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 Introduction 
 
MHSC is a relatively new term, and conceptually it sits across four interconnected 
frames of reference, namely: 
 

i) Organisations and their relationships, e.g. local authorities and 
community organisations and their links to NHS mental health systems, 
as well as interactions with other systems, such as housing. 

ii) Professional identities and roles, e.g. social workers and other 
professionals working in the sector and/or with similar values, and 
underpinning models of practice (see fourth frame). This also extends to 
other MHSC practitioners including support and peer workers. In 
addition, those in the social networks of people living with mental health 
problems, including family members/carers, are central to MHSC 
perspectives and might also be considered here. 

iii) Legislation and statutory guidance, which define some of the roles and 
responsibilities of organisations and staff working in MHSC. 

iv) Values and models of care, which are especially grounded in a social 
model of disability and understanding and working with people and their 
particular circumstances (personalisation). 

 
These roles, identities, organisations and values are all essential elements of good mental 
health care systems, but they are often overlooked or downplayed in national and local 
policy and system planning compared to their value to people’s lives. The concept of MHSC 
helps bring a clarity and more unified identity with the intention of thereby raising the profile 
and understanding of the value of the work of people and organisations in the field. 
 
 
 

 
 
 

 

https://sscr.nihr.ac.uk/wp-content/uploads/2025/04/210.-Conceptualising-Mental-Health-Social-Care-in-England.pdf
https://sscr.nihr.ac.uk/wp-content/uploads/2025/04/210.-Conceptualising-Mental-Health-Social-Care-in-England.pdf
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Current evidence and theory 
 
Whilst the research evidence base for MHSC interventions and models may be weaker than 
more established fields in some regards, clear approaches do exist (Appleton 2023; Barnett 
et al. 2022). These are grounded in the values discussed above, and often on strong 
theoretical foundations. Martin Webber and colleagues (2021), for example, developed the 
Connecting People model on the concept of social capital, i.e. the various resources 
available to people through their networks, and its potential as a foundation for working with 
people to help them live good lives. Clark (2024), meanwhile, has articulated the need for a 
relational understanding of mental health, e.g. conceptualising how mental health emerges 
from a network of our interactions rather than being intrinsically part of a person’s “essence” 
and/or their identity. Similarly, Duff and Hill (2022) argue from an understanding of wellness 
as a continuous process of assemblages of social forces and resources.  
 

 
 
Together, these perspectives show that people’s lives and relationships are constantly in 
flux, and that building and maintaining a “good life” takes ongoing effort. For people with 
mental health problems, this can be especially challenging. MHSC organisations should play 
a central role by supporting people, sharing that burden, and helping sustain hope. Whilst 
they diverge in some ways, these perspectives emphasise that people’s social relationships 
and environments are central to understanding mental health. Supporting people means 
understanding all aspects of their lives and identities and being alongside them as they 
manage and maintain their wellbeing over time. These are the strengths that MHSC can 
bring to developing good neighbourhood care, the theme of our third summit. 
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The third summit 
 
Our first summit (MHSCI 2024a) was an opportunity for stakeholders to come together to 
articulate a shared understanding of MHSC, its potential, as well as the research and other 
priorities needed to nurture it. The second summit (MHSCI 2024b) provided space to 
examine in more detail the priorities for building research capacity in MHSC. Being an 
emergent area of understanding, there is a need to urgently invest in developing the 
research capacity to generate the evidence needed to make most effective investments in 
and use of MHSC expertise (O’Neill et al. 2025). 
 
This third summit, held at the University of Manchester, was organised in the light of the UK 
government publishing its 10-year strategy for the NHS in England, Fit for the Future. This 
envisages three major strategic shifts for the NHS, namely from hospital-based care to 
neighbourhood care, to more prevention of illness, and to more organisation of care through 
digital technologies. For the first two, neighbourhood and prevention, MHSC has 
considerable experience to contribute to achieve these and most effectively support 
individuals, communities, and their mental health. This summit was an opportunity to explore 
this experience and through this report to articulate it to other audiences. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://www.england.nhs.uk/long-term-plan/
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“You really 
are on your 
own. There 
is nobody 
there to 
support 
you” Chris Frederick, 

expert by experience, 2025 
(State of community mental 
health services by the Health 
and Social Care Committee) 
 
