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This joint briefing from the Centre for Mental Health and the Mental Health Foundation sets out our shared calls 

for how the Health and Care Bill could be improved to promote better mental health for all. 

Since 1949, the Mental Health Foundation (MHF) has been the UK’s leading charity for everyone’s mental 

health. With prevention at the heart of what it does, MHF aims to find and address the sources of mental health 

problems so that people and communities can thrive. 

Centre for Mental Health (CMH) is an independent not-for-profit organisation dedicated to eradicating 

inequalities in mental health. The Centre’s research, analysis and evaluation work seeks to inform policy and 

change practice in pursuit of social justice and equality for mental health. 

 

 
The Health and Care Bill 
The Health and Care Bill is driven by the requirements of the NHS to put into law the informal structures that it is 
currently using to promote partnership working. It legislates for Integrated Care Systems (ICSs), made up of two 
structures: Integrated Care Boards (ICBs) and Integrated Care Partnerships (ICPs).  
 
ICBs will take on the commissioning functions of Clinical Commissioning Groups (CCGs) and some of NHS England’s 
functions, whilst ICPs will be tasked with developing a strategy to address local health, social care and public 
health needs. 

 
The Bill has a clear focus on the clinical treatment of disorders and is unambitious on prevention; it will do little to 

rebalance the system towards a greater focus on preventing mental health problems and providing much earlier 
support when people begin to experience mental distress. 
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Summary of recommendations 
 
1. Public mental health and the voluntary and community sector 

Whilst the Bill includes aspirations towards population health, it does not mandate the involvement of public 
health experts in ICPs, despite the Government’s clear intention that this should be the case. Neither does it 
recognise the importance of the voluntary and community sector by mandating that they have formal roles in 
the new structure.  
 
Recommendation: To ensure effective decision making on public mental health, public health representation 
should be mandated on ICPs. Mandating the involvement of voluntary and community sector representatives 
would also help to focus partnerships on responding to the needs of their community, including its most 
marginalised members. We are therefore supportive of the below amendment: 
 

BARONESS WALMSLEY 
  
Page 29, line 20, at end insert “which must include one member with local 
responsibility for public health and at least one member who can demonstrate 
that they are able to represent local voluntary sector organisations.”  
  
Member’s explanatory statement  
This amendment would ensure that appropriate expertise in public health and 
voluntary organisations is represented on the integrated partnership committee. 

  
2. Inequalities  

The Bill only partially addresses health inequalities. It focuses on access to services, and the outcomes which 
services achieve. But it places no duty at all on ICBs to address underlying health inequalities: a fundamental 
element of public mental health.  
 
Recommendation: The Bill should be amended to ensure that NHS England and integrated care boards 
prioritise action to reduce health inequalities in the populations they serve. We strongly support the following 
amendments: 

BARONESS THORNTON 
LORD PATEL 
BARONESS TYLER OF ENFIELD 
LORD KAKKAR 
 
Page 3, line 15, at end insert— “(d) health inequalities.”  
 
Member’s explanatory statement  
The amendment would extend the triple lock to specifically require NHS England to have regard to the 
likely effect of decisions in relation to the need to reduce health inequalities. 
 
LORD PATEL 
BARONESS TYLER OF ENFIELD 
LORD KAKKAR 
  
Page 18, line 26, at end insert— “(d) health inequalities.”  
 
Member’s explanatory statement  
This amendment would modify the triple aim to explicitly require Integrated Care Boards to take account 
of health inequalities when making decisions. 
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BARONESS WALMSLEY 
 
Page 16, line 33, at beginning insert “assess and” 
 
Member’s explanatory statement 
This amendment would ensure action to reduce health inequalities is based on accurate information 
about inequalities in the local area.  
 
LORD PATEL 
BARONESS TYLER OF ENFIELD 
LORD KAKKAR 
 
Page 16, line 36, at end insert— “(c) implement systems to identify and monitor inequalities in physical 
and mental health between different groups of people within the population of its area.”  
 

