TD1390 - INTEGRATED ADVOCACY SERVICES - DRAFT SPECIFICATION 

1. Summary

The Council are seeking a single provider or consortia of providers with a lead contracting organisation to deliver an independent integrated advocacy service hub with a single point of entry for anybody requiring and who meets the relevant eligibility criteria   for statutory advocacy support in Derby City and a specialist advocacy service to support the needs of the Care Act and for vulnerable adults of working age who are not eligible for statutory advocacy.  The service should be underpinned by:


· The use of a single point of entry to achieve effective signposting to appropriate advocacy services,  this will create efficiencies in using professional advocates by targeting such advocacy where it will have the most impact and promoting the advocacy services of smaller specialist groups in the community

· An infrastructure to support advocacy, providing a centre of excellence, supporting the wider Community and Voluntary sector and to promote community resilience by developing and utilising  volunteer and peer resources providing appropriate support and training.


The Commissioners are keen to promote personalisation with greater choice and control for clients and carers in the way in which health and social care services are delivered. This means providing a good quality advocacy service which will support people to make decisions about their treatment, care and support.  
The Service provider will ensure the availability of advocates who are able to manage the communication needs of people with a learning disability, physical disability and sensory disabilities. Maintain flexibility for the services to change according to need and resources,
The Independent Integrated Advocacy Service should provide residents of Derby with a co-ordinated approach to advocacy which includes:

· An Independent Mental Health Advocate (IMHA) service for eligible people with mental health problems, living or residing within the boundaries of Derby  and which is fully compliant with the Mental Health Act (1983) and the Code of Practice (MHA 1983) for England for qualifying patients under the Act.  This service will also cover voluntary in patients 
· An Independent Mental Capacity Advocate (IMCA) service for eligible people living or residing within the boundaries of Derby, including Deprivation of Liberty Safeguards (DoLS). Relevant Person’s Representatives (Paid Representatives) for people who lack capacity under the Mental Capacity Act 2005 (MCA 2005) and which is fully compliant with the MCA:

· An Independent Complaints NHS Advocacy (ICA) service for people, living or residing within the boundaries of Derby who wish to make a complaint about their NHS care or treatment, including any complaint against an organisation or service where the treatment is funded by the NHS. .
· Care Act Advocacy for eligible people, living or residing within Derby, which is compliant with the Care Act 2014 statutory advocacy requirements. Residence in Derby except when an informal carer is eligible for an advocate for a carers assessment under the Care Act, when it is their 'cared for' that is living in Derby
.
· Specialist advocacy service for eligible people, living or residing within Derby, to provide one to one, crisis and short term non-statutory advocacy that is a time-limited, issue focused intervention to address specific issues or situations or a number of issues until the work is resolved. In each case the length of support provided will depend on individual need.  The service will be underpinned by an empowerment philosophy where service users are enabled to achieve their desired outcomes whilst minimising unnecessary intervention.

2. Range of services

2.1
IMHA Service

Aim of the IMHA Service

Section 130A of the MHA introduced the duty for the relevant authority (delegated to the Local Authority via the Health and Social Care Act 2012), to make arrangements to enable “qualifying patients” to have access to an independent mental health advocate (IMHA). 

IMHA services give qualifying patients with mental health difficulties access to dedicated, reliable, independent support in getting the right information they need to understand what is happening to them and what their choices and rights are, and in getting their voice heard and listened to.  They help to preserve a patient’s dignity and self-respect, as well as protecting their legal and human rights.  IMHA services provide an additional safeguard for patients who are subject to the MHA and are specialist advocates who are trained to work within the framework of the Act.

The Role of the IMHA

An IMHA is a specialist type of mental health advocate, granted specific roles and responsibilities under the MHA 1983.  IMHAs help qualifying patients understand the legal provisions to which they are subject under the MHA and the rights and safeguards to which they are entitled.  This could include assistance in obtaining information about any of the following:

· The provisions of the legislation under which they qualify for an IMHA;

· Any conditions or restrictions they are subject to, for example any arrangements made for S17 leave

· The medical treatment being given, proposed or being discussed and the legal authority under which this would be given;

· The requirement that would apply in connection with the giving of the treatment;

· Their rights under the Act and how those rights can be exercised.

IMHA also help qualifying patients to exercise their rights. This help may include:

· Supporting qualifying patients in accessing information and better understanding of their detention and their rights

· Supporting qualifying patients in exploring options, making better informed decisions and actively engaging with decisions that are being made about their care and treatment including care plans and discharge plans

· Supporting qualifying patients in articulating their own views

· Speaking on the qualifying patients behalf and representing them including raising concerns or making complaints

· Supporting qualifying patients in other ways to ensure they can participate in the decisions that are made about their care and treatment

· Helping qualifying patients prepare for Mental Health Review Tribunals and understanding any decisions made by a Tribunal

IMHAs have the following statutory powers:

· To visit and interview the patient in private 

· To visit, interview and get the views of anyone professionally concerned with the patient’s medical treatment. 
· Where the patient agrees, to see any clinical or other records relating to the patient’s detention or treatment in any hospital, or to any after-care services and any local social services authority records.
If the patient is unable to consent because they lack capacity, the holder of the records must allow the IMHA access if they think that it is appropriate and that it is relevant to the help the IMHA will provide.

IMHA Clients 

The Mental Health Act 1983 calls patients who are eligible for the support of an IMHA, “Qualifying Patients”. 

Qualifying Patients are those who are:

· Detained under the MHA 1983 (even if they are currently on leave of absence from hospital) with the exception of those patients detained under sections 4, 5(2), 5(4), 135 or 136;

· Conditionally discharged restricted patients

· Subject to Guardianship under the MHA 1983; or

· under Supervised Community Treatment Orders

Other patients, who are informal, are eligible for IMHA services if they are 

· being considered for electro-convulsive therapy (ECT) or any other treatment to which section 57 of the MHA 1983 applies (i.e. treatments requiring consent and a second opinion);

· under 18 and being considered for ECT or any other treatment to which section 58A applies (“a section 58 treatment”).
Informal IMHA 

Further to statutory duty, as an enhanced service, the service provider will provide IMHA services, as well as other advocacy services to those people that are voluntarily on mental health wards and not detained under the MHA.
Out of area IMHA
Derby City Council has a reciprocal arrangement with Derbyshire County Council, whereby if a Derby City resident is detained or subject to Community Treatment Order (CTO) within Derbyshire then the service provider will provide an IMHA or informal IMHA service. See appendix
The Council does expect other Local Authority's (outside of Derbyshire and Derby ) to provide statutory IMHA for Derby City residents who are placed out of area. Therefore, in this instance, the Council would be expecting other Local Authority's to comply with paragraph 6.6 in the revised MHA code of practice.
If an out of area patient or homeless patient is in a Derby City hospital/unit under MHA detention, then the Service Provider will provide statutory IMHA if required.
2.2
IMCA and Paid Representative Service

Aim of the IMCA Service

Sections 35-41 of the Mental Capacity Act 2005 (MCA 2005) requires that an independent mental capacity advocate (IMCA) be instructed by NHS bodies and local authorities to represent and support people who lack capacity to make certain important decisions and, at the time have no-one else (other than paid staff) to support or represent them.

The purpose of the IMCA service is to help particularly vulnerable people who lack capacity to make important decisions about serious medical treatment, changes in accommodation, and where ‘protective measures’ are proposed or undertaken within Safeguarding Vulnerable Adult procedures  and who have no family or friends that it would be appropriate to consult about those decisions. 
There are a number of different IMCA roles involved in supporting and representing people who may be subject to the Deprivation of Liberty Safeguards. These are set out in sections 39A-D of the amended Mental Capacity Act 2005 (MCA) and are detailed below. 
The Deprivation of Liberty Safeguards (DoLS) were created to make sure that any decision to deprive someone of their liberty is made after careful consideration and consultation with specific authorities and in compliance with their human rights and after applying the least restrictive principle.  Depriving someone of their liberty must be:

· In their best interests and to protect them from harm

· A proportionate response to the likelihood of seriousness of harm

· The least restrictive alternative

People have the right to challenge any decision to deprive them of liberty, and they also have the right to a relevant person’s representative (a family member acting as such or Paid Representative) and additionally an IMCA in some circumstances acting for them to protect their interests. People also have the right to have their detention reviewed and monitored on a regular basis. At any stage, the person, their representative or advocate will be able to appeal against their deprivation of liberty to the Court of Protection under section 21A. 

The person concerned must:

· be aged 18 years and over

· Lack capacity to consent to the arrangements being made for their care or treatment that amount to a deprivation of liberty; and

· Need to receive care or treatment in circumstances that amount to a deprivation of liberty

The Role of the IMCA

An IMCA is a specialist type of advocate, providing non-instructed advocacy for people lacking capacity to make the relevant decision and most likely with a variety of communication needs. The IMCA must be independent of the person making the decision.

