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SERVICE SPECIFICATION

MENTAL HEALTH COMMUNITY SUPPORT

1. NATURE OF SERVICE

0. The Service will provide community-based support for individuals presenting with mental ill-health. It will play a key role in linking Individuals with existing community networks and opportunities. 

0. The Service will be available to individuals aged 18 to 65 receiving mental health services under the Care Act Eligibility Guidance in that:

· Each individual has eligible needs
· Each individual is ordinarily resident in the borough of Tameside 

0. The Service will also consider referrals for young adults coming through transition to Adult Services, who will require a period of assessment and the opportunity to develop skills towards more independent living. Their Service will not commence before the individual turns 18 years of age, however, it will be necessary for the Provider to collaborate with relevant Council representatives, from both Childrens and Adults Services, to develop a robust transition plan for the individual in readiness for their Service commencing.

1. AIMS AND OBJECTIVES OF THE SERVICE

1. [bookmark: _Hlk166485463]The Service will incorporate a delivery model encompassing the following key areas:

· Community recovery
· Short term intensive input to support admission avoidance or following hospital discharge
· New presentations to mental health services
· Delivery of crisis support

1. The Service will operate a model based on the principles of maintaining stability in the community and psychiatric admission avoidance, by providing the opportunity and confidence to regain some of the skills lost as a consequence of mental ill health.  

1. The support will enable the Individual to regain or learn new skills to help maintain long term independence and the confidence to gain or retain employment, carry out activities and develop relationships that give their lives purpose and meaning, with a focus on promoting choice, control, independent living, social inclusion and wellbeing.  

1. Where appropriate, the Service will support step down to long term support via commissioned services or direct payments.

1. The Service will be developed flexibly and creatively.  Each person’s needs and choices will be unique to them, which means the Service must do all it can to help the Individual convey their personal aspirations and goals, and the support they need.  Creating the person-centred care plan with the Individual or their chosen representative(s) will keep the focus on what is important to that Individual and will enable their care and support to reflect this.  

1. [bookmark: _Hlk145425016]This Service will allow for consistent and continued provision where an Individual experiences periods of fluctuating need.  This is especially pertinent where Individuals have not engaged with or responded to previous approaches and interventions.

1. The Service will have strong leadership at a management and supervisory level that will offer clear guidance and support to the workforce.  The leadership will drive the personalisation agenda and an ethos that continually improves outcomes for Individuals, whilst promoting positive risk taking that is personally meaningful and reflects the lifestyles, skills and aspirations of the Individual receiving support. 


1. DESCRIPTION AND STANDARDS OF THE SERVICE

2. The Service, in partnership with mental health key workers and other key stakeholders, will actively promote social inclusion for each Individual in a variety of ways that will include, but not be restricted to:

· Promoting access to training, employment, welfare benefits, voluntary activity and mainstream opportunities in the community and beyond where appropriate
· Encouraging and empowering the Individual to make their own informed decisions
· Maintaining the provision of support in times of crisis and stress
· Offering routes to leisure and social activities that promote social interaction and stimulation

2. The Service will also work with mental health key workers to facilitate planned interventions, which will typically mean the provision of face-to-face, 1:1 practical, personal and social support both in the community and in Individual’s home. It will include, but will not be limited to one or more of the following:

· Support with practical tasks, with the emphasis on encouraging the individual to retain or regain and carry out daily living skills with increasing independence
· Appropriate medication support, which will involve prompting and accessing prescriptions 
· Support in managing day-to-day finances including budget skills and budget planning
· Support in accessing health, social and universal services and resources including involvement in leisure and recreation interests and pursuits on a regular basis.  Knowledge of community resources both specialist and mainstream is therefore essential
· Support in maintaining employment or encouragement in re-entering employment, taking part in daytime activities or volunteering that will promote employment readiness
· Support the individual within their care planning meeting to have a central role in the development, implementation and review of their support plan
· Support the individual to identify and engage in healthy living and wellbeing practices
· Maintain contact with the appropriate social work team and mental health keyworkers with regard to any improvement or deterioration in any aspect of the Individual’s life, including early signs of relapse
· Support access to and the use of public transport and to travel training schemes where appropriate
· Have a creative and knowledgeable approach to problem solving
· Support for positive risk taking that is Individually meaningful and reflects the lifestyles, skills and aspirations of Individual receiving support

