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SERVICE SPECIFICATION
PERFORMANCE REQUIREMENTS

 SPECIFICATION, QUALITY AND PRODUCTIVITY
SECTION 1 – SPECIFICATION

Service Salford Advocacy Hub
Commissioner Lead Salford City Council – Community Health & Social Care

Period 1st April 2016 to 31st March 2019, with an option to extend for an 
additional two years

1)  Purpose

1.1 Background & Rationale for the development of the Salford Advocacy Hub 

In 2014 a review was undertaken regarding the range of adult advocacy provision that Salford City 
Council and Salford Clinical Commissioning Group commissions.  This review found that Salford 
commissioned a range of advocacy provision to support the health and social care needs of the local 
population via four separate contracts with four separate organisations, namely:

 Independent Mental Capacity Advocacy (IMCA)
 Independent Mental Health Advocacy (IMHA)
 NHS Complaints Advocacy
 Generic Community (non-statutory) Advocacy and Care Act Advocacy.  

Demand for advocacy services from users of health and social care services is increasing, not just 
locally but nationally.  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 Salford so 
as to create the flexibility and capacity to future-proof these services, meet this increase in demand 
and at the same time provide an improved service user experience.       

The decision to bring these services together under a single contract to create a single Salford 
Advocacy Hub is felt to be beneficial in that it would : 
 

 Provide a single point of contact for all advocacy queries/referrals 
 Provide a clearer pathway and fewer transition points between services - e.g. if someone has 

an IMHA but then comes off a Mental Health Act Section, they could still keep the same 
advocate rather than having to be transferred to another service and another advocate.

 Maintain a local Salford-based service which understands and responds to the needs of 
Salford people and Salford services. 

 Make better use of this critical mass – e.g. having IMHA's trained as IMCAs and vice versa 
 Provide greater flexibility – enabling greater scope to move resources within the Hub at times 

of increased demand for one type of advocacy provision.   
 Provide more reassurance from a future-proofing perspective - by providing a more robust and 

flexible service to meet demand
 Provide a more cost effective service – it is expected that bringing the services together will 

bring economies of scale and so will see an increase in referrals, within the comparable 
financial envelope, and a decrease in costs per case
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1.2 Aims 
To provide an advocacy service to adults with health and social care needs (comprising adults with 
learning difficulties, mental health problems, physical and sensory, autistic spectrum conditions and 
older  people) living in Salford, which adheres to the following definition of advocacy:

“Advocacy can be defined as an individual being supported to express views, communicate choices 
and receive services or participation as a result.  It promotes social inclusion and equality”.

Delivering the Choice & Voice Agenda: the role of independent advocacy services, August 2008, 
Disability Rights Commission.

1.3 Evidence Base
There is a significant evidence base which highlights the importance and value of effective advocacy 
services and the role they play in developing services which are personalised and meet the needs, 
interests and rights of people using health and social care services.  

 Mental Capacity Act 2005.
 Mental Health Act 1983 as amended in 2007
 Health and Social Care Act 2012
 Care Act 2014
 Disability Discrimination Act 1995
 Data Protection Act 1998
 Care Standards Act 2000
 No Health Without Mental Health (DH 2011)
 NHS Operating Framework
 Best Practice in Managing Risk (DH, 2007)
 Delivering better Mental Health outcomes for people of all ages ( DH 2011) 
 Valuing People Now (2009)
 National Service Framework for Older People
 Improving the Life Chances of Disabled People (2005)
 Think Local Act Personal (2011)
 Our Health Our Care Our Say (2006)
 Autism Act 2009

1.4 General Overview
Advocacy Services work to help people say what they want, meet their rights, represent their interests 
and obtain services they need.  The Salford Advocacy Hub will provide advocacy for people qualifying 
for the following statutory advocacy interventions  (further detail on each of the different types of 
advocacy interventions are provided in Section 2):

Advocacy Type Description
Independent 
Mental Capacity 
Advocacy (IMCA)

The Mental Capacity Act 2005 makes it a legal requirement for people 
lacking mental capacity to have independent advocacy when there are 
no known relatives or close friends to speak for them.  The Local 
Authority is required to commission an Independent Mental Capacity 
Advocacy (IMCA) service from an independent organisation.

The IMCA Service must be a generic service, for people aged 16 years 
and above and for a wide variety of needs.  It will include people with 
learning disabilities, dementia, mental health needs and acquired brain 
injury and others who may require it including those covered by the 
extended provisions of the Mental Capacity Act 2005.

Independent 
Mental Health 

From April 2009, statutory access to an Independent Mental Health 
Advocate (IMHA) has been available to patients subject to certain 
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Advocacy (IMHA) aspects of the Mental Health Act 1983.

Patients, who are eligible to use IMHA services, i.e. qualifying patients, 
are those patients:

• Detained under the MHA (even if they are currently on leave of 
absence from hospital) apart from
those patients detained under sections 4, 5(2), 5(4), 135 or 136;
• Conditionally discharged restricted patients;
• Subject to Guardianship under the Act; or
• On Supervised Community Treatment (SCT).

as well as patients not covered by any of the above but who are:

• Being considered for a treatment to which section 57 applies (“a section 
57 treatment”);
• Under 18 and being considered for electro-convulsive therapy or any 
other treatment to which
Section 58A applies (“a section 58A treatment”).

NHS Complaints 
Advocacy 

The Health and Social Care Act 2012, Section 185, inserts section 223A 
into the Local Government and Public Involvement in Health Act 2007 
which requires local authorities to make arrangements for the provision 
of independent advocacy to people who wish to make a complaint about 
a NHS service. Within the meaning of the above legislation, the term 
advocacy services relate only to the provision of assistance for 
individuals making or intending to make a NHS related complaint which 
includes a complaint to the Health Service Ombudsman. 

Care Act 
Advocacy 

The duty applies to adults, children approaching transition, carers and 
young carers.  The focus of advocacy requirements under the Act are 
around support and representation in the following;

 a needs assessment
 a carers  assessment
 the preparation of a care and support plan
 a review of care and support plan
 a child’s needs assessment
 a child’s carers needs assessment
 a young carers assessment

The duty to provide advocacy under the Care Act provides support to:

 people who have capacity but who have substantial difficulty in 
being involved in the care and support ‘processes’;

 people in relation to their assessment and/or care and support 
planning regardless of whether a change of accommodation is 
being considered for the person;

 people in relation to the review of a care and/or support plan;
 people in relation to safeguarding processes (though IMCAs are 

involved if protective measures are being proposed for a person 
who lacks capacity);

 carers who have substantial difficulty in engaging – whether or 
not they have capacity);

 people for whom there is someone who is appropriate to consult 
for the purpose of best interests decisions under the Mental 
Capacity Act, but who is not able and/or willing to facilitate the 
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person’s involvement in the local authority process.