We are also supportive of Lord Patel and Baroness Walmsley’s amendment which would give NHS England a 
statutory duty to publish guidance on how NHS bodies should collect, analyse, report and publish performance 
data on factors and/or indicators related to health inequalities. 

 
3. Parity of esteem  

At present, there is no assurance in the bill that mental health will be given equal precedence with physical 
health in integrated care systems or by NHS England. 
 
Recommendation: The Bill should be amended to give an explicit assurance that NHS England and integrated 
care boards will give equal precedence to mental and physical health, backed up by annual reporting nationally 
and at system level on progress achieved. We strongly support the following amendments: 

BARONESS HOLLINS 
BARONESS TYLER OF ENFIELD 
Page 3, line 7, after the first “the” insert “physical and mental” 
 
BARONESS HOLLINS 
Page 3, line 18, after “of” insert “physical and mental”  
 
Page 16, line 34, after “access” insert “physical and mental” 
 
 Page 16, line 36, after “of” insert “physical and mental”  
 
BARONESS HOLLINS 
BARONESS TYLER OF ENFIELD 
Page 18, line 18, after the first “the” insert “physical and mental”  
 
Page 18, line 23, after the first “of” insert “physical and mental” 
 

 
These amendments would require Integrated Care Boards to prioritise both the physical and mental health and 
well-being of the people of England and to work towards the prevention, diagnosis or treatment of both 
physical and mental illness, replicating the parity of esteem duty as introduced in the Health and Social Care 
Act 2012. 
 
We also support similar amendments relating to NHS Trusts and NHS Foundation Trusts; for the Secretary of 
State and each Integrated Care Board to be required to produce an annual report on the progress they are 



   
 

4 
 

making towards achieving parity of esteem for mental health; and for each ICB to have at least one member 
representing a local NHS mental health trust. 

 
4. Place-Based Partnerships 

Integrated Care Systems have already begun to take a lead role in decision-making and planning of health 
services across the country. In almost all cases, they are not well aligned with local government areas, and 
most cover large populations. This is taking power and decision-making further from local communities, leaving 
smaller voluntary and community organisations without a voice in the new arrangements. 

 
Recommendation: Place-Based Partnerships would enable decision-making to be delegated to areas that align 
with upper tier local authority boundaries within an ICS. Putting these on a statutory footing will create clear 
accountability for these new arrangements. We support the amendment tabled by Lord Hunt of King’s Heath 
and Baroness Tyler of Enfield to put Place-Based Partnerships on a statutory footing. 

 
5. Non-Surgical Cosmetic Procedures 

We are supportive of Baroness Merron’s amendment, which would give the Secretary of State the power to 
introduce a licensing regime for aesthetic non-surgical cosmetic procedures and make it an offence for 
someone to practise without a licence. At present, this unregulated industry can have significant negative 
effects on people’s mental health. 

 
 

 
1. Public mental health and the Health and Care Bill 

There is an enormous and growing number of people with mental health problems in the country, and we 
cannot simply use the NHS to treat our way out of this situation. Instead of waiting for people’s mental 
health problems to develop, worsen, and require clinical support, we need a public health approach that views 
the population’s mental health as an asset to be nurtured.1   
  
Whilst we remain in the pandemic and look towards recovery over the coming years, it is more important than 
ever that we redouble our efforts to protect the public’s mental health.  
 
The Health and Care Bill is not primarily intended to focus on public health. Its principal focus is on 

clinical provision: it seeks to remove barriers to joined-up working between GPs, hospitals, and 

community services, and to provide a legislative basis for elements of the NHS long term plan. 

However, its ambition for stronger integrated working includes public health, and it is critical that 

public mental health should explicitly be part of this. 

Many of its provisions are concerned with putting Integrated Care Systems on a legislative footing; providing a 

structure for how they will function whilst also seeking to allow local flexibility. 

