactsongreatbritain/16april2020#indicators-of-well-being-and-lonelinesse
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Parents of disabled children are frustrated at the impact COVID-19 has had on support



Compared to pre lockdown: 

8%

Less than 1 in 10 parents say support from local councils / NHS has stayed the same

76%

Three quarters say all support from local council / NHS has stopped

72%

Over 7 in 10 parents are having to do a lot more care

Since lockdown has eased

51%

Over half of parents said short breaks / respite have not resumed

71%

More than 7 in 10 have said their child’s therapies have not restarted

Left in Lockdown, Disabled Children’s Partnership, 2020 https://disabledchildrenspartnership.org.uk/wp-content/uploads/2020/06/LeftInLockdown-Parent-carers%E2%80%99-experiences-of-lockdown-June-2020.pdf The Disability Report, Scope, 2020 https://www.scope.org.uk/campaigns/disabled-people-and-coronavirus/the-disability-report/ Impact on disabled and older people, RIDC, 2020 https://www.ridc.org.uk/news/COVID-19-19-latest-research-impact-disabled-and-older-people
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Shielding and self isolation













Disabled people are more likely to be socially isolating or shielding



2.2 million people were classed as clinically extremely vulnerable by the government. 



63%

Almost two thirds were completely shielding in early June 2020. 

Disabled people

Non-disabled people

Disabled people were much more likely to feel unsafe or very unsafe when outside their home

July 2020

Coronavirus and shielding of vulnerable people, ONS,  9-18 June 20202 https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/conditionsanddiseases/bulletins/coronavirusandshieldingofclinicallyextremelyvulnerablepeopleinengland/9juneto18june2020 The Disability Report, Scope, 2020 https://www.scope.org.uk/campaigns/disabled-people-and-coronavirus/the-disability-report/
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Disabled people	Non disabled people	0.43	0.28000000000000003	

Despite the easing of lockdown, disabled people are still more likely to remain indoors

The number of disabled people not leaving their home has reduced as lockdown eased 

59%

May 2020



46%

June 2020

BUT

Many disabled people still feel uncomfortable leaving their homes

85%

Over four fifths of people who were shielding felt unsafe leaving their house when lockdown eased. 

40%

In the following two weeks, only two-fifths of people had the confidence to go outside. 

14%

vs

7%

By July, people with a health condition were still twice as likely as those without to not have left their home in the last 7 days for any reason.

June 2020

June 2020

July 2020

The Disability Report, Scope, 2020 https://www.scope.org.uk/campaigns/disabled-people-and-coronavirus/the-disability-report/
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Parents of disabled children are cautious about relaxing shielding





71%

Despite changes in  rules, 7 in 10 parents will continue to shield their children 

91%

9 in 10 parents have had no advice from health professionals on shielding

69%

7 in 10 parents have been unable to acquire PPE for themselves or their child’s carers



21%

Only one fifth of parents are confident about the return to school in September

Slow return of support, Disabled Children’s Partnership, 2020 https://disabledchildrenspartnership.org.uk/slow-return-of-support/
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Finances and benefits













Disabled people often rely on benefits to support them day to day



3.5 million disabled people of working age receive benefits. This support helps them to meet day-to-day practical challenges as well as participate more fully in society,.



65%

Almost two thirds of disabled rely on benefits to be active.

“Disabled people have, for a long time, had poor experiences using the welfare system. Difficulty in accessing benefits and delays in payments have often left disabled people financially insecure. The crisis has further highlighted existing flaws in the system and the introduction of temporary changes creates uncertainty.”

x2

A disabled working-age adult is more than twice as likely to be in poverty than a non-disabled adult

£538

Disabled people face over £500 a month in extra costs related to their impairment or condition

Family Resources Survey, Office for National Statistics, 2017/18  Price Tag of Disability, Scope, 2019 https://www.scope.org.uk/campaigns/extra-costs/disability-price-tag/ Department for Work and Pensions, Work, health and disability green paper, 2020.  Slow return of support, Disabled Children’s Partnership, 2020 https://disabledchildrenspartnership.org.uk/slow-return-of-support/  Activity Trap, Activity Alliance, 2018
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Disabled people are more likely to be affected by the financial impact of coronavirus

Disabled people

Non-disabled people

During the pandemic, disabled people were much more likely to say they would be unable to pay an unexpected expense of £850





Parents of disabled children are facing many financial pressures



With one fifth believing they will end up in debt

61%

6 in 10 had seen an increase in costs

Home schooling

Specialist equipment

PPE

39%

Almost two fifths had seen a reduction in income

76%

Over three quarters have had no increase in benefits

Slow return of support, Disabled Children’s Partnership, 2020 https://disabledchildrenspartnership.org.uk/slow-return-of-support/ https://disabledchildrenspartnership.org.uk/wp-content/uploads/2020/06/LeftInLockdown-Parent-carers%E2%80%99-experiences-of-lockdown-June-2020.pdf
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Column1	

Disabled people	Non disabled people	0.4	0.25	

Column1	

Home schooling	Specialist equipment	PPE	0.36	0.32	0.15	

Impact on physical activity













Levels of activity among disabled people were increasing prior to COVID-19, but they are still lower than non-disabled people

Disabled people had seen an increase in activity levels, with a 2.5% increase on the previous 12 months. However they are still almost twice as likely to be inactive as non-disabled people



Doing less than 30 mins of activity per week

Disabled people

Non-disabled people

The most popular physical activities that disabled people participate in are:



Walking for leisure and travel 



Fitness activities



Cycling for leisure and sport



Swimming



Fitness classes 

Active Lives, Sport England 2020 https://www.sportengland.org/know-your-audience/data/active-lives
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Column1	

Disabled people	Non disabled people	0.39800000000000002	0.20499999999999999	

During lockdown disabled people were less likely to be active 

Over the course of lockdown everyone has seen their activity levels drop

Proportion of people doing at least 30 mins of physical activity 5 times or more in the last week

After lockdown eased, in late June



38% 

Almost two fifths of disabled people said they were doing less activity than prior to lockdown



29% 

However almost 3 in 10 disabled people said they were doing more activity 

https://www.sportengland.org/know-your-audience/demographic-knowledge/coronavirus 
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Wave 1 (3-6 Apr)	

Disabled people	Non-disabled people	0.26	0.36	Wave 11 (31 Jul - 3 Aug	

Disabled people	Non-disabled people	0.22	0.28999999999999998	





The inequalities in activity levels have worsened during COVID-19

The activity gap has widened for many groups:



Between men and women and social grades



Disabled people and people from BAME ethnic backgrounds continue to be the least active groups



People who live alone, those without access to outdoor space, and people living in urban also showed inequalities in activity levels 

https://www.sportengland.org/know-your-audience/demographic-knowledge/coronavirus 
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Disabled people are less likely to feel they have the ability to be active because of coronavirus

Disabled people

Non-disabled people

Disabled people are half as likely to agree they have the ability to be physically active

Disabled people were less likely than non-disabled people to:  

Have found new ways to be active

Be using exercise to manage their physical or mental health

Have more time for physical activity

https://www.sportengland.org/know-your-audience/demographic-knowledge/coronavirus 
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Column1	

Disabled people	Non disabled people	0.49	0.8	

Coronavirus is making disabled people concerned about keeping active 

63%

Almost two thirds of disabled people agree its important for them to exercise regularly 



70%

7 in10 says it helps manage their physical health



64%

Two thirds say it helps manage their mental health

However…



33%

One third were moderately or extremely concerned about being able to keep active

Impact on disabled and older people, RIDC, 2020 https://www.ridc.org.uk/news/COVID-19-19-latest-research-impact-disabled-and-older-people

https://www.sportengland.org/know-your-audience/demographic-knowledge/coronavirus 
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Coronavirus is an important additional barrier to activity for people with health conditions

Barriers to being active

40%

My health issue causes pain 

38%

I am worried about coronavirus

32%

I am too tired/don’t have enough energy 

29%

My condition is unpredictable/ makes it hard to commit

20%

I worry about making my condition worse

Those with a lung or mental health condition are more likely to say coronavirus is a barrier. 

Health conditions and physical activity: The impact of COVID-19, June 2020 https://sportengland-production-files.s3.eu-west-2.amazonaws.com/s3fs-public/2020-06/COVID-19-19%20insight%20pack.pdf?_6NuZas7gBc1ZWfioqtvwuBCU0C9ppxK
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Disabled people want to be more active after lockdown



51% 

Over half (51%) of disabled people want to increase the amount of activity they do post lockdown

What concerns you about returning to physical activity?

Social distancing

Cleanliness and hygiene when returning to the gym / swimming 

Catching the virus

https://www.sportengland.org/know-your-audience/demographic-knowledge/coronavirus 
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Some activity levels did increase during lockdown, however disabled people are still less active



During lockdown, levels of running, walking, and cycling increased for both disabled and non-disabled people, although levels of participation among disabled people were much lower 

				% of disabled people who completed each activity in the last week 
(June 19-22)		% of non-disabled people
who completed each activity in the last week 
(June 19-22)

		Running		13%		26%

		Walking		55%		67%

		Cycling		12%		18%









https://www.sportengland.org/know-your-audience/demographic-knowledge/coronavirus 
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Background 
 


As a result of the COVID-19 outbreak, the provision of Sexual and Reproductive Healthcare 
(SRH) services has changed significantly. One of the most striking innovations that has taken 
place is the expansion of telehealth and telemedicine services. These changes have been 
regarded positively by service users and healthcare practitioners, and many elements are 
likely to be adopted in the long term. Going forward, it is important that these changes 
accommodate the needs of the population, particularly vulnerable individuals who may not 
have access to digital services. 


This document is part one in a suite of five documents providing advice for teletriage for 
vulnerable groups. These documents provide tips for setting up or expanding telehealth / 
telemedicine SRH services, how best to mitigate risk, how to prioritise vulnerable groups, and 
when to escalate. In the context of these documents, telehealth refers to telephone contact, 
and telemedicine refers to end to end care, either via telephone or video conferencing.  


These documents have been developed by Mary Kyle, Senior Sexual Health Advisor at PHE 
National Sexual Health Helpline, in collaboration with the Faculty of Sexual and Reproductive 
Healthcare (FSRH), the British Association for Sexual Health and HIV (BASHH), Public Health 
England (PHE), and Brook. They are not official guidance by these organisations, but rather 
aim to support services to deliver high-quality, safe SRH care remotely. They highlight lessons 
learned from the National Sexual Health Helpline and local service provision, which SRH 
services should consider to support the creation of a sustainable, resilient teletriage solution 
that can respond to local priorities. 


This suite of documents is aimed at clinical leads, safeguarding leads and managers 
assessing the continued use of teletriage for SRH services. Their aim is to generate discussion 
among those responsible for managing workflow and staff training to consider issues such as 
designing algorithms for triage boundaries and skills gap analysis for their local service. This 
will ensure that vulnerable groups are prioritised, and will maximise opportunity to identify high 
risk and safeguarding issues. The final document in the series is aimed at healthcare 
practitioners, and provides tips for call flows. 


Services may not be able to adapt every element of these documents into their own teletriage 
models. The suitability of the advice will depend on existing technology and patient need. 
These documents should thus be used to support the design of services as appropriate. 
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Aims 
This document provides a list of considerations for services when setting up or expanding 
telehealth / telemedicine SRH services. It outlines considerations that should be taken before 
designing a model for teletriage. Examples of teletriage models, minimum skills requirements, 
essential checklists for remote support, and call handling skills are included. 


First Considerations 
Technology: Capacity for telehealth and telemedicine services will depend on technology 
services available for healthcare practitioners and service users. This includes amending 
online booking services to enable telephone appointments, deciding which services are 
suitable for automation, utilising online services for ordering tests, and enabling patients to 
prefill sexual health history electronically before their appointment. Whatever solution is 
adopted must be technologically stable and secure, sustainable, and have built-in contingency 
and resilience.  


Medicine provision: Easy access to free emergency contraception and treatment is essential, 
particularly for those with increased vulnerabilities. Contingencies for postal delay should be 
considered, e.g. through the use of local pick up points in rural communities, and/or the use 
of hub spaces as pick up points. 


Mental health support for distressed individuals: Services that previously offered mental health 
support should consider whether they have capacity to continue to provide this support, as 
those diagnosed without the normal explanations and reassurance are increasingly 
vulnerable. Mental health support services are particularly suitable for telephone consultation. 


Outreach services: In the absence of full outreach capacity to vulnerable groups, there should 
be consideration of best practice examples from other areas, e.g. creating “Sexual Health 
Champions” within homelessness teams, drug and alcohol teams, accommodation support 
workers.  


Training and support: The COVID-19 pandemic has resulted in significant changes to 


service provision. Training should be available for staff to support them in adapting to these 


changes.  


Recognise limitations: Service users’ suitability and comfort with teleconsultations should be 


taken into consideration. Not all will be happy or able to participate in a remote consultation. 


Accommodating those for whom English is a second language (ESL) can be impossible if 


services do not have instant access to an independent interpreter. The National Sexual Health 


Helpline uses Language Line, but this requires some telephony access and there is a cost per 


contact. Teletriage will also not be suited to those with hearing difficulties. 


Develop standards: To minimise risk to staff and service users, all processes that have 
evolved through the COVID-19 response must be reviewed and measured against minimum 
standards. It is important to recognise that ad hoc solutions can quickly become “accepted 
practice” and this has risk. 


Health and safety: As social distancing continues it is important that staff physical and 
emotional wellbeing is considered, and that Health and Safety Executive (HSE) 
responsibilities are fulfilled. As homeworking becomes part of working life, ad hoc solutions 
will become less sustainable. 
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Tolerance: Staff and service users have been flexible and tolerant of technological glitches, 
but as services are restored expectations will rise. Managing expectations by professionalising 
services will be key to longevity. Services should not assume that all staff will be automatically 
suited to telephone triage. 


Plan for worst case scenario: As we face the possibility of exiting and entering different levels 
of restrictions, plans should allow ease of switching. Lessons learned from audits can inform 
the building of frameworks. 


 


Designing a Model  


 
Proper use of triage can maximise service provision, but it requires a fully integrated 


approach. Triage boundaries require careful consideration to prevent long telehealth 


consultations followed by face-to-face (F2F). Services may design some call codes as auto 


F2F, e.g. complex contraception. 


When designing a teletriage model, services should assess according to their service level, 
existing staff skills mix, and both physical and remote staff capacity. They must also consider 
whether they expect to triage all access via telephone, whether they will operate a tiered 
system, and if so, how many tiers. Finally, services should consider whether buildings not in 
use due to the increase in telehealth can be repurposed as pick up points for medication, or 
for alternative SRH services. 


