
Appendix 1

Further Service Detail – for information in addition to the service specification

Background and Context:

In the last five years there have been a number of changes to policy and legislation that are 
changing the face of how we deliver Health and Social Care.  At the heart of this is the 
concept of Person Centred Support, based on need, not available Provision, enablement 
and emphasis on prevention.

Personalisation should offer people, choice and control, and be developed on the premise of 
‘Just enough support’. This should not equate to gate keeping Service, but enable people to 
develop skills to do things for themselves and support them to explore their personal assets, 
the assets of the community, how modern technology can support, and finally where paid 
support is required, what this need to look like. 

Through the interplay of a number of supporting policy and legislation, people deemed as 
having ‘Complex Needs’, such as people with Autism, ADHD, Care Leavers with Special 
Educational needs and people with co- morbid conditions can be supported to increase life 
chances and quality of life, and prevent long term reliance on community support, especially 
as the Care Act 2014 talks of ‘impairment and disability’ rather than specific, traditional client 
groups.

The Care Act 2014, set out the role and function of Adult Social Care.  At the heart of this 
Act is the concept of Wellbeing, Independence, and supporting Outcomes.  The Act specifies 
we should focus on prevention and intervention and maximising wellbeing.  It recognises the 
importance of accessing community, education and work on Person wellbeing, and the 
importance of supporting people to develop and maintain their skills for independent living.   
The Care Act 2014, for the purpose of this service and client group, must be understood in 
conjunction with other key pieces of legislation, for example, The Children and Families Act, 
The Leaving Care Act 2000, The Mental Capacity Act 2007, Mental Health Act 2005.

The Autism Act (2009) and subsequent Autism strategy and guidance includes requirements 
for local authorities to improve access to services and support that supports people to live 
independently within the community  and enables local partners to develop relevant services 
to meet identified needs and priorities.

As regards ADHD, ECOTEC Research and Consulting Ltd were commissioned in 2010 by 
Big Lottery Fund to conduct research into age appropriate services for young people age 16-
25 with neurodevelopment disorders, primarily ADHD and ASC.   The research found that 
young people with ADHD and ASD found transitions extremely difficult and there was a need 
for support in key areas which included:

 Support for People to develop social understanding.

 Support People to develop skills to live independently in own home, this includes, 
everyday day skills, such as cooking, cleaning, money management, managing 
tenancy, Learning life skills such as making independent decisions, becoming self-
sufficient,  travelling, managing emotions and conditions, developing strategies for 
when things go wrong.

The research also concluded that, Services for young people with ADHD and Autism also 
need to be delivered by staff that understand the disorders and know how to handle 
challenging or disruptive behaviours.



The Department of Education Paper (2015) ‘Care Leavers’ Transition to Adulthood’ Paper, 
report that Young People who have been in care have often had difficult lives. 62% are 
estimated to have suffered abuse or neglect, which will have a significant impact on their 
mental health and emotional wellbeing.  25% of those who are homeless have been in care 
at some point, 49% of male care leavers have come into contact with the criminal justice 
system. 22% of female care leavers become teenage mothers and it is estimated that people 
who have been in care are 5 times more likely to self-harm in adulthood.  

The average age for an average young person to live independently is 22, these increases 
substantially for Young People with Disabilities and Impairments, who live at home with 
parents.  However Care Leavers are expected to live independently from between 16 and 
18.  With young people with other Complex Needs, this can prove to be challenging, with 
many of the young people who use this service having access to few personal assets and 
minimal appropriate natural support.  

As per the Care Act 2014, Children and Families Act and on a local level the 0-25 Children 
and young people with Disabilities integration pathway, Salford are developing an 
enablement, engagement, empowerment model of Service Delivery.  This means that just 
because people may be eligible for Services, we should not automatically look to meet need 
via commissioned service.  A graduated response is required, so that the rich resources 
already available are tapped into, and for those people described in this Specification, work 
needs to be done with individuals and the community to ensure they are skilled up to access 
the rich resources available.  Some young people may not wish to receive ‘commissioned 
Service’ or may currently be slightly under the threshold, for commissioned service, but do 
require advice and guidance and support relating to condition, to enable them to self-
manage in the long term and prevent crisis.

Salford has been providing Services for people with ‘Complex Needs’ who may traditionally 
not have met ‘Criteria for ‘Services’ for 4 years.  This has been a time of great learning for 
the City, especially around how we provide support and deliver services, both from the 
perspective of the Integrated Care Organisation, but also the Services we commission.  

One of the key findings is around how we deliver support.  There is a need to shift from the 
traditional model of ‘Care and Support’ to a model of Facilitation (making things easier) 
Coaching (short term task orientated support) and Mentoring (long term, relationship 
building, communication advice and guidance).  This will be the biggest challenge and will 
have an impact on the necessary skills and training of a staff team. 

In response to the national policy and legislation and the local learning, Salford are 
developing a Complex Needs Service and within this incorporating the I-Thrive approach to 
service delivery.  

I-Thrive is a graduated response to need which includes, Advice (advice and guidance), 
Help (low level goal focused support), More Help (long term intervention) and Managing Risk 
(risk assessments, multi –agency meetings).  

It is expected that the Service set out in this specification works with all people at each level 
of the I-Thrive model and supports People with Complex Needs, to develop their own skills 
and access the vast amount of support available within the wider community.   This is a 
graduated response, not linear or hierarchal approach, where you need to move through the 
services.  Therefore a person may be provided with support at each level.



The Service will support a wide range of people in a number of settings.  This includes 
young people who are supported with in the 24 hour Bed-sit Provision, people living in their 
own homes, and people living with family.   

As many Young People are moving from Children’s Services to Adult Services, it is expected 
that the Provider will do enablement and assessment work with Young People coming 
through Transition, who have Complex Needs and require self-management, enablement 
and skill building.

Service Delivery (additional points to note):

The Service is developed on the principles of the I-Thrive Model, which offers a graduated 
response to need, and support and is based on an Enablement Model and split into 
component parts, which should not been seen in isolation, but should work together to 
support people to achieve their personal outcomes, and meet their needs as set out in their 
Person Centred Support Plan. People can be in receipt of different elements of the service, 
at different times.

Currently, there is a small office/ sleep in area within the Moving on up Bedsit 
accommodation.  However it is expected that the Provider will also have access to an office/ 
training space for during the day which People can go to during the day.  Ideally this would 
be somewhere central, and accessible, (for example and empty shop on one of the 
precincts).

Outreach is a mobile service, and it is expected that staff are enabled to perform and record 
their duties and Individuals notes through the use of technological devices (SMART phones, 
Tablets, IPads, laptops etc.) Mobile staff should have access to different types of 
communication options such phones, texts, Skype, WhatsApp and email, so they can 
communicate appropriately with both the People they support and Partner Organisations.  

Underpinning the 5 components of the Service, is the development of people well-being and 
independence.   

To achieve this, The Provider Organisation and the Staff within it, need to have an in-depth 
knowledge and understanding not only of a Person’s disability, but the internal and external 
factors that may impact on their well-being. 