 

Summit III: 
situating the 
summit 
 
 
A recent overview of the state of 
community mental health services by 
the Health and Social Care Committee 
(2025) opens with the following 
quotation from Chris Frederick, an 
expert by experience on mental health 
challenges: 
 
“I think about an analogy of walking 
through a maze [...]. You are trying to 
figure out where you turn left or right. 
Do you go straight? Despite some of 
the referrals, recommendations and lots 
of content on social media — “You 
should try these different techniques” 
— you really are on your own. There is 
nobody there to support you.” (page 2) 
 
 
Yet, we have a sector in local mental 
health systems, MHSC, whose very 
ethos is summarised as ‘being 
alongside people’. Implicit in Chris’s 
description of his experience, 
nonetheless, is that local systems are 
not utilising MHSC to stop people 
feeling they are on their own.  
 
Reasons for this are no doubt complex, 
but the titular reference to ‘service’ 
points towards a particular way of 
thinking: specifically, the idea that 
community mental health support is 
predominantly about NHS services. 
Plausibly, this might influence decision 
makers to consider the role of MHSC 
as afterthought or fringe activity, rather 
than as something central to effective, 
person-centered mental health support. 

 
 

 

 

https://committees.parliament.uk/publications/50484/documents/274145/default/
https://www.together-uk.org/
https://www.together-uk.org/
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In the same Health and Social Care Committee report (2025) there is a further, 
particularly powerful lived experience testament to guide how we need to think about 
mental health support for people: 
  

“[W]e need to be talking about how people can stay well in their 
communities and how we can keep people well within their 
communities. Once you come out of statutory care, how do you 
stay well? We need to be working on this integrated model.”  
 
Jake Mills, expert by experience, and CEO and Founder of 
Chasing the Stigma and the Hub of Hope (page 5). 

 
This potentially aligns with the shift to neighbourhood care in the NHS’s Fit for the Future 
plan, which puts communities at the centre of supporting people’s lives. However, we 
should not treat “community” as a simple and standalone solution. Communities are 
complex and cannot be easily influenced by policy to improve their member’s wellbeing. 
Research on social networks and health shows that outcomes depend heavily on 
context (Shiell, Hawe & Kavanagh 2020). If we look at how people, relationships, and 
systems are all interconnected, it becomes clearer why this happens: because both 
social networks and health are complex, influenced by society, and constantly evolving. 
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We also know that for many ‘community’ is an experience of stigma and exclusion. It is 
therefore important to help people find and build connections where they feel supported 
and included. In some cases, this means actively helping to create those positive 
environments, especially for people living with mental health problems. Crucially, MHSC 
organisations have strong experience working with communities, particularly those 
underserved by statutory services: often by establishing trust with groups who are less 
likely to engage. This trust, closely tied to people’s identity and sense of hope, is 
essential for both individual recovery and community wellbeing. 
 
A trap to avoid in thinking about neighbourhood, though, is not to think of it as a fixed 
entity such as boundaries on maps, or as specific institutions like a place of worship or 
community venue. Rather, neighbourhoods, and related concepts such as place and 
community, are lived experiences that are fluid and dynamic. They are continually 
shaped and reshaped through people’s interactions with one another, with institutions, 
with the built environment, and with broader social processes (Massey 2005). 
 

 
 
By working closely with people and within communities, MHSC organisations understand 
these perspectives and the challenges of supporting people with mental health problems 
to live well in their communities. In particular, connectedness, hope and optimism, 
identity, meaning and purpose, and empowerment (the CHIME Framework; Leamy, et 
al. 2011) align with MHSC’s ethos of supporting people by being alongside them in 
supportive community environments. 
 
