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PURPOSE
1.1 Introduction 
1.2 
This Specification describes the Authority’s expectations for the delivery of Integrated Advocacy support for all Adults with General Care and Support Needs who have substantial difficulty in being fully involved in key care and support processes such as assessment, review or discharge.
1.3  
The provision of high quality advocacy support for adults is fundamental to the Authority’s delivery of statutory duties within the Care Act, of which the core principle is meeting the needs of individuals, and the promotion of their wellbeing
. The concept of wellbeing is wide ranging, but encompasses the opportunity for an individual to participate in training and recreational activity, and establish meaningful personal relationships to achieve social wellbeing. 
1.4 
Overall advocacy supports the principles of Prevention, Personalisation, Partnership, Protection, Productivity, and People as described in ‘A Vision for Adult Social Care’ (Dept. of Health 2010). It will support the roll out of ‘Supporting Lives Connecting Communities’ – in which advocacy is recognised as a fundamental component which enables people to exercise choice or control. 

1.5 
Crucially, the Care Act highlights how the focus on individual wellbeing requires a change from the previous national approach of having duties on local authorities to commission specific services. Authorities must commission services (including Advocacy support) that are responsive to individual needs, and can be flexible to meet the outcomes set out in an individual’s own care plan. The resident will be central to the development of the outcomes.
1.6  
The Act also recognises the importance of family and friends who provide informal and formal care to individuals. Provision of appropriate advocacy support services will reduce the burden on Carers, contributing positively to their wellbeing as well as helping the individual to exercise their rights and ensure practitioners listen to their views and options. It will also help to promote social inclusion, equality and justice.  The service will recognise the individual needs of Carers and family members and work in partnership with them to achieve the Residents identified goals.
1.7 The provision of Advocacy is a statutory requirement for Local Authorities who have a duty to procure an independent provider to deliver these services to their Residents. The Advocacy Service meets the council’s statutory requirements as outlined in The Care Act 2014, The Mental Capacity Act 2005 and Mental Health Act 1983 (passed in 2007). In addition, this specification is informed by relevant national guidance and legislation on the delivery of high quality advocacy support in particular, The Equalities Act (2010). The provider will ensure that the service does not discriminate against any of the characteristics protected in the Act, hereby referred to as Protected Characteristics.  The provider will also be required to provide a range of lower level interventions and materials to support those who do not meet the criteria for these statutory services as part of the non-statutory advocacy provision. 
1.8
In addition, the Specification has been developed using local knowledge and expertise around current and previous service provision of advocacy support, and demographic information detailing the type and level of local needs (set out in Section 2 below).

1.9
This Specification forms part of the Contract between the London Borough of Newham (“the Council”) and the Provider as the responsible organisation for the overall management of the Contract for the Provision of Integrated Advocacy Services in the London Borough of Newham (“the Contract”).
1.10
The Contract shall commence on the 1st September 2024 and, subject to satisfactory performance, shall continue until the 31st August 2026 (“the Contract Period”). At the Council’s discretion and subject to available funding the Contract Period may be extended by up to two (2) years, providing a total possible Contract Period until midnight on the 31st  August 2027.
1.11 
The Provider shall at all times during the Contract Period provide the Service in accordance with this Specification and the Conditions of Contract in a continually effective, efficient and safe manner, to the satisfaction of the Authorised Officer.
1.12 
Although this Specification describes how and when the Service should be undertaken, the Provider shall have the expertise to perform the Service logically if some areas have not been described in detail.

1.13
Nothing contained in this Specification absolves the Provider from complying with any legislative standards, practices or such like applicable to the performance of the Service. In performing the Service, the Provider shall be required, as a minimum, to comply with all applicable legislation irrespective of whether such requirements are expressly referred to in this Specification or the Conditions of Contract. 

2.   
DEMOGRAPHIC INFORMATION
2.1 The overall population of Newham is increasing at a pace, and there is expected to be a proportional increase in the number of people with health and social care needs. The latest ONS mid-year projection for 2020 estimates the total population of Newham to be 355,266
. This is expected to increase to over 400,000 by 2028 and just under 450,000 by 2035
 - one of the biggest population increases in London.
2.2 Newham has the most ethnically diverse community in England and Wales (72% of the population are from Asian, Black, and Minority ethnic groups
) with over 100 languages spoken in the borough. The majority  of the Newham population speaks English as their main language (65%), with 7.1% not speaking English well and 1% not speaking English at all
. As such, local services need to be culturally competent and able to utilise translation and interpretation services when required.
2.3 According to key Newham data, people aged 65 and over make up a relatively small proportion of the Newham population compared to London and England as a whole. Just 7% of the total Newham population is aged 65 and over (just over 25,000) compared to 18.4% nationally. However, this age group is predicted to rise to 14% of the population by 2043
.
2.4 According to key data from the Office for National Statistics, Newham Residents are predicted to have poorer health outcomes than other parts of London or the UK. The Disability-free life expectancy at birth is 65.7 years for females and 60.9 for males (all ages), compared to 60.9 years for females and 62.4 years for males (all ages) in the UK
. 
2.5 
Age UK estimates that people aged 50 and over contribute to the economy of over £15bn annually as unpaid Carers: supporting them to continue to undertake a caring role is therefore essential. 6.5% of the Newham population identify themselves as Carers providing nine or more unpaid hours of care per week
. Overall, the demographic profile of Newham and the challenges highlighted above are driving increased need and demand for health and social care services in Newham. 
2.6  
The Care Act 2014 brought in new statutory obligations for Local Authorities to enable eligible service users and Carers access to independent advocacy and the 2014 Supreme Court Judgement regarding Deprivation of Liberty Safeguards (DOLS) has seen an increase in demand for IMCA interventions. Add in welfare reforms, significant areas of service redesign, changes in eligibility criteria and cuts to public services and more people than ever are seeking an independent voice to speak up for, or with, them.  Hence the need to develop a strategic approach to the way advocacy is commissioned in Newham so as to create the flexibility to meet this potential increase in demand and at the same time provide an improved service user experience 
2.7  
Mental Health needs in Newham. Newham has an estimated prevalence of common mental disorders of 23.9% in those aged 16 and over (Adult Psychiatric Morbidity Survey – APMS 2017). A lower proportion of adults in Newham have Serious Mental Illness (SMI) (1.08%) compared with the London average (1.11). This is higher than the England average (0.95) (QOF prevalence 2021/2022). The rate of premature mortality in adults with SMI is 140 per 100,000 in Newham compared with 104 per 100,000 in England
.