2. The Service will actively establish multi-agency links with a variety of appropriate agencies as a key to improving outcomes for each Individual. Agencies will include but will not be restricted to:

· Adult Social Care
· Community Mental Health Teams
· NHS primary care mental health services/Trust
· Tameside Living Well Service
· Employment services
· Tameside Direct Payments Team (where this option is taken up)
· Training and Education services
· Local businesses, Voluntary Community Faith and Social Enterprises, employers and employment services
· Community Advocacy, Floating Support and Housing Services
· Leisure and social activity providers and organisations
· Others as indicated by the supported Individual

2. The Service will not:	

· Administer medication
· Manage services or act in the capacity of a social worker / mental health key worker
· Provide clinical or medical treatment or therapeutic counselling
· Provide transport for the Individual accessing the Service without appropriate insurance
2. Each support package that is referred and accepted by the Service will be reviewed at a time agreed with the Tameside Adult Social Care Mental Health Team.

1. SERVICE DELIVERY

3. The Provider will deliver the service to the Individual in accordance with the Councils assessment of need and identified outcomes.  In addition, the Provider will develop a person-centred care plan that forms the basis of their support to the Individual and describes how the agreed outcomes are to be achieved.  This will be written in consultation with the Individual and their representative(s).  The person-centred care plan will form the basis for evaluating the level of quality delivered for this Service.

3. The Service will be delivered flexibly and responsively, between the hours of 08:00 and 22:00, 365 days per year.  

3. In providing a responsive and flexible Service, the Provider will allow for the Individual’s changing needs and manage delivery within the maximum budget specified for this contract. 

3. The Provider will deliver the Service in accordance with the principles identified in Appendix A, as outlined in the sector wide commitment to transform Adult Social Care Think Local Act Personal and Making It Real Markers.

3. The Provider will collaborate creatively with those Individuals whose engagement with support fluctuates, this is especially pertinent where Individuals have not engaged with or responded to previous approaches and interventions.

3. [bookmark: _Hlk202173068]Length of stay in the Service will be subject to agreement between the Council, the Provider and will be in the best interest of the individual supported.  There is an expectation that the Provider take a proactive approach to reviewing support with individuals and their social worker to establish an exit plan or support step down to long term support via commissioned services or direct payments.

3. Whilst responsibility for the review and monitoring of the support package lies with the mental health key worker, generally it will be the Provider’s responsibility to arrange reviews. This said, each supported Individual, their carer or mental health key worker could request a review at any time.  

3. The Provider will share the outcome of all reviews with the mental health key worker.  

3. The Provider will ensure that accurate records are maintained for all activity.  This will include reference to outcomes achieved, incidents and accidents, and detailed communication records for each completed visit.  The Provider will submit a formal update, at a minimum of 6 weekly intervals, to the mental health key worker to track progress.

3. Good communication with the individual, their family/representatives and Adult Social Care Mental Health Team regarding if, when and how support needs change over time are key and the Provider will ensure that the appropriate conversations happen in a timely manner and are documented appropriately.

3. The Provider must demonstrate that they have written procedures in place for dealing with emergency situations. 

3. The Provider will make available to the Council any information deemed reasonably practicable to evidence that the needs of supported individuals are being met.

3. The Provider will ensure that all peak periods of activity are met and must also ensure that the Service has the flexibility to meet the needs of the Individual, where those needs can only be met out of hours or at weekends. There must be sufficient cover over bank holidays.

3. The Provider will ensure that appropriate staffing arrangements are in place to cover during periods of staff absence and staff departure. Individuals using the Service and their mental health key workers must be provided with multiple options to contact the Service, as a minimum contact via telephone and email.

3. Although the Service is predominantly for Individuals who have moved through crisis, the Provider will ensure there is flexibility to respond, where a timely same-day response is necessitated, for example to prevent crisis or where someone is at risk of relapse.  Same-day responses must be appropriately risk-assessed.

3. The Provider will manage staff hours, and support flexibly, responsively and autonomously based on the support needs of individuals (which will fluctuate over time), activities being undertaken, whether individuals are spending time with family or friends or are working, the time of day and other variables. 

3. The Council is not responsible for providing premises, supporting equipment and or utilities for the operation of this Service.

