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Building the right support (BRS), is a national plan to develop community services and close 

inpatient facilities for people with a learning disability and/or autism who display behaviour 

that challenges, including those with a mental health condition.  

Link to BRS here:    https://www.england.nhs.uk/learningdisabilities/care/ 

Note: A finance task and finish group has been established to examine some of the financial 

arrangements described below in more detail. This is therefore a ‘live’ document and will be 

further updated.  

 

1. What are the financial underpinnings for the transforming care work? 

 

BRS summarises the financial underpinnings as detailed below: 

 

> 4.41  A new financial framework will underpin and enable transformation. 

 

> 4.42 Local transforming care partnerships (CCGs, local authorities and NHS 

England specialised commissioning) will be asked to use the total sum of money they 

spend as a whole system on people with a learning disability and/or autism to deliver 

care in a different way to achieve better results. This includes shifting money from 

some services (such as inpatient care) into others (such as community health 

services or packages of support). The costs of the future model of care will therefore 

be met from the total current envelope of spend on health and social care services 

for people with a learning disability and/or autism. We estimate that the closure of 

inpatient services of the scale set out in chapter 3 will release hundreds of millions of 

pounds for investment in better support in the community. 

 

> 4.43 To enable that to happen, NHS England's specialised commissioning budget 

for secure learning disability and autism services will be aligned with the new 

transforming care partnerships, and CCGs will be encouraged to pool their budgets 

with local authorities whilst recognising their continued responsibility for NHS 

Continuing Healthcare. CCGs, NHS England specialised commissioning and local 

authorities will be supported to, where appropriate, put in place governance and 

financial mechanisms to align or pool resources and manage financial risk. The 

degree of change and financial risk will inevitably vary across localities, and we will 

support local commissioners to base decisions on transparent, open-book 

discussions, focussed on achieving the best outcomes for the people they serve. 

 

> 4.44 For people who have been an inpatient for five years or more (approximately 

one third of the total inpatient population) and who are ready for discharge, we 

expect the transformational change required to be one of 'resettlement' out of 

hospital and into a more suitable home, as opposed to redesigning services to 

reduce the 'revolving door' of admissions and discharges. For this group, money will 

'follow the individual' through dowries. 

 

https://www.england.nhs.uk/learningdisabilities/care/
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> 4.45 Dowries will be paid by the NHS to local authorities for people leaving hospital 

after continuous spells in inpatient care of five years or more at the point of 

discharge. We expect that NHS England will pay for dowries when the inpatient is 

being discharged from NHS England-commissioned care, and that CCGs will pay for 

dowries when the individual is being discharged from CCG-commissioned care. 

Dowries will be recurrent, will be linked to individual patients, and will cease on the 

death of the individual. An annual confirmation of dowry-qualifying individuals should 

be undertaken by local authorities and CCGs. Dowries are to be prospective only, 

and so should not be applied to any patients that have already been discharged. 

They should apply to those patients discharged on or after 1 April 2016, and only to 

those patients who have been in inpatient care for five years or more on 1 April 2016 

(not any patient who reaches five years in hospital subsequent to that date). They 

should apply pro rata in the start and finish year. To ensure that the costs of the 

future model of care fit within the existing funding envelope, it is important that 

dowries are set at a level which is consistent with this principle. The absolute level of 

the dowry is not expected to be set nationally, but is to be left to local discussions 

which should be subject to the principles set out here. In addition to paying for these 

dowries, the NHS will continue to fund continuing healthcare (CHC) and relevant 

Section 117 aftercare. 

  

> 4.46 In addition, from November 2015 Who Pays guidance - determining 

responsibility for payment to providers - will be revised to facilitate swifter discharge 

from hospital of patients originating from one CCG but being discharged into a 

different local area. This will ensure continuity of care with responsibility remaining 

with one CCG rather than being passed from commissioner to commissioner. 

  

> 4.47 Transformation of this scale will entail significant transition costs, including the 

temporary double running of services as inpatient facilities continue to be funded 

whilst new community services are established. The extent of the transition costs will 

depend on the efficiency of the bed closure programme, and the timing and extent of 

required new community investment. We will work with commissioners and providers 

to support the closure of inpatient capacity and development of new community 

services as efficiently as possible, but we recognise that non-recurrent investment 

will still be necessary. To support local areas with these transitional costs and 

building on the approach tested with fast track areas, NHS England will make 

available up to £30 million of transformation funding over three years, with national 

funding conditional on match-funding from local commissioners. 

