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[bookmark: _Toc88739454]Part  1 Itt 
[bookmark: _Toc88739455](Background and instructions)
BACKGROUND TO THE PROCUREMENT
Barnet, Enfield and Haringey Mental Health NHS Trust (BEH) and Camden and Islington NHS Foundation Trust (C&I) are the major mental health service providers in North London and the Partnership of the two Trusts is called North London Mental Health Partnership (NLMHP).
We provide care and support to a population of 1.6m people in North London and also provide a range of more specialist mental health services to a wider population across London, surrounding counties and some national services. 
They include: General Adult Services (Inpatient Services, Crisis Services, Community Services, Talking Therapies), Rehabilitation Services, Children and Young People Mental Health Services, Older Adult Services, and Learning Disabilities and Autism Services. Our specialist services include Forensic and Prisons Services, Substance Misuse Services, the Perinatal and Maternal Mental Health Service, Specialist Eating Disorders Services, and Veterans’ Mental Health Services. 
We provide services to an extremely diverse population across the five boroughs of North London, each of which contains a range of population groups and communities, with different needs and different preferences on how they engage with services. The wider socio-economic determinants of health vary significantly, for example in housing, education, and employment status, all of which we know influence mental health. As a consequence, our communities face unequal health and wellbeing outcomes and overall life expectancy.
Reducing these health inequalities is a key focus for the Partnership. We want to be known for our local preventative work with communities to improve the mental health of everyone in North London. This will mean supporting people to be resilient and have good mental health, and we will offer early intervention for those with mental health problems to prevent these problems worsening.
The Partnership between Barnet, Enfield and Haringey Mental Health NHS Trust (BEH) and Camden and Islington NHS Foundation Trust (C&I) was established in 2021, although the roots of collaborative working go back much further. Much good work has been done jointly to drive improvements in mental health care across North London. The two Trusts are already sharing best practice across teams and services. The voice of mental health in North London has been strengthened, bringing additional focus across the system and additional investment. We have a single Chair, Chief Executive and Partnership Executive Team, and they regularly meet as a Partnership Senior Leadership Group with senior clinicians and managers from across both Trusts. We have started our journey to become one organisation during 2024.
Providing equality of opportunity for patients, their carers and our staff is a central element of our pursuit of excellence in care provision.
We are committed to the elimination of unlawful and unfair discrimination and value the differences that a diverse workforce brings to the organisation. 
We aim to be a fair employer and strive to achieve equality of opportunity for all, creating inclusive workplace environments where everyone can work effectively towards the provision of better healthcare. We have a comprehensive policy, setting out how it will work to deliver high quality services to all in fair and equitable ways.

[bookmark: _Toc88739456]PURPOSE OF THis document 
This is a competitive procurement conducted in accordance with the Public Contract Regulations 2015 following the Open Procedure.  
NLMHP invites you to respond to this ITT by completing and submitting a response in accordance with the requirements of this document.
[bookmark: _Ref273967803]The objective of the ITT evaluation process is to assess the responses and select a Provider to provide the services to NLMHP.
Your response will be checked for completeness and compliance with the requirements of this ITT. NLMHP reserves the right, at its absolute discretion, to reject any incomplete or non-compliant response which may prevent you from further participation in this procurement.
NLMHP reserves the right to exclude you, at any stage of this procurement process, if it becomes aware of any omission or misrepresentation in your ITT response.
The evaluation criteria used in this procurement comprise a combination of both financial and non-financial factors and will consider:
criteria for the rejection of a bidder, specifically their status having regard to Public Contracts Regulations 2015; 
economic and financial standing – in accordance with Regulation 24 of the Regulations, NLMHP requires each bidder to meet certain minimum standards of economic and financial standing to participate in this procurement; 
a bidder’s technical or professional ability in accordance with Regulation 25 of the Regulations by requiring evidence of:
a successful track record of providing similar services to those listed in this ITT;
their capacity and capability, involving an assessment of the totality of resources and competences available to the bidder;
the completeness and suitability of the solution or proprosal put forward in response to this ITT .
You should refer to the evaluation process that will be applied by NLMHP to all responses at paragraph 6 below for details of the questions, the marking scheme, scores and weightings.

NLMHP reserves the right to seek third party independent advice or assistance to validate information you submit and/or to assist in the evaluation process. 
NLMHP reserves the right to conduct site visits, hold interviews and request presentations at any time during this procurement process.

[bookmark: _Toc88739457][bookmark: _Ref284694562][bookmark: _Toc288828676]REQUIREMENTS

The Contract awarded will be for a duration of three years with option to extend for 12 months and a further extension for 8 months. 

The detailed Specification for the required Services covered by this Procurement are set out within the specification section of this document.  
Contractors are required to respond to all the requirements as set out within the table of specifications. 
[bookmark: _Ref276452260][bookmark: _Ref276458414][bookmark: _Ref276458564]
Common Service Attributes
Business Operations
Services will be required to be provided for a range of business operating regimes including: 
· primarily business hours 
Business Continuity
Contractors will be required to offer resilient systems supported by business continuity, disaster recovery in respect to the services being provided to the Commissioner. 
Service Management
Contractors are expected to be capable of providing fully supported services with appropriate helpdesk support where relevant.
Sustainability
The sustainability of services offered under the resultant contract will be a component part in reducing our carbon footprint, not only in energy consumption but also in enabling further wider reduction in sustainability impacts. In addition, the sustainability of your sources of supply should be a key consideration. As such, sustainability will be a common theme throughout the lifetime of the Contract.


[bookmark: _procurement_timEtable][bookmark: _Toc88739458]procurement timEtable
An outline timetable for this procurement is set out below. This is intended as a guide and whilst NLMHP does not intend to depart from the timetable, it reserves the right to do so at any stage.

Table1 


	Date
	Activity

	15th January 2024
	Publication of the Invitation to Tender Document

	16th January 2024
	Open Clarification Questions 

	26th February 2024
	Deadline for submission of clarification questions (“Clarifications Deadline”)

	27th February 2024
	Response to Clarification Questions Issued

	11th March 2024
	Deadline for the submission of ITT Responses (“ITT Deadline”) by 12:00PM

	04th April 2024
	Completion of ITT Response evaluation process 

	10th April 2024
	Moderation Meeting 

	19th April 2024
	Issue of ITT results to bidders

	 29th April 2024
	10 days standstill period & Feedback to unsuccessful bidders

	30th April 2024
	Contract Award Date 

	01st August 2024
	Service Commencement Date





[bookmark: _Toc275262400][bookmark: _Toc88739459]COMPLETION OF THE ITT RESPONSE
You must submit your completed ITT Response to https://health-family.force.com/s/Welcome on or before the ITT Deadline.

A completed ITT Response consists of a completed Questionnaire form completed by the Bidder as set out within table 3 in para 6.5 below.  All these elements of the ITT Response must be completed.
A Tender must remain valid and capable of acceptance by the Commissioner for a period of 120 days following the Tender Submission Deadline.  A Tender with a shorter validity period may be rejected.
You should note that the only permissible way to participate in this procurement is to submit an ITT response to the https://health-family.force.com/s/Welcome.
ITT Responses submitted by any other means will not be accepted as part of this procurement.
Additional Documents and Attachments
No additional documentation should be submitted with a response except where such documentation is specifically required by this ITT.  
Any additional documents required by the ITT should be submitted as separate files via the eTendering portal. File formats will be specified in the relevant sections. Any documents uploaded that are not requested or in the correct file format will be rejected and not evaluated. 
Data Entry
Only information entered into the appropriate answer boxes (which may be extended as necessary) will be taken into consideration for the purposes of evaluating a response, except where additional documentation is specifically requested in this ITT.
You must not alter any questions set out in this ITT in your response.  Amended questions will not be evaluated and a score of zero will be applied.
All answers in your response should be inserted into the relevant answer box to the right of, or immediately below, the question box. 
Please answer all questions accurately and concisely.
You should not cross reference your response to one question in your response to another, even where there is commonality.
NLMHP will disregard any part of a response to a question provided in excess of a specified word limit (where stated).
Where a YES or NO response is required, please clearly indicate your intended response.
Uploading Responses  
Your ITT Response may be submitted at any time before the ITT Deadline. 
It is your responsibility to ensure that your ITT Response has been submitted in accordance with this ITT by the ITT Deadline.
ITT Responses submitted after the ITT Deadline may not be considered by NLMHP. The decision on whether to accept and evaluate late ITT Responses is entirely at NLMHP ‘s discretion and is likely to be rejected unless you can provide irrefutable evidence that your ITT Response was capable of being received in full by the due date and time.
It is your responsibility to ensure that the tender return documents (incorporating the ITT Response and any attachments) has been successfully submitted to the eTendering portal as mentioned above. It is your responsibility to ensure all documents have been uploaded correctly to the eTendering portal. NLMHP takes no responsibility for the workings of the system. Any concerns should be raised directly with the eTendering Portal supplier (contact details available on the portal). 
Sub-Contracting Arrangements  
If you propose a sub-contracting arrangement to deliver services under any ensuing contract following this procurement, all information provided in the ITT Response should be given in respect of the prime contractor.
If sub-contractors will play a role in the delivery of the Services under any ensuing contract, relevant information should also be provided in relation to those sub-contractors in response to questions within [Section 1].
NLMHP recognises that arrangements in relation to sub-contracting may be subject to future change.  However, you should be aware that where the nominated sub-contractors play a significant role, any changes to the sub-contracting arrangements may constitute a material change to:
your Tender and may affect your ability to continue in the procurement process; or 
the Contract awarded as a result of this procurement exercise (if the change occurs after the contract has been awarded).
Consortium Arrangements 
If you are bidding as a consortium, you must provide all the information sought in this ITT in respect of each of the consortium's constituent members. All this information must be included as part of a single composite response.  For the avoidance of doubt NLMHP does not regard a bidder who proposes to use a prime contractor / subcontractor arrangement as a consortium.  
If you are bidding as a consortium and you have formed (or intend to form) a corporate entity (e.g. a limited company, limited liability partnership), the consortium MUST provide details of the actual or proposed percentage shareholding of the constituent members within the consortium (as requested as a question [Section 1] of this ITT).
If a consortium is not proposing to form a corporate entity, full details of alternative proposed arrangements should be provided in Section 1.  However, please note that NLMHP reserves the right to require a successful consortium to form a single legal entity in accordance with regulation 28 of the Regulations.
[bookmark: _Ref273363421][bookmark: _Toc88739460]ITT EVALUATION PROCESS
Paragraphs 6.1 to 6.4 below set out the process used by NLMHP to assess bidders’ ITT Responses.  Table 3 (Evaluation Model) at paragraph 6.5 summarises the evaluation process and sets out the scores, weightings, total marks and proportion of marks available for each Scored Question. 
[bookmark: _Ref275264367]Provider Selection Questionnaire – Information Only Questions
The information you submit in response to the ITT is provided to NLMHP for information purposes, however completion of these questions is mandatory and some of the information provided will be used for an assessment of your economic and financial standing (see paragraph 6.3). If you fail to respond comprehensively and accurately to any of these mandatory questions such failure may render your ITT Response non-compliant. NLMHP reserves the right to exclude non-compliant ITT Responses from further evaluation which may prevent you from further participation in this procurement exercise.
Sections 2 – 4 
Exclusion Grounds
In some circumstances NLMHP is required by law to exclude you from participating in this procurement.  If you cannot answer ‘no’ to every statement in Section 2 (Part 2: Exclusion Grounds (ineligibility)) then you should contact NLMHP for advice before completing your ITT Response.  If you cannot answer ‘no’ to every statement in Section 2 it is very likely the ITT Response will be rejected and you will be excluded from participation this procurement. 
NLMHP is entitled (in its sole discretion) to exclude you from further participation in this procurement if any of the statements in Section 2 (Part 2: Exclusion Grounds) apply. If you cannot answer ‘no’ to every question it is possible that your ITT Response will be rejected and you may be excluded from further participation from this procurement as a result.  In the event that any of the discretionary grounds for rejection do apply, please set out (in a separate Appendix in Microsoft Word format) the full facts of the relevant incident and any remedial action taken subsequently.  The information provided will be taken into account by NLMHP in considering whether or not you will be permitted to proceed any further in this procurement exercise.  
NLMHP requires reassurance that should you be successful in this procurement, that you will have or will obtain the minimum insurance values specified in Section 7 in the event of being successfully awarded the contract. Question [7.1] requires a “yes” response. If you cannot answer ‘yes’ to this question your ITT Response will be rejected and you will be excluded from further participation in this procurement as a result. 
NLMHP require reassurance that should you be successful in this procurement, you will have a Quality Management System in place. 
[bookmark: _Ref275274147]Economic and Financial Standing
[bookmark: _Ref275264377]The information you provide in response to the information only questions will be used for the purposes of carrying out an assessment of your economic and financial standing.  If a guarantee or performance bond is required, the Awarding Authority will perform an assessment of your guarantor’s economic and financial standing in accordance with this paragraph.
[bookmark: _Ref275275375]The Awarding Authority uses a credit reference agency (Dunn and Bradstreet) as the first stage in determining financial risk.  The Awarding Authority will request a Dunn and Bradstreet financial risk score based on the information provided in your ITT Response. The report provided by Dunn and Bradstreet will be used to determine the level of financial risk that your organisation represents. If the score provided by Dunn and Bradstreet is 1 or 2 (where a standard UK score is available), or the risk level is ‘average’ or better (where a standard International score is available) then you will be allocated a ‘pass’ and your organisation will proceed to the next stage of evaluation.

If any of the following circumstances arise:
the score provided by Dunn and Bradstreet (where a standard UK score is available) is more than 1 or 2; or
the risk level is above (i.e. worse than) average (where a standard International score is available); or
no standard Dunn and Bradstreet score is available for your organisation,
then the Awarding Authority may ask you to provide one or more of the following in respect of your organisation or your guarantor (as the case may be): 
[bookmark: _Ref275165897]a copy of its audited accounts for the most recent two years;
a statement of its turnover profit and loss account and cash flow for the most recent year of trading; 
[bookmark: _Ref275165913]a statement of its cash flow forecast for the current year and a bank letter outlining the current cash and credit position; and/or
[bookmark: _Ref283108437]an alternative means of demonstrating financial status if trading for less than a year.
[bookmark: _Ref275166227]
The Awarding Authority will use the information described in these paragraphs, in addition to a detailed Dunn and Bradstreet report (where available) to assess whether the organisation’s financial risk is average or better.  This will be performed using NELFT’s financial assessment template covering a range of financial risk indicators, similar to those used by credit reference agencies.
If the Awarding Authority determines (in accordance with this paragraph that the financial risk is average or better, the bidder will be allocated a ‘pass’ and the bidder’s ITT response will proceed to the next stage of evaluation.
[bookmark: _Ref275275379]If the Awarding Authority determines (in accordance with this paragraph that the financial risk is above (i.e. worse than) average, then the bidder will be allocated a ‘fail’ and the bidder’s ITT Response will NOT proceed to the next stage of evaluation.
If the Awarding Authority carries out a financial risk assessment on your organisation and your financial risk is determined as being above (i.e. worse than) average and you did not indicate in response to Section 5 of the Standard Selection Questionnaire that a guarantee or performance bond will be provided, the Awarding Authority may (in its sole discretion) request that you nominate a guarantor.  If you nominate a guarantor the Awarding Authority will undertake a financial risk assessment in accordance with the paragraphs above in respect of the guarantor. 
Sections C & D – Scored Questions 
[bookmark: _Ref275265859]The ITT Response relating to the questions set out in [Sections C & D] of the Detailed Questionnaire will be evaluated for each section (“Scored Questions”).
[bookmark: _Ref275265918]A marking scheme for each Scored Question is set out in the Detailed Questionnaire which describes the range of scores that can be achieved depending on the quality of your ITT Response (“Marking Scheme”). 
[bookmark: _Ref275264270]A minimum pass mark applies to all questions, as explained in the guidance box following the question.  If you score less than this minimum pass mark for those questions, your entire ITT response will be rejected and you will not be invited to participate further in this procurement.
ITT Responses will be evaluated and scored independently by three evaluators who will apply the Marking Scheme for each Scored Question.  The evaluators used to assess the ITT Response for each Scored Question may differ.  A moderator will review the scores allocated by each of the three independent evaluators.  If in respect of a Scored Question:
the scores awarded by the evaluators are the same then you will be awarded that score for the question; or
any anomalies occur, then the moderator will facilitate discussion between each of the evaluators who will agree and award a consensus score in respect of your response for the question.
[bookmark: _Ref275264271]Where the Questionnaire requires a 'Yes' or 'No' response to a Scored Question, the moderator alone will determine the score awarded without further discussion with the other evaluators.
[bookmark: _Ref275265971]A score of 0, 1, 2 or 3 (as the case may be) for your response to a question will entitle you to receive a mark as a proportion of the ‘maximum marks available’ (as set out in Table 3 (Evaluation Model)) in the following proportions (“Mark”):





Table 2


	Score
	Scoring Methodology

	MARKING SCHEME 0-3 marks will be awarded as follows:

	0
	Fail: the response completely fails to meet required standard or does not provide a proposal. 


	1
	Poor: (meets some of the requirement) The response meets elements of the requirement but gives concern in a number of significant areas. There are reservations because of one or all of the following: 
· There is at least one significant issue meeting considerable attention. 
· Proposals do not demonstrate competence or understanding. 
· The response is light and unconvincing. 
· The response makes no reference to the health or academic sectors applying for but shows some general market experience. 


	2
	Mostly Satisfactory: (meets most of the requirement) The response meets most of the requirement but there is at least one significant issue of concern, or several smaller issues. These would require of some further clarification or attention later in the procurement process and may arise through lack of demonstrated capability and/or appropriate evidence. The response therefore shows: 
· Basic understanding of the requirements
· Sufficient competence demonstrated through relevant evidence
· Some areas of concern or inconsistency that require attention. 
· The response addresses some of the health or academic sectors applying for. 

	3 
	Very good: (exceeds some of the major requirements) The response meets the required standard in all material respects. There are no significant areas of concern, although there may be limited minor issues that need further exploration or attention later in the procurement process. The response therefore shows:
· Good understanding of the requirements 
· Sufficient competence demonstrated through relevant evidence 
· Some insight demonstrated into the relevant issues. 
· The response addresses all of the health or academic sectors applying for and also shows good market experience. 



[bookmark: _Ref275266040]
0. The Marks you achieve for each of the Scored Questions will be added together to derive your total mark (“Final Mark”).



[bookmark: _Ref275264788]Table 3 (Evaluation Model)
	Evaluation Criteria for Selection of Provider

	Criterion:
	Percentage Weighting:

	Technical/Quality
	Service Delivery 

	15%

	
	Mobilisation 
	12%

	
	Workforce
	9%

	
	Service Outcomes - Engagement
	9%

	
	Service Outcomes – Co-Production
	5%

	
	Reporting 
	5%

	
	Equality and Diversity 
	5%

	
	Social Value
	10%

	Commercial
	Fixed fee basis
	30%

	
	Total 
	100%



[bookmark: _Toc88739461]invitation to tender STAGE and award numbers
Following receipt and evaluation of tenders, a Contract will be awarded the bidder offereing the Most Economically Advantegeous Tender.
[bookmark: _Toc88739462]CONDUCT
[bookmark: _Ref273967790]You shall ensure that each and every sub-contractor, consortium member and adviser abides by the terms of this ITT.
Your employees who are involved in this procurement process shall not make contact with any employee, agent or consultant of NLMHP or any relevant Other Commissioner that is in any way connected with this procurement exercise during the period of this procurement exercise except as set out in this ITT or as instructed otherwise by NLMHP. 
If you or any of your subcontractors, consortium members or advisors are currently providing services to NLMHP, we reserve the right to require you (including your subcontractors, consortium members or advisors) to establish and maintain an appropriate confidentiality  arrangement which shall be approved by NLMHP (such approval not to be unreasonably withheld or delayed) between your personnel (including your subcontractors’, consortium members’ or advisors’ personnel) who are involved in the provision of services to NLMHP and the personnel who are involved with this procurement exercise.
NLMHP reserves the right to require you to put in place any procedures or undertake any such action(s) that NLMHP at its sole discretion considers necessary to prevent any collusive behaviour between you and other bidders.
If you participate in multiple bids - by (for example) submitting a ITT Response in your own name and featuring under another Response either as a sub-contractor or as a member of a consortium – then NLMHP retains the right to make further enquiries regarding each ITT Response in which you are participating to satisfy itself that the ITT Responses and/or any subsequent response to the ITT does not cause potential or actual conflicts of interest, Provider capacity problems, restrictions or distortions to competition between bidders under this procurement and/or among those successful bidders who may be awarded a Contract.  NLMHP reserves the right to ask you to amend or withdraw all or part of the ITT Responses in which you are participating if in its reasonable opinion any of the above issues have or may arise.

[bookmark: _Toc88739463]QUESTIONS AND CLARIFICATIONS
NLMHP will not enter into exclusive and/or detailed discussions on the requirements of this procurement with you.
Unless otherwise instructed, you may raise questions regarding the ITT at any time prior to the Clarifications Deadline (see Table 1 at paragraph 4).  These questions should be submitted to  https://health-family.force.com/s/Welcome 
To ensure that all bidders have equal access to information regarding this ITT, NLMHP will publish all its responses to questions raised by you and other bidders regarding the ITT.  
If you wish to ask a question without NLMHP revealing the question and its answer, then you should notify NLMHP and provide your justification for withholding the question and any response. If NLMHP does not consider that there is sufficient justification for withholding your question and the corresponding response, NLMHP will invite you to decide whether:
the question and response should in fact be published; or
you wish to withdraw the question.
It is your responsibility to monitor the ‘Questions and Answers’ document in particular for any clarifications or other information issued by NLMHP.

[bookmark: _Toc88739464]CONFIDENTIALITY 
[bookmark: _Ref273963890]Subject to the exceptions referred to in paragraph 10.2, the contents of this ITT are being made available by NLMHP on condition that: 
you shall at all times treat the contents of this ITT and any related documents (together called the “Information”) as confidential, save in so far as they are already in the public domain;
except where, and to the extent that, the Information has been publicised in accordance with the Transparency provisions in paragraph 11, you will not disclose, copy, reproduce, distribute or pass any of the Information to any other person at any time or allow any of these things to happen;
you will not use any of the Information for any purpose other than for the purposes of responding (or deciding whether to respond) to the ITT; and
during the procurement process, you shall not undertake any publicity activity related to this procurement within any section of the media.
[bookmark: _Ref273963902]You may disclose, distribute or pass any of the Information to your advisers, sub-contractors, consortium members or to another person provided that:
this is done for the sole purpose of enabling you to submit a ITT Response and the person receiving the Information undertakes in writing to keep the Information confidential on the same terms as if that person were you; or
you obtain NLMHP’s prior written consent in relation to such disclosure, distribution or passing of Information; or
the disclosure is made for the sole purpose of obtaining legal advice from external lawyers in relation to the procurement; or
you are legally required to make such a disclosure; or
the Information has been published or disclosed in accordance with paragraph 11 (Transparency and Freedom of Information). 
In paragraphs 10.1 and 10.2 above the definition of 'person' includes but is not limited to any person, firm, body or association, corporate or incorporate.
NLMHP may disclose information received from you in relation to this ITT to its officers, employees, agents or advisers. 
[bookmark: _Ref273968630][bookmark: _Toc88739465]TRANSPARENCY AND FREEDOM OF INFORMATION
[bookmark: _Ref273968652]In accordance with the obligations and duties placed upon public authorities by the Freedom of Information Act 2000 (the 'FoIA'), NLMHP may, acting in accordance with the Secretary of State's Code of Practice on the Discharge of the Functions of Public Authorities under Part 1 of the said Act, or Environmental Information Regulations 2004 (the “EIR”) be required to disclose information you submit to NLMHP. This may include, but is not limited to, the disclosure of:
a ITT Response (including any attachments);
any score(s) awarded to a ITT Response;
any evaluator comments relating to a ITT Response;
the ranking of a ITT against the other ITT Responses; and/or
the success (or otherwise) of a ITT Response.
In respect of any part of the ITT Response you submit that you consider commercially sensitive you should, in a separate Appendix in Microsoft Word format:
clearly identify such information as commercially sensitive;
explain the potential implications of disclosure of such information; and
provide an estimate of the period of time during which you believe that such information will remain commercially sensitive.
Where you identify that parts of your ITT Response are commercially sensitive, NLMHP will endeavour to maintain its confidentiality. You should note, however, that, even where information is identified as commercially sensitive, NLMHP may be required to disclose such information in accordance with the FoIA or the EIR.  In particular, NLMHP is required to form an independent judgement concerning whether the information is exempt from disclosure under the FoIA or the EIR and whether the public interest favours disclosure or not.  Accordingly, NLMHP cannot guarantee that any information marked “confidential” or “commercially sensitive” will not be disclosed. 
[bookmark: _Ref273968670]If you receive a request for information under the FoIA or the EIR during the procurement process, this should be immediately passed on to NLMHP and you should not attempt to answer the request without first consulting with  NLMHP
In accordance with the UK Government's policies on transparency, NLMHP reserves the right to make all or part of the Information (referred to in paragraph 10.1 above) publicly available (subject to any redactions made at the discretion of NLMHP).
For the avoidance of doubt, your ITT Response shall not be made publicly available unless such disclosure is required in accordance with paragraph 11.1 or 11.7.  
[bookmark: _Ref273969024]You should note that the terms of the proposed Contract will permit:
NLMHP to publish the text of such Contract, subject to possible redactions at NLMHP’s discretion. 
In submitting your ITT Response, you acknowledge that information contained within your ITT Response may be incorporated into any Contract awarded to you and as such it may be subject to disclosure in accordance with this paragraph 11. 
[bookmark: _Toc88739466]GENERAL PROVISIONS aND DISCLAIMERS
All material issued in connection with this ITT shall remain the property of NLMHP and shall be used only for the purpose of this procurement exercise.  
NLMHP shall not be committed to any course of action as a result of:
issuing this ITT or any invitation to Tender in this procurement exercise;
communicating with you or your representatives, agents or advisers in respect of this procurement exercise; or 
any other communication between NLMHP and/or any relevant Other Commissioner (whether directly or by its agents or representatives) and any other party in respect of this procurement exercise.
You shall accept and acknowledge that by issuing this ITT, NLMHP shall (in accordance with CLthe Regulations) not be bound to accept any ITT Response.
NLMHP reserves the right to amend, add to or withdraw all, or any part of this ITT at any time during the procurement exercise.
No information contained in this ITT or in any communication made between NLMHP and you in connection with this ITT shall be relied upon as constituting a contract, agreement or representation that any contract shall be offered in accordance with this ITT or at all.  NLMHP reserves the right, subject to the rules set out in the Regulations, to change without notice the basis of, or the procedures for, the competitive tendering process or to terminate the process at any time.  Under no circumstances shall NLMHP incur any liability in respect of this ITT or any supporting documentation.
This ITT and any attachments or references have been prepared in good faith but do not purport to be a comprehensive statement of all matters relevant to this procurement exercise.  Neither NLMHP nor its advisers accept any liability or responsibility for its adequacy, accuracy or completeness, nor do they make any representation or warranty, express or implied, with respect to the information it contains.  You should form your own conclusions about the methods and resources needed to meet NLMHP’s requirements.  NLMHP and its advisers do not accept responsibility for your assessment of these requirements.  You are responsible for obtaining all information required to prepare your responses. This exclusion does not apply to the extent of any deceit or fraudulent misrepresentation made by or on behalf of NLMHP.
Direct or indirect canvassing of NLMHP or its advisers (other than in accordance with the terms of this ITT), NHS employee or agent by you or any agent or person acting on your behalf concerning this procurement, or any attempt to procure information from any NHS employee or agent concerning this ITT may result in your disqualification under this procurement exercise.
NLMHP shall not be responsible for you or your subcontractors, consortium members or advisors costs or expenses incurred in connection with the preparation or submission of your ITT Response; including, for the avoidance of doubt, in circumstances where this procurement is cancelled. 
[bookmark: _Ref274600348][bookmark: _Ref274600381]This ITT shall be governed by the laws of England and Wales.
Should you be successful, the contents of this document and the NHS Standard Services Terms and Conditions with additional schedules derived from your response to the ITT, will be subject to the constitution of the contract. This will be finally determined by NLMHP.

[bookmark: _Toc300579850][bookmark: _Toc88739467]glossary
Unless the context otherwise requires, the following words and expressions used within this Pre-Qualification Questionnaire shall have the following meanings:
“Awarding Authority” is North East London NHS Foundation Trust who are conducting this procurement on behalf of the Commissioner; 
“Commissioner” is Barnet, Enfield and Haringey Mental Health NHS Trust;  
"Detailed Questionnaire" means the detailed questionnaire set out in Schedule 1 of this ITT;
“EIR” mean the Environmental Information Regulations 2004 together with any guidance and/or codes of practice issued by the Information Commissioner or relevant Government department in relation to such regulations;
“Final Mark” shall have the meaning given in paragraph 6.4.8;
“FoIA” means the Freedom of Information Act 2000 and any subordinate legislation made under such Act from time to time together with any guidance and/or codes of practice issued by the Information Commissioner or relevant Government department in relation to such legislation;
“Invitation to Tender” or “ITT” means the invitation to tender documentation and all related documents published by NLMHP in relation to this procurement;
“Mark” shall have the meaning in paragraph 6.4.7;
“Marking Scheme” shall have the meaning in paragraph 6.4.2; 
“Finder A Tender” means the advertisement for this procurement published in the Find A Tender Service;
“ITT Deadline” means the time and date set out in Table 1 at paragraph 4 (Procurement Timetable);
“ITT Response” means your response submitted in accordance with the terms of this ITT indicating your interest in participating in the ITT;
 “Regulations” means the Public Contracts Regulations 2015 (as amended) and the Public Contracts (Scotland) Regulations 2006 (as amended);  
“Scored Questions” means those questions referenced in paragraph 6.4.1 above;
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Part  2 Specification

 
1. Background 

1.1 The North London Mental Health Partnership (the “Partnership” comprising Barnet, Enfield and Haringey Mental Health Trust (BEHMHT) and Camden and Islington NHS Foundation Trust (C&I)) wishes to commission a range of mental health integrated voluntary and community sector (VCS) support in three lots for residents aged 18 and over with moderate to severe mental illness for the boroughs of Barnet, Enfield and Haringey. These services will act as a key component in the Partnership’s model for community mental health and wellbeing support. The Partnership is seeking to award three contracts by the way of the following three lots:

· Lot 1: The Barnet Division covering the borough of Barnet; Community Mental Health Integrated Voluntary and Community Sector (VCS) Services
· Lot 2: The Enfield Division covering the borough of Enfield; Community Mental Health Integrated Voluntary and Community Sector (VCS) Services
· Lot 3:  The Haringey Division covering the borough of Haringey; Community Mental Health Integrated Voluntary and Community Sector (VCS) Services. 

1.2 The contracts for the Community Mental Health Integrated Voluntary and Community Sector (VCS) Services with the Partnership will be for 2 years with the option to extend the contracts by 1 year and a further 8 months subject to finances and satisfactory performance by successful provider(s).

2. Strategic Context

2.1 The NHS Long Term Plan[footnoteRef:2] and Community Mental Health Framework (CMHF)[footnoteRef:3] set out a transformative vision for community-based support for adults living with moderate to severe mental illness and complex needs. The Plan and Framework have set the direction for a radical redesign of services and improved quality of life for residents in England, ensuring clinical, social, and practical needs are met to improve mental health outcomes. [2:  https://www.longtermplan.nhs.uk/  ]  [3:  https://www.england.nhs.uk/wp-content/uploads/2019/09/community-mental-health-framework-for-adults-and-older-adults.pdf ] 


2.2 In the boroughs of Barnet, Enfield and Haringey, a range of organisations including the NHS, the Voluntary and Community sector (VCS) and the Local Authority as well as people affected by mental illness, have been working together on delivering the vision outlined in the Long-Term Plan and Community Mental Health Framework.
 
2.3 The ambitions of the transformation include:

· Improving patient experience and outcomes
· People with severe mental illness have improved access to mental health support. 
· Care and support are holistic and person-centred, truly orientated towards the promotion and maximisation of individuals’ health, wellbeing, and independence.
· Health inequalities often faced by people with severe mental illness are reduced.
· The new community service approach is a true integration of secondary mental health services, the VCS, primary care, social care, community assets, as well as other physical healthcare provision.

2.4 Over the last 3 years, since April 2021, as part of the transformation and implementation of local plans, each borough-based division has developed the integrated ‘Core’ offer model, which involves the NHS, primary care, the VCS and social care working together to support the whole population through a combination of prevention, supporting people to stay well and responsiveness to changes in need. The Core Community Teams are now working as part of a wider network of community assets and other support structures that can play a role in a person’s health and wellbeing. 

2.5 The aim of the Community Transformation programme is to deliver mental and physical health support to more people in the community with SMI by ensuring all parts of the primary and secondary health and social care system, including VCSE organisations, work together. An integrated care model brings all the agencies that support people with different mental health needs closer to develop new services which help keep people safe and able to contribute and participate in their local communities to create or fulfil hopes and aspirations in line with individual wishes. This is part of delivering person-centred (population health) approaches that have an evidence-base in improving whole-life outcomes for people.
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A whole person whole population health approach means
mental health needs can be met at all layers
of support around the person.



3. Outline 

3.1 The Partnership welcomes innovation and that provider(s) aim(s) set out their ambitions and vision to deliver the services being tendered in line with the specification. However, the Partnership expects the provider(s) work with the Partnership post-contract-award to work to tailor key aspects of the commissioned services to ensure services complement the specific community models of each borough. Provider(s) are reassured that any tailoring will not impact on resources and costs post the contract award. For the re-tendering of this service, we have shifted from an input (number of whole-time equivalents deployed) to an outcome-based approach.  Provider(s) will be expected to deliver an Activity Based Plan to demonstrate how we are providing more help to people who need our services. (Appendix 1 - KPIs provides the detail).
 
3.2 This specification will be reviewed regularly and may need to be amended in response to changes in national policy, identification of changing local need, changes in best practice and changes to financial allocations. Provider(s) must be prepared to enter negotiations if such changes are required and allow for variation of this specification as a result. The aim is to commission an Integrated Voluntary Care Sector (IVCS) service(s) that reflects the local demographic and population requirements.  The current Standard Operating Policies (SOPs) for the three boroughs of Barnet, Enfield and Haringey can be found at Appendix 1 and provide the necessary service detail. 

3.3 Unforeseen situations may emerge which have not been planned for or included within the specification and the provider(s) may need to work beyond the remit of this specification to ensure that people’s needs are fully met. These incidences should be reported to the Partnership to inform any service and specification amendments that may be required.

4. Population criteria 
  
4.1 The Core Community Mental Health teams (‘Core Teams’) support individuals who are 18 years old and above resident within the respective boroughs (Barnet, Enfield and Haringey) and are registered with a North Central London GP, primarily presenting with care and support needs due to a mental health illness. Although the Core Teams predominantly work with clients aged 18+, Peer Workers VCS roles in the 18-25 pathway may work with some clients aged under 18.  

4.2 Working as part of the Core teams, the provider(s) will accept referrals from a range of professionals, which may be subject to change due to local borough guidelines/criteria. 

5. Service Principles

5.1 Working as an integrated part of the Core teams, the Partnership is seeking a dynamic, creative, innovative, outward looking provider(s) to deliver the VCS element of the Integrated Community Mental Health model.

5.2 The provider(s) is expected to form a strong organisational alliance with the partnership and other community and VCS partners.

5.3 The provider(s) will work alongside the Partnership to embed the VCS skills and approach into the Core teams - taking a holistic approach to ensure that everyone feels heard, understood, and treated as a full person. 