The role of the IMCA is to:

· Support the person who lacks capacity

· Represent the person with capacity in any discussions on the proposed decision

· Obtain and evaluate relevant information

· Ascertain as far as possible the person’s wishes and feelings

· Raise questions or challenge decisions which appear not to be in the best interests of the person

· Ascertain alternative courses of action

IMCAs have the following statutory powers:

· To meet the person in private where practical and appropriate

· To examine and take copies of relevant records (as set out in 35(6) of the MCA 2005)

· To ask for a second opinion about medical decisions

The IMCA will make representations about their client’s wishes, feelings, beliefs and values. The IMCA will bring to the attention of the decision-makers all factors that are relevant to their decision. IMCAs will also be able to challenge the decision-maker if appropriate.

Section 39A IMCAs are instructed when there has been an urgent DoLS authorisation or an application for a standard authorisation has been made, or a concern about a potentially unauthorised deprivation of liberty and the relevant person has no one with whom it would be appropriate to consult. 

Section 39C IMCAs cover the role of the relevant person’s representative when there is a gap between appointments

Section 39D IMCAs support the person or their family member acting as a relevant person’s representative, when a standard authorisation is in place and the person or the family representative will benefit from the appointment of the IMCA.

IMCA as litigation friend

In some cases where the Council is applying to the Court for orders to resolve a dispute about where a person lives, even if the person is not under a DoLS Authorisation and an IMCA is already involved, the person will need to be represented by a litigation friend if they lack capacity to instruct their own solicitor. Since the Official Solicitor will only agree to be appointed as litigation friend of last resort, the Council may ask the IMCA to act as litigation friend of the person in the welfare proceedings. This role will result in the IMCA approaching an independent solicitor who does legal aid work to give advice and be paid by the Legal Help scheme, and then the solicitor will seek legal aid to represent the person on the instructions of the IMCA. 

IMCA instruction for safeguarding adults alongside other IMCA instructions

The consideration as to whether an IMCA should be instructed for safeguarding adults should be informed by whether an IMCA has been, or should be, instructed for any other matter (i.e. a serious medical treatment or accommodation decision, a care review, or for one of the IMCA roles related to the Deprivation of Liberty Safeguards).

Where an IMCA is in place for another matter, their focus will be on the specific reason for instruction – which may or may not be related to the safeguarding adult’s issues. For example, an IMCA instructed for a serious medical treatment decision would not be representing the person in relation to potential financial abuse. Conversely, if an IMCA has been instructed for an accommodation decision to potentially move a person from an abusive situation, their representations will be relevant to the safeguarding adults' process.

The expansion regulations support IMCA instructions for safeguarding adults in addition to other instructions.  Where the safeguarding decisions go beyond, or are different to the reason for the other IMCA instruction, consideration should be given to a further IMCA instruction.  This may or may not be undertaken by the same IMCA.

A possible protective measure is moving the person at risk, including temporarily. Where this is being considered (or takes place) there is a need to check whether there is a duty to instruct an IMCA for an accommodation decision.
If at any time during the safeguarding adults’ proceedings, the person at risk meets the criteria for an IMCA to represent them for an accommodation decision, this instruction must be made regardless of whether an IMCA was previously instructed. If an IMCA had already been instructed, good practice would be for the same IMCA to undertake both roles.  

IMCA services should ensure that where there is more than one current IMCA instruction for any person, these roles should be undertaken by the same IMCA.

IMCA Clients

IMCAs must be appointed to support and represent a person who lacks mental capacity, possibly because of dementia, a brain injury, a learning disability or mental health diagnosis, who is faced with certain decisions about serious medical treatment and long term care moves and who has no one appropriate to consult about their best interests.

The service will be to support any adults (18 years+) who require an IMCA and satisfy the following criteria

· the decision is about serious medical treatment provided by the NHS (Section 37)

· it is proposed by an NHS body that the person be moved into long-term care of more than 28 days in a hospital or 8 weeks in a care home (Section 38)

· a long-term move (8 weeks or more) to a different hospital or care home is being considered by the Council (Section 39)

Additionally, an IMCA may be required in the following situations: 
· Where a person is subject to DoLS

· Care Reviews – where there is no other appropriate person to consult

· Where ‘protective measures’ are proposed or undertaken within Safeguarding Vulnerable Adult procedures

People who are detained under the MHA are not eligible to receive a service from an IMCA unless the decision involves medical treatment not related to their mental health problems.

The Council or NHS body will decide in each individual case whether it would be of benefit to the person who lacks capacity to have an IMCA and that the legal criteria for the IMCA’s appointment are met and will refer to the service accordingly.

Many people who qualify for advocacy under the Care Act 2014 will also qualify for advocacy under the Mental Capacity Act 2005. The same advocate can provide support as an advocate under the Care Act 2014 and under the Mental Capacity Act 2005.  This will enable the person to receive seamless advocacy and not to have to repeat their story to different advocates. 

IMCA and Clients subject to safeguarding procedures

If the person at risk lacks the mental capacity to consent to one or more of the ‘protective measures’ being considered (or interim measures being put in place) within Safeguarding Vulnerable Adult procedures and one of the following special circumstances apply then an IMCA should be instructed where there is a serious exposure to risk, e.g.
· risk of death

· risk of serious physical injury or illness

· risk of serious deterioration in physical or mental health

· risk of serious emotional distress

· risk of financial abuse that could have a serious impact on the person at risk’s welfare

· A life changing decision is involved and although there are friends and family, there is a reasonable belief that they would not have the person’s best interests at heart

· There is a conflict of views between the decision-makers regarding the best interests of the person

· There is a risk that protective measures or the investigation process could be undermined or obstructed by a conflict of views between the professionals and family representatives

· The additional statutory powers of an IMCA are required for the person’s best interests to be safeguarded, even though there are supportive family members or friends

Where a person at risk is already supported by an advocate it is unlikely that an IMCA will be needed. The following points could help decide whether an IMCA should be instructed where other advocacy support is available. 

· Whether the person could benefit from advocacy support for issues other than those related to safeguarding adults. The IMCA role would be focused on the protective measures being considered and is likely to end when decisions have been made regarding these.

· Whether the IMCA's right of access to relevant records would make a significant difference for the person.

· Whether the IMCA service or other advocacy service has good availability to support the person during the safeguarding adults’ process.

In some situations both the alleged perpetrator and alleged victim of abuse could benefit from the support of an IMCA. It should not be the same IMCA who represents both. A conflict of interest could arise where two IMCAs are involved from the same organisation. Where two instructions are being considered, the safeguarding manager should discuss this with the Provider and identify how the conflict of interest could be managed. 

The Role of the Paid Representative

The role of a relevant person’s representative is set out in Paragraph 140 of Schedule A1 of the amended MCA 2005, and described in the Deprivation of Liberty Safeguards (DoLS) Code of Practice as ‘to maintain contact with the relevant person’, and ‘to represent and support the relevant person in all matters relating to the DoLS, including, if appropriate, triggering a review, using an organisation’s complaints procedures on the person’s behalf or making an application to the Court of Protection'.
The Paid Representative will support the relevant person to understand the deprivation of liberty safeguards authorisation and their rights in relation to this. They will also monitor any conditions set out in the authorisation by talking to the relevant person and examining records and liaising with professionals responsible for the placement on the person’s behalf and try to resolve issues.

Where conditions are not being met or there has been a change in circumstances, perhaps in relation to the person’s capacity, the Paid Representative will trigger a review. 

The representative will furnish regular reports on each person that they act for, and in particular will notify the DoLS service manager and the fieldwork service manager when the representative has concerns that the representative thinks have not been addressed by the relevant Council. This gives the relevant Council the opportunity to try to resolve the issues or for the relevant Council to rely on the Neary judgment to take proceedings to the Court of Protection to resolve welfare disputes with the relevant person or their family members. 

Where appropriate, the Paid Representative will raise complaints on behalf of the relevant person or if matters cannot be resolved, can appeal the authorisation by making an application to the Court of Protection on their behalf under section 21A of the MCA 2005. 

The representative must be willing to act as a “litigation friend” for the relevant person so as to take the appeal to Court and also to seek legal advice and representation about the matter which would be given by independent solicitors under the Legal Help scheme. The Paid Representative will read the judgment in AB v LCC (A Local Authority) [2011] EWHC 3151 which describes the role of the Paid Representative as litigation friend. As the relevant person is entitled to legal aid, the Paid Representative may have to find out financial information about the means of the person to facilitate obtaining legal aid. The representative may have to make witness statements about the issues and to attend Court. 

If the DoLS authorisation is terminated, but the proceedings continue on a welfare dispute about where the person should live, then the Paid Representative may have to continue as litigation friend even though they have ceased to act as Paid Representative. However these situations should be rare.