2.8
The past three years have seen an increase in the number of Residents in contact with NHS funded secondary mental health, learning disability and autism services. This is a 3% increase for under 18’s and 8% increase in those 18 and over in the past year. There was a 10% increase nationally. 
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2.9
In 2022-23, 20 young people (under 18) and 885 adults (18 or older) had an inpatient admission with NHS funded secondary mental health, learning disability or autism
. This was a 20% reduction for young people and 6% reduction in adults from 2021-22.  
2.10
We anticipate that during the life of this contract there may be legislative changes in relation to the Mental Health Act Reform. At the point of developing this Specification, the current government announced some intentions regarding the proposals they planned to adopt in the next Parliamentary cycle
. However, decisions are pending the outcome of the next election. The London Borough of Newham have considered the most recent Government response, it has aimed to capture the potential impact this in the length of the contract and details of the Specification.
3.
THE SERVICE
3.1   
The London Borough of Newham wishes to commission Integrated Advocacy support services. This service will be broken down into three distinct Tiers i.e.:
· Tier 1 – Statutory advocacy [Care Act, Independent Mental Capacity Advocacy (IMCA, including Rule 1.2 and RPR)];

· Tier 2 – Independent Mental Health Advocacy (IMHA);

· Tier 3 – Non-statutory advocacy

3.2 
The Care Act places a duty on Local Authorities “to promote choice and control by the individual around their care and support and how it is delivered“; and in all matters governed by the Care Act “to start from the assumption that the individual is best placed to be able to judge the individual’s well-being”. Out of this is a requirement to provide independent advocacy to support “qualifying Residents” through all aspects of the care and support planning process and through any safeguarding processes. This requirement sits alongside existing requirements within the MCA. 
3.3 
The Care Act 2014 defines “qualifying Residents”, as those who may have substantial difficulty in engaging with the care and support process (e.g. understanding and retaining relevant information, communicating their views, wishes and feelings, etc.) and who do not have an appropriate individual who can facilitate their engagement.
3.4 
The MCA 2005 places a duty on Local Authorities to refer an individual who lacks capacity and has no family or friends to support them to an Independent Mental Capacity Advocate (“IMCA”) when proposed decisions relate to provision of: 

· Serious medical treatment (as specified in Section 37 of the MCA);

· Accommodation by an NHS body (as specified in Section 38 of the MCA); and

· Accommodation by a Local Authority (as specified in Section 39 of the MCA).

An IMCA will be provided for individuals residing in the borough, regardless of whether they are ‘ordinarily resident’ or funded by another Local Authority.
3.4.1 
In addition, an IMCA must be provided under the Deprivation of Liberty Safeguards (DoLS) when an individual:
· Requires support and representation during the assessment process where there is a request for a standard authorisation; and when a best interests assessor has been appointed by a supervisory body to determine whether there is an unlawful deprivation of liberty (as specified in Section 39a of the DoLS); 
· Is deprived of their liberty under the DoLS and has no representative - in order to fill in the gap between the appointment of a representative to avoid the individual going for periods without someone in this role (as specified in Section 39c of the DoLS); 

· Requires support and representation in understanding the authorisation and their rights to review and access to the Court of Protection. The IMCA may also request a review or make an application to apply to the Court of Protection. This is only available if the individual has an unpaid representative, for example, a family member (as specified in Section 39d of the DoLS).
 

3.4.2 
An individual who lacks capacity and alleged to be responsible for abuse is also entitled to IMCA support for the related enquiry. 
3.4.3 
Relevant persons Representative (RPR) - The function of the RPRs role is to support individuals (who are in care or any regulated accommodation) subject to a Standard Authorisation, as set out in the Mental Capacity (Deprivation of Liberty: Appointment of Relevant Person Representative) Regulations 2008. They are required to maintain contact with the relevant person; to represent and support the relevant person in all matters relating to the deprivation of liberty safeguards, including, if appropriate, triggering a review, using an organisation’s complaints procedure on the person’s behalf or making an application to the Court of Protection. Most individuals will have family or friends support to act in this role; however, when this is not the case a paid RPR will need to be appointed. They will visit on a regular (four (4) to six (6) week) basis during the duration of the authorisation and provide regular reports to the Council.
3.4.4 
Rule 1.2 (3A) Representative - is a community DOLS equivalent to RPR specifically for non-registered accommodation e.g. peoples own homes or privately rented accommodation in the community to help ensure that what the courts have authorised is being followed.
3.5  
Independent Mental Health Advocate (IMHA) services were introduced under the Mental Health Act 1997 to safeguard the rights of people detained under the Mental Health Act 1983 and to enable them to participate in making decisions about their care and treatment (see Department of Health, 2008). 
3.5.1 
The Provider will deliver Independent Mental Health Advocacy services to qualifying patients in Newham covered by the Mental Health Act 2007. 
3.5.2 
IMHA services provide an additional safeguard for patients who are subject to the Act. They are provided by advocates who are trained specifically to work within the framework of the Act to meet the needs of patients. 
3.5.3 
MHA services do not replace any other advocacy and support services that are available to patients, and should to operate in conjunction with those services. 
3.5.4 
Qualifying patients: IMHAs work with a specific group of people.  These people are all entitled to speak with an IMHA by law. People who are eligible to use IMHA services in England are:

· People detained under the Mental Health Act 1983 amended in 2007 (even if on leave of absence from the hospital), but excluding people who are detained under certain short-term sections (4, 5, 135, and 36);

· Conditionally discharged restricted patients;

· People subject to guardianship;

· People subject to supervised community treatment orders (CTOs);

· Other patients, who are admitted to hospital on a voluntary basis, are only eligible for IMHA services if they are being considered for section 57 or section 58A treatment (i.e. treatments requiring consent and a second opinion).  This includes people under the age of 18 who are being considered for electroconvulsive therapy (ECT);

· IMHA services are the responsibility of the local authority in which the patient is receiving the mental health treatment, regardless of where they ordinarily reside;

· There are no age restrictions given in the Mental Health Act 1983, so IMHA should be available for adults and young people;

· The legislation requires mental health treatment services to inform qualifying patients of their right to an IMHA. 