Outcomes 

3. The Service will deliver an outcomes model based on co-production and the principles of recovery, reablement and least restrictive practice.  The Service will therefore facilitate opportunities to:

· Encourage and enable Individuals to identify what it is that is affecting their mental health and, to look at various self-help strategies, building resilience and staying mentally well and healthy
· Retain or gain employment, education or voluntary opportunities
· Develop positive relationships and improve life skills
· Connect Individuals to their communities, maintain social inclusion, develop a sense of belonging and to have a voice within the community
· Support to minimise the risk of mental distress and self-harm

3. The Service will be expected to deliver the following outcomes:

· Achievement of social inclusion and improvement in employment (and employability) with access to universal/mainstream training, educational and vocational qualification courses, welfare benefits, voluntary activities
· Empower Individuals with the confidence and ability to make their own decisions
· Service to recognise and support Individuals experiencing mental distress, including self-harm, suicidal thoughts, linking with appropriate support services as necessary
· Promotion of and access to community and universal services.  Up to date appropriate information and advice when needed, including leisure and social groups to encourage social inclusion, interaction and stimulation
· To support Individuals to develop and maintain relationships with family, friends and others of importance
· To work collaboratively with individuals and their families, friends and Individual of importance to recognise the effect of poor mental health and improve their quality of life
· To work collaboratively with other key partners to ensure the best support offer
· Increase the number of Individual recovering from mental ill-health, ensuring a pathway that increases independence and a move on to more independent living

1. [bookmark: _Hlk168571074]ASSESSMENT AND CARE CO-ORDINATION / REFERRAL 

4. Individuals will be referred to the Service by the Adult Social Care Mental Health Team, responsible for the assessment, support planning, review and monitoring of individuals that have mental ill health.

4. A copy of the Councils support plan and risk assessment will be shared at point of referral.  The support plan will detail the supported journey i.e. the needs, support and outcomes of the intervention from its inception to an agreed Service end point.

4. The Provider will ensure information is available to provide insight into the Service and its philosophy.

4. If the individual in receipt of the Service is admitted to hospital, their Service will automatically be suspended, unless otherwise specified by the mental health key worker, and held for a maximum period of four weeks.  After this period, the support will be terminated, and the mental health key worker will need to re-refer each individual with a revised support plan following formal review.

4. The Council and the Provider will foster partnership working and mutual understanding throughout the delivery of this contract. The Provider will not have the right to reject eligible referrals, unless there is no capacity in the Service at that time. If the Provider feels that a referral is wholly inappropriate, specifically concerning health and safety risks to the Provider workforce, the matter will be raised with the mental health key worker for consideration at the earliest possibility. 

4. The Provider will take a proactive approach to informing the council of delays or capacity issues within the Service, to enable the Council to review current referrals and establish appropriate priority of need.

4. The Council and the Provider will work in partnership to identify and complete the referral to any specialist advice and support services.  

1. MANAGEMENT OF THE SERVICE

5. Day to day operational management of this Service will be conducted, monitored, and maintained by the Provider, delivering strong leadership and direction to support the workforce to provide the Service. 

5. [bookmark: _Hlk166748575]The Provider must ensure that the organisation operates an efficient locally based Service, which will develop a training program that ensures an appropriately skilled and competent workforce, who feel valued in their role and has the confidence to perform their duties effectively to meet the requirements of this contract.
 
5. The Provider will have in place an emergency on call Service to support Service delivery, during the operational hours described in 4.2 of this specification, which will ensure the workforce has access to guidance and advice at all times and in particular for emergency situations.

Risk Management

5. The Provider will have in place policies and procedures in relation to positive risk management that identifies clear guidance and responsibilities across the organisation.  These will be signed and agreed by all staff with recorded evidence of reviews and updates.

5. The Provider will complete all necessary risk assessments for the delivery of this Service, and these will be available to the Council upon request.  These will be signed and agreed by all staff (including agency) with recorded evidence of reviews and updates.