As most SRH staff are trained in motivational interviewing (MI) and brief intervention 
communication, and can adopt the same protocols for safeguarding, much of this decision 
making will be based on IT solution availability. In some services, all Tier 2 may work remotely, 
in which case the decision may be that all calls are routed to them routinely. As trained staff, 
they would need call handling skills to adapt and enhance their existing knowledge and to 
operate in a new environment.  


Each service should design a triage model that maximises opportunity to have the most 
contact with vulnerable populations. Below is a possible triage flow. This example adopts a 
mixed model in which qualified staff conduct a ten-minute assessment and decide whether 
F2F is appropriate, or whether the call can be dealt with fully through remote consultation. An 
example of a call flow that builds in exploration of vulnerabilities and escalation is also 
provided. 
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Example Mixed Methods Triage Flow  
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immediately for F2F 


if: 


PEP 


TOP 


Under 16 


EC 


 


T2 


• SHA/Nursing 


staff assessment. 


• History taking 


• All symptomatic: 


refer to F2 or 


provision of test 


and treat. 


• Oral 


contraception 


renewal/ 


contraception 


discussion 


T2 F2F 


Available for booked 


appointments, either 


from reception 


algorithm or from T2 


teletriage 


Senior Clinical & 


Safeguarding 


Escalations and 


procedures 


Video consultations 
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Case Study from National Sexual Health Helpline  


 
Female caller wanting to know where to get “the morning after pill”. Her local clinic is closed 
because of COVID-19. “That’s where I normally get it, but I had to buy it from pharmacy last 
week and it cost a fortune, I don’t have enough money to buy it again.” On discussion with the 
adviser, the caller reports that she can’t go to her GP as she “has already got it once from 
there this week”. “It’s so embarrassing…and the nurse has to call you back, but you don’t 
know when and you can’t always answer in the house as my mum could hear and she will go 
nuts that I’ve been having sex outside and seeing my boyfriend as we are supposed to be in 
lockdown cause my brother has asthma.” 


 
Following the call flow below the adviser ascertained that the client was 15, as was her 
boyfriend. The caller reported that neither of them had any previous sexual contact, including 
oral sex. The adviser found the contact number of the local hub triage and explained the 
process. A discussion followed about condom use and the problems her boyfriend had using 
them. The adviser explained different fits were available and that the caller should discuss this 
with the clinic when she got through, which led onto a wider discussion on contraceptive 
choices. The adviser reassured the caller that it was safe to discuss contraception with the 
clinic, even if under 16, explaining the role of the clinic. In order to reinforce the safe sex 
message and understanding, the adviser walked the caller through the relevant sections of 
the Brook website and suggested she and her boyfriend explore it together. A discussion was 
also had about “sex outdoors and safety.” This allowed the adviser to assess understanding 
and consent. The adviser also acknowledged the risks of any close contact outside the family 
group as a risk to her brother re COVID-19. The caller was invited to call back if she had any 
difficulty accessing services, or wanted to discuss anything further. 


 


Take-aways: 


• Take the time to do the complete discussion 


• Don’t respond to the question only 


• Think Package: Pregnancy test, condoms, STI Testing Kit, progestogen-only pill 
(POP); further broader sexual health and wellbeing advice and safeguarding check 
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Example Call Flow 


  


Soft Welcome 


Provide a full salutation: 


“Good Morning, you are 


through to the…how can 


we help?” 


This gives the client time 


to collect their thoughts 


after a lengthy hold or 


sudden connection. 


Remember, we only have 


our voice to convey “a 


safe space”. 


Ask 


• Is it alright to ask you 


some questions so I can 


make sure you get the 


right support? 


 


• Can I ask your age? 


 


• Are you able to answer 


without being overheard? 


 


• When was the UPSI? 


 


• Are you using any regular 


contraception? 


 


• Is this a new sexual 


partner? 


 


• Have either of you had 


previous sexual partners? 


 


• Have you both had a 


recent STI test? 


 


Assist 


• If not able to talk, ask if 


they can go somewhere 


more private and call 


back? 


• If under 16 escalate! 


• If the caller is unable to 


secure privacy, ask if 


they are safe? 


• Consider time frames 


and best options 


available. 


• Consider EC impact on 


existing contraception 


• Discuss ongoing 


contraception options 


• Suggest testing for STI / 


pregnancy if appropriate 


• Test consent 


 


Act 


Has anything been said, 


or have you noticed 


hesitancy or reluctance? 


You must consider 


whether a longer 


discussion, either with a 


senior or face to face, is 


required to ensure 


safeguarding 


responsibilities are 


fulfilled. 
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Minimum Skills Requirement at First Contact  


Understanding the skills required to Make Every Contact Count MECC is critical to the triage process. There must be an opportunity at every 
stage to identify and escalate those belonging to vulnerable groups. Services usually use reception as a “gatekeeper”. If an inexperienced or 
untrained person answers the above call, the call flow could look like this: 


 


 


 


 


  


  


 Hi  


 


  


 


 


 


 


Hi, you are 


through to the 


clinic. How can I 


help? 


How old are you?  


Can you come to 


the clinic to pick 


up medication? 


Can you give us a 


mobile number so 


we can call if we 


need to?                


We will text you 


a time to come 


and pick up your 


pill. 


Do you need 


anything else? 


No risk 


identification 



https://www.makingeverycontactcount.co.uk/
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Essential Checklist for Remote Consultations 
Though many services adopted homeworking an emergency response to COVID-19, it is likely that 
homeworking will be adopted more widely beyond the pandemic. Full considerations for supporting 
staff working from home are explored in Document 2 of this suite. However, some issues must be 
considered as part of remote consultation preparation:  


• A working space that prevents distraction, disruption or inadvertent disclosure of confidential 
information. 


• Secure access to necessary records, library of protocol documents and guidance. 


• Telephony solution that allows advisers to access support from colleagues during 
consultation. 


• Rapid access to changing consultation method, if during the consultation something emerges 
that requires F2F consultation. Solutions will depend on service, but examples include 
ringfencing appointments, or a dedicated staff resource for emergent rota “duty drop in”. 


• A crisis escalation process. If during a call it becomes apparent that someone is in immediate 
danger, then no one adviser can deal with the caller and the escalation simultaneously. This 
is much more likely to happen during remote consultations, as the adviser is in the caller’s 
environment.  


• Contingency solutions for systems outages, telephony issues, IT issues etc. 


• Sufficient time allocated for appointments 
• A plan for supervision and support. This is particularly important for isolated staff dealing with 


emotive and often difficult subject matter in their own home.  


Maximising Engagement in Remote Consultations 
Fear of “missing something” in remote consultations is a common concern for healthcare practitioners. 
However, remote consultations have advantages if set up properly, and only require modest 
adaptations of existing protocols. Existing checklists for safeguarding should provide the template. 
Doing our job without non-verbal skills is the most difficult part of adapting our communication styles 
to maximise engagement. Consideration must be given to service users’ and practitioners’ comfort 
with communicating remotely: 


• Service users cannot see providers smile as they are welcomed from reception. Tone and 
pace are thus important. If providers sound busy when they welcome service users, they are 
more likely to get brief incomplete information from questions and miss risk. 


• Having a chat on the way into a consultation room to ease tension, and being able to see the 
person’s demeanour, anxiety levels, distress or understanding of information is all part of the 
normal assessment. In telephone consultations, service users have not had time to come in, 
sit down and settle themselves with a little chat. For many practitioners, the loss of these 
guides will be intimidating and could shake self-confidence.  


• Healthcare practitioners should be prepared for a slightly choppier start to remote 
conversations, and perhaps a flood of information. The anonymity some callers feel may make 
them more forthcoming. 


• Before getting into the full discussion, set expectations on all calls and keep control. People 
can become angry if they go through a full consultation only to be told they must see someone 
else. If these expectations are set at the beginning of the call, service users are less likely to 
drop out. 


• Healthcare practitioners can use verbal nods to show they are listening. 


• Advisers should escalate to F2F if they feel it is necessary and should not feel pressure to 
“solve” everything. 



https://www.fsrh.org/standards-and-guidance/documents/fsrhbashh-standards-for-online-and-remote-providers-of-sexual/
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FRAMES  
The National Sexual Health Helpline uses an adaptation of the FRAMES model to keep control and 
flow of the call. For experienced SRH staff, going back to these basics will help ensure all that can be 
asked is asked. Six elements have been identified that were present in brief intervention clinical trials, 
and the acronym FRAMES was coined to summarize them (Miller and Sanchez, 1994). This has been 
adapted for call handling purposes.  


• Feedback – listening to how the service user is feeling to assess the areas of concern. 


• Reason – using a balanced combination of open and closed questions to narrow down core 
areas of concern. 


• Advice – using the information collected, and awareness of the service limitations, to 
understand primary concerns (can be addressed within tele environment) and secondary 
concerns (signposting, escalation safeguarding). Delivering tailored information. 


• Menus – this is the most important area to concentrate effort, as this is where hidden concerns 
are most likely to be identified. Prior to giving recommended next steps, assess the following: 


o Does the service user require further discussion to fully understand their needs or 
options? 


o Has the service user’s emotional state become worse? 
o Does the service user require vulnerable person enhanced engagement / F2F? 
o Offer appropriate national signpost for PIL alternatives, e.g. Brook, Sexwise   


• Empathy – while advisers’ information guides the service user towards next steps, advisers’ 
tone and language guides the service user towards emotional stability 


• Self-efficacy – check service user’s understanding of next steps (i.e. understanding of local 
service, motivation to use signpost, buy in) 
 


If we haven’t got the Feedback right, which demonstrates reflection of the callers concerns, or the 
Empathy, which is our tone and creates a “safe space”, then we are unlikely to be able to provide 
complete tailored Advice or get buy in on Menus. The Self-efficacy section gives you an opportunity 
to recap and check understanding of next steps, as well as promote safer sex and behaviour change. 
Always provide a signpost for caller to look at after discussion to ensure the reinforcing of key 
messages. 


 


Priorities for the Restoration of SRH Services 
Respondents to the BASHH Clinical Thermometer Survey (see Resources), conducted in May 2020, 
were asked to identify their priority for restoring SRH services. 76% identified Young Peoples Service 
as their priority. Using the table of priority groups identified by respondents, services can model Triage 
Algorithms for receptions staff, ensuring focus is on local service “Priority F2F” or “must talk with”. 
Individual services will of course be best placed to identify their priorities. 



https://www.ncbi.nlm.nih.gov/books/NBK64963/

https://www.brook.org.uk/

https://www.sexwise.fpa.org.uk/
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There are electronic algorithm tools available throughout the wider NHS estate, including Pathways 
for NHS 111 triage, which may be adapted for other clinical areas in time, but at a local level a simple 


Microsoft Forms with branching would be 
quick and effective to set up. This allows 
individual services to set their priority. In the 
example below, when ‘at risk conversation’ 
is clicked, a F2F appointment is 
automatically set up. This removes a 
potential “fall through” of vulnerable clients 
at the reception point. 


 


Results from BASHH Clinical Thermometer 
 


Who are your local populations of concern or areas of priority?  


  
Order of frequency cited as Top Priorities for Access as Services Re-open Safely (372 Responses)  


76% of Services intend to restore Young People Services as their Top Priority Need  


Young People Services  


People with a history of domestic/other violence  


Children & Adults registered vulnerable  


MSM  


Commercial Sex Workers  


Women seeking LARC  


Women with complex contraception needs   


Homeless  


People with Drug or Alcohol problems  


People with no phone/internet access  


Non- English speakers  


People with Chemsex problems  


People with Mental Health issues  


People with learning disabilities  


People with learning disabilities  


People with a history of sexual assault  







 


Document One of Five 


Teletriage for Sexual and Reproductive Healthcare Services in Response to COVID-19 


Page 11 of 12 
 


People with high risk symptoms needing examination  


Care Leavers  


PrEP Users/seekers  


People living with physical disabilities  


Migrants or Asylum seekers  


Looked after children   


People living with HIV  


People with known untreated STIs  


Women who want to attend our services  


People with complex GUM issues  


Rural people  


NEETs  


Locals  


BAME  
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Resources:  


 


Learning 


 
https://www.rcn.org.uk/clinical-topics/supporting-behaviour-change/motivational-interviewing basic 
MI concepts 


https://portal.e-lfh.org.uk/Catalogue/Index?HierarchyId=0_13_401&programmeId=13 communicating 
with young people (ELfH login required) 


https://portal.e-lfh.org.uk/Catalogue/Index?HierarchyId=0_13_401&programmeId=13 Sexual Health 
& Young People (ELfH login required) 


https://www.youtube.com/watch?v=urUMWbQR62o EC Telephone consultation training session 


https://www.scie.org.uk/e-learning/communication-skills Communication Skills General for new start 
or non-healthcare trained staff 


 


Guidance 


 
https://www.adph.org.uk/2020/04/covid-19-prioritisation-of-sexual-reproductive-health-services/ 


https://www.fsrh.org/fsrh-and-covid-19-resources-and-information-for-srh/ 


https://www.bashh.org/covid-19-resources/ 


https://www.bhiva.org/Coronavirus-COVID-19 


https://www.fsrh.org/standards-and-guidance/documents/fsrhbashh-standards-for-online-and-
remote-providers-of-sexual/ 


https://www.fsrh.org/standards-and-guidance/documents/fsrh-service-standards-for-consultations-
june-2020/ 


 


Additional 


 
https://www.sps.nhs.uk/articles/reproductive-health-patient-group-direction-pgd-templates/ PGD 
Templates 


 



https://www.rcn.org.uk/clinical-topics/supporting-behaviour-change/motivational-interviewing

https://portal.e-lfh.org.uk/Catalogue/Index?HierarchyId=0_13_401&programmeId=13

https://portal.e-lfh.org.uk/Catalogue/Index?HierarchyId=0_13_401&programmeId=13

https://www.youtube.com/watch?v=urUMWbQR62o

https://www.scie.org.uk/e-learning/communication-skills

https://www.adph.org.uk/2020/04/covid-19-prioritisation-of-sexual-reproductive-health-services/

https://www.fsrh.org/fsrh-and-covid-19-resources-and-information-for-srh/

https://www.bashh.org/covid-19-resources/

https://www.bhiva.org/Coronavirus-COVID-19

https://www.fsrh.org/standards-and-guidance/documents/fsrhbashh-standards-for-online-and-remote-providers-of-sexual/

https://www.fsrh.org/standards-and-guidance/documents/fsrhbashh-standards-for-online-and-remote-providers-of-sexual/

https://www.sps.nhs.uk/articles/reproductive-health-patient-group-direction-pgd-templates/
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Background 


 
As a result of the COVID-19 outbreak, the provision of Sexual and Reproductive Healthcare (SRH) 
services has changed significantly. One of the most striking innovations that has taken place is the 
expansion of telehealth and telemedicine services. These changes have been regarded positively by 
service users and healthcare practitioners, and many elements are likely to be adopted in the long 
term. Going forward, it is important that these changes accommodate the needs of the population, 
particularly vulnerable individuals who may not have access to digital services. 