Regardless of which Component part of this service a Person is being supported at, there 
are core objectives, which are all aimed to prevent reliance on Service, develop a person’s 
Self-worth and wellbeing, ensure they are healthy and safe, and ultimately be as 
independent as possible.  
The Service aims to:

 Understanding the people supported, recognising their issues and developing 
strategies and interventions with the Person 

 Developing the Wellbeing of People who use the Service 
 Prompting Independence and Self care

Understanding the people you support, recognising issues and developing strategies 
and interventions with the Person:

This service is primarily for People with ADHD, ASD and related conditions (including but not 
exhaustive of Severe Learning difficulties, moderate learning disabilities, attachment 



disorder, low level mental health issues)  These condition can cause significant difficulties in 
social and practical functioning, and make individuals extremely vulnerable in the wider 
community.  A high percentage of People are what is known as having ‘co-morbid’ condition, 
this is where young people have a number of conditions that can adversely interact with 
each other’s, making it difficult for the young person to function.

 While some People will have developed good self-management skills throughout their 
earlier life, and are ready to develop their independence and manage and understand 
their condition, many of the young people will have a number of internal barriers to 
success, such as:
 Issues with self esteem 
 Difficulties with engagement and motivation 
 Self-destruction
 Practical application and understanding
 Difficulties managing and developing positive relationships 
 Low expectations
 Lack of trust 

 In addition to their diagnosed condition and internal barriers, a significant number will 
have difficulties associated with a range of social issues, which they are more 
susceptible to and that can cause difficulties in implementing the strategies associated 
with the condition.  These can range from: 
 Issues connected to the Care System 
 Victims of child abuse 
 Victimisation 
 Lack  of Positive educational experience and attainment 
 Social inequality 
 Work inequalities 
 Long term economic deprivation 
 Impact of  drug and alcohol misuse
 Criminal activity 

 This can manifest in a number of personal issues such as:
 Drug and Alcohol misuse
 Anger Management issues 
 Domestic violence
 Homelessness 
 Criminal activity
 Sexualised behaviour 
 Gang  Culture 
 Lack of positive role models  

 The interaction between the condition or impairment, internal and external factors, social 
issues and personal presentation, mean that many of the People using this service are 
extremely vulnerable and also extremely hard to reach.  Many will feel let down by 
services and fight against support.   These People are often targeted by other community 
members, and are at high risk of victimisation, criminal activity and abuse.  This can be 
difficult to support as they will often ‘choose’  to be part of the ‘gang’ or do the ‘activity’ as 
they want to fit in a feel part of a group.  It can be difficult to replace this feeling of 
‘belonging’ they get from the groups they mix with, even when this means bad things 
happen to them.  

 Therefore a real person centred, holistic approach needs to be developed to support 
these people.  This includes an excellent understanding of their condition and 
impairment, but also skills around developing positive relationship.



 Therefore when supporting young people in this service we often need to support them 
to understand their baseline and their internal, external, social and environmental factors 
have affected them, and support them to address this, before we start to develop their 
ability to manage their condition
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 Therefore it is important for the service to understand a person background, as this will 
have a significant impact on the person presentation and needs, and whether their 
development needs to be around social or practical functioning or both.

 Developing Positive Relationship with those who use the service
 Positive and strong relationships are the cornerstone of this Service, and time should 

be taken to build relationships, this should include spending social time together. 
 It is important that there are clear professional boundaries
 People should be treated with respect and spoken to as an adult 
 It is important that Staff understand the impact of a person condition and background 

on their behaviour, and positively challenge those who use the service, but do so 
based a premise of equality rather than authority 

 With trusting relationships, may come disclosures, and those using the Service 
needs to understand that there are certain things you have a duty to report, to 
maintain their safety.  

 Increase Engagement and Motivation 
 Many People using this service, can say they want to do things, but when it comes to 

it, appear to lack the engagement or motivation.
 Fear and anxiety, can present as lack of engagement and motivation
 There are also certain presentation of ADHD/ ASD that can appear like a lack of 

motivation and engagement 
 The service and Staff within it need to develop good motivational skills, and be able 

to unpick why someone may not be engaging.  
 Effects on engagement and motivation may include, time, environment, lack of 

understanding, support, interest 
 The Service should develop incentives to participation 
 It is important that the Service develop skills to measure engagement 

 Understanding and Managing their Primary Condition:

Understanding, condition, disability, environmental 
factors and impact on self 



ADHD 

 People with ADHD have difficulties with Attention/ concentration/ hyperactivity and 
impulsivity.    They may only have difficulties with 2 of the three areas, and impairment 
across areas is not necessarily equal.  (so someone may not be hyperactivity but have 
really issues with impulsivity and at times struggle with attention and concentration) 
Hyperactivity as an adult, may not be obvious but may manifest in extreme restlessness 
and fidgeting, which can be supported by healthy lifestyles  

 People with ADHD will also have problems with executive function, and the Service is 
expected to support People to Mitigate the effects of executive function deficit

 These difficulties can manifest as;
o Difficulties with memory retention  (forgetfulness) 
o Difficulties with social and emotional processing 
o Sequencing issues
o Difficulties with decision making 
o Sleep deprivation
o Lack of motivation 
o Disorganisation 

 All staff should have a really good understanding of ADHD, how it manifests and what 
can be done to support.

 Staff should be able to Coach People to implement strategies to overcome the difficulties 
they have.  This includes but is not exhaustive off 

o Work with clients to help them better manage their time, organise, set goals and 
complete projects/tasks

o Help People understand the impact ADHD has on their life
o Help develop ‘work around’ strategies to deal with specific challenges and 

determine and individual strengths 
o Support the daily functioning of People 
o Develop their inner ‘coach’ a set of self-regulation and reflective planning skills to 

deal with life challenges 

 People should have access to individual and group work around ADHD and opportunities 
for peer support

Autism 

 People with Autism, have difficulties with Communication, social interaction and 
Flexibility of thinking.  This is known as the Triad of Impairments.  People with Autism 
may also have sensory difficulties.  

 It is vital that the service is delivered consistently, structured, predictably and 
emphatically.  Many of the young people supported are chaotic in presentation and it is 
important the service does not mirror this presentation. 

 Key areas People with Autism  using the Service struggle with are:
o Routine: to predict and plan what will happen at any given time
o Processing information: have difficulty sifting through information and 

understanding what is and isn’t relevant,  Making decision can be difficult and open 
ended choices and options

o Learning many are visual and practical learners.  When tacking a task many will do 
it the same way each time, even if it is doesn’t give the intended end result. Time 
needs to be taken to practically teach people the ‘right’ way.  Therefore working 
alongside people to do a task is key to their learning.

o Physical Abilities: for some poor motor skills/ organisational skill and clumsiness 
can make things difficult

o Communication.  The verbal skills of people use the service can mask their actual 
comprehension

o Flexible Thinking: People with Autism are often concrete thinkers and struggle with 
abstract



 The Provider, Management and Staff should all have a good working knowledge of 
Autism, and have skills in working with People to understand how their Autism affects 
them and be able support them to Implement strategies to overcome difficulties 