  

> 4.48 In addition to this, £15 million capital funding over three years will be made 

available, and NHS England will explore making further capital funding available 

following the Spending Review. 

  

> 4.49 As set out in the national service model, alongside these new financial 

underpinnings to enable transformation we expect to see a significant growth in 

personalised funding approaches (personal budgets, personal health budgets, and 

integrated personal budgets as well as education, health and care plans). Local 

transformation should, for instance, be aligned with existing requirements for CCGs 

to set out a 'local offer' on personal health budgets. 
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> 4.50 In some parts of the country, local transformation plans will also need to align 

with Integrated Personal Commissioning (IPC) pilots. IPC sites are currently testing 

approaches to enable people to purchase their care (including clinical services 

currently commissioned using NHS standard contracts) through personal budgets, 

combining resources from health, social care and other funding sources where 

applicable. The work these sites are undertaking includes linking cost and activity 

data across services and trialling new contracting and payment approaches that 

enable the money to be used differently. As IPC sites progress their work, we will 

support local transforming care partnerships to learn from them and apply the 

lessons to their own local areas. 

 

 

2. Can you clarify the match funding requirement to access further 

transformation funding? 

 

As stated in paragraph 4.47 of BRS, transformation funding of up to £30 million over 

the next three years (starting 1st April 2016) will be made available by NHS England 

to the TCPs. The funding is conditional on match funding from local commissioners. 

The NHS planning guidance for 2016/17 describes nine ‘must dos’ for the NHS, of 

which transformation of learning disability services is one – CCGs are expected to 

give this work commensurate priority. Partners may want to consider the 

development of a memorandum of understanding where there are complex boundary 

arrangements and multiple CCGs, to establish arrangements for the management of 

match funding and risk sharing/expectations. 

 NHS England has set out full details of the prioritisation criteria to access these 

 funds separately. However, the priority is based on the impact of bed closures in 

 2016/17 and using the value methodology in the individual TCP plans. Building on 

 the process used with 6 fast track areas last year, it is proposed that investment will 

 be focused on bids which show: 

 

 Impact (what reduction in reliance on inpatient care will be achieved per pound spent 

in each year?).  

 Credibility (are the proposals likely to lead to the impact envisaged?). 

 Sustainability (are the proposals sustainable?) For example, from a return on 

investment perspective the proposal should “free up funds which can then be 

reinvested into community services, following upfront investment from the 

Transformation Fund and capital investment”. 

 Buy-in (do the proposals have match-funding from local CCGs, either from 2016/17 

or future years?) 

 TCPs have submitted bids for funding as part of the planning process. Regional 

 teams have made recommendations for those bids that they consider:  

 credible (i.e. where the investment proposed can credibly be seen as likely to lead to 

bed closures)  

 sustainable (i.e. where the reduced demand for inpatient services resulting from the 

investment is likely to be sustained, rather than re-emerging in future years).  
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 match-funded (i.e. where the proposals have match-funding from local CCGs, either 

from 2016/17 or future years) 

 NHS England have assessed those bids judged by regions to be credible and 

 sustainable (i.e. with bids judged not credible/sustainable sifted out). The national 

 team was seeking assurance that the proposed allocation achieves the desired total 

 national bed closures; and that the resultant bed base maximises  efficiency.  

 It is expected that the first tranche of funding to TCPs (for 2016/17 only) is approved 

 and notified in June 2016. However, TCPs will not be guaranteed to receive the total 

 indicative budget. Following evaluation of proposals, NHS England may choose to 

 award less funding than the total requested or phase the funding over the three years 

 based on target delivery. It should also be noted that future year’s transformation 

 funding is dependent on affordability by NHS England.  

 

 

3. What funds should be included in describing the total budget? 

 

The future model of care (in line with the service model) should be met from the total 

current envelope of spend by CCGs, specialised commissioning and local authorities 

on health and social care services for people with a learning disability and/or autism. 