5.4 The provider(s) will have a flexible and innovative approach, striving continuously to improve delivery, utilising digital technology, working with local services in an integrated way and adapting their delivery based on the person’s situation and changing needs.  

5.5 The provider(s) will take a ‘whole person’ and needs-based approach, based on the Partnership’s overall community transformation clinical model, supporting people with their mental health in the context of the social determinants of wellbeing activities. 

5.6 The provider(s) will work collaboratively with partners to ensure that the context of the initial referral is understood and ensure that any support being offered fits with their care plan and any changes to this are communicated to partners in a timely manner. 

5.7 The provider(s) will be expected to provide support for service users in a timely manner and along the timescales agreed with the Partnership at the beginning and duration of the contract.

5.8 The provider(s) will proactively work with system partners, including the wider VCS to support people who are isolated and do not usually engage with services to be as connected and as well as possible in their own homes and in their communities. 


6. Service model

6.1 Outline

6.1.1 Working alongside the Partnership’s borough-based Divisions, the provider(s) must deliver a needs-based collaboration across the borough. The provider(s) will be expected to work with the Core teams as part of mobilisation to agree on integrated care delivery.

6.1.2 The VCS services commissioned through this contract will be expected to be innovative and flexible in-service delivery. The provider(s) of these services will be expected to ensure there are good risk assessment processes in place to support delivery. They will embed the use of volunteers and peer support in their service offer to maximise delivery of excellent outcomes.

6.1.3 The services being commissioned under each lot will include 3 main components as part of our new multi-disciplinary blended community mental health model:

· Intensive psycho-social support and key working service
· Targeted support to address health inequalities, including reducing barriers to residents in accessing mental health support. 
· Development of new community assets and resources to promote mental wellbeing in our communities. 





6.2 Intensive psycho-social support and key working service 

6.2.1 The Psycho-social support service will be available to residents aged 18+ who have been identified as having a level of need which would benefit from a period of recovery-focussed 1:1 support to improve their level of resilience and prevent further deterioration in their wellbeing and reduce risk of relapse. This could be due to stepping down from in-patient or crisis services or for example being identified as appropriate to receive support from the IVCS services by our community mental health teams.

6.2.2 Access to the IVCS service is by referral only from the Partnership’s community mental health teams, PD Service, Older Adults, CAMHS (where transition cases are appropriate for referral), Complex Emotional Need pathway (or Community Rehab Team (currently known as the Intensive Enablement Team, in Barnet)

6.2.3 IVCS workers will be integrated into the local borough-based Divisions’ community mental health teams and expected to work alongside Partnership’s staff. 

6.2.4 A matrix management approach will apply to staff within the IVCS through both the successful provider(s) and the Partnership.

6.2.5 IVCS workers will be expected to deliver support alongside the Partnership in line with all national guidance and will observe relevant protocols to assure the safety of staff and service users.

6.2.6 IVCS workers will be aligned to the relevant community pathways/teams as part of the transformed community model: however, the Partnership will work with the successful provider(s) to finalise which teams from the Partnership these staffed will be embedded into.

6.2.7 The Provider(s) of the local borough-based Division’s Community Mental Health IVCS will be responsible for recruitment and employment of these staff. 

6.2.8 The successful provider(s) will be expected to recruit to a service that delivers an agreed indicative activity plan based on contacts (both virtual and face-to-face) as well as maintain an average caseload of circa 30 per member of funded members of staff. As this service is being re-tendered and includes the TUPE Transfer of existing staff, providers will need to maintain sufficient staffing levels to meet the indicative activity-based plan requirements throughout the life of the contract.

6.2.9 VCS workers in the IVCS service roles will be expected to hold a caseload of up to 30 cases each (i.e., working with up to 30 individuals at any one time). These cases will be allocated by the relevant team manager in the Borough-based core community team to which they are attached to and cases allocated will take into account capacity to manage the different presenting needs of individuals and input individuals require. It should be noted that some individuals that these employees work with will need lower levels of support (i.e., monthly or quarterly one-off support) and some individuals may require more intensive support (regularly weekly contact and support). All interventions will have clinical oversight by the respective team and supervisor/clinical mentor within the community team. 

6.2.10 As part of our approach to offering personalised and holistic care our Community MH Teams work with service users to create a DIALOG+ Care Plan[footnoteRef:4]. All interventions will be based on the individuals DIALOG+ care plan to support individualised recovery-based outcomes. [4:  https://www.youtube.com/watch?v=yDTzRKaXzJg – DIALOG and DIALOG+ YouTube Video ‘How DIALOG and DIALOG+ can help support recovery from a mental health illness] 


6.2.11 As part of their tender submission, bidders must provide details of the staffing / workforce model they will put in place to support the delivery of this Specification. 

6.2.12 Employees of the IVCS service will be included in induction and staff training provided by the Partnership, have clinical supervision and attend Partnership community mental health team meetings.  


6.2.13 Employees of the IVCS will be provided with honorary contracts by the Partnership once they are in post and have access to the Partnership’s electronic patient record system and other enabling tools as required (information sharing agreements will be provided by the Partnership to the successful provider(s)).

6.2.14 The Partnership will support employed staff under the IVCS component of this contract with necessary IT equipment (computer / laptops, mobile phones etc.). 

6.2.15 IVCS staff will be co-located with the relevant borough-based teams they are attached to; however, IVCS staff may also be required to work for part of the week from the successful provider(s) premises and will also be expected to have a strong community presence – enabling prevention, step up and step down offers to support and individual’s needs, based in their community. 

6.2.16 Employees of the IVCS service will be expected to adhere to the Partnership’s appropriate lone working policies, where required to.

6.2.17 The Partnership would welcome opportunities for their employed staff to also be able to co-locate from within the successful provider(s) premises subject to capacity of the provider(s) premises and the provider(s) agreement; therefore, where provider(s) can offer co-location from within their own premises to the Partnership’s staff, they should set out high level details of the offer within their bid submission (e.g. days available and maximum number of Partnership staff that could be accommodated). This would enable a colocation/ co working approach to social inclusion for patients receiving care, supporting a community based ‘place based’ approach. Providers will be invited to make proposals through tender submissions outlining their approach: if successful, the details included in the submission will form part of the requirements within ICVS NHS Standard Contract that will underpin service provision.



6.3 Targeted support to address health inequalities

6.3.1 The provider(s) will be expected to proactively work with the Partnership, PCNs and other system partners to target and develop resources to those most in need and in line with the borough Joint Strategic Needs Assessment (see Appendix 1) and local emerging health inequalities action plans to proactively address health inequalities. 

6.3.2 Staff employed within the IVCS component of the services being delivered will proactively aim to address health inequalities. 

6.3.3 The provider(s) will be expected to develop partnership and collaborative approach with small community groups, grass root organisations, faith groups and VCS organisations. 

6.3.4 The successful provider(s) will undertake a wide range of health promotion and mental health raising awareness initiatives to key population groups in their borough throughout service delivery collaborating with system and local partners as well as mainstream providers and services, for example libraries, housing, faith groups etc to ensure that the needs of people with mental health illness are addressed and people are able to access support when and where they may need them. 


6.3.5 The provider(s) will be expected to proactively evidence throughout service delivery how they are embedding addressing health inequalities into their service delivery and outcomes being achieved through their work to support addressing health inequalities. 

6.4 Development of new community assets and resources to promote mental wellbeing in our communities

6.4.1 The provider(s) will be expected to proactively promote and develop a range of community assets and resources which promote the mental wellbeing of our communities with partners in the Borough-based Partnerships as part of the Integrated Care System (ICS)

6.4.2 The provider(s) will be expected to proactively work with other community connector type roles already in place in our communities, e.g., primary care social prescribers, Adult Social Care (ASC) Peer and Wellbeing (P&W) Coordinators, ASC enablement network community access workers, Wellbeing Service Navigators where available. 

6.4.3 The provider(s) will also as part of this component of service delivery directly deliver a programme of activities and support to people with severe mental illness themselves which will proactively help people to be better connected to their communities, self-manage their needs and feel empowered. Provider(s) are invited as part of their bid submission to set out details of any planned programme of activities that they will deliver.
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6.5 Ways of working 

6.5.1 The provider(s) will support the VCS roles to:

· Be fully integrated within the Core Community teams. For examples, co-locating within the Core Teams, attending team meetings and training. 
· Use the Partnership’s electronic patient record for recording activity, care plans and outcomes and utilising equipment provided by the Partnership.
· Seek continuous improvement by working together, sharing learning and engaging residential and wider partners feedback to implement changes. 
· Co-produce, where possible
· Align with the Community Mental Health Framework and its delivery objectives. 
· Utilising the new care planning tool DIALOG/DIALOG+ to work with service users to provide holistic and personalised care plans. 
· Adopting use of the Management and Clinical Supervision Tool (MaST) to identify service users who are ready to receive step down care from Community Teams

6.5.2 The provider(s) will proactively raise any challenges or risks around embedding the offer or post(s) and work with the Partnership to ensure and enhance integrated corporate/clinical/risk governance.

6.5.3 The provider(s) should ensure that all information meets the Health & Social Care Accessible Information Standards.


6.5.4 It is expected that the provider(s) will:

· Ensure that all employment checks, including enhanced DBS, have been undertaken.
· Ensure that training, continuing professional development and clinical supervision as required are accessed by staff in accordance with the requirements of their professional body and the skills that are required for their role. 
· Ensure that all frontline staff receive regular supervision to discuss more complex cases and to maintain and enhance their clinical skills.
· There are sufficient debrief sessions built into the weekly schedule to ensure staff are well supported.
· Ensure that their recruitment process encourage applications from residents, underrepresented groups and people with lived experience.

6.6 Partnership working

6.6.1 The provider(s) will work closely alongside the local Borough with a range of system partners as part of the core team including GP practices, wider health partners, Local Authority, VCS partners, including the smaller VCS partners and other system partners to support multi-disciplinary working across the system and delivery of the model.

6.7 Reporting and record keeping 

6.7.1 The provider(s) will be expected to contribute to monitoring reports coordinated by the Partnership that comply with the NHS Standard Contract requirements. 
6.7.2 The provider(s) will be expected to use the Partnership’s systems to record activity, care plans and outcomes to enable seamless data collection. The Partnership will provide the successful provider(s) with IT equipment to enable this and will work with the Provider(s) to ensure appropriate governance, information sharing agreements and training, including access to the trusts case management system is in place. 

7. Key performance Indicators

7.1 As an important part of the delivery of the Core Community teams, the activity from the VCS will contribute towards the delivery of any reporting metrics that the Partnership are required to report on to commissioners. In these cases, the Partnership will report activity from the agreed Electronic Patient Record System. 

7.2 The Key Performance Indicators applicable to this service are at attached at Appendix 1. The KPIs are subject to additional reviews on the current productivity and staff/recruitment trackers in place as to comply with all statutory and non-statutory reporting requirements. Performance against these KPIs will be reviewed and managed through the contract performance management process.

7.3 Any revisions to the KPIs will be done periodically in line with the changes in the needs of the service and the service model, and agreed via a Contract Variation.




8. Additional Information

8.1 Lot 1 Barnet 

8.1.1 Local Population Health Needs – See Appendix 1

8.1.2 Local Context

· The Barnet community mental health integrated voluntary & community sector (IVCS. Commissioned as part of the three-year community transformation follows the general philosophy of providing an Integrated Voluntary and Community Service (IVCS). 
· Over the last three years IVCS service has become a key component of the Community Transformation to work collaboratively and in partnership with the Barnet division.  
· The service has been coproduced and developed in partnership with our current VCS partners.
· The Barnet Community Mental health services are currently underway implementing co designed plans, in line with the 3-year community transformation ambition, utilising community assets and closer working within primary care. This has seen the 3 Core teams develop an integration of Barnet VCS offers as part of the trauma informed recovery Dialog + planning and the developing step-up pathways based on needs. The aim is to also support people in their communities as part of their step out of services, to ensure ongoing involvement within the community, as part of someone’s wellbeing care plan. Working closely with Barnet Council, we are also engaging in co-produced community hub projects to in reach into Barnet’s neighbourhood to build a preventative community asset for health and social care. 
· Primary Care:
· Barnet have therefore created specialised mental health roles within GP surgeries who support patients in a primary care setting. These are usually patients not currently within our Barnet mental health services. These roles enable people to access our CORE teams directly, if so require.
· Step up into Mental health Services:
· Additionally, we are developing the triage and wellbeing pathway, for short term and intensive support and ensuring patients are offered the right intervention at the right time. This pathway includes our VCS colleagues to bridge the gaps and ensure people access the best community resources for their primary needs by using the Dialog+ tool.
· CORE Teams and Intensive pathways ensure patients who have more complex needs, are supported in a multidisciplinary way which includes IVCS, Psychology pathways, OT pathways, Social care and medical interventions. Peer workers and other mental health roles also support the dynamic recovery planning to ensure safe recovery is ongoing once people have moved on from Barnet mental health services. This is the key pathway for our IVCS colleagues.
· As part of the developing psychology pathways, our IVCS roles have supported the Complex Emotional Needs interventions and the 18-25 transition pathway for new referrals into adult mental health services  

8.1.3 Local Service Requirements - See Appendix 1 which details the current Standard Operating Procedure for Barnet’s IVCS Service. 

8.2 Lot 2 Enfield

8.2.1 Local Population Health Needs – See Appendix 1

8.2.2 Local Context

· As part of the three-year transformation and implementation of local plans, the Enfield Adult Community Mental Health emerging model focused on development stages; phase-one, now fully implemented, focused to develop the expansion of the integrated ‘Core’ offer model, which involves the NHS, primary care, the VCS and social care working together to support the whole population through a combination of prevention, supporting people to stay well and responsiveness to changes in need. 

· The Core Community Teams are now working as part of a wider network of community assets and other support structures that can play a role in a person’s health and wellbeing. Enfield Community Mental Health emerging model is currently focusing on implementing phase-two, with the development of the Front Door team, which consists of the Single Point of Access, the Community Engagement team (Step & Thrive[footnoteRef:5] - Community Psychology, VCS, IPS) and ARRS pathway (in partnership with Primary Care). [5:  Stepped care approach to and how Enfield Services Get connected ] 


[image: A diagram of a company

Description automatically generated]
Figure 1: Enfield Community Mental Health Model


· The Enfield Community Mental Health integrated model consists of the co-production of integrated service model and care pathways through co-production and co-design with stakeholders, partners and service users and carers. Enfield Council officers are a key partner and members of the programme; we also focused in developing the partnership with the VCS sector either by developing an integrated offer at Core and Community Engagement levels as well as expanding collaboration across several VCS, Charity, and grass root organisations across Enfield.

8.2.3 Local Service Requirements - See Appendix 1 which details the current Standard Operating Procedure for Enfield’s IVCS Service.

8.3 Lot 3 Haringey

8.3.1 Local Population Health Needs – See Appendix 1

· Haringey has a high level of prevalence of serious mental illness compared to the National Average. In 2021/22, 4,143 people living in the borough had a severe mental illness, equating to 1.3% of the population, compared to 1.1% London  and 0.9% in England: 
· There are also lower levels of self-reported well-being in Haringey:
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8.3.2 Local Context 

· As we have transformed Community Mental Health Services across Haringey over the past three years, the VCSE Community Engagement roles have become a key part of our new service delivery. Our three Core Community Mental Health Teams have expanded into GP Practices and we have developed new routes for Haringey residents to access Community Mental Health support through a new non-medical referral pathway.
 
· We have developed new pathways for young people transitioning into adult services from Child & Adolescent Mental Health Services, increased support for older adults, extra capacity to undertake physical health assessments and have made stronger links with existing Haringey VCSE organisations working with residents of all ages. 

· The VCSE roles are also an integral part of ensuring that people newly referred to Haringey Core Teams receive both an assessment and a co-produced Dialog + care plan within 4 weeks of referral. 

· As we have expanded our VCSE roles across an increased number of Haringey Core & Intensive teams and pathways, we are now able to support more Haringey residents and provide more interventions. Further detail is available in Appendix 1.

· As we have expanded our VCSE roles across an increased number of Haringey Core & Intensive teams and pathways, we are now able to support more Haringey residents and provide more interventions. 

· These VCSE roles work in partnership with other co-located roles in our teams, including Individual Placement Support officers, Floating Support workers, Adult Social Care and Haringey Housing. 





· Our VCS commissioned roles are also a key element to ensure we meet the 2023-25 Community priorities of the Haringey Mental Health Delivery Plan, including: 
· Collaborate with the Council to co-design and develop locality based integrated multi-disciplinary hubs to improve access to help- ‘No Wrong Door’ approach.
· Preventing homeless and implementation of a ‘Home First’ approach to hospital admissions and discharges
· Expand support available to residents to find and keep work
· Expand access to evidence-based and culturally appropriate talking therapies and trauma informed practice and interventions.

8.3.3 Local Service Requirements - See Appendix 1 which details the current Standard Operating Procedure for Enfield’s IVCS Service.
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Potential Provider Information and Exclusion Grounds: Part 1 & 2
The SQ template includes a self-declaration, made by you (the potential Provider), that none of the grounds for exclusion apply[footnoteRef:6]. If any of the grounds for exclusion do apply, there is an opportunity to explain any measures you have taken to demonstrate your reliability notwithstanding the existence of a ground for exclusion (we call this self-cleaning). [6: ] 

We require all the organisations that form part of your bidding group/consortium and each subcontractor that you are relying on to meet the selection criteria to provide a completed part 1 and part 2. This means that where you are joining a group of organisations, including joint ventures and partnerships, each organisation in that group must complete one of these self-declarations. Subcontractors that you rely on to meet the selection criteria, must also complete a self-declaration (although subcontractors that are not relied upon do not need to complete the self-declaration).
When completed, this form is to be sent back to the contact point given in the procurement documents along with the selection information requested in the procurement documentation. 
Provider Selection Questions: Part 3
The procurement documents will provide instructions on the selection questions you need to respond to and how to submit those responses. If you are bidding on behalf of a group/consortium or you intend to use subcontractors, you should complete all of the selection questions on behalf of the group/consortium and/or any subcontractors.
If the relevant documentary evidence referred to in the Selection Questionnaire is not provided upon request and without delay we reserve the right to exclude you from the procurement process, including where an award decision has already been notified, and award to another Provider.
Consequences of misrepresentation
If you seriously misrepresent any factual information in filling in the Selection Questionnaire, and so induce a Commissioner to enter into a contract, there may be significant consequences. You may be excluded from the procurement procedure, and from bidding for other contracts for three years. If a contract has been entered into you may be sued for damages and the contract may be rescinded. If fraud, or fraudulent intent, can be proved, you or your responsible officers may be prosecuted and convicted of the offence of fraud by false representation, and you must be excluded from further procurements for five years.
[Integrated Voluntary and Community Sector (VCS) Support Services]
[C235641]
[Open Procedure Tender]
Notes for completion
1. The “Commissioner” means the contracting Commissioner, or anyone acting on behalf of the contracting Commissioner, that is seeking to invite suitable candidates to participate in this procurement process.
1. “You” / “Your” refers to the potential Provider completing this standard Selection Questionnaire i.e. the legal entity responsible for the information provided. The term “potential Provider” is intended to cover any economic operator as defined by the Public Contracts Regulations 2015 (referred to as the “regulations”) and could be a registered company; the lead contact for a group of economic operators; charitable organisation; Voluntary Community and Social Enterprise (VCSE); Special Purpose Vehicle; or other form of entity.
2. Please ensure that all questions are completed in full, and in the format requested. If the question does not apply to you, please state ‘N/A’. Should you need to provide additional information in response to the questions, please submit a clearly identified annex.
3. The Commissioner recognises that arrangements set out in section 1.2 of the standard Selection Questionnaire, in relation to a group of economic operators (for example, a consortium) and/or use of subcontractors, may be subject to change and will, therefore, not be finalised until a later date. The lead contact should notify the Commissioner immediately of any change in the proposed arrangements and ensure a completed part 1 and part 2 is submitted for any new organisation relied on to meet the selection criteria. The Commissioner will make a revised assessment of the submission based on the updated information.
4. For part 1 and part 2 every member of your bidding group/consortium, and any subcontractor that is being relied on to meet the selection criteria, must complete and submit the self-declaration.
5. For the mandatory exclusion grounds only (Q2.1(a)), you must complete the declaration for all relevant persons and entities. There are two categories of persons and entities:
· members of your administrative, management or supervisory board; secondly, entities and persons who have powers of representation, decision or control.  You must decide, depending on the nature and structure of the entity or person who is bidding, which entities and persons this applies to in your particular circumstances. Clearly, members of your administrative, management or supervisory board should be easily identifiable and will cover company directors (or equivalent for other types of corporate entities) and members of an executive board.
· the second category of those with powers of representation, decision or control, is likely to be more complicated. As an illustration, entities or persons with 25% or more shareholding (or equivalent for other types of corporate entities) are likely to have powers or representation, decision or control, although those with a lower shareholding may still have the relevant powers depending on their particular rights.  Similarly, your ultimate parent company (or equivalent for other types of corporate entities) is likely to have powers of representation, decision or control.  Depending on your particular structure, intermediate parent companies who do not have a direct shareholding, directors or members of an executive board of your immediate parent company (for eample in the case of an SPV set up specifically to bid for a particular contract), and holders of mortgages or liens may be covered. It isn’t necessary to identify which entities and persons you think are covered but you must be satisfied that your declaration is made in respect of all of those that are covered.
For answers to part 3 – If you are bidding on behalf of a group, for example, a consortium, or you intend to use subcontractors, you should complete all of the questions on behalf of the consortium and/ or any subcontractors, providing one composite response and declaration.
The Commissioner confirms that it will keep confidential and will not disclose to any third parties any information obtained from a named customer contact, other than to the Cabinet Office and/or contracting authorities defined by the regulations, or pursuant to an order of the court or demand made by any competent Commissioner or body where the Commissioner is under a legal or regulatory obligation to make such a disclosure.
6.  The Public Procurement Review Service allows government Providers and potential government Providers to raise concerns anonymously about unfair public sector procurement practice. The government can then investigate and resolve these concerns for contracting authorities as listed in Schedule 1 of the Public Contracts Regulations 2015. To use the Public Procurement Review Service, read the terms and email publicprocurementreview@cabinetoffice.gov.uk or phone 0345 010 3503.



MARKING SCHEME AND ITT TECHNICAL QUESTIONS
	Part 1: Your information and the bidding model.

	You must answer all questions in parts 1 and 2. If you are the Provider, you must answer all questions in part 3 as well. 

	Bidders must ensure that every organisation on which they will rely to meet the selection criteria completes and submits their own answers and declaration for part 1 and 2.


Yes	▢
No	▢
N/A	▢
	Section 1
	Your information

	Question number
	Question
	Response

	1.1(a)
	Name (if registered, please give the registered name)
	

	1.1(b) – (i)
	Registered address (if applicable) or head office address
	

	1.1(b) – (ii)
	Registered website address (if applicable)
	

	1.1(c)
	Trading status
a) - public limited company
b) - private limited company
c) - limited liability partnership
d) - other partnership
e) - sole trader
f) - third sector
g) - other (please specify your trading status)
	

	1.1(d)
	Date of registration (if applicable) or date of formation.
	

	1.1(e)
	Registration number (company, partnership, charity, etc if applicable).
	

	1.1(f)
	Registered VAT number.
	

	1.1(g) - (i)
	Are you registered with the appropriate professional or trade register(s) specified for this procurement in the Member State where your organisation is established?
	Yes	▢
No	▢
N/A	▢

	1.1(g) - (ii)
	If you responded yes to 1.1(h) - (i), please provide the relevant details, including the name of the register and registration number(s), and if evidence of registration is available electronically, please provide
- the website address,
- issuing body
- reference number.
	

	1.1(h) - (i)
	For procurements for services only, is it a legal requirement in the country where you are established for you to:
a) possess a particular authorisation, or
b) be a member of a particular organisation,

to provide the requirements specified in this procurement?

	Yes	▢
No	▢


	1.1(h) - (ii)
	If you responded yes to 1.1(j) - (i), please provide additional details of what is required, confirmation that you have complied with this and, if evidence of compliance is available electronically, please give the website address, issuing body and reference number.
	

	1.1(i)
	Relevant classifications (state whether you fall within one of these, and if so which one)
a) Voluntary Community Social  Enterprise (VCSE).
b) Sheltered Workshop.
c) Public service mutual.
	

	1.1(j)
	Are you a Small, Medium or Micro Enterprise (SME)[footnoteRef:7]? [7: ] 

	Yes	▢
No	▢

	1.1 (k)
	Details of Persons with Significant Control (PSC)[footnoteRef:8], where appropriate[footnoteRef:9]: [8: ]  [9: ] 


- Name
- Date of birth
- Nationality
- Country, state or part of the UK where the PSC usually lives
- Service address
- The date he or she became a PSC in relation to the company ;
- Which conditions for being a PSC are met:
- Over 25% up to (and including) 50%
- More than 50% and less than 75%
- 75% or more
(Please enter N/A if not applicable)
	

	1.1(l)
	Details of your immediate parent company:
- Full name of immediate parent company,
- Registered or head office address,
- Registration number (if applicable),
- VAT number (if applicable),
Please enter N/A if not applicable)
	

	1.1(m)
	Details of ultimate parent company:
- Full name of ultimate parent company,
- Registered or head office address,
- Registration number (if applicable),
- VAT number (if applicable),
(Please enter N/A if not applicable)
	

	Please note: A criminal record check for relevant convictions may be undertaken for the preferred Provider and all relevant persons and entities (as described above).



	Please provide the following information about your approach to this procurement:

	Section 1 (cont.)
	Bidding model
	

	Question number
	Question
	Response

	1.2
	Please indicate if you are bidding as a single Provider or as part of a group or consortium?
If you are bidding as a single Provider please go to Q 1.3.
If you are bidding as part of a group or consortium (including where you intend to establish a legal entity to deliver the contract, or you are a subcontractor), please tell us:
1. The name of the group/consortium.
a) The proposed structure of the group/consortium, including the legal structure where applicable.
b) The name of the lead member in the group/consortium.
c) Your role in the group/consortium (e.g. lead member, consortium member, subcontractor).
d) If you are the lead member in the group/consortium, whether you are relying on other consortium members to meet the selection criteria (i.e. are you relying on other consortium members for economic and technical standing and/or technical and professional ability?) and, if so, which criteria you are relying on them for
	

	1.3
	If you are proposing to use subcontractors please provide the details for each subcontractor[footnoteRef:10]. [10: ] 

- Name
- Registration number
- Registered or head office address,
- Trading status
1. Public limited company
a. Private limited company
b. Limited liability partnership
c. Other partnership
d. Sole trader
e. Third sector
f. Other (please specify your trading status)
- Registered VAT number
- SME (Yes/No)
- The role each subcontractor will take in providing the works and /or supplies e.g. key deliverables - if known
- The approximate % of contractual obligations assigned to each subcontractor, if known
- Is the subcontractor being relied upon to meet the selection criteria (i.e. are you relying on the subcontractor for economic and technical standing and/or technical and professional ability?) and, if so, which criteria are you relying on them for?
	



	1.4
	Lots
Where applicable, please tell us which lot(s) you wish to bid for?
	Answer
Lot 1: Barnet
	☐
Lot 2: Enfield 
	☐
Lot 3: Haringey
	☐









	Part 2: Exclusion Grounds

	Please answer the following questions in full. Note that every organisation that forms part of your bidding group/consortium, as well as every organisation that is being relied on (including subcontractors being relied on) to meet the selection criteria must complete and submit responses to part 1 and the declarations in part 2.

	Section 2
	Grounds for mandatory exclusion

	Question number
	Question
	Declaration

	2.1 (a)
	Within the past five years, anywhere in the world, have you or any person who:
· is a member of the Provider’s administrative, management or supervisory body  or
· has powers of representation, decision or control in the Provider[footnoteRef:11], [11: ] 

· been convicted of any of the offences within the summary below and listed in full on the webpage?
	

	
	Participation in a criminal organisation.
	Yes	▢
No	▢

	
	Corruption.  
	Yes	▢
No	▢

	
	Terrorist offences or offences linked to terrorist activities.
	Yes	▢
No	▢

	
	Money laundering or terrorist financing.
	Yes	▢
No	▢

	
	Child labour and other forms of trafficking in human beings.
	Yes	▢
No	▢

	
	Any other offence within the meaning of Article 57(1) of the Directive as defined by the law of any jurisdiction outside England, Wales or Northern Ireland.
	Yes	▢
No	▢


	
	Any other offence within the meaning of Article 57(1) of the Directive created after 26th February 2015 in England, Wales or Northern Ireland.
	Yes	▢
No	▢

	2.1(b)
	If you have answered yes to any part of question 2.1(a), please provide further details, including:
· date of conviction and the jurisdiction,
· which of the grounds listed the conviction was for,
· the reasons for conviction,
· the identity of who has been convicted.
If the relevant documentation is available electronically please provide:
· the web address,
· issuing authority,
· precise reference of the documents.
	

	2.1(c)
	If you have answered yes to any part of the question above please explain what measures have been taken to demonstrate your reliability despite the existence of relevant grounds for exclusion. (Self cleaning).
	



	Section 3
	Mandatory and discretionary grounds relating to the payment of taxes and social security contributions

	The detailed grounds for mandatory and discretionary exclusion of a Provider for non-payment of taxes and social security contributions, are set out on this webpage,[footnoteRef:12] and should be referred to before completing these questions. [12: ] 


	Question number
	Question
	Declaration

	3.2(a)

	Please confirm that you have met all your obligations relating to the payment of taxes and social security contributions, both in the country in which you are established and in the UK.
If documentation is available electronically please provide:
· the web address,
· issuing authority,
· precise reference of the documents
	Yes	▢
No	▢

	3.2(b)
	If you have answered no to 3.2(a) please provide further details including the following:
· Country concerned,
· what is the amount concerned
· how the breach was established, i.e. through a judicial or administrative decision or by other means.
· if the breach has been established through a judicial or administrative decision please provide the date of the decision,
· if the breach has been established by other means please specify the means.
	

	3.3
	Please also confirm whether you have paid, or have entered into a binding arrangement with a view to paying, the outstanding sum including, where applicable, any accrued interest and/or fines.
	Yes	▢
No	▢

	Please Note: We reserve our right to use our discretion to exclude your bid where we can demonstrate by any appropriate means that you are in breach of your obligations relating to the payment of taxes or social security contributions



	Section 4
	Grounds for Discretionary Exclusion

	The detailed grounds for discretionary exclusion of an organisation are set out on this webpage,[footnoteRef:13] and should be referred to before completing these questions. [13: ] 


	Question number
	Question
	Declaration

	4.1
	Within the past three years, anywhere in the world, have any of the situations summarised below and listed in full on the webpage applied to you?
	

	4.1(a)
	Breach of environmental obligations?
To note that environmental law obligations include Health and Safety obligations. See webpage.
	Yes	▢
No	▢

	4.1(b)
	Breach of social law obligations?  
	Yes	▢
No	▢

	4.1(c)
	Breach of labour law obligations?
	Yes	▢
No	▢

	4.1(d)
	Bankruptcy or subject of insolvency?
	Yes	▢
No	▢

	4.1(e)
	Guilty of grave professional misconduct?
	Yes	▢
No	▢

	4.1(f)
	Distortion of competition?
	Yes	▢
No	▢

	4.1(g)
	Conflict of interest?
	Yes	▢
No	▢

	4.1(h)
	Been involved in the preparation of the procurement procedure?
	Yes	▢
No	▢

	4.1(i)
	Prior performance issues?
	Yes	▢
No	▢

	4.1(j)


4.1(j) - (i)






4.1(j) - (ii)


4.1(j) –(iii)



4.1(j)-(iv)


	Do any of the following statements apply to you ?

You have been guilty of serious misrepresentation in supplying the information required for the verification of the absence of grounds for exclusion or the fulfilment of the selection criteria.

You have withheld such information.


You are not able, without delay, to submit documents if/when required.


You have undertaken to unduly influence the decision-making process of the Commissioner to obtain confidential information that may confer upon you undue advantages in the procurement procedure, or to negligently provide misleading information that may have a material influence on decisions concerning exclusion, selection or award.
	


Yes	▢
No	▢




Yes	▢
No	▢

Yes	▢
No	▢


Yes	▢
No	▢


	4.2
	You are a relevant commercial organisation subject to Section 54 of the Modern Slavery Act 2015 if you carry on your business, or part of your business in the UK, supplying goods or services and you have an annual turnover of at least £36 million.

If you are a relevant commercial organisation please -
· confirm that you have published a statement as required by Section 54 of the Modern Slavery Act.
· confirm that the statement complies with the requirements of Section 54 and any guidance issued under Section 54.
	









Yes	▢
No	▢
Yes	▢
No	▢

	4.3
	If your latest published statement is available electronically please provide:
· the web address,
· precise reference of the documents.
	

	4.4
	If you have answered YES to any of the questions in 4.1, or NO to question 4.2, please explain what measures have been taken to demonstrate your reliability despite the existence of a relevant ground for exclusion. (Self cleaning)
	





[bookmark: _heading=h.1ci93xb]

	Part 3: Selection Questions

	Section 5
	Economic and Financial Standing

	Question number
	Question
	Response

	5.1
	If documentary evidence of economic and financial standing is available electronically (e.g. financial statements filed with Companies House), please provide:
· the web address
· issuing authority
· precise reference of the documents
	

	5.2
	If documentary evidence of economic and financial standing is not available electronically, please provide a copy of your detailed accounts for the last two years (audited if required by law).

Also, for any other person or entity on whom you are relying to meet the selection criteria relating to economic and financial standing, please provide a copy of their detailed accounts for the last two years (audited if required by law).  
	

	5.3




5.3(a)








5.3(b)

	If you are not able to provide a response to questions 5.1 or 5.2, please provide any of the following alternatives.

A statement of your annual turnover, Profit and Loss Account/Income statement, Balance Sheet/statement of Financial Position and Statement of Cash Flow for the most recent year(s) of trading and a bank letter outlining the current cash and credit facility position.

Alternative information to evidence economic and financial standing (e.g. forecast financial statements and a statement of funding provided by the owners and/or the bank, charity accruals accounts or an alternative means of demonstrating financial status).
	

	5.4
	Where we have specified a minimum level of economic and financial standing and/ or a minimum financial threshold within the evaluation criteria for this procurement, please self-certify by answering ‘Yes’ or ‘No’ that you meet the requirements set out.
	Yes	▢
No	▢




	Section 6
	Technical and Professional Ability

	Question number
	Question

	
	Relevant experience and contract examples

Please provide details of up to three contracts, to meet the technical and professional ability criteria set out in the procurement documents in any combination from either the public or private sectors; voluntary, charity or social enterprise (VCSE) that are relevant to our requirement. VCSEs may include samples of grant-funded work. Where this procurement is for supplies or services, the examples must be from the past three years. Where this procurement is for works, the examples may be from the past five years.

The named contact provided should be able to provide written evidence to confirm the accuracy of the information provided below.

For consortium bids, or where you have indicated that you are relying on a subcontractor in order to meet the technical and professional ability, you should provide relevant examples of where the consortium/subcontractors have delivered similar requirements. If this is not possible (e.g. the consortium is newly formed or a Special Purpose Vehicle is to be created for this contract) then three separate examples should be provided between the principal member(s) of the proposed consortium or members of the Special Purpose Vehicle or subcontractors (three examples are not required from each member).

Where the Provider is a Special Purpose Vehicle, or a managing agent not intending to be the main provider of the supplies or services, the information requested should be provided in respect of the main intended provider(s) or subcontractor(s) who will deliver the contract.

For each contract please provide the following information

If you cannot provide examples see question 7.2

	6.1
	








	
	Contract 1
	Contract 2
	Contract 3

	Name of customer organisation who signed the contract
	
	
	

	Name of Provider who signed the contract
	
	
	

	Point of contact in the customer’s organisation.