 People with Autism, may struggle to understand the world around them, and can be 
manifest as rigid thinking.  Many struggle with understanding and reacting to social 
norms and interactions.  This can leave them vulnerable in the wider community, and 
susceptible to targeting. Therefore the Mentorship role of this service is key. The mentor 
should provide:

o Information, guidance and debriefing after social events/ activities / interactions
o Supporting people to develop decision making skills
o Supporting people to do thinks for the first time (e.g., paying bills, going 

somewhere, applying for work, benefits etc.) 
o Continued support and guidance, while slowly minimising input
o Developing communication 
o Debriefing 
o Developing opportunities to participate in meaningful activities and develop 

relationships, including work

 Behaviour Management and Positive Risk Taking:
 The overall aim of the service is to support people to manage their own behaviour and 

risk and develop personalised strategies. 
 It is expected that people using this Service may have problems with managing their own 

behaviours, understanding and responding to risk and keeping themselves safe.  
 Many People who use this service, will display behaviours that challenge, these can be 

as a consequence of their condition, environment or learnt behaviour. 
 People using this service, will often put themselves into risky situations, and it may be 

difficult to ascertain whether they have the capacity to make an informed decision. There 
is a fine line between understanding consequence and a bad decision.

 Positive behavioural support plans are key, but these should be developed with the 
person, especially with how they think they are best supported when they are in crisis

 Therefore the Service should ensure they work with individual, to identify risk, support 
them to develop strategies to manage their own presentation, when in states of high 
anxiety. 

 People using this Service will often have issues with authority and had past bad 
experiences, therefore where possible the Service should have an incentive culture 
where positive behaviour and interaction is rewarded.  The Service should put most 
emphasis on positives and should work on supporting people to change responses and 
behaviours. 

 However the concept of Rights and Responsibilities is key, and People using this Service 
may need to learn, that as an adult there are significant consequences to actions. The 
Service needs to respond with consistency, and develop meaningful boundaries, whilst 
taking into account the needs of the client group.  The Service should address anti- 
social behaviour, but this needs to proportionate, prior agreed and their needs to be 
options for person to right the wrong. 

 There needs to be a system in place where, the People using the Service, Staff and 
Management are aware of the protocol for rule breaking, risk and managing behaviour.  

Developing the Wellbeing of People who use the Service:

 Good welling being is critical to the development of overall physical, emotional and 
mental health.  Young People using this service are susceptible to lower wellbeing, and 
difficulties maintaining wellbeing, than those in wider society, therefore it is expected that 
the service actively promote wellbeing, and support those using the service to 
understand wellbeing and how to manage it.

 Having a relatively good level of wellbeing will mean people are able to:
 Feel relatively confident in yourself and have positive, self esteem



 Feel and express a range of emotions
 Build and maintain good relationships with others
 Feel engaged with the world around you
 Live and work productively
 Cope with the stresses of daily life 
 Adapt and manage in times of change and uncertainty 

 Promoting wellbeing:
An overarching principle of the Service at each level should be to promote every user, and 
Staff member’s wellbeing.    The Five Ways to Wellbeing philosophy, Get Active, Learn, 
Take Notice, Connect and Give, should be the golden thread of the service. And the 
Outcomes Star can be a framework for this, but the ICO would expect to see development of 
key areas of Wellbeing Promotion and the Service actively supporting People to manage 
their wellbeing.  This should be a personalised approach for each person, but Key areas to 
managing your wellbeing include

 Being Physically Active: Opportunity for Physical Activity, both on an individual level 
and a group.  This should be more than just promoting gym memberships, but provide an 
array of new and exciting opportunities to maintain physical fitness.  This could include, 
hiking, running, rock climbing, kayaking, team sports, golf etc.  People should be 
encouraged to try new activities, and where they enjoy activities be supported to access 
this in community, or develop their own group.

 Health Eating: People should have the opportunity to learn about healthy eating and the 
impact this can have on them, this needs to be incentive lead, and could take a number 
of forms, such as healthy living cooking classes, where people get a free meal at the end

 Drink Sensibly:  People using the service should have access to support around misuse 
of alcohol and drugs, and work should be done with all about sensible drinking and 
staying safe 

 Keep in Touch: Support people using the Service, to develop positive relationships, and 
where they are involved in negative relationships, support them to manage and 
understand the impact of these relationships on their wellbeing, people should be 
signposted where appropriate to agencies that can support them. 

 Take a Break: Support people to develop ways to relax, this will look different for 
different people, opportunities for group holidays should be available 

 Do Something you are good at:  People should have opportunity to develop 
meaningful activity during the day, and a number of options should be available.  It is 
important to start slow with people and build up activity, as so not to overload people

 Talk about your feelings: Key worker sessions are key to the promotion of wellbeing, 
and staff should be suitable trained to support people when the open up, and where 
appropriate direct them and support them to access appropriate services.

 Ask for Help: The Service should have good contacts with people who can help People 
using the service, manage their wellbeing.  As part of the Self-management element of 
the Service, people from different organisations should be invited in, so that People get 
to know about help available, but also meet the people who would provide this support.

 Accept who you are: people should be supported to accept who they are, and develop 
their sense of self-worth and self-esteem.  People should be supported positively and 
support should be based on incentive and praise, not negative reinforcement or  
punishment 

 There are a number of partner organisations who can promote the wellbeing of People, 
and these should be tapped into, so that people can continue to use services, once they 
no longer require the Moving on Up Service. Partners include, but are not exhaustive off: 
 Shine (sexual health and relationship service)
 42nd Street
 Health Improvement Team 
 Achieve 



Health:
 This Service needs to support People to manage their own general and specialist health 

needs.  This will include supporting them to recognise and know when they require 
appointments, and enabling them to develop the skills to do this for themselves. 

 People may also need support to go to appointments, and need support after the 
appointment, with understanding what has been said and the implications. 

 Where Health support is specified in a person Support plan, or goal sheet, the Service is 
expected to support people with their General health by: 

 Supporting the Person to develop an assessment of Health and Subsequent Health 
Action Plan, this should include ensuring:
 A person is registered with the local GP and knows how to make an appointment.
 The person know how to access other support such as, dentist, opticians, family 

planning  etc. 
 Information, groups etc. about understanding signs and symptoms of potentially 

dangerous conditions and how to examine yourself and how to make appointments 
for screenings.

Specialist Health support:
 Where a person has specialist health support, or where they are provided with support to 

manage their condition, this should also form part of their Health Action Plan it should 
include:
 Supporting people to get a referral to services they may require
 Attending appointments 
 Managing their medications, and developing their skills to do this independently.  The 

Provider should ensure it has and implements policies and procedures to ensure safe 
administration of medicines in line with Salford Authority’s Medicines Policy. 
(Provided as an attachment to this Agreement)

 Plans of how a person will be supported to manage and implement any therapeutic 
intervention and or treatment

Prompting Independence and Self-care:
 There is a tenuous relationship between Self-Management, Self-Care and developing 

optimum Independence of People with ADHD, ASD and other similar and related 
conditions. 

 The impact of deficits in one area will have huge impacts on other areas of development, 
therefore a clear person centred holistic independence and self-management plan needs 
to be developed with each individual, in a way and format that makes sense to them. 