Local areas will need to consider which budgets to include so that they achieve the 

transformation in care and support that is described in the new service model – for 

example, they may choose to include an element of children’s services (social care 

or education) budgets and housing budgets. Some TCPs may wish to include all of 

their services and spend for people with a learning disability and/or autism in order to 

prevent future use of inpatient services. This may include funds that have not 

historically been used for people with a learning disability and/or autism with 

behaviour described as challenging (but rather the wider learning disability 

population) in line with the service model focus on early intervention and prevention. 
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4. What does alignment of specialised commissioning budgets mean and what 

governance arrangements are required? 

From a financial perspective, alignment of specialised commissioning budgets will 

initially mean a closer identification and transparency of the funding that is required 

for the commissioning of specialised services for people with a learning disability 

and/or autism for each of the TCPs.   

We are working through the specific governing arrangements for how those budgets 

should then be managed in a way that enables the transformation of services we 

wish to see, and the shift of investment across the pathway that that will entail. 

5. When will budgets be aligned? 

 

The plan is to align budgets in summer 2016, to enable delivery against TCP plans.  

 

 

6. What are the arrangements for pooling budgets? 

 

As stated in paragraph 4.43 of BRS the arrangements for pooled budgets will need to 

be agreed and negotiated locally to ensure that no partner is disadvantaged by the  

arrangements and that the risks are shared across the partnership. Partners may 

wish to involve legal and financial services to ensure that partnership agreements are 

sound. Local commissioners will need to come to their own arrangements, depending 

on differing local circumstances. NHS England, the LGA and ADASS will support 

local areas to share learning.  

 

7. How do emergent devolution arrangements fit into the budgets? 

 

We will be shaped by the devolution agenda and reflect the local arrangements in 

learning disability policy. TCPs should factor in their local devolution proposals in 

their plans. Factors such as TCP footprints varying from devolution footprints need to 

be taken into account and worked on locally in each relevant TCP. 

 

8. How do dowries work and who will be eligible for a dowry?  

 

A Transforming Care dowry payment is defined differently from previous dowry 

payments. 

 

The concept of a Transforming Care dowry is focussed on providing financial 

support to the local authority for social care costs for eligible dowry patients.  

Any agreed dowry amount will be passed to the local authority as a contribution to 

their costs.  The local authority will use the dowry funds to pay for their element of a 

care package.  It can be used to fund the local authority contribution to a S117 

package. 

 

Dowry eligibility and amount will be ascertained at the point of discharge from an 

inpatient bed and will be agreed locally.  The dowry amount will be fixed at that point 
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and will not increase during the course of the person’s life.  It may not be enough to 

cover the full costs of a person’s social care package. 

 

As stated in BRS, dowries should apply to those patients discharged on or after 1 

April 2016, and only to those patients who have been in inpatient care for five 

years or more on 1 April 2016 (not any patient who reaches five years in hospital 

subsequent to that date). This means that, as at 1 April 2016, patients have to have 

been in hospital since 31 March 2011 or earlier to qualify for a dowry. 

 

A dowry is described as an annual amount, for the year starting 1st April and ending 

31st March of the next year.  Where a person moves out of hospital part way through 

the year, the dowry amount will be available for the person on a pro rata basis for the 

rest of that year.  Similarly when a dowry is no longer required, for example, if a 

person passes away part way through a year, the dowry amount will be available for 

those months that it was required. It should be noted that hospital costs may not be 

releasable immediately at the time of discharge, so the implications of this need to be 

considered when agreeing the dowry.  

 

To ensure that the costs of the future model of care fit within the existing funding 

envelope, it is important that dowries are set at a level which is affordable locally. The 

absolute level of the dowry will not be set nationally. TCPs will need to establish what 

level of dowry is affordable locally.  

 

Integrated Personal Commissioning (IPC) in which individuals can control their 

combined health and social care support is encouraged for dowry eligible individuals. 

