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The national leaders in health creation 

changing the way change happens 

 

The 10 Year Health Plan: Fit for the Future 

How might it be different this time? 

 

In commentating on the 10 Year Health Plan, many people have said: ‘None of this is 
new’ … ‘It’s what happens next that counts’ … ‘What is going to be different this time? ’ 

Rather than provide a formal critique of all aspects of The Plan, The Health Creation 
Alliance (THCA) has taken the decision to respond by offering our reflections on some 
key actions that those involved in implementing The Plan might take to enhance and 
embed health creating relationships, create an ecosystem of formal and informal 
provision and drive better health and health equity.  

In doing so, we have drawn on THCA’s ‘community lens’ insights gathered over the last 
10 years – from deep listening to our diverse pioneering members, from research we 
have undertaken and from work on the ground to embed health creation.  

 

Seven actions that will make a difference  

• Action 1: Hold meaningful conversations with communities in every neighbourhood 
• Action 2: Cross-sector leadership for the development of Neighbourhood Health 

Services and Neighbourhood Health Centres  
• Action 3: Define ‘hospital to community’ as better access to better health and 

healthcare for everyone    
• Action 4: Adopt a ‘preventative and health creation’ principle that works for everyone   
• Action 5: Devolve resources through neighbourhood commissioning to create a 

dynamic neighbourhood ecosystem of grass-roots and social determinants plurality of 
provision  

• Action 6: Use digital and AI to make time for health creation   
• Action 7: Adopt measures of relationship quality and metrics that matter to people  

For further information please contact Stephanie Lee: 
stephanie@theheatlhcreationalliance.org  

 

mailto:stephanie@theheatlhcreationalliance.org
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Introduction  

On 3 July 2025, the Government published a 10 Year Health Plan for England setting out its 
ambitions for the NHS over the next 10 Years.  

The Plan makes it clear that the NHS must not leave behind those that need it most but must 
reform to continue to serve everyone well. It is ‘a means of redistributing power in our society’, 
‘to put power in patients’ (people’s) hands’, for giving ‘the most disadvantaged communities’ 
agency and opportunities that better off citizens take for granted, and that ‘social justice runs 
through it’.  

Reducing health inequity – improving the health of people and communities who currently have 
the worst health outcomes at a faster rate to narrow the gap between them and those with the 
best health outcomes – will require a shift in power and more sharing of power with 
communities, so that they are seen as part of the system, not separate from it. Increasing 
community agency is an essential part of enabling communities to take action to create health, 
to access both healthcare and those things that make and keep them well and to address the 
social determinants of their health.  

The shift to health creation is already happening in some places and it is important that this is 
protected and enabled to continue. The Plan contains many opportunities to take this further. If 
health creation principles and goals are built into these opportunities from the start, 
implementation of The Plan  will help create the conditions for more equal health outcomes and 
a healthier population.  

Drawing on THCA’s ‘community lens’ insights gathered over the last 10 years we put forward 
seven actions that will help to make a difference to implementation of The Plan. In this 
statement, we place a particular focus on ‘neighbourhood health’ as an important new level of 
possibility where the relationship between communities, the NHS and local partners can be 
reset and nurtured, supported by decisions made and actions taken by Health and Wellbeing 
Boards, Integrated Care Boards, Mayoral Combined Authorities and Integrated Health 
Organisations. 

Why health creation will support delivery of The Plan 

The imbalances of power and social injustices, that lie behind many forms of inequity and that 
cause avoidable ill health, have the effect of pushing people and communities apart from each 
other. Psychosocial processes and practical difficulties linked to poverty, trauma, 
discrimination often lead to people becoming disconnected and isolated – from each other and 
from services. This leads both to poorer community health and inequitable access to 
healthcare.  

However, when community members connect constructively – with each other and with 
services – this has a positive impact on their health and wellbeing. This can be both: 

• Indirect – being meaningfully and constructively Connected helps people to build 
Confidence and this helps them take Control of their lives and environments (these are the 
3Cs of health creation); when this happens people’s health and wellbeing are enhanced  
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• Direct – through better connection with formal healthcare and other services, alongside and 
supported by community-led (informal) sources of support, information and signposting  

People (patients) who live in communities with the worst health outcomes crave a different, 
more respectful, trauma-informed and more equal relationship with the NHS and other local 
services.  

