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Service Specification
Community Support Services for People with Mental Health Needs in Norfolk
	SERVICE SPECIFICATION – 

FOR PROVIDING A FLOATING SUPPORT SERVICE TO PEOPLE WITH MENTAL HEALTH NEEDS IN NORFOLK

	GEOGRAPHICAL AREA
	Norfolk wide – five areas based  on Clinical Commissioning Group boundaries, North, South, West, Norwich and East – Great Yarmouth 

	SERVICE TYPE
	Service A - Floating Support Service

Service B – Community Support Service for People with complex and/or intensive needs

	CLIENT GROUP
	People with mental health needs and  with housing related support needs

	UNITS
	To be provided on the basis that one unit = 1 person

Service A – TBA

Service B – TBA

	SUPPORT DURATION
	Service A - Short term (less than two years) 
Service B – No fixed term. Dependent on eligibility and needs

	START DATE
	Early 2014

	CONTRACT PERIOD
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Introduction
1.1
Norfolk has adopted floating support as its main approach to providing support with accommodation related issues to working age adults with mental health needs. Historically the service has consisted of three services all of which have been jointly funded by different partnerships:

· A floating support (FS) service around housing related support (see 6.1)  provided to people in their own home for on average up to 2 years
· A number of hospital link workers supporting people in the acute wards in mental health hospitals or with the Norfolk and Suffolk Foundation Trust (NSFT) Crisis Response and Home Treatment team, who need housing related support. This has provided short term input of up to 3 months on average, with service users who need longer term support and problem resolution being passed to the floating support service
· A Norwich only service to work alongside the NSFT assertive outreach service to meet the needs of people who don’t engage with statutory services and who often have a dual diagnosis. Service users remain with the service for significant periods of time  
1.2
The intention is to remodel these services into two distinct but inter- related services operating across Norfolk. 
The first service will provide low level, preventative housing related floating support for up to two years for each person supported.
The second service will provide housing related support services for people with more complex needs and/or who need intensive support  

2 Background 


Strategic and demographic context
2.1
Government policy 
2.1.1 
No Health Without Mental Health, Feb 2011, Department of Health: A cross-government mental health outcomes strategy for people of all ages, which sets out 6 shared objectives to improve the mental health and wellbeing of the nation, and to improve outcomes for people with mental health problems through high quality services. It stresses the interconnections between mental health, housing, employment, and the criminal justice system:  Its aims are that:
· More people will have good mental health 
· More people with mental health problems will recover
· More people with mental health problems will have good physical health 
· More people will have a positive experience of care and support 
· Fewer people will suffer avoidable harm 
· Fewer people will experience stigma and discrimination 

At its core lies a focus on the use of localism and housing, self-directed support and personalization, integration of health, social care and housing
. 

2.1.2
National Framework to Improve Mental Health and Wellbeing, July 2012, Department of Health (and the emerging National Mental Health Dashboard): sets out what organisations can do to meet the 6 high-level objectives of the mental health strategy.
 

· “What mental health service providers can do‟ (page 19) – this section outlines 7 key elements for providers role in improving mental health outcomes for individuals and families.  A focus on choice, recovery and personalisation includes considering how service users’ perceptions of recovery can be incorporated into all elements of clinical practice. A recovery based approach could include advice on housing, benefits and debt, as well as evidence-based employment support, training and education. 

· “What adult social services can do” (page 26): Highlights the need to use community care and carers assessments to identify ways to support independence and promote recovery; to work alongside CCGs to remodel existing support to focus on early intervention, service integration, personalisation and recovery. Social services can also exert a major influence on the planning and delivery of mental health services, for example by joining up health, social care and housing support. Provide access to individual budgets and direct payments for people with mental health problems 
· “What local public health services can do‟ (page 27) – 7 key elements are outlined, including: - Strengthening services and access for people with complex needs including severe and enduring mental illness. This could include creating integrated care pathways and strengthening outreach, especially for those with a dual diagnosis of mental health problems and substance misuse 
2.1.3
National Mental Health Dashboard, currently in development: This brings together the most relevant measures from the three outcomes frameworks (Adult Social Care Outcomes Framework, NHS Outcomes Framework, Public Health Outcomes Framework). Measures currently being considered include: „people with mental illness or disability in settled accommodation‟ (PHOF), and „the proportion of people who use services to have control over their daily life‟ (ASCOF) 

2.1.4
Caring for our Future, July 2012 The current Government set out its aims to extend personalisation of care services (originally described in the policy for transforming social care, “Putting People First‟ Dec 2007) in its “Vision for Adult Social Care‟
 . The Social Care White Paper “Caring for our future: reforming care and support‟
, and the Draft Care and Support Bill were published in July 2012. Two key principles lie at the heart of the White Paper: 

· we should do everything we can to – as individuals, communities and as a Government – to prevent, postpone and minimise people’s need for formal care and support 

· people should be in control of their own care and support 

2.1.5
The White Paper consolidates the existing vision of adult social care as based on choice, control, quality, community development and early intervention. The White Paper and the Draft Bill set out a range of measures in order that local people can choose from a diverse range of high quality care services to drive up the quality of care and provide a focus on people’s needs and outcomes. A new legal framework is planned in which local authorities will have a duty to promote a diverse, sustainable and high quality market of care and support services. Local authorities will be required to ensure there is a range of providers offering services that meet the needs of individuals, families and carers. 

2.1.6
The Care and Support Bill, currently going through Parliament (Summer 2013), includes the intention to introduce new duties on local authorities to: 

· incorporate and commission preventative practice and services as well as early intervention into care commissioning and planning 

· promote the integration of services, along similar lines to the duty on the local NHS already enacted by the 2012 Act. 

In addition, the draft Bill will provide for further duties of co-operation which encourage local partners to work together to improve the well-being of local people.  Local Joint Health and Well-being Strategies will support the development of innovative services to promote people’s health and well-being across health, housing, care and support. 