 

TCPs should maintain an up-to-date list of dowry-qualifying individuals. This should 

include and identify both individuals who have had their inpatient services 

commissioned by a CCG and those who have had their inpatient services 

commissioned by NHS England.  The Finance and Activity spreadsheet template, 

submitted as an annex with the TCP plan included boxes to record the numbers for 

these cohorts as at 1/4/16.  
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Principles for calculating dowry amounts 

BRS is clear that dowries must be affordable within local resources. The following 

diagram provides a visual representation of how the amounts available can be 

calculated: 

 

 
 

Information on the Finance and Activity spreadsheet template, submitted as an 

annex with the TCP plan, identifies the total annual expenditure of the CCG partners, 

NHS England and local authority partners in 2015/16.  This is categorised as follows: 

 Section 1: Inpatient Provision and Utilisation: This section identifies the total 

amounts involved; this figure will need to be considered in the identification of 

how much it will be possible to release as patient’s moves out of hospital.   

 Section 2: Community Provision: This is split into costs relating to individual 

packages of support, and costs of services that cater for many individuals (that is, 

for the relevant learning disability and autism community) 

Costs released from decommissioning hospital beds. 

 TCP partners will need to consider strategically the total amount that can be 

released from decommissioning hospital beds.   

 It will also be important to consider both the contractual basis of each 

commissioned bed, and when amounts will be releasable (that is, the schedule of 

planned discharge dates for each person).   

 The profiling of the planned and actual cash flow will be important in 

understanding affordability at a given time. 

 It is recognised that in some cases, costs will only be released once a number of 

patients have been discharged, for example, when a whole ward closes.  This is 
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why transformational funds (or existing resources where transformation funding is 

not available) are required to cover double-running costs.  

 The actual amount released at the time of discharge of each patient will therefore 

vary.  Partners should work together to ensure an agreed approach is developed 

for handling this situation, so that risk is shared and no organisation is unfairly 

disadvantaged.  Whilst this is not only relevant to dowries, it is worth noting here, 

so that TCPs can understand the whole system risk.  

Community Provision 

 As described in the Finance and Activity spreadsheet template, Community 

Provision includes both the total amount spent on care packages for individuals 

and also the amount spent on services provided for the benefit of the whole 

learning disability and autism population.   

 There may be some recurrent and non-recurrent development costs of new 

community services.  This may include both revenue and capital.  Non-recurrent 

revenue expenditure and capital expenditure should be kept totally separate 

from, and outside, the calculation of dowry amounts, which are recurrent costs.   

 

Principles for managing the funding flows to cover the cost of care packages 

 All people being discharged from an inpatient bed, regardless of whether they are 

eligible for a dowry or not, will require a package of care and support to enable 

them to live in the community.  They will also need access to mainstream 

services and those provided to the whole learning disability and autism 

population.  

 TCPs need to develop a clear understanding of the range of, and average, cost 

of care packages in their area for this group of people.   

 TCPs should then apply the following principles:  

a. Dowries are payable for the lifetime of the individual; on the death of an 

individual the local authority should inform health partners. 

b. TCPs should agree what should happen with any dowry funds that are no 

longer required for that purpose.  It may be agreed to add such funds into a 

pooled budget where one is in place.  

c. It is expected that local authorities will commission the services to be funded 

by the dowry funding. 

 

 Dowries will be paid to the local authority by the CCG of the dowry eligible 

individual. It may be held in a pooled/aligned budget dependent on local 

arrangements.  

 

 

 If an individual with a dowry moves to another local authority and commissioning 

responsibility changes, then the dowry funding will also transfer with the person. 

This is to ensure that the dowry moves with the individual if commissioning 

responsibility changes in the future due to legislative changes. 
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Interface between dowries and Continuing Healthcare/S117 funding 

 

 Health funding may involve S117 or Continuing Healthcare funding.   

 For an individual who is eligible for a dowry, if the person is discharged with the 

right to Mental Health Act S117 aftercare, it will be essential to ensure this right is 

honoured.  The person must not be charged for social care aftercare services 

provided under S117.  The Care Act is clear about the purpose of S117 aftercare 

services.  A dowry would apply to any social care services which are provided as 

S117 aftercare services as well as non S117 social care services.   

 The locally agreed policy on apportioning S117 costs should be applied. The 

local authority would be able to use the dowry funding to contribute to the social 

care element of a S117 package. 