Integrated Care Systems will be composed of two bodies: 

• Integrated Care Boards (ICBs) 

• Integrated Care Partnerships (ICPs) 

 
1 The Foundation has set out the evidence on this topic in our paper Prevention and Mental Health. The Centre 
for Mental Health has set out what ICSs can do specifically in its briefing Better together: A public health model 
for mentally healthier integrated care systems. 

https://www.mentalhealth.org.uk/publications/prevention-and-mental-health-research-paper
https://www.centreformentalhealth.org.uk/sites/default/files/publication/download/CentreforMentalHealth_Briefing57_BetterTogether.pdf
https://www.centreformentalhealth.org.uk/sites/default/files/publication/download/CentreforMentalHealth_Briefing57_BetterTogether.pdf
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ICBs will take on the commissioning functions of CCGs and some of NHS England’s functions, but the 

Government has expressed its intention that they will have a broader remit than CCGs, with a governance 

model that ‘reflects the need for integration and collaboration across the system’.2 

ICPs will be tasked with ‘developing a strategy to address the health, social care and public health needs of its 

system’.3  

This section sets out ways in which the Government’s plans could be strengthened to ensure that a public 

mental health approach is embedded in the new structures.  

 
Public health representation on ICPs 
The explanatory notes to the Bill state ICPs will be required to include public health representatives:  

Each ICB and its partner local authorities will be required to establish an ICP, bringing 

together health, social care, public health (and potentially representatives from the wider 

public space where appropriate, such as social care providers or housing providers).4 

[emphasis added] 

This would be welcome; such involvement would be an important way of ensuring that public 

health expertise informs decision making. The legislation does not go as far as the explanatory 

notes suggests, though, failing to list public health representatives as being required members of 

ICPs. Under Part 1, Clause 20, it states: 

(2) The integrated care partnership for an area is to consist of— 

 (a) one member appointed by the integrated care board,  
(b) one member appointed by each of the responsible local authorities, and 
(c) any members appointed by the integrated care partnership.5 
 

The lack of stipulation in this clause that public health representatives should sit on ICPs clearly contradicts 

the Bill’s explanatory notes and the intentions set out in them. 

 
Voluntary and Community Sector involvement 
We would also like to see Integrated Care Systems given a responsibility to work in partnership with voluntary 

and community organisations and to build the capacity of the sector.  

Statutory bodies currently have a mixed record in how far they enable voluntary and community organisations 

to develop and sustain their offer. This disadvantages many of the most marginalised communities, for whom 

effective support is often reliant on small organisations with limited and volatile funding. An effective public 

health approach to preventing mental health problems cannot be successful without the involvement of 

representatives from this sector. 

 

 

 

 
2 Explanatory notes, p.17 
3 Explanatory notes, p.17 
4 Explanatory notes, p. 17 
5 Page 29, line 16 

https://publications.parliament.uk/pa/bills/cbill/58-02/0140/en/210140en.pdf
https://publications.parliament.uk/pa/bills/cbill/58-02/0140/en/210140en.pdf
https://publications.parliament.uk/pa/bills/cbill/58-02/0140/en/210140en.pdf
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Recommendation: we support the following amendment. 
 
BARONESS WALMSLEY 
  
Page 29, line 20, at end insert “which must include one member with local responsibility for public 
health and at least one member who can demonstrate that they are able to represent local 
voluntary sector organisations.”  
  
Member’s explanatory statement  
This amendment would ensure that appropriate expertise in public health and voluntary 
organisations is represented on the integrated partnership committee. 
 

 
 
 

2. Inequalities  
Centre for Mental Health and the Mental Health Foundation welcome the provisions within the bill to ensure 

that NHS England, ICBs and NHS trusts and foundation trusts will address inequalities in both access to and 

outcomes from health services.  

We would like to see those provisions strengthened significantly to ensure that both new and existing 

statutory bodies take their responsibility seriously and that it is more than a passive, tick-box exercise. 

At present, the bill specifies that ICBs should take steps to reduce inequalities in access to health services and 

in outcomes from them, but it does not require them to address the underlying health inequalities themselves. 