2.2
Norfolk context

2.2.1
Support services for people with social care needs sit within Norfolk’s prevention strategy. The definition of prevention is 

Prevention is about providing the kind of support people want so they can have
independence, choice and good health for as long as possible by:

· Promoting wellbeing, even if at present people have no particular social care needs or symptoms of illness

· Supporting early intervention if people are at risk of illness or impairment and have low or moderate social care needs

· Maximising people’s quality of life if they have a long term condition or complex social care needs

2.2.2
The desired outcome is that ‘People are better able to maintain their health, independence and wellbeing’. This to be measured by:

· A reduction in unplanned acute hospital admissions

· Minimising numbers of permanent or long-term admissions to residential and nursing care

· Keeping people living independently in their own communities – this could be achieved, for example, by access to affordable housing, appropriate housing adaptations, falls prevention, increased take up of income based benefits, access to good quality information, effective inter-agency referral systems.
2.2.3
The main local strategic context for commissioning housing related support for people with mental health problems is the Norfolk Supporting People Housing Support Strategy 2011-2015. This has as its objective for people with mental health problems:

· To provide housing support which contributes to the ability of someone with mental health problems to manage their illness, recover and live as independently as possible.
The Supporting People strategy reported that the funding of the Hospital Link Workers has been piecemeal. This service works with psychiatric in-patients to identify their housing related support needs at an early stage and intervene to prevent the loss of accommodation or homelessness on hospital discharge. 

2.1.4
Norfolk County Council has a formal agreement with the Norfolk and Suffolk Foundation Trust (NSFT) to provide its social work services for working age adults with mental health needs. Therefore changes in the way in which NSFT provides its services are of two fold significance, in that they affect how health services are delivered to people with mental health needs and they also affect the organisational arrangements around social care delivery. NSFT has been going through a process of service redesign to improved outcomes for service users and carers whilst adjusting to a planned 20% reduction in funding over 4 years. The NSFT service strategy 2012-16
 set out plans for, amongst other developments, an adult service (adult pathways teams) for people with mild, moderate or severe mental health conditions who are over 25. The service will be provided by clinicians working alongside peer support workers. There will be an emphasis preventing people getting into a ‘crisis’ in the community, and the service will also work with people who don’t engage with statutory services and whose needs have partly been met by the assertive outreach teams. Services for children and young people will cater for people up to the age of 25, and the dementia and complexity in later life service will cater for older people.
2.3
Needs

2.3.1
.Around 10% of the population (aged 18 – 64) of Norfolk has common mental disorders which interfere with their ability to function on a daily basis. Less than 0.5% of the population have a psychotic mental illness or an antisocial personality disorder. Prevalence is spread through Norfolk with a marginally higher number of people with common mental health problems likely to be living in Norwich 
. Table1 over shows the estimated numbers with common mental health disorders by CCG. 

2.3.2
NSFT has been working to allocate all its patients to care clusters which link their assessed characteristics and needs to care packages. The local data shows significantly higher numbers in Norwich of people with complex needs who are difficult to engage, including people with a mental health need and problems with substance misuse (dual diagnosis).
Table 1: Estimated number of people with mental health disorders (16-74 years) by CCG 2011/12
	 
	GY&W
	North Norfolk
	Norwich
	South Norfolk
	West Norfolk

	Common mental disorder (past week) 
	26,787
	19,430
	24,480
	25,473
	18,742

	Current post traumatic stress disorder 
	4,914
	3,556
	4,489
	4,662
	3,428

	Suicidal thoughts (past year) 
	7,156
	5,189
	6,539
	6,802
	5,004

	Suicide attempts (past year) 
	1,164
	845
	1,064
	1,108
	815

	Psychotic disorder (past year) 
	666
	483
	608
	633
	466

	Borderline personality disorder (past year) 
	748
	543
	684
	713
	524

	Antisocial personality disorder (past year) 
	589
	418
	536
	548
	402

	Two or more psychiatric disorders 
	12,002
	8,671
	10,961
	11,369
	8,357


Source: Mental Health Needs Assessment for Norfolk 2013 Norfolk County Council  

2.3.3
The 2013 Mental Health Needs Assessment for Norfolk contained data on the numbers of people on Incapacity Benefit (IB) which is paid to people who are too sick or disabled to work and who are over16 and under State Pension age.  Severe Disablement Allowance (SDA) has not been available for new claims since April 2001, but people who were previously in receipt of SDA continued to receive it, so this data reflects the population with long term severe mental health needs. Table 2 gives the number of claimants as well as the rate of claimants per 100 resident population of working-age as at February 2012; rates were lowest in South Norfolk and Broadland and highest in Norwich and Great Yarmouth.

Table  2 Number and percentage of claimants (of working-age) of Incapacity Benefit and Severe Disablement Allowance by mental health group, February 2012
	District Council
	IMD Score
	Mental Health claimants
	% of all claimants
	Rate per 100 working-age population

	Breckland 
	15.91 
	1,095 
	41.7 
	1.5 

	Broadland 
	10.41 
	975 
	43.7 
	1.4 

	Great Yarmouth 
	27.66 
	1,345 
	41.5 
	2.4 

	King's Lynn and West Norfolk 
	21.05 
	1,530 
	41.1 
	1.8 

	North Norfolk 
	19.28 
	1,040 
	43.0 
	2.0 

	Norwich 
	25.65 
	2,505 
	57.5 
	2.8 

	South Norfolk 
	11.31 
	930 
	44.8 
	1.3 

	Norfolk
	
	
	45.6
	1.9


IMD=Index of Multiple Deprivation, the higher the index number the greater the levels of deprivation 
3.       Aims
3.1 
The overall aims of the new services are:

To support people to remain living independently and safely in their own homes through the provision of housing related support. 
To enable people to recover and develop the capacity to live more independently.

To develop the capacity of people to maintain their recovery and their ability to live as independently as possible.
4
Service Values and Principles
4.1
The following values and principles will underpin all activities undertaken in the delivery of the Services:

· The Services shall promote and encourage choice and be based on promoting independence through support
· Service users are supported in achieving their full potential
· Service users shall be treated with courtesy, dignity and respect and will be at the centre of all decision-making that impacts on their lives
· Personalisation , meeting the needs of individuals in ways that work best with them.
· Incorporation of the Recovery Approach, summarised by the phrase ‘hope, agency (i.e. control) and opportunity for all’
· Continuity of support with trusting relationships with familiar staff, under-pinned by multi-disciplinary working 

· The Services shall seek to meet and promote the cultural and religious needs of service users from ethnic minority backgrounds
· To treat service users and carers as peer partners with expertise in support and care. To work with them using a co-productive approach in the planning, development and monitoring of the Services and in establishing good practice, reviewing policy and procedure and maintaining and continuously improving delivery of the service

· The Service will liaise with other Providers of services to vulnerable people in order to develop effective and efficient practices and partnerships which will optimise the effectiveness of all services in Norfolk
5.
Service Objectives