However, it is not the intention that this service will only focus on Salford’s statutory responsibilities.  A 
significant amount of preventative work is addressed by providing advocacy interventions outside of 
these statutory remits. Consequently, the Salford Advocacy Hub will also provide a generic, non-
statutory Advocacy service to meet a range of desired outcomes for (comprising adults with learning 
difficulties, mental health problems, physical and sensory, autistic spectrum conditions and older  
people) living in Salford.

The interventions will broadly fall into the following categories:

a)  Case Advocacy 
When someone advocates with or on behalf of the service user on a particular issue to achieve 
specific objectives.  The advocate will work on a 1:1 basis with people to support them to understand 
options, be in control of their lives and work on particular issues to achieve certain objectives.

b)  Self Advocacy 
When the intervention of the service via an Advocacy Worker gives individuals the appropriate advice 
and support to develop the skills to advocate for themselves.  

Self Advocacy can often be an outcome of Case Advocacy where the individual, through the 
intervention of a Case Advocate, develops their skills and feels more empowered to advocate on 
behalf of themselves.

The service will develop an intervention plan in partnership with the service user which clearly details 
the reasons, aims and expected outcomes from the advocacy intervention.  This will enable the 
service to manage expectation and workloads effectively. 

The service will act completely impartially on behalf of its service users, representing the interests of 
the service user themselves.  The service shall have in place a code of conduct and work to ensure 
that the Salford Advocacy Charter (outlined below) is being adhered to.

1.5  Salford Advocacy Charter.
Having listened to local people about what is important to them in an advocacy service, Salford City 
Council and Salford Clinical Commissioning Group has developed the Salford Advocacy Charter.

This charter identifies the expectations of the Advocacy service and should be read alongside the 
‘Action for Advocacy’ advocacy charter 1.

People

Your advocate will be . . . . .

 Respectful
 Non-judgemental
 Polite
 Calm
 Honest
 Understanding
 Supportive
 Friendly
 Reliable

Skills
1 http://www.aqvx59.dsl.pipex.com/Advocacy%20Charter2004.pdf

http://www.aqvx59.dsl.pipex.com/Advocacy%20Charter2004.pdf
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Your advocate will be . . . . .

 Trained
 Have great listening skills
 Able to give information in a variety of ways – so you get the information you need in the way 

you need it.
 Able to treat each person as an individual, understanding that every person is unique.
 An enabler – they will work to give you the confidence and skills to do as much for yourself as 

you can now and in the future.
 Have great communication skills and the ability to communicate in different ways with different 

people.
 Aware of how your condition could affect your life and your choices. 
 Experienced, or have the support of an experienced advocate if they are new to the role.

What they will do

Your advocate will . . . . .

 Give you the information you ask for or they think you need.
 Support you to speak up for yourself, or speak up for you if you do not feel able to speak up 

for yourself.   They will challenge services with or for you if that is what you want.
 Support you to prepare for meetings.
 Come to meetings with you.
 Meet with you in a place that works for you.
 Offer practical help, not just advice, when this is the right thing to do.

How they will do it.

Your advocacy service will . . . . .

 Be independent of local health services and the local council.
 Have enough advocates to provide a service to people who need it and are eligible.
 Make sure advocates have time to get to know you, and you them.
 Communicate well with other agencies and professionals.
 Make sure local people know about their service by advertising it in different ways.
 Get back to people quickly if they have asked for help.

1.6  Outcomes
The Salford Advocacy Hub will meet the following key outcomes:

 Salford Citizens will be represented and supported to express their views, needs, rights, 
preferences and decisions. 

 Salford Citizens will benefit from a range of approaches to meet different requirements, needs 
and service  user groups 

 Salford Citizens will have greater understanding of, and involvement in the planning of, their  
care and support.

 Salford Citizens will have greater choice and control over their own lives and the support they 
receive

 Salford Citizens will have greater confidence, capacity and skills to articulate their needs, with 
or without the assistance of an Advocate.

 Salford Citizens and their families will be better equipped to advocate for themselves in the 
future   
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2. Scope

2.1 Service Description

The purpose of the Salford Advocacy Hub is that there will be a more fluid and person-centred 
response to advocacy and that a range of advocates will be skilled and trained in advocating for 
people under all of the various statutory obligations (IMCA, IMHA, Care Act and NHS Complaints).  

In Section 3 the specification will outline more detail on how it is anticipated that this service will be 
delivered.  However, it is important to also detail some of the specifics around each of the forms of 
advocacy, which this Section outlines.

2.1.1 Independent Mental Health Advocacy (IMHA)

N.B. This section  should also be read in conjunction with regulations, standards and 
guidance regarding IMHA – see link below
http://webarchive.nationalarchives.gov.uk/+/dh.gov.uk/en/healthcare/mentalhealth/informationonthem
entalhealthact/dh_091895

Many people with an acute mental health problem may experience heightened vulnerability, prejudice 
and difficulties with communication.  Many people affected by mental ill-health also have difficulty 
getting their views about their mental health care needs across to the providers of mental health 
services.  Access to an advocacy service ensures that individuals are able to positively engage with 
services, making the most effective use of the services available. 

From April 2009, statutory access to an Independent Mental Health Advocate (IMHA) has been 
available to patients subject to certain aspects of the Mental Health Act (MHA) 1983.

 Patients, who are eligible to use IMHA services, i.e. qualifying patients, are those patients:
 Detained under the MHA (even if they are currently on leave of absence from hospital) apart 

from
 those patients detained under sections 4, 5(2), 5(4), 135 or 136;
 Conditionally discharged restricted patients;
 Subject to Guardianship under the Act; or
 On Supervised Community Treatment (SCT).

as well as patients not covered by any of the above but who are:

 Being considered for a treatment to which section 57 applies (“a section 57 treatment”);
 Under 18 and being considered for electro-convulsive therapy or any other treatment to which

section 58A applies (“a section 58A treatment”).

The aims of the IMHA Service is to ensure ‘qualifying patients’ have access to advocacy services that 
help them say what they want, meet their rights, represent their interests and obtain services that 
meet their needs. The purpose of the IMHA service is to help patients to fully participate in decisions 
about their care and treatment

While the focus of an IMHA intervention will be surrounding the mental health care and treatment, the 
service is expected to respond to the issues that are paramount to the service user and therefore it is 
expected that the advocacy service will address a broad range of issues e.g. housing and social care 
issues, which will require building effective partnerships with other advocacy services. 