	
	
	

	Position in the customer’s organisation

	
	
	

	E-mail address
	
	
	

	Description of contract.

	
	
	

	Contract Start date.
	
	
	

	Contract completion date.

	
	
	

	Estimated contract value
	
	
	



	6.2
	If you cannot provide at least one example for questions 7.1, in no more than 500 words please provide an explanation for this and how you meet the selection criteria relating to technical and professional ability e.g. your organisation is a new start-up or you have provided services in the past but not under a contract.

	6.3

	Where you intend to subcontract a proportion of the contract, please demonstrate how you have previously maintained healthy supply chains with your subcontractor(s).
The description should include, but is not limited to, details of your supply chain management tracking systems to ensure performance of the contract and including prompt payment and whether you are a signatory of the UK Prompt Payment Code (or have given commitments under other equivalent schemes).



	Section 7
	Additional Questions including Project Specific Questions

	Question number
	Question
	Response

	7.1
	Insurance
Please confirm whether you already have, or can commit to obtain, prior to the commencement of the contract, the levels of insurance cover indicated below:

Employer’s (Compulsory) Liability Insurance = £5million

Public Liability Insurance = £5,000,000



Professional Indemnity Insurance = £1,000,000





*There is a legal requirement for certain employers to hold Employer’s (Compulsory) Liability Insurance of £5 million as a minimum. See the Health and Safety Executive website for more information:
 http://www.hse.gov.uk/pubns/hse39.pdf
	






Yes	▢
No	▢

Yes	▢
No	▢

Yes	▢
No	▢



	7.2
	Data protection 

	7.2(a).
	Please confirm that you have in place, or that you will have in place by contract award, the human and technical resources to perform the contract to ensure compliance with the General Data Protection Regulation and to ensure the protection of the rights of data subjects.
	Yes	▢
No	▢


	7.2(b).
	Please provide details of the technical facilities and measures (including systems and processes) you have in place, or will have in place by contract award, to ensure compliance with the General Data Protection Regulation and to ensure the protection of the rights of data subjects.  Your response should include, but should not be limited to facilities and measures:
· to ensure ongoing confidentiality, integrity, availability and resilience of processing systems and services;
· to comply with the rights of data subjects in respect of receiving privacy information, and access, rectification, deletion and portability of personal data;
· to ensure that any consent based processing meets standards of active, informed consent, and that such consents are recorded and auditable;
· to ensure legal safeguards are in place to legitimise transfers of personal data outside the EU (if such transfers will take place);


· to maintain records of personal data processing activities; and
· to regularly test, assess and evaluate the effectiveness of the above measures.

	7.4
	Payment in Contracts per annum 
If you intend to use a supply chain for this contract, you must demonstrate you have effective systems in place to ensure a reliable supply chain. This question is focused on exploring your payment systems.
If your response to (a) and (b) below is NO and you do not intend to use a supply chain for this contract, you are not required to complete the subsequent questions

	7.4 (a)
	Please confirm if you intend to use a supply chain for this contract (i.e.  services that are used wholly or substantially for the purpose of performing or contributing to the performance of the whole or part of the contract)
 
	Yes	▢
No	▢
If “No” you do not need to complete the rest of this section
NOT SCORED

	7.4 (b)
	Please confirm that you have systems in place to pay those in your supply chain promptly and effectively, i.e. within your agreed contractual terms.
	Yes	▢
No	▢

PASS/FAIL

	7.4 (c)
	Please confirm you have procedures for resolving disputed invoices with those in your supply chain promptly and effectively.

This should include all situations where payments are due; not all payments involve an invoice[footnoteRef:14]. [14: ] 


You should explain this in the tender documents

	Yes	▢
No	▢

PASS/FAIL

	PUBLIC SECTOR CONTRACTS ONLY – Requirement under the Public Contracts Regulations 2015 (Regulation 113)

	7.5
	Please confirm that for public sector contracts awarded under the Public Contract Regulations 2015 you have systems in place to include (as a minimum) 30 day payment terms in all of your supply chain contracts and require that such terms are passed down through your supply chain.
	Yes	▢
No	▢

PASS/FAIL

	PUBLIC AND PRIVATE SECTOR CONTRACTS

	7.6 (a)

















7.6 (b)


7.6 (c)

















	(a) Please provide the percentage of invoices[footnoteRef:15]  paid by you to those in your immediate supply chain on all contracts for each of the two previous six month reporting periods[footnoteRef:16] . This should include the percentage of invoices paid within each of the following categories: [15: ]  [16: ] 

1. within 30 days
2. in 31 to 60 days
3. in 61 days or more
4. due but not paid by the last date for payment under agreed contractual terms.

It is acceptable to cross refer to information that has previously been submitted to Government or other bodies or is publicly available (provided it covers the required reporting periods), including data published in accordance with the Reporting on Payment Practices and Performance Regulations 2017.
If you do wish to cross refer, please provide details and/or insert link(s).

(b) If you are unable to demonstrate that all invoices have been paid within the agreed contractual terms, please explain why.

 (c) If you are unable to demonstrate that ≥95% of invoices payable to your supply chain on all contracts have been paid within 60 days of the receipt of the invoice in at least one of the last two six months reporting periods please provide an action plan for improvement which includes (as a minimum) the following:
· Identification of the primary causes of failure to pay:
· 95% of all supply chain invoices within 60 days; and
· if relevant under question 6.4(b), all invoices within agreed terms.
· Actions to address each of these causes.
· A mechanism for and commitment to regular reporting on progress to the bidder’s audit committee (or equivalent).
· A plan signed off by your director
· Plan published on its website (this can be a shorter, summary plan).

If you have an existing action plan prepared for a different purpose, it is acceptable to attach this but it should contain the above features

Note: if you are required to submit an action plan under question 6.4(c), this action plan must also set out steps to address your payment within agreed terms, in order to achieve a pass for question 6.4 (c).

	7.7


7.7 (a)




7.7 (b)


7.7 (c)
 



7.7 (d)


7.7 (e)

7.7 (e) (i)
7.7 (e) (ii)
7.7 (e) (iii)
7.7 (e) (iv)

7.7 (f) (i)
7.7 (f) (ii)
7.7 (f) (iii)
7.7 (f) (iv)
	Carbon Reduction In Contracts per annum 

Please confirm that you have detailed your environmental management measures by completing and publishing a Carbon Reduction Plan which meets the required reporting

Provide a link to your most recently published Carbon Reduction Plan here:

Please confirm that your organisation is taking steps to reduce your GHG Emissions over time and is publicly committed to achieving Net Zero by 2050

Please provide your current Net Zero Target Date:


Provider Emissions Declaration
	


Yes	▢
No	▢
PASS/FAIL

Provide a web link (URL) to your CRP

Yes	▢
No	▢
PASS/FAIL

Year of Net Zero Target, e.g. 2050


	
	Baseline Year:
	

	
	Scope 1 emissions:
	

	
	Scope 2 emissions:
	

	
	Scope 3 emissions:
	

	
	

	
	Current/Most Recent Reporting Year:
	

	
	Scope 1 emissions:
	

	
	Scope 2 emissions:
	

	
	Scope 3 emissions:
	

	7.8



7.8 (a)
	Skills and Apprentices In Contracts per annum 

Please state whether you will be supporting apprenticeships and skills development through this contract.

	



Yes	▢
No	▢


	7.8 (b)
	If ‘YES’ please set out how you will develop and maintain skills relevant to the contract to build a more skilled and productive workforce.  Please also provide details of the process in place to ensure that your supply chain supports skills, development and apprenticeships.


Contact details and declaration
I declare that to the best of my knowledge the answers submitted and information contained in this complete document are correct and accurate, including parts 1, 2 and part 3.
I declare that, upon request and without delay I will provide the certificates and/or documentary evidence referred to in this document except where this documentation can be accessed by the Commissioner via a national database free of charge or the Commissioner already possesses the documentation.
I understand that the information will be used in the selection process to assess my suitability to participate further in this procurement.
I understand that the Commissioner may reject this submission in its entirety if there is a failure to answer all the relevant questions fully, or if false/misleading information or content is provided in any section.
I am aware of the consequences of serious misrepresentation.

	Signature (electronic is acceptable)


	________________________

	Date
	________________________



	Contact details of those making the declaration

	
	Response

	Contact name
	

	Name of organisation
	

	Role in organisation
	

	Phone number
	

	E-mail address
	

	Postal address
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C
	SPECIFIC TECHNICAL & SERVICE REQUIREMENTS - DETAILED QUESTIONNAIRE
ITT Response Questions (Technical/Quality) –  70 % WEIGHTING

	[C1]
	Service Delivery                                                                                    15%

	
	Describe how you will deliver the service as outlined in the service specification.

	
	Guidance: Include details which include but are not limited to the following:

· Managing Demand and Capacity
· Approach to Quality Improvement
· Risk Management 
· Diversion from Inpatient facilities 

Minimum pass mark: 2 
If you score less than 2 for this question, your response will be rejected and you will not be invited to participate further in the procurement.

	
	PROVIDER RESPONSE (MAX WORD COUNT 1500):























	[C2]
	Mobilisation                                                                                           12%

	
	Please provide a copy of a mobilisation/implementation plan for the planned service commencement date of 01 August 2024; including key timeframes and any challenges/ risks you foresee and your plans to mitigate them.

	
	Guidance: 
This should include details of key activities and components to be undertaken and who is responsible for activities. This should include but is not limited to the following:

· TUPE Transfer process and associated risks & mitigations 
· Data Sharing Agreements 
· Recruitment Delivery Plan (including Onboarding/Training and TUPE (if applicable)) 
· Community Engagement Planning
· Governance (Contract Performance and KPI reporting, appropriate representation at key meetings and forums)
· Risk register and issues log (RAID) 

Please submit: 
· Recruitment Delivery Plan 
· Mobilisation & Implementation Plan 

as MS Excel documents (word limits will not apply to these documents)

Minimum pass mark: 2 
If you score less than 2 for this question, your response will be rejected and you will not be invited to participate further in the procurement.

	
	PROVIDER RESPONSE (MAX WORD COUNT 500):












	[C3]
	Workforce                                                                                                9%

	
	The workforce is a critical and key component of ensuring service delivery and should be noted that an effective and fully recruited staffing model is critical for the success of the service.
How will you ensure that the resource assigned to undertake the provision will:
· Ensure recruitment and other staffing challenges will be mitigated against in order to ensure contractual deliverables continue to be met
· Staff have the relevant skills and opportunities to build upon current skillset for their further development




	
	Guidance: 
Detail how you plan to ensure effective continuity of service through foreseen and unforeseen staffing challenges over the term of the contract.

Minimum pass mark: 2 
If you score less than 2 for this question, your response will be rejected and you will not be invited to participate further in the procurement.

	
	PROVIDER RESPONSE (MAX WORD COUNT 750):


















	[C4]
	Service Outcomes – Engagement                                                         9%

	
	How will you ensure that the engagement with service users, local communities, and further stakeholders such as GPs, local authorities, and the wider VCS community can be used to further develop service outcomes?

	
	Guidance: This should include examples from previous experience where you have engaged with similar stakeholder groups and utilised tools such as Dialog+ and Key Performance Indicators to showcase innovative and developing practices. 

Minimum pass mark: 2 
If you score less than 2 for this question, your response will be rejected and you will not be invited to participate further in the procurement.

	
	PROVIDER RESPONSE (MAX WORD COUNT 1000):


























	[C5]
	Service Outcomes – Co-production                                                      5%

	
	Describe and evidence your organisation's approach to co-production with service users and how this will be used to deliver service outcomes. 

	
	Guidance: Please refer to the specification to determine challenges you foresee with co-production and how these are mitigated through your proposed approach

Minimum pass mark: 2
If you score less than 2 for this question, your response will be rejected and you will not be invited to participate further in the procurement.

	
	PROVIDER RESPONSE (MAX WORD COUNT 500):










	[C6]
	Reporting                                                                                                 5%

	
	Describe how you would approach measuring your impact in delivering this service.  

	
	Guidance: Please refer to the specification to determine potential Key Performance Indicators and how this would be presented to the Commissioner. 

Minimum pass mark: 2 
If you score less than 2 for this question, your response will be rejected and you will not be invited to participate further in the procurement.

	
	PROVIDER RESPONSE (MAX WORD COUNT 500):







	[bookmark: _Toc112769158]
[C7]
	Equality and Diversity                                                                             5%

	
	The Trust are committed to work towards preventing and eliminating discrimination between people on the grounds of age, disability, gender reassignment, Marriage and civil partnership, Pregnancy and maternity, race, religion or belief, sex and sexual orientation by making sure that we build equality and diversity into all our working practices and those with our Providers. 

Please provide a copy of your equality and diversity policy that explicitly refers to the individual characteristics mentioned above. 

Please provide a copy of your bullying and harassment policy. 

Detail what training is provided to your staff on equality and diversity.

Detail what reporting and monitoring is completed on the grounds on bullying and harassment against the protected characteristics. 

Are you members of good practice programmes, such as Stonewall’s Diversity Champions programme?

	
	Guidance: If you do not have your own organisational Equality, Diversity and Inclusion (EDI) policies, please confirm in your written statement that would be working in line with the Trust EDI policies.

Minimum pass mark: 1
If you score less than 1 for this question, your response will be rejected and you will not be invited to participate further in the procurement.

	
	PROVIDER RESPONSE (MAX WORD COUNT 500):













sOCIAL VALUE Questions


	[C8]
	Social Value -Equal Opportunity – Tackle Workforce Inequality        5%

	
	The Trust is committed to Social Value and the additional value that can benefit our communities and working practices. Please detail your strategy for employing and promoting a diverse workforce in senior management.
Provide information on the % share of members from an Ethnic Minority Group in leading positions (manager or above (Level 4)) on contract (FTE). The provided data has to be supported by official company employment statistics or other documentation. The data has to be adjusted for FTE employment to allow for comparability between different kinds of contracts.

	
	Guidance: Consider the ratio between the total number of people at higher level of management and directors to those with an ethnic minority background.

Minimum pass mark: 1 
If you score less than 1 for this question, your response will be rejected and you will not be invited to participate further in the procurement.

	
	PROVIDER RESPONSE (MAX WORD COUNT 750):




















	[C9]
	Social Value - Wellbeing – Improve Community Integration           5%

	
	The Trust is committed to Social Value and the additional value that can benefit our communities and working practices.

Describe the volunteering activity/activities to be delivered and the local community projects to be supported. Provide details of any organisations you will partner with. Provide a breakdown of staff volunteering hours to be delivered to local community projects. 

	
	Guidance: Only regular work hours and overtime hours can be counted as volunteering hours. 
For example, if 10 staff members will volunteer 3 hours each, then the total number of hours reported should be 30. Information provided should be made compliant with data protection requirements.
(GDPR).

Attachments to be submitted as PDF/Excel document only. 

Minimum pass mark: 1 
If you score less than 1 for this question, your response will be rejected and you will not be invited to participate further in the procurement.

	
	PROVIDER RESPONSE (MAX WORD COUNT 750):



















	
MARKING SCHEME 0-3 marks will be awarded as follows:

	0
	Fail: the response completely fails to meet required standard or does not provide a proposal. 


	1
	Poor: (meets some of the requirement) The response meets elements of the requirement but gives concern in a number of significant areas. There are reservations because of one or all of the following: 
· There is at least one significant issue meeting considerable attention. 
· Proposals do not demonstrate competence or understanding. 
· The response is light and unconvincing. 
· The response makes no reference to the health or academic sectors applying for but shows some general market experience. 


	2
	Mostly Satisfactory: (meets most of the requirement) The response meets most of the requirement but there is at least one significant issue of concern, or several smaller issues. These would require of some further clarification or attention later in the procurement process and may arise through lack of demonstrated capability and/or appropriate evidence. The response therefore shows: 
· Basic understanding of the requirements
· Sufficient competence demonstrated through relevant evidence
· Some areas of concern or inconsistency that require attention. 
· The response addresses some of the health or academic sectors applying for. 

	3 
	Very good: (exceeds some of the major requirements) The response meets the required standard in all material respects. There are no significant areas of concern, although there may be limited minor issues that need further exploration or attention later in the procurement process. The response therefore shows:
· Good understanding of the requirements 
· Sufficient competence demonstrated through relevant evidence 
· Some insight demonstrated into the relevant issues. 
· The response addresses all of the health or academic sectors applying for and also shows good market experience. 





 








	


	[bookmark: _Toc88739473]SECTION D - COMMERCIAL REQUIREMENTS

Evaluation of Pricing

Financial Envelope - The financial envelope available for this work is up to a maximum annual contract value of £1,977,800. 
The total contract value for this work including the 3-year initial term, 1 year extension and 8 month extension period will have a maximum total contract value of £9,229,700. 
Lot 1 (Barnet) – The total annual contract value available would be up to £618,300. The Commissioner will consider annual uplifts in line with the prevailing NHS guidelines at that time. 
Lot 2 (Enfield) – The total annual contract value available would be up to £587,200. The Commissioner will consider annual uplifts in line with the prevailing NHS guidelines at that time. 
Lot 3 (Haringey) – The total annual contract value available would be up to £772,300. The Commissioner will consider annual uplifts in line with the prevailing NHS guidelines at that time. 
Any quotation exceeding the financial envelope will not be considered.


	Providers are required to submit a comprehensive pricing schedule covering all costs involved with satisfying the Customer need, covering (but not restricted to) the following points:
· A full breakdown of staff costs which includes the role, salary and cost of whole time equivalent (WTE) for each individual who is engaged in delivery of this contract. 
· Clearly outline the use of non-staff including consultants, contractors, sub-contractors, temps involved in the above breakdown;
· Detail any other necessary costs which will be required (e.g. marketing, translation, management fee, overheads, cost of providing any materials etc);
· The price submitted must be the total cost of the delivery of the service;
· All charges must be provided in GBP and must be exclusive of VAT.
The charges must be inclusive of any and all additional charges which may apply. Commissioner will not accept any additional costs which are not declared.
The commercial scoring will be based on the total contract value.
Providers are required to complete and submit the pricing schedule as part of their submission.



	The price (entered by Bidders in Pricing Matrix/Schedule, Appendix 2) shall be calculated by taking the total of the solution price for the contract. The pricing matrix can be allocated in each folder (see zipfile) – Appendix 2. 


	The Price per Bidder shall be compared across all Bidders and percentage scores shall be determined for each Bidder.



	The Bidder with the best Price shall be awarded 30%, with remaining Bidders being awarded a percentage equal to their Price, relative to the best Price received by NLMHP.


	The calculation is as follows: 

	


Best Price divided by other Bidder’s Price multiplied by 30% = relative score achieved for other Bidder’s Price. 

[bookmark: _Toc88739474]APPENDICES
Appendix 1 – Additional Supporting Information 

	Community Services Clinical Strategy
	
	

	Barnet Standard Operating Procedure
	


	Enfield Standard Operating Procedure
	


	Haringey Standard Operating Procedure
	


	Barnet – Population Health 
	


	Enfield – Population Health 
	


	Haringey – Population Health 
	


	Indicative Activity Plan ( All Boroughs) 
	


	Proposed Key Performance Indicators
	




15.2 	Appendix 2 – Commercial Schedule	

	Lot
	Pricing Schedule

	Lot 1 – Barnet
	


	Lot 2 – Enfield
	

	Lot 3 – Haringey
	



0. Appendix 3 – NHS Standard Contract (Short form)



Appendix 4 – TUPE 
 
	Lot
	TUPE Information 

	Lot 1 – Barnet
	


	Lot 2 – Enfield
	


	Lot 3 – Haringey
	






Appendix 5 – Form of Offer


Appendix 6 – Please confirm you have submitted your documentation by placing a tick in the box.

	Potential Provider Information and Exclusion Grounds: Part 1 & 2 – Within Part 3 of ITT
	[bookmark: Check1]|_|

	Service and Quality Questions and required attachements –Within Part 3 of ITT
	|_|

	Social Value Questions - Within Part 3 of ITT
	|_|

	Commercials - Bidder to complete and submit proposed commercials – Within Appendix 2
	|_|

	Form of Offer – Bidder to complete and submit acknowledging the proposed requirements and contract 
	|_|
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Connected Communities is a programme designed to improve access to council and voluntary support in Haringey. 
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Acronyms 
 


ACT Acceptance and Commitment Therapy 


AED Adult Eating Disorder 


CAB Citizens Advice Bureau 


CBT Cognitive Behavioural Therapy 


CBTed Cognitive Behavioural Therapy for Eating Disorders 


CBTp Cognitive Behavioural Therapy for Psychosis 


CFT Compassion Focused Therapy 


CMHF Community Mental Health Framework 


COPD Chronic Obstructive Pulmonary Disease 


CPA care programme approach 


CROM Clinician Rated Outcome Measure 


CRT Community Rehabilitation Teams 


CYP children and young people 


DBT Dialectical Behaviour Therapy 


 


 
DIALOG 


a scale of 11 questions. People rate their satisfaction with eight life 
domains and three treatment aspects on a 7-point scale. DIALOG 
provides a score for subjective quality of life and a score for 
treatment satisfaction. The scale is part of the DIALOG+ 
intervention but can also be used on its own 


DIALOG+ 
a full therapeutic intervention. It incorporates the DIALOG scale but 
goes far beyond administering a scale 


EbE Expert by Experience 


ED Eating Disorders 


EIP Early Intervention in Psychosis 


EMDR Eye Movement Desensitisation and Reprocessing 


FFT friends and family test 


GBO Goal Based Outcomes 


GP General Practitioners 


HealtheIntent a data and insights platform 


HoNOS Health of the Nation Outcome Scales 


ICB integrated care board 


IPS 
Individual Placement & Support – a one on one programme that 
supports people to find and stay in work 


IVCS Integrated Voluntary & Community Sector 
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LGBTQ lesbian, gay, bisexual, transgender and queer 


LTP Long Term Plan 


MaST Management and Supervision Tool 


MBT Mentalisation Based Therapy 


MDT Multi-Disciplinary Team 


NCAP National Clinical Audit of Psychosis 


NCL North Central London 


NET Narrative Exposure Therapy 


NHSE NHS England 


NICE National Institute for Health and Care Excellence 


NICE National Institute for Health and Care Excellence 


NLMHP North London Mental Health Partnership 


OCD Obsessive Compulsive Disorder 


PCN Primary Care Network 


PD Personality Disorders 


PREM Patient Rated Experience Measures 


PROM Patient Rated Outcome Measure 


PTSD post-traumatic stress disorder 


 


 
ReQoL-10 


ReQoL-10 stands for "Recovery-Promoting Quality of Life - 10 item 
measure." It is a self-reported questionnaire designed to assess the 
quality of life and recovery of individuals who are experiencing 
mental health problems or disorders. ReQoL-10 consists of 10 
questions 


SMI Severe Mental Illness 


SU Service user 


tfCBT trauma focused cognitive behaviour therapy 


THRIVE 
Therapeutic Interventions, habit and routine, relational-social, 
individual differences, value and beliefs, and emotional factors 


UCLP 
Primrose 


University of Central London Partners Primrose Pathway – a 
preventative behavioural change intervention UCLP to support 
people to reduce their risk factors for long term physical illnesses 


VCS Voluntary and Community Sector 


YA Younger Adults 
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1. Our vision 
 
Our community services will be co-produced with our service users and carers, and 


will offer integrated primary and community mental health care which is holistic and 


person-centred, with learning from the Recovery Approach and a focus on 


prevention. Our clinical approach will be trauma-informed and recovery-orientated. 


We will offer a wide range of therapeutic interventions, including psychological 


therapies, support with physical health problems and wellbeing. We will collaborate 


with physical health services, social care and the voluntary care sector (VCS). We 


will improve patient experience and outcomes and reduce health inequalities faced 


by people with severe mental illness (SMI). There will be no wrong front door, and 


the fewest hand-offs and shortest waiting lists possible. 


 
This strategy outlines the evolution of our current community mental health services 


for adults including Core Teams, Locality Teams and CMHTs which map onto 


Primary Care Networks and Local Authority Neighbourhoods. 


 


 


2. Background and Context 
 
The Community Mental Health Framework (CMHF) is a national programme to deliver 


the NHS Long-Term Plan’s vision for a place-based community mental health model. 


All mental health trusts nationally are on this exciting transformation journey. 
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2.1 Whole person, whole population approach 


The new model is a shift in focus to the health and wellbeing of the population, not 


just those people under the clinical care of secondary care mental health services or 


acute services, with a greater emphasis on prevention, addressing health 


inequalities and recovery. People’s mental health, physical health and the social 


determinants of health must be seen and addressed holistically. 


 
2.2 Responding to rising demand, a growing population and widening 


health inequalities 


Population health aims to improve the health of the whole population. It is about 


improving physical and mental health outcomes and the wellbeing of people, while 


reducing health inequalities across the life span. Health inequalities are avoidable 


and unfair. Across North Central London there is a high level of population health 


need and inequalities. 


 
Our Community Services will take: 


• action to reduce the occurrence of ill health - prevention 


• action to deliver accessible and effective health and care services – early 


intervention and improvement 


• action on the wider determinants of health – integrated and holistic 


support. 


 
Demand for health and social care is growing making it an imperative to move 


towards earlier intervention, more preventative care, and more proactive support for 


people living with long term mental and physical health conditions. We have 


undertaken work with local authority & VCS partners as an anchor organisation, 


bringing together multiple agencies to come together in order to align resources, 


integrate the offer and build resilience in the communities we serve. 


 
Our services will be more inclusive reaching beyond those referred or accessing 


services through traditional routes. We will understand the needs of our local 


communities and reach out so that our services feel accessible to everyone. 


 
We will address health inequalities by working closely with communities and 


collaborating across health, social care and the voluntary sector to address need, 


and with the wider public sector to take collective action on the wider determinants of 


ill health. Our interventions (clinical and social) will not just treat the symptoms of 


mental illness but will also enable people to participate and contribute in their 


communities as fully as possible, connect with meaningful activities, and create or 


fulfil their hopes and aspirations. 
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2.3 Relapse Prevention – a whole population approach 


Often the beginning of someone’s journey towards a crisis and needing a hospital 


admission is linked to stressors that may have occurred well before that crisis. The 


key to reducing the risk of hospital admissions is to prevent the progression at each 


stage of that process and help people improve their mental health, rather than 


experience a further step towards relapse. Many diverse factors can play a role in 


increasing someone’s risk of experiencing a crisis, so the upstream support offer will 


reflect this holistic diversity. 


 
Historically, approximately 60% of people with SMI received their care only from their 


GP. This resulted in a large gap between what the GP could offer and what was 


provided by mental health services. About 30% of people with an acute relapse 


resulting in hospital admissions were not under mental health services, indicating an 


insufficient ‘safety net’ of preventative support to anticipate and head off potential 


relapse triggers. 


 
This clinical strategy takes a whole SMI population approach, collaborating with GPs 


to ensure that people attend their annual physical health check and SMI care 


planning meeting and that they can access the local support identified by these to 


stay well. The population health approach to data analysis will enable services to 
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segment the population according to risk stratification models and focus resources 


on unmet need and health inequalities. 


 
2.4 Reducing Health Inequalities for People with Severe Mental Illnesses 


The physical health of people with SMI is a national and local priority. There are 


approximately 21,000 people with SMI in NCL, and currently 60% have an annual 


physical health. Despite this, premature mortality for people with SMI remains high, 


particularly from cancer, cardiovascular disease, and respiratory illness. 


 
The annual physical health check for people with SMI should be seen as 


fundamental and essential. New digital analytics tools, such as HealtheIntent, will 


help clinicians to identify areas of unmet need and those at the highest risk of 


developing long term conditions and target interventions where they will have the 


greatest impact. We will provide SMI physical health outreach services to assist 


people to access screening and support with their physical health, and offer the 


preventative behavioural change intervention UCLP Primrose, to help people to 


reduce their risk factors for long term physical illness. 


 


 


3. Service Description and Clinical Model 
 
Services will be delivered through a combination of core mental health teams and 


a few intensive services at a borough or organisation level. They will remove the 


existing primary care vs secondary mental health split. 
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Figure 6: Community Clinical model and Interrelationships 


 
Core community mental health teams will have a multi-agency, multidisciplinary staff 


teams, including doctors, nurses, psychologists, pharmacists, allied health 


professionals, voluntary sector support workers and community development 


workers, social workers, peer coaches, welfare rights advisors, social prescribers 


and employment support workers. They will be a part of the local care system (e.g. 


Integrated Neighbourhood Teams) and with other providers will offer joined  up, 


holistic support to a defined population (neighbourhood or PCN). They will hold 


detailed knowledge of the needs of their local population and the local community 


assets. They will provide assessment, treatment and preventative interventions. 


 
3.1. Characteristics of Core and Intensive Services 


Intensive services will offer more specialised community interventions organised at 


borough or organisation-wide levels. The interfaces between core mental health 


teams and intensive teams will be fluid and will allow people to access available 
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support based on their needs rather than what is available when assigned to a 


particular team, i.e. people can continue to use the physical health, social and 


wellbeing support available through a core community mental health team whilst 


under an intensive team. 


 
A ‘one size fits all’ generic or specialised only approaches are not inclusive. Within 


core community mental health teams there will be specific service  functions that offer 


evidence-based interventions for people with psychosis, trauma, personality 


disorder, depression & anxiety, and eating disorders. There will be team members 


who hold specialist knowledge and skills to work with young people (18- 25) and 


older adults. 


 
Substance misuse is a common comorbidity with mental illnesses. Drug and alcohol 


use will not be a barrier to accessing support from community mental health services 


and people will not be declined services on this basis. Our core community mental 


health teams will have close links to Substance Misuse Services and voluntary 


sector organisations to support people with substance misuse. 


 
Anyone who is being supported by the core community mental health team will 


have a named worker so that everyone receives a minimum universal standard of 


high-quality care and so that they do not fall through the gaps or experience a cliff-


edge when transitioning between services. 


 
Building on the core values of person-centered care and shared decision making, the 


principles of "relational prescribing" will be applied to cultivate an essential 


pharmacotherapeutic alliance to deliver concrete positive patient outcomes. 


 
3.2. Psychological therapies 


Our psychological offer across all services will be formulation based and informed 


by evidence from research and practice. Service user involvement and co-production 


are already at the heart of our work. We will adapt our offer to meet the needs of 


minoritized sections of our communities (e.g. ethnically minoritized groups, LGBTQ+ 


communities) 


 
We will offer: 


• Assessment and formulation 


• Supervision and consultation to GPs and the multi-disciplinary teams 


(including population health nurses and peer coaches) 


• Joint working with the core community mental health teams, intensive 


teams, Talking Therapies for anxiety and depression services, and 


recovery colleges 


• Supervision and Consultation to VCS and other system partners (e.g. 


housing, social care, police) 


• Outreach work to local community groups 
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• Direct Clinical Work as follows: 


▪ Extended assessments/brief interventions (up to 6 sessions) 


▪ Psychoeducational and skills based groups 


▪ Brief individual therapy 


▪ Focused individual therapy 


▪ Therapy groups 


 
We will develop a broad programme of group interventions to improve access to 


psychological therapies, increase community cohesion and reduce stigma through 


shared experience. Some of the groups offered and planned include Trauma 


Stabilisation, Tree of Life and Dialectical Behaviour Therapy (DBT) skills. 


 
Where appropriate, the work will be delivered in a stepped care approach, providing 


timely access to psychological therapies, starting with guided self-help, 


psychoeducation and stabilisation through to more specialised interventions. The 


work will be guided by a trauma informed approach and aligned to population health, 


such as community psychology and cross diagnostic interventions. The therapeutic 


models used will include, but not limited to, Structured Clinical Management (SCM), 


the range of cognitive behaviour therapies (CBT/CBTp/CBTed), Acceptance and 


Commitment Therapy (ACT), Compassion Focused Therapy (CFT), DBT, 


Mentalisation Based Therapy (MBT), systemic and narrative therapies and Eye 


Movement Desensitisation and Reprocessing (EMDR). 


 
Our approaches will be flexible and needs-led, offering choice and using stepped 


care and Thrive models where appropriate. Our work in core community mental 


health teams will link closely to our more intensive offers, offering  interventions 


along pathways of care. We have articulated a baseline core offer that we will 


ensure is available across all our boroughs equitably. This baseline offer takes into 


consideration the evidence base while still providing a range of interventions aimed 


at meeting diverse needs. 


 
3.3. Psychosis 


The redesign of the service offer for people with psychosis will improve support 


available to everyone living with this condition, segmented according to need, to 


create equitable services across NCL, promote secondary prevention, and support 


people to avoid relapse, crises and hospital admissions. People with psychosis 


experience a range of social and physical health inequalities and we will implement 


preventative population health interventions with partners in primary care, public 


health and the VCS. We will use population health data to identify unacceptable 


variations in medication treatment and target plans to eliminate variation. 


 
The psychosis service offer will form a continuous community pathway spanning 


Primary Care, core community mental health team and, at borough level, early 


intervention and community rehabilitation. 
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Level 1: Primary Care 


• Through refreshed preventative strategies more people with a SMI will have an 


annual physical health check and a DIALOG+ holistic care plan within primary 


care. There will be assistance to access local community resources and 


activities, welfare rights, etc. to address the social determinants of health in a 


preventative approach. Core community mental health teams will support 


Primary Care with advice to GPs, one off formulations, advice and information 


on medication and ongoing monitoring requirements and review, provision of 


other Primary Care interventions, and referral or signposting to other services 


and community organisations. 


 
Levels 2 & 3: 


• Through a comprehensive assessment of mental health and social care 


needs we will provide a diagnosis, risk formulation and a coproduced 


DIALOG+ care plan. 


• There will be a “no wrong front door” approach in accessing all NLMHP 


services. 


• Level 2 involves more direct contact from core community mental health 


teams, intermittent short-term focused work, medical review, medication 


reviews including impact of co-morbidities, interactions and adverse effects, 


IPS, peer coaching etc. according to need. 


• Level 3 will provide longer-term treatment and support within the core 


community mental health teams for people who have experienced recurrent 


episodes of psychosis; may have more complex social support needs; or 


have experienced frequent acute crises or hospital admissions. 


• Deliver structured medication reviews to ensure effective and safe ongoing 


treatment and support deprescribing and reduce polypharmacy. 


• Low intensity contact and key working may be offered, e.g. in relation to care 


packages, DIALOG+ based care plan, etc. Overall, the approach is recovery- 


orientated with the ultimate goal of self-management and step-down to a 


lower level of support. The timeframes for this is highly variable (months to 


years). 


 
Level 4 (Assertive Community Engagement for Psychosis): 


• This sub-pathway within core community mental health teams will be 


provided by a ringfenced resource for people with very complex needs 


requiring an assertive outreach approach, including difficulties with treatment 


resistant psychosis; non-concordance with treatment; repeated admissions; 


high levels of chronic functional impairments or active psychotic symptoms. 


They may be struggling to manage a tenancy (tenancy at risk), or have 


serious difficulties with activities of daily living. They may have a dual 
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substance misuse diagnosis. There may also be factors which indicate a high 


risk to self (physical health/overdose) and/or others. 


 
This tiered approach enables services to retain the specialist knowledge to deliver 


evidence-based treatments for psychosis and to provide more intensive, longer-term 


support, all integrated within the core community mental health teams. This gives 


service users access to the full range of treatment and social interventions and 


community assets fostering autonomy and recovery, without causing unintended 


institutionalisation and helping them avoid crises and hospital admissions. 


 
3.4. Early Intervention in Psychosis 


These borough-wide intensive services provide rapid access to treatment and 


intensive support for people experiencing the first episode of psychosis. These are 


multi-disciplinary teams that support service users to achieve rapid recovery and 


reduce the probability of relapse. These services must achieve the NHS LTP target 


of 60% of people experiencing a first episode of psychosis accessing a NICE- 


approved care package within two weeks of referral. The maximum time in this 


service is 3 years in order to ensure new service users can enjoy rapid access. 