5.1
High level service objectives are:

· To provide a service to people with mental health needs, with a focus on housing related support, which is personalised

· To support people to improve and maintain their own health and well-being, operating on the recovery model

· To work collaboratively with partners, and in particular the NSFT adult pathway teams (see 2.14)
· To provide services that reflect best practice and strategic policy direction and are responsive to emerging legislation and structures
· To provide services that reflect local needs and also the rural nature of Norfolk

· To provide more cost effective support that achieves improved outcomes at lower cost
· To engage and use volunteers and to develop peer support to extend the range and coverage of the service
· To provide services in locations used by the target population

6.
Common Core Service Requirements for Service A and Service B
6.1
The core service requirement to be provided will be housing related support. Housing related support is wide ranging and covers:
· Assistance in setting up and maintaining a home / tenancy, including support with maintenance, repairs, payment of rent and arrears, being a good neighbour

· Advice, advocacy and liaison, including support to access and secure other services, signposting to specialist advice services and community groups, developing self-advocacy skills

· Independent Living Skills, including support with budgeting and paying bills, support to apply for benefits, support with finding and securing alternative accommodation and through the move

· Well-being and general support, including emotional support and advice, support with monitoring own health and well-being and signposting to health services

The Service Provider/s shall deliver the service requirements as outlined in the detailed service description in Sections 8 and 9 using a fair and equitable approach to the allocation of resources and access to services across Norfolk.
6.2
The Service/s must be suitable, accessible and appropriate for all potential service users and located in a range of locations across Norfolk to ensure that they can be accessed by the maximum number of potential users. The range of times and locations of the Services will complement and enhance those provided by other community, statutory and independent providers.

6.3
The Service Provider/s will be expected to collaborate with other statutory, independent and community providers to offer access and contact arrangements which are effective in and appropriate to the differing geographic makeup of the county – urban centres, villages and rural settings.

6.4
It is not envisaged that either Service will differ significantly within each locality, however as local commissioning plans develop it is anticipated that the Service Provider will actively engage with partners at a local level and seek to develop the service in line with the needs of that locality.
6.5
Access arrangements to the Services should be quick and easy for service users, carers and local referral/signposting organisations to understand and the Service Provider/s will ensure that there are effective systems in place so that enquiries and referrals can be logged and followed up in a timely way.

6.6
The Service Provider/s shall provide the Services in ways that meet the needs and preferences of the target group and in a range of formats which are accessible and appropriate. These may include:

· Social Media

· Texting

· Smartphone Apps

· Web-based information
· Local community TV channels and radio
· Leaflets and written information – these should follow Norfolk County Council’s guidelines on accessibility
· CD and audio visual including ‘spoken’ web information with BSL/subtitles
· Braille
· Access to Interpretation and translation for people who need this for people who are deaf or people whose first language is not English
6.7
The Service Provider/s will ensure that people with mental health needs are key partners in shaping the service and work with them, their carers and Commissioners to adapt the service to meet changing needs in an appropriate way.

6.8
The model of support offered by the Service Provider/s will be recovery based and will promote independence and empowerment at all times. People using the service will be supported to move out of the service when appropriate and/or referred to alternative appropriate services.
6.9
The Service Provider/s will be expected to operate on the basis of a shared/trusted assessment approach to the initial assessment and screening of service users, identifying presenting needs and which service input would best meet those needs.  
6.10
The Service Provider/s will work with Norfolk County Council, Norfolk and Suffolk Foundation Trust and other key stakeholders, e.g. the Gateway provider (common referral point which is operated by a support provider) to develop and manage effective cross referral processes between organisations. This will include operating to clear eligibility criteria to ensure appropriate referrals and to avoid service users being passed between the two services unnecessarily. Both Service Providers will be expected to work flexibly to prevent inappropriate exclusions. The Service Provider/s will be expected to develop and operate a clear process to support services users to move between the services as their needs change.
6.11
The Service Provider/s will collaborate with other operating services and any other  services which may be delivered during the contract period to ensure that referral and signposting is fully effective and that these arrangements lead to people’s needs being met. Key partners and relationships include:
· Acute, Primary and Community Health care including GPs and mental health partners/operational teams
· Benefits Agencies

· Local authorities including local housing departments

· Norfolk County Council’s Community Services including social care and cultural services

· Other supported housing and care providers

· Voluntary and community sector organisations

· Private and social landlords
6.12
The Service Provider/s are expected to explore fully the potential for, and adopt, joint working practices which lead to continuous improvement in service quality and achieve economies and savings where possible. Areas for collaboration are likely to include:

· Shared recruitment and induction
· Shared training
· A shared approach to record keeping 

· Shared outcomes, performance and quality frameworks

· Sharing good practice and problem solving

· Working in a way which is supportive but also enables peer challenge and enables providers to act as “critical friends” in respect of one another

· Shared premises

· Joint communications and public information
6.13
The Service Provider/s shall seek the consent of people who use the service to share their information with the Council or other partners where appropriate in the delivery and monitoring of the service provided and in accordance with the requirements of the Data Protection Act and good practice in data protection.

6.14
The Service Provider/s will sign up to the Norfolk Information Sharing Protocol between third sector and statutory service providers, and with other key providers. 

6.15
The safety and well-being of staff in the delivery of services and that of people with mental health needs who access the service is considered to be of paramount importance. 
· The Service Provider/s will be expected to have clear written policies on safety for service users and staff as well as periodic training and discussion of current on-going practices. These policies should cover lone working, and dealing with aggression and the threat of violence. Risk assessment policies and practices should be reviewed on an on-going basis. 

· The Service Provider/s will be expected to ensure that staff receive training appropriate to carrying out risk assessments for people with complex mental health needs who might be at risk of self-harm and/or risk of suicide.

· The Service Provider/s will need to ensure that policies, training and working practice enable all staff to work safely but positively with issues of risk, balancing issues of safety with approaches which allow individuals to make their own choices about how they live their lives.
6.16
The Service Provider/s will be expected to staff the services with suitably appropriately qualified, trained, knowledgeable and experienced staff/volunteers with the competencies to deliver the number of units contracted to ensure that individual outcomes are met, levels of quality are achieved and that the service remains safe and effective for everyone involved. The diversity and skills of staff / volunteers should reflect the needs and profile of service users in Norfolk.