Independence:

 By Independence we mean a person ability to carry out tasks and function in wider 
society.  There are different types of independence that need to be considered and this 
includes:
- Social independence 
- Daily living skills 
- Personal care
- Wellbeing 
- Health 



 It is expected that when establishing paths and goals around independence, the 
principles of Just Enough Support are adhered to and that person centred approaches 
are used.  The core elements of Just Enough Support are to establish: 
- What a person can do for themselves
- Where assistive technology (mainstream and specialist can support a person) 
- Access to natural support 
- Community support 
- Paid support

 Depending on the needs and personal circumstances of the individual, will depend 
whether there package of support is delivered primarily through technology, community 
or paid support.  

 Although many may have lots of personal assets and strengths, many people using this 
service will lack personal resource, motivation and engagement, and may initially require 
high levels of paid support.   However the Independence and self-management plan, 
should establish how a person is gradually able to develop their skills and build them 
personal and community assets.  A measure of success would be a clear progression 
from high reliance on paid support, to development of personal resilience and 
development of alternative support networks. 

Self-Management:

 ADHD and ASD and other related conditions that people may present with, may directly 
affect the personal ability carry out tasks, they are physically able to do and therefore 
reach optimum independence. 

 Unlike other conditions that may affect a person physical or cognitive ability to carry out a 
task or perform an activity, the unmanaged symptom of ADHD and ASD can make it 
impossible for a person to successfully manage their lives on a day to day basis.

 Therefore we may have person who functionally has the skills to do task, and is able to 
reiterate what they would do, but is in reality at times unable to carry out the task.   

 Therefore Self-Management and supporting people develop the ‘inner coach’ must be 
worked on simultaneously with developing independence.

Self-Care:

 Self-care, although related to self-management, is very much about managing the 
physical and mental impact of a long term condition.  This prevents deterioration. 

 An assessment of Independence and Self-Management / care needs to be triangulated, 
so a sound assessment and goal setting plan can be developed with the person, which is 
outcome focused and captured within their Outcome Star.

 Promotion of independence focuses on concrete tasks around: 
- Social activity
- Shopping 
- Managing money 
- Managing a tenancy
- Daily living skills
- Looking after a home
- Personal care
- Travel Training



 Self-Management is more abstract and focuses on the soft skills and strategies that 
people with ADHD, ASD and other related conditions, may struggle with and that impact 
on the overall ability to maintain optimum independence.  This would include:
- Understanding young condition and how it affect them
- Managing emotions 
- Understanding internal barometer
- Organisation skills
- Time management 
- Calming techniques 
- Using assistive technology 
- Developing positive sleep strategies 
- Developing routine and structure 

 
 Self-Care for people with ADHD and ASD, this would include, 

- Responsibility around implementing the treatment and Therapeutic input
- Medication
- Exercise
- Healthy eating
- Relaxation/meditation

Finances and Money Management:
 It is aimed that all People using this Service, should be supported so that eventually they 

can be financially stable, and able to manage their personal affairs, however many 
People are young, with not prior experience of managing money, and lack the skills to 
manage their finance. 

 Money Management should be seen on 2 levels:
1. Managing everyday Monday
2. Managing bills, benefits, dealing with correspondence
   
 The Provider should have the capacity and infrastructure to be appointees for the 

people who use this service, but this needs to be managed on a local level.

 Each person should have Finance assessments, which assess their ability to manage 
money, benefits and bills at different levels.  Budget plans should be drawn up with the 
Person, and a key emphasis should be on teaching people to manage their money 
independently, where appointee ship is applied for, this should be reviewed regularly, 
and ensure that young people are working towards money management autonomy. 

 People should be taught good money management organisation skills such as:
- Budget planning
- Setting up a bill account
- Setting up a cash flow account
- Setting up savings account
- Setting up direct debits,
- Know where to go if they are struggling 

Service Delivery (additional notes):

This is a comprehensive, time intensive Service that requires strong leadership and 
management structure.  It is expected that the Provider Organisation can demonstrate a 
clear understanding of the ethos of the Service, the Client group and be committed to 
developing a new way of working, that shift from ‘Care and Support’ to ‘Facilitation, 
Coaching and Mentoring’.  The Provider Organisation needs to drive the cultural change, 
and support the ‘team’ to develop the skills and leadership required for this challenging 
Service Specification.



To accommodate this, within the funding model, there is ring fenced money for a dedicated 
Manager, who will lead the team and develop the service.  The Manager is responsible for 
the overall delivery of the Service will be required to reshape the service, recruit and develop 
the team, monitor and review the individual outcomes of People using the Service and 
ensure the components of the Specification are delivered. It ensures that there is an efficient 
management structure with clear lines of responsibility, adequate for the nature and level of 
the Service provided, and sufficient expertise in meeting the range of individual needs.

 This is a challenging Service that requires a real change in skill set, from all levels of 
workers.  It is expected that there is an investment in Staff that reflects their level of 
responsibility and accountability.  It is expected that they will be able to identify and 
develop training packages for workers that reflect the changing skill set required.

 The Provider should have tiers of staff, which will be comprised of a small, but highly 
skilled, highly qualified Team, who are able to demonstrate strong understanding not 
only of the conditions people may have, but also social issues that affect people.  The 
second Tier of staff requires higher level thinking skills, especially around problem 
solving and crisis management.  The team would be expected to be able to operate to 
high standard and display strong facilitation, coaching and mentoring skills.  It would be 
expected that these staff could develop training, but also source provision from other 
community assets, and ensure the Service provide value added and social value.  This 
will require a different skill set and training package to traditional ‘care and support’ roles.  

 These highly specialised members of the team would be expected to provide supervision 
and guidance to the Third Tier Staff members, who would predominately work in the 
Bedsits, (but should work across the services). The third Tier Staff member, should also 
be highly trained and have skills in Facilitation, Coaching and Active Support

 Procedures are expected to be in place to manage poor performance that are used 
appropriately to ensure quality standards are maintained and that the required outcomes 
are delivered.

 The provider will have adequate arrangements in place to promote the retention of Staff. 
 The Team, at every level need to have strong communication and record keeping skills.  
 The role of the Key worker is essential to the development of strong relationships with 

the People they support, and the People using the Service should have choice in who 
provides this Key role to them.  

 Each person using the Service should have a Key worker, depending, on the level of 
need, aspiration or outcome development, will depend on how often the Person meets 
with the Keys Worker.  These procedures will ensure there is an adequate performance 
and outcome management framework in place.

 The Key Worker/ Care Coordinator needs to have strong communication skills, support 
People to Problem solve and set targets and engage with hard to reach people.   The 
ICO as a minimum expect from Key worker sessions: 
 Every person to have a named Key worker, with a support contract on how often they 

will meet, when etc. 
 For those using the Self-Management / Personal development element, the Key-

worker should meet with them as minimum at the beginning of the Program, review 
during and provide a joint end report with the Person, with recommendations and 
guidance on how the person can move forward. 

 For those in the outreach, a support contract should be completed to agree the 
number of key worker sessions, this should be based on number of outcomes a 
person is working towards or issues tacking

 For those in the supported Model, People should have 1 key worker session per month, 
which is documented and actions developed.  These should be based on the outcome 
stars



Technology Functionality of Service:

 It is expected that the Provider will, in partnership with the Complex Needs Team, use 
technology to maintain records, for communication and diary planning.  These are key 
factors of the Service.  