Paid Representative Clients

Anyone who has a DoLS authorisation has a representative appointed for the duration of the authorisation.  Often this is a family member or suitable close acquaintance. However, if the person does not have anyone who can fulfil this role they will be appointed a Paid Representative who must be independent of the local authority who appoints them.

2.3
NHS ICA Service

Aim of the NHS ICA Service

In 2013 the Health and Social Care Act (2012) transferred the responsibility for delivery of a NHS Independent Complaints Advocacy Service to Local Authorities.

If an individual wishes to make a complaint about an NHS service, they should make it through the National Health Service (NHS) complaint system. This process is detailed in the Local Authority Social Services and National Health Service Complaints (England) Regulations 2009 and all NHS providers and commissioners of NHS services must comply with it.

The ICA service provides free, independent and professional advocacy support to clients wishing to pursue a formal complaint about poor treatment or service provided through or funded by the NHS in England.

The ICA service supports clients with a grievance related to any aspect of healthcare that falls under the jurisdiction of the Health Service Ombudsman, such as complaints about poor treatment or service provided through the NHS in England.  

The Role of the NHS ICA

The role of the ICA is to help to safeguard the rights of clients as set out in both health policy and law,  empowering clients to self-advocate as far as they are able, supporting clients to get their views heard and in seeking resolution to issues which concern them through the process of Local Resolution.  This will include:
Delivering support to clients including (but not limited to):

· provision of self-help information

· Help clients access the information they need

· Providing assistance with letter writing, form filling etc.

· acting or speaking on behalf of a client if they request it
· attendance at meetings

· Ensuring clients have access to the support they need to articulate their concerns and navigate the NHS complaints system

· Helping the client to understand: 

· What they can expect from the service and what the service expects from the client

· What they can expect from the NHS complaints procedure and where other advocacy/support services can provide more specialist advice 

· The core service principles of independence and confidentiality 

· Their options by providing full and balanced information to enable then to make decisions and choices

· Providing contact at each of the following points or activities in the NHS complaints procedure, by

· Identifying what the available options and possible outcomes are, and deciding which option to take

· Making the complaint to the appropriate health provider

· Deciding how to proceed with the complaint, following the Heath Trust’s initial response

· Supporting clients during the local resolution phase by attending meetings or entering into correspondence

· Making a complaint to the Care Quality Commission

· Supporting the Independent Review stage by attending meetings or entering into correspondence

· Making a complaint to the Health Service Ombudsman

· Understanding the Health Service Ombudsman’s final decision

The Service Provider is not required to provide on-going advocacy for clients outside of the health related complaint. However, they will be required to suggest appropriate referrals for clients who require alternative, additional or specialist support. This may include referrals to Patient Advice and Liaison Service (PALS), professional bodies such as the General Medical Council (GMC) and to specialist support such as medico-legal advice, bereavement support, mental health support and other advice and support as necessary.

NHS ICA Clients

The Service will provide support to any adult in their own right or on behalf of a child, family member or carer with a complaint about an NHS funded service that are in need of NHS complaints advocacy and who is ordinarily resident in Derby City.
2.4 Specialist advocacy service

Aim of the Specialist Advocacy Service

The aim of the specialist advocacy service is to meet the duties placed upon Derby City Council under the Care Act 2014 and to make available non-statutory advocacy services for targeted group’s, (those with Mental Health Issues, Learning Disabilities, Autism and Physical and Sensory Impairments).
The role of the specialist advocacy service

The role of the independent specialist advocate is to support and represent the person and to facilitate their involvement in the key processes and interactions with Derby City Council and other organisations as required for the safeguarding enquiry or SAR.

The specialist advocacy services will signpost individuals to appropriate support and where appropriate encourage community based solutions.
Care Act advocacy

The service will provide an independent advocate to support and represent a person for the purpose of assisting their involvement if the two conditions specified under the Care Act 2014 are met and if the individual is required to take part in one or more of the following processes described in the Care Act 2014:

· a needs assessment under section 9

· a carer’s assessment under section 10

· the preparation of a care and support or support plan under section 25

· a review of a care and support or support plan under section 27

· a safeguarding enquiry under section 68

· a safeguarding adult review under section 68

· From 2016 the potential for advocacy to support an appeal against a local authority decision under Part 1 of the Care Act (this is subject to further consultation).

The two conditions specified by the Care Act 2014 are: If it appears to the authority that a person has care and support needs, then a judgement must be made as to whether that person has substantial difficulty in being involved. If they do, is there an appropriate individual to support them? 

The Care Act defines four areas in any one of which a substantial difficulty might be found, which are set out below:

· Understanding relevant information

The first area to consider is ‘understanding relevant information’. Many people can be supported to understand relevant information, if it is presented appropriately and if time is taken to explain it. Some people, however, will not be able to understand relevant information, for example if they have mid-stage or advanced dementia;

· Retaining information

The second area to consider is ‘retaining information’. If a person is unable to retain information long enough to be able to weigh up options and make decisions, then they are likely to have substantial difficulty in engaging and being involved in the process;

· Using or weighing the information as part of engaging

The third area is ‘using or weighing the information as part of the process of being

involved.’ A person must be able to weigh up information, in order to participate fully and express preferences for or choose between options. For example, they need to be able to weigh up the advantages and disadvantages of moving into a care home or terminating an undermining relationship. If they are unable to do this, they will have substantial difficulty in engaging and being involved in the process;

· Communicating their views, wishes and feelings

The fourth area involves ‘communicating their views, wishes and feelings’. A person

must be able to communicate their views, wishes and feelings whether by talking, writing, signing or any other means, to aid the decision process and to make priorities clear. If they are unable to do this, they will have substantial difficulty in engaging and being involved in the process.

Independent Advocacy duties under the Care Act 2014 apply to individuals in all settings, including those living in the community and in care homes. It also applies to those who may be self-funding their own care.
Non-Statutory Specialist Advocacy

The Service Provider will manage the delivery of non- statutory specialist advocacy services that are available for targeted groups, those with Mental Health Issues, Learning Disabilities, Autism and Physical and Sensory Impairments support which will:

· provide one to one, crisis and short term specialist advocacy that is a time-limited, issue focused intervention to address specific issues or situations or a number of issues until the work is resolved. In each case the length of support provided will depend on individual need

· provide where appropriate a formal agreement between the customer and advocate, the advocate will only act as directed by this agreement 

· provide individuals with complex needs or who have a complex issue will be provided with appropriate support.  This support will also be time limited but based on a full assessment of advocacy need

· be delivered through a range of methods (face to face, internet, telephone) and in a range of settings.  It may require the advocate to attend appointments with service professionals with the service user or on their behalf

· provide support, where appropriate, as requested by the customer
· empower the individual to act on their own behalf and will only act on the individuals behalf at their express consent

· provide specialist advocacy which encourages a culture of independence and encourages people to express their own views with support from advocates when required. The Service will provide support with decision-making to enable service users to exercise informed choices enabling their views to be expressed appropriately

· reach all sections of the community in Derby, particularly those communities who services have traditionally found difficult or hard to reach

· .meet the needs of identified service gaps - a recent needs analysis and service mapping study has highlighted service gaps for people with Autistic Spectrum Disorder, BME communities, those with mental health issues wanting help with challenges outside of support for medical interventions, safeguarding and the LGBT Community

· use current and relevant  policy and best practice developments to enable vulnerable people to be able to live independently and to make independent decisions in order to prevent possible abuse and exploitation by promoting independence, well being and choice,

· manage the expectations of customers and work with them to identify outcome focussed goals and expected timescales for completion against which service delivery can be reviewed

Innovation in approach to advocacy

Derby City Council expects advocacy in Derby to be innovative in the way it is delivered.  The council would like to see a range of advocate support used including but not limited to support non-statutory advocacy. Types of advocacy the provider may wish to consider are:

· Citizen advocacy – via trained volunteers helps a customer to speak up for themselves, sometimes by developing a longer term relationship with them

· Peer Advocacy – where customers help themselves to speak up for themselves

· Group Advocacy – this may be paid advocates who are linked to groups of people, when there may be shared areas of concern, or a group enabled to speak together with a single voice or by speaking to and learning from each other so that each individual gets stronger.

· Short –term Advocates – these may be paid or volunteer advocates who can be called upon to advocate on behalf of someone for a limited period of time.  This is particularly useful for calling upon an advocate with a particular area of expertise.