Once meaningful, trusting and constructive community connections have been made within 
communities and between systems and communities, and as long as there is a willingness to 
develop suitable infrastructure and mechanisms to continue the conversation and maintain an 
equal power dynamic, it becomes possible to reshape services and systems and create a new 
ecosystem in which formal services and informal community-led activities work together to 
create health and keep people well.  

This is what a future NHS, working as an equal partner with communities and other local 
partners, must now deliver for a more healthy and sustainable future for everyone.  

Health creation is the process through which people and communities gain a sense of purpose, 
hope, mastery and control over their lives and environments. When this happens their health 
and wellbeing are enhanced.  

 

Drawing on THCA movement-member insight and research  

 

This THCA publication Creating community spaces for 
patient and community wellbeing is based on research 
undertaken for NHS Property Services. It contains many 
insights into what communities want from spaces and is a 
valuable resource for anyone involved in creating a 
Neighbourhood Health Service or a Neighbourhood Health 
Centre.   

We have also drawn on THCA’s 2024 Manifesto for whole 
system change  

 

 

Two further THCA publications that contain helpful insights and from which quotes are taken 
throughout this response include:  

• Sustainability Leading to System Change from the national Core20PLUS Connectors 
Programme 

• PCNs and place based working to address health inequalities; a partners’ perspective   
supported by the Health Foundation  

  

https://thehealthcreationalliance.org/wp-content/uploads/2022/10/THCA_Creating-community-spaces-for-patient-and-community-wellbeing_October-2022-1-1.pdf
https://thehealthcreationalliance.org/wp-content/uploads/2022/10/THCA_Creating-community-spaces-for-patient-and-community-wellbeing_October-2022-1-1.pdf
https://thehealthcreationalliance.org/manifesto/
https://thehealthcreationalliance.org/manifesto/
https://thehealthcreationalliance.org/wp-content/uploads/2025/03/Core20PLUS-Connectors-Programme_Sustainability-Leading-to-System-Change-final-1.pdf
https://thehealthcreationalliance.org/wp-content/uploads/2021/04/PCNs-and-place-based-working-_addressing-health-inequalities-in-a-COVID-19-world_FINAL_1-April-2021.pdf
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A note about language  

Neighbourhood Health Services and Neighbourhood Health Centres: In this response we 
have used the acronym NHS/NHC when referencing to Neighbourhood Health Services and 
Neighbourhood Health Centres together or interchangeably. Where we are referring specifically 
to one or other them – because developing them as separate things could support health 
creation – we will write them out in full.   

Communities with poor health outcomes: The Plan references ‘disadvantaged communities’ 
but our community members tell us that using this term or ‘deprived communities’ is 
stigmatising for them. Instead, we tend to use the term ‘communities with the poorest health 
outcomes’ because it is a fact that can be evidenced using various forms of data.  

 

Seven actions for health creating neighbourhood health services    

 

1. Hold meaningful conversations with communities in every neighbourhood  

“You need to be in the forum, to be in the conversations for all  the other possibilities to emerge. 
It’s good to talk! You find out things and that helps you to develop further”. 

A Clinical Director contributor to THCA research: PCNs and Place-Based Working 

 

“Go to the barber shops, parks, temples, mosques – the places where people reason with each 
other. Stop going to the hospital, job centres, GPs [to find out what people think].” 

Community contributor to THCA research: Creating Spaces for community and patient 
wellbeing 

 

The starting point for Poverty Truth Commissions’ is ‘nothing about me without me is for me’? 
This needs to be the starting point for all NHS/NHCs.  

The Plan contains new mechanisms for placing power in individual patients’ hands, such as 
greater use of personal health budgets, Patient-Reported Experience Measures (PREMs) and 
Patient-Reported Outcome Measures (PROMs) to direct funding flows and ‘Patient Power 
Payments’. These are largely technological, transactional fixes for individuals; their impact on 
services and health inequity is not known.  

Conversations with communities – which are ‘patients en masse’ – can be a very powerful 
mechanism for shaping a more appropriate service offer and driving better health and wellbeing 
in every neighbourhood. With skilled facilitation and especially were led, or co-led, by 
community leaders, they can provide a huge amount of intelligence – about access to 
healthcare and what will help to create community health. For example they can inform 
commissioners about: 
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• what health activity and community spaces already exist in a neighbourhood and how 
useful it is 

• what additional services and activities will work, particularly for communities with poor 
health outcomes 

• how the NHS/NHCs might coordinate and complement existing provision, rather than risk 
duplicating or leaving gaps 

Genuine conversations can also help to build trust between communities and service providers. 
They can become a form of ‘deep democracy’ which is a highly effective, sustainable model for 
change; coproduction is very useful but typically does not go far enough.   