This document is part two in a suite of five documents providing advice for teletriage for vulnerable 
groups. These documents provide tips for setting up or expanding telehealth / telemedicine SRH 
services, how best to mitigate risk, how to prioritise vulnerable groups, and when to escalate. In the 
context of these documents, telehealth refers to telephone contact, and telemedicine refers to end to 
end care, either via telephone or video conferencing.  


These documents have been developed by Mary Kyle, Senior Sexual Health Advisor at PHE National 
Sexual Health Helpline, in collaboration with the Faculty of Sexual and Reproductive Healthcare 
(FSRH), the British Association for Sexual Health and HIV (BASHH), Public Health England (PHE), 
and Brook. They are not official guidance by these organisations, but rather aim to support services 
to deliver high-quality, safe SRH care remotely.  They highlight lessons learned from the National 
Sexual Health Helpline and local service provision, which SRH services should consider to support 
the creation of a sustainable, resilient teletriage solution that can respond to local priorities. 


This suite of documents is aimed at clinical leads, safeguarding leads and managers assessing the 


continued use of tele triage for SRH services. Their aim is to generate discussion among those 


responsible for managing workflow and staff training to consider issues such as designing algorithms 


for triage boundaries and skills gap analysis for their local service. This will ensure that vulnerable 


groups are prioritised and will maximise opportunity to identify high risk and safeguarding issues. The 


final document in the series is aimed at healthcare practitioners and provides tips for call flows.  


 


Aims 
This document is aimed at services who anticipate a proportion of their staff to remain at home, or 


frequently work from home, beyond the COVID-19 pandemic. It may also be useful when planning for 


future restrictions, or staff who may be asked to isolate frequently. It is designed to generate 


discussion within the broader management team when integrating this working model into the 


business as usual workstream. This document is particularly relevant for managers, clinical leaders, 


HR and governance leads as well as IT specialists and those with responsibility for resource planning. 


This document does not address the suitability of homeworking for specific clinical activity, as this 


will be subject to local service conditions and staffing. Each service may also like to include 


contingency planning suitable to their area for: 


• Regionalised lockdown 


• Which staff members should be prioritised for homeworking 


• The type of work that can be conducted from home, e.g. triage, booking, repeat scripts 


• Staff agreement of rota from home  
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Homeworking Considerations 


 
Given the speed at which homeworking had to be set up, many of the criteria services would have 


previously applied to assess a staff member’s suitability to work from home might have not been taken 


into consideration. However, if homeworking is to become the new norm, employers have the same 


HSE duty of care and assessment of candidate suitability as in a traditional environment. 


 


Model 


 
The mix of remote and site working should address the following issues: 


• Workstream stability platform. Design a mixed system that will re-route if a remote worker 


loses service access  


• Peer to peer communications and support while on a call with service user, e.g. Microsoft 


teams/SKYPE solution 


• Secure access to required systems to the same security standards as if on site, GDPR etc 


• Access to all local support documentation  


• The suitability of the remote location technology to be supplied by the employer  


• Details of staff personal equipment, e.g. cost, security ownership 


• How to maintain staff skills, e.g.  how to rotate staff to ensure no loss of skills  


• How to deal with staff members isolating due to a family member 


• The suitability of part day home / part day site to minimise direct contact  


• Can smaller hub sites be repurposed as a “call centre” and utilised for treatment pick up 


point only 


• Web services available to accommodate electronic triage and online forms 


• The type and amount of work that can be completed without F2F contact 


 


Technology 


 
Although many services have been coping with mobiles and remote logins since the COVID-19 


outbreak, the security risks, instability, and sustainability of this approach need to be considered 


when creating a long-term plan for remote and site working. It is important to consider: 


• Minimum internet connection speeds should be above 5mb download. Tests for internet 


speed can be conducted using SpeedTest 


• Legal issues around use of personal equipment including HSE, security of data, cost, and 


tax 


• Software compatibility across platforms and devices 


• Recording of consultations. Service users may record advisers and blocking software should 


be considered 


• Data transmission rules and issues around offshoring in cloud storage 


• NHS Digital and local IT policies  


• How many people are accessing the same internet connection at the same time 


 



https://www.speedtest.net/

https://digital.nhs.uk/
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Staff Wellbeing 


 
Employers have the same duty of care for home workers as for those on site. Policies will be 


required for many areas, and should consider:  


• Home worker policy adaptation or design, e.g. support available if a staff member witnesses 


or hears a live incident of assault  


• DSE assessment of working space: Homeworking staff should have a quiet work area that 


offers a safe, stable platform and protects them from injury.  


• Increased costs associated with homeworking, e.g. energy use, increased broadband 


charges, mobile charges. 


• Ensuring stability of teams through the strategic use of formal communication, e.g. daily 


email updates, and informal communication, e.g. messaging apps / Microsoft Teams  


• Differences in proficiency with technology: Adaptations to new technology can be a stressor 


for staff. Training on the use of technology used for work should be readily available.   


• Suitability for homeworking long term:  When assessing work from home policy as standard, 


criteria for suitability should be considered: 


• Level of supervision required 


• Mental and physical health 


• Willingness to work from home, impact on wider family or household and disruption 


Shift patterns of homeworkers should also be followed, as should break scheduling. 


  



https://www.hsl.gov.uk/dse-assessments-and-healthy-working
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Working from Home Resources: 


 
https://www.britsafe.org/products/remote-working/ Training on wellbeing  


https://www.hse.gov.uk/toolbox/workers/home.htm Home Working Guidance 


https://portal.e-lfh.org.uk/ CPD Platforms 


https://www.microsoft.com/en-gb/microsoft-365/microsoft-


teams/free?icid=SSM_AS_Promo_Apps_MicrosoftTeams Teams training 


https://www.nhs.uk/oneyou/every-mind-matters Mental health resources 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 



https://www.britsafe.org/products/remote-working/

https://www.hse.gov.uk/toolbox/workers/home.htm

https://portal.e-lfh.org.uk/

https://www.microsoft.com/en-gb/microsoft-365/microsoft-teams/free?icid=SSM_AS_Promo_Apps_MicrosoftTeams

https://www.microsoft.com/en-gb/microsoft-365/microsoft-teams/free?icid=SSM_AS_Promo_Apps_MicrosoftTeams

https://www.nhs.uk/oneyou/every-mind-matters
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Background 


 
As a result of the COVID-19 outbreak, the provision of Sexual and Reproductive Healthcare (SRH) 
services has changed significantly. One of the most striking innovations that has taken place is the 
expansion of telehealth and telemedicine services. These changes have been regarded positively by 
service users and healthcare practitioners, and many elements are likely to be adopted in the long 
term. Going forward, it is important that these changes accommodate the needs of the population, 
particularly vulnerable individuals who may not have access to digital services. 


This document is part three in a suite of five documents providing advice for teletriage for vulnerable 
groups. These documents provide tips for setting up or expanding telehealth / telemedicine SRH 
services, how best to mitigate risk, how to prioritise vulnerable groups, and when to escalate. In the 
context of these documents, telehealth refers to telephone contact, and telemedicine refers to end to 
end care, either via telephone or video conferencing.  


These documents have been developed by Mary Kyle, Senior Sexual Health Advisor at PHE National 
Sexual Health Helpline, in collaboration with the Faculty of Sexual and Reproductive Healthcare 
(FSRH), the British Association for Sexual Health and HIV (BASHH), Public Health England (PHE), 
and Brook. They are not official guidance by these organisations, but rather aim to support services 
to deliver high-quality, safe SRH care remotely.  They highlight lessons learned from the National 
Sexual Health Helpline and local service provision, which SRH services should consider to support 
the creation of a sustainable, resilient teletriage solution that can respond to local priorities. 


This suite of documents is aimed at clinical leads, safeguarding leads and managers assessing the 
continued use of tele triage for SRH services. Their aim is to generate discussion among those 
responsible for managing workflow and staff training to consider issues such as designing algorithms 
for triage boundaries and skills gap analysis for their local service. This will ensure that vulnerable 
groups are prioritised and will maximise opportunity to identify high risk and safeguarding issues. The 
final document in the series is aimed at healthcare practitioners and provides tips for call flows. 


 


Aims  
This document outlines the differences between telemedicine and telehealth for vulnerable groups. It 
also signposts to various resources relating to broader telehealth already in existence. This document 
may be useful for those concerned with training, standards, and governance, as well as infrastructure 
and practice managers responsible for the systems required to conduct remote consultations.  
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Tele-Medicine Versus Tele-Health Consideration for Vulnerable Groups 
Given the diverse provision in SRH services across the country, each service will require a model 
specific to their circumstances. 


Vulnerable service users, large numbers of whom will be digitally disadvantaged, are often unable to 
access digital services due to lack of access, language barriers, disability or safety issues, or financial 
restrictions. It is important that there is a distinction made between telehealth and telemedicine. 
Telehealth refers to telephone contact, and telemedicine refers to end to end care, either via 
telephone or video conferencing.  


Service users’ comfort with a digital platform should also be taken into consideration. Even in 
countries who have been using remote consultations for long periods, the research for SRH services 
is limited. There are complex legal issues with the sharing of any medical imaging, which can be more 
difficult where images may be of an intimate nature. Though video consultation may be useful and 
acceptable for certain groups and subject matter, it is far from clear how it best fits into supporting 
access for the vulnerable service users. 


 


Electronic Tools 
There are many organisations utilising diagnostic algorithm electronics that could easily be adapted 
to the SRH environment, e.g. NHS 111. Many services throughout the country already offer online 
booking systems and the ability to electronically prefill a sexual health history questionnaire prior to 
consultation. This can be useful as a triage tool and also to provide an easier foundation to walk-in 
consultations for the practitioner. There are also a range of private organisations with expertise in 
providing online consultations and are commissioned in some areas.  


https://www.babylonhealth.com/  Offer a symptom checker and online GP appointments. 


https://www.zesty.co.uk/  Commissioned in London, Manchester and Birmingham Sexual Health  


 


 


SH:24 is offering diagnostics by photograph 


 


 



https://www.babylonhealth.com/

https://www.zesty.co.uk/
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Useful Resources 
 


There are useful guides for the use of telehealth from various sources, to support services to decide 
whether a tele health model is suitable for integration into their service. 


https://www.covid19-gpg.innovationlab.org.uk/topics/remote-working/total-triage-consult          


https://www.england.nhs.uk/publication/using-online-consultations-in-primary-care-implementation-
toolkit/ 


https://portal.e-
lfh.org.uk/myElearning/Index?HierarchyId=0_45016_45125_47372&programmeId=45016  


All learning resources including telemedicine manual 


https://fflm.ac.uk/wp-content/uploads/2014/07/Guidance-best-practice-management-of-intimate-
images-which-may-become-evidence-in-court-Dr-B-Butler-June-2020.pdf  useful guidance around 
intimate images from FFLM 


https://www.rcn.org.uk/clinical-topics/ehealth Training resources and standards from RCN 


https://www.hee.nhs.uk/our-work/digital-literacy Health Education England documents 


This is not an exhaustive list of resources, but for those looking to imbed or enlarge their digital offer 
going forward, they provide guidance on the core concerns raised by local services and offer valuable 
directories of additional resources. 


 


 



https://www.covid19-gpg.innovationlab.org.uk/topics/remote-working/total-triage-consult

https://www.england.nhs.uk/publication/using-online-consultations-in-primary-care-implementation-toolkit/

https://www.england.nhs.uk/publication/using-online-consultations-in-primary-care-implementation-toolkit/

https://portal.e-lfh.org.uk/myElearning/Index?HierarchyId=0_45016_45125_47372&programmeId=45016

https://portal.e-lfh.org.uk/myElearning/Index?HierarchyId=0_45016_45125_47372&programmeId=45016

https://fflm.ac.uk/wp-content/uploads/2014/07/Guidance-best-practice-management-of-intimate-images-which-may-become-evidence-in-court-Dr-B-Butler-June-2020.pdf

https://fflm.ac.uk/wp-content/uploads/2014/07/Guidance-best-practice-management-of-intimate-images-which-may-become-evidence-in-court-Dr-B-Butler-June-2020.pdf

https://www.rcn.org.uk/clinical-topics/ehealth

https://www.hee.nhs.uk/our-work/digital-literacy
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Background 
 
As a result of the COVID-19 outbreak, the provision of Sexual and Reproductive Healthcare (SRH) 
services has changed significantly. One of the most striking innovations that has taken place is the 
expansion of telehealth and telemedicine services. These changes have been regarded positively by 
service users and healthcare practitioners, and many elements are likely to be adopted in the long 
term. Going forward, it is important that these changes accommodate the needs of the population, 
particularly vulnerable individuals who may not have access to digital services. 


This document is part four in a suite of five documents providing advice for teletriage for vulnerable 
groups. These documents provide tips for setting up or expanding telehealth / telemedicine SRH 
services, how best to mitigate risk, how to prioritise vulnerable groups, and when to escalate. In the 
context of these documents, telehealth refers to telephone contact, and telemedicine refers to end to 
end care, either via telephone or video conferencing.  


These documents have been developed by Mary Kyle, Senior Sexual Health Advisor at PHE National 
Sexual Health Helpline, in collaboration with the Faculty of Sexual and Reproductive Healthcare 
(FSRH), the British Association for Sexual Health and HIV (BASHH), Public Health England (PHE), 
and Brook. They are not official guidance by these organisations, but rather aim to support services 
to deliver high-quality, safe SRH care remotely. They highlight lessons learned from the National 
Sexual Health Helpline and local service provision, which SRH services should consider to support 
the creation of a sustainable, resilient teletriage solution that can respond to local priorities. 


This suite of documents is aimed at clinical leads, safeguarding leads and managers assessing the 
continued use of tele triage for SRH services. Their aim is to generate discussion among those 
responsible for managing workflow and staff training to consider issues such as designing algorithms 
for triage boundaries and skills gap analysis for their local service. This will ensure that vulnerable 
groups are prioritised and will maximise opportunity to identify high risk and safeguarding issues. The 
final document in the series is aimed at healthcare practitioners and provides tips for call flows. 


 


Aims 
 
This document outlines considerations for setting up resilient triage facilities, dependent on existing 


infrastructure within local services. It explores set up, tips for triage in the absence of online services, 


and model flows. This document may be useful for senior managers, clinical leads, commissioners 


and local health authorities. It is designed to generate discussion on the model of triage that best 


facilitates the prioritisation of vulnerable groups in local services, and to build in contingency allowing 


for possible further restrictions with minimal disruption. 