As a knowledge base, MHSC and its proponents bring significant experience and 
expertise to developing neighbourhood support for mental health. This summit brought 
together expertise from research and MHSC practice, including social workers, peer 
workers, key organisations (particularly charities and community groups working with 
underserved and marginalised populations), and people with lived experience, to  
articulate MHSC’s contribution to shaping neighbourhood support. 
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Summit III: Presentations 
 
The programme for the summit contained the following presentations 
 

o Robert Lewis, Mental Health Social Work Lead, DHSC, who provided an 
overview of the national policy developments in mental health.  

 
o Liam Gilfellon, Director, Everyturn Mental Health, who presented on the 

longer-term local perspective and the MHSC contribution to neighbourhood 
care and support and prevention.   

 
o Carey Bamber and Becky Gill from the Mental Health, Learning Disability 

and Autism Programme at NHS England, who gave another national 
perspective, this time on learning from the Mental Health Neighbourhood 
24/7 Mental Health Centres programme.   

 
Copies of their presentations are attached as appendices to this report.  
 

 
 
In summary, there is complex landscape of changes in mental health, including new 
legislation and policy developments. Central to the latter appear to be a commitment to 
extend the learning from the pilots of the Mental Health Neighbourhood 24/7 Mental 
Health Centres. Liam provided an in-depth review of lessons from one such centre, 
Hope Haven in Whitehaven and Copeland, Cumbria, where initial reports indicate a very 
promising future for support for individuals and the local community. Carey and Becky 
provided a national overview of the Mental Health Neighbourhood 24/7 Mental Health 
Centres programme. Central to each of the 6 pilot sites in the programme has been the 
input of MHSC organisations and staff, particularly alliances across local community 
organisations. The Incubator and the Association of Mental Health Providers are 
providing support to colleagues in the programme to collate learning about the MHSC 
input into these pilots and how a MHSC ethos is fundamental to the development of 
these Centres. 
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Summit III: group discussions 
 
During the Summit presentations, participants undertook two separate group 
discussions. Each focused on: 
 

• What do we know about the impact of MHSC on delivering neighbourhood 
and prevention support? What evidence base do we have?  

• What is the contribution of MHSC to inclusive neighbourhood and 
prevention support?  

 
The following summarises the discussions in these workshops. 
 
It was clear from participants that neighbourhood care and support need to commence 
from understanding local communities, in all their diversity, with their richness and 
strengths, and their specific experiences and challenges. This includes racism, stigma, 
marginalisation, and a related sense of hopelessness and mistrust of statutory 
organisations. Working with communities is the starting point to this, which may mean 
firstly nurturing safe spaces within which people can gradually feel they are involved in a 
sincere dialogue. Building the social and relational capital for this to happen takes time 
and is not a one-off event. Engaging with and involving diverse communities continues 
to be a challenge for the establishment of good, equitable mental health care, but one 
that many MHSC organisations are well placed to help take on.  
 

 
 
Participants emphasised that there is a huge body of evidence on MHSC to support 
good neighbourhood mental health care and thereby support the prevention imperative. 
The fact that MHSC organisations are at the forefront of the 6-pilot neighbourhood 24/7 
centres testifies to this. Participants also pointed to the Wigan Deal programme as an 
example of the community empowerment to support better health, to shift to a prevention 
approach, and to operationalise the MHSC ethos. Similarly, the Preston Community 
Wealth Building Programme demonstrates the positive impacts for people of a 
coordinated economic, health, and social approach to community development, 
including on mental health (Rose et al., 2023). Lastly, recovery colleges were another 
example discussed, including the economic evidence of significant savings to statutory 
mental health services through the colleges (Thériault et al. 2020). 
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However, the evidence base for MHSC is not as well recognised as medical and 
psychological evidence. It is harder to work with because it is scattered and lacks a 
single, organised body of knowledge. Much of it is not written and published but is in the 
experience of many actors in MHSC across the country. What evidence has been 
formally written is spread across a very diverse literature. Nonetheless, this evidence 
does not offer formulaic solutions. As noted in the introduction, working with people and 
neighbourhoods, issues of identity and wellbeing, means operating within complex, 
ongoing processes which are highly dependent on context. The evidence from practice 
and research for MHSC is a guide to practice and policy in this undertaking, however, it 
is not a simple recipe. 
 