 Staff are assigned to work with a Person, must be able to access a notes electronically, 
be clear what is expected of them, and be able to record input, without having to go back 
to the office.

 Staff should be easily accessible and be able to correspond with other professional, and 
support young people where required remotely.  

 It is expected that many of the People using this Service will be supported by various 
mainstream and specialist technologies, which Staff will need to support remotely 
through smart devices via Apps and emails.  

 The Provider will maintain daily records of the engagement of each young person and 
should demonstrate how staff time was utilised in contact and non-contact time with 
People.  

 This should be made available on request.  
 All Staff will need to be provided with the appropriate technology to do the Job, and the 

Provider Organisation needs the IT infrastructure to support this. 
 The Provider must inform the Authority immediately if it: is failing to meet the outcomes 

agreed in respect of each Person; if there is consistent non-engagement or; if significant 
change has occurred which requires reassessment/review. 

Function of the Service - Minimum Provision Expected:
 This Service should at all times provide value for money, and work in innovative ways to 

meet need in the most effective way.    
 This section is to ensure there is agreed minimum level of service delivery for each part 

of the service.  
 The Provider is expected to report or value added and social value.  
 Where the Provider was looking to increase charges for extra hours within the 

components of service; before this would be even considered they would be expected to 
show and evidence that they had met the minimum level of service Provision.  

 As this is a graduated response, there should be fluidity across the sections, so for 
example if there was capacity in the Self-Management / personal development element 
they would be expected to provide extra support with the community outreach or crisis 
management if they were up to capacity.   

 It is expected that the Provider and Staff can account for their time, especially when this 
is non-contact time. 

 The table in Appendix (tbc) shows the minimum expected to be delivered.  It does not 
take into account preparation time:

 The Self-management/   Element of this service is paid through the Core Funding, and 
referrals will be received, from a number of Partner agencies, which includes but is not 
exhaustive off:
- SEN Team / Education
- Housing 
- Next Steps 
- Probation/ Youth Offending 
- Social Services
- Youth Services
- Transition Support Team
- Self-referrals 

 The other Elements of the Service are Commissioned services with a cost attached, and 
require a referral from Services which have a commissioning function, this can include:



- Transition Support Team
- Integrated Care Team
- Learning Disability Team 
- Mental health Team 
- Children’s Commissioning Team 
- Self-Funders 

 For referrals to be received a Moving on Up Referral Form needs  to be completed, (see 
appendix 3) and all additional information to be attached (i.e., Education Health and Care 
plans (EHCPs) Independent Led Assessments (ILAs) Support Plans, Risk assessments, 
Pathway Plans etc. 

 These referrals are received by the Transition Support Team through the 
YPTransition@srft.nhs.uk  email, and are discussed at the multi-agency MOUP Panel.

 For People to be considered for element 2-5, they need to be: 
 Ordinarily resident of Salford  
 Or, if a resident of another locality – by separate formal arrangement with that 

locality.
 Aged 16 and above, 
 Have complex needs E.g. ADHD, ASC, Low level Mental Health), moderate learning 

Difficulties, Attachment Disorder, Trauma.
 Are eligible for publicly funded care and support or able to self-fund.
 Unable to receive support through mainstream/universal support services.
 Young adults in transition moving towards a move to independence
 Have an Independence Led Assessment

Moving on Panel process

 The MOUP panel meeting is a Multi-Agency monthly meeting, which enables a golden 
thread from operations to strategic development.  The Panel’s Core Memberships is:

- Transition coordinator (ICO lead for the Service)
- Transition Social worker (Bedsit Coordinator) 
- Next Steps Team Manager (leaving care service)
- Next steps After Care Worker (leaving care service)
- Moving On Up Project Manager 
- Land Lord Representative (Irwell Valley)

 It has 3 functions: 
- New referrals (see below) 
- Progress of people using the service: Regular progress reports are expected and 

joint plans around move on.  
- Service development

 All New Referrals come through the Multi Agency Panel.  Case Coordinators are invited 
to present People to the Panel.  At this Meeting MOUP Panel (1) form is completed (see 
appendix 2: Referral Process) this enables the Panel to assess suitability to the Project, 
and agree an action plan regards a readiness plan (assessment and induction). 

 Where there is limited availability within the Services/ Supported Living, the Panel will 
agree priority based on individual and service need.

The Panel acts as a central point to understand numbers being supported by the Project, and 
potential strategic development either to increase or decrease provision.

Assessment Period

 All People entering any of the Elements of the Moving On Up Project, will go through a 
Proportionate assessment by the Provider, to assess:

- How their condition affects them and their understanding of it 

mailto:YPTransition@srft.nhs.uk


- All about them (one page profile) 
- Where they are now and where they want to be 
- Readiness for input and engagement /developing incentive plan
- What targeted work is required
- Initial goals 
- Risk assessments 
- Understanding the Person’s Life now
- Transition Support
- Readiness for Tenancy (where applicable) (understanding licence 

agreement) 
- What other organisation may need to be involved 

 Where People are moving into the Supported Living Element, this assessment will be 
more comprehensive, and will be done in Partnership with the Landlord and where 
appropriate housing support. 

 All assessments will take into account the Independence Led Assessments and support 
plan and any other supporting documentation.

 The assessment period is extremely important, as it also assesses the person’s 
willingness to engage, and helps to formulate the Personalised Induction and Support 
Contract. 

Support Contract

 People with Complex Needs, pertaining to ADHD and ASD and other related conditions, 
require routine and structure, and to understand rights, responsibilities and 
consequences to actions.  

 In all areas of life, there are rules and regulations that citizens have to adhere to.  Many 
of these take skills such as planning and organisation, an ability that most people using 
this Service struggle with.  

 This Project aims to support People to be able to have autonomy in decision making, but 
follow basic rules, to keep themselves and others safe and increase ability to function 
within the home and wider community. 

 In order to achieve this, it is important that People ‘sign up’ to the support and are clear 
what is expected from them and what is expected from the Service and the Staff who 
deliver the Service. All people using any element of the Service will be asked to sign a 
support contract. 

 There are aspects of the  Supported Living Model,  that can appear quite restrictive and 
intrusive.  For example there are rules around what time you need to be back in the 
building, process to agree staying out overnight, rules within the unit, as well as CCTV in 
communal area. 

 These restrictions, are not meant, nor should they be used to restrict peoples choices, 
they are there to support people to think about their actions, and properly plan and 
organise their time, and ensure they are safe. 

 It is important that the Person, understands and is able to agree to the restrictions.  
 The Support Contract should include, but is not exhaustive off: 

All Elements of service:
o What is expected from the person
o How staff are expected to be treated
o What to expect from staff
o What to expect from provider
o What to do if they are not  happy with Support

Supported living (Either within the Bedsits, in the community)
o Rules within the home 
o Arrangements for people to stay over
o Arrangements to stay out overnight or to have a later curfew



o CCTV
o Damages
o Incentive and warning system 
o Their tenancy/ license   agreement

 The Support Contract should be continually reviewed with the person, and personalised 
as their skills develop.  