3.5.5 
A qualifying patient may ask for support from an IMHA at any time after they become a qualifying patient. Patients have the right to access the IMHA service rather than an individual IMHA, though it is good practice for the same IMHA to be involved where possible, while the case stays open 
3.5.6 
A patient may choose not to access or to end IMHA support at any time. The current government published a response to the Joint Committee on the draft Mental Health Bill on 23.03.2024.
 This clarified their intention to:
· Introduce a form of ‘opt out’ advocacy to ensure all detained patients are offered a service. The new opt out scheme should be prioritised for formal patients who are potentially more vulnerable compared to informal patients;

· The draft bill would extend the statutory right to an independent mental health advocate (IMHA) to all mental health inpatients, including voluntary patients.

This would be pending the outcome of the next general election. If implemented, the earliest likely date for implementation is April 2026 (introduction of ‘opt-out’ arrangements) and November 2026 (expansion to include Informal patients). These estimates are based on an earlier government implementation schedule (see Mental Health Act Draft Bill: impact assessment
).

3.5.7 
IMHA is not available to:
· Patients being detained on Section 4 until the second medical recommendation is received;
· Patients under the holding powers of Section 5;

· Patients in a place of safety under section 135 or 136.
3.6 
Non-statutory advocacy – the provider will deliver a range of lower level interventions and materials to support those who do not meet the criteria for these statutory services as detailed above as part of Tier 3, this is to include but not limited to one-to-one (1-1) support, peer advocacy and group advocacy. Residents eligible for this element of the service will consist of Residents and those who are registered with a General Practitioner in the boundaries of the borough aged eighteen (18) or over with eligible health and / or social care needs. They may have an issue with their current care and support arrangements but do not have a statutory need for advocacy as they have capacity and / or do not have substantial difficulty in engaging in key processes associated with their care or support. The provider will ensure that non-statutory advocacy is mainly provided through trained volunteer advocates who have experience on a wide range of health, social care and wellbeing issues.
3.6.1 
Communication needs – the provider will provide support to all Residents including those with communication needs in particular those people who are registered deaf, deaf or hard of hearing (including Specialist Communicators when required), directly or by sub-contracting to another provider.
3.7.

Estimated service activity
3.7.1  
The estimated number of hours required, based on activity within the current contract, are:

	Service Element
	Estimated Maximum Time Per Resident (Hours)


	Estimated Number of Service Hours Per Year
	Estimated Number of Residents


	Care Act Advocate
	11
	1980
	180

	IMCA
	7
	1050
	150


	Rule 1.2 (3A)
	19
	2280
	120

	RPR
	19
	1520
	80


	IMHA
	7
	2016
	288

	Non-Statutory


	5
	1050
	350

	TOTAL 
	
	9896
	1168


The estimated hours of the non-statutory element of the Service shall be delivered through a combination of: 
· One-to-one (1-1) case-work that will take on average two (2) hours and shall not exceed five (5) per Resident; 
· Building community capacity in order that Residents are able to self-navigate or support family and friends to navigate the health and social care processes. This shall consist of: 
· Information, advice and guidance, including signposting and referral to other relevant services delivered via the Provider’s website; and email or telephone; 

· Peer advocacy - the Provider shall develop a pool of peer advocates (a minimum of ten (10) who have experience and trained to provide help and support to Residents who approach the Service. Peer advocates will act on a voluntary basis;

· Group advocacy - the Provider shall organise and facilitate groups for Residents that experience similar issues (e.g., those living in a Supported Living Service may experience similar issues with respect to choice and control over the décor of their property). Working together with appropriate facilitation they can share skills and knowledge that enable them to navigate their cases individually, or where relevant advocate as a group. The Provider shall establish a minimum of ten (10) groups in line with different issues that are raised by Residents. The Provider shall employ engagement approaches appropriate to the needs and requirements of different communities and groups.
3.7.2 
Out of Borough cases - The provider will be responsible for providing advocacy support to eligible Residents who live Out of Borough (and are the responsibility of Newham)  directly or through sub-contracting to another provider. 

3.7.3 
Altogether, the level of predicted activity in relation to the different elements of the Service is ten thousand (10,000) hours per annum. The Provider shall deliver this level of activity within the agreed Contract Sum. These hours shall be inclusive of all aspects of the Service (e.g. preparation, travel, consultations, direct casework, attendance at meetings, hearings, administration, RPR and or any training, etc.).
3.7.4 
The Provider shall operate the Service in an environment where the impact of new legislation, recent Supreme Court judgements and new processes may change, meaning that precise demand / projection is not possible. The Provider shall discuss any changes and resultant impact on the Service with the Authorised Officer, as part of monitoring of the Contract.
3.7.5 
Should activity exceed the predicted level of contracted hours, the Council will purchase additional hours on a spot basis from the Provider, at the hourly rate submitted by the Provider in the Pricing Schedule within their Tender. Such hours will only be drawn down as a contingency to meet a statutory need, and the Provider shall alert the Authorised Officer as soon as annual projections indicate that additional hours may be required. 
3.7.6 
The Service shall be staffed by advocates who are trained across all elements of the Service (i.e. Care Act, IMCA, RPR, Rule 1.2 (3A) and IMHA) to ensure that the Service can orientate to meet any increase in demand in any particular element of the Service. 


3.8 
Description of service
3.8.1 
The provider will make available all the elements of service (i.e. Tier 1, Tier 2 and Tier 3) available for all qualifying Residents as detailed above.
3.8.2 
The Provider shall ensure easy access to comprehensive information, in appropriate formats, about the various elements of the Service: including specific information about statutory elements of the Service. In addition to promotional materials, the Provider shall promote the Service at Newham University Hospital (“NUH”), Newham Centre for Mental Health, local care homes and other services as appropriate. 
3.8.3 
Advocacy will be delivered on an individual basis with qualifying Residents/patients. In general, each element of the service will support the resident in their chosen course of action, unless this course of action puts the resident, the service or others at risk of danger, or the action is illegal. 
3.8.4 
The service will be fully compliant with the Mental Health Act 1983 and the Code of Practice (Mental Health Act 1983) for England, Care Act 2014, MCA 2005, The Equality Act 2010 and all requirements of other relevant legislations in respect of Health and Safety, Environmental Health etc. must be met.
3.8.5 
The involvement of an Advocate/service does not affect a resident’s /patient’s right (or the right of their nearest relative) to seek advice from a lawyer. These arrangements can be in addition to and not as a replacement of the resident’s statutory right to access the service. 
3.8.6 
Service provision will address the following, but is not limited to:
· Initial response;

· Information, support and representation to individuals;

· The management of advocacy for non-instructed qualifying Residents/patients;

· Signposting to appropriate services;

· Awareness raising to individuals and groups as well as health and social care professionals etc.