 
3.5. Community Rehabilitation 


These borough-wide intensive services provide specialist rehabilitation care to 


people with treatment resistant psychotic illnesses living in 24 hour supported 


accommodation. They optimise treatments for people with complex psychosis to help 


recovery, improve social functioning and prevent relapse. (See Rehabilitation Clinical 


Strategy). 


 
3.6. Mood and Anxiety Disorders 


Services for mood and anxiety disorders will be provided within core community 


mental health teams. Integrated pathways will be developed with local Talking 


Therapies for Anxiety and Depression services so that all who can benefit from these 


services can access them. Within the core Teams a combination of low and high 


intensity specialist interventions will be available. This includes a range of 


biopsychosocial treatments and personalised support which will be offered according 


to the level of need, matching the levels 1-3 described above. The provision of 


evidence-based psychological therapies for people with more severe anxiety and 


depression will be increased as part of this offer. 


 
There will be intensive mood, anxiety and trauma services within the NLMHP to offer 


specialist interventions and second opinions for complex cases, in addition to what is 


offered in the core community mental health teams. These will include borough wide 


and cross borough services with expertise in treating the most complex and difficult 


to treat presentations of treatment resistant depression, anxiety disorders, complex 


PTSD, OCD, body dysmorphia & agoraphobia. Within these services we will offer a 


range of highly specialist treatments including transcranial magnetic stimulation, 
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complex prescribing regimens, intensive psychological therapies such as trauma 


focused cognitive behaviour therapy (tfCBT); Eye Movement Desensitisation and 


Reprocessing Therapy (EMDR); Narrative Exposure Therapy (NET); and 


Compassion-Focused Therapy and care co-ordination. We will continue to develop 


enhanced links & alignments to core community mental health teams with some 


clinicians working across the interface between these teams to help patient flow. 


This intensive team will continue to provide consultation when needed & share 


expertise with the core community mental health teams. 


 
3.7. Personality Disorders (Complex Emotional Needs) 


The borough-wide, intensive Personality Disorder Services provide a combination of 


treatment and support through Structured Clinical Management and specialist 


individual and group psychotherapeutic interventions such as Dialectical Behaviour 


Therapy (DBT) and Mentalisation Based Therapy (MBT). 


 
In addition, short-term specialist interventions will be offered in the core community 


mental health teams, such as DBT skills groups, peer coaching and structured 


clinical management, providing flexible access to therapeutic approaches that are 


tailored to the needs of our service users. 


 
Personality disorder specialist professionals will have dual roles bridging the 


interface between the core community mental health teams and  the intensive 


Personality Disorders Services, ensuring that specialist assessments take place 


early in a service user’s journey within mental health services. This will 


eliminate multiple assessments; establish continuity of care across the pathway; and 


enable targeted interventions to be delivered at a much earlier stage with better 


outcomes. 


 
Our service user consultants will continue to be part of all our management 


structures to co-produce and co-deliver therapeutic interventions, placing service 


users at the heart of these services. 


 
Through training and consultation, we will continue to work on equipping the wider 


system with knowledge and skills in the effective management of personality 


disorder to promote positive, non-stigmatising practice. 


 
3.8. Adult Eating Disorders 


Integrated within the core community mental health teams, the eating disorders 


pathway will include low intensity psychological therapy (interfacing with Talking 


Therapies) for mild to moderate eating disorders; and will make use of population 


health management opportunities for case finding at a neighbourhood level. This 


pathway will provide treatment for comorbid conditions such as depression and 


anxiety. 


A lead clinician, specialising in eating disorders psychology, will lead the mild to 
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moderate eating disorders pathway. They will supervise and train clinicians providing 


psychological therapies as part of the low intensity offer. They will provide advice 


and support to GPs. They will link closely with the specialist service at St Ann’s 


Hospital. 


 
The core community mental health teams will be a step-down  pathway from the 


St Ann’s Eating Disorders service. 


 
People with more complex and severe eating disorders will be referred to the 


specialist eating disorders service at St Ann’s Hospital. (see Clinical Strategy for the 


St Ann’s Eating Disorders service) 


 
3.9. Young people and transitions (18 – 25 years) 


There are approximately 220,667 16-25 years olds living in NCL and population 


numbers are projected to increase by 12% over the next 10-15 years. 


 
New service pathways for young people have been established in the core 


community mental health teams which focus on engagement, building trust and 


helping to address social issues. 


• Services will be co-produced with children and young people (CYP) and 


young adults (YA) and delivered through partnership working and with Experts 


by Experience (EbE). 


• Young adults will experience an improved transition to adult services at 


developmentally appropriate stages. 


• Appropriate support will be based on need. 


• The approach will be integrated and in partnership with health, social care, 


education and the VCS. 


• There will be no bouncing between services. 


• Young people will not have to tell their story repeatedly. 


 
In line with the NHS LTP ambitions we will create extended transition services and 


spaces with equitable access and provision across NCL. Services will have flexibility 


to adapt to local needs and will increase the number of young adults accessing 


mental health funded provision. These services will focus on quality of care and 


patient experience and will facilitate stepping up and down according to need. (See 


Clinical Strategy for Transitions). 


 
3.10. Older Adults 


We will use needs-based criteria rather than age as the basis for referral criteria to 


core community mental health teams and the Older Adult Services. Older people will 


have access to assessments and the full range of interventions and support offered 


by core community mental health teams. Older people whose primary needs are 


linked to functional mental illness, e.g. psychosis, depression, anxiety, PTSD etc., 


will be supported by the core community mental health teams as their first point of 
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access. People who have needs related to ageing, such as frailty or dementia, will be 


referred to the Older Adult Services. The interface between these services will be 


further developed to include consultation and advice, and where appropriate, joint 


decision making with step-up/step-down between the services. We will achieve this 


by establishing dual roles across service interfaces and embedding expertise within  


the core community mental health teams. (See the Clinical Strategy for Older 


Adults). 


 
3.11. Individual and Placement Support Programme (IPS) 


The NLMHP share of the NHS LTP ambition to support more people with SMI 


through the Individual and Placement Support programme by the end of 2023/24, is 


1,421 people. 


 
We work in partnership with the NCL Integrated Care Board (ICB) and we have a 


range of contracts with VCS providers in place to provide Individual Placement and 


Support (IPS) services to help people on their journey to being work ready. IPS 


workers are embedded in core community mental health teams. 


 
3.12. New Approach to Care Planning: DIALOG+ 


The Community Mental Health Framework replaced the Care Programme Approach 


(CPA) for community mental health, and NHS England issued a position statement in 


March 2022 that all mental health services should move away from CPA. The new 


approach to care planning should be based on the following principles: 


1. Providing intervention-based care and delivering a high-quality and safe 


service. 


2. A named worker for all service users with a clear multidisciplinary team 


approach. Involving all health professionals on the service user's journey. 


3. High-quality co-produced, personalised care and support planning for 


people with severe mental health problems living in the community. 


4. Better support for and involvement of carers to provide safer and more 


effective care. 


5. A much more accessible, responsive, and flexible system in which support 


is tailored to the service user’s health, care and life needs. 


 
DIALOG+ will be implemented across the mental health services in core community 


mental health teams and intensive services, facilitating co-produced, person-centred 


care plans that include patient rated outcome measures. 
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4. Service User and Carer Feedback 
 
Our services use a number of different methods for gathering feedback from service 


users (SU), and carers, including the brief friends and family test (FFT - a short 


questionnaire asking people about their most recent experience of our services), 


service user feedback meetings, in-depth interviews and surveys, and engagement 


events with service users. 


We are committed to coproduction and the development of lived experience roles. 


Across all our services there are formal mechanisms for discussing Service User and 


Carer Feedback. There are coproduction and engagement groups with our 


stakeholders. Each borough has various forums and structures that support service 


user involvement and coproduction, for example: 


• Service User groups focussed on the implementation of services 


• Borough Leadership Groups with representation from GPs, VCS, Local 


Authority and Service Users focussed on the implementation of the 


Community Mental Health Framework 


 


We have also undertaken NCL engagement events and workshops over the last few 


years including: 


• Public Transformation Engagement Events – NCL and borough level 


• Transformation workshops – Persona building, NCL priority areas, for 


example, PD, AED, Community Rehab, Older Adults 


• NCL Core Offer engagement workshops 


• Integrated Care Partnership workshops 


 
 


5. Local & National Drivers 
 
There are several key national documents and one NCL document that are setting 


the direction for services for people with mental health problems. 


• The Community Mental Health Framework for Adults and Older Adults (2019): 


community-mental-health-framework-for-adults-and-older-adults.pdf 


(england.nhs.uk) 


• The NHS Long Term Plan (2019) NHS Long Term Plan v1.2 August 2019 and 


NHS MH Implementation Plan 2019/20 – 2023/24: NHS Mental Health 


Implementation Plan 2019/20 – 2023/24 (england.nhs.uk) 


• NCL Mental Health Services Strategic Review: Core offer report 2021 


 
 


6. Eligibility Criteria 
 
core community mental health teams will have broad entry criteria, not specific to 


diagnosis or severity. They will support people with mental health problems who 



https://www.england.nhs.uk/wp-content/uploads/2019/09/community-mental-health-framework-for-adults-and-older-adults.pdf

https://www.england.nhs.uk/wp-content/uploads/2019/09/community-mental-health-framework-for-adults-and-older-adults.pdf

https://www.longtermplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-plan-version-1.2.pdf

https://www.england.nhs.uk/wp-content/uploads/2022/07/nhs-mental-health-implementation-plan-2019-20-2023-24.pdf

https://www.england.nhs.uk/wp-content/uploads/2022/07/nhs-mental-health-implementation-plan-2019-20-2023-24.pdf
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require a step up from GP care or other forms of non-clinical community support, as 


well as people who are currently under the care of intensive services but who do not 


require continuous longer-term support. There is ‘no wrong door’ for referrals. 


Everyone who is referred will be either assessed and treated, or helped to find the 


most appropriate service that can best meet their needs. 


 
Intensive Services will offer support to people who require active management and 


specialist interventions. They may have current or fluctuating risks to self or to/from 


others, have had frequent and recent hospital admissions, or are at risk of 


experiencing a crisis in the next few months. 


 


 


7. Aims, Objectives & Priorities 
 


• We will socialise this strategy widely across our services and partner 


organisations so that everyone is clear on the model. 


• The operational policy will be aligned to deliver this strategy. 


• The roles and responsibilities of different members of the multidisciplinary 


team will be clarified. 


• We will reach out to local communities and build relationships with the 


voluntary and community sector. 


• We will further develop roles for people with lived experience and the employ 


of peer workers. 


• We will remove barriers that service users currently experience between 


primary and secondary care. 


• We will offer a whole life course approach to community services, taking into 


consideration the differing needs of young people, working age adults and 


older adults, with greater care over the transitions between these service 


areas. 


• We will ensure that people access care, treatment and support at the earliest 


point of need. Provide more ‘upstream preventative support’ to reduce the 


incidence of crises and hospital admissions. 


• We will produce a single strength based, holistic, personalised, co-produced 


DIALOG+ based care plan which will support recovery, build on strengths and 


anticipate potential pitfalls and triggers. 


• We will ramp up the use of data tools such as MaST and Healtheintent to 


support population health management. 


• We will reduce health inequalities and tackle the social determinants of health 


and wellbeing. 


• The design of services will be co-produced by people with lived experience, 


carers and the local community. 
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8. Challenges 
 


• Rising demand for mental health services. 


• Workforce engagement and changing ways of working – change fatigue. 


• Partner and Stakeholder Engagement and partnership working – influencing. 
change in the wider culture. 


• Recruitment and retention difficulties. 


• Replacing all elements of CPA. 


• Technology barriers – inhibition of information sharing and integrated working. 


• New technology innovation – introducing multiple new clinical tools and ways. 


of working - DIALOG+, Management and Supervision Tool (MaST). 


• Evidence gap – knowing which interventions will have a preventative impact. 


• Ensuring resourcing decisions match the needs of our diverse population in 


order to overcome health inequalities and avoid creating inverse care. 


• Capacity for Population Health – data and case finding. 


 
 


9. Outcome Measures 
 
The transformation of community mental health services should have a measurable 


impact and lead to faster, better care and for all. 


 
Our Patient Rated Outcome Measure (PROM) will be DIALOG. 


Our Clinician Rated Outcome Measure (CROM) will be HoNOS. 


Our Patient Rated Experience Measures (PREM) will be DIALOG and FFT (Friends 


& Family Test). 


 
There are ambitions by NHS England to introduce further patient reported outcome 


measures Recovering Quality of Life (ReQoL-10) and Goal Based Outcomes (GBO). 


 
We will measure and report on these key targets: 


• 4 week wait from referral to treatment. 


• People in receipt of DIALOG+ care plans. 


• Unique patients receiving at least 2 contacts (2 plus contacts) presented in a 


12-month rolling period. 


• Number of adults with SMI receiving physical health checks. 


• No of people supported to participate in an IPS programme. 


• Meeting the EIP two week 60% access to treatment standards and achieving 


Level 3 NICE concordance. 


 
 


Appendix 
NCL Outcomes Framework 



https://eur03.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.candi.nhs.uk%2Fsites%2Fdefault%2Ffiles%2FPartnership%2520Clinical%2520Strategy%2FNCL%2520Outcomes%2520Framework%2520-%2520Community.pdf&data=05%7C01%7CAmjad.Taha%40Candi.nhs.uk%7Ca67fe2e4f537489d17d508dbc4c09be2%7Cf7036856e7474d738822d2eed01b6901%7C0%7C0%7C638320103748321307%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=r593NeZHU02cMXVmLc5pT31u6sdKB%2FdS54InbMgy44k%3D&reserved=0
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     Integrated Voluntary & Community Sector 
 


Operational Policy 
 


EQUALITY STATEMENT 


  


Barnet, Enfield and Haringey NHS Trust aims to design and implement services, policies and 


measures that meet the diverse needs of our service, population and workforce, ensuring that 


none are placed at a disadvantage over others. It takes into account the Equality Act (2010) 


including the Human Rights Act 1998 and promotes equal opportunities for all. 


This document has been assessed to ensure that no employee receives less favourable 


treatment on the protected characteristics of their age, disability, sex (gender), gender 


reassignment, sexual orientation, marriage and civil partnership, race, religion or belief, 


pregnancy and maternity.   


Members of staff, volunteers or members of the public may request assistance with this policy 


if they have particular needs. If the member of staff has language difficulties and difficulty in 


understanding this policy, the use of an interpreter will be considered.  


  


Barnet, Enfield and Haringey Mental Health NHS Trust embraces the four staff pledges in the 


NHS Constitution and this policy is consistent with these pledges. The Trust is also committed 


to safeguarding and promoting the welfare of children, young people and vulnerable adults 


and expects all staff and volunteers to share this commitment. 


Version Date Changed By Changes 


0.1 30/08/2022  Helen Price  


Creation of local operational policies for Barnet 


Community Mental Health Voluntary & Community 


Sector operational policy.  


    


     


       


 



http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_132958.pdf
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1. Policy Statement 


1. All staff in Locality Teams should be aware of this operational policy. 


2. The policy is written with a view to putting the service user and carers at the 


centre of care in accordance with the Trust’s values: compassion, respect, 


being positive and working together. 


 


2. Description and Philosophy of Care  


The Barnet community mental health integrated voluntary & community sector (IVCS) follows 


the general philosophy of the Trust. Wellbeing Together CIC have been commissioned by the 


BEHMHT to provide an Integrated Voluntary and Community Service (IVCS). The new IVCS 


service is a key component of the Community Transformation is to work collaboratively and in 


partnership with the Trust – co-produce and develop the service together. The IVCS staff to 


whom this policy applies are members of three Core Community Mental Health Teams in 


Barnet that have been formed as part of the transformation and modernisation of mental health 


services in England 2021-2024. 


Key to the transformation and modernisation of mental health care is the recognition that 


service users requiring mental health support often benefit from one or more diverse non-


clinical support options to aid their recovery, and that many of these options can be provided 


by facilities and activities in the voluntary and community sectors. This may be the principal 


means of support, or it may be in parallel or consecutive to more specialist clinical support. 


The service aims to offer support to those suitable for community-based engagements, 


supporting individuals on their journey to transition from clinical based support to access 


services in the community. The IVCS staff will form strong relationships with other community 


organisations and will be able to identify individuals receiving support from those organisations 


who could benefit from and therefore should be offered mental health assistance. The service 


will follow the principles of: 


• Supporting Independence 


• Person-Centred Goal Setting, and Co-Production 


• Integrated Care – Concurrent Access 


• Personal Connections & Social Networks 


• Promoting Inclusion 


IVCS staff will work to the same standards as the other members of the Core Team, which is 


to ensure that initial steps have been taken to agree appropriate support for and with the 


service user within 4 weeks of a referral to the Core Team following a request for help. 


 


3. Team Profile 


The IVCS Team 


The purpose of the IVCS Team is to provide mental health support that is proactive and flexible 


and highly accessible to their local communities in the following ways:  


• Map and leverage community assets to increase the flexibility of support offers, 


particularly for those who (for various reason) do not want to engage with traditional 
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mental health services or might not require a clinically-led service to support their 


mental wellbeing 


• Work alongside mental health clinicians to provide access to clinical pathways and 


rapid clinical input, including co-location with BEHMHT, social care and primary care 


colleagues. 


• Provide an alternative to the traditional system of support based on referrals, waiting 


lists and scheduled appointments to providing practical support and help as early as 


possible that prevents an escalation in need 


• Reach out into traditionally ‘hard-to-reach’ people in communities and provide the 


bridge that will reduce inequalities of access 


• Identify early prevention and early support opportunities where people live and 


participate within their community 


To ensure recovery is rooted in the community: the aim is for people to be able to manage 


their condition or move towards individualised recovery on their own terms, surrounded by the 


families, carers and social networks, and supported in their local community.  


IVCS workers can help people achieve this in the following ways: 


• Provide consistent support during transitions between services such as supporting 


step-down / progression from clinical or medically led mental health care to primary 


care or universal services. The IVCS would have an important role in removing the 


cliff-edge often experienced by people transitioning into and from traditional mental 


health care and treatment 


• Assess people’s ability and motivation to engage with certain community activities that 


support positive mental wellbeing 


• Help people to stay connected to others within their personal or wider community 


support networks 


• Contribute to a single care plan across all partners and carers involved in a person’s 


care. The care plans will be whole person, strengths-based, personalised, co-


produced and outcomes focused 


• Engaging and leveraging non-mental health services such as housing departments / 


providers, the DWP, colleges, employment support charities, work programmes and 


social groups in a way that improves people’s overall mental health and wellbeing  


• To support contribution and participation by service users in their communities to 


whatever extent is comfortable for them, IVCS workers will: 


• Work alongside health colleagues to improve people’s physical health – for example 


motivate and support people to engage in daily physical activity and adopt healthy 


nutrition habits 


• Work alongside partners to co-produce solutions with people with lived experience, as 


well as carers and local communities  


• Provide (or bridge people into) opportunities that enable people to contribute to and 


participate in their personal or wider local community and engage in daily activities that 


provides them with a sense of meaning, value and purpose 
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4. Role and Responsibilities 


Role Responsibilities 


Community Engagement 
Practitioner (Personality 
Disorder) 


- Based within BEHMHT’s personality disorder (PD) service and 
will work collaboratively with clinicians.  


- Possess experience and skills in working with those with 
complex needs on the PD spectrum 


- Ensure non-clinical interventions – applies a psychological 
framework that takes into account the diagnosis paying attention 
to boundaries, emotional regulation, risk management etc.  


Community Engagement 
Practitioner (Community) 


- Advise and inform IVCS engagement activities, providing 
training to ICP, including faith and culturally specific groups, 
building community resilience.  


- Support people to access the right help for their needs (without 
replacing statutory roles), offering intensive support to improve 
self-management.  


- Focus on empowering clients to achieve socio-economic goals 
with clear mental health benefits 


- CPs will have specialist training in employment and housing 
issues and will support the wider CP team and Young People 
PSS Practitioners.  


Young Adult (18-24)  
Peer Engagement Practitioners 


- Engage with organisations supporting young people (colleges, 
schools, and youth clubs), delivering information and training to 
raise awareness of the transition to adult services process.  


- Raise awareness of MH issues for young people, enabling them 
to access support and improve self-management. 


- Work alongside peer engagement activities, supporting 
workshop delivery and training to improve awareness, build 
community resilience and engage with faith and culturally 
specific groups.  


Peer Engagement Practitioners 


- Outreach into IVCS, faith groups, PCNs and community 
organisations to develop community assets, reduce MH stigma 
and support individuals to access community resources.  


- Support the development of peer-led activities and groups – 
championing social inclusion and recovery  


- Train and support Peer Workers / Mentors, enabling SUs to 
build positive social networks.  


 


Each member of the team is employed by the respective ‘home organisation’ within the WT 


CIC partnership. The WT CIC operational managers/leads will provide the Human Resource 


related functions and support, working closely along with the Trust. 


Each member of the team is assigned to a locality team within the Trust. The Trust will provide 


the clinical supervision and day to day support for clinical and case related matters. All staff 


will have: 


• Designated Trust Line Manager (Locality Team Manager) 


• Designated Supervisor within locality team 


 


5. Hours and place of operation 


The team will operate typically between the working hours of 9am-5pm. The team will 


predominantly be based at Trust locations including the Springwell Centre, Redhill Clinic and 


Dennis Scott Unit etc., but will also be co-located and have time at their respective home 


organisation offices. Home visits? 
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6. Suitability Criteria for the service  


Criteria: 


Inclusion Criteria 


• Aged 18 years or over 


• Referred to a Core Team for mental health support and has a named Care-co or 


responsible clinician.  


• Service user has consented to receiving mental health support 


• Able to attend sessions in the community, hospital or at their place of residence  


• Undergoing non-urgent mental health care from a specialist team and additional VCS 


support is considered to be helpful 


• Service user is in recovery and VCS support can assist a return to community 


participation and full recovery 


To ensure fair and equitable distribution of service user centered workload, whilst 
recognizing other demands upon time, a system of caseload weighting is necessary. This 
system will assist both practitioners and managers to appropriately respond to referrals to 
the service and ensure staff are enabled to effectively time manage. 


To ensure equity, all caseloads will be assessed, and weightings should be distributed 
appropriately across the team. The more complex service users should have a team 
approach to care and be care coordinated by the more skilled and experienced members 
of the team. This is managed through supervision. 


The of red, amber, green traffic light caseload weighting system: 


Red = weekly contact under HTT or inpatient high input 
Amber = routine CPA recovery fortnightly/ three weekly/ monthly visits 


Green= less than monthly standard care/ primary worker or working towards being 
regarded from CPA  


 


Exclusion Criteria  


• Aged under 18 


• Client is currently in crisis and requires more intensive support such as requiring 


Mental Health Act Assessment to be sectioned and admitted into the acute setting. 


 


7. Referral Process 


Referral Pathway: 


Initially, referrals will be handed over from the core team multidisciplinary meeting and 


assigned to suitable members of the team. Discussions around the handover of cases to the 


IVCS team members to be conducted by the Team Manager/Supervisor and a clear plan of 


action for the staff member communicated. 


Screening Process 


All clients are screened for suitability by the Trust locality clinical teams. The service is 


designed to predominantly work with patients who are ‘Green’ on the RAG rating system. 


However, some cases that are above ‘Green’ rating may be deemed suitable for community 
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engagement, and Trust staff will share clearly the community engagement element of the 


client wellbeing plans. The holistic person-centred Wellbeing Plans will utilise the principles of 


co-production to support independence, goal-setting, inclusion, and promoting the 


development of personal connections and social networks. The services and activities patients 


will be connected will follow the general categories which include: 


• Talking Therapies – e.g. Counselling, Guided Self Help and psychoeducational group 


sessions 


• Wellbeing & Community – Social and group activities, physical exercise, wellbeing 


interest groups, peer support, networking 


• Information & Advice – Practical solutions to engage with community-based support 


around housing, benefits, employment, advocacy 


The screening process will have these principles and connections to these community-based 


interventions as part of the core determination of patient suitability to engage successfully with 


the IVCS service. 


 


8. Record keeping and DIALOG+  


 


• IVCS staff to work in accordance with trust policy on Record Keeping  


• IVCS staff to have Rio access and training to record notes, and should validate notes 


accordingly.  


• IVCS staff to use the Dialog+ tool at the screening and assessment stage of every 


referral to a Core Team to identify service user’s specific needs.  


• To update risk assessment at point of accepting referral and as required during 


duration of admission under IVCS.  


• The recorded service data will be used to monitor the delivery of the service against 


the shared KPIs between the Trust teams and the Wellbeing Together CIC. 


IVCS staff are expected to update the RIO database and validate their notes accordingly in a 


timely manner. These will include all key information relating to the joint KPIs including referral 


date, reason for referral, initial contact records, assessment and plans, intervention and date 


of discharge. 


The recorded data will feed into the monthly performance reports generated by BEHMHT from 


the RIO database. Information extracted from the database and shared with WT CIC will be 


used to generate the reports for the quarterly Contract Assurance Group (CAG) meetings. 


 


Data Recording Systems and Platforms: 


Systems/Platforms BEH WT CIC Interoperability 


 
Dialog + 


 
training 


Honorary NHS 
contracts in place 
with the Trust 


N/A 
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MAaST 


 
training 


Honorary NHS 
contracts in place 
with the Trust 


 


 
RIO 


 
training 


Honorary NHS 
contracts in place 
with the Trust 


N/A 


 


 


9. Clinical supervision during VCS support   


The Trust will hold clinical responsibility for the clients that are being supported by the IVCS 


staff. All staff to receive regular clinical supervision by qualified and experienced Trust 


practitioners, and all IVCS staff will commit to these sessions at agreed time with their 


respective supervisors. 


The separation between line management and case management responsibilities is outlined 


in Appendix 3: IVCS Service Collaborative Framework. The document outlines responsible 


partners as well as areas of joint responsibility, and Trust Locality Managers and WT CIC 


managers are expected to implement this in a collaborative manner. 


 


10. IVCS caseloads and monitoring of service users 
 


• Referrals are received and screened by Locality Teams and referred for specialist 


assessment and treatment if appropriate. 


• Direct referrals by the Trust teams for internal transfers of care.  


• Option for direct referral from Locality Teams to IVCS service available for low-risk 


cases that clearly meet the IVCS service criteria 


• The clinical model is that the IVCS service delivers approximately 6 


sessions/substantive contacts, depending on need and interventions required; 


sessions can be between weekly and monthly intervals 


• Once the agreed number of sessions are completed, the IVCS can step-up or step-


down to other services and organisations across BEHMHT, other statutory providers 


as well as the wider IVCS services. 


• IVCS staff will work alongside and under the guidance and supervision of Locality 


Team Managers and assigned supervisors to deliver the work, in adherence at all 


times to the remit and responsibility, boundaries and expectations of the service. 


• IVCS staff will actively engage in Core Team MDT discussions from referral intake 


through to discharge, and pro-actively update and inform supervisors and managers 


of relevant details throughout the intervention they provide. 


• IVCS staff will engage with case reviews with their Trust supervisors and line managers 


to gain feedback on what went well, what could have been improved and what could 


be learnt from the case work. 


 


The IVCS staff are expected to actively engage with individuals in a fashion true to the ethos 


of the IVCS service. It forms and integral Component of the Community Transformation 


programme, with a focus on a person-centred approach to tackle client needs around social 
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determinants affecting their mental health and wellbeing, and the promotion of community 


engagement and independence. 


11. IVCS support in the Step Up and Step Down process 
 


• Referrals made to Locality Teams, and discussion in MDT 


• Step-up to e.g. Crisis Resolution & Home Treatment Team.  


• Step-down or signpost to another organisation(s), such as Barnet Let’s Talk IAPT 


service, Barnet Wellbeing Hub, Sanctuary in Barnet etc. 


• Outcomes and exit to be recorded on RIO and other systems databases as required 


IVCS staff will be expected to pro-actively work with Trust colleagues to step cases up and 


escalate when needed in a timely manner. 


IVCS staff will be expected to work towards step down for appropriate cases, with the clear 


aims and goals of community engagement, and promoting independence and self-resilience 


in a safe and appropriate manner. 


12. Service User Involvement 


 


Involvement in Care and Feedback 


 


All service users will be involved in planning their care. Service users’ views will be recorded 


on their care plan with copies given to the service users. As part of the delivery, the IVCS 


service will also develop a Service User Involvement focus group for those that have accessed 


the IVCS service. The work will involve obtaining feedback on the service user’s experience 


of the service and obtain guidance on how to shape the service going forward to provide the 


optimal service user experience. The Focus Group will meet regularly and be provided 


opportunities to share, engage and co-produce how the service evolves. Feedback will be 


collated and shared as part of service review and for making service changes based on 


feedback 


Carer Involvement 


The carer will be involved in care planning and intervention if this is identified as appropriate 


and supportive by the client  


Consent will be sought for the involvement of the carer. 


Referrals and signposting for family therapy, carer support, carers assessment will be made 


as need is identified  


13. Adherence by VCS staff to policies of Trust 


Compliance 


Managers must bring all relevant policies to the attention of their staff, where possible, 


viewing and discussing the contents so that the team is aware of what they need to do. 


The following key Trust policies applicable to all IVCS staff include: 


Safeguarding adults and children  
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• All staff of the Barnet Community Core Teams whether clinical or non-clinical have a 


responsibility to abide by the trusts safeguarding adults and children’s policy. 


• It is requirement that all clinical and non-clinical staff attend and remain up to date 


with the Trust’s safeguarding adults and safeguarding children’s training. 


Confidentiality, information sharing and communication with client  


The service operates in line with the trust confidentiality and information sharing policy  


Email is used for correspondence and guidelines for the use and scope of using email is 


explained to service users  


Text messaging is used as a means of communication with service users for the purpose of 


appointment reminders, making contact if away from staff base as required.  


Letters, referrals and discharge notification sent securely using [SECURE] in the subject line 


if sending an email.  


To discuss the sharing of personal information with relevant teams and update consent to 


share information  


Health and Safety 


The Barnet Community Mental Health service adheres to the Trust’s Health & Safety Policy. 


• It is requirement that all clinical and non-clinical staff attend the Trust’s Health & 


Safety Mandatory Training. 


Locality team to perform team level risk assessments in accordance with the Trust’s 


protocols and requirements, which will be reviewed at the frequency required by the Trust, 


and which will feed into the Service Line and overall Trust Risk Registers 


• It is requirement that all clinical and non-clinical staff attend the Trust’s Health & 


Safety Mandatory Training. 


Cleanliness and infection control 


The Barnet Community Mental Health service adheres to the Trust’s Cleanliness and 


Infection Control Policies 


To follow and keep up to date with all current trust Covid-19 guidance  


14. Staff and Training, personal development 


Staff training  


• The Barnet IVCS is committed to the on-going training of staff members and offers 


monthly reflective practice, case review, other learning events as they arise  


• All staff are required to keep up to date with the mandatory training requirements of 


the Trust, accessing and making effective use of all aspects of ESR Training 


Resources 


• All staff to undergo comprehensive systems training on the use of the RIO database, 


MAaST system and DIALOG+ 
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• Progress in meeting the mandatory training requirements is reviewed at annual 


appraisal and during management supervision and is recorded within Personal 


Development Plans. 


 


15. Complaints and Compliments  


Service operates with in service policy for Complaints. All IVCS staff are expected to comply 


with Trust complain policies and procedures, including the protocols to make use of the PALs 


service where required. 


To keep a record of compliments received – including date and initials of service users  


16. Patient Safety incidents (Serious incidents) 


The Service operates within Trust policy for Serious Incident Reporting 


All IVCS staff are expected to report and incidents and serious incidents to their line 


manager(s) first and foremost, and comply with and follow the procedures and protocols 


outlined in the Trust Policy for Serious Incident Reporting 


17. Crisis and risk management 


• All IVCS staff to adhere to and follow Trust guidance on Crisis, Risk Management 


policies, and Safeguarding Adults and Children. 


• Clear procedures in place in accordance with Trust policies and guidance to be shared 


with IVCS staff as part of the induction process, and reminders of the correct 


procedures and steps shared to the IVCS staff team on a regular basis. 


 


18. Information for people who use the service  


To provide a clear verbal explanation of the service including remit, boundaries, expectations 


and agreed care plans. 


19. Contingency/Emergency Planning 


To follow recruitment and retention Trust guidance and policy to ensure a full cohort of staff 


for service delivery  


In the case of staff shortages or other reasons service will be implicated such as flooding, 


fire at service buildings line management should be immediately informed and a service 


contingency plan devised  


20. Lone Working 


Operates in line with Trust and WT CIC Lone Working Policies 


Use buddy systems as per operation at respective locality team  


To update diary for appointments with service user to include information: address, time, 


team that clients is under and Rio number 


Diaries to be shared with team members, IVCS Lead and Locality Manager  
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21. Booking an interpreter  


Email admin generic email for the team which the client is under i.e SELT  


Request for an interpreter giving one week’s notice  


Follow up to ensure interpreter has been booked 2/3 days prior to the appointment  


 


22. Managing Physical Violence and Disruptive Behaviour 


IVCS Operates in line with Trust and WT CIC policies regarding the management of Physical 


Violence and Disruptive Behaviour. 


Where necessary, a joint approach will be applied to manage the situation. Client behaviour 


reviewed on a case-by-case basis, and escalation via Serious Incident Protocol if required. 
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Appendix  


WT CIC - IVCS Service - Collaborative Framework - draft v2 


 


Item: Description Ownership


Communication


Regular communication between WT CIC 


managers, and Locality team managers.


Regular monthly meetings with CMHT managers


These monthly meetings are designed to develop a strong working relationships 


between the respective teams. The forum both operational and clinical issues to be 


highlighted, and ensure collaborative working practices to delver a safe service.


Shared


Workplan - Timetable and schedule Clear workplans to ensure staff, WT CIC and Locality team managers are clear where 


staff are based, the tasks they will be working on etc. throughout the week.
WT CIC


Where staff are based and operating from, with a 


focus on Safety and wellbeing


Based off workplan, clarity around staff location and where to expect they will be 


operating from / delivering the service.


Staff to operate at Trust Locations across Barnet, and to have opportunities for 'home 


organisation' time with respective WT CIC partner.


WT CIC


Clocking in and clocking out Informal 'clocking in' based on remote working policies, focusing on staff safety and 


wellbeing. This is dependent on where the staff member is based on that particular 


day, and is designed to be simple and non-onerous.


Shared


Operational Decision Making As WT CIC hired employees, WT CIC will have overall ownership of this area, but to 


work closely with Locality team managers to develop a clear framework. 
WT CIC


Clinical Decision Making Clinical decision matters are to be discussed here required with WT CIC, but oversight 


is planned to be owned by BEHMHT Locality team managers.
BEHMHT


Supervision - line management - A/L, sick leave As WT CIC hired employees, WT CIC will have overall ownership of this area. A/L is to 


be arranged within WT CIC policies from respective organisations, and staff are 


expected to inform Locality team managers once approved. Ideally, this will be at least 


two weeks notice provided to the employer.


WT CIC


Data capture - information collection and notes WT CIC employees to follow the guidance from the BEH team managers on data to 


collect and capture on Trust databases.


WT CIC employees will maintain a separate records mto enable the collection of data 


relating to project KPIs not extractable from the RIO database and report this to the 


respective WT CIC partner line managers.


WT CIC


Reporting - who do staff report to As employees of WT CIC subcontracted partners, WT CIC staff are line managed by the 


respective partner, and staff are expected to report directly to the assigned line 


manager within WT CIC for operational matters.


For clinical and case management, staff are expected to report to their respective 


Locality team manager and assigned supervisor accordingly.