Eligibility criteria for specialist advocacy

Specialist advocates will be available to vulnerable adults who reside in the City of Derby and Carers who’s cared for live within the city and are eligible for support under the Care Act 2014
The Service must be provided to reflect the diversity and specific needs arising from an individual’s gender, age, range of abilities, sexual orientation, lifestyle, and social, ethnic, cultural, and religious backgrounds.  It is expected that the Service Provider will employ a variety of outreach methods and approaches of engagement appropriate to the needs and requirements of different communities, demographics and groups and demonstrate that they are assertively outreaching to maximise engagement and service take up. Activity around engagement with all communities and demographics will be monitored by the Council and targets may be set in order to ensure that the Service is reaching all sections of the community and the different demographics of Derby.
It is anticipated that ‘real world’ situations may require a limited degree of flexibility in the age range covered by this service, particularly at transition points.  Accepting clients under 18 will be on a strictly case by case basis based upon client needs and only by prior consent of the Contract Manager and the Service Providers of the under 18 services.
3. Referrals

Referrals in relation to all services (IMHA, IMCA and ICA and specialist advocacy) 

The Service Provider will have an appropriate referral policy and protocol and work with other advocacy service providers to ensure that users requiring advocacy are offered a seamless and supportive service.

Telephone referrals will be accepted between the hours of 9am-5pm with answerphone arrangements to facilitate contact with the service outside these hours where required. 
A secure online referral system will operate at all times.
Referrals will be prioritised according to statutory duty, need and urgency.
Referrals will be responded to within five working days. 
The Service Provider may operate a waiting list and will be proactive in maintaining the waiting list ensuring that contact is maintained with those on the waiting list and referrers to ensure that needs have not changed.

The Service will develop contacts with relevant stakeholders to generate appropriate referrals.

The Service Provider may refuse a referral if

· the risk assessment process identifies an unmanageable risk

· the individual refuses to work with the Service Provider

· the individual does not meet the criteria for the Service 

· an individual's needs cannot be met by the Service or are not eligible.  In such cases they will be referred to other appropriate services by mechanisms to be developed and agreed with other service providers. 

The aim of this is to better co-ordinate advocacy in Derby City, by providing a timely and effective intervention to meet the needs of those who make contact and to ensure that that an effective infrastructure of advocacy services are developed to refer customers onto.  The Service Provider will be expected to:

· offer a central single point of entry for those requiring advocacy with a triage and signposting  to relevant alternative services where appropriate available in order gain efficiencies by targeting professional advocacy where it will have the most impact,

· ensure access to the service by a variety of media so that the widest range of supported signposting is available,

· signposting will take place at the point where the individual approaches the service provider for possible support.  Waiting times must be kept to a minimum and the provider will be expected to demonstrate it is effectively managing this process,

· promote advocacy services in Derby City and the provision of accessible information about the service.  This will be accessible for people with disabilities, of different cultures and languages and easy to navigate.  The provider will be responsible for developing and distributing all marketing material for the service,

· provide an infrastructure which will deliver the service to the widest spectrum of adults in the City whilst ensuring those vulnerable groups which require specialist support still do so, for example, by a single organisation providing all the advocacy services, a consortia of providers working together or via an agent body with associate providers.

· provide a centre of excellence for advocacy in the City supporting the wider Community and Voluntary sector,

· develop and utilise volunteer and peer resources within the Service by providing appropriate support and training to volunteers.

IMHA Referrals (specific requirements for IMHA)

Referrals will be received from health and social care professionals as well as via family and friends and by self-referral.  

Referrals will be made by a number of staff, in both the Council and its local health partners. These will include staff working in acute psychiatric wards and other settings where people are detained under the MHA and in the community for those subject to a Community Treatment Order.  It will also include social workers and approved mental health professionals (AMHPs).

IMCA Referrals (specific requirements for IMCA)

Referrals will be received from the Council or NHS bodies.

Referrals will be made by a number of staff, in both in the Council and in its local health partners. These will include doctors and nurses providing serious medical treatment or following Do Not Resuscitate (DNAR) protocols for people who potentially lack mental capacity, for the specific decision to be made. It will also include social workers and care managers co-ordinating safeguarding enquiries, arranging hospital discharges and planning long term moves for vulnerable people who lack mental capacity. 

Referrals will also be made by health and social care staff in relation to DoLS

Referrals in relation to ‘protective measures’ will be made by the Safeguarding Co-ordinator or by someone delegated by approval of the Safeguarding co-ordinator

All referrals must be confirmed by the decision maker as defined by the MCA

ICAS Referrals

Referrals will be open and can be made by anyone.

Referrals for specialist advocacy

Self-referral and referral by other statutory and non-statutory organisations will apply for access to other areas of the specialist advocacy service.

4. Service delivery arrangements/model
Generic service delivery arrangements

The Service will meet diverse needs, be socially inclusive and safeguard vulnerable adults.

The Service will provide advocacy on an individual basis and will generally support the Client in their chosen course of action unless this puts the Client, the advocate, or others at risk, or the action is illegal.

The Service Provider will deliver a quality service subject to continual improvement.

The Service will require flexible working arrangements to ensure that reasonable needs and requirements of clients can be met, this must recognise that it may include evening and weekend working and the service provider must ensure that advocates can be available outside of normal office hours if required. .

The Service will have a primary commitment to support clients in developing towards self-advocacy where appropriate.

The Service Provider will be bound by its own confidentiality policy which must be legally accurate. The confidentiality policy will accommodate and reflect the need for all case work to be regarded as confidential within the Service Provider and not exclusively to individual advocates.  This will allow for proper case management to occur within the Service.  

The Service Provider will comply with the Data Protection Act 2018.

The Service Provider will have an easily accessible complaints procedure and make this known to all stakeholders. 

The Service Provider will have a protocol and procedure in place to address issues that relate to more than one Client or that are raised by a group of Clients which includes discussion with the appropriate service provider and commissioners.

The Service is required to show evidence of taking account of Clients’ views about the Service, particularly in respect of accessibility and impact.  The Service Provider will detail to and agree with the Council Commissioner how they intend to collect and analyse this feedback and use it to monitor and improve the service.

The Service Provider will have policies and procedures in place for making and maintaining records of engagement with Clients.  The policies and procedures will be required to detail standards for recording Client information, internal audit and quality monitoring, storage, cataloguing, archiving and destruction.

Each Advocate will keep a record of all work undertaken on behalf of a client for the required period of seven years after which closed case files are to be securely destroyed.).

Case records are to be divided into sections on each discrete episode pursued.  Dates work started and stopped with each particular episode should be recorded as should dates of all sessions / meetings and the accumulative time each client has been seen for.

All statistical data will be recorded onto a computerised database, using standard categorisation of issues.  Monitoring data and raw data will be made available to regulatory bodies and council commissioners on request and will be regularly provided at contract monitoring meetings.

The Service Provider is required to keep comprehensive records of client contact which will enable both quantitative and qualitative analysis. In limited circumstances, case notes may need to be made available to the courts and it is expected that the Service Provider will produce and operate to a policy that accommodates this. 

The Service Provider will provide quarterly monitoring data, an annual report and other data on request.  See Appendix A for details of the minimum requirements for each key Service.
5. Partnership working

The Service Provider will work in partnership with relevant statutory, voluntary and independent sector agencies, including those in neighbouring authorities and raise awareness of the Service widely across these partner agency staff groups.

The Service Provider and its advocates will assist staff and service managers who are likely to make referrals in understanding the role of the IMHA / IMCA / ICA / Independent specialist advocates and in understanding their obligations in relation to promoting the service where appropriate. 

IMHA

The Service Provider will work with the Council, CCG’s and local NHS Trust and relevant independent providers ensure there is an identified point of liaison between the IMHA service and mental health providers so that issues to do with IMHA provision can be reviewed to ensure that all qualifying patients have the opportunity to access the service.

The Service Provider will ensure there are clear arrangements in place between the IMHA service and mental health service so that issues of collective concern about any particular mental health service can be addressed.

IMCA

IMCAs and Paid Representatives will work closely with supervisory bodies (The Council) and managing authorities (hospitals, care homes etc.)

IMCAs and Paid Representatives will work closely and liaise with health and social care staff to promote good communication between agencies

IMCAs and Paid Representatives will work closely with the Council legal representatives in matters relating to the Court of Protection though the Council’s Legal Department does not represent the IMCAs or Paid Representatives. The liaison is with a view to try to settle the dispute before proceedings are issued and even after the proceedings are in Court.

ICAS
The Service Provider will create partnerships with local Healthwatch and PALS organisations ensuring intelligence and information sharing arrangements are in place.

The Service is not intended to provide on-going advocacy for clients outside of the health related complaint.  If appropriate, referrals will be made to alternative advocacy providers to deliver on-going or related support.

The Service will also make referrals and/or signpost, where appropriate, to professional bodies such as the GMC and to specialist support such as medico-legal advice, bereavement support, mental health support and other advice and support as necessary.

The Service will support the aspirations of the Council Commissioner and the NHS in improving the patient experience by working with all stakeholders to promote positive change in the delivery of health services.

Specialist Advocacy Service

Working with the Council Commissioner, Advocates will work closely and liaise with health and social care staff to promote good communication between agencies and awareness of the service.