Part 1, Clause 20 states that:  

“Each integrated care board must, in the exercise of its functions, have regard to the need to 

(a) reduce inequalities between patients with respect to their ability to access health services, and  

(b) reduce inequalities between patients with respect to the outcomes achieved for them by the provision of 

health services”6 

Centre for Mental Health research has shown that it is often groups of people with the poorest mental health 

who have the greatest difficulties getting access to health care that meets their needs and produces good 

outcomes.7 Unless an ICB is focused on which groups of people have the poorest health in the first place, and 

why this is the case, they will struggle to reduce the inequalities stemming from them and will be unable to 

tackle the causes of unequal health and wellbeing. 

The amendments below will help to ensure this happens in practice. They create an explicit duty on NHS 

England and each integrated care board to prioritise action to reduce health inequalities, with a focus for ICBs 

on assessing and taking action on health inequalities in the populations they serve. Without these 

amendments, the Bill risks leaving this to chance, and potentially exacerbating inequalities. 

 

 

 

 
6 Page 16, line 30 
7 Commission for Equality in Mental Health (2020) Mental health for all? London: Centre for Mental Health 
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Recommendation: The Bill should be amended to ensure that NHS England and integrated care 
boards prioritise action to reduce health inequalities in the populations they serve. We strongly 
support the following amendments: 

BARONESS THORNTON 
LORD PATEL 
BARONESS TYLER OF ENFIELD 
LORD KAKKAR 
 
Page 3, line 15, at end insert— “(d) health inequalities.”  
 
Member’s explanatory statement  
The amendment would extend the triple lock to specifically require NHS England to have regard to 
the likely effect of decisions in relation to the need to reduce health inequalities. 
 
LORD PATEL 
BARONESS TYLER OF ENFIELD 
LORD KAKKAR 
  
Page 18, line 26, at end insert— “(d) health inequalities.”  
 
Member’s explanatory statement  
This amendment would modify the triple aim to explicitly require Integrated Care Boards to take 
account of health inequalities when making decisions. 
 
We also support similar amendments applying to NHS trusts and foundation trusts. 
 
BARONESS WALMSLEY 
 
Page 16, line 33, at beginning insert “assess and” 
 
Member’s explanatory statement 
This amendment would ensure action to reduce health inequalities is based on accurate 
information about inequalities in the local area.  
 
LORD PATEL 
BARONESS TYLER OF ENFIELD 
LORD KAKKAR 
 
Page 16, line 36, at end insert— “(c) implement systems to identify and monitor inequalities in 
physical and mental health between different groups of people within the population of its area.”  
 
We are also supportive of Lord Patel and Baroness Walmsley’s amendment which would give NHS  
England a statutory duty to publish guidance on how NHS bodies should collect, analyse, report 
and publish performance data on factors and/or indicators related to health inequalities. 
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3. Parity of esteem  
Despite the Government’s aspiration for mental health to have ‘parity of esteem’ with physical health, both 

prevention and treatment of mental illness remain underfunded compared to physical health. 

King’s Fund analysis has found that mental health makes up around 23% of the burden of ill-health in the UK, 

but only receives 11% of the spend.8 

The Bill will introduce a new ‘Triple Aim’ for the NHS, explained in the explanatory notes as below: 

We are proposing to introduce a new duty on NHS organisations to consider the 

effects of their decisions on the better health and wellbeing of everyone, the quality 

of care for all patients, and the sustainable use of NHS resources - the policy referred 

to in the White Paper “Working together to improve health and social care for all” as 

the “Triple Aim”.9 

This is stated in the Bill as follows: 

[…] Duty to have regard to wider effect of decisions 

 (1) In making a decision about the exercise of its functions, NHS England must have 

regard to all likely effects of the decision in relation to— 

 (a) the health and well-being of the people of England;  

(b) the quality of services provided to individuals— 

 (i) by relevant bodies, or 

(ii) in pursuance of arrangements made by relevant bodies, for or in 

connection with the prevention, diagnosis or treatment of illness, as part of the 

health service in England; 

 (c) efficiency and sustainability in relation to the use of resources by relevant 

bodies10 

The inclusion of the holistic term ‘well-being’ is welcome, although its exact meaning is subject to debate and 

clarity will be needed on how it is measured. Well-being is not the same as mental health (as clearly explained 

in the 2013 Annual Report of the Chief Medical Officer). To encourage parity of esteem between physical and 

mental health, the explicit term ‘mental health’ should also be used in the Bill. 