· Support to make complaints about their treatment or care from health and social care agencies

· Delivering a one to one service, in a suitable accessible meeting space, undertake home visits where necessary and practical (this will only be done following risk assessment and the availability of two staff), meet in mutually convenient places/times for individuals;

· Support and/or representation for individuals to promote choice, health, well-being, inclusion and access to appropriate services, and help to empower individuals to express their needs and wishes;

· Ensuring that individuals are aware of the range of choices open to them, and that their views are heard and taken into account in all matters affecting them;

· Ensuring confidentiality for the user and working in partnership with the user on his or her behalf;

· Links with advocacy user networks;

· The promotion of self and group-advocacy;

· Opportunities for group advocacy and the encouragement of peer support;

· Report any safeguarding issues through the agreed channels.
3.8.7 In respect to IMCA reporting, the following is expected: reports to be produced at the end of their involvement or for the decision-making forum. 
3.8.8 In respect to RPRs and Rule 1.2 (3A): the following is expected: quarterly reports, unless there have been significant changes, and one (1) month before the authorisation is due to expire. 
3.8.9 Advocates will work in partnership with the Residents and Carers who access their service. They will be directed by them, as far as possible, and support self-advocacy. They will promote social inclusion, equality and social justice. 

3.9 
Staff skills (across all services elements)
3.9.1 
The provider shall ensure that all staff engaged with delivery of service are suitably trained and have the knowledge, experience and skills to provide the service. The service will have appropriate levels of staff to work with the specified number of Residents. Advocates should complete the National Qualification in Independent Advocacy.
3.9.2 The provider shall ensure that Advocates are trained in how and when ‘non instructed advocacy’ is provided. Some residents may lack the mental capacity to instruct their Advocates in some or all of the work that the Advocate will undertake with them. 

When a person cannot communicate their views or wishes in a way that can be understood by other people, then advocates may use recognised approaches to ensure that what may matter most to the person is represented. Advocates will need to take additional steps to determine as far as possible what the person's likely wishes, feelings and desired outcomes are likely to be, to best represent the person. 
The advocate's role in non-instructed advocacy may include: upholding the person's rights; making sure that their likely concerns are recognised and responded to; ensuring access to support; and encouraging decisions to be taken based on what is important for the person, and challenging any that appear not to be. A person's ability to communicate what is important to them might fluctuate and advocates may move between using non-instructed advocacy and using instructed advocacy
.

3.9.3  
The provider shall ensure that all staff can demonstrate their ability to treat Residents with dignity and communicate effectively both verbally and through written communication.
3.9.4 
The provider shall ensure that Residents are respected and provided with a safe environment where they can exercise choice and control over the support they need and how it is delivered. 
3.9.5 
The provider shall comply with the requirements of all Acts, Regulations and Orders relating to the employment of staff in connection with the contract.
3.9.6 
The provider shall ensure that all staff receive the necessary regular supervision, support and professional development to enable them to work effectively.
3.9.7 
In addition, the provider shall ensure that staff have adequate knowledge and skills, supported by induction and ongoing training in the areas outlined, but not limited to the  below in line with recognised areas of need:
· Core advocacy principles, for example those laid out in the Advocacy Charter*
· Anti-oppressive practice and culturally appropriate advocacy training*
· Communication, including specialised communication skills, for example communicating with people with a learning disability*
· Identifying abuse or neglect*
· Understanding human rights and how to promote them*
· Health inequalities*
· Making information available to people about how to make complaints, for example about health and social care services or local authorities*
· Social skills, for example being approachable and building rapport*
· Perseverance and tenacity*
· Time management*
· Managing expectations*
· Confidence to challenge decisions*
· Consistency*
· Maintaining General Data Protection Regulation (GDPR) compliance, report writing and record keeping*
· Understanding structural inequalities and intersectionality*
· Equity, diversity and inclusion*
· Mental Health Act, The Care Act, MCA 2005, The Equality Act 2010, etc.
· MHCOP  training (Mental Health Care for Older People);
· First Aid;

· Health and  Safety;

· Working with people whose behaviour is challenging;
· The Safeguarding Adults procedure and policy as contained on ADASS London multi-agency safeguarding policy and procedures 
· Have a local safeguarding policy and pathway that compliments and supports the London Multi-agency safeguarding policy.
 
* As recommended in section 1.9.3 NICE Guideline NG227 Advocacy services for adults with health and social care needs (Nov. 2022).
The provider will be expected to meet the following outcomes across all the services elements [Care Act, IMCA (including Rule 1.2 (3A) and RPR), IMHA and non-statutory]. The service must demonstrate progress against all these outcomes through a quarterly submission, which will have additional KPIs and qualitative reporting requirements as outlined below. Monitoring officer and Provider will hold formal monitoring meetings once a quarter, including an annual performance review, where  the outcomes and KPIs will be reviewed. The provider shall ensure that Outcome-Focused services are fundamentally person-centred in approach, recognising that each person is unique and will have different requirements. 
The provider will deliver the service to achieve the following Outcomes:
	Overarching Outcomes: All elements of the service (i.e. Tiers 1,2 & 3)

	Outcome
	Outputs
	Measurement / Indicators
	Means of verification / frequency

	The service is well managed, high quality and operates within relevant quality frameworks
	The Advocacy Service is able to provide a well-managed, high quality service that is promoted to all relevant members of the community. 
	Number of Residents  supported by service (to include all 3 tiers):

292 (1168/year)
	Quarterly KPI submission



	
	
	Number of hours used (to include all 3 tiers):