An IMHA service supports qualifying individuals to understand the Act and their own rights and 
safeguards.  This may include support in obtaining information about any of the following:

 Patient’s rights under the Act
 Provisions of the Act under which the individual qualifies for an IMHA

http://webarchive.nationalarchives.gov.uk/+/dh.gov.uk/en/healthcare/mentalhealth/informationonthementalhealthact/dh_091895
http://webarchive.nationalarchives.gov.uk/+/dh.gov.uk/en/healthcare/mentalhealth/informationonthementalhealthact/dh_091895
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 Conditions or restrictions which affect the individual
 Medical treatment being received, discussed or proposed and the reasons for this
 Legal authority for providing such treatment
 Requirements of the Act which apply to treatment

It is also expected that the service will demonstrate significant service user involvement in the 
management and delivery of the service.  The service will also explore ways of building capacity in 
developing peer advocacy.

2.1.2  Independent Mental Capacity Advocacy (IMCA)

N.B. This section  should also be read in conjunction with the ‘Mental Capacity Act 2005 Code 
of Practice’  and ‘Making Decisions: the Independent Mental Capacity Advocate Service’
https://www.gov.uk/government/publications/mental-capacity-act-code-of-practice
https://www.gov.uk/government/publications/independent-mental-capacity-advocates

The Mental Capacity Act (2005) makes it a legal requirement for people lacking mental capacity to 
make decisions themselves in specific situations to have independent advocacy when there are no 
known relatives or friends that it would be appropriate to consult about those decisions.  The Council 
is required to commission independent advocacy from independent organisations.

An Independent Mental Capacity Advocate must be provided where needed when decisions are being 
made regarding:

 An NHS body is proposing to provide serious medical treatment (as specified in the Act) ;  and
 A Local Authority or NHS Body is proposing to arrange accommodation (or a change of 

accommodation) in a care home or hospital and the person will stay in the care home for more 
than 8 weeks or stay in hospital for longer than 28 days.

 An appropriate authority must instruct an IMCA to support people to whom acts or decisions 
are proposed under sections 37, 38 and 39 relate or persons who fall within section 39a, 39c 
or 39d of the Deprivation of Liberty Safeguards.

Under the MCA people who lack capacity and are alleged to be responsible for abuse are entitled to 
the help of an IMCA to support them and represent them in the enquiries that are taking place.

An Independent Mental Capacity Advocate may be instructed where decisions are being made 
regarding:

i) Care reviews, where there is no-one else to consult
ii) Adult Safeguarding cases, whether or not family, friends or others are involved. 

The Mental Capacity Act 2005 is underpinned by five key principles:

 Principle 1: ‘A person must be assumed to have capacity unless it is established that he 
lacks capacity’ (Section 1(2))

 Principle 2: ‘A person is not to be treated as unable to make a decision unless all 
practicable steps to help him to do so have been taken without success’ (section 1(3))

 Principle 3: ‘A person is not to be treated as unable to make a decision merely because he 
makes an unwise decision.’ (Section 1(4) 

 Principle 4: ‘An act done, or decision made, under this Act for or on behalf of person who 
lacks capacity must be done, or made, in his best interests’. (Section 1(5))

 Principle 5: ‘Before the act is done, or the decision is made, regard must be had to whether 
the purpose for which it is needed can be as effectively achieved in a way that is less 
restrictive of the person’s rights and freedom of action.’ (Section 1(6)) 

The individuals accessing the IMCA Service shall be Service Users of sixteen (16) years or over or in 
the case of Deprivation of Liberty Safeguards the person will be eighteen (18) years or over.

https://www.gov.uk/government/publications/mental-capacity-act-code-of-practice
https://www.gov.uk/government/publications/mental-capacity-act-code-of-practice
https://www.gov.uk/government/publications/independent-mental-capacity-advocates
https://www.gov.uk/government/publications/independent-mental-capacity-advocates
https://www.gov.uk/government/publications/independent-mental-capacity-advocates
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There are 3 specific IMCA DoLS Roles:

i) IMCA 39A is instructed where a request for a Standard Authorisation has been submitted 
to the Supervisory Body (Salford Council or Salford NHS) for a person who does not have 
anyone who can advocate on their behalf. 

ii) IMCA 39C is instructed for a person subject to a Standard Authorisation to Deprive them of 
their Liberty in a registered care home or hospital where it has not been possible to 
appoint an unpaid Relevant Person's Representative (RPR).  The period of the instruction 
of an IMCA 39C should be for the shortest possible duration until an appropriate paid RPR 
can be appointed by the Supervisory Body.

iii) IMCA 39D – the Supervisory Body can instruct an IMCA 39D for a person subject to a 
Standard Authorisation to Deprive them of their Liberty in a registered care home or 
Hospital.  An IMCA 39D can be instructed to support the person subject to a Standard 
Authorisation and/or their unpaid Relevant Person’s Representative. 

Paid RPR Role and Litigation Friend: Nationally there has been an increase in IMCAs acting as paid 
RPRs particularly following the case of AJ v A [2015] EWCOP 5 [2015] WLR (D)64. The key function 
of this role would be to support the person subject to a Standard Authorisation as set out by the 
Mental Capacity (Deprivation of Liberty: Appointment of Relevant Person’s Representative) 
Regulations 2008. This means the paid RPR must be:

 Over 18 years of age
 Able to keep in contact with the relevant person, and
 Willing to be appointed.

They must not be:

 Financially interested in the relevant person’s managing authority
 A relative of a person with financial interest as stated above
 Employed by or providing services to the care home where the person is residing
 Employed by the hospital in a role that could be related to treatment and care of the 

person, or
 Employed to work in the relevant person’s supervisory body 

(Refer to MCA code of practice Ch7 pp76-85) 

If a person is deprived of their liberty in Salford, having being placed there by a local authority other 
than Salford. The IMCA provider may be able to offer them the option of Paid RPR role which will be 
an arrangement separate from this specification.

Judges in Court of Protection cases have often supported the role of Litigation Friend being carried 
out by IMCAs. There is no guidance contained in the MCA (2005) or in any of the supporting materials 
as to how a Litigation Friend should discharge their duties. This area of the law is not straightforward 
and the Litigation Friend should seek specific legal advice both at the outset and in relation to any 
specific points that may arise. 