5. Whilst always ensuring the safety and well-being of supported Individuals, the Provider will promote positive risk-taking opportunities.  The following principles shall be considered in delivering positive risk taking and least restrictive practice principles:

· empower Individuals to access opportunities and take worthwhile chances
· understand the Individual’s perspective of what they will gain from taking risks and understand what they will lose if they are prevented from taking risk
· working in partnership with Individuals and their representative(s) and recognise different perspectives and views
· making decisions based on all choices available and accurate information
· promoting trusting working relationships
· Mental Capacity Act 2005 code of practice
· Deprivation of Liberty Safeguards
· Human Rights

[bookmark: _Hlk168996730][bookmark: _Hlk166751019]Safeguarding

5. The Provider must operate a policy on Safeguarding.

5. The Provider will follow the Councils’ Safeguarding Adults and Children’s Policy and Making Safeguarding Personal approach. This will be in accordance with The Care Act 2014 which places adults at risk at the centre of all decision making, ensures that their wishes and feelings are taken into account and that their desired goals and outcomes are recognised. The Provider will ensure safeguarding arrangements are person led, enhance participation, choice, control, and improve safety and wellbeing.  

5. The Provider is under a duty to protect the adult from harm and inform the relevant Council.  The Provider will contact the Council in the first instance to share their safeguarding concerns. The Council will confirm if this is in fact a safeguarding enquiry and the Provider will be responsible for completing a safeguarding concern enquiry on the Tameside Adults Safeguarding Partnership Board (TASPB) website (adultportal.tameside.gov.uk) 

5. Unless there is a compelling reason why it is inappropriate or unsafe to do so, the Provider will investigate any safeguarding enquiry and update the relevant team within Adult Social Care of the outcome.  Partner organisations may need to be involved to support the adult to recover.  The focus will be on the wellbeing of the adult at risk.

5. The Provider will demonstrate a culture of continuous learning and improvement as well as identifying opportunities to draw on what works and promote good practice. 

Response to Emergency Situations

5. The Provider must demonstrate that they have written procedures in place to manage any emergency situation.

5. If Staff, during the course of his/her duties, identifies an emergency situation, sufficient and appropriate action must be taken to ensure the immediate health, safety, and comfort of the supported Individual.

5. Where the Staff member cannot deal with the emergency, the Provider must ensure that senior Staff are immediately available ‘on call’ to manage and provide a response.  

5. [bookmark: _Hlk169856610]The Council has an out of hours duty team available 7 days per week.

1. DEVELOPMENT AGENDA IN TAMESIDE

6. The Council is looking to work with the Provider over the contract term to consider options of Service delivery that improves approaches to crisis support which will run alongside the delivery of the recovery and reablement support model to ensure the best use of the overall resource available. This will be in line with best practice and current national and local agendas. 

6. The Commissioner will be looking to work creatively and proactively with the Provider in this area and any contractual changes required in fulfilling this development.  

1. STAFFING REQUIREMENTS

7. [bookmark: _Hlk168575190]The Council requires that every Service shall be maintained on the basis of good personal and professional relationships between the Provider, Provider workforce, the supported Individual and their representative(s). 

7. The Provider must ensure that the staffing levels are adequate and appropriate for the wellbeing of supported Individuals and to ensure that the aims, objectives, and principles of the Service can be met.  It is essential in doing this that the Provider maintains consistency of the Staff employed.

7. The Provider will have in place a sufficiently trained, appropriately qualified, and competent workforce to meet this Service Specification.  The workforce will receive relevant mandatory and statutory training in line with legislative requirements and good industry practice.  Training and competency records will be accurately maintained and made available to the Council upon request.

7. The Provider must ensure that all staff have satisfactorily completed an induction programme prior to commencing work in accordance with the Skills for Care Standards. The induction programme needs to match the aims and objectives of the Service in place to ensure that all staff have a good understanding of the needs of each supported Individual and a positive view of their potential.
  
7. The Provider must identify ongoing training needs and ensure that staff receive appropriate training to develop the skills that are necessary to perform tasks to the required standards. Records of training must be maintained and be available for inspection by the council.

7. The Provider must ensure staff receive a minimum of four supervision sessions per year, including an annual appraisal, and that staff deliver a culture that fosters and values the rights and wishes of supported Individuals.  Supervisory records will be accurately maintained and made available to the Council upon request.

7. The Provider must ensure all paid staff are employed in accordance with employment legislation and must issue all paid staff with a job description and a written contract of employment. 

7. The Council approved a commitment to implement payment of the Real Living Wage to all staff including social care contracts from 1 April 2023, this commitment is therefore relevant to this contract.  The Provider must ensure compliance in this area and evidence will be made available to the Council upon request.

7. It is the duty of the Provider to ensure that a sufficient reserve of appropriately qualified, trained, and competent Staff is available to meet the Service Specification during periods of absence for any reason.