6. Location

IMHAs work both in the community with clients in their own homes who are subject to a Community Treatment Order and those detained in hospital including Radbourne Unit at Derby Royal Hospital, older people’s wards and other mental health establishments including forensic services.

IMCAs and Paid Representatives work with clients in residential and nursing homes, acute hospitals, Learning Disability establishments and mental health establishments.  

As DoLS only applies to hospitals or residential care/nursing homes, Paid Representatives will not be working in supported or independent living settings unlike IMCAs. 

ICAs can work in a variety of settings that are appropriate to the client including home visits

Specialist advocates can work in a variety of settings that are appropriate to the client including home visits, hospitals, learning disability establishments, mental health establishments, residential and nursing homes and meeting rooms to be made available by the provider.

7. Equity of access

The Service Provider will have in place an Equalities Policy which will adhere to their responsibilities under the Equalities Act. 
The Service Provider will ensure the Service reflects the diversity and specific needs arising from an individual’s gender, age, range of abilities, sexual orientation, lifestyle and social, ethnic, cultural and religious backgrounds.  The service will recognise that an individual client’s needs may change over time and will respond accordingly.

The Service Provider will ensure that advocates have specialist knowledge or skills (or easy access to this) that would allow them to support clients with more complex needs and/or communication difficulties, i.e. people with a learning disability, sight or hearing impairment or those without English as their first language.

The Provider will not discriminate between clients on the grounds of age, disability, gender reassignment, marriage and civil partnership, pregnancy and maternity, race, religion or belief, sex, sexual orientation or any other non-medical characteristics.

The Service Provider will develop links with other specialist advocacy services within the locality to help to facilitate any reasonable request for an advocate from a specific ethnic, religious or other group.

The Service Provider will ensure that it takes into account the range of communication skills and abilities of the client population when recruiting and training staff, to ensure that no client is excluded from accessing the service.

The Service Provider will ensure that Advocates have the capacity and expertise to support clients in secure environments.

The Service Provider will carry out regular self-audits to monitor whether the service is demonstrating ease of access for and meeting the needs of a wide range of client groups and will implement corrective measures to address any identified gaps in service.

The Service Provider will provide information in a way that meets a client’s needs, e.g., Easy Read, Makaton, BSL, large print, using audio and video resources, interpreters and translation services as required
8. Level of service

At the point of referral to the Service, the Service Provider will operate a ‘triage’ process to gain an initial assessment of the client’s needs.   The staff performing this function will be trained to a level that enables them to address initial queries, service eligibility, assess advocacy needs and refer clients to the appropriate advocate or other service as required.  Where a client is not eligible for or would not benefit from accessing statutory advocacy, the Service Provider will signpost the person to more appropriate service(s) or community support.

The Service should be available during office hours, every weekday, except public holidays. Office hours would normally be as a minimum 9.00am till 5.00pm, Monday to Friday inclusive.
Responses to referrals will be dealt with within a maximum of five working days from the day the request is received; the day referrals received are considered day one. .  Whilst the Service Provider is not expected to provide a 24/7 response to requests, nor react to emergency calls, it is expected to take account of weekly routines of clients and work flexibly to meet their needs. It may be appropriate for services not supporting statutory advocacy services to run a waiting list.

The Service Provider will ensure the Service is available by all modern methods of communication but must include a local 01 prefix landline number in addition to any other advertised phone number, as well as minicom access. A website must include a secure online referral system for professionals and self-referrers to use, it must include information, advice and guidance, details about advocacy services and relevant templates in a downloadable format. 
The Service Provider will have arrangements in place to ensure continuity of service, for example, during annual leave and staff sickness.  This would ideally include a range of advocates who can work across specialist roles, i.e. having completed the necessary training and having competence to carry out IMHA, Paid Representative and IMCA roles.

The Service Provider will not provide ‘expert witnesses’ or be expected to function as ‘appropriate adults’ (Police and Criminal Evidence Act 1984).

The Service Provider will have a clear policy in place detailing how to respond to clients who may be abusive or threatening towards any member of staff.  This will include an option to exclude the client from the Service at the discretion of the Service Provider Service Manager. 
IMHA

The Service Provider will have in place a policy that addresses the delivery of non-instructed advocacy for those qualifying patients who are unable to instruct IMHA services themselves.  

IMCA and Paid Representatives

IMCAs and Paid Representatives may need to be available outside of usual office hours by arrangement to meet the needs of the Service and meet the needs of all client groups. The service needs to be flexible to meet these requirements.

NHS ICA

The Service Provider will maximise the number of Clients who are able to access ICA by developing and implementing a marketing plan to raise knowledge and awareness of the service amongst the general public; publishing accessible information about the service in a range of formats, i.e. leaflets, posters, website and making the service available in a number of ways including outreach into localities.

The Service Provider will need to ensure that arrangements are in place to allow access to online information and letter templates to allow self-service and client choice in accessing the service

The Service Provider will ensure appropriate access to professional medico-legal support for advocates.

ICAs will meet clients in appropriate settings to suit the client’s needs.  This will include home visits and could include the client visiting the Service Provider’s office base.
9. Accommodation 

The Service Provider will meet the costs required to cover accommodation as well as associated accommodation costs such as office hardware, telephones and business support costs within the overall budget. 

It is not an expectation that office accommodation should be public facing but should be ideally located to facilitate a convenient base(s) for staff working within the service and to ensure the appropriate administration of the single point of contact.  This accommodation will be based within Derby City. 
Accessible meeting rooms must be available in Derby City for customer meetings. 
It is an expectation that the Service Provider will embrace elements of modern methods of working, e.g. remote access, working from home and hot-desking to ensure the Service is as flexible, effective and efficient as possible.

The Service Provider will ensure that office accommodation and any other base(s) where staff are working will have arrangements for safe and secure storage of case records.
10. Human Resources

Generic across all services

The Service Provider will supply sufficient and suitably experienced and qualified Personnel (i.e. Personnel that have undertaken or are willing to undertake specialist training and professional development) to effectively provide and manage the Service as described in this Service specification. 

The Service Provider will ensure their Personnel are competent, appropriately trained, supervised and supported on an on-going basis to maintain the overall quality of the service for all users of the service.

The Service Provider will ensure their Personnel has the required advocacy skills to provide practical support and direction to Clients in order to assist them in finding a resolution to their issue or complaint.

The Service Provider will ensure that all advocates will have undergone the necessary clearance checks, including Enhanced Disclosure and Barring Service (DBS) checks and Protection of Vulnerable Adults (POVA) checks and meet the necessary requirements before appointed, when required. They will also undergo any other relevant checks required under future legislation.  Documentary evidence of this may be requested by the Council Commissioner.
The Service Provider will only make Personnel available to act as advocates if they believe them to be of integrity and good character.  If the Service Provider subsequently knows or suspects of any actions on the part of the independent advocate that could compromise their suitability to act in the role then they should not be allowed to act as an advocate until these concerns are resolved. This will be communicated to the council outside of the usual quarterly monitoring. 
An independent advocate providing advocacy under the Care Act 2014 must not be working for the Council or an organisation that is commissioned to carry out assessments, care and support plans or reviews for the Council nor can they be appointed if they are providing care or treatment to the individual in a professional or paid capacity.

Personnel supervision, appraisal and training and development

The Service Provider will ensure all Personnel receive an appropriate induction and equality and diversity training. 
The Service Provider will have a health and safety policy, a lone working policy and all advocates will have undertaken training in health, safety and security and other areas as deemed necessary to work safely within different settings.

The Service Provider will ensure that all operational Personnel have received adequate training in Adult Protection and fully understand the Derby Safeguarding Vulnerable Adults policy and procedures.

Each Advocate will receive case management and professional supervision on at least a monthly basis.  This is seen as a critical activity ensuring quality and consistency of service.

Each Advocate will have a personal and professional development plan/portfolio that is assessed, implemented and evaluated on an annual basis.  Documentary evidence of this may be requested by the Council Commissioner. 

The Service Provider will allow each advocate to have the opportunity to attend appropriate further training.  This should include, but not be limited to, working towards the Certificate or Diploma in Independent Advocacy

The Service Provider will ensure Personnel to participate in awareness training including but not limited to Mental Health, Dementia, Learning Disabilities, Autism and Sensory Impairment.

The Council’s own Staff Education training courses will be available to the Service Providers staff, as a partner agency working with the Council and can be found at the following links;

http://www.derby.gov.uk/health-and-social-care/help-for-adults/training-courses/
http://www.derby.gov.uk/health-and-social-care/safeguarding-adults-at-risk/safeguarding-adults-training/
Most courses are open to all Social Care staff whether they are employed within the council or within the Private, Voluntary and Independent Sectors (PVI) many are offered free of charge.

The Service Provider will report on their practices around Personnel training and appraisal as part of the contract monitoring process.