6.17
Staff /volunteers should be well supervised and supported with access to adequate induction, training, appraisal and supervision and professional development opportunities. The breadth, depth and nature of training should be adequate to meet the needs of the people supported in the different Services. The Service Provider/s should ensure that staff/volunteers have key competencies and knowledge in:

· Excellent communication / engagement skills

· A positive attitude to supporting people with mental health needs

· An empathic / non-judgemental approach

· Good knowledge and understanding of mental illness and mental health issues

· Good knowledge of services, facilities and organisations in local communities

· Working in person centred ways, using a supportive and empowering approach

· Ability to inspire trust and confidence

· Care of people with mental ill health

· Working with aggressive behaviour

· Working safely and positively with risk

· Deliberate self-harm

· Safeguarding vulnerable adults

· Knowledge of the Care Programme Approach and statutory systems of care planning with individuals with mental health problems

· Mental health legislation and best practice

· Medication awareness

· Knowledge of housing issues

· Skills and training in Welfare Benefits 

6.18
The Provider is expected to use its best endeavours to ensure the service is accessible and responsive to all minority and hard to reach groups within the County. 

It will be a fundamental principle of all policies and practices that all people are equally valued regardless of their gender, disabilities, race, ethnic origin, language, religion or sexual orientation.  

6.19
 Equality of opportunity will be promoted through:


· Ensuring services are equally accessible and relevant to the needs and issues faced by people with mental health needs


· Ensuring that staff are experienced in and responsive to providing services that are sensitive to the wider issues for this client group

· Promoting social inclusion for service users in the wider community

· The use of appropriate recruitment and employment practices and procedures
6.20
Both Services will provide an in-reach service to some people with identified housing support needs on mental health acute wards/ or who are being supported by the Crisis Response and Home Treatment Team. Service A, the Floating Support Service, will provide an in-reach service to address the housing support needs of these people who prior to their admission were supported by the floating support service or where the task is a short, time limited intervention in order to maintain the tenancy / accommodation during their admission. Where people have complex and/or intensive needs and are likely to need some on-going support post discharge to promote their recovery, then the in-reach support will be provided by Service B – the complex and/or intensive community support service. 
6.21
The Service Provider will be expected to develop a delivery model which incorporates the use of both volunteers and ‘experts by experience’ to increase capacity of and access to the service and to provide personalised support based in local communities. The ‘experts by experience’ will be recruited from people who have experience of mental health services and can provide peer support to people currently experiencing mental ill health.  The Service Provider will establish defined roles for volunteers and ‘experts by experience’ and provide appropriate induction, training and on-going supervision and support. Recognising the costs of developing peer support, the Service provider is expected to ring fence part of the budget to support such activities. 

6.22
The Service Provider/s is also encouraged to market the services to privately funded individuals, however this should add to, not detract, from the core Services. Where the Service Provider provides additional services and/or activities outside the scope of this Service Specification for which there is a charge, then the cost should be published and made clear to people who use the service. Where additional chargeable services are provided by the Service Provider, then information about similar services provided by other organisations should be provided to promote choice.

6.23
The Services will be expected to work closely with 

· Family and carers who play a vital part in the improvement of the client's quality of life. Family and carers should be involved, where appropriate in all client support planning. Staff should also be aware of the conflicting demands that may be placed upon them by family/carers and clients 
· Other statutory and voluntary agencies in particular with housing departments, landlords or neighbours. Other key groups are benefits agencies, the police and GPs.

7 
Shared Outcomes for Service A and Service B
7.1
Key Service Outcomes are:
· An increase in the number of people  in stable accommodation and reduced homelessness or risk of homelessness
· Increase in the proportion of people receiving peer support to enable help in self- management of their mental health  
· A significant increase in peoples’ independent living skills
· An increase in the number of people able to manage their own finances
· An increase in the number of people who have developed social networks and relationships
· An increase in the number of people who receive help at an early stage to avoid crises
· An increase in the number of people who have improved physical and mental health
· An increase in the number of people who have more choice and control over their lives e.g. to have gained confidence to self-advocate or be better able to deal with a benefits issue themselves 
· A decrease in the levels of substance misuse 

· A decrease in mental health hospital admissions and admissions to residential care

Outcomes for Service Users

7.2
The service provider will support a recovery philosophy in the service by using the Mental Health Recovery Star or other agreed Outcomes Star e.g. the Homelessness Star to set goals jointly with service users and to measure progress towards achievement of outcomes.  
7.3
The service provider will need to work to improve outcomes for service users. Key outcomes for service users include:

· People will have access to support and advice to set up and/or maintain their tenancy or accommodation

· People will have access to support at the point of need

· People will experience improved economic well-being

· People will have increased opportunities to access a range of community activities and

· People will experience improved physical and mental health

· People will have increased knowledge about services and organisations

· People will have increased social networks and links with their local communities

· People will have access to practical support and advice to help them maintain their home

· People will have increased skills to manage their finances

· People will have increased knowledge about how to keep safe

· People will have improved knowledge about how to access specialist services and support

· People will have increased confidence and skills to advocate for themselves

· People will have further developed and be able to maintain their independent living skills

        

Specific activities to deliver outcomes

7.3
The aim of the Services is to provide housing related support services to enable service users to live independently without housing-related support as soon as practicable in the interests of the service user. The service provided to individuals will be personalised, flexible, based on identified need and risk and evidence full engagement with people using the service.
7.4
The Service Provider/s should use support planning as the principal means of identifying and meeting needs with service users. Support planning should clearly reflect the needs of individuals, how they will be met, the projected duration of the service, the involvement where relevant of other agencies, and planned outcomes, including when the service may no longer be needed. These needs should be reviewed and the support plan updated accordingly on a regular basis and at least annually.
7.5
The support plan must identify and record the service user’s needs arising from specific ethnic, religious, cultural, gender, sexuality, disability or age requirements.