 


  







 


Designing Triage to Prioritise Vulnerable Groups 
Document Four of Five 


Page 3 of 8 


 


 
Decision Making Online - Set Up and Use 
 
When setting up systems or workflows in a tele setting, some simple analysis is required to decide 


how to optimise output. The first step for is to take routinely provided services into consideration. A 


specific, local plan should then be developed, incorporating existing guidance from professional 


organisations, e.g. FSRH and BASHH.  Logistics should also be taken into consideration, e.g. tech, 


staff, sites, suppliers, availability of testing labs, PPE etc.  


Must Do 
Under 16 
PEP 
Symptomatic 


Need To Do 
PREP 
Emergency LARC 


Like to Do 
LARC Renewal 
Non Symptomatic 


Wait or Online 
Testing 
Repeat Scripts 


*Example only 


 


  


Simple Gantt charting allows for a quick decision on issues such as site footprint and social distancing, 


staffing issues, and priority routing. Many sites are already up and running with their systems, but 


some have virtually no web-based triage. This will need to be part of the solution for prioritising 


vulnerable groups, and will shape who does what and how at the entry point. For example, the 


Northern SRH main website does top line triage.  


 


 


 


 



https://www.thenorthernsexualhealth.co.uk/index.php

https://www.thenorthernsexualhealth.co.uk/index.php
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First Considerations Post Analysis 
 
Triage models must ensure that vulnerable groups get priority access. Northern SRH, for example, 


has simple triage built into their front page: 


   


They have set active click areas on their page, and provided an emergency button to direct callers. 


This takes the user to this selection, which defines “an emergency”. These then give clear guidance 


to telephone triage numbers. 


 


They have also provided specific 


inbound numbers, which allows 


calls to be directed more 


efficiently. The contraception line 


could be covered by T1 for 


clarification (e.g. reception/HCA 


resource), whereas the other 


number could be routed to T2 


(clinical staff, SHA) for 


assessment. They also have an 


online booking system available. 


 







 


Designing Triage to Prioritise Vulnerable Groups 
Document Four of Five 


Page 5 of 8 


 


 
How to Triage in the Absence of Online Triage 
 
In some areas, services have not provided increased access to online services since the COVID-19 


outbreak, and only a centralised number is provided. If these services have put all staff of mixed 


skilling on answering calls, which has been reported in some areas, then it is unlikely they are 


achieving the “optimum” workflow. Reception staff may well just be setting up call backs, whereas 


clinical staff are more likely to try and provide solutions. This becomes a lottery on inbound calls, with 


different lengths of engagement. T2 advisers are on and off the system dependent on complexity of 


presentation. 


If services were to design a prioritisation method of triage in the absence of online services, then 


adapting the model flow below would help to efficiently route appointments. In order to achieve this 


flow, services must first understand capacity, as this allows a slide in provision dependent on available 


resource at any given time. Services should consider: 


• Maximum daily F2F appointments, and whether this precludes anything other than “Must do”  


• If not, what can be safely done end to end on telehealth. Decide boundaries 


• How many emergency appointments are on hold, and whether these should be released at a 


certain point or whether staff should provide outbound call back 


• If using telehealth, what contingencies are in place for service outages, either remote or onsite 


• Maximum consultation time in order to maintain service provision and appointment system. 


Build in flex 


• What can be moved to online only, and how quickly 


• Has a spillover alternative agreement been identified - local GP’s, other clinics etc. 


 


Model Flow in the Absence of Online Triage 
 
The single most effective triage is setting up a separate inbound line number so that it evens out call 


flow. However, this depends on publicising this number to your target groups through local outreach 


via Sexual Health Champions, in Drug and Alcohol, Homeless Teams, and young people’s units, or 


through web page updates. Another simple method is to set up IVR: Press 1 for EC, press 2 for 


Symptoms etc. 


In the absence of this, and assuming single flow is all that is available, the model below assumes no 


online triage, no online booking tools and one inbound number. It also assumes limited or no call 


queuing ability. Focus has been put on booking timed appointments, as in general a ‘call-back on the 


day’ approach can present problems for service provision and service users, particularly some of the 


most vulnerable groups, e.g. homeless, young people, as well as people working, who can be 


curtailed in discussions at various points in the day. 


Service user availability can seriously impact teletriage capacity and should be considered. Missed 


telehealth appointments are no less disruptive than missed site appointments. Consider: 


• Whether timed appointments be allocated  


• If not, slots be offered 


• If appointments are offered on a first come first serve basis, what is the emergency 


contingency if all slots are gone 


• Can procedures be allocated to certain days only and all other non-tele activity be limited 
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Model Flow in the Absence of Online Triage: T1 Triage 
 


 


  


T1 
Outcome


T1 
Action


T1 Entry


Basic 
Information 
gathering.


Identify 
"Vulnerable" as 
clinically agreed


Postal Kits


Appointments


Vulnerability 
identified


Straight to F2F 
appointment


Tele Triage either 
immediate or 


booked in 
timeframe agreed


Postal Kits


Signpost for Info 
Brook & Sexwise


Timed 
Appointments For symptomatic, 


LARC etc. 
Dependent on 
availablity of 


services.


Using the case study 


below, this would be 


an immediate “tele- 


or F2F”  
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Model Flow in the Absence of Online Triage: T2 Triage 


 


 


 


Again, using the case study 


from below, ideally this 


would be F2F. 


T2 OutcomesT2 ActionsT2 Triage


Vulnerable Group as 
clinically agreed 


priority


Assess, clinical 
picture, risk 
assessment, 


safegurding checks.


F2F


Clinical Escalation to 
full tele consult


Manage if within 
competency and 
resource limited 


Book Future F2F


However, it may be that an 


experienced clinician could, 


having had a full discussion, 


decide to respond to the 


emergent situation, and 


recognise limitations book 


early follow up F2F as a next 


step. 
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Case Study from National Sexual Health Helpline  
 
Female caller wanting to know where to get “the morning after pill”. Her local clinic is closed 
because of COVID-19. “That’s where I normally get it, but I had to buy it from pharmacy last 
week and it cost a fortune, I don’t have enough money to buy it again.” On discussion with the 
adviser, the caller reports that she can’t go to her GP as she “has already got it once from 
there this week”. “It’s so embarrassing…and the nurse has to call you back, but you don’t 
know when and you can’t always answer in the house as my mum could hear and she will go 
nuts that I’ve been having sex outside and seeing my boyfriend as we are supposed to be in 
lockdown cause my brother has asthma.” 


 
Following the call flow below the adviser ascertained that the client was 15, as was her 
boyfriend. The caller reported that neither of them had any previous sexual contact, including 
oral sex. The adviser found the contact number of the local hub triage and explained the 
process. A discussion followed about condom use and the problems her boyfriend had using 
them. The adviser explained different fits were available and that the caller should discuss this 
with the clinic when she got through, which led onto a wider discussion on contraceptive 
choices. The adviser reassured the caller that it was safe to discuss contraception with the 
clinic, even if under 16, explaining the role of the clinic. In order to reinforce the safe sex 
message and understanding, the adviser walked the caller through the relevant sections of 
the Brook website and suggested she and her boyfriend explore it together. A discussion was 
also had about “sex outdoors and safety.” This allowed the adviser to assess understanding 
and consent. The adviser also acknowledged the risks of any close contact outside the family 
group as a risk to her brother re COVID-19. The caller was invited to call back if she had any 
difficulty accessing services, or wanted to discuss anything further. 


 


Take-aways: 


• Take the time to do the complete discussion 


• Don’t respond to the question only 


• Think Package: Pregnancy test, condoms, STI Testing Kit, progestogen-only pill 
(POP); further broader sexual health and wellbeing advice and safeguarding check 
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Background 
As a result of the COVID-19 outbreak, the provision of Sexual and Reproductive Healthcare 
(SRH) services has changed significantly. One of the most striking innovations that has taken 
place is the expansion of telehealth and telemedicine services. These changes have been 
regarded positively by service users and healthcare practitioners, and many elements are 
likely to be adopted in the long term. Going forward, it is important that these changes 
accommodate the needs of the population, particularly vulnerable individuals who may not 
have access to digital services. 


This document is part five in a suite of five documents providing advice for teletriage for 
vulnerable groups. These documents provide tips for setting up or expanding telehealth / 
telemedicine SRH services, how best to mitigate risk, how to prioritise vulnerable groups, and 
when to escalate. In the context of these documents, telehealth refers to telephone contact, 
and telemedicine refers to end to end care, either via telephone or video conferencing.  


These documents have been developed by Mary Kyle, Senior Sexual Health Advisor at PHE 
National Sexual Health Helpline, in collaboration with the Faculty of Sexual and Reproductive 
Healthcare (FSRH), the British Association for Sexual Health and HIV (BASHH), Public Health 
England (PHE), and Brook. They are not official guidance by these organisations, but rather 
aim to support services to deliver high-quality, safe SRH care remotely.  They highlight lessons 
learned from the National Sexual Health Helpline and local service provision, which SRH 
services should consider to support the creation of a sustainable, resilient teletriage solution 
that can respond to local priorities. 


This suite of documents is aimed at clinical leads, safeguarding leads and managers 
assessing the continued use of tele triage for SRH services. Their aim is to generate 
discussion among those responsible for managing workflow and staff training to consider 
issues such as designing algorithms for triage boundaries and skills gap analysis for their local 
service. This will ensure that vulnerable groups are prioritised, and will maximise opportunity 
to identify high risk and safeguarding issues. The final document in the series is aimed at 
healthcare practitioners, and provides tips for call flows. 


 


Aims 
This document focuses on call flow requirements to maximise opportunities to discern those 


at most risk, through safeguarding identification. Each service will have differing requirements 


dependent on skill mix and previous digital experience. For most SRH clinical staff, existing 


skills with a framework for escalation will require minimum changes to practice. This document 


is designed for clinical leads, GPs and nurse practitioners, SHAs and training staff unused to 


conducting telehealth consultations in SRH environment. 


 


Setting  
Taking a few minutes between calls to set yourself up makes all the difference to the way you 


enter a call. If you are trying to battle technology, answer e-mails or multitask, it quickly 


becomes apparent on the call, and you may miss subtle references. 


Use a proper headset if possible. Often speaker phones can sound very concerning to callers, 


as they worry about being overheard. Headsets also allow you to be handsfree. 


If an interpreter has been arranged, ensure that they are available and clear of their role before 


starting. 







 


 
Call Handling Tips for Maximising Risk Identification 


Document Five of Five 


Page 3 of 26 


If using video, make sure you are lined up for proper eye contact and resist typing and looking 


away at your keyboard. If you are going to look away, then explain to the caller that you have 


to check something, so that they are included and not ignored. 


Blur your background on video, particularly if working from home. 


Try and have guidance documents already open, e.g. local guidance, BASHH, FSRH. 


Make sure you know a support or senior escalation point for clinical advice or safeguarding, 


particularly for live incidents. When talking with callers in their own homes, you are much more 


likely to hear domestic incidents. You cannot deal with the caller and get emergency services 


at the same time.  


 


Greetings and Checks 
If you have an interpreter on the call, ask them to introduce themselves first and explain their 


role. If a family member is acting as interpreter, you must consider if this is appropriate for the 


type of consultation. If not, end the call explaining why and offer independent support. 


The mode of entry into the conversation shapes your greeting. Begin pre booked appointments 


and direct calls by introducing yourself. If a direct  call, you may prefer to introduce yourself 


with a title “Good morning, you are through the city clinic. You are speaking with John and I 


am one of the nurses here. How can I help?”. If the call is pre booked, use an alternative 


introduction “Good morning, my name is John and I am one of the nurses here. Can I just 


check that I have the right person on the call? could you tell me your name and DOB or age?” 


Try to strike a conversational tone by adding precursor statements “So before we continue, 


can I just check that you can hear me? And just in case, is there a number I can call you back 


on if the call drops? 


Confidentiality Statements must always be given before any discussion takes place, and you 


must document having done this. Each service has its own version of language but keep it 


simple and in plain English. 


“We are always confidential here, whether on the phone or in person, except if we think there 


is a risk of you or someone else being hurt or put at risk, but we will always try to discuss these 


concerns with you and work with you before doing anything else.” 


Once the confidentiality statement is read again, a softening statement gets you back on flow. 


“Great, the consultation can take a bit of time. Are you free to talk and able to answer questions 


without being overheard?” 


If you have your own local checklist for risk, have it to hand but make sure it is available on all 


consultations. This will ensure that the call remains on course, and that you do not miss 


anything. 


Brook has a CORE form as an example, this can be found in Appendix One of this document.



https://www.bashh.org/guidelines

https://www.fsrh.org/standards-and-guidance/
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Example Call Flow: Greetings and Checks 
 


 


  


Setting


•Are you free and have 
you got privacy to carry 
out a consultation?


•If previously triaged, 
do you have notes?


•Is your technology 
prepared and stable? 
Do you have access to 
all documentation you 
may need?


•Do you know who is 
available in support if 
required?


Greeting


•Your tone here sets 
the rest of the 
conversation. 


•If responding to a 
linked appointment 
rather than direct 
transfer, begin with a 
greeting, e.g. "Good 
morning, my name is 
John. I am one of the... 
before we start I just 
have to check a few 
things. Is that ok?"


Check


• If ESL, check whether 
the interpreter is on the 
call. 


• Confirm that the caller 
can hear


• Confirm name and 
age / DOB


• Ask to record phone 
numer in case of 
technical difficulties


•Ensure that the caller 
has a privacy 


Remember


•Fraser guidelines


•Safeguarding


•Spotting the signs.


•MHA


•Much of this can be 
folded into your 
conversation but they 
must be checked. 
This may involve 
direct questions. 
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Example Call Flow: Greetings and Checks 
 


 


Assess


• Open with an 
introduction


• Allow the caller to 
present their 
issue/request before 
responding, "Ok I 
just have to check a 
few things before we 
work out the best 
next steps". Follow 
basic setup checks 
above.


• This allows you to 
control the call flow.


Explain


• Set expectations 
early.


• "I will try and get 
this sorted for you 
but...."


•It is important that 
you explain that it is 
possible that the 
caller may have to 
speak to / see 
someone else once 
you have a bit more 
info. This will save  
confusion if the 
consultation method 
changes.


Ask


• Use clarification as 
much as possible 
rather than closed 
questions. This 
allows for more 
exploration of risk 
factors, "when you 
say...?


•Reflection" I can 
hear you are worried 
about...


• If a full SHH is 
required explain 
simply that just like a 
clinic visit you have 
to go through a list 
of questions, this 
reassures and seeks 
permission.


Remember


•Fraser guidelines


•Safeguarding


•Spotting the signs.


•MHA


•If you adopt a taking 
a sexual health 
history from a young 
person approach to 
all calls, irrespective 
of age, you are 
much more likely to 
pick up risks.
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Body of the Chat  
Acknowledge that you have heard what the service user is calling about. 