The key functions of an IMCA are set out in Section 36(2) of the Mental Capacity Act 2005.  They 
include:

 representing and supporting the Service User
 obtaining and evaluating information
 ascertaining the Service User’s wishes and feelings, as far as possible
 ascertaining alternative courses of action – for example, looking at different care 

arrangements or residential homes
 obtaining a further medical opinion, if necessary.
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In order to carry out this task, the IMCA will need to investigate the particular circumstances of the 
Service User in relation to other aspects of the best interest checklist.  These include:

 whether the Service User is likely to regain capacity in relation to the matter in question, and if 
so, when that is likely to be;

 the need to permit and encourage the Service User to participate, or to improve his/her ability 
to participate, as fully as possible in any act done for and any decision affecting him/her;

 so far as these can be ascertained, the past and present wishes and feelings of the Service 
User, any beliefs and values that may have influenced the decision in question, and the 
factors which the Service User would be likely to consider if able to do so;

 any other relevant factors, including for example, the need to promote the human rights of the 
Service User.

In addition, the IMCA will need to consider whether the principles set out in Section 1 of the Mental 
Capacity Act 2005 have been complied with.  In particular:

 where there is more than one course of action or a choice of decisions to be made, the IMCA 
will need to check whether all possible options or alternatives have been explored and 
whether the proposed option would be the least restrictive of the Service User’s future choices 
or would allow him/her the most freedom.

 they should also check that the Service User has been given adequate support to try to make 
his or her own decision and that he or she does in fact lack capacity in relation to the decision 
in question.

Section 35(6) of the Mental Capacity Act 2005 provides IMCAs with certain powers to enable them to 
carry out their functions under the Act.  These include:

 the right to visit and have a private discussion with the Service User concerned; and
 the right to examine any records (such as clinical records, care plans or social care 

assessment documents) which are considered relevant to the decision or action in question.

The individuals accessing the IMCA Service shall be Service Users of sixteen (16) years or over or in 
the case of Deprivation of Liberty Safeguards the person will be eighteen (18) years or over.

2.1.3  Care Act Advocacy

N.B. This section  should also be read in conjunction with the Care Act Guidance - see the link 
below 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/315993/Care-Act-
Guidance.pdf

The duty applies to adults, children approaching transition, carers and young carers.  However carers 
and young carers are not in scope for this services and their need will be met via a specific services 
commissioned for carers. 

The focus of advocacy requirements under the Care Act are around support and representation in the 
following;

 a needs assessment under section 9 of the Care Act; 
 a carer’s assessment under section 10; 
 the preparation of a care and support plan or support plan under section 25; 
 a review of care and support plan or support plan under section 27; 
 a child’s needs assessment under section 60; 
 a child’s carer’s assessment under section 62;
 a young carer’s assessment under section 65.

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/315993/Care-Act-Guidance.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/315993/Care-Act-Guidance.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/315993/Care-Act-Guidance.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/315993/Care-Act-Guidance.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/315993/Care-Act-Guidance.pdf
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2

As part of the assessment and the care and support plan, the local authority must have regard to the 
need to help protect people from abuse and neglect. They should assist the person to identify any 
risks and ways to manage them. They should also assist the person to decide how much risk they can 
manage. The local authority must also have regard to ensuring that any restriction on the person’s 
rights or freedom of action is kept to the minimum necessary. Restrictions should be carefully 
considered and frequently reviewed. Any potential deprivation of liberty must be authorised, either by 
a Deprivation of Liberty Authorisation by the local authority or the Court of Protection under the 
Deprivation of Liberty

Advocacy under the duty flowing from the Care Act is similar in many ways to independent advocacy 
under the Mental Capacity Act (MCA). Regulations have been designed to enable independent 
advocates to be able to carry out both roles. However, the duty to provide independent advocacy 
under the Care Act is broader and provides support to:

 people who have capacity but who have substantial difficulty in being involved in the care and 
support ‘processes’;

 people in relation to their assessment and/or care and support planning regardless of whether 
a change of accommodation is being considered for the person;

 people in relation to the review of a care and/or support plan;
 people in relation to safeguarding processes (though IMCAs are involved if protective 

measures are being proposed for a person who lacks capacity);
 people for whom there is someone who is appropriate to consult for the purpose of best 

interests decisions under the Mental Capacity Act, but who is not able and/or willing to 
facilitate the person’s involvement in the local authority process.

Where a local authority is carrying out enquiries in relation to abuse or neglect and the adult has 
substantial difficulty in being involved and there is no one appropriate to support them, the local 
authority must arrange for an independent advocate to represent them for the purpose of facilitating 
their involvement (sections 14.43 and 14.67 Statutory Guidance to the 2014 Care Act). What happens 
as a result of a safeguarding enquiry should reflect the adults wishes wherever possible as stated by 
them or by their representative or advocate (14:66; 14:80 and 14:81).

Local Authorities will need to determine what determines ‘substantial difficulty’ by assessing the 
individual’s ability to; 

 understand relevant information 
 retain information 
 use or weigh up the information 
 communicate their views, wishes and feelings

Before referring for an Advocate the Local Authority must consider whether there is an ‘appropriate’ 
individual via the following considerations;

 It cannot be someone who is already providing the person with care or treatment in a 
professional capacity

 The person must agree to the particular individual supporting them
 That they have the knowledge and ability to support the person’s active involvement with the 

local authority processes

In general, a person who has substantial difficulty in being involved in their assessment, plan and 
review will only become eligible for an advocate where there is no one appropriate to support their 
involvement.   The exceptions are:

2 Advocacy regarding carers assessments, child’s carers assessments and young carers assessments are not 
in scope for this contract – see section 4.6 
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 where the exercising of the assessment or planning function might result in placement in NHS-
funded provision in either a hospital for a period exceeding four weeks or in a care home for a 
period of eight weeks or more and the local authority believes that it would be in the best 
interests of the individual to arrange an advocate;

 where there is a disagreement, relating to the individual, between the local authority and the 
appropriate person whose role it would be to facilitate the individual’s involvement, and the 
local authority and the appropriate person agree that the involvement of an independent 
advocate would be beneficial to the individual.

 where a deprivation of liberty may be the result of the proposed care and support plan.

Adults in custody are entitled to the support of an independent advocate during needs assessments 
and care and support planning and reviews of plans if they would have significant difficulty in being 
involved in the process, as in the community.  Since Forest Bank Prison is located in Salford it this 
would be an additional expected responsibility of the Advocacy service. 