 Agreements should suit the person (so where the general rule, may be that 24 hours’ 
notice needs to be given to stay out, but the person only ever gives 3 hours’ notice, but 
does phone and tell Staff and give the address of where they are staying, through review 
the Support Contract can be changed to accommodate.) 

Induction

 The success of People’s journey through this Service, (regardless of whether they are 
accessing 24 hour support or ado use of the in reach service) is dependent on the 
engagement and motivation of the person, and positive outcomes are directly correlated 
to the relationships they make with Staff.  

 Therefore a key component of this Service is a comprehensive, intensive induction 
process.  

 The Self-Management and Personal development Element and Assessment 
components of the service would makeup part of the Induction. 

 However as part of the Assessment a personalised induction program should be 
developed, and should last between, 4- 8 weeks depending on the needs of the 
individual.  

 The Induction should include, but is not exhaustive off: 
o Developing a relationship with identified key worker/core coordinator 
o Assessment
o Enablement Activities 
o Accessing group sessions
o Visiting Units
o Meeting staff
o Meeting other people who use the project 
o Developing a support plan and goal planning 
o Developing a planning sheet, of what you will access and when 



The 5 Components of the Enablement Model of Service Delivery

Component 1: Self-Management and Personal Development: 
Enablement is the cornerstone of this service.  Element 1, enablement is funded through the 
core funding, and people do not have to be in receipt of commissioned services, or self-fund 
this part of the provision. Although a charge may be given for activities, this should only 
cover the cost of activity, and should not be aimed to make profit. 

This part of the Service should have the largest reach and should focus mainly on group 
work, and small sessions, with initially a small amount of time targeted, goal focused 1:1 
work.  The activities should be around supporting people to understand and manage their 
condition better, and should be outcome focused (for example a good example may be for 
people to join the Gym and continue once the program finishes) the measurement of 
success should be based on a robust outcome framework.

It is expected that delivery will consist of theory based and practical application of strategies.  
There should be a focus on People developing Healthy Lifestyles as part of their self-
management and work towards the 5 ways to wellbeing.  

People should be supported to access other support available in the community.  Part of the 
enablement program, should be based on using current organisation to develop training and 
development (for example, using the Shine service to deliver sessions around healthy 
relationships, sourcing organisations to deliver sessions around, healthy eating, budgeting, 
housing, drug and alcohol misuse etc.)

The program should be developed a year in advance, so people know where activities are 
happening, it should take into consideration people who are still in education or work.  
Although activities should be planned in advance, there should also be an element response 
to emerging need. 

This Element should also provide some ongoing work, around peer support/ support groups/ 
drop in session where people can come and meet with other people. 

The Provider should pro-actively, advertise all sessions and group, to ensure that it picks up 
hard to reach People

All programs delivered should be evaluated, so we can measure success,
and agree whether the provision works, or whether changes need to be made

The enablement program should consist of as a minimum:
- 21  x 4 hour sessions delivered by the Manager/ Locality Lead (84 hours per year) 

(monitoring would be numbers attended/number of sessions/ outcomes measure) 
- 4 x 21 sessions of practical application of skills developed 
- 15 sessions run by an another agency 
- 26 x 2 hour (2 members of staff) drop in/ peer support sessions/information and 

advice (to be run every other week) possible evening and daytime session? 
- 12 x 3 hour drop in / peer support/ training opportunities for families and carers
- 10 sessions x 3 hours x 10 people – 1:1 goal focused work 



This provision would be reviewed every year, to look at what has been successful and 
what did not meet the desired outcomes.   The Provider will be expected to report on the 
self-management activities and ensure customer feedback is recorded 

Success would be measured through an agreed outcome framework, and also by how 
many people were prevented from requiring medium or long term commissioned 
services.

Component 2: In-reach Support Provision;  

This element enables ensures people have access to 24 hour support, as and when they 
need it, and should provide instance low level advice and guidance and prevent people 
ending up in crisis.   People can access support on an unplanned/ad hoc basis.  This 
would include: 

o Access to low level 24/7 support, 
o Emergency on call 
o Crisis management (short term, first point of contact).  
o Rant Line 
o Information and Advice
o Support Via an App (to be developed)
o Ad Hoc support (as set out in the Community Outreach package, 

but where people rarely require this). 
o Welfare Checks 
o Where a person has home automation, but rarely issues this 

would be part of the in-reach service 

People using this service, if not already using other elements of the service, would require 
an assessment and induction.  The induction is important so they know and trust the team, 
which will increase the chances of people using this service. 

For each new Person using this Service, a six week probationary period would be set up, 
where all usage would be monitored and recorded, so we could ascertain if this is the right 
provision. 

The Provider, Person and the Commissioning Team would agree what level of service the 
Person requires:

- Bronze Level – Very low usage, just there in-case of emergencies, and to give weekly 
welfare check calls 

- Silver Level – Medium level usage, normally for emotional support or direct advice and 
guidance, no more than 3 welfare checks a week 

- Gold level – high usage, lots of work generated, high volume of welfare checks provided, 
out of hours support as a response to home automation/ assistive technology.  

It is expected that Staff operating the In-reach, will have a good understanding of the 
conditions, how they affect people, and the strategies that can support.  Staff operating the 
In-Reach must have extremely good interpersonal and communication skills, and be able to 
give clear instructions over the phone.   It is expected that this is backed up with an email or 
text which can provide instruction.  Skype/ Facetime etc, should be used to support people 
remotely.   



Staff providing the In-Reach service must have a good working knowledge of the Services, 
Agencies and Organisations.  Where People require support that would require Staff, if it is a 
non-emergency, People should be encouraged to the use the drops in sessions (and be 
supported to put a reminder in phone, have a reminder telephone the day before the drop in 
sessions and a few hour before.  If support is required before the drop in take place, this 
should be facilitated.  (For example they may require support around finances, issues with 
tenancy and support to sort out issues arising.) Wherever possible People should be 
supported to sort the issue out themselves, enabled by facilitation, coaching and mentoring.

It is expected that all usage is monitored and recorded.  The ICO will want monthly/ quarterly 
reports on?

- Number of clients who used the service
- Number of calls  received 
- Number of contacts from each client 
- Number of welfare checks/ how many were responded to 
- Reason for call 
- Outcome of call 
- How long it took to respond to the issue in request (ie, after the contact what did staff 

have to do)
- Number of actual visits generated from the service

This will enable us to assess:

- Whether people are on the right level of In- Reach Provision
- Whether there are certain themes occurring, and whether these themes/ issues need to 

be addressed through the enablement element of the service.   

The ICO reserves the right to ask for specific information to be collected as required and if in 
the benefit of the Person using the service, or the Service as a whole.

It is important that the Provider monitors carefully, the individual use of the In Reach service, 
and if a change in need is becoming apparent supports the person to contact Social 
Services, or other Organisation who may be best fit to meet the presenting need.  People 
using the service, if having continual issues with a certain things, should be encouraged to 
use the Enablement Element of the service.

People can choose to purchase the In-Reach service, through self-funding.  It is expected 
that the same level of service, is provided to self-funders as to those whose service is 
commissioned.