7.6
The Service Provider/s will be expected to be flexible, review people’s needs regularly and make appropriate adjustments to ensure that people’s varying levels of need can be met within contract capacity.
7.7
Particular support areas and activities required to meet outcomes include: 
Support to set up and maintain a home 

· Supporting people through the process of moving home

· Support for people to maintain their accommodation or access more suitable accommodation during mental health crisis or the processes of recovery

· Advice and support on acquiring essential household items

· Support with arranging the connection of utilities

· Support with paying rent/dealing with arrears

· Support with maintaining the property including reporting / organising repairs

· Support with maintaining the security and safety of the property including    supporting people to establish security routines that minimise risk, eg testing smoke alarms and the safe use of appliances

· Assisting  people who are temporarily admitted to hospital or about to be discharged from hospital to maintain their accommodation so that they can return home through liaising with relevant agencies such as a landlord and Benefit Agency
Support to live independently 

· Support with household budgeting, including paying bills and budget planning

· Support to maximise income including checking that individuals have the benefits      that they are entitled to

· Support with applications for benefits, including DLA/Personal Independence Payments, Housing Benefit and Council Tax Benefit
· Support with managing any debts
· Supporting people to develop and maintain good neighbour relationships

· Supporting people to address any aspects of anti-social behaviour

· Advice and support to maintain tenancy conditions, eg overnight visitors, noise levels etc

· Supporting people to comply with any conditions of licences and other community sentences

· Supporting people to undertake essential daily living tasks related to maintaining their tenure with a view to them being able to undertake these tasks for themselves or sustaining them at their current level of capability. 
· Enabling people to access information about alternative housing options
· Supporting people to apply for alternative housing and subsequent support to move in to new housing

 
Advice, advocacy and liaison / social and community links

· Signposting to providers of specialist information, advice and advocacy services, including Citizens Advice Bureaux,  Norfolk’s Mental Health Advocacy Service, Welfare Rights agencies

· Supporting people to deal with statutory and voluntary agencies, including attending appointments with them

· Enabling people to develop self-advocacy skills to further independence

· Support to develop and/or maintain social and community links 

· Support in overcoming social isolation by linking people to local social, faith and leisure activities
· Supporting people to develop a range of opportunities likely to increase independence, including employment, education and leisure activities
· Information and support to access a personal budget where the individual may have entitlement to Social Care services 
· Enabling clients to obtain impartial mediation or legal advice, if required, including liaison and advocacy support from the same ethnic group
Health and well being

· Supporting people to monitor their own health and well-being and to access information and services where needed, for example on health, nutrition, mental health, well-being,  sexual health, managing problem drinking, smoking cessation and physical activity
· Signposting people to specialist services, eg counselling, drug treatment, specialist debt advice

· Supporting people to deal with anxieties relating to practical circumstances, eg dealing with bills, unsolicited callers and arranging maintenance to the property

· Supporting people to comply with treatment / activities relating to maintaining their health and well-being eg repeat ordering of prescriptions, attending medical appointments and regular health checks to support all areas of health

· Supporting people to maintain contact with family and friends

· Where appropriate and within Data Protection guidlelines,  notify and liaise with responsible agencies over concerns in relation to a person’s health /  well-being /  medication   
8
Detailed Service Description – Service A Floating Support Service

Key elements of the service model
8.1
A countywide floating support service that is tenure neutral and delivers short term housing related support (up to 2 years) to people aged over 18 with mental health needs in Norfolk. The floating support is ‘attached’ to the person, not the property and can follow the person if they move to another address and when the person no longer needs support, the support can be allocated to someone else. 
8.2 
A low-level preventative service designed to support people to develop and/or maintain their independence within the community, thus preventing loss of their tenancy or home, which could lead to more institutional / intensive forms of care. It is anticipated that the level of support required will be an average of approximately 2hrs per week however the service will be flexible enough to accommodate changes in peoples’ needs and fluctuations in their mental health while they are engaged with the service.
8.3
The Service should be available initially between 8:30am – 6:00pm weekdays with some elements of the Service available outside of ‘normal working hours’, for example some early evenings and weekends, to provide for customers engaged in full-time employment and in recognition that the side effects of medication can make mornings a difficult time to engage for some people. Staff contracts should be flexible enough to accommodate changes to the operating times of the Service which will be shaped by the needs of service users and agreed with Commissioners.

The service should inform service users, both in writing and through use of answerphone messages when the service is closed, of how to access the emergency services should they need ‘out of hours’ help.

8.4
The Service Provider should use a range of methods for delivering the service to maximise coverage and capacity and to meet peoples’ needs in a personalised way. The service delivery model should include:

· Opportunities for planned 1:1 face to face contact in a variety of locations, including the service user’s home, the Service Provider’s premises, partner agencies’ premises, community venues, hospital 
· Opportunities for service users to attend drop in sessions to deal with pressing issues that need an urgent response, eg eviction notices, completion of claim forms within deadlines
· Opportunities for group sessions in a range of locations across the County to provide general information and support and promote opportunities for social interaction

· Opportunities to access advice and support using a range of technologies and media, for example social media, online/telephone support, Skype, smartphones, 
8.5
The Service will be free to service users who are covered by this contract and service specification.

8.6
Service users should be encouraged to meet their outcomes towards greater independence and settled accommodation in as short a time as possible. The Service will be available to ex-service users to facilitate their independence. This should avoid service users becoming dependent on the organisation. The number of ex-service users supported should not exceed more than ?% at any one time.
Eligibility
8.7
The Service is for people over 18 with mental health needs living in Norfolk who have housing related support needs. Whilst it is likely that the majority of people will have a mental health diagnosis, access to the service will be based on presenting need and the impact of peoples’ mental health on their ability to live independently rather than medical diagnosis.



The service will be ‘all age’ for people aged 18+ who have functional  mental health needs although most will be aged under 65 years. 
8.8
The Service is tenure neutral and people living in the following tenures will be able to access this service:
· Private rented accommodation

· Bed and Breakfast Accommodation

· Accommodation let by a registered social landlord under any form of tenancy agreement

· Owner occupation

· Other forms of accommodation, such as mobile homes etc

· Rough sleepers

People temporarily admitted to hospital who have low level support needs will be able to access this service to ensure that they are able to maintain their tenancy / accommodation during their admission and to facilitate the hospital discharge process. However the initial contact and lead responsibility for this service element will sit with Service B (9.7).
8.9
Service users would be expected to be living within the boundaries of Norfolk, with the exception of people placed in temporary accommodation outside the County. Where this is the case, there must be an expectation that the person will be re-housed in Norfolk and the service user must give their consent to a referral being made and the support available will be limited to email and telephone support. 

There may be occasions where it would be appropriate for the Service to engage with Norfolk residents who have been placed in psychiatric hospital provision outside of Norfolk.