2500 (10,000/year)
	Quarterly KPI submission



	
	
	100% of Residents given a start date within 3 working days’ once  referral accepted by service (all 3 tiers).
	Quarterly KPI submission



	
	
	Recording of number of Referrals to Safeguarding( including Type and Location for all 3 tiers)
	Quarterly KPI submission



	
	
	Recording of the response times, and keeping within timescales outlined below (Section 5.6)
	Quarterly KPI submission



	Residents are able to access the Advocacy Service is proactive and makes reasonable adjustments to reduce exclusion.
	The Advocacy Service will proactively support Residents and Carers protected under the Equality Act to engage in Advocacy Services. The Advocacy Service will be able to demonstrate measures to tackle all forms of inequality, discrimination and social exclusion.
	Number of residents supported by the Service by Protected Characteristics
	Quarterly KPI submission



	
	
	Provider provides evidence of disability / communication specific support provided Residents. Including sub-contracting to meet this need and or specialist communicators provided.

	Quarterly KPI submission

Resident satisfaction survey


	Residents are able to exercise informed choice and control and have their views heard and acted upon 
	Residents and their Carers are enabled and feel confident to speak up for themselves and be heard and their views taken into consideration as a result of advocacy intervention. For non-instructed Advocacy see as 3.9.2.
	More than 90% of Residents and their family/Carers report they have been empowered to make informed choices and have their views heard and taken into consideration.
	Resident satisfaction survey
Quarterly KPI submission



	
	Residents and Carers are confident in their ability to self-advocate now or in the future to deal with the presenting issues independently
	100% of Residents and their family/Carers report being supported to articulate their own views and wishes and or self advocate to achieve satisfactory outcomes.


	Case studies 

Resident Satisfaction Survey

	
	All Residents are provided with accessible, clear, consistent and timely information about the advocacy options available to them


	100% of Residents and family/Carers report that the information provided was clear, accessible, related to their needs, of good quality and up to date
	Quarterly KPI submission

Resident Satisfaction Survey 

	
	Residents feel that all options have been explored to enable them to make better and informed decisions
	More than 90% of the Residents and their family/Carers are aware and report that many options were made available to them and they are satisfied that their interests are being met by the advocates 
	Case studies/evaluation

	People have access to a range of options, are involved in determining their own support and feel involved in the development of the service
	People using the services feel that they have been listened to.


	The provider has in place an up to date Residents and Carers Involvement/Engagement Policy and relevant procedures.
	Quarterly Report

	
	
	Residents confirm they have had access to a range of options and feel involved in the development and improvement of the service


	Resident Satisfaction Survey 

	
	Residents and Carers are actively involved in decision-making that about the service(s) they receive.

 
	Evidence provided that a minimum of 50% of Carers and Residents were included in meaningful consultation in each quarter.
	Quarterly report

 

	
	Residents confirm that their views were taken into account
	Quarterly  Resident Satisfaction Survey or qualitative questionnaire to gain feedback


	Case studies

Quarterly KPI Submission 

	People receive well 
co-ordinated support to enable them to  meet their stated outcomes 

 
	Residents and Carers have an Advocacy Agreement or Advocacy Plan that clearly identifies the desired outcomes or objectives of the Advocacy support.
	Quarterly Resident Satisfaction Survey or qualitative questionnaire to gain feedback. This to also take into account other ‘process’ outcomes (e.g. being heard) or unplanned outcomes.

	Resident Satisfaction Survey 

Quarterly report


	
	Provider identifies and works with other partners to achieve stated outcomes for individuals. 


	Provider to keep a log of activities (or signposting), undertaken with partners dates and evidence of attendance/records as well as participating partners.
	Quarterly report



	
	Evidence is available through individual support plans that relevant partners are involved were appropriate.

	Sample support plans available for quarterly/annual review 
	Quarterly/annually 



	
	Residents and Carers receive well co-ordinated support from different partner services.

Carers and Residents are involve in services design and delivery
	Resident and Carers confirm this via annual satisfaction survey
	Quarterly/annual 

	
	Provider delivers 4 information sessions per quarter to other partners about the service and how to make a referral and including discussion on how best the provider can work in partnership with them.
	Provider provides a programme which clearly shows number of sessions delivered, this to include dates and evidence of attendance/records as well as participating partners 
	Quarterly report

	All Residents are treated with dignity and respect. 
	All people their families/Carers using the service can confirm that they have been treated with dignity and respect by all those involved in providing the service.
	Provider provides two case studies per quarter produced in partnership with people using the service, their family/Carers that highlight how the service treats people.
	Resident and Carers satisfaction survey  

Case studies Quarterly report



	
	100% compliments received and 0% complaints on this issue received by the provider in relation to dignity and respect
	Evidence of complaints and compliments log is available detailing type of complaint/compliments  and how it was dealt with 

Information on why people have left the service is available
	Resident and Carers satisfaction survey

Exit interviews 

 

	
	100% of Residents their family/Carers feel safe and secure, are free from abuse, intimidation, harassment and neglect as a result of intervention and support from the service
	100% of Residents their family/Carers are protected from abuse by accessing the advocacy support service they need to make the choice, have their voices heard and achieve the outcomes they want.
	Case studies/evaluation and satisfactory surveys

	Residents/family/Carers whose circumstances make them vulnerable are safeguarded ( protected from avoidable harm and abuse)
	100% of Residents their family/Carers feel safe and secure, are free from abuse, intimidation, harassment and neglect as a result of intervention and support from the service

The Advocacy Service has led to improvements in service delivery, e.g.:

· Social exclusion has been reduced;

· Discrimination has been challenged

· Improvements to how the service is experienced


	100% of Residents their family/Carers report the choice and the outcome they want based on their needs and not those of other people are achieved 
	Case studies/evaluation and satisfactory surveys 

	
	
	100% (all) advocates are non-judgemental, respectful, act impartially and protect confidentiality
	Case studies/evaluation and satisfactory surveys 

	
	
	The provider to provide case studies to demonstrate work with Residents to address barriers to community inclusion
	Quarterly reports via case studies or satisfaction surveys

	The Advocacy Service has led to increased  community inclusion of people using the service


	The Advocacy Service has led to improvements in service delivery, e.g.:

· Social exclusion has been reduced;

· Discrimination has been challenged

· Improvements to how the service is experienced


	The provider to provide case studies to demonstrate work with Residents to address barriers to community inclusion
	Quarterly reports via case studies or satisfaction surveys

	Service Specific Outcomes
	Outputs
	Measurement / Indicators
	Means of verification / frequency

	Residents lacking capacity are enabled to play a part, in making decisions wherever possible. 
The IMCA role will provide  a safeguard, working  with and supporting people who lack capacity, and represent their views to those who are working out their best interests.
	100% of Residents and their family/Carers (where appropriate) report that they were involved as much as possible in decision making with all their issues


	The provider to provide case studies to demonstrate that Residents who lack capacity have had their involvement in decision making maximised  and or recommendations made to the supervisory body to ensure Residents’ best interest is being considered. 
Appropriate resident records and reporting will be kept on each IMCA case.