If you have set expectations of possible transfer early on, this prevents friction later. If the 


caller has spent time answering your questions and think they are finished, but then have to 


be re-routed, they may react negatively. Manage it before it happens. 


Explain that there will need to be more questions as there is more than one possible outcome. 


This is “seeking permission”, something you have to do a lot more directly than when face to 


face without non-verbal communication. This is particularly important if, for example, the caller 


is just looking for POP / CHC, as they may not be expecting further conversation. 


Use basic FRAMES behavioural change and MI techniques, using a mix of reflection and 


clarification language. Explore all possible issues and solutions: 


• EC Options and Choices (Be aware of capacity issues. Don’t offer what you cannot 


provide, e.g. IUD.) 


• Consent (Fraser, MHA and coercion) 


• STI risk and assess (Offer testing in timeframes and by most appropriate method if 


required) 


• Onward contraception or adjusting advice if Ulipristal and on COC (Quick start and 


script considerations) 


If you are taking a full sexual history, explain this to the caller “In order to make sure we cover 


everything there is a list of questions we need to go through to make sure you get the right 


plan going forward. We do this with everyone so the questions are generic. Some may apply 


to you and others won’t, but we have to ask them all. Is that ok?” 


Again “seek permission” at every step, as this keeps the person-centred focus in the absence 


of non-verbal comms. 
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Example Call Flow: Keeping a Person-Centred Focus 


 


Ask Yourself


• Is there anything I 
have heard so far, 
in either content or 
demeanour, may 
mean that this 
person requires 
escalation (either 
clinical or risk).


•Do I need more 
information to 
progress this call.


•What is the gold 
standard for this 
type of 
presentation? Can 
I provide it, and if 
not, is it available 
via another route?


Explain


•"Because of what 
we have 
discussed, I think 
the next steps that 
would help you 
would be..."


•List next steps in 
detail, e.g.


•"We can provide 
test kits that you 
can pick up from... 
and then do at 
home. You then 
return that to...We 
will have  the 
results in by...So if 
we set up another 
call on...to discuss 
the steps after 
that, would that be 
ok?"


Ask


"Is that OK for you"


"Are you able to do 
this?"


Explore 
understanding and 
barriers.


If there are 
barriers, explore 
alternatives. 


Remember


Appropriate next steps 
list should always 
include, if relevant:


- Abstinence message 
if suspected STI


- Ongoing 
contraception safe sex 
message


- Full walk in to online 
PIL and expanded 
information if required


- PN discussion if 
diagnosed


- Clear next steps plan 
reiterated
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Working in Partnership 
Dependent on your role or things you have heard, you may at this point decide you require to 


move the appointment to F2F. Seek some senior support if unsure. “I think because of your 


circumstances I might have to get you in to see someone, but can you give me a minute to 


check with one of my colleagues? I want to see if they agree and how we could make that 


work for you. Or do you want me to call you back in five minutes, would that be better?” 


Do not feel pushed beyond your competency or instinct. Some callers can be very rushed in 


their delivery and that can make you feel you have to match their pace. When faced with this 


you need to take control of the call. You can do this by simply saying “I understand how 


frustrating all these questions are, but I can’t be sure we have covered everything we need to 


help you unless I ask them.”  And then reset the pace. 


The anonymity of a call can work for you and against you. Some callers are much more 


forthcoming about details if they are not in front of you, but this can lead to over sharing. To 


manage this in the least abrupt way possible, use polite but relevant interruption to re-focus. 


Although you are stopping the caller, it sounds as if you are listening and responding. “Sorry 


can I just ask, just so I don’t lose track, did you have an STI check before staring a sexual 


relationship with the new partner?”   


If you are recommending an action to someone, always explain why “I would like to get a test 


kit to you because you have symptoms, but many STI’s can produce similar symptoms so we 


have to test to make sure firstly it is an infection and if so which one it is so you get the right 


medication”. As people have often self-diagnosed, they will just want treatment. As you are 


not giving them what they might expect, then explaining why you are doing it diffuses possible 


breakdown in the consultation. 


Make sure you have covered everything you want to in terms of next steps and have fully 


explained them and have the contacts agreement. 


Provide post consultation resources so electronic PIL of choice or advice websites such as 


Sexwise and Brook. 


 


 



https://www.sexwise.fpa.org.uk/

https://www.brook.org.uk/help-advice/
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Example Call flow: Closing Out


Winding Up


•Ensure that you have 
gone through all 
checks


•"Before we go, there 
are just a few things 
to go over"


Explain


"As this is a phone 
consult it can feel 
different from chatting 
face to face. Before 
we go I have to check 
that there is nothing 
else you want to talk 
about or anything 
happening in your 
relationship that risks 
your safety, things like 
being pressured into 
sex or fear of your 
sexual partner/s?" 


You need to develop 
your own 
comfortable  script 
for this


Check


Have you checked for 
all possible risk 
factors?


Have you fully 
discussed and tested 
the understanding of 
next steps?


Have you noted all 
follow up actions, if 
any?


Do you need to consult 
with anyone before 
closing the call.


Remember


You can only respond 
to what you can elicit 
and what a person 
chooses to share.


If a person is at risk 
and cannot or will not 
share it with you, this is 
their choice.


If you set the tone as a 
safe place, you have 
let them know that if 
they want help you are 
there.
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Closing Out 
If there are no obvious risks, then clarify next steps, thank the caller, and end the call. 


If you have not managed to either fold in the questions while taking a history, or had no 


opportunity, you must ask them at the end of the call. A simple statement will suffice “As this 


is a phone consult it can feel different from chatting face to face. Before we go, I have to check 


that there is nothing else you want to talk about or anything happening in your relationship that 


risks your safety, things like being pressured into sex or fear of your sexual partner/s?"  


If no issues are raised, then close out with “Great, so you will get your brother to run you to 


the local GP tomorrow and we will organise to have a test kit there for you, and if you post it 


tomorrow afternoon we should have the results on Thursday morning. I will call you at 2pm on 


Thursday afternoon, and will send you a text reminder. If your symptoms become worse in the 


meantime….”  


If issues are raised, follow your local procedure and escalate in accordance. 


Immediately after call, do all action items immediately. Order kits, book appointments, send 


out reminders and complete documentation. At any point a consultation can go into crisis, so 


doing your post call work before starting another consultation prevents errors if subsequent 


plans go awry. 


Be kind to yourself. You can only deal with what is presented to you. If you create a safe and 


comfortable environment for conversation, then you have done all you can to identify risks.  
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Case Study from National Sexual Health Helpline  
 
Female caller wanting to know where to get “the morning after pill”. Her local clinic is closed 
because of COVID-19. “That’s where I normally get it, but I had to buy it from pharmacy last 
week and it cost a fortune, I don’t have enough money to buy it again.” On discussion with the 
adviser, the caller reports that she can’t go to her GP as she “has already got it once from 
there this week”. “It’s so embarrassing…and the nurse has to call you back, but you don’t 
know when and you can’t always answer in the house as my mum could hear and she will go 
nuts that I’ve been having sex outside and seeing my boyfriend as we are supposed to be in 
lockdown cause my brother has asthma.” 


 
Following the call flow below the adviser ascertained that the client was 15, as was her 
boyfriend. The caller reported that neither of them had any previous sexual contact, including 
oral sex. The adviser found the contact number of the local hub triage and explained the 
process. A discussion followed about condom use and the problems her boyfriend had using 
them. The adviser explained different fits were available and that the caller should discuss this 
with the clinic when she got through, which led onto a wider discussion on contraceptive 
choices. The adviser reassured the caller that it was safe to discuss contraception with the 
clinic, even if under 16, explaining the role of the clinic. In order to reinforce the safe sex 
message and understanding, the adviser walked the caller through the relevant sections of 
the Brook website and suggested she and her boyfriend explore it together. A discussion was 
also had about “sex outdoors and safety.” This allowed the adviser to assess understanding 
and consent. The adviser also acknowledged the risks of any close contact outside the family 
group as a risk to her brother re COVID-19. The caller was invited to call back if she had any 
difficulty accessing services, or wanted to discuss anything further. 


 


Take-aways: 


• Take the time to do the complete discussion 


• Don’t respond to the question only 


• Think Package: Pregnancy test, condoms, STI Testing Kit, progestogen-only pill 
(POP); further broader sexual health and wellbeing advice and safeguarding check 
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Example Call flow: Closing Out


Soft Welcome 
Provide a full 
salutation: 
"Good Morning, you 
are through to the 
..., how can we 
help?" 
This gives the client 
time to collect their 
thoughts after a 
lengthy hold or 
sudden connection. 
Remember, we only 
have our voice to 
convey "a safe 
space". 
 


Ask 
• Is it alright to ask you 


some questions so I can 
make sure you get the 
right support? 
 


• Can I ask your age? 
 


• Are you able to answer 
without being overheard? 
 


• When was the UPSI? 
 


• Are you using any  regular 
contraception? 
 


• Is this a new sexual 
partner? 
 


• Have either of you had 
previous sexual partners? 
 


• Have you both had a 
recent STI test? 


 


Assist 
• If not able to talk ask if they can 


go somewhere more private 
and call back? 
 


If under 16 escalate! 
• If the caller is unable to secure 


privacy, ask if they are safe?  
 


• Consider time frames and best 
options available 
 


• Consider EC impact on existing 
contraception 
 


• Discuss ongoing contraception 
options  
 


• Suggest testing for STI / 
pregnancy if appropriate 
  


• Test consent 
 


Act 
Has anything been 
said or have you 
noticed hesitancy or 
reluctance? 
 
You must consider 
whether a longer 
discussion, either 
with a senior or face 
to face, is required 
to ensure 
safeguarding 
responsibilities are 
fulfilled. 
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Maximising Engagement in Remote Consultations 
Fear of “missing something” in remote consultations is a common concern for healthcare 
practitioners. However, remote consultations have advantages if set up properly, and only 
require modest adaptations of existing protocols. Existing checklists for safeguarding should 
provide the template. Doing our job without non-verbal skills is the most difficult part of 
adapting our communication styles to maximise engagement. Consideration must be given to 
service users’ and practitioners’ comfort with communicating remotely: 


• Service users cannot see providers smile as they are welcomed from reception. Tone 
and pace are thus important. If providers sound busy when they welcome service 
users, they are more likely to get brief incomplete information from questions and miss 
risk. 


• Having a chat on the way into a consultation room to ease tension, and being able to 
see the person’s demeanour, anxiety levels, distress or understanding of information 
is all part of the normal assessment. In telephone consultations, service users have 
not had time to come in, sit down and settle themselves with a little chat. For many 
practitioners, the loss of these guides will be intimidating and could shake self-
confidence.  


• Healthcare practitioners should be prepared for a slightly choppier start to remote 
conversations, and perhaps a flood of information. The anonymity some callers feel 
may make them more forthcoming. 


• Before getting into the full discussion, set expectations on all calls and keep control. 
People can become angry if they go through a full consultation only to be told they 
must see someone else. If these expectations are set at the beginning of the call, 
service users are less likely to drop out. 


• Healthcare practitioners can use verbal nods to show they are listening. 


• Advisers should escalate to F2F if they feel it is necessary and should not feel pressure 
to “solve” everything. 


 


FRAMES  
The National Sexual Health Helpline uses an adaptation of the FRAMES model to keep control 
and flow of the call. For experienced SRH staff, going back to these basics will help ensure all 
that can be asked is asked. Six elements have been identified that were present in brief 
intervention clinical trials, and the acronym FRAMES was coined to summarize them (Miller 
and Sanchez, 1994). This has been adapted for call handling purposes.  


• Feedback – listening to how the service user is feeling to assess the areas of concern. 


• Reason – using a balanced combination of open and closed questions to narrow down 
core areas of concern. 


• Advice – using the information collected, and awareness of the service limitations, to 
understand primary concerns (can be addressed within tele environment) and 
secondary concerns (signposting, escalation safeguarding). Delivering tailored 
information. 


• Menus – this is the most important area to concentrate effort, as this is where hidden 
concerns are most likely to be identified. Prior to giving recommended next steps, 
assess the following: 


o Does the service user require further discussion to fully understand their needs 
or options? 


o Has the service user’s emotional state become worse? 
o Does the service user require vulnerable person enhanced engagement / F2F? 



https://www.fsrh.org/standards-and-guidance/documents/fsrhbashh-standards-for-online-and-remote-providers-of-sexual/

https://www.fsrh.org/standards-and-guidance/documents/fsrhbashh-standards-for-online-and-remote-providers-of-sexual/

https://www.ncbi.nlm.nih.gov/books/NBK64963/

https://www.ncbi.nlm.nih.gov/books/NBK64963/
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o Offer appropriate national signpost for PIL alternatives, e.g. Brook, Sexwise   


• Empathy – while advisers’ information guides the service user towards next steps, 
advisers’ tone and language guides the service user towards emotional stability 


• Self-efficacy – check service user’s understanding of next steps (i.e. understanding of 
local service, motivation to use signpost, buy in) 
 


If we haven’t got the Feedback right, which demonstrates reflection of the callers concerns, or 
the Empathy, which is our tone and creates a “safe space”, then we are unlikely to be able to 
provide complete tailored Advice or get buy in on Menus. The Self-efficacy section gives you 
an opportunity to recap and check understanding of next steps, as well as promote safer sex 
and behaviour change. Always provide a signpost for caller to look at after discussion to 
ensure the reinforcing of key messages. 


 



https://www.brook.org.uk/

https://www.sexwise.fpa.org.uk/
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Appendix One – CORE Form Brook 
 


 


 


 


 


Client Core Record 


Client Information 


First Visit to Brook?      Yes   No 


If Yes, fill in Client Registration Form 


Age Group 


If under 16, fill in Fraser Form 


Under 13  13 – 15  


 


16 – 17  18 and over  


Brook confidentiality and privacy notice 


discussed 


Signpost to privacy notice 


Yes   No 


Does the client understand their visit is 


confidential unless there is a risk of harm to 


themselves or others 


Yes   No 


Gender identity   Male   Female  Non-binary 


 


    Not sure  Prefer not to say 


 


    Other: 


Does the client identify as trans*? Yes   No 


 


Not sure  Prefer not to say  


 


Family and Social Life 


Who does the client live with? 


 


Parents  Other family 


 


Friends  Alone 


 


Other: 


Who is the client's legal guardian?   


  
Is the client a parent Yes     No  
Details/Notes 


  


Name  


Date of Birth  


Location Visited  


Date of Visit  


Client Number (if known)  


Form Filled In By: 
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Is the client a looked after child or care leaver? Yes     No  
Name of social worker or key worker if applicable    
Is the client in education/employed/unemployed/volunteering? 