7. The Provider must ensure that their workforce operates effectively and collaboratively with key partners to support the Individual, sharing best practice, learning, and person-centred approaches as appropriate. 

Quality of Staff

7. Staff must have the necessary personal qualities and caring attitudes to enable them to relate well to Individuals and their representative(s), ideally having had previous experience of working with people with mental ill health. 

7. Staff must understand the needs of the Individual and have the skills to be able to respond appropriately in ways that values the Individual and promotes independence and choice. 

7. Staff must be enabled to develop these skills through practical instruction, support, supervision, and training.

7. Given the outcome focused support role of Staff, the following qualities, skills, and attributes shall be considered in the recruitment process and training schedule:

· knowledge of local community resources – both specialist and mainstream
· a creative approach to problem solving
· promote the rights, responsibilities, autonomous decision making and development opportunities of supported Individuals
· good level of English language proficiency resulting in good verbal and written communication
· active listening skills
· know when to seek assistance or supervision and how to engage meaningfully in planned supervision
· can demonstrate values and a sense of ethics for supporting people with ordinary life and person-centred principles

7. The key characteristics shall include:

· passion and dedication
· openness and honesty
· collaboration as equals
· empowering Individuals to have choice and control through asset-based approaches
· loyalty and reliability 

7. These general skills must be combined with a high level of relationship skills – empathy, caring, acceptance, mutual affirmation, an encouragement of responsible risk taking, and positive expectation for the future.  Hope-inspiring relationships should be put at the heart of recovery-oriented practice.  

General conduct of Staff

7. It is the responsibility of the Provider to ensure the conduct of its workforce.  The Provider will have in place a formal code of conduct which forms part of their contract of employment.

7. Any misconduct, dishonesty, or behaviour, which is detrimental to the welfare or wellbeing of the supported Individual, will be thoroughly investigated, initially by the Provider, and may result in the termination of the Contract.  

7. Misconduct includes but is not limited to the following:

· Physical, verbal and/or mental abuse
· Any type of sexual abuse or exploitation
· Neglect of agreed user requirements
· Fraud or theft

7. The Provider must ensure that all Staff are aware that they must not:

· Accept gifts or financial inducements, be made beneficiary of a will, or obtain any other benefits from supported Individuals. Any such situations must be reported to the Council as soon as is practicably possible
· smoke (including Vaping) whilst conducting the tasks, engaged in activities with Individuals using the Service, or while in premises occupied or used by Individuals who use the Service 
· Drink alcohol or be under the influence of alcohol or drugs whilst on duty
· Impose their own cultural, emotional, and spiritual values upon Individuals who use the Service


1. [bookmark: _Hlk168575714][bookmark: _Hlk167881922]QUALITY STANDARDS AND PERFORMANCE

1. 
1. 
2. 
2.0. 
8. The Provider is required to co-operate fully with the Council in conducting any monitoring of the Service or the provision of the Service to any Individual.

8. [bookmark: _Ref169250502]In order that the Council may evaluate the Provider’s performance under this Agreement the Provider will:

· allow any person authorised by the Council access at any reasonable time without giving notice, and without prejudice to the Individual’s rights to privacy, to all elements of the Service, in order to ensure compliance with the Agreement and applicable legal requirements
· as and when the Council may reasonably require, supply statistical information in such a format and at intervals as may be reasonably determined by the Council and/or Government departments.  The Council will give, as soon as reasonably practicable, the Provider advance notice of such requirements in order to ensure that information is being collected by the Provider in a suitable format.  All information received will be treated in confidence.  
· comply with all reasonable requests relating to the performance of any aspect of the Service, including those areas that demonstrate the Provider’s ability to ensure this Agreement is complied with, such information to be returned to the Council within 10 Working Days of the request
· maintain and make available to the Council on reasonable request, a true, correct, and systematic set of records as detailed in this Agreement, including details of any complaints raised by the Individual and the outcome thereof
· comply with all reasonable requests of the Council regarding the care of the Individual

8. The number and frequency of performance meetings shall be agreed by the Council and based upon a risk assessment and the Providers performance but will be, as a minimum, one annual validation visit.

8. Prior to any announced validation visit the Council will request evidence of the Provider’s performance of the Services.  The Council will send a Pre-Visit Questionnaire (PVQ) to the Provider 6 weeks prior to the visit.  The Provider shall return this information at least 2 weeks prior to the visit.