Shared


Clinical Supervision


Regular clinical supervision summary updates for 


each member of staff


BEHMHT clinical support supervisor to provide regular summary updates for staff 


relating to clinical matters, looking at ensuring delivery of a safe service and highlight 


any areas to work on/improve relating to clincal aspects of the intervention. These 


should ideally be arranged on a bi-weekly basis, and no less than once a month.


IVCS staff will have an assigned Trust supervisor on a daily basis to share and report 


and issues around casework that may arise.


BEHMHT


Emotional support supervision Emotional Support supervision is to be provided by allocated BEHMHT staff to support 


staff. These are confidential and open sessions allowing staff to offload and share, and 


a safe space to help them manage their wellbeing.


BEHMHT


Bi-weekly emotional support supervision 


summary updates for each member of staff


BEHMHT emotional support supervisor to provide bi-weekly summary updates for 


each member of staff.
BEHMHT


Safeguarding and Risk management concerns Safeguarding and Risk management to be managed and supported jointly by BEHMHT 


managers, and WT CIC line managers. Clear policies adhered to, and clear line of 


escalation to ensure staff are supported to manage any issues related to risk or 


safeguarding.


Shared


To form part of local induction planning All IVCS staff to undergo training around Safeguarding and Risk management, and be 


updated regular around the reporting protocols at their place of operation.


The protocol will involve the use of Ulysses and training will be provided by the Trust 


on this system for all relevant staff.


BEHMHT


Escalation - complaints, grievances etc. Complaints and grievances are to follow the Complaints policy. This will follow the 


general guidelines of:


Dealt with verbally by respective WT CIC partner/Trust line manager


Dealt with formally by respective WT CIC partner/Trust line manager


Escalated to involve and include other manager(s) in partnership where necessary


Escalated to WT CIC board and Senior Trust managers where necessary


Any incidences of whistleblowing or complaints about another colleague will be dealt 


with sensitively, and as per the Whistleblowing policies of BEHMHT and WT CIC 


respectively


Shared


Operational and Clinical Governance All staff to be shared BEHMHT policies as part of BEH Induction


WT CIC policies and respective partner policies shared to staff as part of WT CIC 


partner induction.


All staff are expected to follow the guidance and principles as outlined in the above 


polices to ensure the safe delivery of the service, and to conduct themsevles in a 


manner to support the best interests of the service and organisation.


Shared
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Equality Statement 
 
Barnet Enfield, and Haringey NHS Trust aims to design and implement services, policies and measures that 


meet the diverse needs of our service, population, and workforce, ensuring that none are placed at a 


disadvantage over others. It considers the Equality Act (2010) including the Human Rights Act 1998 and 


promotes equal opportunities for all. 


 


This document has been assessed to ensure that no employee receives less favourable treatment on the 


protected characteristics of their age, disability, sex (gender), gender reassignment, sexual orientation, 


marriage and civil partnership, race, religion or belief, pregnancy, and maternity.   


Members of staff, volunteers or members of the public may request assistance with this policy if they have 


particular needs. If the member of staff has language difficulties and difficulty in understanding this policy, the 


use of an interpreter will be considered.  


 


Barnet, Enfield and Haringey Mental Health NHS Trust embraces the four staff pledges in the NHS 


Constitution   The NHS Constitution for England - GOV.UK (www.gov.uk) and this policy is consistent with 


these pledges. The Trust is also committed to safeguarding and promoting the welfare of children, young 


people and vulnerable adults and expects all staff and volunteers to share this commitment. 


 


Managers must bring all relevant policies to the attention of their staff, where possible, viewing and 


discussing the contents so that the team is aware of what they need to do. 


Individual staff/students/learners are responsible for implementing the requirements appropriate to their 


role, through reading the Policy and demonstrating to their manager that they understand the key points. 


 


All Trust Policies will change to these formats as Policies are reviewed when national Policy or legislation or 


other change prompts a review. All current Policies can be found on the Trust Policy Page Trust Policies 


Page 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 



http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_132958.pdf

http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_132958.pdf

https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england

http://staff.beh-mht.nhs.uk/document-templates/policies-and-procedures-a-z.htm

http://staff.beh-mht.nhs.uk/document-templates/policies-and-procedures-a-z.htm
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Purpose of this document 


This document describes the operational policy for staff to provide Adult Community Mental Health services in 


Enfield. This is not a standard operating procedure for practice. It is intended to support people working for 


our service to support the development of the core community mental health service model, operating in 


response to local population needs and available resources. This document is essential reading for all staff 


including students, volunteers, and locum / agency workers within the Enfield Integrated Community Mental 


Health teams. This includes voluntary and community sector teams, local authority colleagues, temporary 


staff, and others.  


 


1. Background to the Transformation Model  


1.1 The Community Mental Health Framework is a national program to deliver the Long-Term Plan’s vision 


for a place-based community mental health model. All mental health trusts nationally the NLMHP - North 


London Mental Health Partnership is on this exciting transformation journey. 


1.2 Community mental health services have long played a crucial yet under-recognised role in the delivery 


of mental health care, providing vital support to people with mental health problems closer to their homes 


and communities since the establishment of generic Community Mental Health Teams (CMHTs) for 


adults 30 years ago. However, the model of care is now in need of fundamental transformation and 


modernisation to offer whole-person, whole-population health approaches, aligned with the Primary Care 


Networks (PCNs) and Neighborhood Model. 


1.3 Across 2021 to 2024, additional investment will grow to £25m. With this comes the expectation 


across North Central London (NCL):  


 


 
 
  
 


 
 
 
 


Note: these are minimum targets allocated for people accessing treatment in the 
core model and personality disorders, eating disorders and rehabilitation services. 
This does not represent the number of referrals, size of caseload or number of 
appointments. 
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1.4 A whole person, whole population approach: demonstrating a framework which conceptualizes the 


support around a person with mental health needs. The new model is a shift in focus to the health and 


wellbeing of the population, not just those people who get into ‘secondary care’ or acute services. 


There are also layers of community and personal assets that can support a person. Our offer needs to 


include these important layers, and not just what ‘services’ and ‘teams’ offer. We know that clinical 


care only accounts for 20% of the health outcomes in a population. We therefore need to work 


together with partners in the system to address both the clinical and social determinants of health. It’s 


also a focus on the whole person – their mental health, physical health, and social determinants of 


health. This means organisations working together with a shared purpose to provide effective person-


centered care. The whole person, whole population approach can be seen in the diagram below. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 


1.5 Helping all population segments: our offer will need to include all segments of a population, not just 


those in treatment with. NLMHP - North London Mental Health Partnership This includes those waiting 


for treatment, ready for step-down and those not under c NLMHP - North London Mental Health 


Partnership ommunity services. This can be seen in more detail below:
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1.6 More people accessing care and support: more people with mental health needs in our communities 


will access treatment and support. The community mental health offer will be more inclusive than 


before, not just focusing on those who are referred and access traditional mental health support. The 


focus will be on both treating people with severe mental illness and improving the mental health for 


more people across our local populations. Increasing the number of people accessing treatment is not 


the same as traditional measures like the number of referrals, size of caseload or number of 


appointments, which do not reflect the number of people being supported. Our interventions (i.e., 


clinical, and social) should not just treat symptoms but ultimately enable people to participate and 


contribute to their community as fully as possible, connect with meaningful activities, and create or fulfil 


hopes and aspirations in line with their individual wishes. 


1.7 More funding, more staff, and more innovation: We will have more funding to have a larger 


community mental health workforce, but it won’t be just more of the same. The investment into core 


services will include a blend of NLMHP - North London Mental Health Partnership social care and 


voluntary and community sector practitioners. Working together to address the clinical and social 


determinants of mental and physical health of people in our communities. There will be new roles 


that will reach into our communities and go beyond the traditional mental health offer. 


1.8 Universal high-quality care supported by named key worker:  NHS England is phasing out CPA-


Care Programme Approach by April 2023/24; everyone that is being supported with have a named 


key worker (a single lead professional) so that everyone receives a minimum universal standard of 


high-quality care and they do not fall through the gaps or experience a cliff-edge when transitioning 


between services.  


From the beginning of 2022, the Trust started to introduce Dialog+ as the universal platform for 


holistic and co-produced care planning across the entire service user journey. This will eventually 


replace the Care Programme Approach (CPA), taking the best parts from CPA, but replacing the 


two-tier system that the CPA system created with a universal approach. The level of planning and 


co-ordination of care will vary. It will be tailored and amended, depending on: 


• Complexity of an individual’s needs and circumstances at any given time. 


• What matters to them and the choices they make. 


• Views of carers and family members 


• Professional judgment. 


1.9 Four-week maximum wait to intervention: Dialogue + will be used to implement 4-week waiting 


times. This approach has been implemented by the Trust to streamline the number of assessments 


and shorten time to receive the appropriate support; rather than time to first contact, it will be time to 


when intervention-based care starts. Whilst triaging, screening and assessment are often key steps 


to providing help and support, the real impact for service users is when the intervention starts.  


1.10 Focus on intervention-based support: to achieve this we need to streamline the number of 


assessments and shorten the time it takes to begin providing support. In some instances, this could 


mean the first appointment or contact is the intervention. For example, where the needs of the 


person referred is known, where support is provided at a drop-in or ad-hoc and where the 


assessment is incomplete, but we know enough to start providing support based on agreed and 


identified needs. Dialogue+ will record the patient journey.  


To support the tracking and monitoring of the patient journey, the Trust is introducing the PTL tool 


(Patient Treatment List) to ensure quality and outcomes are meeting standards of care. 
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1.11 Case flow and positive risk taking: Supporting more people is not the same as increasing 


caseloads. We can increase access to intervention-based care (i.e., at the ‘front door’) for more 


people by improving case flow. This means taking positive risks to help people recover and transition 


from interventions that are primarily clinically led to ones that are primarily social interventions, and 


then back to support from their wider community and personal assets so there is no cliff-edge 


between primary and secondary care.  


1.12 Positive risk taking should be supported by a whole team approach. People who do not require to be 


seen or an intervention to be delivered at least once every 6-weeks should be automatically 


considered for step down from the Community Mental Health teams to GP held primary care, or a 


suitable alternative.   


1.13 As case-flow improves, we will be able to help more people more quickly and prevent more 


situations escalating to crises. There will also be more flexible and timelier step-up of care and 


support when needed. 


1.14 Triage is a risk prioritisation decision about whether this is crisis, urgent or non-urgent request for 


help regardless of clinical pathway.  


1.15 Thinking more broadly about interventions and ways to resolve issues: rather than the offer 


consisting of clinical/medical interventions, the offer will be broader and include social (non-clinical) 


interventions against the Dialog+ framework. It is not meant to be a comprehensive list but an 


illustration of how we can go beyond clinical / medical care that will help people to participate and 


contribute to the communities in which they live; key will be the offer including these non-clinical 


interventions from the start, even at the pre-referral stage for those not yet in NLMHP - North London 


Mental Health Partnership services; Dialog+ domains can be seen below: 
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1.16 Developing pathways, not just teams - interface with intensive services: the following core 


(generic) service offer will interface closely with intensive services in. Recent developments indicate 


the following: 


• Psychology and some specialist services are now integrated into the CORE teams; this 


includes CCPD- Personality Disorders, cPTSD- Complex Post Traumatic Stress Disorder, 


CAD-Complex Anxiety and Depression, System Therapy, 18-25 Pathway, Community Re-


habilitation, EIS-Early Intervention Service and Wellbeing Clinics 


• Safeguarding and Multi-Agency triage interventions are integrated to the SPA -Single Point 


of Access; this shows integration and collaborative work with LBE- London Borough of 


Enfield; next stage is to further expand on the collaborative work by implement MASH 


pathway (Multi Agency Safeguarding Hub) at point of entry through the SPA- Single Point of 


Access. 


• To meet the population health needs to access mental health services, prevention and care 


close to home, the Enfield Mental Model introduce the creation of the Front Door Team, in 


addition to the Intensive CORE-North and CORE South teams. 


• The Front door emerging team is composed by the SPA- Single Point of Access, newly 


developed Community Engagement pathway and ARRS - Additional Roles Reimbursement 


Scheme in collaboration with PCNs- Primary Care Networks. 


• The Community Engagement pathway is formed by Step & Thrive, VCS-Voluntary Care 


Sector, IPS- Individual Placement Support and Dual Diagnosis Drug & Alcohol Services. It 


aims to deliver community group programmes to service users and link service users to a 


wider community health and social services offer in the LBE-London Borough of Enfield; this 


includes sharing community assets and services.  


• Note: The overall Division organisation structure will be updated once recruitment is 


completed, and SOPs signed off by DMG - Division Management Group and DMB- Divisional 


Management Board. (Appendix 1) 


1.17 Next steps to Psychology Pathways’ delivery by March 2024 
 


• Support for people with CEN (Complex Emotional Needs) will be across the system of 


care in Enfield. Our service users can access support of different intensity in Community 


Core teams, primary care, voluntary & community sector (VCS), social care and elsewhere. 


The aim is to safety step-down from specialist treatment teams. The system should then be 


more inclusive and flexible, supporting people with threshold and non-threshold diagnosis of 


PD- Personally Disorder across an entire pathway, not just within a specific team or service, 


and not have step-up and step-down cliff-edges. 


 


• New models of care and ways of working for all the psychological pathways:  


Refresh current models to accommodate transformation across integrated pathways to 


include Enfield Talking Therapies; evidence based and time -limited interventions as to 


enhance service delivery, reduce waiting times and preventing service users form 


deteriorating. This is to support interfacing collaboration between Division and PCNs- Primary 


Care Networks.                        
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1.18 Bridging age transitions: there will be a seamless interface with older adult services and CAMHS 


(and associated children and young people’s services) because the framework is for adults, but 


also for those transitioning into the 18-25 ‘young adults’ and ‘older adults. Again, people using 


services should not experience a cliff edge due to their age, such as turning 18. 


2. Integrated Community Mental Health Service Model  
 


Appendix 2 
 
            Service focus on: 


- populations not currently accessing treatment but in need of this. Includes hidden populations, people 


deemed to unwell for Enfield Talking Therapies but not requiring enhanced care.  


- people in primary care presenting multiply with low level mental health or somatisation. 


- people requiring psychological treatment, 18-25 age group, eating disordered and older people. 


2.1 Integrated Community Mental Health Team alignment to Primary Care Networks - PCNs  


            Appendix 2 


 


2.1.1 Integrated Community Mental Health teams are aligned to the PCNs to ensure seamless working 


relationships between mental health practitioners and primary care professionals.  


2.1.2 Enfield has five PCNs (each divided into PCN neighborhoods); Enfield Division has two Core 


Community Mental Health teams (CORE- North and CORE South) and the recently formed Front 


Door.  


2.1.3 Intensive services span across both Integrated Community Mental Health teams, including 


psychological specialist pathways, the older people’s service, and the substance misuse service. 


2.1.4 Alignment of Integrated Community Teams to PCNs is illustrated below.  


2.2 Integrated Community Mental Health teams Membership:The Integrated Mental Health Teams 


(CORE-North, CORE-South and Front Door) have integrated health and social care workers, 


employed by NLMHP - North London Mental Health Partnership, the London Borough of Enfield, or 


the Voluntary & Community Sector (VCS) partner MIND.  


2.2.2 The integrated health and social care teams include the following:  


• Medical Staff 


• Nursing 


• ARRS roles (Additional Roles Reimbursement Scheme). 


• Social Care  


• Nursing  


• Psychology and psychotherapy professionals 


• Occupational Therapy 
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• Pharmacy professionals 


• Peer Support and Lived Experience workers. 


• Support workers 


• Management staff 


• Administrative staff 


• Community Engagement Practitioners / VCS workers 


• Graduate Mental Health workers. 


• Physical Health Practitioners 


2.3 Service criteria for the Integrated Community Mental Health teams 


 


2.3.1 The Integrated Community Mental Health Team will provide advice, information, and care for people 


over the age of 18-65 (over 17 for the Child and Adolescent Mental Health Services transitioning 


pathway). 


2.3.2 Reviews, guidance, information, advice, brief assessments, and very brief interventions will be 


offered to service users registered to GP practices within the PCNs- Primary Care Network. Service 


users registered with a PCN- Primary Care Network in Enfield but who live out of the Borough should 


access services in the Borough of their residence, except for limited discretionary circumstances 


where the service user originally lived in Enfield and is known to local social services. If a longer 


intervention is required, or a social care need has been identified, care must be provided by the 


Integrated Community Mental Health teams within the service user’s local Borough of residence.  


 


2.3.3 Service users not registered with a Enfield GP within the PCNs- Primary Care Networks, but who live 


within borough and require a longer term or social care assessment or service, will be allocated by 


address or previous last known address to the nearest GP practice within the borough. Service users 


will be encouraged to register with a GP practice within the Borough.  


2.3.4 Service users who have been placed with out-of-Borough placements will remain open to receive 


placement and care package reviews by their pre-existing Integrated Community Mental Health 


teams until such time as they are “settled” back in the Borough. 


2.3.5 Where there is an obligation of statutory responsibility for a service user, the intervention provided will 


be for the least restrictive and the best outcomes making a positive difference to reduce risk.  


2.3.6 When requested, the Integrated Community Mental Health teams will provide an Appropriate Adult 


(normally the allocated worker) for known service users who are open to the service. The team is not 


resourced to respond to requests for Appropriate Adults for service users not known to the service; 


training on the role should be made available to staff. 
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2.4 Integrated Community Mental Health teams Location 
 


2.4.1  


 CORE-North CORE-South and 


Community 


Engagement Team 


“touch base” 


Integrated CORE 


Psychology teams  


FRONT DOOR: 


SPA-ARRS 


59-60 Silver Street 


Enfield - London EN1 


3ET 


Lucas House 


305-309 Fore Street 


Enfield - London N9 


0PD 


 


Currently at  


Chase Building 


The Ridgeway 


Enfield EN2 8JL 


Crown Lane  


25 Crown Lane 


Southgate-N14 5SH 


 
 


Note: As part of the Transformation, delivering care close to home and at home we will introduce co-location 
arrangements to Optmise community assets available across the Borough. 


 
 


2.4.2 All staff, including the integrated VCS- Voluntary Care Sector  workers, will be expected to work 


between a variety of settings depending on the needs of the service users, and the corresponding 


referral and treatment pathways. This may involve GP practices, community spaces such as service 


user’s homes, working from own home, and various community facilities run by the local authority 


and third sector. This is in line with the Trust Agile working policy  


http://staff.beh-mht.nhs.uk/Downloads/Policies and procedures/People and Organisational 


Development/Agile Working Policy.pdf  


2.5 Core Community Team Operating Hours 


 


2.5.1 Core Community Teams will provide services across the core working hours of 9 AM to 5 PM, 


Monday to Friday. The VCS partner will provide services across the core operating hours of 9 AM to 


5 PM, with a 37.5-hour standard working week. VCS partners will need to be flexible in their start 


times to meet service needs e.g., attendance at huddles, team meetings, and priority appointments 


with service users and staff. 


2.5.2 As described in the NLMHP - North London Mental Health Partnership flexible working policy where 


agreed, staff within the Core Community Team may work outside of these hours in order to facilitate 


personal commitments.  


( http://staff.beh-mht.nhs.uk/Downloads/Policies and procedures/People and Organisational 


Development/Flexible Working and Special Leave Policy.pdf)  


 



http://staff.beh-mht.nhs.uk/Downloads/Policies%20and%20procedures/People%20and%20Organisational%20Development/Agile%20Working%20Policy.pdf

http://staff.beh-mht.nhs.uk/Downloads/Policies%20and%20procedures/People%20and%20Organisational%20Development/Agile%20Working%20Policy.pdf

http://staff.beh-mht.nhs.uk/Downloads/Policies%20and%20procedures/People%20and%20Organisational%20Development/Flexible%20Working%20and%20Special%20Leave%20Policy.pdf

http://staff.beh-mht.nhs.uk/Downloads/Policies%20and%20procedures/People%20and%20Organisational%20Development/Flexible%20Working%20and%20Special%20Leave%20Policy.pdf
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2.5.3 Where there is sufficient resource availability and demand for the service, staff can work flexibly to 


accommodate service user choice when care is being delivered. 


2.6 The Enfield Community Services Emerging Model (iterative, ongoing development) 


Appendix 2 


 


The Enfield Community Mental Health Service is part of the - NLMHP - North London Mental Health 


Partnership Enfield Mental Health Division. 


The integration to the Enfield Community Mental Health Core locality teams (North and South) structures 


have been designed in a period when the Trust is implementing national, regional, and local transformation 


plans. We recognise that the organisation will need to adapt continuously, integrating to the new ICS/PCN 


operating model (once finalised and implemented), any future statutory changes, and the needs of providers. 


The aim is to co-produce an iterative model and redesign services in a way that makes it fit for delivering 


what is required today and able to fulfil the emerging requirements in the future based on population health 


needs, access to services, inclusion, and diversity.  


 
2.6.1 Assessment and screening 


2.6.1.1 With its extended remit the Integrated Community Mental Health teams will aim to identify service 


users in the community prior to receiving a formal referral by working closely with GPs and other 


community-based organisations. 


2.6.1.2 As well as the traditional community mental health team roles there are new roles being introduced 


into the Core Community Teams with a new purpose of identifying and working with service users at 


an earlier stage of their mental ill health to prevent escalation where possible. The new roles are: 


• Younger persons liaison professionals (18-25) 


• ACP- Advanced Clinical Practitioners   


• Pharmacy professionals 


• VCS Community Mental Health Engagement practitioners and peer workers 


• Physical health Practitioners 


• Liaison Community Psychologist 


 


2.6.1.3 The PCN- Primary Care Network based mental health practitioners are new roles in the Core Team 


and will work across both primary and secondary care and with trusted partners, particularly GPs, 


and as a result will spend part of their time in their assigned PCN- Primary Care Network.   


 


 


2.6.1.4 In addition the new roles created by the VCS- Voluntary Care Sector partnership will improve access 


to mental health services from the community. The service supports with a range of community, 


statutory and voluntary organisations and provide access to community mental health care provision. 


The service supports people to maintain and maximize their health, wellbeing and independence 


whilst facilitating increased access to more intensive mental health support if required. Where the 
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solution to a service user’s needs has been identified as something that the voluntary or community 


sector could provide, the VCS- Voluntary Care Sector role is to facilitate the service user’s 


engagement with that sector in the appropriate way. These new roles will: 


 


• Preventing ‘cliff edges’ between different services. 


• Mitigating physical health issues. 


• Helping to re-integrate service users to the community as they recover. 


• Supporting young people at the transition from CAMHS- Children Mental Health Services to adult 


mental health 


• Targeting specific populations and areas of likely need, for example in specific areas of social 


deprivation and work to improve the inequality of access to health services. 


2.6.2  Signposting to the appropriate source of help   


2.6.2.1 The aim is to offer a holistic evaluation of service user needs in partnership with service users, within 


four weeks from referral, to co-produce a person centric treatment and recovery plan. 


2.6.2.2 On acceptance, the referral is processed by SPA (Single Point of Access); which is integrated with 


Social Services by the section 75 agreement. SPA team carries out Dialog+ care planning interview 


to inform the service user needs and appropriate referrals arer the referrals are  on “needs-base” , to  


one of the following integrated teams and pathways: 


➢ Community Engagement team 


➢  CORE Teams (North and South) 


➢ ARRS (Additional Roles Reimbursement Team) 


 This will involve ensuring that service users are directed to the most appropriate service, place, and person 


for assessment, or method for treatment. This will include social prescribing and services provided by other 


community organisations and assets.  


2.6.3 Existing provision continues and is supplemented by the new model roles. 


2.6.3.1 Conduct comprehensive interventions of the health, social care, and psychological need(s) of service 


users to help inform rehabilitation and recovery interventions to be delivered as appropriate and with 


consent. 


2.6.3.2 Review the comprehensive interventions of the health, social care, and psychological need(s) of 


service users to help inform interventions being delivered, which include housing, employment, and 


financial signposting; frequency of reviews follows the Dialog+ service user journey depending on 


individual service user needs. 


2.6.3.3 Fast-track service users arriving from GPs with intensive needs to intensive services. 


2.6.3.4 Signpost service users who require assistance with stepping down their level of intervention, with 


increased support from local community assets e.g., smoking cessation. Where appropriate to do so, 


the Integrated Community Mental Health teams will provide direct physical health checks as required 


and psycho education interventions to address smoking cessation, management of weight, and 
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promoting a healthy lifestyle. There will be specialist workers in the Integrated Community Mental 


Health teams with this responsibility. 


2.6.3.5 Provide post discharge support for service users who have recently been discharged from hospital, 


including those who would have otherwise been managed by GPs. This will include available 


resources from crisis prevention services; resources from VCS- Voluntary Care Sector will support 


this process.  


2.6.3.6 Increase access to services by working with stakeholders from the VCS- Voluntary Care Sector. This 


includes drop-in sessions in targeted areas according to population demographics and needs, 


including specific BAME (Black, Asian, and Minority Ethnic) and  other minority and/or vulnerable  


groups. 


2.6.3.7 Provide appropriate advice and information to referrers and service users according to identified 


needs at point of contact. 


2.6.3.8 Be knowledgeable of the local third sector landscape, including access to a local database of 


resources, e.g., enablement service. 


 
 


2.7   Physical Health   


 


2.7.1 The physical health of people with chronic and enduring mental health conditions is often 


compounded by coexisting health problems, long term conditions or associated lifestyles that can 


impact their physical health. Multiple challenges and co-morbidities affect physical health, with 


obesity, asthma, diabetes, hypertension being highly prevalent within this cohort of patients. 


 


2.7.2 The inclusion in the of Integrated Community Mental Health teams professionals to provide support 


for physical health, to include Occupation Health soft interventions, reflects the importance in equity 


of access for physical and mental health care and because mortality is generally at a lower age for 


people suffering with severe mental illness. 


2.8  Areas of Special Interest - Champions and Leads 


2.8.1 Staff will have special interests which they may be keen to pursue and develop enhanced knowledge 


and skills. This should be encouraged as a way of developing and retaining staff, but also of gaining 


expertise within the team. 


2.8.2 Whilst some roles need to be undertaken by a specific registered professional, or a registered 


professional employed at a specific higher grade, champions can often be taken from the wider team. 


Similarly, “leads” can establish relationships and contacts with other services across Enfield, which 


could benefit the wider team. Consideration should be given to having champions or leads on a 


variety of issues including, but not limited to: 


• Autistic Spectrum Disorder 


• Transitions of young people to the Core Community Teams 


• Carers 


• Safeguarding 
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• Physical health 


• Quality Improvement  


• Domestic Abuse 


• Difficult to reach and difficult engage service users. 


2.9 Staff Responsibilities and Roles and matrix management   


Appendix 4 


 


Key tasks of the roles in the Core Community Team contained in the structure diagram above are in 


the table below.  


 
3. Request for help and initial triage  
 


3.1  As described above the transformation model involves a series of steps involving members of the de 


Adult Integrated Community Mental Health teams signed to support potential referrals at an early 


stage of developing a need for mental health care. 


3.2 The aim of the transformation model is to respond to every request for help from or in relation to a 


service user with the following times: 


 (1) An initial triage within 4 hours of the request for help to assess the level of risk for the service 


user as Crisis, Urgent or Non-urgent. 


 (2) Screening the service user within 72 hours of the request for help to inform an initial response to 


the source of the request for help concerning an intervention 


 (3) Providing some form of intervention where needed within 4 weeks from the initial request 


3.3 Requests for help and/or potential referrals may be seen through presentations at GP practices 


where PCN-based Advanced Clinical Practitioners and RMN- Register Mental Health Nurses- non-


medical prescribers), personality disorder liaison workers and/or VCS- Voluntary Care Sector workers 


will assess whether further specialist interventions from the Adult Integrated Community Mental 


Health teams is needed.  


3.3 At this stage the service user may be assessed as likely to benefit from support from the voluntary 


and/or community sectors.  If so, the VCS - Voluntary Care Sector workers will refer the service user 


to the relevant support service. 


3.4 Alternatively the service user may be assessed as needing a form of mental health care, which may 


eventually involve a specific referral to the Core Community Teams for more intensive care, but in the 


meantime the early-stage help offered could be  


• a specific treatment 


• a referral to Enfield Talking Therapies 
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• a recommendation for a referral for one off or community interventions such as social 


prescribing (utilising community assets) 


• a recommendation for a referral to trusted referrers to signpost service users to one off or 


community interventions such as social prescribing (utilising community assets) 


• signposting to treatment outside of the community interventions or specific treatment.  


3.5 When an assessment is required ahead of signposting or further decision making, this can be offered 


within a GP practice (to be undertaken by the PCN/AARS) or via Attend Anywhere video 


conferencing / MS Teams. 


4.  Referral and Acceptance  
 


4.1 Referrals to the Integrated Community Mental Health teams 


 The different referral methods to the Integrated Community Mental Health teams are described and 


illustrated below: 


 
Referral Method 


Description 


General Practitioner GPs can refer directly into the. If the Integrated Community 
Mental Health teams/SPA; referrals has been received from 
routes other than the GP directly, Integrated Community 
Mental Health teams will feed back to the GP with service user 
consent (if applicable), providing information on the 
assessment and/or any planned intervention(s). This will avoid 
duplicate referrals to the service. We plan an automated 
system of referral and appointment booking.  
 


Service user and 
family members 
 
 


Service users and family members can request a service user 
is directly referred to the Core Community Team at non-NHS 
locations e.g., MIND in, Community Mental Health drop ins 
etc. through discussions frontline workers or trusted referrers. 
Trusted referrers are:  Connected Communities, GPs, and 
local authorities, but this will expand to a larger range of 
trusted referrers and will include self-referral eventually. 


Service users and family members can refer directly through 
the Crisis Telephone Service which is on the NLMHP - North 
London Mental Health Partnership website (and is 0800 151 
0023). 
 
GPs will be provided with up to date information when the 
ARRS workers update EMIS, providing service user notes. 
 


Trusted partners, 
Housing, Connected 
Communities & the 
Local Authority  
 


Trusted partners, housing, connected communities and the 
local authority can refer directly into the Integrated Community 
Mental Health teams/Connected Communities and the Local 
Authority are also trusted referrers. 


Enfield Talking 
Therapies service  


Enfield Talking Therapies service can refer directly to the crisis 
referral pathway or to the  
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Crisis Team 
 
 


Referrals could be received from service users and family 
members by the Crisis Team from the inbox or the Crisis 
Telephone Service. These referrals will be sent on to and 
received by duty workers within the Integrated Community 
Mental Health teams/ 


Digital Routes Digital routes, including the NLMHP - North London Mental 
Health Partnership website will be created to help service 
user’s access services.  
 
For routine referrals from trusted referrers an electronic referral 
form will be developed and be made available to those 
referrers. 


 


4.2 Referral forms 


             Appendix 3 


 


 There is a minimum amount of information required for referrals to secondary mental health care. The 


Integrated Community Mental Health teams/ duty worker or trusted referrer will identify (through this 


information) any immediate concerns and risks; overall Front Door referral form is currently under 


development.             SPA REFERRAL FORM. 


 


 4.3 Duty workers and initial triage 


 


4.3.1 The Integrated Community Mental Health teams/SPA will have identified workers who undertake a 


first screening and review any referral information collected by a trusted referrer. This role will be 


undertaken largely on a shift basis. This process will be critical to the success of the whole an 


Integrated Community Mental Health teams; must therefore be always prioritised. There will always 


be a duty manager available for advice, information, guidance, and support. Appendix 3 contains the 


format of a tool for screening/risk assessment. 


4.3.2 The purpose of the duty worker is to: 


• To triage and stratify referrals of service users as required.  


• Allocate appropriate professional group to lead on assessments and further allocation.  


• Welfare calls for vulnerable residents, who may not be currently under the care of the Integrated 


Community Mental Health teams. 


4.4  Allocation of a Key Worker 


 


4.4.1 After a service user has been accepted by the Integrated Community Mental Health teams requiring 


an intervention, a suitable person will be allocated as the named Key Worker at the screening that 


takes place within 72 hours see above. This could be the person who originally responded to the 


request for help and engaged the service user. However, it may have indicated that the primary need 


is outside the scope of the initial named key worker and requires a more specialist intervention. This 


may require that a different named professional is allocated based on their likely ongoing involvement 


in the service user’s care. 



https://nhs.sharepoint.com/sites/RRP_Enfield/EMHD_Community_Transformation/Shared%20Documents/Enfiled%20Operational%20Policy%20SOPs/SPA%20REFERRAL%20FORM.docx?web=1
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4.4.2 For complex referrals, the referral will be brought to a weekly multidisciplinary team meeting attended 


by a consultant and team senior, to enable scrutiny of a case to inform decisions about next steps. 


This scrutiny is the quality assurance that maximizes the chances of the right assessment and 


intervention being delivered early in the process of care - a multidisciplinary team opinion may be 


subsequently sought in the morning meeting. 


4.5 Screening, Trusted Assessment and Dialog+  


 


1. Critical to the success of the referral processing function, will be decision making that ensures that the 


person referred, if they need to be seen, is seen by the right person, the first time, with all of the available 


information to support decision-making and risk assessment. The purpose of the referral processing 


function is to reduce the need for multiple assessments. 


2. Following the referral processing function, service users who are not signposted or identified as being 


more appropriate for another team or service will be offered an assessment determined by the screening. 


The level of assessment will vary according to the complexity of the presentation.  


3. If a higher level of need is clear following the initial contact, the service user should be fast tracked to the 


most appropriate professional and team for further appropriate interventions to avoid duplication. 


4. A Dialog+ review will take place as soon as possible. After a Dialog+ review has been completed, an 


intervention will be offered within four weeks. Dialog+ reviews will offer a structured conversation to 


ascertain need. This will support formulating a care plan based on the key priorities identified.  


5. Following the initial contact with the service user, a decision will be undertaken as to who is best 


placed to undertake an initial Dialog+ review, and a decision taken as to where best to conduct this. 


The links below describe the Trust Dialogue + SOP templates and operational guidance: 


Appendix 1 


DIALOG + v1.4 SOP Template 10 10 2022 


Operational Guidance for use of DIALOG plus Care Planning      


    


6. Service users who have been referred but who do not attend an appointment, should be discussed again 


by the appropriate m Integrated Community Mental Health teams/embers for the most appropriate next 


steps as per the ‘Did Not Attend’ clinical policy - Did Not Attend (DNA): 


Appendix 1 


 http://staff.beh-


mht.nhs.uk/Downloads/Policies%20and%20procedures/Clinical%20care%20and%20practice/Did%20Not


%20Attend%20DNA%20Policy.pdf 


 


 


 



https://nhs.sharepoint.com/sites/RRP_Enfield/EMHD_Community_Transformation/Shared%20Documents/Enfiled%20Operational%20Policy%20SOPs/DIALOG%20+%20v1.4%20SOP%20Template%2010%2010%202022.docx?web=1

https://nhs.sharepoint.com/sites/RRP_Enfield/EMHD_Community_Transformation/Shared%20Documents/Enfiled%20Operational%20Policy%20SOPs/Operational%20Guidance%20for%20use%20of%20DIALOG%20plus%20Care%20Planning.pdf

http://staff.beh-mht.nhs.uk/Downloads/Policies%20and%20procedures/Clinical%20care%20and%20practice/Did%20Not%20Attend%20DNA%20Policy.pdf

http://staff.beh-mht.nhs.uk/Downloads/Policies%20and%20procedures/Clinical%20care%20and%20practice/Did%20Not%20Attend%20DNA%20Policy.pdf

http://staff.beh-mht.nhs.uk/Downloads/Policies%20and%20procedures/Clinical%20care%20and%20practice/Did%20Not%20Attend%20DNA%20Policy.pdf
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7. Each will Integrated Community Mental Health teams be expected to provide “ad hoc” duty assessment 


appointments either at base or in the community, in addition to those undertaken in the GP practices. Lone 


working and Safety policies should be adhered to in these instances. Two members of staff should be 


present at these appointments for safety purposes. Following assessment, if it is deemed that the service 


user would be most appropriate for a specialist psychological intervention, the service user will be referred 


directly to the appropriate psychological pathway or Enfield Talking Therapies. After referral, there should 


be further liaison to ensure referrals have been safely handed over with relevant information. 