People who use the in – reach service should be able to contact staff, Via Skype, Text, 
Phone, Email, Whatsapp. 

Component 3: The Community (Outreach/Floating Support).  

This offer is a City Wide, all age Provision for People who are living at home with families, in 
their own tenancies (and require more support than provided from the housing Supported 
Tenancy Team) including, those who have moved on from the Supported Living Service. 
This Service will also support people who are homeless or at risk of being homeless and 
have Complex needs as defined within this Specification.  



This Provision should be outcome focused and enable individuals to lives as independently 
as possible in the community, but be able to flex and respond when required.   The support 
will be based on the principles of Just Enough Support, the Service will work with the Person 
and other organisations to develop the Person’s capacity and capability to do things for 
themselves, it will look at ‘technology’ to support individuals to be safe and secure in the 
community, minimize when appropriate the number of staff required, but also be used to 
develop independence of the person, so they are less reliant on physical support.  It will 
support people to access their local community and develop meaningful day and evening 
opportunities, and will where required provide paid support to enable a person to achieve 
their outcomes.

The Service will be initially run by the equivalent of XXXX paid members of Staff.   (See 
appendix 4 for a potential model of staff structure) These Staff will be Self Management 
Coaches, and it is expected that they are highly skilled, highly trained workers, who 
specialise in enabling people with Complex Needs.  It is expected that these Staff have:

- Skills for care minimum standards
- High levels of Practical experience and theoretical understanding of working with 

people with Complex Needs, especially ADHD and Autism 
- Have a good working knowledge of the strategies used to support people with 

ADHD and ASD, and are able to implement them 
- Be a skilled coach and mentor, and be able to implement Active Support
- To support the person to plan using Person Centred Planning Approaches 
- Good interpersonal skills, and resilience, and able to support Person to develop 

engagement and motivation
- Able to support SMART goal and outcome setting, understand how you measure, 

and how you break task down into doable chunks
- Have good communication skills, and able to communicate in a number of formats 

and forums
- Understand the important of accurate, precise and timely record keeping, and the 

need to do this in a timely manner.
- Ability to write a number of supporting documents (ie support plans, independence 

check lists, risk assessments etc)
- Good prioritising skills, and ability multi task, and work with more than one person 

at a time when required.
- Ability to support people to use a number of technological devices to promote 

independence 
- Skills as a ‘coach and mentor’ rather than a support worker. 
- Good planning and organisation skills, and the ability to support people to develop 

these skills
- Ability to use a number of platforms to support people (ie, Skipe, using text 

message to give basic instructions, planners, calendars etc) and work with the 
person to work out which one works best for them.

- Good partnership and networking skills, and good understanding of local and 
national services which can support People using the service.

- Good housekeeping skills
- Able to drive 
- Good IT skills
- Where appropriate support low level staff to support and implement the strategies

This Service is an outcome focused provisions aimed to be a goal and task orientated 
Service and to continue to support people to develop Self-Management Skills and 
independence. This service will also aim to prevent people going into crisis and support 
them (initially) when they do. 



Component 3.1 Supporting People to manage their own Front Door:

People using this service, are often at high risk of losing tenancy, because of anti-social 
behaviour, non-compliance with tenancy agreement or because they have been targeted by 
People in the community.  This service should have a good understanding of the role 
assistive technology and home automation can have to support people to Manage Own 
Front Door.   This Service should work with the Person, housing and the ICO to assess what 
assistive technology/ home automation is required to support the person to manage own 
front door.  Where technology is linked to devices, these Workers, should where appropriate 
respond.  The Self-Management Coaches, should implement the support set out in the Multi 
Agency Support Plan, and ensure People are accessing support from other services.

The support a Person may get from this Service may include, but is not exhaustive of the 
following:

o Help People with daily living such as shopping, budgeting, cooking and            
Cleaning 

o Support to Manage own front door, including working with housing and the 
ICO to look at assistive technology/home automation that can increase 
security within home, and make people safe within the home. Work needs to 
be done with young people and partner agencies for learning around 
managing their own front door – i.e. reducing risks of anti-social behaviour 
and being aware of opportunists targeting them.

o Help with medication. 
o Welfare Checks (as agreed) 
o Talking therapies. 
o Help with drug or alcohol misuse. 
o Support to access other Services 
o Support to be involved in community if they are isolated or wanting to engage 

more 
o Support to develop motivation 
o Help to improve physical health. 
o Support to attend appointments, including health, benefits 
o Support with benefits (including housing benefits, ESA, PIP)
o Support to find suitable education, employment and training. 
o Support to find and keep their home. 
o Make a plan with individuals to help them manage their condition. This 

should look at things that can make the person, anxious, unable to function, 
unwell. 

o Make a crisis plan with the person. This is a step by step guide of what need 
to do if you start to become unwell or struggle to manage condition, life 

o Travel Training 
o Support for  carers or family such as learning about your condition 
o Support the use of assistive technology in developing self-management 

skills, especially around planning and organising 

This Service would be expected to attend meetings as required about the People  they are 
supporting, implement agreed actions and work with a number of partner organisations to 
ensure positive outcomes for the People using the Service.

The Self-Management Coaches are expected to have access to the devices required to 
enable them to communicate with the People they support, other Professionals and 
agencies involved.  Self-Management Coaches, through electronic devices are expected to 



have access, to the person information, and be able to update records, while out and about 
in the community.

Self-Management Coaches, should work on the basis of supporting people to develop 
outcomes, they need to assess where people are starting from, where they want to be, and 
what need to happen to get them there. Value added should also be recorded.

All work carried out by the Self-Management Coaches should be logged, as should all 
contact with People who use the Service. 
Logs should include:
- Who Provided input
- Date 
- Time 
- Duration of input
- Input/provision provided
- How it was provided
- Outcome
- Any follow on provided 

This is an Outcome focused Service, and it is expected that People using this Service, are 
supported to develop Personal Outcomes.  The Service needs to be using an agreed 
Outcome Framework (for example the Outcome Star) The Service will be monitored on:

- People having contact with Key workers 
- Quarterly Reviews with service Users
- Outcome Measures

Component 4: The Supported Living Service 

The Supported Living Service needs to flex and reduce as required, based on the demands 
of the service. 

The contracted Supported Living Service within this contract, is a 24 hour Self-management 
and independence, Move on Facility.  This is a 4 bedded bedsit, which is predominantly for 
Young People with Complex Support Needs; including ADHD and/or ASC, and other related 
conditions.  This Service is pre- dominantly for Young People aged 16- 25 (although in 
certain circumstances, the age limit can be increased as agreed by the Integrated Care 
Organisation, and the Multi Agency Panel) 

The Unit has 4 bedsits, one staff office/ sleep in area.  There is a communal Kitchen, Yard 
and Cellar.  The Unit is the hub of the whole scheme and the communal areas often host 
events.   Each bedsit, has key locked door and intercom system.  Each ‘bedsit’ has its own 
locked fridge and locked cupboard in the communal kitchen.   There are 2 communal 
bathrooms, and one bedsit has its own bathroom.  All communal areas have CCTV.  There 
are strict rules and regulations that are in place, to protect, the People in the Service, Staff 
and Property.   Where a Person causes damages to the Property, they are expected to pay 
for the damages.   There is an incentive based reward and warning system in place within 
this service.   There is a cellar, which has potential for renovation. 