 If an adult is discharged from hospital with 100% continuing health care needs, 

they will not need to access dowry at that point.  If they would otherwise have 

been eligible for a dowry, this should be noted. 

 It is essential to work through the CHC/S117 and dowry interface on a case by 

case basis, in terms of the amount of dowry that should be allocated for each 

person. An adult will be subject to the local adult social care charging policy for 

any relevant elements of their care and support package.   

Further questions on dowries 

Question Answer 

Principle of dowries for life – what about 
those who have a period of crisis? 

Emphasis should be on community 
capacity to deal with crisis (i.e. not a 
readmission). However, in a small 
number of cases a period of 
readmission may be necessary. They 
should not lose their dowry during the 
period of crisis. Where readmission to 
an in-patient service is necessary then 
a dowry should facilitate the funding of 
the in-patient package (depending on 
length of stay and the nature of the 
social care package). Local agreement 
should be put in place to ensure that 
funds flow around the system. Pooling 
of budgets may assist in this process. 

What should happen if the health needs of 
a person who is funded through a dowry 
increase so that they have to be readmitted 
to an inpatient setting? 

The time spent in an inpatient setting 
should be kept to a minimum. Whilst 
the person is in hospital, the dowry 
remains a local NHS resource to be 
used for the health and social care 
system.  The person would retain the 
eligibility for the dowry but the resource 
could be utilised by the local system to 
fund all/element of the in-patient stay. If 
at some later point, the person’s health 
improves so that they no longer need to 
be in an inpatient setting, their dowry 
will remain available to fund their social 
care. 
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Question Answer 

What should happen if the health needs of 
a person who is funded through a dowry 
increase so that they become eligible for 
100% Continuing Healthcare (CHC) 
funding? 

If at any time the individual no longer 
requires dowry funding (in the short or 
long term) then the dowry remains a 
local NHS resource to be used for the 
health and social care system.  If at 
some later point, the person’s health 
improves so that they no longer need 
100% CHC funding, their dowry will 
remain available to fund their social 
care.  

What should happen for those people with 
a dowry who go into the prison system? 

It should be assumed that funding 
would be utilised by the TCP (CCG/LA) 
to commission other LD 
services/packages as the dowry is no 
longer required for the period of the 
sentence. Dowry would be reinstated 
on release. 

Are there any issues attached to MOJ 
conditions where there may need to be a 
contingency element identified as part of 
conditional discharge arrangements? 

Additional non-recurrent costs would 
need to be identified and considered in 
any final dowry sum agreed for an 
individual. 

If needs increase, does dowry increase? Dowry is a once only negotiated 
amount and would not go up or go 
down once set. 

How will dowries work where there is no 
cost saving – i.e. where individual 
packages of care are very high? 

Dowries are not specifically about a 
case by case approach but are part of 
the overall transformation process. 
Dowries are not about cost savings but 
about contributing to new spend on 
LD/autism community services catering 
for everyone and individual packages of 
support. It is assumed that the bed 
capacity for the 5 year plus cohort 
should be decommissioned. Where the 
new package is higher than what is 
releasable then there would be an 
additional contribution from the 
responsible commissioner/s. 

What will happen to dowries on death of an 
individual? 

On the death of the individual then the 
funding is no longer required for the 
original purpose. Therefore, dowry 
funding would cease and the funding 
would then be retained by the NHS 
commissioner to invest in other 
LD/autism services.  
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An example of how to calculate a dowry 

Principles Worked example 

TCP partners will need to strategically calculate 
costs released from decommissioning of hospital 
beds by identifying the total number of people to be 
discharged over the next three years; this will 
establish indicative cost savings from discharges 
 
To consider: 

 It will be important to consider when 
amounts will be releasable 

 Identify cohort eligible 

 Understand the split between those 
individuals commissioned by the CCG & 
those by Specialised Commissioned  

 Identify planned discharge dates 

 Understand the current in-patient costs for 
each individual (standard bed rate & any 
enhanced services provided). 

 Understand the contractual basis of the bed 
and the timing for the release of those 
funds. 

 Identify the total number of in-patients to 
discharge over the next three years to get to 
the national plan trajectories and establish 
indicative cost savings from discharge. 
 