8. If more complex needs are identified following assessment, the assessor can bring the case to the 


multidisciplinary team meeting for further discussion.  


4.6. Recording and sharing information   


 


4.6.1 Information from Dialog+ and screening and interviews outlined above will be recorded on RiO and 


will be included in the referral information to other teams. 


4.6.2  Information will be shared between primary care workers and the Integrated Community Mental 


Health teams using EMIS, RIO and Dialog+. Robust systems will in place to ensure confidentiality 


and information governance standards are upheld when transferring information. 


4.7 Risk reviews 


 


4.7.1 In addition to the initial risk stratification held as part of the contact within 4 hours of the receipt of 


referral, the Dialog+ assessment is initiated, and treatment planning agreed upon assessment. As 


indicated above Appendix 3 contains the format of a tool for screening/risk assessment. 


4.7.2 Known service users and re-referrals may not always require re-assessment following triage risk 


stratification and would be supported by their last known team and allocated professional. 


 


5. Care Pathways 


 
Appendix 3 


 


5.1 Delivering Interventions Based Care  


 


5.1.1 The level of intensity of care a service user requires will vary throughout their journey Integrated 


Community Mental Health teams/must be flexible and dynamic to successfully deliver the right type of 


care for the service user in the least restrictive setting at their time of need. 


5.1.2 Following an initial Dialog+ review, if the service user requires a follow-up or ongoing support, as 


opposed to signposting and / or transfer back to the GP, the initial worker who carried out the 


assessment will work with the service user, to co-produce the care plan and ensure the interventions 


are delivered as appropriate.  


5.1.3 Determining the needs and wants of the service user is at the heart of the co-production of the care 


plan. In complex cases where the service user’s needs might involve care under two or more 


pathways, this will usually require the coordination by a lead HCP- Health Care Practitioner, with 


professionals in different care areas and teams to assess how best to help the service user and 


which care pathway is most suitable.  
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5.1.4 Working in this way will ensure that interventions are delivered by the most appropriately trained 


person, support resilience to ending an episode of care, reduce the impact of staff changes, and 


enable the team to have greater flexibility in capacity when allocating clinical time to need. 


5.1.5 The named HCP Health Care Practitioner - will be required to update and review the Dialog+ care 


plan regularly and as required according to service user need. The named HCP Health Care 


Practitioner - will also keep oversight of any other interventions that are required.  


5.2 Psychological therapy interventions in the Core Community Teams  


 


5.2.1 With the exception of Enfield Talking Therapies, the role of psychological therapies and their 


interventions will be an integrated function within the Integrated Community Mental Health teams and 


the professionals concerned should consider themselves to be full members of the Integrated 


Community Mental Health teams. The administration team will provide the same level of admin 


support as given to other members of the Core Team. 


5.2.2 Interventions may be delivered on an individual or groups sessions according to need. These can be 


held on-site at the Core Community Team bases, in the service user’s homes, remotely, or in other 


identified community locations as appropriate. Where appointments are to be held at a Core 


Community Team base, a suitable room should be booked in advance for this specific purpose. 


Determination of where the intervention should take place, should be led by consideration or risk and 


professional safety in the first instance, with service user choice or preference in the second.  


 


5.2.3 There will be honorary therapy staff, who will be required to input and outcome their own work on to 


the RiO system. Honorary therapy staff will be required to follow the Integrated Community Mental 


Health teams procedures and Trust policies and expected to co-operate with any audits or wider 


service reviews taking place. They will not be expected to be named key workers for service users.  


 


5.2.4 The CEN (Complex Emotional Needs) service is the new pathway that comprises the from the pre-


exiting Psychological Therapies Service; within this, there is pathway for Personality Disorder (PD) 


and Post Traumatic Stress Disorder (PTSD).  


 


5.2.5 Clinical supervision will be undertaken by appropriately qualified professionals corresponding to each 


staff member’s profession. The Integrated Community Mental Health teams will offer MDT 


supervision as per Trust Policy. Team managers will work in matrix management as per Trust policy 


and professional framework.  


5.3 Case Management  


 


5.3.1 Integrated Community Mental Health teams/managers will be expected to lead the team using tools 


such as MaSt (Management and Supervision tools) and monitoring quality and outcome standards in 


care planning for all cases including ensuring that Dialog+ care plans take place and regular MDT 


reviews. 


5.3.2 Every “RED allocated” service user allocated within the Integrated Community Mental Health teams is 


to be seen face-to-face every 8 weeks. Each service user is reviewed by their named HCP outside of 


any depot or clozapine clinic they may otherwise be additionally attending. Please refer to annex for 


RAG rating guidance. 
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5.3.3 If the service user does not need to be seen more often than every 8 weeks then they should be 


automatically be considered for step down from the Integrated Community Mental Health teams. 


5.3.4 Where Enfield service users are funded in a placement out of area however, it is anticipated that they 


should be visited and reviewed once a year. 


5.3.5 Risk awareness and monitoring should be supported by a whole team approach. Early risk 


identification of cases needing the most intensive support should facilitate early involvement by local 


services such as the Enfield Crisis and Recovery Home Treatment Team (HCRHTT) to continue to 


develop robust and intensive community-based treatment and support, and to avoid the need for 


hospital admission. 


5.3.6 Service users who are at evident risk of becoming homeless should be considered for advisory 


discussion, and possible referral to the HPI (Homeless Persons Initiative) for a period of joint working, 


or transfer (temporarily) to JHT (Joint Housing Team) colleagues for more specialist support in this 


area. 


5.3.7 Local performance analysts will work with an Integrated Community Mental Health teams seniors to 


monitor the frequency of face-to-face intervention each service user is receiving. Thresholds and 


frequency to be determined. 


5.4 Ending an Intervention  


 


5.4.1 Each person’s optimum level of functioning or recovery may differ, and so there is no prescription for 


the length of time that a person may continue to receive interventions within the Integrated 


Community Mental Health teams. 


5.4.2 The Integrated Community Mental Health teams predicates on regular reviews of the care and 


support plans so that service users can expect to be under the care of community mental health 


services for briefer episodes of task centered care compared to before, but with the ability to easily 


access services again should this be required.  


 


5.5 Stepping up and down across the Integrated Community Mental Health teams. 


 


5.5.1 PCN/ARRS (Additional Roles Reimbursement Scheme) , VCS- Voluntary Care Sector and 


Community Engagement team will accept referrals from the Core Community Team who requires 


their intervention to be stepped down and up. Then the case will be allocated on RIO; GPs are 


informed in writing of discharges and service users given a copy of their co-produced discharge and 


My Crisis plan. 


5.5.2 PCN/ARRS (Additional Roles Reimbursement Scheme) , VCS- Voluntary Care Sector and 


Community Engagement team escalate cases to the Integrated Community Mental Health teams. 


 


5.6 Employment  


 


5.6.1 The role of employment is critical to recovery. Employment specialists, or Individual Placement 


Support (IPS) are embedded into the Integrated Community Mental Health teams with clear 


performance targets to meet for getting service users into paid employment.  The IPS- Individual 


Placement Support offer is embedded within the Integrated Community Mental Health teams. 
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5.6.2 IPSs- Individual Placement Support/ Employment team engage with local and London wide 


employers to secure paid opportunities for client to suit their needs, using the Individual Placement 


and Support Model, which is evidence based.   


5.6.3 Identification of referral to an IPS Individual Placement Support - should take place at the initial 


assessment but also on an ongoing basis and again prior to point of discharge. 


5.7 Supported Living in Borough  


 


5.7.1 All service users placed in 24-hour accommodation (supported, residential, and nursing) within the 


borough will have a named worker in the Community Rehabilitation Team. 


5.7.2 The role of the named worker will be to support the service user - with the support of accommodation 


staff to reach their potential and step down into greater independence. The named worker will 


respond to a crisis and support placements to promote recovery. 


 


5.7.3 Each service user will have a regular placement review - with a minimum of an annual placement 


review to ensure focus on movement through to greater independence. Each service user will have 


initial 3-month review, followed by an annual review to assess progress; where there has been 


significant progress, consideration should be made to step down interventions to service users. This 


could involve signposting to housing related support or independent accommodation. 


 
5.8 Supported Living Out of Borough  


 


5.8.1 Any Enfield service user placed in supported accommodation out of the Borough, will need to have a 


formal review of the placement by a practitioner within the Integrated Community Mental Health 


teams with a minimum of an annual review; service user’s mental health needs will be met by the 


mental health services local to where they are living. 


5.8.2 Service users who are in registered care out of the Borough, including nursing homes, will have their 


placement reviewed annually by a placement monitoring officer, which is a dedicated role. Mental 


health care will either be provided with services or under their GP. At every annual review, 


consideration will still be given as to whether the service user could step down to greater 


independence and return to Enfield. These reviews will be presented to funded panel for approval. 


5.8.3 Fully funded Rehab placements by the are usually independent hospitals or within NLMHP - North 


London Mental Health Partnership beds or services where agreed contracts are in place. These high-


cost placements are generally not viewed as long-term or a potential home for life. Service users will 


need to have a named worker in the Core Community Team who will review the placement regularly 


(every 3 to 6 months), and usually with a Integrated Care Board placement officer for presentation 


back to funding panel where next steps will be agreed. 
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6. Duties under the Care Act 2014 and Safeguarding  


             


6.1 Care Act 2014 Compliance 


 


6.1.1 All assessments undertaken by the Core Community Team for service users referred to them will be 


Care Act 2014 compliant and will fulfil statutory duties under Sec 9 and 10 of the Act. 


 


6.1.2 If a social care need is picked up in triage, then the initial Care Act Assessment should be carried out 


by a qualified social worker. 


 


6.1.3 For every person assessed, consideration must be made whether they appear to have a need for 


care and support (social care).  


 


6.1.4 In some cases the person assessed may require provision of information and advice and sign posting 


elsewhere to reduce prevent or delay developing and social care needs. For others, initial 


assessment may evidence the need to progress to a full assessment of eligibility for social care 


provision under the Care Act.  


 


6.1.5 Care Act assessments on cases that have a named worker who is not a social worker, should be 


undertaken by a social worker in conjunction with the professional who knows the service user best – 


usually this will be their named worker. 


 


6.1.6 Social workers will input Care Act assessments, Care Act Care and Support Plans and reviews 


directly onto MOSAIC. Copies of all these must be uploaded onto System One as a shared record 


with the MDT- Multidisciplinary Team Meeting.  


 


6.1.7 If eligible service users have a personal budget calculated, they will be supported by the Core 


Community Team to consider how to meet their eligible needs using the personal budget as agreed 


in their care and support plan. 


 


6.1.8 Similarly Core Community Teams will adhere to statutory requirements under the Care Act to provide 


a Carer’s assessment in line with the Council’s Standard Operating Procedures.  


 


6.1.9 As above this may lead to provision of information advice and signposting or may if the Carer is 


assessed to have eligible needs a personal budget and a support plan agreeing how the budget will 


be spent to support the Carer. 


 


6.1.10 All carers’ assessments should likewise be recorded both on Rio and Mosaic – in the absence of a 


social worker undertaking the task. 
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6.2 Safeguarding Adults at Risk and Children (under the Children Act 1989) 


 


6.2.1 Safeguarding adults and children is the responsibility of all members of the Core Community Team. 


All staff should be aware of the paramountcy principle whereby the needs of the child are paramount 


and take precedence over those of the adult service user. The ‘think family’ approach should be 


embedded in practice so that at every stage of the care pathway, practitioners should consider the 


needs of families as a whole and the needs of children in particular. 


6.2.2 Consideration should always be given when children are present in the family home as to whether 


they could be considered as “young carers” and their needs considered accordingly in conjunction 


with WCC Early Help services. 


6.2.3 The NLMHP - North London Mental Health Partnership Enfield Named Professional for Safeguarding 


Children (Mental Health) should be contacted for advice in this area as required and should be invited 


to a whole Core Community Team business meeting at least once a year and be a standard 


introduction on a qualified staff members induction programme. 


6.2.4 Each Core Community Team should consider having a nominated “Children’s Lead” who can gain 


expertise and disseminate information and advice in this area. Ideally this would be a social worker. 


6.2.5 All Core Community Teams will adhere to the requirements of section 42 of the Care Act 2014 in 


fulfilling the statutory duties under safeguarding adults and the requirement to carry out safeguarding 


enquiries on behalf of an adult who has needs for care and support (whether or not the local authority 


is meeting any of those needs), and is experiencing, or is at risk of, abuse or neglect, and as a result 


of those care and support needs is unable to protect themselves from either the risk of, or the 


experience of, abuse or neglect. 


6.2.6 Safeguarding processes should be followed for both adults and children as laid out in the LBE 


Council Standard Operating Procedure and the Trust’s safeguarding policies and procedures.  


6.2.7 Safeguarding concerns must be reported in the usual way, to the Safeguarding Adult Managers 


(SAMs) and the Consultant and / or raised at local MDT meetings. 


6.2.8 The Senior Social Work Practitioners should take the lead in ensuring that procedures are correctly 


followed, and risk assessments undertaken to inform immediate action. 


6.2.9 CCT should ensure that there are sufficiently trained Safeguarding Managers and Investigators within 


the team and that all staff within the team receive training and avail themselves of updates 


appropriate to their role / grade. 
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7. Key Relationships and Interfaces  
 


The Integrated Community Mental Health teams will establish and sustain links with other services to ensure 


that action is taken to update the risk assessment and care plan at points of transition. 


7.1 Links with other services  


 


This includes links with (but not limited to): 


 


GP practices 


Home Treatment Teams (HTT) 


Inpatient Services 


Substance misuse and Dual Diagnosis 


services 


Rehabilitation services 


Eating disorder services 


Forensic services 


CAMHS 


Older Peoples Services 


Co-occurring learning disability services 


(including autism) 


Criminal justice agencies, including police, 


probation, and court diversion schemes. 


Independent advocacy services 


Third sector providers/community assets 


Housing agencies 


 


Children’s Services 


Safeguarding Teams (MAPPA 


(resettlement of ex-offenders) and MARAC 


(danger of violence/domestic abuse) 


Homeless Services 


Central AMHP service. 


Talking Therapies 


Learning Disabilities 


ADHD Clinic (Attention Deficit Hyperactive 


Disorder) 


A&E and Psychiatrist liaison service  


London Ambulance Service 


Local Authority 


Safeguarding 


Housing  


Enablement team 


Children Services 


Homelessness  


Police Liaison 


 


7.2 Building Relationships with PCNs- Primary Care Networks, Community Assets and VCS – 


Voluntary Care Sector  


 


7.2.1 The Integrated Community Mental Health teams’ Consultant Psychiatrists will have a dedicated 


amount of time, built into their job plans, to visit local NHS GP practices within their aligned PCNs- 


Primary Care Networks. 


7.2.2 The frequency of their attendance will need to be negotiated on an individual basis by the Consultant 


concerned with the practice managers concerned and will be likely commensurate both with the 


practice size and patient group demographic. Larger practices with a high SMI (Severe Mental Health 


Illness) patient group may be visited as often as once every 4-6 weeks, however smaller practices 


with a lower SMI (Severe Mental Health illness) population may require a visit less frequently by 


degree. 


7.2.3 Physical presence of ARRS’s (Additional Roles Reimbursement Schemes) staff in the GP practices 


to carry out assessments and treatments would also facilitate the creation of relationships between 


the workforces. This will however continue to be led by the ARRS (Additional Roles Reimbursement 


Schemes) in most instances and will be dependent on the practices within the PCNs - Primary Care 


Networks providing space for their service users to be seen. 
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8. Integrated role of Dual Diagnosis Specialist Workers in Core 


Community Team 


8.1 All healthcare professionals in the will Integrated Community Mental Health teams identify and document 


alcohol and substance misuse within the existing caseload, and for all new contacts. The AUDIT tool should 


be used to measure alcohol related harm. Testing for drugs should also be available.  


8.2 The dual diagnosis team will continue to be a separate service but will have designated workers to work 


with the and Integrated Community Mental Health teams will provide specialist and focused services to 


service users as required, dependent on the willingness to engage on the part of the individual concerned. 


They will also aid appropriate referral to specialist substance misuse services. 


8.3 Where inpatient or residential rehabilitation is indicated, or requested by the service user concerned, 


assessment and access will be facilitated by the dual diagnosis practitioner. 


8.4 A named worker within the will Integrated Community Mental Health teams need to continue to hold 


overall responsibility for the case, whilst a dual diagnosis practitioner in involved. This could be from any 


registered profession except for employment specialists. In exceptional circumstances it may be that the dual 


diagnosis worker is required to be the named Key Worker where there is limited or no input from the rest of 


the Integrated Community Mental Health teams. 


8.5 Dual diagnosis workers should, where initial referral consideration identifies a substance use or alcohol 


need, be ideally involved at the initial assessment, whether in triage by a primary care mental health 


professional or a staff member on duty. 


 


9. Clinical Supervision, Training and Development  


9.1 All staff within the Integrated Community Mental Health teams will have clinical, management and/or 


professional supervision as required to ensure a safe and effective clinical practice. This should occur a 


minimum of once a month and more frequently where cases are complex.  


9.2 All supervision sessions should be recorded by the supervisor and a copy given to the staff member 


receiving supervision. (Appendix 1). 


9.3 All staff are required to complete mandatory training both for health and safety and clinical governance 


reasons. There is also the opportunity for all staff to apply for specialist training as required in the event of 


their work requiring further development of their skills and/or should they wish to develop their capabilities in 


specific areas of practice. 


9.4 Certain areas of training may be identified in staff members’ personal development plans which are part 


of the appraisal process which is detailed below.  


9.5 Clinical supervision, training and development will be provided by the Trust to VCS staff. Management 


and supervision of non-clinical activity undertaken by VCS staff will be provided by VCS management. 
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10. Appraisals 


10.1 All staff will participate in the Barnet Enfield, and Haringey appraisal conversation annually or their 


relevant employing organisation's equivalent. 


 


10.2 The Integrated Community Mental Health teams just keep a record of the appraisals for their team. 


  


10.3 The Integrated Community Mental Health teams managers must record appraisal completions via the 


central reporting process to workforce. 


 


10.4 Doctors will have an annual appraisal with their appointed appraiser and recorded on the Equiniti 360 


Clinical system. Every 5 years they will participate in a multi-source 360-degree appraisal and revalidation 


process.  


 


Appendix 1 


 


Link to the NLMHP - North London Mental Health Partnership staff appraisal policy http://staff.beh-


mht.nhs.uk/working-for-the-trust/Performance Development Framework 


11. Governance Structure  


Appendix 1 


11.1 Each Integrated Community Mental Health teams will have a monthly Governance meeting that 


covers managerial, performance and care quality issues. These meetings will be attended by all the 


Integrated Community Mental Health teams members, in person or remotely and will be led by the 


team managers with the support of the seniors and consultant(s). 


11.2 Integrated Community Mental Health teams managers, clinical team leaders and senior practitioners 


will have direct responsibility and expertise for areas of quality and performance to lead either across 


the Integrated Community Mental Health teams or for allocated PCNs, e.g., safeguarding adults, 


physical health, carers, children, learning disability etc.  


11.3 Each Integrated Community Mental Health teams will receive weekly performance reports from the 


Performance team. The Enfield Performance Manager will highlight any areas of concern directly to 


Team Managers in a weekly forum.  Each team will carry out and report on regular local audits of 


performance and comply with Trust wide and Local Authority audits. Each team will also monitor 


service user feedback and comply with service user surveys as requested.  


11.4 The team manager will ensure they have an expertise on Power B.I. (Business Intelligence) and meet 


with the NLMHP - North London Mental Health Partnership - Enfield performance manager weekly to 


ensure that the KPIs (Key performance indicators) and key performance requirements of the Trust 


are being met by the Integrated Community Mental Health teams. 


11.5 The social worker team manager employed by LBE (London Borough of Enfield) will ensure that they 


have access to the performance reporting systems of the local authority and meet with the LBE 


performance manager regularly to ensure that the KPIs and other requirements of the Borough are 


being met by the Integrated Community Mental Health teams. 


11.6 The Service Manager from the SMT (Senior Management Team) will meet regularly with the 



http://staff.beh-mht.nhs.uk/working-for-the-trust/Performance%20Development%20Framework

http://staff.beh-mht.nhs.uk/working-for-the-trust/Performance%20Development%20Framework
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integrated core team managers individually supervision and ensure effective functioning of the team 


and gain assurance as required.   


11.7 There is a matrix of key policies  Policies and procedures A-Z (beh-mht.nhs.uk available on Trust 


intranet, that under the current Sec 75 agreement should be referred to by all staff regardless of 


employing organisation. All staff in the CCT should adhere to the policies identified as ‘essential’, 


which include: 


 


• Clinical Risk Assessment 


• Record Keeping  


• Safeguarding 


• Consent 


• Supervision and Appraisal 


• Information Governance 


• Recovery 


• Personalisation 


• Personal Budgets. All teams will have access to WCC Adult Social Care Standard Operational 


Policies and should be conversant with them 


12. Record Keeping  


12.1 All staff should comply with the Care Records standards. These can be found on Trustnet under 


Information Governance and include the contemporaneous recording of clinical notes including 


relevant telephone and other verbal conversations on RiO; Appendix 1.   


12.2 All staff must complete all mandatory training to include annual information governance training. 


13. Concerns and Complaints  


13.1 The Integrated Community Mental Health teams must be responsive to service user 


feedback, including through the complaints process according to Trust Policy; Appendix 1  


13.2 All compliments, concerns and complaints should be entered onto Ulysses as feedback and 


put for a manager to review.  


13.3 Posters and patient information i.e. leaflets about complaints procedures and NLMHP - North 


London Mental Health Partnership patient support service contact details should be widely 


available in waiting areas for service users to access. All staff should be familiar with the 


Trust Patient and Carer Feedback Policy available on the intranet. 



https://gbr01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fstaff.beh-mht.nhs.uk%2Fdocument-templates%2Fpolicies-and-procedures-a-z.htm&data=05%7C01%7Cwingsue.lam%40nhs.net%7C31019757d5f247bc92d908dbf687fe95%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638374839542123297%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=UNwOtMRfLI28TRcxZHoh7Ea9YyNhiitIXRoNHUnCBZY%3D&reserved=0
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13.4 Where complaints arise that are specific to the duties and function of the local authority, the 


Integrated Community Mental Health team’s manager concerned should escalate to the 


support from the LBE (London Borough of Enfield) social care lead as appropriate. 


13.8 Interpreters and advocacy must be used appropriately. 


14. Serious Incidents 


14.1 All incidents should be reported in the Trust Incident Reporting System Ulysses; Trust 


Polices as per below; Appendix 1   


15.  Emergency Planning   


 The provision of services throughout the pandemic and other emergency situations will be managed 


in accordance with the Business Continuity Plan and Control of Infectious Diseases policies. 


Appendix 1 


16.  Managing disputes  


16.1 Staff are encouraged to raise any concerns or issues on an informal basis as early as possible at a 


local level to enable early resolution of issues.    


16.2 Issues relating to care pathway disputes should be taken to the local Borough Interface meeting as 


appropriate. 


16.3 Where issues remain unresolved, and other options such as mediation or facilitated discussions have 


not proved successful, staff may raise the matter formally in accordance with the Trusts Grievance 


Policy. Appendix 1 


17.  Staff Safety      


17.1 Staff safety, especially but not exclusively in the community, should be of paramount consideration.  


17.2 Members of the Integrated Community Mental Health teams should comply with the Trust’s Lone 


Worker (personal safety) policy and the Health and Safety and Welfare policy which should be 


included in the induction of any new staff member. Links to these policies are:  


 Appendix 1 for polices below: 


            Health and Safety and Welfare 


 http://staff.beh-


mht.nhs.uk/Downloads/Policies%20and%20procedures/Health%20and%20Safety/Health%20Safety


%20and%20Welfare%20Policy.pdf 


  Lone Worker (personal safety) 


http://staff.beh-


mht.nhs.uk/Downloads/Policies%20and%20procedures/Health%20and%20Safety/Lone%20Working


%20Policy.pdf 



http://staff.beh-mht.nhs.uk/Downloads/Policies%20and%20procedures/Health%20and%20Safety/Health%20Safety%20and%20Welfare%20Policy.pdf

http://staff.beh-mht.nhs.uk/Downloads/Policies%20and%20procedures/Health%20and%20Safety/Health%20Safety%20and%20Welfare%20Policy.pdf

http://staff.beh-mht.nhs.uk/Downloads/Policies%20and%20procedures/Health%20and%20Safety/Health%20Safety%20and%20Welfare%20Policy.pdf

http://staff.beh-mht.nhs.uk/Downloads/Policies%20and%20procedures/Health%20and%20Safety/Lone%20Working%20Policy.pdf

http://staff.beh-mht.nhs.uk/Downloads/Policies%20and%20procedures/Health%20and%20Safety/Lone%20Working%20Policy.pdf

http://staff.beh-mht.nhs.uk/Downloads/Policies%20and%20procedures/Health%20and%20Safety/Lone%20Working%20Policy.pdf
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  Arrangements for safety management and the summonsing of assistance where required within the 


local induction document and policy Induction Policy.pdf (beh-mht.nhs.uk) 


18. Carers  


Carers will be considered and included at all points of the service and in consultation with service 


users. Family inclusive practice will be encouraged and promoted throughout the Integrated 


Community Mental Health teams and wider pathways; Trust policy in development (co-


production). 


19. Service User Involvement and Participation ; wider stakeholder 


participation 


   Appendix 1 - Policies 


Involvement Register (beh-mht.nhs.uk). 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 



http://staff.beh-mht.nhs.uk/Downloads/Policies%20and%20procedures/People%20and%20Organisational%20Development/Induction%20Policy.pdf

https://gbr01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fstaff.beh-mht.nhs.uk%2Ftrust-departments%2Finvolvement-register.htm&data=05%7C01%7Ce.paula%40nhs.net%7C7f760d41a1104e51d17f08dbf7311895%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638375564199387090%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=fpCWfcNXB5oVPFTCMLWuhmWD7hNxZ9g3QEtLaCYcJUY%3D&reserved=0
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Appendix 1: Governance Framework, Polices and Procedures 
 
Document 
Type 


Title Date Last 
Reviewed 


Document 
 
 


Governance  Enfield 
Division 
Governance 
Structure 


August 2023 December 
2023 


Enfield Governance 


Meeting Structure Aug 2023.pptx 
Governance 
 


Enfield 
Division 
Organisation 
Chart 


 December  
2023 


Enfield-Mental-Healt


h-Structure-Chart- With Names 091123.pdf
 


 
Governance 
 


 
Enfield 
Borough 
Partnership 


  


Enfield Borough 


Partnership Governance structure.pptx
 


Policy Agile 
Working  


October 2021 November 
2020 


Agile Working 


Policy.pdf  


Policy Flexible 
Working 


September 
2021 


August 2018 


Flexible Working and 


Special Leave Policy.pdf 
Policy Did Not 


Attended 
January 2022 July 2017 


Did Not Attend 


DNA Policy.pdf
 


Policy Clinical Risk 
Assessment 


May 2022 November 
2015 


Clinical Risk 


Assessment and Management Policy.pdf
 


Policy Record 
Keeping 


January 2010  


Minimum 


Recording Standards.pdf
 


Policy Safeguarding November 
2022 
 
 
 
 
September 
2021 


June 2020 
 
 
 
 
 
September 
2018 


Safeguarding Adult 


at Risk Policy.pdf  


Safeguarding 


Children Policy.pdf
 


Policy Consent October 2023 October 2021 


Consent to Treatment 


Policy.pdf
 


Policy Clinical 
Supervision 


May 2023 September 
2014 
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Clinical Supervision 


Policy.pdf  
Policy Information 


Governance 
June 2023 June 2020  


Information 


Governance Policy.pdf 
Policy Complaints February 


2021 
June 2018 


Complaints 


Management Policy.pdf
 


Policy Trust Patient 
and Carer 
Policy 


 
 
 
 
 


Under 
development 


 
 


Policy Business 
Continuity 
Plan 


October 2020 November 
2018 


Business Continuity 


Plan.pdf
 


Policy Infection 
Control and 
Outbreaks 


August 2019 N/A 


Infection Control 


and Outbreaks of Infectious Diseases Including Related Events Policy.pdf
 


Policy Grievance 
Early 
Resolution  


November 
2020 


July 2016  


Grievance Early 


Resolution Policy.pdf
 


Policy Raising 
Concerns at 
Work 


October 2021 October 2018  


Raising Concerns at 


Work Policy.pdf
 


Policy Health Safety 
and Welfare 


January 2023 July 2018 


Health Safety and 


Welfare Policy.pdf
 


Policy Lone 
Working  


October 2015 May 2013 


Lone Working 


Policy.pdf
 


Policy Induction September 
2022 


March 2019 


Induction Policy.pdf
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Policy Service User 
Involvement 
and 
Participation  


  


EDI-Strategy-2022-2


025.pdf  


BEH EbE 


Reimbursement Policy (1).docx 


NORTH CENTRAL 


LONDON POPULATION HEALTH STRATEGY.pdf 
Policy  Non-Medical 


Prescribing 
July 2021 January 2017 


Non Medical 


Prescribing Policy.pdf
 


Policy Management 
of Incidents 


November 
2021 


September 
2019 


Management of 


Incidents Policy (1).pdf
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Appendix 2: Enfield Community Mental Health Integrated Model 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Document 
Type 


Title Date Last 
Reviewed 


Document 
 
 
 


 Delivery 
Model 
 


Enfield 
Community 
Transformation 
Integrated Model 


 06.12.2023  


Enfield CT MH Model 


short version DEC 23.pptx


Enfield CT 


Framework DEC 23.xlsx
 


 


 
Delivery 
Model 
 


PCN’s- GP 
surgeries cluster 


  


 Enfield PCN 


Neighbourhood 2023.docx
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Appendix 3: Pathways SOPs - Standard Operations Procedure 


Document 
Type 


Title Date Last 
Reviewed 


Document 
 


 
SOP  
 


 
SOP Review & Co-
production 
 


  
November, 
2023 Enfield Community 


MH SOP Action Log.xlsx


SOP Task & Finish 


Group Program.docx
 


SOP 18 – 25    
November 
2023 18-25 SOP updated 


draft.docx
 


SOP Step & thrive  November 
2023 


Interim Operational 


Policy Step and Thrive (002).docx
 


SOP VCS March 2023  


SOP MARCH 2023 


BEH VCS MIND PATHWAY V3 .doc
 


SOP Community 
Engagement 
Team 


In 
development 
 


  


SOP SPA March 2011 Under 
review 


SPA REFERRAL 


FORM.docx
 


SOP Complex Anxiety 
Disorders and 
Depression/ 
Psychological 
Therapies Stream. 


January 
2023 
 
 
 


 


Complex Anxiety 


Disorders and Depression Pathway Referral GuidelinesPsychological Therapies Stream Operational policy.docx
 


SOP Inclusion/Exclusion 
Criteria Enfield 
cPTSD stream 
 
 
 
 
 


January 
2023 
 
 
 
 
 
 
 


 


Enfield cPTSD 


stream inclusion exclusion criteria Jan 2023.docx
 


 


Enfield cPTSD 


Stream Operational Policy Jan 2023.docx
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Enfield c-PTSD 
stream 


 
January 
2023 
 
 


SOP PD Pathway January 
2023 


  


 


PD Pathway 


Operational policy.docx
 


Operational 
Policy 


Systemic Pathway January 
2023 


 


Systemic Pathway 


Operational Policy 1.docx
 


Policy  Dialog+ Template 
 
 
 
 
 
 
Dialog+ 
 


October 
2022  
 
 
 
 
 
 
January 
2023 


 


DIALOG + v1.4 SOP 


Template 10 10 2022.pdf
 


 


Operational 


Guidance for use of DIALOG plus Care Planning.pdf
 


 


Policy Screening Tool   


Screening tool 


protocol.docx
 


 
 
SOP 


 
Enfield Community 
Garden 


 Under 
development 
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Appendix 4: Matrix Management 
 


Document Type Title Date Last Reviewed Document 
 
 


 
SOP 
 


    


SOP Matrix   
01.12.23 


Matrix management - 


18.10.23.xlsx
 


SOP Matrix Roles   


MATRIX 


MANAGEMENT STREAMS Role-Responsibility 2023.xlsx 
 


Policy Appraisal Policy November 2021 July 2019 


Appraisal Policy.pdf


 
 
SOP 
 


 
Staff Roles and 
Responsibilities 
Description 


  
 


Appendix roles.docx
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VOLUNTARY CARE SECTOR COMMUNITY ENGAGEMENT PRACTIONERS 
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PURPOSE 


The purpose of the Standard Operating Protocol ( SOP)  is to support VCS Community 


Engagement Practioners (CEP’s) and Haringey Community Mental Health Teams work in 


partnership, offering the best recovery experience for our service users and carers and to 


create a safe, inclusive, trauma -informed community mental health service.   


This protocol details standards based on best practice to ensure consistency and efficacy in co-located 


VCS partnership working across all Haringey Community Adult Mental Health Teams. This Protocol is 


to be read in conjunction with the Haringey Community Engagement Practioners and Community 


Mental Health Team Co -located Partnership Working Policy. 


Standing Operating Policy. 


Barnet Enfield and Haringey MH Trust (BEH) recognises its’ obligations to the health, safety 


and welfare of all staff and workers who come on to Trust premises and support the delivery 


of care and services to its services users that meet the standards expected by the Trust. This 


protocol aims to provide assurances around how the Trust and VCSE partnership creates 


welcoming and safe work environments. 
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INTRODUCTION: 


  


 


The commissioning of Community Engagement Practitioners (CEP’s) to enhance Community 


Mental Health services is part of Barnet Enfield and Haringey MH NHS Trusts’ 


community transformation initiative toward a modernised, inclusive and accessible 


mental health service.    


  Recognising that service users benefit from diverse non-clinical support options to 


aid their recovery, many of these options can be provided by the voluntary and 


community sectors who may be the principal means of support or work alongside 


specialist clinical support.  


 Community Engagement Practioners are co-located partners within the Core Teams, 


Transitions Team, Older Adults and Personality Disorder and Mood and Affective 


Personality Disorder pathways within the Complex and Emotional Needs Service. 


In line with the NHS Long Term Plan ( 2019 , the Community  Mental Health 


Transformation outlines that the role of the named Key Worker will move flexibly to 


best meet the recovery and trauma informed needs of the service user and can be 


carried out by either registered health or social care professionals or voluntary care 


sector voluntary agencies. 


 


Named Key-worker could include:  


• Voluntary Care Sector  


• Occupational Therapists 


• Social workers 


• Community Mental Health Nurses 


• Psychologists 


• Consultant Psychiatrists 


• Dual Diagnosis Workers 


 


VCS workers operate within the ‘no wrong door’ open model where people 


requiring mental health support are already ‘ in the system’ and able to access the 


care they need, no matter where their first point of contact is. VCS support service 
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users to access care from a single trusted assessment rather than having  to repeat 


their concerns and difficulties multiple times.  


SCOPE 


The areas covered by this Standard operating Protocol includes: 


• Referral and allocation of work. 


• Caseload management  


• Monitoring, supervision, and support. 


• Training and Competency framework. 


• Line management accountability  


• Reporting on key performance indicators. 


RESPONSIBILITIES 


The protocol for our VCS colleagues is based on the Trust values of Compassion, 


Respect, Being Positive and Working Together and on the following related 


principles: 


• VCS colleagues are employed by our partner VCS organisation and are not BEH 


Trust employees. 