2.1.4  NHS Complaints Advocacy

N.B. This section should also be read in conjunction with the ‘Commissioning Independent 
NHS Complaints Advocacy’ - see the link below 
http://www.local.gov.uk/c/document_library/get_file?uuid=f07bf24c-cd0c-458f-8672-
419f26a0831a&groupId=10180

The Health and Social Care Act 2012, Section 185, inserts section 223A into the Local Government 
and Public Involvement in Health Act 2007 which requires local authorities to make arrangements for 
the provision of independent advocacy to people who wish to make a complaint about a NHS service. 
Within the meaning of the above legislation, the term advocacy services relate only to the provision of 
assistance for individuals making or intending to make a NHS related complaint which includes a 
complaint to the Health Service Ombudsman. Please note that this is separate from complaints 
arrangements in respect of adult social care.

The same legislation also makes provision for Local Healthwatch organisations to replace the Local 
Involvement Networks (LINks) as the new consumer champion for health & social care services. Local 
Healthwatch organisations will be required to signpost individuals making or intending to make a NHS 
related complaint complainant to this advocacy service.

The core purpose of the service is to ensure that Service Users have access to the support they need 
to clarify and articulate their concerns, to navigate the complaints system and to pursue a resolution 
to the satisfaction of the Service User or the exhaustion of the process.  The service will play no role 
in relation to matters where a complainant determines to resort to direct legal action, other than 
appropriate signposting.

The graded intervention will follow the following structure;

 Level 1: Web-based & published information - Self help advocacy information i.e. website, 
basic guidance material, templates, directories of support organisations, leaflets, self-help 
packs, other published material.

 Level 2: Call Centre & web / e-mail response - Assisted information i.e. responding at 
distance to Service User needs / queries, e.g. to explore which route would be the best 
remedy for their circumstances, support to access information and frame complaint, providing 
templates and where necessary referring on to Level 3 or other relevant organisation as 
appropriate.

 Level 3: Nominated Advocate Support - Personalised Advocacy via a nominated advocate 
i.e. working with the Service User to develop and progress their complaint but with limited face 
to face contact. Providing practical assistance (i.e. templates, letter writing, form filling, 

http://www.local.gov.uk/c/document_library/get_file?uuid=f07bf24c-cd0c-458f-8672-419f26a0831a&groupId=10180
http://www.local.gov.uk/c/document_library/get_file?uuid=f07bf24c-cd0c-458f-8672-419f26a0831a&groupId=10180
http://www.local.gov.uk/c/document_library/get_file?uuid=f07bf24c-cd0c-458f-8672-419f26a0831a&groupId=10180
http://www.local.gov.uk/c/document_library/get_file?uuid=f07bf24c-cd0c-458f-8672-419f26a0831a&groupId=10180
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contacting third parties to seek information) but wherever possible working at distance via 
telephone, e-mail. 

 Level  4: Intensive Face to Face Support -  i.e. some Service Users will require more 
intensive advocacy support due to:

o The nature or complexity of their complaint
o The service user’s capacity to negotiate the complaint process i.e. people with limited 

confidence or emotional barriers, learning, literacy or communication difficulties, people 
whose first language is not English, people with mental health problems or frail elderly 
people or those who may be distressed due to illness or bereavement. (This is not an 
exclusive list)

Such Service Users may require more direct face to face advocacy support to clarify personal 
objectives, negotiate process, communicate with agencies by letter or telephone and support 
through local resolution processes, attendance at hearings and throughout the second stage 
of the complaints procedure

 Level 5: Specialist Advocacy Support - i.e. Some Service Users may require advocates with 
specialist knowledge of areas such as children’s rights, mental health, legal issues, refugee 
issues  or other specialist health environments, such as prisons, etc..

For avoidance of any doubt the NHS complaints process covers:

 All NHS Trusts and NHS Bodies including NHS Foundation Trusts
 Family Health Services provided for the NHS by GPs, Dentists, Opticians or Pharmacists.
 Primary Care Trusts / Clinical Commissioning Groups
 Private health care establishments if the treatment has been paid for by the NHS
 All other health services commissioned by NHS funding

2.1.5 Non-statutory Advocacy  

In addition to the range of statutory duties, the Advocacy service will also meet the needs of people 
who don’t meet the criteria for a form of statutory advocacy but who do require advocacy support 
regarding a health and social care issue, including:
 

i. Adults with learning difficulties
ii. Adults with mental health problems
iii. Adults with Autistic spectrum conditions
iv. Adults with physical and sensory disabilities
v. Older people  

The majority of this work will primarily be provided in the form of Case Advocacy with a view to people 
advocating for themselves in the future.  However, in some cases (e.g. learning disabilities) 
Commissioners may require the setting up of advocacy groups.  

The following criteria applies: 

 Adults from 18 years
 Salford residents and/or registered with a Salford GP
 That the person has a mental health problem, learning difficulty, physical and sensory 

disability or is an older person  

2.2 Accessibility/acceptability
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Service users must be Salford residents or registered with a Salford GP. 

In the case of IMCA referrals, the service user needs to be located in Salford at the time of the 
referral.

Referral routes into the service depend on the form of advocacy requested but will usually be a:
 
 Referral from health and social care services
 Referral from carers and  family members / friends
 Referral from any other voluntary / community sector bodies, as appropriate.
 Self referrals – where possible

The provider will need to be satisfied that referrals from sources other than self referral are with the 
consent and in the best interests of the individual.   

2.3 Whole System Relationships
The Advocacy Service will be part of a whole system model of care which enables people to have a 
say about their lives and/or have their need and best interest represented.  The Advocacy Service will 
work to a support plan which meets agreed needs and objectives.

2.4 Interdependencies

Advocates should seek to develop constructive working relationships with all stakeholders which 
would be expected to include the following (this list is not exhaustive).

 Health and Social Care Teams and services across all services areas 
 Advice and Information Services 
 Hospitals 
 Housing
 Community & Voluntary Sector
 Legal Services
 Healthwatch Salford 
 Carers Support Service
 Advice and Information Services
 GPs
 Dementia Support Services
 Stroke Support Services 

3.  Service Delivery

N.B. This section regarding service model and service delivery will be further populated in line 
with the model submitted by the successful organisation.  

3.1  Service Model
As highlighted in Section 1.1 Salford has identified the need to develop a strategic approach to the 
way advocacy is commissioned in Salford so as to create the flexibility and capacity to future-proof 
these services, meet this increase in demand and at the same time provide an improved service user 
experience.       

The decision to bring these services together under a single contract to create a single Salford 
Advocacy Hub is felt to be beneficial in that it would : 
 

 Provide  a single point of contact for all advocacy queries/referrals 
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 Provide a clearer pathway and fewer transition points between services - e.g. if someone has 

an IMHA but then comes off a Mental Health Act Section, they could still keep the same 
advocate rather than having to be transferred to another service and another advocate.