The NHS’s triple aim and other parts of the Bill setting out the NHS’s duties should be amended to bring the 

Bill into line with the Health and Social Care Act 2012. The 2012 Act was itself amended by Parliament to 

require parity of esteem from the NHS, and a cross-party group of MPs supported an amendment on this topic 

in the Commons.11 We hope that this issue can be supported and pushed further in the House of Lords. 

The amendments below will help to ensure fair treatment for mental and physical health in the reformed 

health and care system. Specifying that organisations’ duties apply to physical and mental health equally will 

bolster and extend recent progress in some areas to create a more level playing field. Requiring both the 

Secretary of State and each ICB to report annually on progress will provide essential accountability for this to 

 
8 King’s Fund analysis 
9 Explanatory notes, page 17 
10 Part 1, Clause 5 (page 3, line 5) 
11 Amendments 89 to 98, set out in the most recent Commons amendment paper. The amendments were supported by Sir Charles 
Walker, Rehman Chishti, Tony Lloyd, Henry Smith, Wera Hobhouse, Daisy Cooper Caroline Lucas, Theresa May, Dan Carden, Dan 
Poulter and Rob Roberts. 

https://www.gov.uk/government/publications/chief-medical-officer-cmo-annual-report-public-mental-health
https://www.kingsfund.org.uk/projects/verdict/has-government-put-mental-health-equal-footing-physical-health
https://publications.parliament.uk/pa/bills/cbill/58-02/0140/en/210140en.pdf
https://publications.parliament.uk/pa/bills/cbill/58-02/0183/amend/health_day_rep_1123x.pdf
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continue, while ensuring that at least one member of each ICB represents a local NHS mental health trust will 

ensure no board is left without a voice for these essential services. 

 

Recommendation: The Bill should be amended to give an explicit assurance that NHS England and 
integrated care boards will give equal precedence to mental and physical health, backed up by 
annual reporting nationally and at system level on progress achieved. We strongly support the 
following amendments: 

 

BARONESS HOLLINS 
BARONESS TYLER OF ENFIELD 
LORD PATEL 
Page 3, line 7, after the first “the” insert “physical and mental” 
 

 
BARONESS HOLLINS 
LORD PATEL 
Page 3, line 18, after “of” insert “physical and mental”  
 
BARONESS HOLLINS 

 
Page 16, line 34, after “access” insert “physical and mental” 
 
Page 16, line 36, after “of” insert “physical and mental”  
 

 
BARONESS HOLLINS 
BARONESS TYLER OF ENFIELD 

            Page 18, line 18, after the first “the” insert “physical and mental”  
 
Page 18, line 23, after the first “of” insert “physical and mental” 
 
Member’s explanatory statement 
These amendments would require Integrated Care Boards to prioritise both the physical 
and mental health and well-being of the people of England and to work towards the 
prevention, diagnosis or treatment of both physical and mental illness replicating the parity 
of esteem duty as introduced in the Health and Social Care Act 2012. 

 
We also support similar amendments relating to NHS Trusts and NHS Foundation Trusts, and for 
the Secretary of State and each Integrated Care Board to be required to produce an annual report 
on the progress they are making towards achieving parity of esteem for mental health: 

 
BARONESS MCINTOSH OF PICKERING 
BARONESS TYLER OF ENFIELD  
 
Insert the following new Clause — 
“Annual parity of esteem report: spending on mental health and mental illness 
Within six weeks of the end of each financial year, the Secretary of State must lay before 
each House of Parliament a report on the ways in which the allotment made to NHS 
England for that financial year contributed to the promotion in England of a comprehensive 
health service designed to secure improvement— 
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(a) in the mental health of the people of England, and 
(b) in the prevention, diagnosis and treatment of mental illness.” 
 