Most Young People using the Move on Service will have been formerly looked after Young 
People, had a family breakdown, or struggled to maintain a non-specialist tenancy. This 
Service is short to medium term to initially stabilise an individual’s behaviours and develop 
their understanding of their condition.   As People work through the Program,  Young People 



will develop engagement and motivation, day time activity, skills to keep themselves safe, 
daily living skills and work on tenancies readiness ready for their own Tenancy and/ or 
understand their longer term housing and support needs.   It is also important that while at 
the Service, people develop their assets, and networks.  

The Key elements of the Service are:

- Assessment; support people to understand and develop their own base 
line 

- Planning; Deliver personalised support plans, goal setting
- Delivery: Deliver support as required by person (community connecting, 

daily living, managing own tenancy, coaching, mentoring)
- Move on:  Support young person to source property, move into property, 

and provide initial high intensity support.

Unlike many other Services, once the Young Person is ready to move on, where required 
and if they want it to, the support will continue by the Provider.  Young People will choose 
which Staff supports them in their new home. 

Component 4.1 Acceptance into the Bedsit Model

For young people who are part of the Supported Living Service, Young People have to ‘Sign 
up’ to the Service, and agree that they will work with the ICO, the Provider, the Landlord and 
other organisations.  Each young person is expected to sign a ‘Support Contract’, and a 
Tenancy Agreement, which states what they can expect from the Provider and Landlord and 
what they expect from the Young Person. 

Where it is felt young people are not ready to agree to the ‘support contract’.  The provider 
will work with the Person for a sustained period to get them ‘bedsit ready’ before they Move 
into the Project. 

Component 4.2 Service Charge

This service depends on People accepting support.  It is impossible to carry out the training 
and development skills, if people refuse to pay for bills, food, activities etc.  Therefore when 
people ‘sign up’ to the service, as part of their ‘Support Contract’ they agree to pay their 
service charge.  This is reviewed every year, but covers:

o Their share of the household bills
o Food 
o Travel 
o Activity 

People are then supported to develop money management and skills within all these areas.

Component 4.3 Provision Provided at the Bedsits

There is a set funding amount attached to each ‘bedsit’ to enable the Provider to deliver the 
Self-Management and independence building elements of the contract. As a minimum level 
of support it is expected that each young person should have access to the following: 



o Park it Strategy / Reflections slots/debrief sessions
o 4 sessions per year, with a specialist consultant (ADHD/ASD) 
o Monthly keyworker meetings
o Morning / Evening routines (and support to develop these) 
o Daily Living Skills (cooking , Menu Planning and Shopping List, bedsit tidy, budget 

planning/management, laundry )
o Diary Planning  / Diary Planning Review
o Community Connecting 
o Engagement and motivational activities 
o Tenancy development (understanding tenancy, managing tenancies, bidding for 

properties, moving into new properties) 
o Service Activity
o Tenancy Meeting
o Activity Planning Sheets
o Group and 1:1 sessions around key areas of skill development 
o 24 hour crisis support available 

                 To achieve this each Young Person will have at least;

o 4 x 1 hour specialist consultant support per year
o 12 hours per week, 1:1 hours coaching and mentoring, goal focused.
o 17 hours specialist shared support team to be used flexibly within the 

project to deliver projects, group activities, develop opportunities  
o Access to 24 hour emergency support
o Sleep in / Wake in

  It is expected that each young person should complete: 

o Initial assessment booklet 
o Outcome star
o Independence checklist 
o Move on booklet

People should be supported to complete weekly:

o Weekly planning sheets
o Goals planning 

Component 4.4 Move On

The bedsit Project is a short to medium term project, where People are expected when 
ready to move on.  Part of the assessment process while at the bedsits, is to establish a 
Persons accommodation and support needs.  This could be that a Person requires a shared 
house, or a single occupancy tenancy or a more intensive supported tenancy.   The Provider 
is expected to work with the Person, Housing, and ICO and where appropriate Next Steps 
and other organisations to support people to move on from the Bedsits. 

Unlike other supported living, it is expected that the Service Provider will move with the 
Person to provide consistency and continuity of approach, up until the Person no longer 
requires this. 



Component 4.5 Transition 

Where a person is moving on to a new accommodation, it is expected that the service will 
provide, an agreed short term, intensive package of support to facilitate the move, and 
support the Person Initially, but that this will them be transitioned to the Out-Reach Service 
when Person is ready.  

Where a Person wants to keep their Key worker, this person will work with the Out Reach 
Team.

If there is a void on the bedsits, it is expected that the Transition to the new accommodation, 
will be covered by the Bedsits. 

However if the Bedsits are full, the time limited transition will need to be agreed with the 
Care Coordinator, and reviewed after six weeks. 

Component 4.6 Development of New Services

At times is will be required for a 24 hour provision to be set up additional to the Bedsit.  This 
may be for a short term period or a long term period.

Where new provisions are required this will be discussed and managed through the Moving 
on Up, Multi Agency Panel.

These services are expected to follow the Moving on UP Project supported living model.  
Within this contract there is opportunity for growth.

It is expected that the Provider actively look and develop move on options for People using 
the Service 

Component 5: Crisis Management

Some of the People using this Service can find themselves, in high levels of crisis, for 
significant but short amounts of time.  The support provided to People during Crisis is a 
crucial part of this Service, however this element of the service needs to Step up and Step 
down as required. 

Therefore this Service must carry a ‘basket of hours’ to support people when in crisis.  

At times a Person may have had behaviours within the bedsits or other accommodation, 
where it has resulted in them being evicted.  It is expected that in these circumstances the 
Provider would continue to support the Person.  This could be supporting them while there 
are homeless or in temporary accommodation such as, hostels, B&B etc.  Support is to be 
provided as and when required. 

For those People with chaotic lifestyles and risky behaviours, the providers should be the 
first responders to the crisis, and play an active part in the Multi-Disciplinary Team.  This will 



include providing detailed information about incidents,  attending meeting (e.g.,  Enhanced 
Risk Management Meetings) ensuring strong communication  in a number of formats 
including verbal, written reports and emails, to a number of partner agencies.  (E.g. Police, 
Housing, Health, Social Services) The Provider will be expected to write comprehensive e 
chronologies and observation sheets as agreed at Multi – Disciplinary meetings. The 
provider will be responsible for writing and implementing comprehensive risk assessment, 
protection plans and implementing positive behavioural support plans and self-management 
strategies.  This need to be done using a co-production approach, with the Person and their 
Multi- Disciplinary Team. 

The Crisis Management ‘basket of hours’ would only be used, where there are not enough 
hours within the Bedsit contract or Out-Reach contract, and where so much work was 
required it would affect the delivery of services to other People. 

These five service elements are intended to be part of one whole service offer.  They should 
interact and support each other. I.e. The night time support at the bedsits would also provide 
the on call service for the community; Group sessions may be run from the bedsits but 
accessed by individuals being supported in the community.