 Maintain a local Salford-based service which understands and responds to the needs of 
Salford people and Salford services. 

 Make better use of this critical mass – e.g. having IMHA's trained as IMCAs and vice versa 
 Provide greater flexibility – enabling us to have greater scope to move resources within the 

Hub at times of increased demand for one type of advocacy provision.   
 Provide more reassurance from a future-proofing perspective - by providing a more robust and 

flexible service to meet demand
 Provide a more cost effective service – it is expected that bringing the services together will 

bring economies of scale and so will see an increase in referrals, within the comparable 
financial envelope, and a decrease in costs per case

Consequently it is expected that the resulting service model will have the necessary flexibility and skill 
base to meet the expected benefits outlined above.

Table 1 outlines the anticipated indicative hours of advocacy support per case for each category of 
advocacy.  Table 2 outlines the anticipated annual demand by each category of advocacy.  

It should be noted that these hours are indicative and based in some cases on past 
performance data (e.g. IMHA), in some cases projected, but unknown, demand (e.g. Care Act 
Advocacy) and also anticipating potential increases in demand in advocacy categories (e.g. 
increasing IMCA demand following Supreme Court ruling).  The purpose of developing a 
single advocacy pathway is that it creates flexibility to respond at times of high demand in 
some advocacy categories and so the service model will need to demonstrate how it will build 
in this flexibility while also ensuring that all obligations are being met.

Table 1:  Anticipated average indicative hours of advocacy support per case 

IMCA 10 Hours
IMHA 10 Hours
Care Act Assessment 14 Hours
Care Act Review  6 Hours
Safeguarding  Enquiry 15 Hours
NHS Complaints 15 hours
Non Statutory Advocacy 10 hours

Table 2:  Anticipated annual demand by each advocacy category *workings in red via CM
 
Advocacy category Annual hours % of total 

hours
IMCA 3,500 Hours (approx. 350 

clients)
18%

IMHA 2,500 Hours (approx. 250 
clients) 

13%

Care Act Advocacy  (comprising 
assessment review and 
safeguarding) 

8,000 Hours (approx. 400 
clients based on 20 hrs for 
assessment and review)

41%

NHS Complaints 1,000 hours (approx. 66 
clients)

5%

Non Statutory Advocacy 4,500 hours  (approx. 450 
clients) 

23%
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While it is acknowledged that it may often be the non-statutory allocation that will be drawn on at 
times of high demand in other statutory advocacy interventions, Commissioners are keen that this is 
not always seen as the first resort as a significant amount of preventative work is addressed by 
providing advocacy interventions outside of these statutory remits. Consequently it is expected that all 
forms of advocacy are examined to determine demand and caseload at that time.   

It is also expected that the required training and awareness-raising, pertaining to these advocacy 
categories, will be undertaken within these indicative time allocations. 

The model is also expected to be able to meet the needs of a range of service users with health and 
social care needs which will require expertise and knowledge in certain areas to meet the expected 
skills and qualities outlined in the Salford Advocacy Charter in Section 1.5 of this specification.  

However, there are some areas where we know demand will be high and which merit a dedicated and 
more specialist approach. 

One of these is focussed on support for inpatients at Meadowbrook Acute Inpatient Hospital.  There 
has been an IMHA based there for a number of years and it is expected that given the widening of 
advocacy responsibility (beyond solely IMHA) expected from this service, at least 1 x WTE on-site 
Mental Health Advocate is merited to meet the advocacy needs of inpatients at Meadowbrook .

Another area which merits a dedicated advocate is for people with dementia, who have historically 
made up the vast majority of IMCA referrals and who are also likely to also make up a large number 
of Care Act referrals (not to mention some IMHA for those at Woodlands Hospital).  Whether this 
advocate is on-site at Woodlands or located elsewhere in the community is subject to further  
discussion.

There is also a case for a specific and dedicated resource for people with learning difficulties and also 
adults with autistic spectrum conditions where advocates possess the skills around Total 
Communication that make for an effective representative.

Consequently, the service model is expected to combine a generic approach to meet the range of 
advocacy interventions but at the same time ensure that there are specialist skills and approaches 
within the service to give consistency and the best possible service and outcomes. 

3.2  Requirements upon Advocates & the Advocacy Process
Once appointed, all independent advocates should be expected to achieve the National Qualification 
in Independent Advocacy (Level 3) within a year of being appointed.

The ‘Seventh Year of the Independent Mental Capacity Advocacy (IMCA) Service’ report identified 
training and Continuous Professional Development requirements for IMCAs.  The provider is 
expected to adhere to these minimum requirements 3 .    

The advocate must not be working for the local authority or local Health Trust, or for an organisation 
that is commissioned to carry out assessments, care and support plans or reviews for the local 
authority. Nor can an advocate be appointed if they are providing care or treatment to the individual in 
a professional or a paid capacity. 

Advocates will decide the best way of supporting and representing the person they are advocating for, 
always with regard to the wellbeing and interest (including their views, beliefs and wishes) of the 
person concerned. In addition, where practicable, they are expected to meet the person in private. 
During the initial visits, the Advocate will look out for the following:

 The Service User’s expression of mood and feelings.
 The Service User’s sensory activities, their use of sound, touch, hearing, tasting and smelling.

3 https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/416341/imca-report.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/416341/imca-report.pdf
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 The Service User’s body language, gestures and vocalisations.
 The Service User’s interactions with others.
 The Service User’s relationship to their environment and personal space.
 The Service User’s use of objects in their setting.
 The Service User’s opportunities for interaction.

Advocates will develop an intervention plan in partnership with the service user which clearly details 
the reasons, aims and expected outcomes from the advocacy intervention.  This will enable the 
service to manage expectation and workloads effectively. 

Where a person has capacity, the advocate should ask their consent to look at their records and to 
talk to their family, friends, paid carers and others who can provide information about their needs and 
wishes, their beliefs and values. Where a person does not have capacity to decide whether an 
advocate should look at their notes or talk to their family and friends, then the advocate can consult 
both the records and the family and others, but consulting the family and others only where the 
advocate considers this is appropriate and in the person’s best interests. 

Acting as an advocate for a person who has substantial difficulty in engaging with care and support 
processes is a responsible position. It includes: 

 Assisting a person to understand the assessment, care and support planning and review 
processes. This requires advocates to understand local authority and Health Trust policies and 
processes, the available assessment tools, the planning options, and the options available at 
the review of a care or support plan. It may involve advocates spending considerable time with 
the individual, considering their communications needs, their wishes and feelings and their life 
story, and using all this to assist the person to be involved and where possible to make 
decisions. 