Exclusions

8.10
Reasonable exclusions are where:

· People do not meet the agreed eligibility criteria

· People are no longer mentally ill or there is sufficient evidence they can cope without support

· People who are already living in high-support residential or institutional settings (such as hostels, residential care, forensic or inpatient accommodation) and who are likely to stay there for the foreseeable future

· People who live outside the defined catchment area

· The level of risk is deemed unacceptable as a result of the outcome of an evidenced needs and risk assessment and in view of the Service Provider/s’ policies and procedures

· People whose support needs fall within a statutory responsibility unless the need for housing related support is identified as a complementary part of an overall package of support and assistance as agreed within an appropriate assessment / personal budget plan

· People whose support needs require more resources than are available to the service unless there are arrangements made by relevant agencies to meet additional care and support needs
· People who fit within the Norfolk and Suffolk Foundation Trust eligibility criteria for complex cases in later life (including those with dementia ) will not be eligible for the service
· People who meet the eligibility criteria for Service B – service for people with complex and/or intensive needs
Referrals
8.11
A detailed referral process and pathway will be agreed with the Commissioners and other key partners and stakeholders, including the Gateway Provider, housing authorities and mental health services. Referrals are likely to come from a number of sources including:
· Gateway Provider

· Norfolk and Suffolk Foundation Trust

· Norfolk County Council Customer Service Centre

· Benefits Agencies

· Housing Authorities

· Housing Providers

· GPs

· Acute and community health services

· Criminal Justice Agencies

· Voluntary and community sector providers
· Self-referral
8.12
Appropriate promotion of this Service within the given area must ensure that individuals not currently in contact with agencies have clear information and details on how to access the service.
8.13
Criteria for re-referral into the Service will be agreed with the Commissioners and aim to reduce the need for re-assessment and to achieve ease of access to the Service and support, particularly where a short, task specific intervention is required. 
8.14
The Service Provider will prioritise referrals in order to meet urgent needs and to manage effectively demand for the Service. The following factors will be used when determining priorities for access to the Service:
· Security of current accommodation

· People who are homeless or threatened with homelessness
· People who have few other support systems in place and are socially isolated
· People who because of the consequences of their mental ill health are at increased risk in the community
· People who may be at risk of being taken into institutional care or admitted to hospital
· People who are leaving residential care or being discharged from hospital
· People who are unlikely to sustain their independence without support
Exit from the service
8.15
Exit from the Service will be determined following a review of the service user. Where people are ready to exit from the Service they will need to be provided with details on how to re-refer themselves if they require a further service.

8.16
Service contact details for relevant and appropriate support groups should be provided to encourage and empower people to sustain their independence.
8.17
The provider will need to devise a ‘post contact’ system whereby, assuming permission has been granted, people’s needs are checked on a six monthly basis after support has ceased. 

8.18
The Service will be available to ex-service users within six months of exiting the service in order to facilitate their independence. The Service Provider will ensure that ex-service users are able to self-refer back in to the service in order to facilitate quick access to support and advice which will maintain their independence.

8.19
Support is primarily intended to be short term however where the service user expresses a need or desire for the service to be provided in the long term and this is not indicated in a review of their needs, the Service Provider must make independent arrangements for the service to be paid for. Payment for the service may be made through personal budgets, self- directed support or be paid for privately. Any chargeable service element offered in this way by the Service Provider/s must be done so within a fair and equitable charging framework which is communicated clearly to service users.
9.
Detailed Service Description for Service B – for people with complex and/or intensive needs


Key elements of the service model
9.1 The service will be county wide but with a degree of local variation to reflect the density of the local population eligible for the service, and the structure of partner services, in particular NSFT Recovery/  Assertive Outreach teams 

9.2 Service users will be supported by the service team working in a multi-disciplinary fashion with the NSFT Recovery/ Assertive Outreach teams across the county, which may include co-location, and working to jointly agreed outcome  based support plans.   

9.3
A service will have at its core a ‘step up, step down facility’, where the intensity of the service provided is determined by service users’ changing needs over time. At any one time around 80% of users will need lower level support of up to 2 hours per week, and 20% will need more intensive support of averaging 3-4 contacts per week.
9.4
The Service should be available initially between 8:30am – 6:00pm weekdays with some elements of the Service available outside of ‘normal working hours’. For example some early evening and weekend group work would support engagement of service users requiring intensive support, as well as a limited degree of ability to support service user in crisis.  Staff contracts should be flexible enough to accommodate changes to the operating times of the Service which will be shaped by the needs of service users and agreed with Commissioners.
9.5
Staff will be expected to see their clients frequently and to stay in contact in order to build a relationship between the individual and mental health services. Workers will aim to establish a trusting relationship with each client in a flexible, creative and needs-focused way that enables the delivery of a social care package that fits each client's own specific needs.  The deliver model should include:
· Opportunities for planned 1:1 face to face contact in a variety of locations, including the service user’s home, the Service Provider’s premises, partner agencies’ premises, community venues, hospital 
· Opportunities for service users to attend drop in sessions to deal with pressing issues that need an urgent response, eg eviction notices, completion of claim forms within deadlines

· Opportunities for group sessions in a range of locations across the County to provide general information and support and promote opportunities for social interaction

· Opportunities to access advice and support using a range of technologies and media, for example social media, online/telephone support, Skype, smartphones, 
9.6
The main urban areas will have dedicated staff providing an intensive engagement service for people along the assertive outreach model with caseloads of around 1:20 as an integral part of the support team (Kings Lynn, Norwich and Great Yarmouth). In rural areas the whole team will provide intensive engagement to individuals for whom this is identified as the most appropriate option.  
9.7
Intensive engagement will cover:
· Service users who don’t engage with statutory services and whose mental health needs are high. This group will be comparable to the group catered to by the Assertive Outreach service, with unstable housing and often dual diagnosis.
· Service users with severe and enduring mental health needs who are already being supported by the team on an on-going basis but who are at risk of crisis and  hospital admission  and who  need more intensive support for a time limited period.
· People who are in a planned process of moving out of residential care or a long term hospital placement, including forensic/low secure wards.  
· People with identified housing support needs on mental health acute wards/ or who are with the crisis response and home treatment team. The service will provide an in-reach service to the wards for this group in order to address housing and related debt and benefit issues. Generally this group will need some on-going support post discharge support to promote their recovery. The exception will be for people in this category who are already engaged with the floating support service or whose needs are straight forward and where support is envisaged as being time limited, in which case the floating support service will pick up the work. However the initial contact and lead responsibility for this service element will sit with Service B. The  team local to the mental health acute wards will be expected to  pick up all referrals from those wards, including for Norfolk residents who are placed in mental health acute wards out of their local area (but still within Norfolk) . In addition the service in Great Yarmouth will be expected to deal with initial referrals from Carlton Court in Lowestoft for Norfolk residents who are placed there. The provider will be expected to have arrangements for internal transfer of service users between locality teams so that their support follows them with any change in placement.
9.8
The Service will be expected to have an innovative approach to engaging people who have a history of not engaging with statutory services and this will include developing group activities as well as supporting people to engage with services in the community. Overall the service is expected to develop peer support for the client group. As direct payments may not be suitable for funding activities or groups for people who do not engage, and recognising the costs of developing peer support ,  the Service provider is expected to ring fence part of the budget to support such activities. 