 


School  College/FE   University  Apprenticeship 


 


Other education: 


 


Employed  Unemployed  Volunteering  


 


Other: 


School/College/University/Other details 


  


  
Are there any concerns about education or work 


attendance? 


Yes  No 


Concerns about attendance 


 


 


  


Any other problems at school or college or 


employment status? 


Yes  No 


Other problems at school or college detail 


 


 


 


  


Any other comments about support network 


available to client or family and social history 


Yes  No 


Comments about support network or family and social history 


 


 


 


  


Another other agencies or workers involved in 


clients care 


None  Current Historic 


Agency worker contact details and permission to 


contact 
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Digital Life 


Does the client have any concerns about their 


online life and activity? 


Yes  No 


Is there a risk of harm from digital activity? 


 


Conversation may include whether client knows 


the age  of all their digital friends, that sharing 


images is illegal, cyber bullying is 24/7, dangers of 


meeting people from online, checking privacy 


settings etc.? 


Yes  No 


Does the client know how to protect themselves 


online? 


 


Conversation may include digital footprint lasting 


forever, keeping evidence, blocking offenders, 


reporting to CEOP, parents, police or teachers 


Yes  No 


Notes about risk of harm for client and how to protect themselves 


 


 


 


 


 


  


 


Physical, Mental and Emotional Health 


Is the client generally well? Yes  No 


Not generally well notes 


 


 


 


 


 


  


Does the client suffer from any chronic conditions Yes  No 


Chronic conditions details 
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Any history of depression None  Current Historic 


Actions taken 


 


 


 


 


  


Any history of anxiety None  Current Historic 


Actions taken 


 


 


 


 


  


Any history of suicidal intentions None  Current Historic 


Actions taken 


 


 


 


 


  


Any history of bullying None  Current Historic 


Actions taken 


 


 


 


 


  


Any history of self-harm None  Current Historic 


Actions taken 


 


 


 


 


  


Any history of eating disorders None  Current Historic 
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Actions taken 


 


 


 


 


  


Any other mental and emotional health issues? None  Current Historic 


Actions taken 


 


 


 


 


  


Any domestic violence including honour based 


violence and/or forced marriage? 


None  Current Historic 


Domestic violence further details 


 


 


 


 


  


Any female piercing, tattooing or removal of 


genital skin or risk of for client or family 


Yes  No 


FGM details – Mandatory Reporting 


 


 


 


 


 


 


 


  


Any other risk factors? Yes  No 


Other risk factors details 
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Sexual History 


Have you ever had sex? Yes   No 


Are you currently sexually 


active? 


Yes   No 


Number of partners/contacts in 


the last 6 months 


  


  


Age group and gender of 


contacts 


  


  


Type of sex engaged in Oral   Anal  Vaginal 


Does the client use condoms? Yes    No   Sometimes 


Does the client have a current 


method of contraception (not 


condoms) 


Yes   No 


Is the client in a relationship? Yes   No 


How long for?   


  


Partner age   


  


Age difference or power 


imbalance concerns? 


Yes    No 


Sex and the law discussed? Yes   No 


Is the partner known to any 


external agencies? 


Yes    No 


What external agencies?   


 


 


 


 


  


Is the client in an abusive 


relationship? 


Yes  No  


Abusive relationship notes 
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Does the client feel safe with 


their partner 


Yes   No 


Feel Safe notes 


 


 


 


 


  


   


Have you ever had sex without 


your consent? 


Yes   No 


Sex without Consent 


Notes 


 


 


  


   


Any grooming behaviour 


described by client? 


Yes  No 


Grooming behaviour notes 


  


  


  


Other than the partner has 


anyone else been present at 


the time of sex? 


Yes   No 


Other people 


notes  


 


 


 


  


  


Where is the client having sex?   


  
Have any attempts to secure 


secrecy been made by the 


partner? 


Yes   No 


Secrecy Notes 
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Any historic sexual abuse, 


coercion, exploitation, or power 


imbalances between client and 


partners? 


Yes   No 


Historic notes 


 


 


 


 


  


  


Any risk to others identified Yes  No 


Risks to others 


 


 


 


 


  


  


Does the client's own behaviour 


place them at risk of harm? 


Yes   No 


Client's behaviour notes 


 


 


 


 


  


  


Any other comments about 


sexual history and risk factors? 


Yes    No 


Other Comments about Sexual History 
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Lifestyle Factors 


Does client smoke cigarettes? Yes  No 


How many per day    
Does client drink? Yes  No 


Number of units per week approximately   


Does client use recreational drugs Yes   No 


Does client smoke cannabis? Yes  No 


How many spliffs per day    
Is the client an IV drugs users? Yes  No 


Does the client use a needle exchange program? Yes  No 


Does the client use cocaine? Yes  No 


If yes do they share papers for use?    
Does the client use chems? Yes  No 


Recreational drugs notes 


  


 


 


 


  
Misuse of substances as a disinhibitor so that client 


is unable to make an informed choice relating to 


sexual activity or behaviour 


Yes  No 


 


Practitioner Observations 


Disinhibitor notes 


 


 


 


 


 


  


Any concerns about neglect or emotional abuse Yes  No 


Neglect or abuse concerns 
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Any concerns about physical violence? 


Obvious signs, verbal disclosure, current or historic 


Yes  No 


Physical violence concerns 


 


 


 


 


 


 


  


Other concerns identified (e.g. radicalisation) Yes  No 


Other Concerns 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


  


Is there a need to refer the client to further 


support within Brook? 


For example to education team or clinical team 


Yes  No 


Further support notes 


 


 


 


 


 


 


  


Is there an ongoing support plan for the client? Yes  No 
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Ongoing support plan 


Include dated updates to the plan within this episode of care 


 


 


 


 


 


 


 


 


 


 


 


 


  


Are there any safeguarding concerns? 


If yes a safeguarding proforma must be 


completed 


Yes  No 


Any other concerns not documented elsewhere? Yes    No 


Other Concerns 
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Introduction

		Specialist Sexual Health Services Evaluation Tool



		This tool has been developed to enable local partners (providers and commissioners) to better understand the impact of the COVID-19 response on sexual health service provision.

		Providers and commissioners will be discussing how services have changed and what this means for recovery and renewal plans.  This tool is designed to support those conversations 

		by providing a standardised format for collection and analysis of service data (based primarily on existing GUMCAD and SRHAD codes) which will provide an overview of 

		(a) who is accessing services, (b) how they are accessing services and (c) what services are being delivered.



		Those using the tool may choose to only complete some of the fields, depending on local needs, capacity and the availability of data.  The data items included have been 

		identified as those that will be useful to inform local discussions between commissioners and providers, however users may wish to adapt the tool to reflect local priorities. 



		The tool has been developed through a collaborative process between PHE and Central North West London (CNWL) and with input from BASHH, English SH Commissioners Group and FSRH.   



		All partners across the system will be keen to learn from experiences during this period to inform help evidence based approaches as we adapt and change.  PHE would be keen to 

		discuss with local areas how we can support this process; and how best to share our understanding of the impact of services changes on different population groups, 

		particularly those less well served or who are known to have poor health outcomes.



		The tool can be used to compare the profile of current service users against attendance pre-COVID-19 (we suggest comparing with same time period last year).

		The tool can be used on regular basis over coming months to inform future service provision by:

		(a)    providing an understanding of how access to services and the mode of consultation is changing over time

		(b)    evaluating the impact of introduction of specific initiatives aimed at improving access.











		This diagram shows how the data collected through this rapid evaluation tool provides an overview of the change between two chosen periods (one since 'lockdown' started on 23rd March and the same period one year earlier) on who is seen, by service delivery method (face to face, online, telephone or video consultation), and what was done, and how this compares to the data available through service reported data sets (GUMCAD surveillance system and SRHAD).



































		This evaluation tool is part of a suite of resources for providers and commissioners to support evaluation of impact of COVID-19 related service changes on service access.  These are:

		1. Rapid Evaluation Tool - this tool

		2. A PHE developed framework to evaluate service changes in Sexual Health, Reproductive Health and HIV, available here

		3. A sample survey to assess healthcare workers' experience during Covid-19 lockdown

		4. A sample service user survey to assess service users' experience during Covid-19 lockdown

		5. A PHE template for practice examples to capture how sexual health services have adapted during the Covid-19 response

		For further information and support with this tool please contact your local Sexual Health Facilitator:

		North West				Jon.Dunn@phe.gov.uk

		North East				Dawn.phillips@phe.gov.uk

		Yorkshire and Humber				Georgina.wilkinson@phe.gov.uk

		East Midlands				Deborah.shaw@phe.gov.uk

		West Midlands				Simon.walker@phe.gov.uk

		East of England				Shahin.Parmar@phe.gov.uk

		South West				Norah.Obrien@phe.gov.uk

		South East				Kate.Donohoe@phe.gov.uk

		London				Helen.corkin@phe.gov.uk



https://www.gov.uk/government/publications/sexual-health-reproductive-health-and-hiv-services-evaluation-resourcesmailto:Dawn.phillips@phe.gov.ukmailto:Jon.Dunn@phe.gov.ukmailto:Deborah.shaw@phe.gov.ukmailto:Simon.walker@phe.gov.ukmailto:Shahin.Parmar@phe.gov.ukmailto:Norah.Obrien@phe.gov.ukmailto:Kate.Donohoe@phe.gov.ukmailto:Helen.corkin@phe.gov.ukmailto:Georgina.wilkinson@phe.gov.uk

Instructions

		Those cells shaded yellow in the 'Evaluation overview sheet' tab of this tool are the cells were data can be entered. Totals and the comparison between the COVID-19 period and the same period in the previous year are automatically calculated.



		It is suggested that the same time period in 2019 is used for the initial comparison.  Whilst 'lockdown' in response to COVID-19 started on 23rd March, both service delivery and patient behaviour may have started to change earlier than this date.  Comparisons with subsequent time periods will need to be interpreted in context of usual seasonal trends.



		The data items included in this tool have been identified as those that will be useful to inform local discussions. You may choose to only complete some of the fields, depending on local needs, capacity, and availability of data.



		In most instances the suggested data items are based on existing GUMCAD SHHAPT or SRHAD coding to make use of this tool as easy as possible.  In some instances we have included suggested data items that do not read across directly to national codes, but where it was felt that the information is important to consider (for example, safeguarding and translation services ).  Some services will be using local codes that enable these data items to be easily extracted, but that won't be the case in all instances.  All the data items in this tool are suggested useful measures and local commissioners and providers can agree if and how they wish to use this tool.



		Some data items are at aggregate level.   If you are interested in exploring an area of service in more depth you can adapt the tool for this purpose. For example, some services may find it helpful to report on SRH provision by each individual method, i.e. IUD, IUS, Implant rather than ‘LARC’.  Likewise, users may wish to use local codes to capture more detail on patient characteristics such as those with learning difficulties or people who are homeless.  Rows can be added to the spreadsheet as required locally. 




		Please bear in mind that if rows are added, any existing formulas will need to be copied into the added rows.

		Services may have identified local GUMCAD or SRHAD codes to identify current telephone or video consultation activities. This will vary by local area, but these can be used to populate the relevant columns.

		Please note: not all services will be able to identify e-services activity, particularly those that have standalone online service provision that is not linked directly to their service.



		If you have any feedback on the design of the tool that you would like to share with us please get in touch.

		URL links to guidance:

		SRHAD -collection		https://digital.nhs.uk/data-and-information/data-collections-and-data-sets/data-collections/sexual-and-reproductive-health-activity-data-set-srhad-

		GUMCAD - 		https://www.gov.uk/guidance/gumcad-sti-surveillance-system

		ADPH SRH Essential Services during Covid-19 - 		https://www.adph.org.uk/wp-content/uploads/2020/04/ADPH-UK-Recommendations-for-Essential-SRH-Services-during-COVID-19.pdf



https://digital.nhs.uk/data-and-information/data-collections-and-data-sets/data-collections/sexual-and-reproductive-health-activity-data-set-srhad-https://www.gov.uk/guidance/gumcad-sti-surveillance-systemhttps://www.adph.org.uk/wp-content/uploads/2020/04/ADPH-UK-Recommendations-for-Essential-SRH-Services-during-COVID-19.pdf

Evaluation overview sheet

		Period chosen during Covid-19 lockdown:				Service Delivery Method												Conversions to face to face consultation						Compare with the same period 12 months earlier
please specify which period chosen:												VARIANCE 
Cell values auto calculate and symbols will change upon entering values in columns C to H (during Covid-19) and columns M to P (same period 12 months earlier)

				Total		Online sexual health systems (eServices)		Remote consultation by phone		F2F following telephone consultation		Remote consultation by video		F2F following video consultation		Face to face Total (= column E +column G + any other F2Fs		% seen F2F following telephone conversation		% seen F2F following video conversation				Total		Online sexual health systems (eServices)		Remote consultation by phone		Remote consultation by video		Face to Face				Total (number)		Total (%)		total - Trend		Face to Face (number)		Face to Face (%)		Face to Face - Trend		Online sexual health systems (eServices) (number)		Online sexual health systems (eServices) (%)		Online sexual health systems (eServices) Trend		Remote consultation by phone (number)		Remote consultation by phone (%)		Remote consultation by phone - Trend		Remote consultation by video (number)		Remote consultation by video (%)		Remote consultation by video -Trend

																		= column E/ column D		= column G/ column F

		This row shows a completed example including the comparison between the two chosen periods

		For example: total seen - all ages		616		135		335		60		15		3		68		18%		20%				521		125		80		6		310				95		18%		0		-242		-78%		2		10		8%		0		255		319%		0		9		150%		0



		Socio - demographics and patient characteristics

		Age Group

		<16		0																				0												0				1		0				1		0				1		0				1		0				1

		16-17		0																				0												0				1		0				1		0				1		0				1		0				1

		18-19		0																				0												0				1		0				1		0				1		0				1		0				1

		20-24		0																				0												0				1		0				1		0				1		0				1		0				1

		25-34		0																				0												0				1		0				1		0				1		0				1		0				1

		35-44		0																				0												0				1		0				1		0				1		0				1		0				1

		45-64		0																				0												0				1		0				1		0				1		0				1		0				1

		>65		0																				0												0				1		0				1		0				1		0				1		0				1

		Total		0		0		0		0		0		0		0								0		0		0		0		0				0				1		0				1		0				1		0				1		0				1



		Gender & Sexual Behaviour

		Male Total (Cisgender & trans men)		0																				0												0				1		0				1		0				1		0				1		0				1

		Opposite Sex Partner 		0																				0												0				1		0				1		0				1		0				1		0				1

		Men who have sex with men (MSM)		0																				0												0				1		0				1		0				1		0				1		0				1

		Female Total  (Cisgender & trans women)		0																				0												0				1		0				1		0				1		0				1		0				1