There are many existing local forums and community groups that could be convened to hold 
these community conversations. They include Community Assemblies, People’s Parliaments, 
Residents’ Groups, Neighbourhood Planning Groups, Patient Participation Groups. Local 
authorities often know where these groups meet and how to connect with them but not always. 
Where there is no obvious forum, local community groups might be supported to come together 
to create an approach to engaging with communities to enable listening. A good way to build 
trust with some communities is via the groups to which they belong (whether that is a 
geographical community or a community of identity) and this means reaching out to the places 
people congregate. 

Those commissioned to establish the NHS/NHCs should be required to demonstrate how they 
have listened to local people and used their input to shape the new NHS/NHCs before they are 
established, during the process of establishing them and continuing after their development. 
This is how neighbourhood leaders ensure engagement that will improve health… rather than 
disengagement that will turn people off. It is the basis on which better health can be built.  

 

2. Cross-sector leadership for NHS/NHCs development  

“The social prescribing link worker is the connector at the operational level… But the strategic 
role… there’s a gap between the clinical director and the strategic level. The strategic 

understanding has to come first. Being together opens up the possibility for new pathways and 
they are being worked through with individuals”. 

Local Authority communities lead, contributor to THCA Research: PCNs and Place-Based 
Working 

The Secretary of State’s intention for The Plan to be a plan for health, not just for the NHS, can 
only be realised if the full range of sectors that create health or prevent ill health are involved in 
the development of the NHS/NHCs.  

This includes both community leaders and organisations that offer ‘social determinants 
prevention’ (not just ‘clinical prevention’ which is the focus in The Plan). ‘Plurality of leadership’ 
at the neighbourhood level is critical if the ambition for more equal health outcomes and a 
healthier population are to be realised. 
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Those commissioned to establish the NHS/NHCs should be required to establish cross-sector 
leadership teams, that include community leaders, and demonstrate how they are enabling a 
greater plurality of provision at the place and neighbourhood level.  

 

3. Define ‘hospital to community’ as better access to better health and healthcare for 
everyone    

“A lot of communities have had such a lot taken away. The trust is gone... people think it’s a fad.”  

Contributor to THCA Research: Creating Spaces for community and patient wellbeing 

There is some confusion in the rationale for establishing a NHS/NHC in every neighbourhood as 
a means of making the shift from hospital to community. From a geographical standpoint – 
bringing care closer to people or ‘closer to home’ – this rationale does not stand up; it could 
mean care further away for some people who already live close to a hospital.  

From the perspective of communities with poor health outcomes, the prize is to make access to 
healthcare and to health (the range of things that will make and keep people well) easier and in 
settings outside hospital. It means thinking about how to improve the health of people who 
rarely attend appointments or who are not registered with a GP as well as those who are 
frequent attenders.  

There is currently a very large trust deficit between communities with the poorest health 
outcomes and statutory services, including the NHS; the reason some people stay away. People 
want a different relationship with the NHS, not just a new treatment centre.  

People are much more likely to access healthcare if they are well connected and confident 
within their own community, if they feel respected as people and if they are able to access 
healthcare at the same venues they already identify with and that are familiar to them. For 
example, community hubs where they might take their children to after-schools clubs, use the 
food bank, attend a class, meet people they identify with.  

 

4. Adopt a ‘preventative and health creation’ principle that works for everyone   

“Around 2000 people/week use the centre. Many would see a doctor or nurse in a community 
setting but many dread going to the GP surgery or other places for treatment. There are a lot of 

stressed Mums who will talk to community centre staff but won’t go to the doctor because they 
don’t want to be prescribed anti-depressants. If you had a nurse once a week we could offer 

them reassurance and say … ‘Come in tomorrow, I’ll make you an appointment’”. 

Community Centre Manager contributor to THCA research: PCNs and Place-Based Working 

The Plan sets a new ‘preventative principle’ for care to happen as locally as it can: digital-by-
default, in a patient’s home where possible, in a neighbourhood health centre when needed, in 
a hospital if necessary.  
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Some amendments to this principle would improve accessibility for more people; digital where 
preferred (not by default)… and the addition of ‘in a community setting’ where this will make the 
difference between people attending or not.   