9.9
The intensive service will be expected to be provided on a multi-disciplinary basis and support workers are expected to work with the NSFT teams. There will be:

· a low ratio of service users to workers, usually twenty clients per caseload
· an intensive frequency of client contact (ideally an average of four or more contacts per week with each client)
· an emphasis on engaging with clients and developing a therapeutic relationship
· offers or links to specific evidence-based interventions
· time unlimited services with a no drop-out policy (in the sense that the service will actively seek to engage with service users rather than be responsive), but with a clear expectation  that services will operate on a step down basis as needs change, with people being supported by the wider team
· work with people in their own environment, often their own home
· engages with the user’s support system of family, friends and others
· a team approach that provides flexible and creative support to the individual case coordinators
9.10
Services are expected to work with clients in their own environment, wherever that may be. Workers may also visit or accompany clients when they use other services. This encourages a two-way engagement that helps to develop trust and rapport and to establish links with other agencies.
9.11
Service users in the service who meet social care FACS eligibility criteria will also have personal budgets/ commissioned services as required to meet their needs. Staff will be expected to contribute to support planning as part of the personal budgets process. 
9.12
Co-ordination of the care package that the user receives from both the team and other agencies is a key responsibility of the workers and will be agreed within the wider team with NSFT. The client group of severely mentally ill adults is often least confident at negotiating with services. For this reason workers need excellent liaison skills with relevant agencies (such as housing, benefits, vocational services).
9.13
The service is expected to adopt an approach of key working within a team approach. Overall responsibility for service users or groups of service users will shared by the whole team or groups of staff within the team (the team is likely to include NSFT staff), but each client is allocated a keyworker with lead responsibility for his or her care. When this worker is absent other members of the team will provide cover so that service continuity will still be guaranteed. 

9.14
Effective leadership will be critical to the success of the service and multi –disciplinary working.  A team leader needs diverse skills, which should include the ability to motivate staff, plan and advocate for the service and cope with crises as well as finding solutions for more mundane daily problems. It is essential for team leaders to be able to integrate the team's work within the local mental health adult pathway services.  Leaders will need to be able to clearly define the roles and relationships between the team and NSFT staff/teams

9.15
The service will be working alongside NSFT colleagues who will have duties that involve prescribing, administration and management of medication. There are likely to be difficult issues for clients who experience serious relapses as a result of erratic or non-compliance with medication. The team has a duty to keep up to date with recent developments in pharmacology. Team members should continually listen to each client's reactions to and experience of medication.

9.16
A clear written policy on the team approach to recording client and agency contact is required to ensure standardisation of practice. This policy should include how recording in external agency files (e.g. inpatient ward visits) is to be done. · Periodic random audits of case recordings should be performed to ensure quality and up-to date recording as an on-going practice.
Eligibility Criteria 

9.17
The service is for people with severe and enduring mental illness. The Department of Health has defined people with 'severe mental illness' as individuals who:

· are diagnosed as suffering from mental illness (typically schizophrenia or a severe affective disorder, and including dementia);

· are substantially disabled because of their illness, e.g. they are unable to care for themselves or independently, sustain relationships or work;

· are currently displaying florid symptoms or are suffering from a chronic, enduring condition;

· have suffered recurring crises leading to frequent admissions/interventions;

· may at times present significant risk to their own safety or that of others
This corresponds to people in the Payment by Results clusters of 5-15.
In addition more intensive support will be provided to people who would fit within the client group historically served by assertive outreach.  These clients will often have a history of severe mental illness with:

· sporadic or non-engagement with mental health services that may not meet their needs;

· sporadic or non-compliance with medication resulting in their impaired mental health;

· frequent unplanned psychiatric admissions;

· frequent involvement with the police because of mental illness;

· complex multiple problems in addition to severe mental illness, (such as alcohol/ drug misuse,

· frequent periods of homelessness
· a personality disorder
· an additional learning disability).

This is likely to correspond to people in the Payment by Results clusters of 16 and 17.
9.18
The service will be ‘all age’ for people aged 18+ for functional mental health needs although most will be aged under 65 years. People who fit within the NSFT eligibility criteria for complex cases in later life (including those with dementia etc) will not be eligible for the service. 

9.19
The service will be expected to agree criteria for prioritisation of referrals with commissioners and the linked NSFT teams. This is to ensure that urgent needs can be met  and demand for the service is managed effectively.

Exclusions

9.20
Reasonable exclusion includes people who:
· have substance misuse as their primary diagnosis;

· have learning disabilities as their primary diagnosis;

· have predominant forensic issues over psychiatric issues;

· are no longer mentally ill and/or who cope independently with little or no support;

· are already living in high-support residential or institutional settings (such as hostels, residential care,  forensic or inpatient accommodation) and who are likely to stay there for the foreseeable future;

· live outside the defined catchment area i.e. Norfolk County Council ( this includes Thetford).

Referral Criteria and pathways

9.21
There should be a written policy on acceptance and exclusion criteria for referrals which will be agreed jointly with commissioners and the linked NSFT teams. This will include who can refer into the service e.g. other NSFT teams, GPs, the floating  support service for people with mental health needs, self-referral by former service users. 
9.22
Structured assessments should be used to assess clients referred for the service. The mental health recovery star or other appropriate methodology for assessment, goal setting and outcome monitoring should be central to this approach.