		Opposite Sex Partner 		0																				0												0				1		0				1		0				1		0				1		0				1

		Women who have sex with women  (WSW)		0																				0												0				1		0				1		0				1		0				1		0				1

		Non-binary (total)		0																				0												0				1		0				1		0				1		0				1		0				1

		Other (total)		0																				0												0				1		0				1		0				1		0				1		0				1

		Not stated		0																				0												0				1		0				1		0				1		0				1		0				1

		Not known		0																				0												0				1		0				1		0				1		0				1		0				1



		Ethnic Group

		White: British		0																				0												0				1		0				1		0				1		0				1		0				1

		White: Irish		0																				0												0				1		0				1		0				1		0				1		0				1

		White: Any other white background		0																				0												0				1		0				1		0				1		0				1		0				1

		Mixed: White and Black Caribbean		0																				0												0				1		0				1		0				1		0				1		0				1

		Mixed: White and Black African		0																				0												0				1		0				1		0				1		0				1		0				1

		Mixed: White and Asian		0																				0												0				1		0				1		0				1		0				1		0				1

		Mixed: Any other mixed background		0																				0												0				1		0				1		0				1		0				1		0				1

		Asian or Asian British: Indian		0																				0												0				1		0				1		0				1		0				1		0				1

		Asian or Asian British: Pakistani		0																				0												0				1		0				1		0				1		0				1		0				1

		Asian or Asian British: Bangladeshi		0																				0												0				1		0				1		0				1		0				1		0				1

		Asian or Asian British: Any other Asian background		0																				0												0				1		0				1		0				1		0				1		0				1

		 Black or Black British: Caribbean		0																				0												0				1		0				1		0				1		0				1		0				1

		Black or Black British: African		0																				0												0				1		0				1		0				1		0				1		0				1

		Black or Black British: Any other Black background		0																				0												0				1		0				1		0				1		0				1		0				1

		Other ethnic groups: Chinese		0																				0												0				1		0				1		0				1		0				1		0				1

		Other ethnic groups: Any other ethnic group		0																				0												0				1		0				1		0				1		0				1		0				1

		 Not known		0																				0												0				1		0				1		0				1		0				1		0				1

		Not stated		0																				0												0				1		0				1		0				1		0				1		0				1



		Pregnancy

		Number of  people that were pregnant		0																				0												0				1		0				1		0				1		0				1		0				1



		Sex worker

		Number of sex workers seen		0																				0												0				1		0				1		0				1		0				1		0				1



		Country of birth / Language other than English  

		Number of patients for whom translation service used		0																				0												0				1		0				1		0				1		0				1		0				1



		Geography (for local determination)

		Number of users resident within LA or collaborative commissioned area 		0																				0												0				1		0				1		0				1		0				1		0				1

		Number of users resident outside the LA or collaborative commissioned area 		0																				0												0				1		0				1		0				1		0				1		0				1



		Service Provided

		Attendance

		New to service		0																				0												0				1		0				1		0				1		0				1		0				1

		Follow up		0																				0												0				1		0				1		0				1		0				1		0				1

		Rebook		0																				0												0				1		0				1		0				1		0				1		0				1

																																												

		STI testing

		Chlamydia		0																				0												0				1		0				1		0				1		0				1		0				1

		Gonorrhoea		0																				0												0				1		0				1		0				1		0				1		0				1

		Syphilis		0																				0												0				1		0				1		0				1		0				1		0				1

		HIV		0																				0												0				1		0				1		0				1		0				1		0				1

		Any other additional STI of interest: please specify		0																				0												0				1		0				1		0				1		0				1		0				1

		Any other additional STI of interest: please specify		0																				0												0				1		0				1		0				1		0				1		0				1



		Diagnoses

		Number of diagnoses for Chlamydia		0																				0												0				1		0				1		0				1		0				1		0				1

		Number of diagnoses for Chlamydia, diagnosed elsewhere		0																				0												0				1		0				1		0				1		0				1		0				1

		Number of diagnoses for Gonorrhoea 		0																				0												0				1		0				1		0				1		0				1		0				1

		Number of diagnoses for Gonorrhoea , diagnosed elsewhere		0																				0												0				1		0				1		0				1		0				1		0				1

		Number of diagnoses for syphilis		0																				0												0				1		0				1		0				1		0				1		0				1

		Number of diagnoses for syphilis, diagnosed elsewhere		0																				0												0				1		0				1		0				1		0				1		0				1

		HIV: number of new HIV positive diagnoses		0																				0												0				1		0				1		0				1		0				1		0				1

		HIV: number of new HIV positive diagnoses, diagnosed elsewhere		0																				0												0				1		0				1		0				1		0				1		0				1



		Prophylaxis and Prevention Interventions

		PrEP: current PrEP users (taking daily or in the last month)		0																				0												0				1		0				1		0				1		0				1		0				1

		PEP: no of PEP prescriptions issued		0																				0												0				1		0				1		0				1		0				1		0				1

		PEP: no of PEP assessments undertaken (first attendances)		0																				0												0				1		0				1		0				1		0				1		0				1



		Partner Notification - users attending specifically for PN

		Chlamydia		0																				0												0				1		0				1		0				1		0				1		0				1

		Gonorrhoea		0																				0												0				1		0				1		0				1		0				1		0				1

		Hepatitis		0																				0												0				1		0				1		0				1		0				1		0				1

		HIV		0																				0												0				1		0				1		0				1		0				1		0				1

		Syphilis		0																				0												0				1		0				1		0				1		0				1		0				1



		Contraception

		Emergency IUD		0																				0												0				1		0				1		0				1		0				1		0				1

		Emergency oral contraception		0																				0												0				1		0				1		0				1		0				1		0				1

		User dependent methods (incl injection)		0																				0												0				1		0				1		0				1		0				1		0				1

		LARC (excluding injection)		0																				0												0				1		0				1		0				1		0				1		0				1

		LARC removal		0																				0												0				1		0				1		0				1		0				1		0				1

		Condoms: no of patients issued with condoms		0																				0												0				1		0				1		0				1		0				1		0				1

		Consultation/contraception advice only		0																				0												0				1		0				1		0				1		0				1		0				1

		complex contraception: no of patients for complex contraception (SHRAD code)		0																				0												0				1		0				1		0				1		0				1		0				1



		Domestic Violence (DV)

		DV: no of consultations where DV was asked about		0																				0												0				1		0				1		0				1		0				1		0				1

		DV: no of completed assessments		0																				0												0				1		0				1		0				1		0				1		0				1

		DV: no of current DV identified		0																				0												0				1		0				1		0				1		0				1		0				1



		Sexual Assault

		Reported Sexual Assault - acute presentation, < 7 days		0																				0												0				1		0				1		0				1		0				1		0				1

		Reported Sexual Assault - non-acute presentation, > 7 days		0																				0												0				1		0				1		0				1		0				1		0				1

		Sexual Assault Care & Management: number of referrals to SARC		0																				0												0				1		0				1		0				1		0				1		0				1



		Safeguarding

		Safeguarding adults (age 18 and over) level 1 (internal assessment)		0																				0												0				1		0				1		0				1		0				1		0				1

		Safeguarding adults (age 18 and over) level 2 (internal referral)		0																				0												0				1		0				1		0				1		0				1		0				1

		Safeguarding adults (age 18 and over) level 3 (external referral)		0																				0												0				1		0				1		0				1		0				1		0				1

		Child Sexual Exploitation level 1 (internal assessment)		0																				0												0				1		0				1		0				1		0				1		0				1

		Child Sexual Exploitation level 2 (internal referral)		0																				0												0				1		0				1		0				1		0				1		0				1

		Child Sexual Exploitation level 3 (external referral)		0																				0												0				1		0				1		0				1		0				1		0				1



		Psychosexual counselling

		Number of referrals to psychosexual counselling services		0																				0												0				1		0				1		0				1		0				1		0				1







Data dictionary

		Service delivery		Data Item		Notes

		Online sexual health systems (eServices)		This relates to online sexual health services for STI & HIV self sampling/self testing and or treatment. 
Also includes online provision of contraception and or emergency contraception.		NA

		Remote consultation by phone		This is a telephone consultation with a clinical member of staff (i.e. doctor, nurse, health advisor etc)

		F2F following telephone consultation		This is a face to face consultation following a telephone consultation with a clinical member of staff

		Remote consultation by video		This is a video consultation with a clinical member of staff (i.e. doctor, nurse, health advisor etc)

		F2F following video consultation		This is a face to face consultation following a video consultation with a clinical member of staff

		Face to face Total (= column E +column G + any other F2Fs		Any other face to face consultations include urgent walk-ins and other face to face consultations relevant
 to your service provision

		Socio - demographics and patient characteristics

		Age Group		Number of patients seen by age group in the following age bands:		NA

				<16

				16-17

				18-19

				20-24

				25-34

				35-44

				45-64

				>65



		Gender & Sexual Behaviour		Number of patients seen by gender and sexual behaviour in the following groups:		If you want to separate out cisgender and transgender please do so.
For sexual behaviour please use data items where the highest sexual behaviour risk is reported as opposite sex partners (OSP) or partner of the same sex, either MSM or WSW.  
If this is not possible, please use sexual orientation:
OSP for males = heterosexual woman & bisexual woman
MSM = gay & bisexual man
OSP for females = heterosexual man
WSW = lesbian/gay woman
Please note that in trying to determine highest sexual risk behaviour bisexual women will be included as heterosexual.

Reference is GUMCAD data specification and technical guidance.

The values of cells B22 and B23 should add up to the total in cell B21. The values of cells B25 and B26 should add up to the value in cell B24.


				Male Total (Cisgender & trans men)

				Opposite Sex Partner 

				Men who have sex with men (MSM)

				Female Total  (Cisgender & trans women)

				Opposite Sex Partner 

				Women who have sex with women  (WSW)

				Non-binary (total)

				Other (total)

				Not stated

				Not known



		Ethnic Group		Number of people attending by the following ethnic groups (GUMCAD categories) in this period		Reference is GUMCAD data specification and technical guidance

				White: British

				White: Irish

				White: Any other white background

				Mixed: White and Black Caribbean

				Mixed: White and Black African

				Mixed: White and Asian

				Mixed: Any other mixed background

				Asian or Asian British: Indian

				Asian or Asian British: Pakistani

				Asian or Asian British: Bangladeshi

				Asian or Asian British: Any other Asian background

				Black or Black British: Caribbean

				Black or Black British: African

				Black or Black British: Any other Black background

				Other ethnic groups: Chinese

				Other ethnic groups: Any other ethnic group

				Not known

				Not stated



		Pregnancy		Pregnancy: number of people that were pregnant		Reference is GUMCAD data specification and technical guidance

				Number of people that were pregnant (PR1, PR2, PR3)



		Sex worker		Number of sex workers seen		Reference is GUMCAD data specification and technical guidance

				Number of active sex workers in this period (SW)



		Country of birth /Language other than English		Country of birth / Language other than English  		No national code available however the rationale for including this indicator is that this provides information how patients 'with a language other than English' are accessing sexual health services during the Covid-19 response. 
Count for local determination

				Number of patients for whom translation service used



		Geography		Geography - for local determination but suggested indicators are|:		Count for local determination

				Number of users resident within LA or collaborative commissioned area 

				Number of users resident outside the LA or collaborative commissioned area 



		Service Provided		Indicator description

		Attendance		Number of patients seen in this period by type of attendance:		Reference is GUMCAD data specification and technical guidance

				New to service

				Follow up

				Rebook



		STI testing		Number of tests by infection as follows:		Reference is GUMCAD data specification and technical guidance.

				Chlamydia (Inc. T1,T2,T3,T4)

				Gonorrhoea (Inc. T2,T3,T4)

				Syphilis (Inc. T3,T4)

				HIV (Inc. T4, P1A)

				Any other additional STIs of interest: can add any other STI that you may wish to be included, e.g. VB, TV



		STI Diagnoses		Number of diagnoses by infection as follows:		Reference is GUMCAD data specification and technical guidance. 
Use of X codes provides count on diagnosis confirmed at a different service.


				Chlamydia (C4)

				Chlamydia (C4 X)

				Gonorrhoea (B)

				Gonorrhoea (B X)

				Syphilis: number of diagnoses for syphilis (A1, A2, A3, A6)

				Syphilis: number of diagnoses for syphilis (A1, A2, A3, A6 with X)

				HIV: number of new HIV positive diagnoses (H1, H1A, H1B)

				HIV: number of new HIV positive diagnoses (H1, H1A, H1B with X)



		Prophylaxis and Prevention Interventions		Number of patients and prescriptions in this period for:		
Reference is GUMCAD data specification and technical guidance.


		PrEP		Number of patients seen that are current PrEP users

		PEP		Number of PEP prescriptions issued

		PEP		Number of PEP assessments undertaken (first attendances)



		Partner Notification - users attending specifically for PN		This counts the number of users attending specifically for PN		Consultations for patients who are attending as a result of PN follow up (consultation PN) and by diagnosis.
Reference is GUMCAD data specification and technical guidance.

				Chlamydia

				Gonorrhoea

				Hepatitis

				HIV

				Syphilis



		Contraception		The number of patients that had the following contraception provided in this period:		Reference is SRHAD Summary Guidance.

				Number of patients with emergency IUD (Contraception Method Post Coital 2)

				Number of patients with emergency oral contraception (Contraception Method Post Coital 1)

				Number of patients provided with user dependent methods (Inc. injection) (Main method: 01, 05, 06, 07, 08, 08, 09, 10, 11)

		SRHAD		Number of patients provided with LARC (excluding injection) (Main Method: 02, 03, 04)

				Number of patients seen for LARC removal (SRH Care Activity 19, 20, 21)

				Number of patients issued with condoms (Main Method: 12, 13)

				Number of patients seen for consultation/contraception advice only (Contraception Method Status 01)

				Number of patients seen for complex contraception: No of patients for complex contraception (SRH care activity 35, 36)



		Domestic Violence (DV)		Domestic violence (& abuse): initial question, assessments and identified		DV code in GUMCAD however the counts for these indicators are 
for local determination

				The number of consultations where the question of experiencing domestic violence has been asked

				The number of completed DV assessments

				The number of times that current DV has been identified (i.e. user is currently at risk of DV, no specific timeframe)



		Sexual Assault		Number of patients reporting sexual assault, and referred to SARC		Sexual assault (acute and non-acute) codes in both GUMCAD and SRHAD. References are GUMCAD data specification and technical guidance  and SRHAD Summary Guidance.
Number of referrals from SSHs to SARC  - for local determination

				Reported Sexual Assault - acute presentation, < 7 days (40)

				Reported Sexual Assault - non-acute presentation, > 7 days (41)

				Sexual Assault Care & Management: number of referrals to SARC



		Safeguarding		Number of assessments and referrals for safeguarding for adults and children:		Adult safeguarding indicators (level 1, 2 & 3) for local determination.
CSE 1, CSE 2 & CSE 3 codes available within GUMCAD. Reference is GUMCAD data specification and technical guidance.