	Quarterly case studies/evaluations

(minimum 1 case study each quarter)



	
	A reduction in the number of cases going to court because appropriate options have been thoroughly investigated and identified 
	Records of all IMCA cases are available and or recommendations made to the supervisory body to ensure Residents’ best interest is being considered. 
	Satisfaction surveys  and quarterly case studies

	
	The rights and best interest of Residents lacking capacity are at the heart of the decision making 


	The Provider shall provide case studies to show that Residents who lack capacity have had their involvement in decision making maximised, and or recommendations made to the supervisory body to ensure Residents’ best interest is being considered.
	Satisfaction surveys  and quarterly case studies 

	
	100% Referrers’ overall satisfaction rating of the IMCA service. 
	Evidence that the IMCA:

responded in a timely way to the instruction; attended key meetings; Identified the service user’s wishes, feelings, beliefs and values; provide, a report  at an appropriate time in the process; Written reports produced to a good standard? 
Referrers’ reports that IMCA's involvement have a positive outcome for the service user;  If the outcome of the process went against the service user’s expressed wishes did the IMCA robustly represent their views (e.g. by informally or formally challenging the outcome)?


	Referrer Satisfaction surveys  and minimum 1 quarterly case study 

	IMHA Advocacy
Residents with mental health problems who are detained under the Mental Health Act (MHA) 1983 (passed 2007) have improved knowledge and understanding of their rights under the Act

·    

	100% of Residents report that they have improved knowledge and understanding of their rights under the Act
	The provider to provide case studies to demonstrate that Residents detained under the MHA have had their involvement in decision making maximised  
	Quarterly case studies/evaluations

(minimum 2 case studies each quarter  

	· 
	Appropriate resident records will be kept on each case detained under the MHA
	An up to date menu of appropriate activities to be in place
	Resident and Carers satisfaction survey 

	
	100% (All)  people using the service report their rights and best interest were at the heart of the decision making 

 
	Resident and Carers satisfactory survey confirms that  people detained under the MHA were listened to and had their rights respected taken into consideration 
	Quarterly case studies/evaluations

(minimum 2 case studies each quarter   

	
	100% (All) people using the service report that they are satisfied and feel supported by the services 


	Provider provides two case studies per quarter produced in partnership with people using the service that demonstrate levels of satisfaction and their experiences of the service this to include a report showing numbers of people using the service 
	Quarterly 



	
	100% (All) people report that they have received the practical support, physical and emotional support  as well as respect for  their cultural, religious, communication and other needs
	Provider to provide results of a satisfactory survey undertaken with all people using the service
	Quarterly/annual 

	
	A 20% Increase in number of people using the service participating in co-production work, volunteering or involved in peer support schemes each year


	Provide to provide a list of co-production or volunteering activities and peer support schemes that Residents or Carers have been involved in plus number of people who participated in them
	Annual satisfaction 

	
	100% (all) of people detained under MHA report 

They feel empowered to make informed choices and decisions about their care and treatment and to take greater control over their lives (an improved choice and control over the service they receive 

	Provider to provide results of a survey undertaken with all of the people using the service highlighting levels of satisfaction and whether the service has helped to empower 
	Quarterly/annual satisfaction survey

Or case studies

	
	The Advocacy Service has an active presence in Mental Health Services, including, but not limited to Newham Centre for Mental Health.
	Provide promotional/ engagement activities taking place within Mental Health Services in Newham.
	Quarterly 

	Non-Statutory Services 
Increase in number of people who are able to advocate for themselves

Increase in numbers of group advocacy

	100% people are able to speak for themselves or otherwise get their views heard (or are supported to seek resolution of the issue (s) for which they sought advocacy)


	Satisfaction survey showing more than 90% of people using the service report that they have had opportunity to speak for themselves/get their views heard or seek resolution of the issues for which they sought advocacy support  
	Quarterly/annual satisfaction survey

Or case studies  



	
	Provider develops a minimum of ten (10) peer advocates who will start delivering peer advocacy in quarter two of the contract period

	 Evidence of, and increase in the number of peer advocates and number of people able to articulate for themselves and or number self-advocates
	Quarterly/annually 

And case studies

	
	Provider establishes minimum ten (10) advocacy groups of people with similar issues
	Evidence of increase number of support groups running successfully with good outcomes and increasing in numbers

	Quarterly/annually 

And case studies  



	
	
	Self-advocacy support will be provided to Newham’s:

-Autism Resident Advisory Group and Delivery Board

-Learning Disability Resident Advisory Group and Delivery Board

(as required).


	

	
	The number of hours of one-to-one (1:1) non-statutory advocacy case-work reduces over time as peer and group advocacy develops/increases
	Evidence in the reduction of 1:1 case-work


	Quarterly/annually 

And case studies  

	
	Provider provides evidence of more cases being closed over time as peer and group advocacy develops/increases
	Evidence of number of cases closed, sign posted to other services etc.


	Quarterly/annually 

And case studies 

	
	Provider demonstrates a reduction in the number of repeat referrals 
	Evidence of reduction of same people being referred to service
	Quarterly/annually 

And case studies 


5. 