10 beds in total being 
decommissioned. 
All patients are from the same 
TCP. 
Cost per bed is £180,000 per 
annum, so £1.8 million 
releasable. 
 

TCPs will then need to factor in the provision of 
recurrent community infrastructure investment; this 
amount will need to be subtracted from the total 
sum of money as identified above. 
 
To consider: 

 Consider and understand the overall 
investment in community services catering 
to many individuals by the CCG/Specialised 
Commissioners over the next three years. 
 

Community infrastructure 
investment £300,000 by CCG. 
 
£1.5 million left from the 
releasable funds. 
 
This is the amount available to 
fund CHC, NHS S117 
contributions and dowries. 

Of those people to be discharged, the TCP will 
need to identify those who are dowry eligible (i.e. 
over 5 years at 1/4/16) and those who are not 
(under 5 years at 1/4/16) 

3 patients in a TCP are eligible 
for a dowry.  
7 patients are not dowry 
eligible. 
 

For those non-dowry eligible people, the TCP 
calculates what more it needs to spend on CHC 
and S117 contributions for those being discharged 
based on the cost of the individual’s package in the 
community (and on an understanding of local 
funding rules between LA and CCG.)  
 
Subtracting this amount provides an amount 
available to support dowry payments. 
 

Of the 7 who are not eligible 
for a dowry: 

 4 patients are entitled to 
S117 services 

 3 patients have been 
assessed as being eligible 
for CHC. 

 
Each person’s package costs 
£150,000. 
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Principles Worked example 

To consider: 

 Assess whether the individuals are to be 
discharged under S117/CHC/other basis. 

 Understand the local funding rules between 
LA/CCG (including the locally agreed S117 
apportionment policy) 
 

 
For the 3 CHC non-dowry 
funded people the cost of the 
individual support packages 
are £450,000 (i.e., £150k x 3 
people), which is payable by 
the CCG. 
 
The local policy is to split all 
S117 packages 50/50 
between NHS and Local 
Authority.  
 
For the 4 non-dowry funded 
S117 people, the cost of the 
individual support packages 
are £600,000 (£150k x 4 
people); this is £300,000 cost 
for the CCG and £300,000 
cost for the local authority. 
 
 
TOTAL  costs for the 7 non-
dowry eligible people are 
therefore: 

 £750,000 for the CCG 

 £300,000 for the LA 

Of the dowry eligible patients; the TCP again 
calculates spend on CHC and S117 contributions 
for those being discharged based on the cost of the 
individual’s package in the community (and  on an 
understanding local funding rules between LA and 
CCG.)  
 
To consider: 
 

 Dowry should be no more than the actual 
cost of the individual support package cost 
(incurred by the LA) at the point of 
discharge. However, the actual value will be 
based on what can be released by the 
system and the level of investment that the 
TCP is committed to in terms of services 
catering to many individuals. This 
infrastructure investment is required to 
ensure that we manage admissions more 
appropriately and develop a preventative 
approach to services. 

3 patients dowry eligible; 1 is 
discharged under CHC; 2 
under S117. 
 
Each person’s package costs 
£150,000. 
 
For the 1 CHC person the cost 
of the support package is 
£150,000, which is payable by 
the CCG. 
 
For the 2 patients discharged 
under s117 (split is 50/50), the 
cost of the individual support 
packages are £300,000 
(£150k x 2 people); this is 
£150,000 cost for the CCG 
(£75k x 2 people) and 
£150,000 cost for the local 
authority (£75k x 2 people). 
 
TOTAL costs before the dowry 
calculation are therefore: 

 £300,000 CCG 

 £150,000 LA 
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Principles Worked example 

The dowry amount for each individual which is 
transferable to the local authority each year (pro 
rata) can then be worked out based on affordability 
to the NHS as agreed in the TCP plan. 
 
.   

£150,000 (£75k x 2 people) 
 
The local authority receives 
this in a transfer of dowry 
funding from the CCG and can 
use it to pay for the social care 
element of the S117 
packages. 
 
In this example, of the total 
funds available from 
decommissioning beds (minus  
the amount available to fund 
CHC, NHS S117 and 
community infrastructure 
costs) there is enough to cover 
the full social-care costs of 
those dowry eligible 
individuals 
 
 
 

Total re-investment by TCP remains at £1,800,000.  
 