Some participants argued that MHSC and the medical model were complementary in the 
context of a holistic, supportive system. They emphasised the potential in seeking 
common ground in perspectives to improve systems. There continues, for example, to 
be a strong strain in psychiatry arguing for a social perspective (e.g. Priebe et al., 2023; 
Bonsack et al. 2025; Ventriglio et al. 2025). More widely, understanding the impact of 
social determinants on all aspects of health provides a strong basis for building alliances 
and strengthening the role of MHSC within neighbourhood care. 
 
Nonetheless, attendees highlighted the potential challenges around workforce dynamics 
this may bring. One is the often lower status of MHSC colleagues compared to other 
health professions. If people are to work alongside each other, there needs to be a 
change in the power dynamics and the often hierarchical practices found in current   
multidisciplinary teams. Core care values, such as recovery and person-centred support, 
provide a strong basis for recognising and valuing a workforce that can put these 
principles into practice. 
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There is a need to continue to aggregate and share the existing evidence base to 
support an understanding of and commitment to MHSC amongst national and local 
decision makers. There is also an urgent need to invest in developing evidence to 
strategically grow MHSC in mental health systems. Participants, however, foresaw 
significant challenges in growing the research evidence base, not least in nurturing the 
capacity to do the work. The Incubator has made significant steps forward in this, but the 
work of the Incubator needs to be sustained, and further investment in MHSC capacity 
building is required. The group suggested people with lived experience and communities 
should be more at the forefront of capacity building, but research systems place 
significant structural barriers in the way of doing this. This and other themes from 
previous summits about building capacity and demystifying research to make it more 
inclusive were repeated. 
 

 
 
Another challenge attendees foresaw was in committing to changing from narrow, often 
symptom-based outcome measures to measures more relevant to MHSC and its wider 
perspective on a “good life”. Prevention and supporting good self-care for people and 
communities means understanding the “good life” is socially embedded. The shift in 
considering evidence might be underpinned by increasing recognition of the importance 
of narratives of change from individuals and communities in influencing policy 
developments. Distress and developing an understanding of the ‘human presentation’ in 
people and communities was one example of the need to shift from narrow measures. 
Some argued this is vital if research is to focus on providing the evidence to inform 
future system improvements and the centrality of MHSC in this as opposed to justifying 
the existence of the system. 
 
Participants further thought that better creative commissioning could play a more 
engaged role in helping to develop the evidence base for MHSC and its place in 
neighbourhood and preventative care and support. Often, MHSC initiatives are too tied 
to short-term commissioning processes which do not easily fit with research cycles. 
Attendees noted that local evaluations are often undertaken, but they are rarely widely 
shared and aggregated in any meaningful way. Long-term commissioning is essential to 
support a process of piloting and refining services. This should include evaluation and 
critical reflection by stakeholders, feeding into ongoing development of the service model 
through an action research cycle. In combination, this would make a valuable 
contribution to the evidence base. This might even be approached across several 
related services and/or different localities in a programme of evidence development to 
better support neighbourhood and preventative care. 
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Tablecloths and Post-it Notes 
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 Conclusion 
 
Participants at the summit agreed that neighbourhood models of mental health support are a 
positive policy direction. However, their implementation must place MHSC experience at the 
centre, rather than relying solely on the clinical perspective. Different languages and 
outlooks between actors in local mental health systems may hinder collaboration to deliver 
this holistic model of neighbourhood care, but, as the neighbourhood pilot sites have shown, 
this can be overcome when focused on starting from what communities and people want 
and need. 
 
For some at the summit there is a need to change the image of MHSC, to develop a more 
coherent narrative of its potential and, thereby, improve its political impact to shape systems. 
This is a developing agenda. We are continuing to communicate what MHSC is, its ethos 
and evidence base to stakeholders at all levels of mental health systems. The collective 
identity of MHSC is still relatively new. Whilst significant progress has been made to raise its 
profile, particularly through the Incubator, further work is needed to consolidate and develop 
it. This will be essential if the sector is to fulfil its potential in shaping policy shifts towards 
neighbourhood and preventative mental health systems. 
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Appendices: presentations 
 

1. Robert Lewis, Mental Health Social Work Lead, DHSC 

 
 

 
 
 

 
 

Mental Health Social Work Lead
Office of Chief Social Worker for Adults

Robert Lewis

Mental Health Social Care Incubator – Manchester University

20th and 21st January 2026

National policy and legislative overview

5 Missions

Sustained Growth,
Clean Energy

Superpower, NHS fit
for the future,

Safe Streets,
Breaking down

barriers to
opportunity

10 Year Plan “Three
shifts”

“analogue to digital,
hospitals to
community,
treatment to
prevention”

NHS England
merging with DHSC.