REFERRALS, ACCESS and ACCEPTANCE
5.1   
Geographic coverage/boundaries

All people aged 18+ and resident in Newham and or live out of Borough but are the responsibility of Newham;
5.2   
Days/hours of operation

The provider shall deliver the service between the core hours of 9:00am – 17:00hrs Mondays to Fridays, except bank holidays. The provider shall also be flexible and responsive to Residents needs and ensure that the service is available during the evenings and or weekends in certain situations including those Residents in hospital and or working.
5.3   
Referral criteria & sources

Eligibility will be determined using the following criteria: 

· The adult resident has an eligible social care need under the Care Act 2014, MCA  2005, Mental Health Act 1983 (passed 2007);
· The resident is a resident of LB Newham (or registered with a Newham GP) and or lives Out of Borough but are the responsibility of Newham.
.
5.4   
Referral route
The provider will operate a single point of access i.e. one telephone number (local rate) during office hours and an answer phone for out of hours and non-emergencies. The provider will also to provide a single email.  This will ensure that referrals are received and allocated appropriately and response times are noted and met. Referrals shall be accepted from Statutory services and other service providers and  or by self referral, families/friends etc. Any uncertainty about referrals should be clarified with the social work team managers and Contracts Officer prior to rejection.
5.5   
Referrals shall be broken down into three tiers; Care Act, IMCA (Rule 1.2 (3A) and  RPR, IMHA and non-statutory (see 3.1 above). In all circumstances where referrals are made by another person or organisation on behalf of the resident, the provider shall verify that the resident is aware and consents to the referral. 
5.6 
Response time and prioritisation

· The service will respond to the referred resident within 48 hours of referral for all statutory referrals and 72 hours for all non-statutory referrals. The provider shall advise the referrer if the referral has been accepted  and if rejected, the provider to provide reasons for rejection. Once a referral has been accepted, the service to be provided within 24 hours except in emergency cases; There are occasions where an urgent IMCA referral is needed to support  the person in a serious safeguarding enquiry. This support should be provided within the requested timeframe.
· The provider will ensure that the service prioritises access to the support according to the level of assessed risk to self and or others and the need for statutory requirements. Cases referred by statutory sector shall be given high priority and resources allocated appropriately;
· Provision of an initial screening/assessment session shall be given within five working days of the referral being accepted (except when a DOLS or urgent IMCA and IMHA referral;

· Expert representation shall be provided according to the level of urgency but within ten (10) working days for statutory (IMCA/IMHA, Care Act) referrals and for DOLS in liaison within the best interest Assessor in order to meet the statutory timescales, normally within five (5) working days;
· Timely management of cases shall be undertaken taking into account of the timescales required for decision making by all those involved and statutory timescales;

· A timely written report shall be made available to the referrer and appropriate others at the conclusion of the case or at appropriate points for decision making. Other formats for the report may be required. 

5.7 
The provider shall confirm and acknowledge inappropriate referrals in writing  and within the response explain the action taken (explain how the referrals were dealt with) i.e. 

· Explain why referral is inappropriate;

· Signposted/referred to another advocacy support service or advice giving agency;
· Allocated to a voluntary advocate;

· Signposted/referred to Citizen Advice Bureau (CAB); 

5.8 
Discharge Criteria
· Resident/carer considers that they no longer require support from the service following a review with a social worker and family/Carers;

· Resident requires a level of support that the service is unable to provide.
6.

Management of service 
6.1   
The Provider shall acquire suitable premises within the authority’s boundaries as a base to operate the service. These premises shall be suitable for the intended purpose, easily accessible by public local transport and meets all relevant disability accessible standards
6.2
Accessible information and standards
6.2.1
The Provider shall work to the following five standards:

· The provider will assess and find out if a resident has any communication needs relating to a disability/sensory loss and if so what are these needs;
· The provider shall record those needs in a clear, unambiguous way and standardised way in electronic and or paper based records/administrative system or records;

· The provider shall ensure that recorded needs are highly visible whenever the persons records are accessed and prompts for action;

· The provider shall include information about the individual’s communication needs as part of existing data sharing process and in line with GDPR requirements;
· The provider shall take steps to ensure that the individuals receive information that they can access and understand and receive communication support if they need it. In addition, the provider should  be able to demonstrate awareness of the wide range of communication needs (BSL / Deafblind manual / hands on BSL / relay interpreters etc.).

6.2.2   
The provider shall provide communication support which is needed to enable effective, accurate dialogue between the resident and the provider to take place. 

6.3   
Policies and procedures

 
The provider shall have as a minimum, the following policies and procedures by which the service provision is governed and the provider shall have a mechanism in place to ensure that all staff and relevant individuals have read, understood and are applying those policies and procedures . These policies and procedures shall include but not be limited to:

· Risk management;

· Safeguarding Adults and Children;;quality Assurance;

· Equality and Diversity;
· Whistle Blowing;

· Health and Safety (risk assessment, emergency planning, safe working to include lone working);

· Recruitment and Selection;

· Data Protection and Confidentiality;

· Complaints and Complements;

·  Volunteering Protocol
6.3.1 
Serious Incidents

The provider is required to have a Serious Incident policy and reporting procedure. Newham council’s definition of a serious incident is set out as below:

· Unexpected or avoidable death;

· Serious risk or harm to Residents, staff or members of the public;

· Allegations of abuse by staff member or resident;

· A situation that potentially brings the organisation into disrepute;

· A scenario that prevents or threatens an organisation’s ability to continue to deliver the service;

· A missing person who poses a serious risk to self, others or the organisation.

6.3.2 
Provider will be expected to inform the council of any serious incident. The relevant reporting policy and form can be found on the Adult Social Care IAG pages Provider Zone pages:https://adultssocialcare.newham.gov.uk/Pages/Policies-and-procedures-checklists.aspx 


6.4 
Policies for the Safeguarding of Children and Adults in Vulnerable Circumstances
6.4.1 
The London Borough of Newham and their Partners on the Safeguarding Adults Board (Newham SAB) are committed to ensuring the safety and well being of all Residents and Residents of the London Borough of Newham. There is a commitment to delivering the safeguarding model described in the Association of Directors of Adults Social Services (ADSS) National Standards for Safeguarding Adults. This is based on a comprehensive set of national standards designed to back up a ‘zero tolerance’ approach to the neglect or abuse of vulnerable adults 

6.4.2 
The Provider is required to adhere to the  Six Principles of Adult Safeguarding within the London Multi-Agency Safeguarding Adults Procedures, and the London Child Protection Procedures. However, the provider will be expected to have its own safeguarding policy which must be in line with Safeguarding Vulnerable Groups Act 2006 and any regulations made thereunder as amended from time to time. 