Discharge

9.23
The duration of work required by each service user will vary widely and may be long term. However, in some cases, intensive input over a relatively short or distinct period will be sufficient. There should be a written policy agreed jointly with commissioners and the linked NSFT teams that outlines the criteria for:

· Identifying when a service user will move from an intensive inputs  to a ‘maintenance’ service input within the service

· discharging a client from the service completely

9.24
Specific criteria to determine when a client is ready to 'move on' may be time based, involving a pre-determined period of:

· time without unplanned psychiatric admissions
· improved and sustained relationships
· improved coping skills in managing daily living  

· sustaining employment or other meaningful daytime activities
· abstinence from severe substance misuse
· avoidance of previous patterns of police / forensic involvement
9.25
When clients become more well and sustain an improved level of coping, plans should be made to ensure alternative support such as services funded from a personal budget including Service A, peer support or other community support services. It will be important to start preparing clients for discharge in advance to prevent crises from emerging or re-emerging. 

10
Common Quality Assurance and Performance Monitoring Framework for Service A and Service B
Quality
10.1
The Service Provider/s will be expected to implement the Quality Assurance Framework (QAF) which underpins quality within housing related support services. This framework sets out five Core Objectives, which are: 
· Assessment and Support Planning 

· Security, Health and Safety 

· Safeguarding and Protection from Abuse 

· Fair Access, Diversity and Inclusion 

· Client Involvement and Empowerment 

10.2 It is expected that the Service Provider/s will: 
· Operate at a minimum Level C on the QAF and be actively working towards achieving a Level B 
· Complete the QAF self-assessment on an annual basis. 

· Agree to the local authority validating the QAF self-assessment, either as part of a scheduled review or as part of a spot visit by the local authority. 

· Be committed to the principles of Best Value and to achieving continuous improvement in any statutory inspections of their services. 
10.3 Quality may be assessed through Annual Contract Meetings, service reviews, planned or unannounced visits or through any other appropriate method. As part of such monitoring the Provider may be required to submit to Officers of the Council copies of the following:
· Identified policies and procedures

· Identified records and certificates

· Up to date records of all Support staff employed by the Provider

· An up to date certificate of registration with any relevant monitoring bodies (if applicable)  

10.4
The Service Provider/s will need to demonstrate how their services are flexible and responsive to the expressed needs of the people who use the service and evidence that the service ethos maximises choice and control for service users. 

10.5 The Service Provider/s must ensure that there is a quality assurance and performance monitoring process and procedure for consulting with service users, carers, relatives, or representatives about the support service on a regular basis.
10.6
We expect the Service Provider/s to offer at least the same standard of service to those individuals who enter into a contract with the Provider for the provision of a service to them, including people who fund their own care and/or people who have been allocated a Personal Budget by the Local Authority and have chosen to take it as a Direct Payment in order to purchase their own care and support service.
Performance 

10.7
The Service Provider/s must complete the Performance Indicator Workbook using the on-line system at the quarterly dates provided by the Integrated Commissioning Team. The Provider must provide details of a PI contact who will be available to respond to queries regarding the return.
10.8
It is the responsibility of the Contract Manager to ensure that performance workbooks are completed on time and are accurately completed. Performance returns are a statement on how the service you provide enables service users to achieve positive outcomes. 

10.9
The Service Provider/s will be required to complete and submit a Client Record Form for each new service user. We will require you to use appropriate monitoring formats, as supplied by the commissioners and which may be amended from time to time.
10.10
Performance, including utilisation of the service, will be monitored  and outcomes achieved by the wider service indicators, such as numbers maintaining their housing or avoiding homelessness, in conjunction with provider/stakeholder intelligence to shape services according to local need. 

10.11
This information will be shared with Norfolk County Council and will be used to inform service development.

10.12
Performance is monitored quarterly through performance workbooks and client record forms.  Annual Contract Meetings and service reviews may also be used, from time to time to validate performance. Providers are encouraged to review their own performance against local and national benchmarks.

10.13 Performance Reporting
These indicators are derived from the performance workbooks and it is essential that each individual’s support and move on plan evidences how these KPIs have been achieved.  

	Indicator
	
	Target Yr 1
	Target Yr 2
	Target Yr 3

	KPI-2
	Achieving or maintaining independent living
	
	
	

	SPI -2b
	Service Utilisation
	
	
	

	SPI – 4
	Throughput
	
	
	


10.14 All services must aspire to meet target levels of performance. Individual targets may be devised in conjunction with the Service Provider/s, to facilitate provider and stakeholders focus on improving and maintaining positive outcomes for service users.


The Service Provider/s will be expected to contact the relevant Norfolk County Council Locality Commissioning Manager or the Central Commissioning Team if performance falls below these minimum standards.
10.15 Norfolk County Council will conduct periodic audits on the recording of planned moves including examination of anonymous support plans and files. The Service Provider/s are expected to use an approved pro forma to collate this information.  
 Service Planning and Efficiency
10.16
The provider will be required to provide information to inform service development and planning and to determine the efficiency of the service. This includes areas such as:

• Referrals, throughput, waiting lists, ethnicity, level of need, etc.

• Staff numbers

• Staff changes

• Staff skills and training progress

• Induction and training provided to staff

• Number and nature of complaints, including any incidents of racial inequality,

  discrimination, harassment and other forms of abuse.

• Performance indicator data

• Equality data

• Value for money data

and any other information areas that may help to inform service development and

planning.
10.17
The Service Provider/s will be expected to work with Norfolk County Council using the principles of Open Book Accounting as part of the process to determine value for money and efficiency of the Service.

Monitoring Outcomes
10.18
The Provider shall comply with delivering all outcomes specified in the Contract and Service Specification. Targets for specific outcomes may be negotiated as part of the contract management process.

10.19
The Service Provider/s will be expected to monitor achievement of individual outcomes through the use of an agreed outcome monitoring tool, for example the Mental Health Recovery Outcomes Star or the Homelessness Outcomes Star. The Service Provider/s will be required to submit aggregated data from the agreed Outcomes Star tool to the Commissioners at a frequency to be agreed to demonstrate the effectiveness of the service.

10.20
The Council may monitor such compliance from time to time as part of any proactive monitoring processes or in response to feedback from a range of sources. Such monitoring may include, but is not limited to, any of the following:
· Announced visits to the Provider’s premises

· Subsequent unannounced visits to the Provider’s premises

· Gathering views from people who use the service (e.g. using a questionnaire)

· Gathering the views of staff (e.g. using a questionnaire)

· Discussion with individual service users about service provision and outcomes

· Discussion with individual members of staff about policies, procedures and practice

· Inspection of policies, procedures, records and certificates

· Gathering views from stakeholder organisations e.g.  District Councils 

· Review of inspection reports by any other statutory monitoring organisations
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