All paid advocates have to be qualified to at least Level 3 Certificate in Independent Advocacy (City & Guilds 7566) or be working towards this qualification within the first six months of their first year of practice (making necessary adjustments for maternity leave, long term sickness or other similar absences)

IMHAs, IMCAs and Paid Representatives

All IMHAs and IMCAs as well as Paid Representatives will have adequate training in matters relating to mental health and mental capacity respectively as well as the legal and social implications for someone with a mental health condition or someone who lacks mental capacity. The Service Provider will be fully aware of best practice in skills and competencies for both mental health and mental capacity advocacy.

IMHAs

IMHAs are required to successfully complete the IMHA module (Unit 306) of the National Advocacy Qualification as soon as possible and by the end of their first year of practice (making necessary adjustments for maternity leave, long term sickness or other similar absences).  

IMCAs and Paid Representatives

IMCAs are required to successfully complete the IMCA module (unit 305) of the National Advocacy Qualification as soon as possible and by the end of their first year of practice (making necessary adjustments for maternity leave, long term sickness or other similar absences)

IMCAs will not practice until they have received training for Unit 305 

Before undertaking any of the IMCA DoLS work, the IMCA must have acted as an IMCA for at least three months or worked on at least three cases and have received training for Unit 310 of the National Advocacy Qualification

Case work which is being undertaken by IMCAs who are yet to successfully complete the assessment of unit 305 or 310 will be supervised by an IMCA who has completed the relevant unit.  The name of the supervisor should be included on IMCA reports. 
Paid Representatives must undertake at least eight hours of continued professional development each year relevant to the Deprivation of Liberty Safeguards.

11. Service Values, Principles and Ethos

It is expected that the Service Provider will work in line with the values and principles underpinning personalisation, recovery and relationship-centred care.

The Council Commissioners are committed to safeguarding vulnerable adults and young people.  The Service Provider will be compliant with Derby City Safeguarding Adults and Safeguarding Children procedures.  

The Council is committed to advancing equality of opportunity and providing fair access and treatment in employment and when delivering services. We work to deliver our commitments by tackling inequality arising out of age; disability; gender re-assignment; marital status and civil partnership; pregnancy and maternity; race; religion and belief including non-belief; sex or gender; sexual orientation; and other forms of disadvantage such as rural deprivation and isolation. Our policy applies to every Councillor, manager and employee of the Council and any other person or organisation employed by the Council to work or to deliver services on its behalf, including those employed through contractual, commissioning or grant-aided arrangements.  

It is the responsibility of the Service Provider to actively meet the requirements of the Equality Act 2010 and Derby City Council (DCC) responsibilities under the Public Sector Equality Duty (the Duty) by paying due regard to:

•
eliminating discrimination, harassment, and victimisation and any other conduct that is prohibited by the Equality Act 

•
advance equality of opportunity

•
foster good relations between people who share a relevant protected characteristic and those who don’t.

Having due regard means the Service Provider needs to:

•
remove or minimise disadvantages suffered by people due to their protected characteristics including remove or minimise disadvantages suffered by people due to their protected characteristics including sexual orientation, age, disability, gender, racial origin, cultural, religious or linguistic background

•
take steps to meet the needs of people with certain protected characteristics where these are different to the needs of other people

•
encourage people with certain characteristics to participate in public life or in other activities where the participation is disproportionately low.

The Council also expects the Service Provider to:

•
capture effective data collection on employees and people and analyse these statistics if requested. 

•
produce equality impact assessments on policies, procedures and services that may have an impact on people or the service as a whole

•
provide one or more equality objectives at least every four years 
The Service Provider will sign up to the national Time to Change Campaign and ensure there is at least one active Time to Change Champion within the organisation.

12. Social Value

The Service Provider will be expected to make links with the community by supporting the provision of seminars, workshops, advice, and awareness-raising for local schools, colleges, universities and other non-statutory services.

Volunteering should form an integral part of any non-statutory advocacy service, raising the quality of advocacy service in the voluntary sector by providing a centre of excellence.

13. Outcomes

The intended outcomes for individuals which we expect the provider to report upon are:

· Customers issues and concerns are resolved as far as is reasonably practicable.

· Customers best interests, rights and entitlements are fully accessed and upheld.

· Customers are supported to challenge decisions and situations that affect their lives or are discriminatory.

· Customers are treated with dignity and respect by organisations and individuals who provide services to them.

· Customers views are listened to.

· Customers have greater knowledge and information on which to base their decisions and choices.

· Customers feel more able to participate in discussions about the way services are designed and delivered, gaining new skills and knowledge to improve their ability to self-advocate in future

· Customers have advocated their views and wishes in appropriate and relevant forums.

· Customers are appropriately supported through proportionate complaints and investigations processes.

14. Monitoring Information Requirements  

All monitoring information and data will be provided quarterly in time for contract monitoring meetings as well as in an Annual Report and for any ad-hoc requests by the Council Commissioner.
Methods for collection and proposed outcome measures will be agreed with the Commissioner prior to commencement of the service but these methods and measures should provide evidence for the desired outcomes of the Service detailed within this Service Specification. Case studies for each element of the integrated service will also be a required to support this.
Staffing information - changes, training or relevant information to be supplied quarterly as a minimum. 
Reporting on referral waiting times, hours spent on each referral. 

In addition, the following statistical monitoring requirements will be required.  These will also be agreed between the Provider and Commissioner prior to commencement of the Service.

No of enquiries into Triage and destination of those enquiries

(i.e. IMHA, IMCA, Paid Rep, ICA; Signposted to another agency)

Demographic Client data for all services

	Gender
	Male, Female

	Age
	0-17, 18-24, 25-34, 35-44, 45-54, 55-64, 65-74, 75-84, 85+

	Ethnicity
	Usual standardised categories and sub-categories (White, Mixed, Asian/Asian British, Black/ Black British. Chinese / Other Ethnic Groups, Other)

	Client Group
	Physical Disability; Sensory Impairment (Sight/Hearing); Learning Disability; Autism; Mental Health; Dementia; Cognitive Impairment; Brain Injury; Long-term illness/condition; Substance Misuse; Multiple disability; Detained under MHA; Unconscious (IMCA only); None

	Client Locality at time of referral
	Own home, Care home (Residential/Nursing), Acute Hospital; Community Hospital; Supported Living; Mental Health Unit; Independent Hospital; Secure / step-down accommodation

	Usual residence of client
	Ward

	Hours worked with Client
	


IMHA

	No of open cases at start and end of quarter
	

	No of referrals made to service
	

	No of referrals taken as on-going cases
	

	Reason for referral 
	

	Reason referrals not taken up as on-going case
	

	Signposted to 
	Named agencies

	No of cases closed within quarter 
	and reasons cases were closed

	Source of referral   
	Self; hospital staff; AMHP; CMHT; family/friend; Adult Care; IMCA; Responsible clinician; other

	Client Locality at time of referral 
	Named known establishments

	Support provided for 
	e.g.1:1; Tribunal; Manager’s Hearing, S2,3,37

	Issues for resolution   
	legal advice; treatment; access services; medication; leave; discharge

	Length of time to case allocation 
	1-3 working days; 4-5 working days; above 5 working days

	Impacts and outcomes 
	Before and after measures of intervention

	Legal status of person supported
	i.e. Section 2, section 3, CTO


Informal IMHA

	No of open cases at start and end of quarter
	

	No of referrals made to service
	

	No of referrals taken as on-going cases
	

	Reason for referral 
	

	Reason referrals not taken up as on-going case
	

	Signposted to 
	Named agencies

	No of cases closed within quarter 
	and reasons cases were closed

	Source of referral   
	Self; hospital staff; AMHP; CMHT; family/friend; Adult Care; IMCA; Responsible clinician; other

	Client Locality at time of referral 
	Named known establishments

	Support provided for 
	e.g.1:1; Tribunal; Manager’s Hearing, S2,3,37

	Issues for resolution   
	legal advice; treatment; access services; medication; leave; discharge

	Length of time to case allocation 
	1-3 working days; 4-5 working days; above 5 working days

	Impacts and outcomes 
	Before and after measures of intervention

	Legal status of person supported
	i.e. Section 2, section 3, CTO


IMCA

	No of open cases at start and end of quarter
	

	No of referrals made to service
	

	No of referrals taken as on-going cases
	

	Reason for referral  
	Long-term Accommodation Move; Safeguarding; Serious Medical Treatment; DNAR; Care Review; DoLS 39A; DoLS 39C; DoLS 39D

	Reason referrals not taken up as on-going case
	

	Signposted to
	Named agencies

	No of cases closed within quarter and reasons cases were closed 
	not eligible decision; detained under MHA; decision no longer required; decision maker did not instruct; other

	Source of referral 
	Social Care, DoLS; Acute hospital, Community Hospital (identify which one); CMHT; Residential Home or Nursing Home (identify which one); GP; dentist; other

	Client Locality at time of referral
	named known establishments

	Length of time to case allocation 
	1-3 working days; 4-5 working days; 5+ working days


Paid Representative 

	No of open cases at start and end of quarter
	

	No of referrals made to service
	

	No of referrals taken as on-going cases
	

	Reason for referral  
	DoLS Authorisation; Litigation Friend

	Reason referrals not taken up as on-going case
	

	Signposted to 
	Named agencies

	No of cases closed within quarter and reasons cases were closed 
	Authorisation ended; other

	Source of referral 
	Social Care, DoLS; Acute hospital, Community Hospital (identify which one); CMHT; Residential Home or Nursing Home (identify which one); GP; dentist; other

	Client Locality at time of referral 
	named known establishments

	Length of time to case allocation 
	1-3 working days; 4-5 working days; 5+ working days


Feedback will be required from Decision Makers and workers for IMCA and Paid Representatives

For example:

· How did you contact the service?  