• VCS colleagues are bound by the Trusts Honorary contracts which has bearing on 
the quality of patient care to an individual to whom the Trust has a duty of care. 


• As BEH Honoraries VCS colleagues will be supported to meet relevant 


competencies to ensure they are compliant with Trust standards. 


• VCS colleagues require access to BEH IM&T systems that include access to patient 


and client personal and confidential information. 


 


• VCS partner organisations provide evidence of their Recruitment policies and 


procedures that includes their process for DBS clearance and reference checks,  


and these adhere to the NHS pre-employment check standards. 


 


• VCS partner organisations provide evidence of completion of pre-employment 


checks to NHS Standards, using the forms provided under this protocol. 


• BEH will include VCS colleague key employment details on our Electronic Staff 


Record (ESR) system during the period of their attachment with us.  


 


• VCS partner organisations provide evidence that new starters have completed 


Information Governance Training.  
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VCS (CEP)  Establishment across Haringey Adult Community Mental Health Teams 


 


 
 


Recruitment for HCEP’s is lead by the VCS Service Manager and VCS Team Managers.  


Haringey Community Mental Health Team Leads contribute to a jointly agreed Job Description 


that matches the specification including the incentives offered by each service. Senior  Team 


leads could sit in on the Interview panel.  


Referral and allocation of work to VCS. Process Map 1.1 
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Supporting Documentation:  


• Core Team SOP: Referrals and Screening protocol 


• VCS Referral guidelines 


• D+ protocol 


VCS Caseload management Process Map 1.2  
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Supervision, Formal and Informal Support Map 1.3 
 


 
Supporting Documentation 


• BEH Supervision Policy 


• VCSE Organisation Supervision Policy 


• Haringey Competency Framework for Community B3, B4 
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Line management : Co-located Partnership Working  Flow Chart: 1.4  


 


1. VCS REFFERAL GUIDELINES : RANGE OF SUPPORT OFFERED 


Engage within Haringey’s community organisations - supporting access/signposting:  


• Activities/resources in line with interests/hobbies (i.e., Tottenham talking)  
• Social inclusion - community/peer groups/befriending (i.e., …..)  
• Non-NHS mental health services (i.e., Mind/Recovery College)  
• Volunteering opportunities (i.e., Oxfam, …..)  
• Training and education (i.e., …..)  


Promote socio-economic wellbeing - supporting identification and signposting:  


• Core physical health challenges/behaviours (i.e., Gym/swimming pool, smoking cessation, PH nurse)  
• Living environment needs (i.e., equipment grants, signpost/work with OT/Peabody)  
• Benefits/discounts (i.e., Freedom Pass/Taxi card, Referral to Peabody for Benefit/PIP applications)  


Independence/self-management - promoting and signposting:  


• Enabling individual to communicate with relevant agencies (i.e., attend appointments, fill in forms)  
• Identify and maintaining functional skills (i.e., routine, using calendar/alarms, signpost/work with OT)  
• Digital inclusion (i.e., useful applications/websites, signpost/work with Digital Inclusion volunteers)  


 Working systemically   


• Involve (identify) and signpost carers (i.e.: Carers’ assessment, carer’s peer-support groups)  
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2. BEH REFERRAL AND SCREENING PATHWAY – COMPLEXITY AND RISK MATRIX 


Core Community Pathway for 4 ww.vsdx 


 


SOP no. 
Effective 


Date 
Significant Changes 


Previous 


SOP no. 


    


    


    


    


 


 



https://nhs-my.sharepoint.com/:u:/r/personal/rachel_kraus_nhs_net/Documents/Core%20Community%20Pathway%20for%204%20ww.vsdx?d=w73efc597307c48709caf2ed6cb1cc669&csf=1&web=1&e=fPuddS
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Appendix A – Barnet Population Health Data 



• Barnet is the largest Borough in London, as measured by its population; the population is estimated by the ONS in 2020 to be 399,000 and is estimated to grow by 5.2% over the next 10 years.1

• Barnet has a diverse population, with particular needs for its mental health services. It has

the largest Chinese community in London, one fifth of England’s Jewish population and

the fastest growing Middle Eastern community. The Black, Asian and Minority Ethnic (BAME) population is 48%. This diversity is more pronounced in children and young people – there are more children from BAME groups in the 0 – 9 age group than there are white children.1

• Mental illness represents a major challenge, the prevalence of Severe Mental Illness (SMI) in Barnet (1.01%) is significantly higher than the national average (0.9%). SOURCE NEED

• In Barnet, 4,960 people are on Employment Support Allowance or Incapacity Benefit due to mental illness (2018).2

• The 2 PCN/Neighbourhoods with the highest prevalence of SMI are PCN 3 (1.07%) and PCN 5 (1.06%), both significantly higher than Barnet. SOURCE NEEDED

• Significant health inequalities exist including significant disparity by ethnicity – the black population are higher users of acute MH services, with 27% of admitted patients being black, compared to representing 11% of the NCL population. SOURCE 

• Half of patients admitted are unknown to services, also higher among black population groups. SOURCE

• The estimated prevalence for people living with common mental health disorders within the borough is 49,504 (2017).2 

• The suicide rate in Barnet at 4.8 per 100,000 (2019-21), is significantly lower than the London average for both male and female populations.1

• Physical and mental health are inextricably linked. People with psychosis have a life expectancy of around 20 years fewer than the rest of the population, largely due to unmet physical health needs and the high prevalence of smoking. It is evident that some Black and Minority Ethnic (BME) groups experience poorer mental health outcomes than White British people, which is a key area of focus locally.

There is significant rising demand for, and expectations of, mental health services and we are keen to think innovatively about how we ensure that our residents have access to the right support to help them better self-manage their needs and achieve improved outcomes.



1 – Barnet JSNA JSNA – People | Barnet Open Data

2 – Barnet Mental Health and Wellbeing JSNA Mental Health and Wellbeing JSNA - OHID (phe.org.uk) 
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The prevalence of severe mental health conditions in Barnet (1.01%) is significantly higher than the national average (0.9%). The 2
PCN/Neighbourhoods with the highest prevalence’s of severe mental illness are PCN 3 (1.07%) and PCN 5 (1.06%), both these are
significantly higher than Barnet (1.01%).

2,778 people in Barnet have been diagnosed with Dementia. The prevalence in Barnet (0.62%) is significantly lower than the England
average (0.8%). It is estimated that there are Currently 4,387 people aged over 65 are estimated to live with dementia in Barnet and this is
projected to increase to 7,282 by 2040 which is an increase of 66% over 20 years.

The 2 PCN/Neighbourhoods with the highest prevalence’s PCN 3 (0.73) and PCN 6 (0.80) have the highest prevalence's, significantly
higher than Barnet (0.6%).
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An important objective of the transformation work is to address health inequalities and ill health social determinants:

Significant health inequalities exist including significant disparity by ethnicity — the black population are higher users of acute MH services, with 27% of admitted patients being
black, compared to representing 11% of the NCL population.

Half of patients admitted are unknown to services; particularly high among black population groups

Dementia diagnosis rates vary significantly - 67% of the estimated population with dementia having a diagnosis in Haringey compared to 88% in Enfield
Service provision and design significantly vary across the 5 Boroughs — does not correspond to level of need

There is significant demographic variation across and within NCL boroughs associated with different levels of need for support from mental health services
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Appendix B – Enfield Population Health 


• Enfield has a young, diverse population. The total resident population in Enfield is 330,000 and 40% of residents (133,160) were born outside the UK – most of these (75,000) in European nations (not all EU members).2

• There is currently no local information available relating to specific groups of population who may be at higher risk of mental illness such as: Refugees and asylum seekers, Black and Minority Ethnic (BAME) groups, Lesbian, Gay, Bi-Gender, Transexual (LGBT) groups and offenders. 

• 4,022 people had been diagnosed with severe mental illness in Enfield (1.13%), higher than the London average of 1.1% (2018/19), but lower than the NCL average of 1.23%.1

• The suicide rate in Enfield at 5.3 per 100,000 (2019-21), is significantly lower than the London average for both male and female populations.1

• The percentage of mental health users in hospital (end of quarter snapshot) Q2 2019/20 Enfield recorded a rate of 4.8% which is substantially higher than NCL 3%, England 2% and London 2.4%. 2

• The estimated prevalence for people living with common mental health disorders within the borough is 49,261 (2018), around 19.2% of the population.1 There are potentially another 20,000 people with common mental health disorders who remain undiagnosed in the borough.2

• In Enfield, 5,130 people are on Employment Support Allowance or Incapacity Benefit due to mental illness (2018).1

• Around 9.7% of the GP registered population in Enfield were diagnosed with depression (2021/22), not significantly different to London.1

• Living with a long-term health condition or disability can impact on an individual’s mental health. The proportion of the population with a long-term health condition is higher in Enfield compared to NCL and London but lower than national levels as of 2021.2

• Studies have shown that people with mental illness tend to live between 10 and 25 years less than the general population and depending on the type of mental illness the risk of dying varies. In Enfield the rate of excess mortality and premature mortality due to mental illness was lower than NCL, London and England. With trends showing rates rising since 2017.2



1 Mental Health and Wellbeing JSNA – Fingertips Mental Health and Wellbeing JSNA - OHID (phe.org.uk)

2 Enfield Adult JSNA - https://www.enfield.gov.uk/healthandwellbeing/joint-strategic-needs-assessments/adult-mental-health
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Appendix C – Haringey Population Health Data 


• Haringey has a young, ethnically diverse population. The total resident population in Haringey is 264,300 and 67.1% of the Haringey population are from a BME group or Other White ethnic groups compared to 60.7% in London.1

• The Haringey Joint Strategic Needs Assessment shows that there are significant differences in health and well-being across Haringey, between places and between different demographic groups. It also shows that people with mental health conditions have lower life expectancy, due to the significant health risks and major health problems that they face.

• A third of Haringey’s population lives in poverty and poverty rates are highest amongst families with children.1

• Almost half of Haringey’s wards are within the most deprived wards in England – these are mostly in the east of the borough.1

• In 2021/22, 4,143 people living in the borough had a severe mental illness, equating to 1.3% of the population, compared to 1.1% London and 0.9% in England.3

4,400 people had been diagnosed with severe mental illness in Haringey (1.37%), significantly higher than the London average of 1.1% (2018/19). Latest NCL figure for 2020/21 is 1.23% with London at 1.11%, and England at 0.95% (identical to previous year)1

• In Haringey, 3% of people of Black or Black British ethnicity have a diagnosis of serious mental illness, higher than other ethnic groups.2

• In Haringey, BME groups and LGBT people are more likely to be diagnosed with a psychotic disorder.2

• Significant health inequalities exist including significant disparity by ethnicity – the black population are higher users of acute MH services, with 27% of admitted patients being black, though representing 11% of the NCL population. SOURCE

• Half of patients admitted to mental health hospital care are unknown to services; particularly high among black population groups. SOURCE

• Over 50% of people with a serious mental illness in Haringey have one or more other long term condition.2

• 16% of Haringey’s population are living with a long term health condition, and nearly 6% are living with two or more long term conditions.1

• In Haringey, people living in deprived areas are more likely to be affected by depression.

• Suicide rates in Haringey have significantly decreased over the last ten years, with Haringey now in line with the London average.1

• There are many different risk factors for developing mental health problems and these can contribute to an individual developing a mental health condition during their life span.

• In Haringey, 5,510 people are on Employment Support Allowance or Incapacity Benefit due to mental illness, 50% of all claimants.2

• Between 2020/21 and 2021/22, the percentage of people with depression increased by 4%. to 20,453 SOURCE. The proportion of people with depression equates to 9.2% of the population aged 18 years and over.3

There is significant rising demand for, and expectations of, mental health services and we are keen to think innovatively about how we ensure that our residents have access to the right support to help them better self-manage their needs and achieve improved outcomes. 



1 Haringey State of the Borough Report - State of the Borough – September 2023 (haringey.gov.uk)

2 Haringey Joint Strategic Needs Assessment Summary Report, Adult Mental Health April 2019 - PowerPoint Presentation (haringey.gov.uk)

3 Mental Health and Wellbeing JSNA - Mental Health and Wellbeing JSNA - OHID (phe.org.uk)
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Notes

		Notes: 

		1		This is an indicative ativity plan and caseload plan, and is based on the staffing models currently in place in each borough.

		2		It is expected that 1 WTE will have 4 contacts per day. 

		3		For the first 3 months of the contract, there will be a phased increase in number of daily contacts. Therefore: 
- M1 will have 2 contacts per day (i.e., 50% of daily target)
- M2 will have 2.5 contacts per day (62.5%) 
- M3 will have 3 contacts per day (75%). 
From M4 onwards, each WTE is expected to have 4 contacts per day. 

		4		It is also expected that each WTE will hold an average caseload of 30. 

		5		Similar to the phased increase in daily contacts (point 3 above), there will be a phased increase in average caseload from M1 to M4.  Therefore: 
- In M1, it is expected each WTE will hold a casleload of 15 (50% of target)
- In M2 it will be a caseload of 19 (62.5%) per WTE
- In M3 it will be a caseload of 23 (75%) per WTE. 
From M4 onwards, each WTE will hold a caseload of 30. 

		6		It has been assumed that there will be 240 working days in a  year, taking account of weekends, bank holidays and annual leave. 





Borough based IAP + Caseload

														Contacts per WTE for Year 1																												AVERAGE CASELOAD per WTE for Year 1

														M1		M2		M3		M4		M5		M6		M7		M8		M9		M10		M11		M12		TOTAL 				M1		M2		M3		M4		M5		M6		M7		M8		M9		M10		M11		M12

														41		49		61		79		82		82		74		82		79		82		79		82		869				15		19		23		30		30		30		30		30		30		30		30		30



		Barnet

		No. 		Role Title		Service / Focus Area		WTE		Caseload / Contacts*				TOTAL CONTACTS																												TOTAL MONTHLY CASELOAD FOR BARNET

		1		Community Practitioner		PCN/ CMHT		5		100%				204		247		306		395		408		408		368		408		395		408		395		408		4,346				75		94		113		150		150		150		150		150		150		150		150		150

		2		Community Practitioner		PD		2		100%				82		99		122		158		163		163		147		163		158		163		158		163		1,739				30		38		45		60		60		60		60		60		60		60		60		60

		3		Peer Practitioner		YA		1		100%				41		49		61		79		82		82		74		82		79		82		79		82		869				15		19		23		30		30		30		30		30		30		30		30		30

		4		Peer Practitioner		PCN/CMHT		6		100%				245		296		367		473		489		489		442		489		473		489		473		489		5,216				90		113		135		180		180		180		180		180		180		180		180		180

				Total				14						Total Contacts for Barnet 																								12,170				210		263		315		420		420		420		420		420		420		420		420		420



		Enfield

		No. 		Role		Service / Focus Area		WTE		Caseload / Contacts*				TOTAL CONTACTS																												TOTAL MONTHLY CASELOAD FOR ENFIELD

		1		Community Engagement Practitioner		Core integrated Teams		4		100%				163		197		245		316		326		326		295		326		316		326		316		326		3,477				60		75		90		120		120		120		120		120		120		120		120		120

		2		Peer Support Worker		Community Engagement Team		4		100%				163		197		245		316		326		326		295		326		316		326		316		326		3,477				60		75		90		120		120		120		120		120		120		120		120		120

						Complex Emotional Need		1		100%				41		49		61		79		82		82		74		82		79		82		79		82		869				15		19		23		30		30		30		30		30		30		30		30		30

						18-25 Transitions Pathway		1		100%				41		49		61		79		82		82		74		82		79		82		79		82		869				15		19		23		30		30		30		30		30		30		30		30		30

				Total				10						Total Contacts for Enfield 																								8,693				150		188		225		300		300		300		300		300		300		300		300		300



		Haringey

		No. 		Role		Service / Focus Area		WTE		Caseload / Contacts*				TOTAL CONTACTS																												TOTAL MONTHLY CASELOAD FOR HARINGEY

		1		Cross Team Lead		Borough-wide		2		33%				27		33		40		52		54		54		49		54		52		54		52		54		574				10		12		15		20		20		20		20		20		20		20		20		20

		2		Community Engagement Practitioner		Core Teams		9		100%				367		444		550		710		734		734		663		734		710		734		710		734		7,823				135		169		203		270		270		270		270		270		270		270		270		270

						Older Adults		2		100%				82		99		122		158		163		163		147		163		158		163		158		163		1,739				30		38		45		60		60		60		60		60		60		60		60		60

						Complex Emotional Need		2		100%				82		99		122		158		163		163		147		163		158		163		158		163		1,739				30		38		45		60		60		60		60		60		60		60		60		60

		3		Peer Support Worker		18-25 Transitions Pathway		2		100%				82		99		122		158		163		163		147		163		158		163		158		163		1,739				30		38		45		60		60		60		60		60		60		60		60		60

				Total				18						Total Contacts for Haringey																								13,039				235		294		352		470		470		470		470		470		470		470		470		470

		* Reflects the percentage of WTE's capacity spent on frontline work





IAP + Caseload Workings

		Contacts per day per WTE: 						4

		Average Daily Caseload per WTE: 						30

		Month No. 		Month		Capacity of WTE		Contacts per day		Days per month		% days for each month in year		Working days / month		Total contacts per month		CaseloadAverage Daily caseload per month

		M1		Aug-24		50.00%		2		31		8.5%		20.4		41		15

		M2		Sep-24		62.50%		2.5		30		8.2%		19.7		49		19

		M3		Oct-24		75.00%		3		31		8.5%		20.4		61		23

		M4		Nov-24		100.00%		4		30		8.2%		19.7		79		30

		M5		Dec-24		100.00%		4		31		8.5%		20.4		82		30

		M6		Jan-25		100.00%		4		31		8.5%		20.4		82		30

		M7		Feb-25		100.00%		4		28		7.7%		18.4		74		30

		M8		Mar-25		100.00%		4		31		8.5%		20.4		82		30

		M9		Apr-25		100.00%		4		30		8.2%		19.7		79		30

		M10		May-25		100.00%		4		31		8.5%		20.4		82		30

		M11		Jun-25		100.00%		4		30		8.2%		19.7		79		30

		M12		Jul-25		100.00%		4		31		8.5%		20.4		82		30

										365		100%		240		869
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Initial Proposed KPIs.xlsx
Draft KPIs

		KPI No		Description		Measurement / Target		Data Source		Formula/Details		Frequency

		1		Number of unique individuals accessing each service 		Number		RIO		Total number of unique referrals		Monthly

		2		Service user demographics: age, gender, ethnicity, disability, sexuality 		100%		RIO		Number of service users demographics captured / Total number of unique referrals
Social inclusion data (RiO)		Monthly

		3		Number of carers identified		85%		Carer Assessment on RIO and VCS		Number of carers identified / Total number of unique referrals		Monthly

		4		Number of carers who are provided with information on local resources		85%		Carer Assessment on RIO		Number of carers provided with information on local resources / Total number of unique referrals		Monthly

		5		Number and % of (onward) referrals to the other agencies 		Number
Percentage		RIO		(1) Number of onward referrals to other agences 
(2) Number of onward referrals to other agencies / Total number of unique referrals		Monthly

		6		Length of time between assessment and start of intervention		Number of days		RIO		Date of handover receipt, initial assessment date, and start of intervention captured.		Monthly

		7		Discharged referrals where VCS have had at least one contact		Number		RIO		Number of discharges where SU had at least one VCS contact 
		Monthly

		8		Number of caseloads per worker at any one time		30 per worker (based on full time)		RIO		Number of caseloads allocated to each VCS worker.
		Monthly

		9		Number of care contacts per day		3.5 per day		Rio		Number of care contacts by VCS Worker by month / Month total of maximum care contacts (calculated as 3.5 per day)		Monthly

		9		Number of service users who complete annual satisfaction survey (Survey to be shared with all service users at point of discharge)		25% Completed
80% Satisfaction		VCS 
(VCS providers to engage with Patient Experience Team to meet requirements)		(1) Number of completed surveys / Total number of surveys issued
(2) Number of satisfied service users / Total number of surveys completed

		Quarterly

		10		Number of complaints, compliments and suggestions, and outcomes		Number		VCS
(VCS providers to engge with Patient Experience team.)  		Declaration that incident reporting meets with Trust protocols, together with any notification of numbers by category		Monthly

		11		Staffing and changes (including sickness absence and turnover)		Number
Sickness %
Turnvoer %		VCS data (Present in Excel spreadsheet) & BEH Workforce team.
List of staff and roles, any changes updated monthly including sickness and absence.		Establishment list and changes
Turnover details / %
Sickness %
Exception reporting		Monthly

		12		Training undertaken by staff		Number
Training details		VCS data (Present in Excel spreadsheet) BEH Workforce & L&D Team		No of staff undertaking training by type		Monthly

		13		Serious incidents and accidents		Numbers		Ullyses.
All staff to be trained in reporting serious incidents and procedure defined and included as part of training for all workers. 		Declaration that incident reporting meets with Trust protocols		Monthly

		14		Partnership Working		Details/Narrative (as required)		VCS
Demonstration of partnership working
Partnership development update with other agencies
DIALOG+		Details of engagement events / accompanying narrative		Quarterly

		15		Number of services users with a completed DIALOG+ Baseline Outcome Score and Care Plan		60% DIALOG+ Care Plan		RIO		Number of completed D+ Care Plans / Total VCS Active Caseload		monthly

		16		Evidence of using MaST (Management and Supervision) digital clinical tool as part of daily working practices		No target (TBC)		MaST KPIs		Anticipated:  xx% of VCS Team Members using MaST on a daily basis (MaST derived)		monthly

		17		% of clients in the Ready to move on tab in MaST that are supported by VCS		No target (TBC)		MaST KPIs		Anticipdated: xx% of VCS Team Members supported clients to 'move on' (to be agreed with VCS providers)		monthly
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NLMHP IVCS - Pricing Schedule.xlsx
Lot 1 - BARNET

		Financial Model Template

		Supplier Name:



		Lot 1:  North London Mental Health Partnership; Community Mental Health Integrated Voluntary and Community Sector (VCS) Services - Barnet 



		Instruction: 

		1. Please complete this template with as much detail  as practical and add additional rows if required. Please use additional sheets for any supporting assumptions and workings that will support your bid.

		2. Please refer to the service specification for the activity levels to enable completion of the pricing/revenue model. Please show clearly how the proposed pricing is applied to activity by attributing activity and revenue to the different stages of the patient journey.





				Contract Term																				Total Contract Value including extension periods

				Year 1				Year 2				Year 3				Year 4 
(Extension 1)				Year 5 
(Extension 2 - for a period of 8 months)				 yrs

						Annual Cost				Annual Cost				Annual Cost				Annual Cost				Annual Cost		Total for 3 yrs + 20 month extension (£)

						Year One £				Year Two £				Year Three £				Year Four £				Year Four £

		Staff Costs by category & grade of staff 		Hours				Hours				Hours				Hours				Hours





















		Total staff costs 				£0				£0				£0				£0				£0		£0



		Non Staff Costs by category

























		Total Non Staff Costs				£0				£0				£0				£0				£0		£0



		Overheads by category







		Total Overheads				£0				£0				£0				£0				£0		£0



		Set up costs by category





		Total set up costs				£0				£0				£0				£0				£0		£0



		TOTAL COSTS PER ANNUM				£0				£0				£0				£0				£0		£0



		Grand Totals				£0				£0				£0				£0				£0		£0



		Add termination costs in event of non renewal  at end of Yr 3												£0





Lot 2 - ENFIELD

		Financial Model Template

		Supplier Name:



		Lot 2:  North London Mental Health Partnership; Community Mental Health Integrated Voluntary and Community Sector (VCS) Services - Enfield 



		Instruction: 

		1. Please complete this template with as much detail  as practical and add additional rows if required. Please use additional sheets for any supporting assumptions and workings that will support your bid.

		2. Please refer to the service specification for the activity levels to enable completion of the pricing/revenue model. Please show clearly how the proposed pricing is applied to activity by attributing activity and revenue to the different stages of the patient journey.





				Contract Term																				Total Contract Value including extension periods

				Year 1				Year 2				Year 3				Year 4 
(Extension 1)				Year 5 
(Extension 2 - for a period of 8 months)				 yrs

						Annual Cost				Annual Cost				Annual Cost				Annual Cost				Annual Cost		Total for 3 yrs + 20 month extension (£)

						Year One £				Year Two £				Year Three £				Year Four £				Year Four £

		Staff Costs by category & grade of staff 		Hours				Hours				Hours				Hours				Hours





















		Total staff costs 				£0				£0				£0				£0				£0		£0



		Non Staff Costs by category

























		Total Non Staff Costs				£0				£0				£0				£0				£0		£0



		Overheads by category







		Total Overheads				£0				£0				£0				£0				£0		£0



		Set up costs by category





		Total set up costs				£0				£0				£0				£0				£0		£0



		TOTAL COSTS PER ANNUM				£0				£0				£0				£0				£0		£0



		Grand Totals				£0				£0				£0				£0				£0		£0



		Add termination costs in event of non renewal  at end of Yr 3												£0





Lot 3 - HARINGEY

		Financial Model Template

		Supplier Name:



		Lot 3:  North London Mental Health Partnership; Community Mental Health Integrated Voluntary and Community Sector (VCS) Services - Haringey 



		Instruction: 

		1. Please complete this template with as much detail  as practical and add additional rows if required. Please use additional sheets for any supporting assumptions and workings that will support your bid.

		2. Please refer to the service specification for the activity levels to enable completion of the pricing/revenue model. Please show clearly how the proposed pricing is applied to activity by attributing activity and revenue to the different stages of the patient journey.





				Contract Term																				Total Contract Value including extension periods

				Year 1				Year 2				Year 3				Year 4 
(Extension 1)				Year 5 
(Extension 2 - for a period of 8 months)				 yrs

						Annual Cost				Annual Cost				Annual Cost				Annual Cost				Annual Cost		Total for 3 yrs + 20 month extension (£)

						Year One £				Year Two £				Year Three £				Year Four £				Year Four £

		Staff Costs by category & grade of staff 		Hours				Hours				Hours				Hours				Hours





















		Total staff costs 				£0				£0				£0				£0				£0		£0



		Non Staff Costs by category

























		Total Non Staff Costs				£0				£0				£0				£0				£0		£0



		Overheads by category







		Total Overheads				£0				£0				£0				£0				£0		£0



		Set up costs by category





		Total set up costs				£0				£0				£0				£0				£0		£0



		TOTAL COSTS PER ANNUM				£0				£0				£0				£0				£0		£0



		Grand Totals				£0				£0				£0				£0				£0		£0



		Add termination costs in event of non renewal  at end of Yr 3												£0
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Definitions and Interpretation




CONTRACT

[bookmark: _Hlk60677343]

[bookmark: _Hlk64117761]Contract title: BEH Integrated Voluntary and Community Sector (VCS) Services



Contract ref: BEH_IVCS



This Contract records the agreement between the Commissioners and the Provider and comprises 



1. these Particulars, as completed and agreed by the Parties and as varied from time to time in accordance with GC13 (Variations);



2. the Service Conditions (Shorter Form), as published by NHS England from time to time at: https://www.england.nhs.uk/nhs-standard-contract/;



3. the General Conditions (Shorter Form), as published by NHS England from time to time at: https://www.england.nhs.uk/nhs-standard-contract/.



Each Party acknowledges and agrees



(i)	that it accepts and will be bound by the Service Conditions and General Conditions as published by NHS England at the date of this Contract, and 



(ii)	that it will accept and will be bound by the Service Conditions and General Conditions as from time to time updated, amended or replaced and published by, NHS England pursuant to its powers under regulation 17 of the National Health Service Commissioning Board and Clinical Commissioning Groups (Responsibilities and Standing Rules) Regulations 2012, with effect from the date of such publication.  





IN WITNESS OF WHICH the Parties have signed this Contract on the date(s) shown below





		

SIGNED by

		

……………………………………………………….

Signature





		

[INSERT AUTHORISED SIGNATORY’S

NAME] for

and on behalf of

[INSERT COMMISSIONER NAME]

		

……………………………………………………….

Title



……………………………………………………….

Date









[INSERT AS ABOVE FOR EACH COMMISSIONER]



		

SIGNED by

		

……………………………………………………….

Signature





		

[INSERT AUTHORISED

SIGNATORY’S

NAME] for

and on behalf of

[INSERT PROVIDER NAME]

		

……………………………………………………….

Title



……………………………………………………….

Date










		SERVICE COMMENCEMENT AND CONTRACT TERM



		Effective Date



See GC2.1



		01 August 2024



		Expected Service Commencement Date



See GC3.1



		01 August 2024



		Longstop Date



See GC4.1



		TBC



		Contract Term

		3 years commencing

01 August 2024 and as extended in accordance with Schedule 1C



		Commissioner option to extend Contract Term



See Schedule 1C, which applies only if YES is indicated here

		YES



		Notice Period (for termination under GC17.2)



		6 months



		SERVICES



		Service Categories

		Indicate all categories of service which the Provider is commissioned to provide under this Contract. 

Note that certain provisions of the Service Conditions and Annex A to the Service Conditions apply in respect of some service categories but not others.



		Continuing Healthcare Services (including continuing care for children) (CHC)

		



		Community Services (CS)

		



		Diagnostic, Screening and/or Pathology Services (D)

		



		End of Life Care Services (ELC)

		



		Mental Health and Learning Disability Services (MH)

		



		Patient Transport Services (non-emergency) (PT)

		



		GOVERNANCE AND REGULATORY



		Nominated Mediation Body (where required – see GC14.4)

		CEDR



		Provider’s Nominated Individual

		[                ]

Email:  [                    ]

Tel:      [                     ]



		Provider’s Information Governance Lead

		[                ]

Email:  [                    ]

Tel:      [                     ]



		Provider’s Data Protection Officer (if required by Data Protection Legislation)

		[                ]

Email:  [                    ]

Tel:      [                     ]



		Provider’s Caldicott Guardian

		[                ]

Email:  [                    ]

Tel:      [                     ]



		Provider’s Senior Information Risk Owner

		[                ]

Email:  [                    ]

Tel:      [                     ]



		Provider’s Accountable Emergency Officer

		[                ]

Email:  [                    ]

Tel:      [                     ]



		Provider’s Safeguarding Lead (children) / named professional for safeguarding children

		[                ]

Email:  [                    ]

Tel:      [                     ]



		Provider’s Safeguarding Lead (adults) / named professional for safeguarding adults

		[                ]

Email:  [                    ]

Tel:      [                     ]



		Provider’s Child Sexual Abuse and Exploitation Lead

		[                ]

Email:  [                    ]

Tel:      [                     ]



		[bookmark: _Hlk32482514]Provider’s Mental Capacity and Liberty Protection Safeguards Lead

		[                ]

Email:  [                    ]

Tel:      [                     ]



		Provider’s Freedom To Speak Up Guardian(s)

		[                ]

Email:  [                    ]

Tel:      [                     ]



		CONTRACT MANAGEMENT



		Addresses for service of Notices



See GC36

		Coordinating Commissioner:  Natalie Fox, Barnet, Enfield and Haringey Mental Health NHS Trust

Address:  Partnership Headquarters, 4th floor, East Wing, St Pancras Hospital, 4 St Pancras Way, London NW1 0PE

Email:  natalie.fox8@nhs.net 



Provider:    [                ]

Address:  [                   ]

Email:      [                    ]



		Commissioner Representative(s)



See GC10.2

		[                  ]

Address:  [                   ]

Email:   [                    ]

Tel:   [                    ]



		Provider Representative



See GC10.2

		Bhavdeep Oberoi, Head of Contracts

Address:  Barnet, Enfield and Haringey Mental Health NHS Trust, Ash Block (Block N), First Floor, St. Ann’s Hospital, St. Ann’s Road, London N15 3TH

Email:   bhavdeepoberoi@nhs.net 

Tel:   0208 702 3027








SCHEDULE 1 – SERVICE COMMENCEMENT

AND CONTRACT TERM



A. [bookmark: _Toc428907601]Conditions Precedent



The Provider must provide the Co-ordinating Commissioner with the following documents and complete the following actions:



		

1. Evidence of appropriate Indemnity Arrangements



2. [Evidence of CQC registration (where required)]



3. [Evidence of the Provider Licence (where required)]



4. [Copies of the following Sub-Contracts signed and dated and in a form approved by the Co-ordinating Commissioner] [LIST ONLY THOSE REQUIRED FOR SERVICE COMMENCEMENT AND NOT PROVIDED ON OR BEFORE THE DATE OF THIS CONTRACT]



5. [Insert text locally]











C. Extension of Contract Term



To be included only in accordance with the Contract Technical Guidance.  Either include the text below or delete it and state Not Applicable.





1. [bookmark: _Toc428907602]The Commissioners may opt to extend the Contract Term only twice: 

1.1 The first extension will be for 1 year.

1.2 The second extension will be for a maximum period of 8 months. 





2. If the Coordinating Commissioner wishes to exercise the option to extend the Contract Term, the Coordinating Commissioner must give written notice to that effect to the Provider no later than 3 months before the Expiry Date. Distinct notices of extension will be issued for each extension, and the 3-month written notice period will apply to each of the two extension periods. 



3. The option to extend the Contract Term may be exercised:



3.1 Only twice, and only on or before the date referred to in paragraph 2 above; and 



3.2 only by the Coordinating Commissioners




SCHEDULE 2 – THE SERVICES



A. [bookmark: _Toc428907603]Service Specifications



		Insert text locally as required














SCHEDULE 2 – THE SERVICES



B. Indicative Activity Plan



		To be included in respect of each Contract Year











D. [bookmark: _Hlk59020899]Essential Services (NHS Trusts only)



		Not Applicable













G. [bookmark: _Toc428907605]Other Local Agreements, Policies and Procedures



		To be included post tender award













J. Transfer of and Discharge from Care Protocols



		To be included post tender award













K. Safeguarding Policies and Mental Capacity Act Policies



		To be included post tender award












SCHEDULE 3 – PAYMENT





Expected Annual Contract Values



		(See SC 36. Also see SC36.10: specify the proportion of the Expected Annual Contract Value to be invoiced each month, if that is to be anything other than one twelfth of the Expected Annual Contract Value.)



It should also be noted that: 

· The Contract Price shall be calculated as set out in the Commercial Schedule of the bid.

· Unless otherwise stated in the Commercial Schedule the Contract Price:

· shall be payable from the Actual Services Commencement Date;

· shall remain fixed during the Term; and 

· is the entire price payable by the Commissioner to the Provider in respect of the Services and includes, without limitation, any royalties, licence fees, supplies and all consumables used by the Supplier, travel costs, accommodation expenses, the cost of Staff and all appropriate taxes (excluding VAT), duties and tariffs and any expenses arising from import and export administration.





		Classification: Official

		Publication reference: 00258













NHS Standard Contract 2023/24







60  |  Particulars (Shorter Form)

SCHEDULE 4 – LOCAL QUALITY REQUIREMENTS





		Quality Requirement



		Threshold

		Method of Measurement

		Applicable Service Specification



		Insert text and/or attach spreadsheet or documents locally in respect of one or more Contract Years or state Not Applicable



		

		

		







SCHEDULE 5 - GOVERNANCE







NHS Standard Contract 2023/24



[bookmark: _Toc121924348]B.	