 

Proposed ‘preventative and health creating principle’: 

• Digital – where preferred  
• In a person’s home where possible 
• In a community setting – where engagement is possible   
• In a neighbourhood health centre when needed  
• In a hospital if necessary  

 

The Neighbourhood Health Service could easily offer to make some healthcare appointments 
and services available in a range of community centres (community-owned) where members of 
the community feel safe and in familiar surroundings and this could have a number of benefits. 
It could:   

• Enable people who are not on NHS registers, or who do not typically attend formal 
appointments for a range of reasons, to access the care they need 

• Support trust-building between NHS and communities as use of space is negotiated  
• Deepen understanding of community preferences, confidence levels and how communities 

function  
• Support the local economy and community-led development by providing a revenue stream 

that can be invested in community-led services as space in community centres is paid-for 
by the NHS  

• Help to bridge between formal healthcare and informal health-creating activities enabling 
people to access many things that will help them to build better health 

• Enable more children and young people living in communities with poor health outcomes to 
see themselves as potentially having a career within the NHS  

Ideally NHS/NHCs would span multiple sites, some of which are in existing community spaces. 
If they are not, then it will be difficult to attract people who are already distrustful of services to 
attend a new Centre.   

 

5. Devolve resources through neighbourhood commissioning to create a dynamic 
neighbourhood ecosystem of grass-roots and social determinants plurality of provision  

“There’s money swimming about in the health system but spending it in such a way that we get 
these communities developed … Communities need paid roles. There’s a lot of discussion 

about ‘how do we deal with health inequalities’? We’re not going to get very far if we don’t have 
any resources to do it”. 

Community Development Worker in a PCN. 
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One of the big opportunities for NHS/NHCs is to give people better access to solutions for the 
things that are causing them avoidable ill health. Given that 80% of our health is unrelated to 
treatments or healthcare, it is critical that the NHS/NHCs are truly cross-sector, focused on 
creating health as much as fixing ill health, and able to work strategically with communities and 
partners to design new pathways that can connect people to a very broad range of solutions.  

Resources must be devolved and a new style of commissioning developed at place and/or 
neighbourhood level that is capable of spotting and investing in small grass-roots organisations, 
community assets and parts of the system that are already making a difference to community’s 
health through health creation and enabling their work and approach to grow. This 
neighbourhood level commissioning needs to help create the ‘plurality of provision’ that The 
Plan talks about by small providers at the sub-neighbourhood level.  

Commissioning is needed to invest in communities, offering opportunities for remunerated and 
not just voluntary roles, through: 

• Community-led grass-roots organisations  
• Community-led social enterprises such as grounds maintenance 
• Larger community-led groups that demonstrate health creating principles in how they work 

with communities  
• Local partners that could offer more – such as housing organisations that work with 

communities to enhance health and wellbeing and who could offer services across a wider 
geography  except, they cannot justify spending tenants’ rents on wider community health 
and wellbeing  

• Health creating assets that are of high value to communities and that are accessed by 
people enabling them to take control of their lives and attain their right to the best possible 
health. Communities are best placed to identify assets ‘high value’ assets so investment 
must be guided by community conversations. Asset-mapping must be led by communities. 
These assets typically include:  
➢ Human assets – community networks, groups, peer-relationships  
➢ Basic assets – such as healthy food, clothes, warmth   
➢ Physical assets – e.g. community centres that are valued places for connecting 
➢ Creative and leisure assets – such as art groups, community choirs, dancing    
➢ ‘Health’ assets – such as green spaces, gyms,  
➢ Human rights – including our human social right to health 

Commissioning could be shaped by mechanisms such as: 

• Participatory Budgeting, a democratic process in which community members decide how to 
spend part of a public budget  

• Collaborative commissioning methods  
• Match-funding to get behind community-led projects to augment community-secured funds  
• Small budgets to support organisations to resource the very small things as a matter of 

course because having the flexibility to respond to specific needs in the moment will save 
money 
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Actively shaping a new local ecosystem that better balances the treatment of illness, prevention 
of ill health and the creation of health, while also decommissioning some existing services that 
are poor value or that inadvertently increase health inequity or healthcare inequality, will make 
it possible to help more people to access their human social right to good health by 
constructing their own ‘social pathway’ to good health, supported by people in some of the 
roles already described.   

 

6. Use digital and AI to make time for health creation   

Much of the ‘digital shift’ described in The Plan makes sense and is overdue.  