Independent
Commission into

Social Care

2026 (critical issues
report)

2028 (long term
transformation
report). Aim to

create a National
Care Service

Policy/Legislation

Shift to
neighbourhood
health models

‘Assisted Dying’ Bill

Fair Pay Agreement

Push towards
greater integration

Current
developments

Liberty Protection
Safeguards (LPS)

consultations

Cheshire West
ruling

SW role in ‘Assisted
Dying’ Bill

10 Year Health Plan – Mental Health Act Reform
and policy direction

New Models of
Care (CYP)

MH support into all
schools and

colleagues and
Young Futures Hubs

NHS Talking
therapies and IPS

New models of
Care (adults)

24/7
Neighbourhood
Mental Health

Centres

Assertive outreach

Crisis Assessment
Centres (alt. to A&E

for mental health
crisis)

Innovation and
technology

Digital front doors
(self-referrals for
talking therapies)

Digital therapy
approaches/greater

emphasis on
evidence-based

treatments

Mental Health
Policy Reform
Modern service

framework for SMI

Personalised care
framework

(‘Modern CPA’)

Focus on social
determinants and

prevention

Mental Health Act
Reform

MHA 2025
implementation

New Code of
Practice and
consultation

Phased roll out – 10
years
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Mental Health Social Work

Impacts for LAs,
AMHPs and the

sector

Training for the
amended MHA

Nominated Person

Advanced Choice
Documents

Statutory Care and
Treatment Plans

s.117

Upcoming
Consultations

MCA/LPS Code of
Practice

MHA Code of
Practice

Emergency Powers
consultation

(linked to RCRP)

Network
Development and

support

AMHP Leads

NHS SW Leaders
Network

Principal SWs

Perinatal, forensic,
CAMHS

AMHP Partnership
Group

AMHP workforce

National AMHP
Dataset

Section 13/System
Support

Code of Practice
Development

Regulator/Social
Work Workforce

Social Work
England
consultation

Adult Social Work
Workforce Steering
Group (SWE/SfC)

Neighbourhood
Health Centres

In November 2025, the UK Government
announced plans to deliver 250 Neighbourhood
Health Centres across England as part of its
"NHS Neighbourhood Rebuild" programme and
10YP.

Joint guidance from DHSC and NHSE on
neighbourhoods to follow. No date yet but was
expected before Christmas so not too far away
hopefully.

Neighbourhood
Health Centres

Key milestones for this rollout include:

•Initial Wave: 43 pilot areas to begin testing the neighbourhood
health service model. “One-stop shops" bringing together GPs,
nurses, dentists, pharmacists, and mental health specialists.

•2030 Target: The Government aims to have over 100 centres
(estimates range from 100 to 120) operational by 2030.

•2035 Long-term Goal: The full target of 250 (and potentially up to
300) centres is expected to be completed by the end of the 10-year
plan in 2035.

•They will be established through a combination of repurposing
existing NHS buildings and new modular construction
supported by public-private partnerships.
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Adult social care priorities for local authorities:
2026 to 2027 - GOV.UK
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2. Liam Gilfellon, Director, Everyturn Mental Health 

  
 

  
 
 
 

Annex A - list of priority outcomes and expectations for local authorities: 2026 to
2027 - GOV.UK

Priority outcome 1 - People who draw on care and support, and their
carers, experience high-quality adult social care provided by a skilled
workforce

Priority outcome 2 - People who draw on care and support are supported to
promote their independence, where possible, and have choice and control
over their support

Priority outcome 3 - People who draw on care and support experience joined-
up health and social care services at a neighbourhood level
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3. Carey Bamber and Becky Gill, NHS England 
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