Member’s explanatory statement 
This new clause would require the Secretary of State for Health and Social Care to make an 
annual statement on how the funding received by mental health services that year from 
the overall annual allotment has contributed to the improvement of mental health and the 
prevention, diagnosis and treatment of mental illness. 

 
BARONESS MCINTOSH OF PICKERING 
BARONESS TYLER OF ENFIELD  
 
Page 25, line 14, at end insert— 
“14Z56A Report on assessing and meeting parity of physical and mental health outcomes 
(1) Each integrated care board must annually set out in a report the steps it has taken to 
fulfil its obligations to deliver parity of esteem between physical and mental health to its 
local population. 
(2) The report must set out— 
  (a) the number of patients presenting with mental health conditions, 
  (b) the number of patients presenting with physical health conditions,  
  (c) the number of mental health patients waiting for initial assessment, 
  (d) the number of physical health patients waiting for initial assessment,  
  (e) the number of mental health patients waiting for treatment, 
  (f) the number of physical health patients waiting for treatment, 
  (g) the number of mental health patients receiving treatment, 
  (h) the number of physical health patients receiving treatment, 
  (i) the number of patients readmitted to mental healthcare settings, and 
  (j) the number of patients readmitted to physical health care settings. 
(3) The report must set out performance against nationally set standards in both physical 
and mental health. 
(4) Each year the Secretary of State must lay before Parliament a consolidated report of all 
the reports made by integrated care boards under this section, and make a statement to 
each House of Parliament on the report.”  
 

LORD BRADLEY 
Page 137, line 30, at end insert— “(d) at least one member nominated by an NHS Mental 
Health Trust.” 

 

 

 

4. Place-Based Partnerships  
 

Integrated Care Systems have already begun to take a lead role in decision-making and planning of health 

services across the country. In almost all cases, they cover a larger area than clinical commissioning groups and 

are less well aligned with local government areas. We have already seen evidence that this is taking power and 

decision-making further from local communities, leaving smaller voluntary and community organisations 

without a voice in the new arrangements and with fewer opportunities to work alongside statutory-sector 

partners.12 

 
12 Allwood, L. and Bell, A. (2019) Arm in arm. London: Centre for Mental Health 
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We believe that decision-making in the NHS would be best located at a level coterminous with unitary and 

upper tier local authorities, with clear lines of accountability to Health and Wellbeing Boards and opportunities 

to plan, commission and deliver services together. The system proposed in the Bill allows for some level of 

mutual accountability between local authorities and integrated care systems, but there is an inbuilt inequity in 

both the size of most integrated care systems and the increasingly unequal financial positions of local councils 

and NHS bodies. 

 

Place-Based Partnerships would enable decision-making to be delegated to areas that align with upper tier 

local authority boundaries within an ICS. Putting these on a statutory footing will create clear accountability 

for these new arrangements. 

 

 

Recommendation: We strongly support the following amendment: 

LORD HUNT OF KINGS HEATH 
BARONESS TYLER OF ENFIELD 
 
Insert the following new Clause— 
“Place based integrated care and Primary Care Commissioning Boards 

(1) Each place based integrated care board is to be established by regulations made by the 
Secretary of State for an area within an integrated care board. 
(2) An order establishing a place based integrated care board must provide for the constitution 
of the board. 
(3) Before making, varying or revoking an order under this section, the Secretary of State must 
consult— 
    (a) the integrated care board in which the place based integrated care committee is intended 
to operate; 
    (b) the relevant local authority or local authorities; 
    (c) the integrated care partnership in which the place based integrated care committee is 
intended to operate;  
   (d) the local healthwatch organisations whose areas coincide with or fall wholly or partly 
within the proposed area of the place based integrated care board.  
(4) Members of the public living within the proposed area of the place based integrated care 
board.  
(5) The place based integrated care board may arrange under a scheme of delegation from the 
integrated care board for the provision of such services or facilities it considers appropriate for 
the purposes of the health service that relate to securing the improvement— 
   (a) in the physical and mental health of the people for whom it has responsibility, or 
   (b) in the prevention, diagnosis and treatment in these people.  
(6) In imposing financial requirements on integrated care boards under Section 223GB of the 
National Health Service Act 2006, NHS England may give additional directions in respect of 
placed based integrated care committees. 
(7) Integrated care boards may give place based integrated care board directions as to any of 
the functions to which it has given delegated functions. 
(8) The Schedule to the Public Bodies (Admission to Meetings) Act 1960 (bodies to which that 
Act applies) shall be amended as follows. 
(9) After paragraph 1(k), there shall be added the following sub-paragraph— 