However, digital is far from a panacea and some of the claims in The Plan are overblown. While 
better use of technology and AI can be an enabler for the health system, it can never be a 
wholesale solution without leading to much greater health inequity. Digital exclusion is a big 
challenge and barrier to many people accessing health and other services that are becoming 
increasingly ‘digital by default’. People living in poverty cannot always afford to make payments 
on their mobile phone accounts and the Total Triage approach simply does not work for many 
people whose lives are complex.  

The shift to digital access to healthcare and use of AI must been understood principally as 
enabling three things: 

• offering people who can and who want to modernise their access to health and healthcare 
new possibilities   

• a potential mechanism for enabling analysis of community conversations and participatory 
engagement (see Action 1)  

• a means of freeing up time for health workers to spend more time working in a health 
creating way with communities  

Ways in which time might be well-spent on health creating activity include (for example): 

• More time spent in conversation with local community groups and forums, listening and 
responding to their concerns  

• Clinics within community settings  
• ‘Protected connecting time’ allowing clinical staff to spend 2-4 hrs/week with local 

communities 
• Support for local groups and partnerships that are creating the conditions for people to be 

well    
• More home visits to understand patients within their home setting  
• Building more strategic-level relationships with community leaders and other statutory 

partners, such as housing and citizens’ advice  
• Forging of deeper partnerships and collaborations to raise issues with Mayoral Combined 

Authorities to proactively address health inequity   
• More time for conversations that go beyond a person’s medical condition and enable a 

greater appreciation of the networks they are part of and their lives as a whole 
• Advocacy where appropriate and necessary  



10 
 

• Spotting and removing barriers to community health creation 

 

7. Adopt measures of relationship quality and metrics that matter to people 

“You don’t need more research, you need to change the way you do research.” 

ICS Contributor to THCA research: Sustainability for System Change 

The Plan contains the intention for the NHS/NHCs to partner with a range of charities to deliver 
new, formal support that helps people with a new diagnosis to manage their condition and live 
their lives. However, informal community-based activities are not listed, perhaps due to 
concerns about how the outcomes might be measured. 

Health creating activities can be assessed through different types of measures including 
measures of relationship quality, which we know is an indicator of health.  

There are at least three types of measure already available that need to be used more 
frequently:  

• Measures and metrics that mean something to local people; there is evidence that where 
people choose or help to develop metrics to measure success, they can translate into 
positive behaviours. For example, hoarders prefer photos of ‘how cluttered the room is’ on a 
scale of 1 to 10 compared to standard medical measures like QALYs, because they are 
simple and they provide an incentive to ‘do better’  

• Measure of a health creating activity; by assessing the quality of the relationships against 
each of the six features of health creating relationships – listening and responding, truth-
telling, strengths-focus, self-organising, reciprocity and power-sharing – on a scale of 1-10, 
it is possible to gain a picture of how well a local community activity is being led in order to 
consciously create health (THCA has a diagnostic on this) 

• Measure of community health: in addition to using the six features (outlined above) it is 
possible to measure social capital by using ONS measures. This gives an indication of the 
health of a community 

Communities can quickly learn to use these tools themselves and this often boosts their 
confidence to take further action.  

While evidence of health outcomes from specific interventions can take years to emerge, rapid 
measures of relationship quality offer a strong indicator of a healthy service or system.    

 

Some pioneering leaders who are leading, adopting and embedding health creation 

“The more allies you get, the more it becomes the norm to think like this” 

Contributor to THCA research: Sustainability for System Change 
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Many pioneering health creation leaders – both within and outside the NHS – are already 
working towards them.  

A selection of individuals who are well 
known to Centre/NHS 
 
• Dr Gill Orrow, Surrey  
• Dr Andy Knox, Lancs and S Cumbria  
• Dr Vikesh Sharma, Hackney  
• Samira Ben Omar 
• Warren Heppolette, GM 
• GM LiveWell 
 
 
 

A selection of Health Creation Award Winners 
and Runners-Up, 2016-2022 
 
• Dawn Shepherd, Dartmouth Community Trust 
• Social Enterprise Kent 
• Manchester Settlement  
• Kirkham Henry Performing Arts   
• The TR14ers supported by David Aynsley  
• Bolton at Home  
• Foundation for Change 
• The Croquet Café, Isle of Wight 
• Migrant Health Service Northandon Group 
• Mid and East Antrim Agewell Partnership 
• Intergenerational Music Making 
• Onward Homes 
• East Sussex Children´s Hospital 
• Adley Pharmacy Health Centre 
• Sheffield Flourish Community 
• Mental Health Concern 
• Walsall Housing Group 
• Thanet Working Group 
• Impact Initiatives 

 