8. The annual validation visit includes, but is not limited to:

· Validating the information provided for in the quarterly submissions
· Checking the Provider is recruiting staff in accordance with good industry practice, including completion of the Skills for Cares’ care certificate
· Identifying any areas of non-compliance relevant during the validation visit, which will be transferred into an action plan, with clearly defined timescales for compliance.  The action plan will be forwarded to the Provider for resolution
· Reviewing feedback on the quality of delivery through evidence of comprehensive feedback from supported individuals
· Identifying proposals and action plans to develop solutions to improve performance, delivery, and areas of non-compliance during the forthcoming year
· Ensuring individuals who use the Service are included in decisions relating to the management and strategic direction of the Service 

8. In addition to the qualitative element of performance management, the Council will also require quantitative data information, which will be submitted on a quarterly basis.  Information will include, but is not limited to:

· Individuals supported in the quarter
· The number of complaints and compliments received about the Service, with a record kept about the nature of the complaints and how they were resolved
· Record of incidents and/or accidents and the responses made
· Arrangements for, and record of, individual staff supervision
· Training/Development programme for each Staff member and a record of action taken to achieve this
· Numbers of new starters during the identified period
· Number of Staff leaving during this period and reasons if known
· Sickness levels during the identified period including reasons 
· Overview of reviews and audits
· Overview of assessments and risk assessments

8. The Council shall be allowed to examine all relevant documentation, including personnel files relating to the Service.  It is a requirement of this Agreement that the Provider uses its best endeavours to obtain the necessary consent from Staff to enable such examination to take place and comply with the Law.  For the sake of clarity, the Council shall have no right to view supervisory records that contain personal information but will require evidence that the Provider undertakes regular supervision with Staff.

8. The Provider will demonstrate that they have, and maintain, a clear approach to quality management in relation to the delivery of the Service. The Provider must have quality assurance systems in place including customer satisfaction surveys, quality checks (announced and unannounced) and continuous improvement plans showing where quality issues are being improved.

8. Performance management of the contract will focus on the delivery of outcomes and best practice in demonstrating personalisation. 

8. The Council and Provider will work together to evidence quality management that demonstrates individuals are receiving an appropriate level of support (including changes in needs both step up and step down) and achieving outcomes as identified in their person-centred Support Plan.  Where appropriate, each Individual and their representative(s) will be involved in reporting and evaluating on their own experiences in a way that is meaningful to them.  

8. The Council has a fiduciary responsibility to council taxpayers.  The Provider shall make available as reasonably requested, such information that will demonstrate the continuing financial viability of the Provider.  This may include bank references and audited accounts and copies of accounts prepared for the Inland Revenue, or other financial information deemed appropriate by the Council.  The Council will treat this information in the strictest of confidence and use only for the purpose for which it was requested and undertakes to inform the Provider of any concerns which may arise from it.

8. Should the Provider fail to satisfy the Council (as far a reasonably practicable) that the Services are delivered to the appropriate standards, the Council and the Provider will agree a Service Improvement Plan (SIP).  The SIP will include timescales and actions required from the Provider to ensure compliance with this Agreement and to ensure Individuals’ needs are being met.


1. REVIEW OF SERVICE SPECIFICATION

9. This service specification will need to be reviewed in line with changes in legislation or improvements in practice.   

1. PRICE
[bookmark: _Hlk146096560]
10. The Commissioner will review the Price for the Service with effect from 1 April each year.  There will be no guaranteed increase to the Monies as any review will need to take account of the available budget to the Commissioner.

 
Appendix A
 
UNDERPINNING VALUES 

1. THE SERVICE PRINCIPLES

The “I” statements below include people who use services, including self-funders and Carers.

1.1. Information and Advice: having the information I need when I need it

What I want:

· “I have the information and support I need in order to remain as independent as possible.”
· “I have access to easy-to-understand information about care and support which is consistent, accurate, accessible and up to date.”
· “I can speak to people who know something about care and support and can make things happen.”
· “I have help to make informed choices if I need and want it.”
· “I know where to get information about what is going on in my community.”

What this means in practice:

· Trusted information sources are established and maintained that are accurate, free at the point of delivery, and linked to local and community information sources. 
· Skilled and culturally sensitive advisory services are available to help people access support, and to think through support to think through their options and secure solutions. 
· A range of information sources are made available to meet individual communication needs, including the use of interactive technology which encourage an active dialogue and empower individuals to make their own choices. 