6.4.3
The measures the provider shall have in place to safeguard shall include but not limited to:

· Local safeguarding procedures compatible with the London multi-agency procedures, with a clear statement of rights and zero tolerance of abuse;
· Safeguarding procedures that clearly describe the responsibilities of staff and the organisation when alerted to a situation of abuse or neglect;
· Safeguarding training for all staff that promotes awareness of abuse and how to respond and report concerns;

· Training for staff with responsibility to investigate complaints and how to refer and support safeguarding concerns or enquires;

· To co-operate and assist with any safeguarding enquires, providing relevant information and documentation as requested.  

· Training for staff that supports good practice in all areas described under policies and procedures above;

· Procedures that clearly state the response to any act of discrimination and harassment;

· Robust procedures and guidelines for management of activities that can present risks of abuse;

· Clear accessible information or leaflets etc. about abuse/describing the standards and how to complain and report abuse. Formats for info must meet individual communication needs.

6.5 
Complaints and Compliments 

 6.5.1   
The provider shall:
· Have in place a complaint and compliments procedure which is publicised and accessible to all Residents their families/Carers;

· For the duration of the contract, its complaint and compliments procedure advises of the councils complaint procedure and how to its Residents can contact the councils complaints and Members Enquiries Team;

· At the commencement of the contract, provide the authorised officer with a copy of complaint and compliments procedure and ensure the Authorised Officer is advised of any revisions as and when made;
· Ensure all employees/volunteers are made aware of and understand and receive appropriate training in relation to complaints and compliments procedure;

· Record and report to the authorised officer the volume of complaints and compliments received in relation to the service (including themes identified and action taken)

6.5.2 
The provider shall ensure that the authorised officer is informed of any serious complaints or allegation received in relation to the service (e.g. safeguarding issue or alleged criminal activity etc.) immediately
6.5.3 
Complaints received by the council about the provider, its employees, volunteers and or the service will be logged and investigated under the councils complaints procedure. To assist the investigation process, the provider shall provide the authorised officer with all required information within the requested timescales.
7.

QUALITY STANDARDS
7.1 
The Provider must be able to demonstrate how it approaches quality in its services. Providers are expected to integrate quality issues in everything they do. As a minimum, the Provider is expected to:

· Deliver a public mission statement explaining the purpose of the service.
· Demonstrate clear policies and procedures which will ensure that the requirements in this specification are fully implemented (including complaints and safe guarding policies).
· Evidence co-production and how service users are involved in shaping and delivering the service.
· Provide a review of the standards and entire quality system by the Provider.
· Communicate information clearly and effectively to Service Users and their Carers, taking account of their race, culture, differing physical, sensory impairment and mental abilities, literacy and learning skills, gender and sexuality.
· Provide suitable training and support for staff.
· Be a fit for purpose provider and ensure access to correct information regarding legal, financial and regulatory requirements.
· Ensure safeguarding processes are followed as necessary.
· Develop accessible information about the service. This information should also include service standards and expectations of the service provider and users of the service.
· Ensure sound financial systems and monitoring is in place.
These standards will be evaluated through the Annual Performance Review

8.

MONITORING
8.1
The service will be formally monitored on a quarterly basis. However, the service to provide KPIs on a monthly basis as set out in Section 4 and Appendix 1
8.2
The service will produce an activity plan outlining how it plans to meet the outcomes specified in this document.  The service will be monitored against the activity plan produced.

8.3
The provider will provide a quarterly report on the service activity in relation to the outcomes specified and financial monitoring information including a breakdown of costs associated with service delivery.

8.4
In addition, measures that the service will be asked to monitor against include:

· Numbers and source of referrals to the service

· Numbers of people using the service – Protected Characteristic

· Number of people supported in each of the  tiers (Care Act, IMCA and IMHA and non-statutory)
· Evidence of co-production and influence by users

· Evidence that the service is user led

· Number of hours of activity delivered

· Evidence of connecting people with real community opportunities

· Results from an annual service user survey
8.5
The provider will ensure that a business plan, including exit and sustainability strategy is in place for the viability services.

9.
CONTINUAL SERVICE IMPROVEMENT PLAN
9.1
The Provider shall include as part of its provision of service, self-monitoring systems to ensure compliance with the Specification. The provider will evidence  commitment to continuous improvement and to ensure the implementation and delivery of best value. To evidence this, a Continual Improvement Plan will be developed by the Service Provider. This will be provided annually as a minimum and following the initial 6-month mobilisation review. This plan must incorporate a KPI dashboard and the required improvement but also innovation, transformational activity and evidence that feedback from Residents has informed the plan.

9.2

The plan will include:

9.2.1

How the service will respond to increasing capacity to meet the demand for support year on     year.
9.2.2
 Increased partnership working with other partners/services to promote social inclusion.
9.2.3
Resident experience:
· Improved experience of the service from the baseline to be confirmed within the first 6 months of the start of contract;
· Ongoing assessment of experience to inform service development/improvement.
10.
Business Continuity
10.1  
The Provider  must have business continuity plans in place which describe how the services will be provided in the event of a major incident and comply with best practice e.g. ISO 22301. These plans should also demonstrate how any closure of service (either temporary or permanent) will be managed and should be reviewed annually or earlier due to legislative change
� Care Act Statutory Guidance 2014, p.7


� ONS mid-year  Round Population Projections, 2020 


� � HYPERLINK "http://www.newham.info/" �http://www.newham.info/�


�  � HYPERLINK "http://www.newham.info/" �http://www.newham.info/�


� ONS, Census 2021.
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� Source: � HYPERLINK "https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1085873/draft-mental-health-bill-impact-assessment.pdf" �Mental Health Act Draft Bill: impact assessment (publishing.service.gov.uk)�


� Source: NICE Guideline NG227 Advocacy services for adults with health and social care needs (Nov. 2022). � HYPERLINK "https://www.nice.org.uk/guidance/ng227/chapter/terms-used-in-this-guideline" \l "non-instructed-advocacy" �Terms used in this guideline | Advocacy services for adults with health and social care needs | Guidance | NICE�
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