 

 
The whole system invests the 
total funds available from 
decommissioning the bed, but 
of the £1.8 million released, 
the CCG funds £1,200,000, as 
follows: 
 

 £750,000 on non-dowry 
eligible people  

 £300,000 on dowry eligible 
people 

 £150,000 on dowry 
transfer to the local 
authority 

 
A further £300,000 is used to 
support development of 
community services. 
 
In total, this is £1.5 million. 
 
The CCG therefore has 
£300,000 remaining from its 
£1.8m, and is in a position to 
discuss with TCP partners 
how best to use these funds 
for the benefit of people with 
learning disabilities and/or 
autism.   
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Principles Worked example 

The LA invests £300,000 on 
the people who are not eligible 
for a dowry.   
 
In this example, the local 
authority does not need to 
spend any of its funds on 
those who are eligible for a 
dowry, as the dowry funding 
available is sufficient to cover 
the social care costs.   
 

 

 

9. How do we stop dowries being a perverse incentive for commissioners? 

 

In keeping with the aims and principles of the Transforming Care programme, there 

needs to be effective case management and discharge planning at a local level to 

ensure patients are prioritised so that they do not remain in an in-patient setting for 

longer than their discharge plan highlights. 

 

The focus must be on the rights and wellbeing of the individual with the person and 

their family at the centre and we would expect the needs of patients to be met above 

other considerations so that commissioners will work effectively to discharge patients 

into appropriate community settings. 

 

10. Can you clarify the reasons for the proposed amendment to ‘Who Pays’ 

guidance? 

 
As stated in paragraph 4.46 of BRS, we have revised NHS England’s ‘Who Pays’ 
guidance in relation to the commissioning responsibility for section 117 aftercare 
services. The rationale for an amendment to the guidance focusses on the need:   
 
 

 To facilitate swifter discharge from hospital of patients originating from one 
CCG but being discharged into a different local area as specialist provision is 
not available locally. It should also increase commissioner motivation to 
maintain local services and help individuals stay in their local areas post 
discharge.  

 To make it clearer around responsibilities and enable better service planning.  

 To ensure continuity of care from the person’s locality community team.  
Furthermore, the knowledge of and responsibility for the persons needs will 
remain with the responsible commissioner/CCG rather than be passed from 
commissioner to commissioner. 

 

It is confirmed that there will be no retrospective impact on existing s117 individuals. 

 Revised NHS England guidance on section 117 can be found in Annex A. The 

 regulations underpinning this guidance have also been revised to the same end. 
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11. How do we access the £15m capital funding and what is the prioritisation 

process? 

 

The process will be through the existing capital business case and Project Initiation 

Document (PID) process via the four NHS England Regions. Bids should come 

through the host CCG commissioner of the TCP or individual CCG organisations and 

any funding agreed would be used to give grants to support the transforming care 

agenda. There will also be revised national principles/guidance, potentially including 

support for home ownership.  Funding will be made available from 1st April 2016. 

 

In 2016/17, funding of £20 million has been made available at an NHS England 

Region level to the programme. 

 

 

12. How are capital receipts considered in the capital arrangements? 

 

Capital receipts will be managed at Region level. To enable the recycling of these 

funds, commissioners would use the existing capital business case and PID process 

(via Regions) which will contain some revised national principles/guidance for 

learning disability capital schemes.   

 

13. What happens if there is a dispute amongst TCP partners on activity and 

financial plans? 

 As part of the assurance process, regional (and national) involvement can take place 

to understand the issue and propose next steps. We intend setting out national 

 guidance on how this will be managed. TCP partners should be mindful of the 

principles and aims of the Transforming Care programme, which is focused around 

the development of person-centred services and whole system solutions, with the 

person and their family at the centre, rather than individual agencies, accountability 

and funding. 

14. Can you clarify the information governance (IG) issues that need to be 

considered in the transforming care work? 