1.2. Active and supportive communities: keeping friends, family, and place

What I want:

· “I have access to a range of support that helps me to live the life I want and remain a contributing member of my community.”
· “I have a network of people who support me – Carers, family, friends, community and if needed paid support staff.” 
· “I have opportunities to train, study, work or engage in activities that match my interests, skills, abilities.”
· “I feel welcomed and included in my local community.”
· “I feel valued for the contribution that I can make to my community.”

What this means in practice:

· People are supported to access a range of networks, relationships and activities to maximise independence, health and well-being and community connections (including public health).
· There is investment in community activity and community based care and support which involves and is contributed to by people who use services, their families and Carers.
· Effective programmes are available that maximise people’s health and wellbeing and enable them to recover and stay well.

1.3. Flexible integrated care and support: my support, my own way

What I want:

· “I am in control of planning my care and support.”
· “I have care and support that is directed by me and responsive to my needs.”
· “My support is coordinated, co-operative and works well together and I know who to contact to get things changed.”
· “I have a clear line of communication, action and follow up.”

What this means in practice:

· People who use services and Carers are able to exercise the maximum possible choice possible over how they are supported and are able to direct the support delivered.
· Assessments are kept to a minimum and do not cause difficulty or distress.
· People who access support and their Carers, know what they are entitled to and who is responsible for doing what.
· Collaborative relationships are in place at all levels so that organisations work together to deliver high quality support.
· Support is 'joined up', so that people and Carers do not experience delays in accessing support or fall between the gaps, and there are minimal disruptions when making changes.
· Commissioners and Service Providers of services enable people who access support to build/maintain their personal, social and support networks.

1.4. Workforce: my support staff

What I want:

· “I have considerate support delivered by competent people.”
· “I am supported by people who help me to make links in my local community.”

What this means in practice:

· Staff have the values, attitude, motivation, confidence, training, supervision, and tools required to facilitate the outcomes that people who use services and Carers want for themselves.
· The workforce is supported, respected, and valued.
· The formal and informal workforce is increasingly focused on and able to help people build and sustain community connections.

1.5. Risk enablement: feeling in control and safe

What I want:

· “I feel safe, I can live the life I want, and I am supported to manage any risks.”
· “I have systems in place so that I can get help at an early stage to avoid a crisis.”

What this means in practice:

· People who use services and Carers are supported to weigh up risks and benefits, including planning for problems which may arise.
· Management of risk is proportionate to individual circumstances. Safeguarding approaches are also proportionate, and they are co-ordinated so that everyone understands their role.
· Where they want and need it, people are supported to manage their personal finances and to maximise their opportunities and manage risk in a positive way.
· Good information and advice, including easy ways of reporting concerns, are widely available, supported by public awareness-raising and accessible literature.
· People who use services and Carers are informed at the outset about what they should expect from services and how to raise any concerns if necessary

2. DIGNITY IN CARE

2.1. The Provider will deliver the Service in a way that promotes Dignity in Care.

2.2. High quality health and social care services will be delivered in a person-centred way that respects the dignity of the individual receiving them.

2.3. Individuals must be supported to maintain their dignity in all aspects of their lives.  The Service must support the 10 Dignity Do’s and actively implement the ten points below:

· Have a zero tolerance of all types of abuse
· Support Individuals with the same respect you would want for yourself or a family member
· Treat each person as an Individual by offering a personalised service
· Enable Individuals to maintain the maximum possible level of independence, choice, and control
· Listen and support Individuals to express their needs and wants
· Respect Individuals right to privacy
· Ensure Individuals feel able to complain without fear of retribution
· Engage with Individual’s and their representative(s) as care partners
· Assist Individuals to maintain confidence and positive self-esteem
· Act to alleviate Individuals loneliness and isolation

3. [bookmark: _Hlk201667415]  NATIONAL DRIVERS 

3.1. There is a range of national policy drivers and best practice guidance documents, which support what the Council intend to achieve through the inception of this service. The most salient include:

· The Review of the Mental Health Act 1983 published its final recommendations on 6 December 2018 (DHSC, 2018). Several areas will support an underlying commitment to a more community-based and social model of mental healthcare. 
· The Mental Health Bill: August 2025 Update.  Current Developments and Legislative Progress.  As of August 2025, the Mental Health Bill continues to be a focal point of legislative reform in the UK, aiming to reshape how mental health care is delivered and regulated. The Bill builds upon recommendations from the 2018 Review of the Mental Health Act, with a sustained commitment to upholding individuals' rights, promoting person-centred and community-based care, and reducing restrictive practices. Key provisions include strengthening safeguards for those detained under mental health legislation, enhancing access to advocacy, and emphasising the importance of patient choice and autonomy. Recent parliamentary debates have driven further amendments, with a strong emphasis on integrating social care, health, and housing services to support recovery and prevention. Stakeholder consultations, including feedback from service users, professionals, and advocacy groups, continue to inform the Bill’s progression, reflecting an ongoing effort to ensure legislation remains responsive to contemporary mental health n
· An All-Party Parliamentary Group on Mental Health Social Work produced a series of recommendations on the implications of the Mental Health Act review for mental health social work and AMHPs, including: - Mental health services should be based upon a social model of care and support. 
· The Community Mental Health Service Framework was developed in 2019 by the National Collaborative Centre for Mental Health, having been commissioned by NHS England and the National Institute for Health and Care Excellence (NICE). This is a new framework for community mental health services designed to operate across primary and secondary NHS services, social care and housing within a preventive, asset-based and recovery-led model. 
· The NHS Long Term Plan, (NHS England, 2019) 
· The Green Paper for Prevention, released as a consultation by the Department of Health and Social Care (DHSC) in July 2019, evaluated how the NHS, public health, and social care systems can contribute to building healthier, more positive communities.  As of 2025, while specific policy details may have evolved or been updated, the fundamental principles and ambitions outlined in the Green Paper remain relevant. It continues to inform discussions and strategies around prevention, public health, and community wellbeing in the UK. However, for the most current guidance or frameworks, it is advisable to consult the latest publications from DHSC or NHS England.  
· The Green Paper for children and young people’s mental health outlines an integrated approach to developing services for children and young people. 
· The Mental Health Core Skills Education and Training Framework was published by Skills for Care, Skills for Health and HEE (2016). It outlines the expected knowledge and skills required by all mental health professionals in the health and social care workforce. 
· In 2017, Health Education England (HEE) produced ‘Stepping forward to 2020/21: The mental health workforce plan for England’ (HEE, 2017). This was designed to support the Five-Year Forward View and Long-Term Plan. It recognised that ‘To deliver this growth and transformation agenda, we will need motivated and multi-professional teams focused on delivering person-centred care’ and that social work and social care staff would have a key role in this.
· The Care Act 2014
· No Health without Mental Health (Department of Health February 2011)
· Making Every Contract Count 
· Wellbeing and mental health:  Applying All Our Health (PHE updated 2019)
· Safeguarding Adults: A National Framework of Standards for good practice and outcomes in adult protection work (ADASS)
· Mental Capacity Act (2005)
· Equality Act 2010
· NICE Guidance
· Mental Health Act 1983, 2007 Amendments
· Suicide prevention strategy 2012. NICE Suicide prevention. Quality standard [QS189] Published date: 10 September 2019
· Health and Social Care Act (2012) 
· Human Rights Act (1998/2015) 
· Data Protection Act (2018) and General Data Protection Regulation (2018) 
· People at the Heart of Care: Adult Social Care reform white paper (2021) sets out a transformative vision for Adult Social Care in England. Placing individuals and their lived experiences at the centre of reform, this strategy emphasises dignity, autonomy, and personalised support. It outlines plans to empower people to have greater choice and control over the care they receive, ensuring services are tailored to their unique needs and aspirations. The white paper also commits to investing in the care workforce, recognising their vital role in delivering compassionate, high-quality support. With a strong focus on integration, innovation, and sustainability, "People at the Heart of Care" seeks to build a future where everyone can live with independence, security, and respect, regardless of age or circumstance.
· The Health and Care Act 2022 represents a significant step forward in the evolution of health and social care in England. This legislation aims to promote collaboration and integration across health and care services, ensuring that individuals receive more joined-up, person-centred care. The Act establishes Integrated Care Systems (ICSs) across the country, requiring health, local authority, and other partners to work collectively for the benefit of their local populations. By simplifying structures and fostering shared accountability, the Act seeks to address health inequalities, improve outcomes, and make services more sustainable for the future.
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