(Direct to IMCA; SPA Referral phone line; fax; post)

· How quickly was your referral responded to? 

(same day; 1-3 working days; 4-5 working days; more than 5 working days)

· Was the IMCAs report useful to the decision making process? 

(Yes extremely useful; yes very useful; not very useful; not at all useful)

· Please comment on what was good about the IMCA/Paid Representative involvement and what could have been improved (Free-text comment box)

ICAS

	Marketing and outreach
	Categories

	How clients heard of NHS ICA
	(Advocacy Organisation; AMHP CAB; CQC; Former Client; Friends/family/carers; GP; Leaflet; MIND; Nearest Relative;  NHS – PALS and Complaints Dept., NHS Staff; Police; Solicitor; Social Care staff; Website; Word of Mouth; Other)

	How clients contacted ICAS
	(Website; Email; Telephone; Minicom; Case Transfer)

	No. of enquiries and via what method
	through Triage; via website

	No. of unique webpage hits for and no. of documents downloaded
	Step by step guides; Leaflets; NHS complaints advocacy booklet / PDF; Easy Read MHS Complaints advocacy booklet; Referral information

	Output and throughput
	Categories

	No. of new cases in quarter with service level breakdown
	(Information/Advice; Light-touch (minimal advocacy support); Intensive Advocacy (increased support)

	No of new cases in quarter by health provider
	See Fig 1

	Length of time to case allocation 
	(1-3 working days; 4-5 working days; above 5 working days)

	No of medico-legal referrals
	

	Cases closed within the quarter
	(Within 1 month of opening; within 3 months of opening; within 6 months of opening; after 6 months of opening)

	Cases closed in quarter that were resolved 1) at local resolution and 2) at PHSO
	(Closed at local resolution; closed following Referral to PHSO (Referred); Closed following Referral to PHSO (Reviewed))

	Issues complained about in cases closed in quarter
	See Fig 2

	Cases closed in the period by clinical setting
	See Fig 3

	Cases closed in the period by health provider
	See Fig 1

	Cases closed in the period by practitioner type
	Ambulance crews (including paramedics); Dental; Maintenance and Ancillary Staff; Medical; Nursing, Midwifery and Health Visiting; PCT/CCG Administrative Staff; Professions supplementary to medicine; Scientific, Technical and Professional; Trust Administrative Staff; Other

	Total no. of cases open at end of quarter
	

	Usual residence of client
	Ward, Postcode, town or city

	Hours worked with client and in total 
	


Fig 1: Health Providers

	Chesterfield Royal Hospital NHS Foundation Trust;
	London Road Community Hospital

	
	NHS Erewash CCG

	Derby Hospitals NHS Foundation Trust
	NHS Hardwick CCG

	Derbyshire and Nottinghamshire Commissioning Hub
	NHS North Derbyshire CCG

	Derbyshire Community Health NHS Trust
	NHS NHS Southern Derbyshire CCG

	
	Nottingham University Hospitals NHS Trust

	Derbyshire Health United OOH
	Sheffield Childrens NHS Foundation Trust

	Derbyshire Healthcare NHS Foundation Trust
	Sheffield Teaching Hospitals NHS Foundation Trust

	East Midlands Ambulance Service NHS Trust
	plus others out of area as appropriate


Fig 2: Issues Complained about

	Issues Complained about
	Categories

	A Clean, Friendly, Comfortable Environment
	Aids and Appliances, Equipment, Premises

	
	Cleanliness / hygiene

	
	Hotel Services (including food)

	
	Patients property and expenses

	
	Policy and commercial decisions of Trust

	Access and waiting
	Appointments, Delay / Cancellation (Inpatient)

	
	Appointments, Delay / Cancellation (Outpatient)

	
	PCT/CCG Commissioning (including waiting lists)

	
	Independent sector services purchased by Trusts

	
	Transport (Ambulance and other)

	Acute and Community
	Admissions, discharge and transfer arrangements

	
	Aids and appliances, equipment, premises (including access)

	
	All aspects of clinical treatment

	
	Appointments – delay / cancellation (inpatient / outpatient)

	
	Attitude of Staff

	
	PCT/CCG commissioning (including waiting lists)

	
	Code of openness – complaints

	
	Communication / information to patients (oral and written)

	
	Complaints handling

	
	Consent to treatment

	
	Failure to follow agreed procedures

	
	Hotel services (including food)

	
	Independent sector services commissioned by CCGs

	
	Independent sector services commissioned by Trust

	
	Length of time waiting for a response, or to be seen: NHS Direct

	
	Length of time waiting for a response, or to be seen: Walk-in centres

	
	Mortuary and post mortem arrangements

	
	Other

	
	Patients privacy and dignity

	
	Patients property and expenses

	
	Patient status, discrimination (e.g. racial, gender, age)

	
	Personal records (including medical and/or complaints)

	
	Policy and commercial decisions of Trusts

	
	Transport (ambulance / other)

	Aspects of Clinical Treatment
	A&E

	
	Bereavement

	
	Cancer

	
	Children

	
	Coronary Heart Disease

	
	Diabetes

	
	Long Term Conditions

	
	Maternity

	
	Mental Health

	
	Misdiagnosis

	
	Multiple aspects of clinical treatment

	
	Older People

	
	Other Clinical Area

	
	Paediatric Intensive Care

	
	Pharmaceutical Industry

	
	Renal

	Better Information, More Choice
	Code of Openness – Complaints

	
	Communications / Information to patients (Oral and written)

	
	Consent to treatment

	
	Personal records (Including medical and/or complaints)

	Building closer relationships
	Attitude of staff

	
	Complaints handling

	
	Failure to follow agreed guidelines / processes (Staff training / competency)

	
	Patient status, discrimination (e.g. racial, gender, age)

	
	Patient’s privacy and dignity

	Primary Care (GPs and Dentists)
	Clinical

	
	Communications / attitude

	
	General Practice Administration

	
	Other

	
	Practice / Surgery management

	Safe, High Quality, Coordinated Care
	Admissions

	
	Discharge

	
	Miscommunication between Trusts

	
	Mortuary and post-mortem arrangements

	
	Non-referral (or unwillingness to refer)

	
	Practice / surgery management

	
	Transfer arrangements

	Safeguarding – NHS Complaints
	Alert made to appropriate authority

	Special Interest Areas
	Appeals against Mental Health Sections

	
	Continuing Care

	
	Hospital Acquired Infections

	
	Prison Surgery


Fig 3: Clinical Setting

	Ambulance Services
	Hospital Acute Services: Outpatient

	Blood Transfusion
	Independent Provider of NHS carers

	Cardiology
	Maternity Services

	Children’s (Paediatric) Service
	Mental Health services

	Community Hospital Services
	NHS Direct

	Dentistry
	Ophthalmic

	Ear, Nose and Throat
	Other

	Elderly (geriatric) services
	Other Community Health Service

	General Medicine
	CCG Commissioning

	General Surgery
	Pharmacy

	Gynaecology & Obstetrics
	Physiotherapy

	Hospital Acute Services: A&E
	Trauma and Orthopaedics

	Hospital Acute Services: Inpatient Services
	Walk-in Centres


Specialist Advocacy 

	No of open cases at start and end of quarter
	

	No of referrals made to service
	

	No of referrals taken as on-going cases
	

	Reason for referral 
	

	Reason referrals not taken up as on-going case
	

	Signposted to 
	Named agencies

	Number of volunteers
	

	Issue individual supported with
	

	Source of referral
	

	Locality of client at referral
	

	Safeguarding information if relevant
	Nature of abuse

	Safeguarding information if relevant
	Location of individual when abuse took place


15.  Current Provision
See "TD1390 - Advocacy Volumes 2016 – 2018" document.
16.  Relevant National Government Legislation, Policies and Guidance

Local Authorities are required to provide services in compliance with legislative frameworks, national policy and guidance and as such we expect all of our commissioned services to enact and comply with these and seek to address any future relevant legislative and policy changes that may arise. Current legislation and relevant policy and guidance affecting this Service include:

· The Mental Health Act 1983 (amended 1987)

· Human Rights Act (1998) Articles 5 and 8 in particular

· Data Protection Act (2018)
· The Advocacy Charter (2002)

· A Code of Practice for Advocates (2006) based on the Advocacy Charter

· Department of Health - Reference Guide to the Mental Health Act (2008)

· The Mental Capacity Act (2005) and Regulations on IMCAs and Relevant Persons’ Representatives.