 There may be IG issues or complexity that TCPs may need help or guidance such 

 as: 

 The proposed sharing of funding with local authorities 

 The linking of data sets for cost and activity analysis 
 

 It is likely that the transactions, budgeting and pooling required will prompt finance 

 teams to seek personal data (who was treated, what were they treated for, what was 

 the cost) to validate invoices, approve spend and manage budgets. This is a 

 secondary use of healthcare data, complex (outside of the HSCIC) and will require 

 local organisations to undertake significant work to discharge (fair processing, patient 

 objection management, and data analysis). Where organisations use non-identifiable 

data  this will not be an issue but experience suggests that this requires work. This is 
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 particularly complex across health and local authorities due to different legal 

 frameworks). 

 Please note: linking data across services to examine cost and activity requires 

 considerable planning, work and governance. Organisations should seek the support 

 of their local information governance resource, the input of their informatics teams 

 and the latest guidance published by the Information Governance Alliance in order to 

 enable appropriate information sharing. Details about the IGA can be found at: 

 http://systems.hscic.gov.uk/infogov/iga 

 

15. Who can we contact for help with any further financial queries? 

 

Financial queries should be emailed to: Tim.heneghan@nhs.net 

  

http://systems.hscic.gov.uk/infogov/iga
mailto:Tim.heneghan@nhs.net
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Annex A 

‘Who Pays’ amendment to the section on ‘persons detained under 
the Mental Health Act 1983’  
 

1. Paragraphs 33 and 34 of the August 2013 ‘Who Pays’ document has been 
replaced by the following sections (in italics below) effective from 1st April 2016. 
 

‘’If a person is detained for treatment under the Mental Health Act 1983, the 
responsible commissioner will be as set out in paragraph 1 of the ‘who pays’ 
guidance. Every effort should be made to determine GP practice registration 
or establish an address where they are usually resident, but if this fails and 
the patient refuses to assist, then as a last resort the responsible 
commissioner should be determined by the location of the unit providing 
treatment.  

It is the duty of both the CCG and the appropriate local authority to 
commission after-care services for those persons discharged from hospital 
following detention under one of the relevant sections of the Mental Health 
Act. The responsible CCG should be established by the usual means (see 
paragraph 1) for their typical secondary healthcare. However, if a patient who 
is resident in one area (CCG A) is discharged to another area (CCG B), it is 
then the responsibility of the CCG in the area where the patient moves (CCG 
B) to jointly work with CCG A, who will retain the responsibility to pay for their 
aftercare under section 117 of the Act as agreed with the appropriate local 
authority. The purpose of this is to ensure that the person has access to local 
clinical support and advice in the area they will be moving to (CCG B), whilst 
remaining the commissioning responsibility of the original CCG (CCG A).  
 
If a detained person who has been discharged, and is in receipt of services 
provided under section 117 of the Mental Health Act, is subsequently 
readmitted or recalled to hospital for assessment or treatment of their mental 
disorder, the responsible CCG will continue to be the CCG that is currently 
responsible for funding the aftercare under section 117 (except where the 
admission is into specialised commissioned services).  
 
If a detained person who was registered with a GP in one area (CCG A) is 
discharged to another area (CCG B) and is in receipt of services provided 
under section 117 of the Mental Health Act) is subsequently readmitted or 
recalled to hospital for assessment or treatment of their mental disorder, it is 
the responsibility of CCG A to arrange and fund the admission to hospital 
(except where the admission is into specialised commissioned services). 
Furthermore, the originating CCG (CCG A) would remain responsible for the 
NHS contribution to their subsequent aftercare under S117 MHA, even where 
the person changes their GP practice (and associated CCG). 

   
The table below should provide a useful distinction of the changing 
commissioner responsibilities for patients discharged under section 117. 
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 Patients discharged pre 1 April 2013 come under the pre August 2013  

PCT Who Pays Guidance and the legacy/originating CCG continues to 

be responsible for subsequent compulsory admissions under the MHA, 

and current and subsequent S117 services until such time as they are 

assessed to no longer need these services. 

 Patients discharged between 1 April 2013 and 31 March 2016 fall 
under August 2013 Who Pays Guidance –CCG B would be responsible 
if a patient is discharged into a location in CCG B and registers with a 
GP in CCG B. 

 New revised guidance from 1 April 2016 will revert back to the pre 1 
April 2013 position where the legacy/originating CCG continues to be 
responsible in most cases.’’ 
 

 

  