“(l) Place Based Integrated Care Boards.”” 
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5. Non-surgical cosmetic procedures 

We are supportive of Baroness Merron’s amendment, which would give the Secretary of State the power to 

introduce a licensing regime for non-surgical cosmetic procedures and would make it an offence for someone to 

practise without a licence. 

 

BARONESS MERRON 
BARONESS FINLAY OF LLANDAFF 
 
Insert the following new Clause— 
 “Licensing of aesthetic non-surgical cosmetic procedures 
 
 (1) No person may carry on an activity to which this subsection applies— 

         (a) except under the authority of a licence for the purposes of this section, and  
(b) other than in accordance with specified training.  

(2) Subsection (1) applies to an activity relating to the provision of aesthetic nonsurgical 
procedures which is specified for the purposes of that subsection by regulations made by the 
Secretary of State.  
(3) A person commits an offence if that person contravenes subsection (1).  
(4) The Secretary of State may by regulations make provision about licences and conditions for the 
purposes of this section.  
(5) Before making regulations under this section, the Secretary of State must consult the 
representatives of any interests concerned which the Secretary of State considers appropriate. 
(6) Regulations may, in particular— 

(a) require a licensing authority not to grant a licence unless satisfied as to a matter specified 
in the regulations, and 
(b) require a licensing authority to have regard, in deciding whether to grant a licence, to a 
matter specified in the regulations.”  

 
Member’s explanatory statement  
This new Clause gives the Secretary of State the power to introduce a licensing regime for 
aesthetic non-surgical cosmetic procedures and makes it an offence for someone to practise 
without a licence. The list of treatments, detailed conditions and training requirements would be 
set out in regulations after consultation with relevant stakeholders. 
 

 

At present, anyone can provide these cosmetic procedures, which include botulinum toxin13 and dermal filler 

injections, meaning ‘cowboy’ operators thrive, often using dangerous practices and carrying out poor quality 

work. MHF is concerned about both the mental health impacts on individuals of receiving poor quality work, and 

that there are no processes to ensure that they are mentally prepared to undergo procedures in the first place.  

Regulation of this practice would have two important mental health benefits: 

- It would allow for a requirement of mental health screening and mandatory face-to-face consultations, in 

order to ensure that customers are really ready for the procedure they are undergoing, and that it is 

appropriate for them. 

 
13 Often known by the trademarked term ‘Botox’. 
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- It would allow for mandatory training for practitioners, improving their quality of work and reducing the 

number of people who feel that their appearance has been damaged, worsening their self-esteem and 

mental health.  

- It would also allow for a regime to be put in place to take action when things go wrong and the practitioner is 

at fault, by requiring appropriate insurance cover for practitioners. 

The amendment is in line with the recent findings of the APPG on Beauty, Aesthetics and Wellbeing’s year-long 
Inquiry into the topic, and is supported by sector-leading organisations, including the Joint Council for Cosmetic 
Practitioners (JCCP), British Association of Beauty Therapy & Cosmetology (BABTAC), British Beauty Council (BBC) 
and the UK Spa Association (UKSA), as well as by the Faculty of Public Health and the Royal Society for Public 
Health.  
 
Read more about the worrying and increasing mental health impacts of negative body image in the Mental Health 
Foundation’s Body Image Research Report.  
 

 

https://www.mentalhealth.org.uk/publications/body-image-report