				Safeguarding adults (age 18 and over) level 1 (internal assessment)

				Safeguarding adults (age 18 and over) level 2 (internal referral)

				Safeguarding adults (age 18 and over) level 3 (external referral)

				Child Sexual Exploitation level 1 (internal assessment)

				Child Sexual Exploitation level 2 (internal referral)

				Child Sexual Exploitation level 3 (external referral)



				Psychosexual counselling		Count for local determination

				Number of referrals to psychosexual counselling services
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 Aim of survey:

To understand:

· Acceptability and experience of the current model of care including phone/video assessments

· What people think is working and what isn't

· Any easy wins to improve phone or video assessments

· How far should phone/video/online assessment be made mainstream (and funded)

· Thoughts on how the service is delivered during the transition from lockdown to post-COVID ​(recognising that some lockdown is likely to be in force for months to come, and that the level of this will vary)

· What the post-COVID model of delivering care could look like, including could the current experience help us to modernise ISH services and focus on providing F2F services to the most vulnerable. 



Introduction:

Thank you for completing this anonymous questionnaire. The questionnaire should take no longer than 5 minutes to complete.

[bookmark: _GoBack]We have had to change how we are currently running our services because of the coronavirus pandemic. We will use your feedback on your recent experience of the new way we are running services to make sure that we are continuing to deliver high quality services, and providing staff with the support they require.



 Demographics

1.  What is your role?

a. Band 5/6 nurse

b. Band 7+ specialist nurse

c. Charge nurse

d. Consultant grade doctor

e. Customer care officer/healthcare support worker/receptionist 

f. GP VTS 

g. Health advisor

h. Psychologist

i. SASG  or Specialty and Associate Specialty grade Dr

j. Service manager

k. Specialty Trainee

l. Prefer not to say

m. Other (please specify)



2. Are you currently deployed to a different service?

a. No

b. Yes

If ticks 2a, goes to 2.2

If ticks 2b, goes to 2.1

2.1 What date were you deployed on? (approximate if you are unable to remember exact date)



2.2 Have you been redeployed at any point during the coronavirus pandemic?

a. No

b. Yes



3. What has your working pattern been during the coronavirus pandemic?

a. I am spending some of the time working remotely and have also been coming into work

b. I am working remotely all the time 

c. I am coming into work all, or nearly all, of the time



Change in role since COVID-19

4. Prior to the current coronavirus pandemic, which of the following services did you provide/perform (tick all that apply):

a. Telephone triage

b. Registering patients on CELLMA 

c. Booking appointments for patients on CELLMA

d. Telephone assessment/consultation

e. Video assessment/consultation

f. Face-to-face assessment/consultation

g. Remote prescribing for ISH care 

h. Giving IM injections

i. Phlebotomy 

j. Microscopy



5. Since the start of the coronavirus pandemic, which of the following services have you performed/provided which you had not done before (tick all that apply):



a. Telephone triage

b. Registering patients on CELLMA

c. Booking appointments for patients on CELLMA

d. Telephone assessment/consultation

e. Video assessment/consultation

f. Face-to-face assessment/consultation

g. Remote prescribing for ISH care

h. Postal treatment for ISH care 

i. Click and collect treatment

j. Giving IM injections

k. Phlebotomy 

l. Reviewing digital genital photos to manage patients

m. Other new roles (please specify)



6. Overall, how confident have you felt providing care in the new service model?



a. Very confident

b. Confident

c. Not confident 

d. Not applicable

6.1 Please provide any additional details here:

[free text box]



7. Do you think you have been provided with enough support to provide these new roles?

a. Yes, definitely

b. Yes, mostly

c. No

d. Unsure

e. Not applicable



7.1  Please provide more details about why [free text box]



Phone assessments/consultations

8. What type of phone assessments have you been doing? (tick all that apply)

a. None

b. Integrated sexual health

c. Contraception only

d. Consultant advice/referral for GUM  

e. Consultant advice/referral for contraception 

f. Psychology

g. PrEP

h. Other (please specify)

It ticks 8a goes to 13

9. For which conditions/situations do you think phone assessments are working well, and why?  



Free text



10. For which conditions/situations do you think phone assessments are not working well, and why?

Free well

11. In the next 3-6 months, for which conditions/situations do you think we should continue to offer phone assessments?



12. In the next 3-6 months, for which conditions/situations should we not offer phone assessments, and why?



Video assessments/consultations

13. What type of video assessments have you been doing? (tick all that apply)

a. None

b. Integrated sexual health

c. Contraception only

d. Consultant advice/referral for integrated sexual health

e. Consultant advice/referral for contraception

f. Psychology

g. PrEP

h. Other (please specify)

If ticks 13.a, goes to 14

If ticks 13.b-h, goes to 13.1

13.1 For which conditions/situations do you think video assessments are working well?



13.2 For which conditions/situations do you think video assessments are not working well?



14. In the next 3-6 months, for which conditions/situations do you think we should offer video assessments for?

Overall satisfaction

15. Overall, how is your current job satisfaction at present? 



Scale of 1-10, from Poor to Very good



16. How does your current job satisfaction compare to what it was before the coronavirus pandemic?

Scale of 1-10 from much worse to much better.

17. Please tell us what is/are the main reason/s for your answers to Q15 and Q16: [free text]

Free text

Other suggestions

18. Do you have any other comments or suggestions about your experiences (positive or negative) during the pandemic, or which may help us as we further develop the service?

Free text
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[bookmark: _GoBack]Introduction:

Thank you for agreeing to be contacted to complete this questionnaire. The questionnaire should take no longer than 5 minutes to complete.

We have had to change how we are currently running our services because of the coronavirus pandemic. We will use your feedback on your recent experience of the new way we are running services to make sure that we are continuing to deliver high quality services.  

Reason for accessing the service

1)  Is the first time you have used this sexual health service?



a. Yes

b. No



2) Why did you contact this sexual health service? 

Choose all that apply.

a. I had no symptoms, but I was worried about the risk of STIs/HIV

b. I had symptoms

c. I needed contraception 

d. I was declined or unable to access an online test

e. As follow-up to an online test where I’d had a positive result

f. As follow-up to an online test, other reason

g. To access PrEP (Pre-Exposure Prophylaxis) to prevent HIV

h. To access PEP (post-exposure prophylaxis) to prevent HIV

i. A partner was diagnosed with an STI

j. A partner had symptoms

k. Check-up after a previous positive test

l. I was advised to by my GP/family doctor or another healthcare professional

m. I needed a vaccination

n. Other (free text)



3) What was the outcome of your phone assessment? Tick all that apply.

a. I was signposted to testing via an online postal self-sampling service (E.g. Sexual health London or Surrey online testing)

b. I was posted treatment 

c. I was posted contraception 

d. I was advised to do a pregnancy test

e. I was reassured  that I did not need to do anything 

f. I was told to ring back if things had not settled 

g. I was advised to come in for a face to face appointment

h. I was advised to contact a different service

i. I was advised to get back in touch when services have returned to normal

j. Other – free text



If ticks 3a goes to Online testing

If ticks 2e or 3c goes to 5  Contraception

If ticks 3b goes to Postal treatment & contraception

If ticks 3d then goes to Have you done a pregnancy test since your phone assessment?

If only ticks 3e-j then goes to How would you rate the overall service you received? 

Online testing

4) Since your phone assessment, have you ordered an online testing kit? [tick all that apply]

a. Yes

b. No, I have been unable to order one online as there is none available

c. No, I have been unable to access the website 

d. No, I no longer think I need to be tested

e. No, but I am planning to still order a kit

If ticks 4a, goes to Has your kit arrived yet?

If ticks 4b-e and has ticked: 

· 2e or 3 c goes to What contraception have you been using in the past 3 months? 

· 3b goes to Did your treatment, medication and/or contraception arrive?

· 3d goes to Have you done a pregnancy test since your phone assessment?

· if hasn’t ticked any of 2e, 3b-d then goes to How would you rate the overall service you received?

4.1) Has your kit arrived yet?

a. Yes, and I have taken the samples and posted it back

b. Yes, and I have taken the samples but not posted it back yet

c. Yes, and I am going to take the samples

d. Yes, but I am not going to post it back

e. No



Then if has ticked 

· 2e or 3 c goes to What contraception have you been using in the past 3 months? 

· 3b goes to Did your treatment, medication and/or contraception arrive?

· 3d goes to Have you done a pregnancy test since your phone assessment?

· if hasn’t ticked any of 2e, 3b-d then goes to  How would you rate the overall service you received?

Contraception

5) What contraception have you been using in the past 3 months? (tick all that apply)

a. No method

b. Condoms

c. Combined oral contraceptive pill/patch (e.g. EVRA)/vaginal ring (e.g. Nuvaring)

d. Progesterone only pill

e. Coil/intra-uterine device (IUD/IUS)

f. Contraceptive injection

g. Implant

h. Cap/Diaphragm

i. Withdrawal

j. Fertility awareness apps or devices, Safe method/Calendar method/rhythm method

k. Other – free text



If ticks 5a, goes to 5.1, otherwise goes to What was the outcome of your contraception phone consultation? 

5.1 Why have you not been using contraception for the past 3 months:

a. I’m trying to conceive

b. I’ve not been sexually active

c. I can’t find a contraceptive method that suits me

d. I don’t think I can get pregnant

e. I’ve been sterilised

f. My partner has been sterilised  

g. My partner is infertile

h. I forgot

i. Other – free text



6) What was the outcome of your contraception phone consultation? (Tick all that apply)

a. I was posted a progesterone only pill

b. I was posted a combined contraceptive pill/patch/vaginal ring

c. I was posted Sayana Press

d. I was advised to use condoms

e. I was advised to continue using my implant

f. I was advised to continue using my coil/intra-uterine device (IUD/IUS)

g. I was advised to access emergency contraception from my local pharmacy

h. I was advised to come into clinic for emergency contraception

i. Other – free text



6.1) Was this your first-choice contraceptive method?

a. Yes

b. No

c. Not applicable

If ticks 6.1b, goes to  If not, what was your first-choice contraceptive method?

If ticks 6.1a or c and 

· Has ticked 3d goes to Have you done a pregnancy test since your phone assessment?

· Has ticked 3b or 6a-c goes to Did your treatment, medication and/or contraception arrive? 

· Has not ticked 3b,d or 6a-c then goes to How would you rate the overall service you received?

6.2) If not, what was your first-choice contraceptive method?

a. Condoms

b. Combined oral contraceptive pill/patch (e.g. EVRA)/vaginal ring (e.g. Nuvaring)

c. Progesterone only pill

d. Coil/intra-uterine device (IUD/IUS)

e. Contraceptive injection

f. Implant

g. Cap/Diaphragm

h. Withdrawal

i. Fertility awareness apps or devices, Safe method/Calendar method/rhythm method

j. Other – free text

If has ticked 3d goes to Have you done a pregnancy test since your phone assessment?

If has ticked 3b or 6a-c goes to Did your treatment, medication and/or contraception arrive? 

If has not ticked 3b,d or 6a-c then goes to How would you rate the overall service you received?

Pregnancy test

7) Have you done a pregnancy test since your phone assessment?

a. Yes, and it was negative

b. Yes, and it was positive

c. No, I had my period

d. No, I haven’t been able to get one

e. No, I forgot

f. Other – free text

If has ticked 3b or 6a-c goes to Did your treatment, medication and/or contraception arrive?

If has not ticked 3b or 6a-c then goes to How would you rate the overall service you received?

Postal treatment & contraception



8) Did your treatment, medication and/or contraception arrive? 



a. Yes, it arrived within 5 days

b. Yes, it arrived within 5-7 days

c. Yes, it arrived within 8-14 days

d. Yes, it arrived after 2 weeks

e. No, it hasn’t arrived yet

Overall satisfaction with service



9) Overall, how would you rate the care you received? 

a. Excellent

b. Very good

c. Good 

d. Fair

e. Poor

f. Very poor



10) Would you be happy to be assessed by phone in the future?

a. Yes

b. No, I would prefer to be seen face-to-face

c. No, I would prefer to do this online 

d. No, I would prefer to do this via a video call  

e. Not sure



11) Would you recommend this service to your friends?

a. Yes, definitely

b. Yes, probably 

c. No





12) Do you have any suggestions for improvement?

Free text



Demographics

13) What is your age?



Under 18 years old

18-24 years old

25-34 years old

35-44 years old

45-54 years old

55-64 years old

65 years old or over

Prefer not to say



14) Which of the following best describes how you think of yourself?



Female (including trans woman)

Male (including trans man)

Non-binary

In another way__________

Prefer not to say



15) Is your gender identity the same as the sex you were assigned at birth?

Yes		

No	

Prefer not to say



16) Are your sexual partners: 



Men

Women

Both men and women

Prefer not to say





17) To which of these ethnic groups do you belong? 



WHITE

1 British

2 Irish

3 Any other white background



b. MIXED

4 White and Black Caribbean

5 White and Black African

6 White and Asian

7 Any other mixed background



c. ASIAN OR ASIAN BRITISH

8  Indian

9  Pakistani

10Bangladeshi

11Any other Asian background





d. BLACK OR BLACK BRITISH

12 Caribbean

13 African

14 Any other black background



e. CHINESE OR OTHER ETHNIC GROUP

15 Chinese

16 Any other ethnic group



Prefer not to say 





18) What language do you speak most often at home? Please tick one box only



1  English

2  Other European language

3  Asian language (such as Hindi, Gujarati, Punjabi, Urdu, Sylheti, Bengali, Chinese, Thai)

4  African language (such as Swahili, Hausa, Yoruba)

  5 	Other, including British Sign Language.



19) Do you live in Greater London?

Yes

No



If ticks yes, then goes to 19.1

If ticks no, then goes to 19.2



19.1 Which area of London do you live in?  [drop down menu if possible]

Barking and Dagenham

Barnet

Bexley

Brent

Bromley

Camden

Croydon

Ealing

Enfield

Greenwich

Hackney

Hammersmith and Fulham

Haringey

Harrow

Havering

Hillingdon

Hounslow

Islington

Kensington and Chelsea

Kingston upon Thames

Lambeth

Lewisham

Merton

Newham

Redbridge

Richmond upon Thames

Southwark

Sutton

Tower Hamlets

Waltham Forest

Wandsworth

Westminster 



19.2 Which area of the UK do you live in?

Bedfordshire

Berkshire

Buckinghamshire

Essex

Hampshire

Hertfordshire

Kent

Surrey

Sussex

Other – free text
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