 Assisting a person to communicate their views, wishes and feelings to the staff who are 
carrying out an assessment or developing a care or support plan or reviewing an existing plan. 

 Assisting a person to understand how their needs can be met by the local authority or Health 
Trust or otherwise – understanding for example how a plan can be personalised, how it can be 
tailored to meet specific needs, how it can be creative, inclusive, and how it can be used to 
promote a person’s rights to liberty and to family life.

 Assisting the person to make decisions about their care and support arrangements – assisting 
them to weigh up various care and support options and to choose the ones that best meet the 
person’s needs and wishes. 

 Assisting the person to understand their rights under relevant legislation (e.g  Care Act, Mental 
Capacity Act, Mental Health Act, Health & Social Care Act). Also assisting the person to 
understand their wider rights, including their rights to liberty and family life. A person’s rights 
are complemented by the local authority’s and Health Trusts duties, for example to involve the 
person, to meet needs in a way that is least restrictive of a person’s rights. 

 Assisting a person to challenge a decision made by the local authority and/or Health Trust; 
and where a person cannot challenge the decision even with assistance, then to challenge it 
on their behalf. 

If the Advocate considers that further information is required in order to form a view as to the Service 
User’s best interests, the following courses of action may be appropriate, according to the particular 
circumstances of the case:

 Where the Service User has communication difficulties, the Advocate may consider seeking 
specialist help, for example, from a speech therapist or translator.  

 The Advocate may wish to discuss possible options with other professionals or paid carers 
directly involved in providing care or treatment for the Service User, bearing in mind the duty 
of confidentiality towards the Service User.

 Where the decision or action concerns medical treatment, the Advocate may consider seeking 
a second opinion from a doctor with an appropriate specialism as to whether the proposed 
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treatment is necessary and in the Service User’s best interests.

There will be times when an advocate will have concerns about how the local authority or Health Trust 
has acted or what decision has been made or what outcome is proposed. The advocate must write a 
report outlining their concerns for the local authority or Health Trust. The local authority or Health 
Trust should convene a meeting with the advocate to consider the concerns and to provide a written 
response to the advocate following the meeting. 

Where the individual does not have capacity, or is not otherwise able, to challenge a decision, the 
advocate must challenge any decision where they believe the decision is inconsistent with the local 
authority’s or Health Trust’s duty to promote the individual’s wellbeing. 

Where a person has been assisted and supported and nevertheless remains unable to make their 
own representations or their own decisions, the independent advocate must use what information 
they have collected and found, and make the representations on behalf of the person. They must 
‘advocate’ on their behalf, to put their case, to scrutinise the options, to question the plans if they do 
not appear to meet all eligible needs or do not meet them in a way that fits with the person’s wishes 
and feelings, or are not the least restrictive of people’s lives, and to challenge local authority decisions 
where necessary. The ultimate goal of this representation is to secure a person’s rights and ensure 
that their wishes are taken fully into account. 

3.3  Volunteers & Social Value
In keeping with Salford City Council’s commitment to ensure that the services it commissions create 
additional social value to the local community, it is expected that the service will develop appropriate 
volunteering opportunities and the associated volunteer training and support programmes.  

Furthermore it is expected that the service will also create opportunities for people to become peer 
advocates   An example where this might yield excellent results and social value, might be in training 
peer advocates to represent people in prison and the service will be expected to explore innovative 
ways of undertaking these Care Act duties (see section 2.1.3).

By retaining non-statutory advocacy as an identifiable advocacy modality, means that a considerable 
amount of preventative work can be undertaken that will provide added social value, such as 
supporting people to return to (or remain in) employment, addressing housing issues etc.  
 
3.4  Confidentiality
Advocates will have the right to access information regarding the Service User, which is relevant to 
the issue.  The Advocate may also receive information that is private to the Service User but has no 
bearing on the issue.

The Advocate must ensure that only information relevant to the issue is gathered and that all 
information is kept in a secure environment at all times and only accessible to authorised personnel of 
the Provider.

To ensure Service User confidentiality, the Advocate will do the following:
 Inform the person giving information of the limits to the information the Provider can keep for 

the referred Service User.
 Secure and dispose of confidentially, any information that is given, emailed, faxed or posted to 

the Advocate that is not relevant to the issue.
 Delete paragraphs from paper copies of meeting notes and reports that are not relevant to the 

issue concerned.
 Delete paragraphs from electronic copies of meeting notes and reports that are not relevant to 

the issue concerned (if the document is in read only format, then it should be returned with a 
request for certain paragraphs to be removed).

 Be compliant with the requirements of the Data Protection Act 1998.

3.5  Management & Accountability
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Advocates will be managed by, and primarily accountable to, the Provider thereby maintaining their 
independence from other local providers.

The third updated version on the Advocacy Quality Performance Mark (QPM)74 was published on 3 
April 2014 by the National Development Team for Inclusion (NDTi). The QPM is a tool for providers of 
independent advocacy to show their commitment and ability to provide high quality advocacy services 
– essential for people to have their voices heard, to exercise choice and control and to live 
independently 4 . The successful provider should have the QPM award or work towards achieving this 
within a year of being appointed. 

All Advocates should receive regular supervision meetings. This will enable a review of the quality of 
work being carried out, and the Advocates adherence to the Provider’s policies, protocols and 
guidelines.

The Provider shall also have its own internal quality assurance system, which should include standard 
setting, monitoring, management and review processes, to ensure that the required service quality is 
maintained.

It is also expected that the service will demonstrate significant service user involvement in the 
management and delivery of the service and work towards the principles of a User Led Organisation.  
The service will ensure that service users are given the opportunity to be involved the recruitment 
process and participate in interview panels for workers and volunteers.  The service will also explore 
ways of building capacity in developing peer advocacy.

3.6 Care Pathway(s)
The service will need to establish a broad range of care and referral pathways to ensure that the 
service is meeting the needs of a wide range of service users.

It is expected that the commissioned organisation will strive to reach all sections of the community in 
Salford, particularly those communities who services have traditionally found difficult to reach, for 
example people with Autistic spectrum conditions, BME communities, LGBT Community.  

It is expected that the organisation will employ a variety of outreach methods and approaches of 
engagement appropriate to the needs and requirements of different communities and groups and 
demonstrate that they are assertively outreaching to maximise engagement and service take up. 
Activity around engagement with communities will be monitored by the Lead Commissioner and 
targets may be set in order to ensure that the service is reaching all sections of the community.