Provider’s Material Sub-Contracts





		

Sub-Contractor

[Name]

[Registered Office]

[Company number]

		

Service Description

		

Start date/expiry date

		

If the Sub-Contractor is processing Personal Data, state whether the Sub-Contractor is a Data Processor OR a Data Controller OR a joint Data Controller





		To be reviewed post tender award 



		

		

		



		





		

		

		



		





		

		

		



		





		

		

		












SCHEDULE 6 – CONTRACT MANAGEMENT, REPORTING AND INFORMATION REQUIREMENTS



A. [bookmark: _Toc428907617]Reporting Requirements





		

		

Reporting Period



		

Format of Report

		

Timing and Method for delivery of Report



		National Requirements Reported Centrally

		

		

		



		1. As specified in the Schedule of Approved Collections published at: https://digital.nhs.uk/isce/publication/nhs-standard-contract-approved-collections

where mandated for and as applicable to the Provider and the Services

		As set out in relevant Guidance

		As set out in relevant Guidance

		As set out in relevant Guidance



		National Requirements Reported Locally



		

		

		



		1. Activity and Finance Report (note that, if appropriately designed, this report may also serve as the reconciliation account to be sent by the Provider under SC36.11)

		[For local agreement, not less than Quarterly]

		[For local agreement]

		[For local agreement]



		2. Caseload monitoring report

		[For local agreement, not less than Quarterly]

		[For local agreement]

		[For local agreement]



		3. Complaints monitoring report, setting out numbers of complaints received and including analysis of key themes in content of complaints

		[For local agreement, not less than annually]

		[For local agreement]

		[For local agreement]



		4. Summary report of all incidents requiring reporting

		[For local agreement, not less than annually]

		[For local agreement]

		[For local agreement]



		Local Requirements Reported Locally



		

		

		



		Insert as agreed locally

		

		

		The Provider must submit any patient-identifiable data required in relation to Local Requirements Reported Locally via the Data Landing Portal in accordance with the Data Landing Portal Acceptable Use Statement.

[Otherwise, for local agreement]









SCHEDULE 6 – CONTRACT MANAGEMENT, REPORTING AND INFORMATION REQUIREMENTS



[bookmark: _DV_C481][bookmark: _Toc481407389][bookmark: _Toc501377339][bookmark: _Toc506993472]E.	Provider Data Processing Agreement





		Not Applicable














SCHEDULE 7 – PENSIONS



		Not Applicable














SCHEDULE 8 – TUPE*



1. The Provider must comply and must ensure that any Sub-Contractor will comply with their respective obligations under TUPE and COSOP in relation to any persons who transfer to the employment of the Provider or that Sub-Contractor by operation of TUPE and/or COSOP as a result of this Contract or any Sub-Contract, and that the Provider or the relevant Sub-Contractor (as appropriate) will ensure a smooth transfer of those persons to its employment.  The Provider must indemnify and keep indemnified the Commissioners and any previous provider of services equivalent to the Services or any of them before the Service Commencement Date against any Losses in respect of:



1.1 any failure by the Provider and/or any Sub-Contractor to comply with its obligations under TUPE and/or COSOP in connection with any relevant transfer under TUPE and/or COSOP;



1.2 any claim by any person that any proposed or actual substantial change by the Provider and/or any Sub-Contractor to that person’s working conditions or any proposed measures on the part of the Provider and/or any Sub-Contractor are to that person’s detriment, whether that claim arises before or after the date of any relevant transfer under TUPE and/or COSOP to the Provider and/or Sub-Contractor; and/or



1.3 any claim by any person in relation to any breach of contract arising from any proposed measures on the part of the Provider and/or any Sub-Contractor, whether that claim arises before or after the date of any relevant transfer under TUPE and/or COSOP to the Provider and/or Sub-Contractor.



2. If the Co-ordinating Commissioner notifies the Provider that any Commissioner intends to conduct a process to select a provider of any Services, the Provider must within 20 Operational Days following written request (unless otherwise agreed in writing) provide the Co-ordinating Commissioner with anonymised details (as set out in Regulation 11(2) of TUPE but excluding the requirement to provide details of employee identity as set out in Regulation 11(2)(a)) of Staff engaged in the provision of the relevant Services who may be subject to TUPE.  The Provider must indemnify and keep indemnified the relevant Commissioner and, at the Co-ordinating Commissioner’s request, any new provider who provides any services equivalent to the Services or any of them after expiry or termination of this Contract or termination of a Service, against any Losses in respect any inaccuracy in or omission from the information provided under this Schedule.



3. During the 3 months immediately preceding the expiry of this Contract or at any time following a notice of termination of this Contract or of any Service being given, the Provider must not and must procure that its Sub-Contractors do not, without the prior written consent of the Co-ordinating Commissioner (that consent not to be unreasonably withheld or delayed), in relation to any persons engaged in the provision of the Services or the relevant Service:



3.1 terminate or give notice to terminate the employment of any person engaged in the provision of the Services or the relevant Service (other than for gross misconduct); 



3.2 increase or reduce the total number of people employed or engaged in the provision of the Services or the relevant Service by the Provider and any Sub-Contractor by more than 5% (except in the ordinary course of business); 



3.3 propose, make or promise to make any material change to the remuneration or other terms and conditions of employment of the individuals engaged in the provision of the Services or the relevant Service;



3.4 replace or relocate any persons engaged in the provision of the Services or the relevant Service or reassign any of them to duties unconnected with the Services or the relevant Service; and/or



3.5 assign or redeploy to the Services or the relevant Service any person who was not previously a member of Staff engaged in the provision of the Services or the relevant Service. 



4. On termination or expiry of this Contract or of any Service for any reason, the Provider must indemnify and keep indemnified the relevant Commissioners and any new provider who provides any services equivalent to the Services or any of them after that expiry or termination against any Losses in respect of:



4.1 the employment or termination of employment of any person employed or engaged in the delivery of the relevant Services by the Provider and/or any Sub-Contractor before the expiry or termination of this Contract or of any Service which arise from the acts or omissions of the Provider and/or any Sub-Contractor; 



4.2 claims brought by any other person employed or engaged by the Provider and/or any Sub-Contractor who is found to or is alleged to transfer to any Commissioner or new provider under TUPE and/or COSOP; and/or



4.3 any failure by the Provider and/or any Sub-Contractor to comply with its obligations under TUPE and/or COSOP in connection with any transfer to any Commissioner or new provider. 



5. In this Schedule:



COSOP means the Cabinet Office Statement of Practice Staff Transfers in the Public Sector January 2000, available at https://www.gov.uk/government/publications/staff-transfers-in-the-public-sector 



TUPE means the Transfer of Undertakings (Protection of Employment) Regulations 2006





*Note: it may in certain circumstances be appropriate to omit the text set out in paragraphs 1-5 above or to amend it to suit the circumstances - in particular, if the prospect of employees transferring either at the outset or on termination/expiry is extremely remote because their work in connection with the subject matter of the Contract will represent only a minor proportion of their workload. However, it is recommended that legal advice is taken before deleting or amending these provisions.
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Wellbeing 

Together CIC TUPE information.xls


Wellbeing Together CIC TUPE information.xls
Staff Transfer - Stage 1&2

		

								Name of Transferor:				Wellbeing Together CIC

						Stage 1. Information for bidders' pricing purposes (anonymised)

				*Items to be provided to the sucessful bidder at least 14 days before the start of the new contract and which are therefore duplicated in Stage 2 for updating. (regulation 11, TUPE)		Details		Emp No 1		Emp No 2		Emp No 3		Emp No4		Emp No 5		Emp No 6		Emp No 7		Emp No 8		Emp No 9		Emp No 10		Emp No 11		Emp No 12

		1		*		Job Title		Peer Engagement Practitioner		Peer Engagement Practitioner		Peer Engagement Practitioner		Community Engageemnt Practitioner		Community Engageemnt Practitioner		Young Adults Specialist Practitioner		Young Adults Specialist Practitioner

		2		*		Work Location		BEH Offices and Meridian Wellbeing Offices		BEH Offices and Meridian Wellbeing Offices		BEH Offices and Meridian Wellbeing Offices		BEH Offices and Meridian Wellbeing Offices		BEH Offices and Meridian Wellbeing Offices		Springwell Centre. Barnet General Hospital. Wellhouse Lane. Barnet EN5 3DJ		Springwell Centre. Barnet General Hospital. Wellhouse Lane. Barnet EN5 3DJ

		3		*		Age		63		58		43		54		27		22		24

		5		*		Continuous service date (dd/mm/yy)		9/21/21		9/21/21		12/1/21		7/3/23		8/24/23		2/1/23		3/30/23

		6		*		Date employment started with existing employer		9/21/21		9/21/21		12/1/21		7/3/23		8/24/23		2/1/23		3/30/23

		7		*		Contractual weekly hours		31.5		35		35		35		20		35 hours		35 hours

		8		*		Regular overtime hours per week		0		0		0		0		0		0		0

		9		*		Salary (or hourly rate of pay)		25846 (Pro Rata)		25846 (Pro Rata)		29246		25846		29246		£23,055 pa		£23,055 pa

		10		*		Payment interval (weekly/fortnightly/monthly)		Monthly		Monthly		Monthly		Monthly		Monthly		monthly		monthly

		11		*		Bonus payments		0		0		0		0		0		N/A		N/A

		12				Pay review method

		13				Frequency of pay reviews

		14		*		Agreed pay increases		8% for CoL uplift		8% for CoL uplift		8% for CoL uplift		8% for CoL uplift		8% for CoL uplift		Annual		Annual

		15				Next pay review date		End of Contract		End of Contract		End of Contract		End of Contract		End of Contract

		16				Any existing or future commitment to training that has a time-off or financial implication		No		No		No		No		No		N/A		N/A

		17		*		Car allowance (£ per year)		N/A		N/A		N/A		N/A		N/A		N/A		N/A

		18				Lease or company car details		N/A		N/A		N/A		N/A		N/A		N/A		N/A

		19		*		Any other allowances paid		Travel Claims & Other out of pocket expenses		Travel Claims & Other out of pocket expenses		Travel Claims & Other out of pocket expenses		Travel Claims & Other out of pocket expenses		Travel Claims & Other out of pocket expenses		N/A		N/A

		20		*		Any other benefits in kind		No		No		No		No		No		N/A		N/A

		21		*		Type of pension provision e.g LGPS, defined contribution or stakeholder		Workplace Pension Scehem - Autoenrolment		Workplace Pension Scehem - Autoenrolment		Workplace Pension Scehem - Autoenrolment		Workplace Pension Scehem - Autoenrolment		Workplace Pension Scehem - Autoenrolment		Defined Contribution		Defined Contribution

		22		*		Current employer contribution rate		3%		3%		3%		3%		3%		3%		3%

		23		*		Private health insurance		No		No		No		No		No		N/A		N/A

		24		*		Annual leave entitlement (excluding bank holidays)		24 days (Pro Rata)		24 days (Pro Rata)		24 days (Pro Rata)		24 days (Pro Rata)		24 days (Pro Rata)		28 days		28 days

		25		*		Bank holiday entitlement		Yes		Yes		Yes		Yes		Yes		8 days		8 days

		26				Mobility or flexibility clause in contract?		No		No		No		No		No		N/A		N/A

		27		*		Contract end date (if fixed term contract or temporary contract)		Jul-24		Jul-24		Jul-24		Jul-24		Jul-24		1/31/24		1/31/24

		28		*		Maternity or paternity leave		No		No		No		No		No		N/A		N/A

		29		*		Sick leave entitlement		SSP		SSP		SSP		SSP		SSP		4 weeks full pay		4 weeks full pay

		30		*		Sick pay entitlement		SSP		SSP		SSP		SSP		SSP		As above		As above

		31		*		Notice		1 Month		1 Month		1 Month		1 Month		1 Month		2 months		2 months

		32		*		Any collective agreements?		No		No		No		No		No		N/A		N/A

		33				Employment status (for example, employee, self-employed, agency worker)?		Employed		Employed		Employed		Employed		Employed		Employee		Employee

		34				% of working time dedicated to the provision of services under the contract		100%		100%		100%		100%		80%		100%		100%

		Completion notes

		All parties. If the information cannot be included on this form, please attach the additional information, such as relevant policies, and cross reference to the item number and employee number where appropriate.

						Name of 'Transferee':

						Stage 2: Additional information needed for transfer

								Emp No 1		Emp No 2		Emp No		Emp No		Emp No

		1				Personnel or Employee Number

		2				Employee full name

		3				NI number

		4				Currently absent from work due to long term sickness absence, maternity leave or career break (indicate reason for absence)

		5		*		Information about any disciplinary procedure taken against, or grievance procedure taken by, the employee in the last two years

		6		*		Information of any court, tribunal, case, claim or action: (a) brought by the employee against the transferor within the previous two years; and (b) that the transferor has reasonable grounds to believe that an employee may bring against the transferee, arising out of the employee's employment

		7				Employee CRB checked? (Yes or No)

		8				If "Yes", enter date of CRB check notification to you and employee

		9				If "Yes", enter the category of the CRB check notification to you and employee

		10				Pension information: length of pensionable reckonable service

		Completion notes

		Contractors should attach copies of their policies and any collective agreements that form part of the contract of employment.
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Mind in Enfield and 

Barnet - ENFIELD.xlsx


Mind in Enfield and Barnet - ENFIELD.xlsx
Staff Transfer - Stage 1&2



						Name of Transferor:		Mind in Enfield and Barnet		Mind in Enfield and Barnet		Mind in Enfield and Barnet		Mind in Enfield and Barnet		Mind in Enfield and Barnet		Mind in Enfield and Barnet		Mind in Enfield and Barnet		Mind in Enfield and Barnet		Mind in Enfield and Barnet		Mind in Enfield and Barnet		Enfield Saheli		Enfield Saheli		Alpha Care Specialists		Alpha Care Specialists		Alpha Care Specialists

						Stage 1. Information for bidders' pricing purposes (anonymised)

				*Items to be provided to the sucessful bidder at least 14 days before the start of the new contract and which are therefore duplicated in Stage 2 for updating. (regulation 11, TUPE)		Details		Emp No 1		Currently in Recruitment		Emp No 2		Currently in Recruitment		Currently in Recruitment		Currently in Recruitment		Emp No 3		Currently in Recruitment		Currently in Recruitment		Emp No 4		Emp No 1		Emp No 2		Emp No 1		Emp No 2		Emp No 3

		1		*		Job Title		Community Engagement Practitioner Lead		Community Engagement Practitioner		Community Engagement Practitioner		Community Engagement Practitioner		Community Engagement Practitioner		Community Engagement Practitioner		Community Engagement Practitioner		Servive Development Lead		Peer Engagement Practitioner Lead		Peer Engagement Practitioner		Peer Practioner		Peer Practitioner		Community Engagement Practitioner		Peer Practitioner is off sick and has resigned last day 02.11.23 therefore in recuitment 		Peer Practitioner In recruitment 

		2		*		Work Location 		Enfield		Enfield		Enfield		Enfield		Enfield		Enfield		Enfield		Enfield		Enfield		Enfield		Enfield		Enfield		Enfield		Enfield		Enfield

		3		*		Age		43				26								26						26		40				54

		5		*		Continuous service date (dd/mm/yy)		2/7/22				10/17/22								9/19/23						3/27/23		8/2/22		9/21/23		12/1/22

		6		*		Date employment started with existing employer		2/7/22				10/17/22								9/19/23						3/27/23		8/2/22		9/21/23		12/1/22

		7		*		Contractual weekly hours		37.5		37.5		37.5		37.5		37.5		37.5		37.5		18.75		37.5		37.5		37.5		37.5		37.5		37.5		37.5

		8		*		Regular overtime hours per week		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		0		0		N/A

		9		*		Salary (or hourly rate of pay)		32133		29250		29250		29250		29250		29250		29250		17500		28396		25846		25,846		25,846		29250		25846		25846

		10		*		Payment interval (weekly/fortnightly/monthly)		Monthly		Monthly		Monthly		Monthly		Monthly		Monthly		Monthly		Monthly		Monthly		Monthly		monthly		Monthly		Monthly		Monthly		Monthly

		11		*		Bonus payments																						n/a		n/a

		12				Pay review method																						Apr-24		Apr-24

		13				Frequency of pay reviews		Annual		Annual		Annual		Annual		Annual		Annual		Annual		Annual		Annual		Annual		Yearly		Yearly		Annual		Annual		Annual

		14		*		Agreed pay increases		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		n/A		N/A		N/A		N/A

		15				Next pay review date		4/1/24		4/1/24		4/1/24		4/1/24		4/1/24		4/1/24		4/1/24		4/1/24		4/1/24		4/1/24		Apr-24		Apr-24		4/1/24		4/1/24		4/1/24

		16				Any existing or future commitment to training that has a time-off or financial implication		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		none

		17		*		Car allowance (£ per year)		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A

		18				Lease or company car details		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A

		19		*		Any other allowances paid		Maternity pay																				N/A		N/A		N/A

		20		*		Any other benefits in kind		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A

		21		*		Type of pension provision e.g LGPS, defined contribution or stakeholder		NEST				NEST								NEST						NEST		Nest		Nest		Peoples pension scheme Auto enrollment		Peoples pension scheme Auto enrollment		Peoples pension scheme Auto enrollment

		22		*		Current employer contribution rate		3% Employer / 5% employee		3% Employer / 5% employee unless opts out		3% Employer / 5% employee		3% Employer / 5% employee unless opts out		3% Employer / 5% employee unless opts out		3% Employer / 5% employee unless opts out		3% Employer / 5% employee unless opts out		3% Employer / 5% employee unless opts out		3% Employer / 5% employee unless opts out		3% Employer / 5% employee		3% Employee 5%Employer		3% Employee 5%Employer		3% Employer / 5% employee unless opts out		3% Employer / 5% employee unless opts out		3% Employer / 5% employee unless opts out

		23		*		Private health insurance		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A

		24		*		Annual leave entitlement (excluding bank holidays)		25 days plus additional discretionary 3 days pro rata				25 days plus additional discretionary 3 days pro rata								25 days plus additional discretionary 3 days pro rata						25 days plus additional discretionary 3 days pro rata		25 days		25 days		20		20		20

		25		*		Bank holiday entitlement		8 days pro rata				8 days pro rata								8 days pro rata						8 days pro rata		yes		yes		8 days pro rata		8 days pro rata		8 days pro rata

		26				Mobility or flexibility clause in contract?		To work at location and also elsewhere within the community as necessary in the performance of their duties				To work at location and also elsewhere within the community as necessary in the performance of their duties								To work at location and also elsewhere within the community as necessary in the performance of their duties						To work at location and also elsewhere within the community as necessary in the performance of their duties		yes		yes		To work at location and also elsewhere within the community as necessary in the performance of their duties

		27		*		Contract end date (if fixed term contract or temporary contract)		Permanent				Permanent								Permanent						Permanent		Permanent		Permanent		Perm Post

		28		*		Maternity or paternity leave																						Maternity		Maternity

		29		*		Sick leave entitlement																						During your probationary period = 1-week full pay pro rata                  Between 6-12 months’ service = 2 weeks’ full pay pro rata                        Over 12 months’ service = 6 weeks’ full pay pro rata  After 6 weeks’ Statutory Sickness Pay will apply.		During your probationary period = 1-week full pay pro rata                  Between 6-12 months’ service = 2 weeks’ full pay pro rata                        Over 12 months’ service = 6 weeks’ full pay pro rata  After 6 weeks’ Statutory Sickness Pay will apply.

		30		*		Sick pay entitlement		During your probationary period = 1-week full pay pro rata                  Between 6-12 months’ service = 2 weeks’ full pay pro rata                        Over 12 months’ service = 6 weeks’ full pay pro rata  After 6 weeks’ Statutory Sickness Pay will apply.				During your probationary period = 1-week full pay pro rata                  Between 6-12 months’ service = 2 weeks’ full pay pro rata                        Over 12 months’ service = 6 weeks’ full pay pro rata  After 6 weeks’ Statutory Sickness Pay will apply.								During your probationary period = 1-week full pay pro rata                  Between 6-12 months’ service = 2 weeks’ full pay pro rata                        Over 12 months’ service = 6 weeks’ full pay pro rata  After 6 weeks’ Statutory Sickness Pay will apply.						During your probationary period = 1-week full pay pro rata                  Between 6-12 months’ service = 2 weeks’ full pay pro rata                        Over 12 months’ service = 6 weeks’ full pay pro rata  After 6 weeks’ Statutory Sickness Pay will apply.		as above		as above		SSP		SSP		SSP

		31		*		Notice		In the first month 6 months of continuous employment: one month’s notice;
After six completed months of continuous employment but before five years: three 
calendar months’ notice; and
After five complete years: three calendar months’ notice.				In the first month of continuous employment: one calendar month’s notice;
After six completed months of continuous employment but before five years: one 
calendar months’ notice; and
After five complete years: one week for each complete year of continuous employment 
up to a maximum of twelve weeks’ notice.								In the first 6 months of continuous employment: one calendar month’s notice;
After six completed months of continuous employment but before five years: one calendar months’ notice; and
After five complete years: one week for each complete year of continuous employment up to a maximum of twelve weeks’ notice.						In the first 6 months of continuous employment: one calendar month’s notice;
After six completed months of continuous employment but before five years: one calendar 
months’ notice; and
After five complete years: one week for each complete year of continuous employment up 
to a maximum of twelve weeks’ notice.		In the first month 6 months of continuous employment: one month’s notice;
After six completed months of continuous employment but before five years: three 
calendar months’ notice;
After five complete years: three calendar months’ notice.		In the first month 6 months of continuous employment: one month’s notice;
After six completed months of continuous employment but before five years: three 
calendar months’ notice;
After five complete years: three calendar months’ notice.		1 month 		2 month 		3 month 

		32		*		Any collective agreements?		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A

		33				Employment status (for example, employee, self-employed, agency worker)?		Employee				Employee								Employee						Employee		Employee		Employee		Employee

		34				% of working time dedicated to the provision of services under the contract		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100		100		100%		100%		100%



		Completion notes

		All parties. If the information cannot be included on this form, please attach the additional information, such as relevant policies, and cross reference to the item number and employee number where appropriate.



						Name of 'Transferee':

						Stage 2: Additional information needed for transfer

								Emp No 1		Emp No		Emp No		Emp No		Emp No		Emp No		Emp No		Emp No		Emp No		Emp No		Emp No		Emp No		Emp No		Emp No		Emp No

		1				Personnel or Employee Number

		2				Employee full name				In recruitment				In recruitment		In recruitment		In recruitment				In recruitment		In recruitment										To be recruited		In recruitment

		3				NI number

		4				Currently absent from work due to long term sickness absence, maternity leave or career break (indicate reason for absence)

		5		*		Information about any disciplinary procedure taken against, or grievance procedure taken by, the employee in the last two years

		6		*		Information of any court, tribunal, case, claim or action: (a) brought by the employee against the transferor within the previous two years; and (b) that the transferor has reasonable grounds to believe that an employee may bring against the transferee, arising out of the employee's employment

		7				Employee CRB checked? (Yes or No)

		8				If "Yes", enter date of CRB check notification to you and employee

		9				If "Yes", enter the category of the CRB check notification to you and employee

		10				Pension information: length of pensionable reckonable service



		Completion notes

		Contractors should attach copies of their policies and any collective agreements that form part of the contract of employment.
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								Name of Transferor:				Hestia Housing

						Stage 1. Information for bidders' pricing purposes (anonymised)

				*Items to be provided to the sucessful bidder at least 14 days before the start of the new contract and which are therefore duplicated in Stage 2 for updating. (regulation 11, TUPE)		Details		Emp No 1		Emp No 2		Emp No 3		Emp No4		Emp No5		Emp No 6		Emp No 7		Emp No 8		Emp No 9		Emp No 10		Emp No 11		Emp No 12		Emp No 13		Emp No 14		Emp No 15		Emp No 16		Emp No 17		Emp No

		1		*		Job Title		Service manager		Team manager		Community Engagement Practitioner		Community Engagement Practitioner		Community Engagement Practitioner		Community Engagement Practitioner		Community Engagement Practitioner		Team manager		Community Engagement Practitioner		Community Engagement Practitioner		Community Engagement Practitioner		Young Adults Transition Peer Support Worker		Young Adults Transition Peer Support Worker		Community Engagement Practitioner - PD&C		Community Engagement Practitioner		Community Engagement Practitioner		Community Engagement Practitioner

		2		*		Work Location 		BEH VCS		BEH VCS		Haringey MH		Haringey MH		Haringey MH		Haringey MH		Haringey MH		Haringey MH		Haringey MH		Haringey MH		Haringey MH		Haringey MH		Haringey MH		Haringey MH		Haringey MH		Haringey MH		Haringey MH

		3		*		Age		35		31		24		38		28		30		26		Vacant		Vacant		Vacant		Vacant		Vacant		Vacant		Vacant		Vacant		Vacant		Vacant

		5		*		Continuous service date (dd/mm/yy)		12/17/18		6/4/20		11/15/21		5/23/22		4/11/23		4/11/23		4/14/23

		6		*		Date employment started with existing employer		12/17/18		6/4/20		11/15/21		5/23/22		4/11/23		4/11/23		4/14/23

		7		*		Contractual weekly hours		39		39		39		39		39		39		39		39		39		39		39		39		39		39		39		39		39

		8		*		Regular overtime hours per week		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A

		9		*		Salary (or hourly rate of pay)		£39,085		£34,398		£25,615		£26,268		£25,615		£25,615		£25,615		£34,398		£25,615-£26,268		£25,615-£26,268		£25,615-£26,268		£25,615-£26,268		£25,615-£26,268		£25,615-£26,268		£25,615-£26,268		£25,615-£26,268		£25,615-£26,268

		10		*		Payment interval (weekly/fortnightly/monthly)		Monthly		Monthly		Monthly		Monthly		Monthly		Monthly		Monthly		Monthly		Monthly		Monthly		Monthly		Monthly		Monthly		Monthly		Monthly		Monthly		Monthly

		11		*		Bonus payments		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A

		12				Pay review method		Joint negociation with Unison		Joint negociation with Unison		Joint negociation with Unison		Joint negociation with Unison		Joint negociation with Unison		Joint negociation with Unison		Joint negociation with Unison		Joint negociation with Unison		Joint negociation with Unison		Joint negociation with Unison		Joint negociation with Unison		Joint negociation with Unison		Joint negociation with Unison		Joint negociation with Unison		Joint negociation with Unison		Joint negociation with Unison		Joint negociation with Unison

		13				Frequency of pay reviews		Annual		Annual		Annual		Annual		Annual		Annual		Annual		Annual		Annual		Annual		Annual		Annual		Annual		Annual		Annual		Annual		Annual

		14		*		Agreed pay increases		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A

		15				Next pay review date		Apr-24		Apr-24		Apr-24		Apr-24		Apr-24		Apr-24		Apr-24		Apr-24		Apr-24		Apr-24		Apr-24		Apr-24		Apr-24		Apr-24		Apr-24		Apr-24		Apr-24

		16				Any existing or future commitment to training that has a time-off or financial implication		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A

		17		*		Car allowance (£ per year)		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A

		18				Lease or company car details		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A

		19		*		Any other allowances paid		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A

		20		*		Any other benefits in kind		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A

		21		*		Type of pension provision e.g LGPS, defined contribution or stakeholder		Contrbution  		Contrbution  		Contrbution  		Contrbution  		Contrbution  		Contrbution  		Contrbution  		Contrbution  		Contrbution  		Contrbution  		Contrbution  		Contrbution  		Contrbution  		Contrbution  		Contrbution  		Contrbution  		Contrbution  

		22		*		Current employer contribution rate		4%		4%		4%		4%		4%		4%		4%

		23		*		Private health insurance		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A

		24		*		Annual leave entitlement (excluding bank holidays)		195.00 hours 1 April - 31 March		195.00 hours 1 April - 31 March		195.00 hours 1 April - 31 March		195.00 hours 1 April - 31 March		195.00 hours 1 April - 31 March		195.00 hours 1 April - 31 March		195.00 hours 1 April - 31 March		195.00 hours 1 April - 31 March		195.00 hours 1 April - 31 March		195.00 hours 1 April - 31 March		195.00 hours 1 April - 31 March		195.00 hours 1 April - 31 March		195.00 hours 1 April - 31 March		195.00 hours 1 April - 31 March		195.00 hours 1 April - 31 March		195.00 hours 1 April - 31 March		195.00 hours 1 April - 31 March

		25		*		Bank holiday entitlement		62.4 hours (8x 7.8)		62.4 hours (8x 7.8)		62.4 hours (8x 7.8)		62.4 hours (8x 7.8)		62.4 hours (8x 7.8)		62.4 hours (8x 7.8)		62.4 hours (8x 7.8)		62.4 hours (8x 7.8)		62.4 hours (8x 7.8)		62.4 hours (8x 7.8)		62.4 hours (8x 7.8)		62.4 hours (8x 7.8)		62.4 hours (8x 7.8)		62.4 hours (8x 7.8)		62.4 hours (8x 7.8)		62.4 hours (8x 7.8)		62.4 hours (8x 7.8)

		26				Mobility or flexibility clause in contract?		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A

		27		*		Contract end date (if fixed term contract or temporary contract)		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A

		28		*		Maternity or paternity leave		Wk 1–6 Full pay or 90% of average wk earnings (whichever is higher, based on an average of gross earning on the previous 8-week prior to Qualifying Week)		Wk 1–6 Full pay or 90% of average wk earnings (whichever is higher, based on an average of gross earning on the previous 8-week prior to Qualifying Week)		Wk 1–6 Full pay or 90% of average wk earnings (whichever is higher, based on an average of gross earning on the previous 8-week prior to Qualifying Week)		Wk 1–6 Full pay or 90% of average wk earnings (whichever is higher, based on an average of gross earning on the previous 8-week prior to Qualifying Week)		Wk 1–6 Full pay or 90% of average wk earnings (whichever is higher, based on an average of gross earning on the previous 8-week prior to Qualifying Week)		Wk 1–6 Full pay or 90% of average wk earnings (whichever is higher, based on an average of gross earning on the previous 8-week prior to Qualifying Week)		Wk 1–6 Full pay or 90% of average wk earnings (whichever is higher, based on an average of gross earning on the previous 8-week prior to Qualifying Week)		Wk 1–6 Full pay or 90% of average wk earnings (whichever is higher, based on an average of gross earning on the previous 8-week prior to Qualifying Week)		Wk 1–6 Full pay or 90% of average wk earnings (whichever is higher, based on an average of gross earning on the previous 8-week prior to Qualifying Week)		Wk 1–6 Full pay or 90% of average wk earnings (whichever is higher, based on an average of gross earning on the previous 8-week prior to Qualifying Week)		Wk 1–6 Full pay or 90% of average wk earnings (whichever is higher, based on an average of gross earning on the previous 8-week prior to Qualifying Week)		Wk 1–6 Full pay or 90% of average wk earnings (whichever is higher, based on an average of gross earning on the previous 8-week prior to Qualifying Week)		Wk 1–6 Full pay or 90% of average wk earnings (whichever is higher, based on an average of gross earning on the previous 8-week prior to Qualifying Week)		Wk 1–6 Full pay or 90% of average wk earnings (whichever is higher, based on an average of gross earning on the previous 8-week prior to Qualifying Week)		Wk 1–6 Full pay or 90% of average wk earnings (whichever is higher, based on an average of gross earning on the previous 8-week prior to Qualifying Week)		Wk 1–6 Full pay or 90% of average wk earnings (whichever is higher, based on an average of gross earning on the previous 8-week prior to Qualifying Week)		Wk 1–6 Full pay or 90% of average wk earnings (whichever is higher, based on an average of gross earning on the previous 8-week prior to Qualifying Week)

		29		*		Sick leave entitlement		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay

		30		*		Sick pay entitlement		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay		Up to 9 mnth 10 std work day (78 hrs full pay)/ 9 mnth-2yrs 20 std work day (156 hrs) full pay/ 20 stdwork day (156 hrs) half pay/ Over 2yrs 30 std work day (234hrs) full pay/ 30 std work day (234) half pay

		31		*		Notice		4 weeks		4 weeks		4 weeks		4 weeks		1 week		1 week		1 month

		32		*		Any collective agreements?		Recognition with Unison		Recognition with Unison		Recognition with Unison		Recognition with Unison		Recognition with Unison		Recognition with Unison		Recognition with Unison		Recognition with Unison		Recognition with Unison		Recognition with Unison		Recognition with Unison		Recognition with Unison		Recognition with Unison		Recognition with Unison		Recognition with Unison		Recognition with Unison		Recognition with Unison

		33				Employment status (for example, employee, self-employed, agency worker)?		Full time		Full time		Full time		Full time		Full time		Full time		Full time		Full time		Full time		Full time		Full time		Full time		Full time		Full time		Full time		Full time		Full time

		34				% of working time dedicated to the provision of services under the contract		100		100		100		100		100		100		100		100		100		100		100		100		100		100		100		100		100



		Completion notes

		All parties. If the information cannot be included on this form, please attach the additional information, such as relevant policies, and cross reference to the item number and employee number where appropriate.



						Name of 'Transferee':		Hestia Housing

						Stage 2: Additional information needed for transfer

								Emp No 1		Emp No 2		Emp No 3		Emp No 4		Emp No 5		Emp No 6		Emp No 7		Emp No 8		Emp No 9		Emp No 10		Emp No 11		Emp No 12		Emp No 13		Emp No 14		Emp No 15		Emp No 16		Emp No 17		Emp No

		1				Personnel or Employee Number		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A

		2				Employee full name

		3				NI number

		4				Currently absent from work due to long term sickness absence, maternity leave or career break (indicate reason for absence)		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A

		5		*		Information about any disciplinary procedure taken against, or grievance procedure taken by, the employee in the last two years		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A

		6		*		Information of any court, tribunal, case, claim or action: (a) brought by the employee against the transferor within the previous two years; and (b) that the transferor has reasonable grounds to believe that an employee may bring against the transferee, arising out of the employee's employment		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A

		7				Employee CRB checked? (Yes or No)		All Hestia have DBS in place		All Hestia have DBS in place		All Hestia have DBS in place		All Hestia have DBS in place		All Hestia have DBS in place		All Hestia have DBS in place		All Hestia have DBS in place		All Hestia have DBS in place		All Hestia have DBS in place		All Hestia have DBS in place		All Hestia have DBS in place		All Hestia have DBS in place		All Hestia have DBS in place		All Hestia have DBS in place		All Hestia have DBS in place		All Hestia have DBS in place		All Hestia have DBS in place

		8				If "Yes", enter date of CRB check notification to you and employee

		9				If "Yes", enter the category of the CRB check notification to you and employee

		10				Pension information: length of pensionable reckonable service		Start date		Start date		Start date		Start date		Start date		Start date		Start date		Start date		Start date		Start date		Start date		Start date		Start date



		Completion notes

		Contractors should attach copies of their policies and any collective agreements that form part of the contract of employment.
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Form of Offer



Integrated Voluntary and Community Sector (VCS) Support Services



[insert name of Tenderer]



 (‘the Tenderer’) of [insert address of Tenderer]





Agrees:

1.1 That this offer and any contracts arising from it shall be subject to the Terms of Offer, the Terms and Conditions of Contract and all other terms (if any) issued with the Invitation to Tender; and



1.2	if its offer is accepted, to enter into the agreement with the Trust and thereafter to supply the goods and/or services in respect of which its offer is accepted to the exact quality, sort and price specified in the Tender Response in such quantities, to such extent and at such times and locations as ordered; and



1.3	that this offer is made in good faith and that the Tenderer has not fixed or adjusted the amount of the Tender by or in accordance with any agreement or arrangement with any other person. The Tenderer certifies that it has not and undertakes that it will not:

1.3.1		communicate to any person other than the person inviting these Tenders the amount or approximate amount of the offer, except where the disclosure, in confidence, of the approximate amount of the offer was necessary to obtain quotations required for the preparation of the Tender, for insurance purposes or for a contract guarantee bond;

1.3.2		enter into any arrangement or agreement with any other person that he or the other person(s) shall refrain from making an offer or as to the amount of any offer to be submitted.



Dated this		 day of 			[insert day, month and year]



Name (print)



Signature



Title



The Form of Offer must be signed by an authorised signatory: in the case of a partnership, by a partner for and on behalf of the firm; in the case of a limited company, by an officer duly authorised, the designation of the officer being stated.





Annex 1



		Contract clause reference no.

		Amendment to be made

		Justification for Amendment 
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