· The Mental Capacity Act Code of Practice (2007)

· The Mental Health Act Code of Practice (2008) currently under review

· The Deprivation of Liberty Safeguards (DoLS) Code of Practice (2008)

· Equalities Act (2010)

· National Mental Health Strategy - No Health without Mental Health (2011)

· Think Local Act Personal: Next steps for transforming Adult social care (2011)

· Transforming Care: a national response to Winterbourne View Hospital (2012)

· Health and Social Care Act (2012)

· Francis Enquiry (2013)

· Closing the Gap (2013)

· House of Commons Health Committee - Post-legislative Scrutiny of the Mental Health Act (2013)

· Post-legislative Scrutiny of the Mental Health Act – Government’s Response to the House of Commons Health Committee (2013)

· House of Commons Health Committee - Post-legislative scrutiny of the Mental Capacity Act (2013)

· Post-legislative scrutiny of the Mental Capacity Act – Response to the House of Commons Health Committee (2014)

· Key case law including the Supreme Court Judgement on DoLS (P v Cheshire West and Chester Council and another; P and Q v Surrey County Council (19 March 2014; [2014] UKSC19) and London Borough of Hillingdon v Neary & Anor [2011] EWHC 1377

· Care Quality Commission Briefing – Deprivation of Liberty in health and social care (April 2014)

· Valuing every voice, respecting every right - Making the case for the Mental Capacity Act (2014)

· Crisis Care Concordat (2014)

· Care Act (2014) - Regulations and Practice Guidance

· SCIE Guide 32 - Practice guidance on the involvement of Independent Mental Capacity Advocates (IMCAs) in safeguarding adults (2009)

· SCIE Guide 39 – IMCA involvement in accommodation decisions and care reviews: Accommodation decisions and the Deprivation of Liberty Safeguards (2010)
· SCIE Guide 41 – IMCA and paid relevant person’s representative roles in the Mental Capacity Act Deprivation of Liberty Safeguards (2011 – reviewed 2014)

· SCIE Guide 42- Good Practice Guidance on accessing Court of Protection (2011)

17. Information Sharing and Data Protection

People have a general right to independence, choice and self-determination including control over information about themselves. In the context of adult safeguarding these rights can be overridden in certain circumstances.

Emergency or life-threatening situations may warrant the sharing of relevant information with the relevant emergency services without informed consent.  The Service Provider and any associated organisations will sign up to Information Sharing Agreements/Data Processing Agreements as part of the pre-contract/ contract initiation period. 

The law does not prevent the sharing of sensitive, personal information within organisations. If the information is confidential, but there is a safeguarding concern, sharing it may be justified.

The Service Provider and its Personnel shall comply with Data Protection Act 2018 and article 8 of the Human Rights Act (the right to privacy) and any subsequent legislation that is applicable during the course of the Agreement. 

As a minimum this means:

•
Users are informed of how their personal data will be processed;

•
Personnel will not share information about Users outside of the workplace;

•
Records will be accurate and kept up to date;

•
Users will have a right to access to information held about them;  

•
Personal tasks will be carried out in complete privacy;

•
Personal data will be kept secure at all times;

•
Any disclosure of personal information must be done securely;

•
Personal data will not be collected that is not required for the provision of the Service.
The Service Provider shall have a Data Protection policy that governs conduct of Personnel and how personal data is kept secure.

The Service Provider will ensure that the Personnel who provide this service are aware of their responsibilities under the Data Protection Act 2018.
The Service Provider must therefore ensure signed confidentiality agreements are in place for all members of Personnel working on the contract.

The Service Provider will ensure appropriate security procedures are followed to protect the personally identifiable information belonging to Customers when making referrals or communicating on their behalf. 

18.  LOTS

The opportunity has not been broken down into lots. The Commissioners are seeking a single provider or consortia of providers with a lead contracting organisation to deliver an independent integrated advocacy service.
19. INSURANCE
The Service Provider will have the following insurances in place during the performance of the contract:

· Employer's liability insurance in accordance with any legal requirement for the time being in force in relation to any one claim or series of claims

· Public Liability Insurance - £5m for each and every event

· Professional Indemnity Insurance - £2m for each and every event

20. THE TRANSFER OF UNDERTAKINGS REGULATIONS 2006 (TUPE)

The retendering of this contract may give rise to a possible presumption that the European Acquired Rights Directive 77/187 and/or the Transfer of Undertakings (Protection of Employment) 2006 regulations may apply in the event of this contract being awarded to a new Service Provider.

However, the Council provides no warranty about the accuracy of this information or the actual legal position and therefore makes no representations about the applications of TUPE. Tenderers are advised to make their own enquiries by seeking independent professional legal advice on the consequences for them if they are the successful tenderer and the TUPE regulations do apply. 
21. IR35 (INTERMEDIARIES LEGISLATION) AMENDMENT FOR OFF-PAYROLL WORKING IN THE PUBLIC SECTOR

The law now requires public sector bodies to decide the employment status of persons they engage to provide Services, or predominantly Services, through an intermediary such as a personal service company or agency. The Council will decide the employment status prior to engagement using HM Revenue and Customs employment status tool, which can be found here –
https://www.tax.service.gov.uk/check-employment-status-for-tax/setup

If the Council decides the engagement is ‘employment’ Tax and Employees National Insurance will be deducted from the Service Providers invoice under PAYE. 

The Council believes that IR35 is not applicable to this requirement. However, if it becomes apparent that there needs to be a review of the employment status of this requirement, then the Service Providers shall co-operate with and assist the Council in reaching a decision if IR35 is applicable, which shall rest with the Council.

22. PAYMENTS AND FUNDING

Payments will be made by the Council, in arrears, on a quarterly basis. 

Invoices are to be sent to the Council on a quarterly basis in arrears. No payments will be made without a valid invoice.

23. CONTRACT MOBILISATION, TERM AND TERMINATION

The contract start date is 1st April 2019 
The contract will be let for an initial term of two years with an option to extend in twelve (12) monthly increments, subject to satisfactory performance and business needs for a further three years. Maximum contract term will be five years. 

 Definitions

	Adults, Health and Housing
	The department within Derby City Council with management responsibility for Adult social care services

	BME
	Black and Minority Ethnic

	Client
	Any person who receives a service from the Service Provider

	Decision Maker


	The person who has to make the decision as to whether someone lacks capacity under the MCA is known as the ‘decision-maker’ and normally will be the carer responsible for the day to day care (including both care staff, relatives or friends), or a professional such as a doctor, nurse or social worker where decisions about treatment, care arrangements or accommodation have to be made.

	Dignity Champion
	A Dignity Champion is someone who believes passionately that being treated with dignity is a basic human right, not an optional extra. See www.dignityincare.org.uk   for more details.

	DBS
	Disclosure and Barring Service

	DNAR
	Do not attempt resuscitation 

	DoLS
	Deprivation of Liberty Safeguards

	GMC
	General Medical Council

	Healthwatch
	Healthwatch strengthens the collective voice of patients and the public, so that service providers and commissioners listen to what they have to say. and then hold them to account, for how they use the information provided to shape, inform and influence service delivery and design.

	ICA
	Independent Complaints Advocate

	IMCA
	Independent Mental Capacity Advocate

	IMHA
	Independent Mental Health Advocate

	ISAS
	Independent Statutory Advocacy Service – the Service specified in this document

	Local Resolution
	Clients and NHS staff working together to resolve complaints at a point as close as possible to the point of service that has caused dissatisfaction

	MCA
	Mental Capacity Act (2005)

	MHA
	Mental Health Act 1983 (Revised 2007)

	Paid Representative
	Supports the relevant person (Client) to understand the deprivation if liberty authorisation and their rights in relation to this

	PALS
	Patient Advice and Liaison Service (NHS)

	POVA
	Protection of Vulnerable Adults

	Protective measures
	Actions that are required to make a person safe under Safeguarding Vulnerable Adult’s procedures

	Relevant Person’s Representative (RPR)
	Referred to in this specification as Paid Representative

	Service Specification
	Document detailing the range of services to be provided within the contract 

	Time to Change Campaign
	Time to Change is a national mental health campaign aiming to reduce mental health-related stigma and discrimination. See www.time-to-change.org.uk for more details.
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