4.  Referral, Access and Acceptance Criteria

4.1 Geographic coverage/boundaries
Service operates within the boundaries of Salford for those people registered with a Salford GP. 
However some travelling outside of Salford may be required for people placed out of area but who 
have a Salford GP.

4.2 Location(s) of Service Delivery
The service will be delivered across the communities of Salford and it is expected that the service will 
provide a base within the city.   One advocate will be accommodated in Meadowbrook Acute Inpatient 
Unit to meet advocacy demand from inpatients 9 this accommodation will not incura  cost). Further 
advocates may be out-stationed in areas where there is considered to be the needs for an on-site 
specialist advocate, for example an Advocate to respond to the needs of people with dementia.
 
4.3  Days/Hours of operation 
Broadly 5 days per week, Monday to Friday, 09:00 to 17:00 hours, although some working outside of 

4 http://www.qualityadvocacy.org.uk/
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these hours may be required depending on specific cases and requirements.
 
4.4  Referral criteria & sources

There are certain referral criteria that apply and the provider is expected to adhere to detail and range 
of guidance documents outlined in Section 2.1  

Service users must be Salford residents or registered with a Salford GP. 

The exception to this is in the case of IMCA referrals, the service user needs to be located in Salford 
at the time of the referral; “The IMCA to be instructed is the one who works wherever the person is at 
the time that the person needs support and representation”. (MCA Code of Practice CH10, p183).

4.5  Referral route
Referral routes into the service depend on the form of advocacy requested but will usually be a:
 
 Referral from health and social care services
 Referral form carers and  family members / friends – where possible
 Referral from any other voluntary / community sector bodies, as appropriate.
 Self referrals – where possible

4.6  Exclusion criteria
The service is not able to provide for:

 Carers (signposted to the Carers Support Service)

However it will be expected that the service will establish effective working relationships with the 
above service.

4.7 Response time & detail and prioritisation 

The information below outlines the minimum requirement for the services.  However, the expectation 
is that the provider will work to develop and improve this approach to deliver the service in a more 
efficient manner.
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Referral into service
Provider to describe process and administration

Referral Accepted and contact made
Provider to describe process and administration

Provider undertake assessment
Provider to describe this and the model of assessment 

to be used

Agree plan of support
Provider to describe, given typical example

Implementation then outcome assessment
Provider to describe

Close
Provider to describe process for closing

Referral Rejected
Provider to describe process 1 working day

3 working days

5 working days

10 working days

5.  Discharge Criteria and Planning 

Advocacy will be case/outcome focused i.e. once the desired outcome or issue has been resolved 
the case will be closed. This will need to be made clear to the service user at the outset through 
effective planning.  The only exception to this would be where a provider may recruit a volunteer to 
act as a Citizen Advocate which would be a long term one-to-one relationship.

6.  Self-Care and Patient and Carer Information

The service aims to maximise, where possible, individual’s potential for independence and self 
care, providing people with the support and skills to put forward their views and opinions.
A plan will be developed with service users to ensure the service is able to meet their needs and 
that they have identified and agreed what their anticipated outcomes are.  

7.  Continual Service Improvement/Innovation Plan
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Description   Milestones Expected Benefits Timescales
The provider will present a 6 
month evaluation report to 
commissioners. 

Complete 
evaluation report

Inform service 
development and 
continuous 
improvement

October 2016

Increase capacity through the 
recruitment of volunteers.

10 Volunteers 
recruited for the 
service Annually.

Increase the 
capacity using 
volunteers for any 
aspect of the service

Annually

The successful provider 
should have the QPM award 
or work towards achieving this 
within a year of being 
appointed. 

QPM Award 
achieved 

The service has a 
recognised and 
assured quality 
standard

March 31st 
2017

Once appointed, all 
independent advocates 
should be expected to 
achieve the National 
Qualification in Independent 
Advocacy (Level 3) within a 
year of being appointed.  The 
provider is expected to 
demonstrate a commitment to 
this training.

Advocates achieve 
qualification within 
12 months of 
appointment.

The services has a 
skilled and 
knowledgeable 
advocacy workforce 
who operate in a  
consistent manner.

Training plan 
submitted after 
three months 
of contract 
start date 

Advocates 
trained 
within 12 
months of 
appointment.

Monitoring Arrangements
Monitoring arrangements led by Salford City Council via the Assistant Director for Integrated  
Commissioning (Joint Local Authority PCT appointment) 

8.  Baseline Performance Targets – Quality, Performance & Productivity 

N.B. This section may be subject to change following contract award, in line with the 
successful organisation’s submission.

The Provider will be required to prepare quarterly performance reports for submission to the Lead 
Commissioner. These reports must be submitted two weeks before the quarterly performance 
review meetings. 

Reporting will be broken into the following seven initial categories, although there may be further 
sub-division of these categories:

1) IMCA
i) Serious Medical Treatment
ii) Changes in Accommodation
iii) Adult Protection
iv) Care Review
v) DoLS 39a
vi) DoLS 39c
vii) DoLS 39d
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viii) RPR
ix) Litigation Friend

2) IMHA
3) Care Act Assessment
4) Care Act Review
5) Safeguarding Enquiry
6) NHS Complaints
7) Non Statutory Advocacy  

For each category the provider will supply:

a) Total number of clients
b) Referrals brought forward 
c) New referrals 
d) Cases closed
e) Referral response times
f) Total distribution of hours
g) Mean hours per case
h) Details of any complaints /compliments received
i) Details of any safeguarding matters
j) Breakdown of people accessing the service by 

o client group
o age 
o gender 
o ethnicity 
o religion 
o sexual identity

The Provider will also provide customer feedback as evidence of the outcomes below being met. 

Outcome Evidence 

1 Salford Citizens will be represented and supported to 
express their views, needs, rights, preferences and 
decisions.

Customer Feedback 
Questionnaire

2 Salford Citizens will benefit from a range of 
approaches to meet different requirements, needs 
and service  user groups

Customer Feedback 
Questionnaire

3 Salford Citizens will have greater understanding of, 
and involvement in the planning of, their  care and 
support.

Customer Feedback 
Questionnaire

4 Salford Citizens will have greater choice and control 
over their own lives and the support they receive

Customer Feedback 
Questionnaire

5 Salford Citizens will have greater confidence, 
capacity and skills to articulate their needs, with or 
without the assistance of an Advocate.

Customer Feedback 
Questionnaire

6 Salford Citizens and their families will be better 
equipped to advocate for themselves in the future

Customer Feedback 
Questionnaire


