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1.1 This document is the service specification for the provision of Mental Health Supported Living services in the London Borough of Camden and sets out the overarching requirements of the Provider in the planning, delivery and management of services in line with our vision, aims and objectives. 

1.2 ‘Supported living’ refers to a type of housing and support arrangement designed to help individuals with disabilities or other needs live as independently as possible. People are supported to maintain their home and receive personalised support, with a balance provided between independence and support, enabling individuals to lead fulfilling lives within their communities.

[bookmark: _Toc196743642]Our vision for the service
1.3 The London Borough of Camden strongly believes that people with a serious mental illness have the right to the same opportunities as anyone else. People should be empowered and supported to live purposeful and fulfilling lives, to be valued for their unique strengths and aspirations, and treated with dignity and respect. 

1.4 Camden has a long and proud history of providing accommodation-based support for people who are at risk of exclusion, including mental ill health, which these services will be building on. It is an increasingly challenging context in which to deliver these vital services, with a housing crisis, rising demand for supported living and increased complexity of need. The Council are seeking strategic partners to deliver and innovate across mental health supported living to meet these challenges.

1.5 Mental Health Supported Living high and low support services form a Pathway that provides accommodation-based support to adults with serious mental illness in Camden. The Pathway supports people to progress their mental health recovery in a safe and supportive environment, develop the independent living skills to have their own home and live healthy, fulfilling lives as part of the community. 

1.6 The Council engaged extensively with residents and other stakeholders in the development of our strategy for the Pathway. The view of residents in particular are reflected throughout this specification, highlighting what is important to them and therefore central to our aims, objectives and outcomes. 

[bookmark: _Toc196743643]Formation of the Pathway 
1.7 The Mental Health Supported Living Pathway will provide a minimum of 187 units potentially increasing to 199 (see 1.9 below), which will be provided through a Neighbourhood Locality (localities) model, whereby contracts will be divided into four localities: East, North/West, Central and South plus a Women’s Service (within the North of the borough), with high and low support provision as set out in the table below. 

1.8 Locality contracts are broadly aligned with Camden’s five Integrated Neighbourhood Teams (INTs); please see Appendix 9 for the Camden INT map and Appendix 10 for INT postcodes, attached. One Provider will be awarded the contract in each locality and will be responsible for all service provision in that locality as per the table below.  It should be noted that in some localities, some of the properties may fall across two Integrated Neighbourhood Teams; where this is the case, Providers will need to work across the respective INTs as appropriate.  

1.9 High / Low support provision across the Mental Health Supported Living Pathway: 

	MHSL Contract
	Level of Support 
	Min. no. of Units

	North/ West Locality
	High Support only

Low Support only
	21

34


	Women’s service
	High Support only
	15


	East Locality
	High Support only
	27


	*South Locality
	High Support only

Low Support only
	36

12 


	Central Locality
	High Support only
	44




* The number of units available for the South Locality is subject to property availability at the commencement and throughout the duration of the contract. The contract will support a minimum of 46 units, and the Council may increase it to a maximum of 58 units, depending on availability. The appointed provider for South will receive final confirmation of property allocation either at contract award if known or during the life of the contract when units have been sourced. 
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1.10 ‘We Make Camden’ is our joint vision for the borough, developed in partnership with our community. Accommodation-based support is a vital part of enabling people to lead fulfilling lives, who may otherwise experience homelessness and housing insecurity, poor health and wellbeing, and social and economic exclusion. 

1.11 The Pathway will deliver against many of the ‘We Make Camden’ ambitions and missions, most notably that everyone should have a place they call home, that communities are open to all to contribute, and that people facing structural inequalities are supported with good health, wellbeing and social connection.

1.12 The Provider shall also work within the strategic context of the ‘Supporting People, Connecting Communities’ strategy, which outlines Camden’s commitment to a strengths-based approach and focuses on connecting people to the assets and sources of support in their local communities. This approach is known holistically as Camden’s ‘What Matters’ approach, with a central aim of supporting people to live healthy, active and independent lives for as long as possible, and to be able to do the things that matter to them. 

1.13 Providers will work within a Neighbourhood Locality model that are broadly aligned within the network of Integrated Neighbourhood Teams (INTs) across Camden. INTs are multiagency, multi-disciplinary teams that bring together GPs, social workers, community nurses, mental health practitioners and voluntary sector services to better align support for residents. The mental health social work teams are also aligned to INTs, with responsibility for receiving, training and progressing all new referrals into mental health social care. This integrated approach improves quality of care, resident outcomes, and better shapes services around the needs and populations of each neighbourhood. The Provider will be responsible for proactively building relationships with their local INT and associated services. 
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1.14 Camden is a vibrant inner London borough stretching from Holborn and King’s Cross in the southeast, to Highgate, Hampstead and Kilburn in the northeast. The latest ‘official’ estimate of Camden’s resident population is 218,000 at mid-2022. Whilst Camden is London's 7th smallest borough by area, it is 9th highest by population density[footnoteRef:2].  [2:  Camden Profile Camden Profile (latest) - data.gov.uk] 


1.15 Camden’s population is ethnically diverse, with 40% of Camden residents from a black or minority ethnic background, 13% of the population born elsewhere in the European Union, and over 170 languages spoken1. 

1.16 32 of Camden’s 133 neighbourhood areas are among the 20% most income-deprived in England, with 24% of the population living in these areas. 21 of the 133 neighbourhoods are in the 20% most affluent, demonstrating the significant levels of inequality that exist in the borough[footnoteRef:3]. Average house prices in Camden are the 4th highest in the country, and those living in the private rented sector in Camden also face some of the highest rents in the country[footnoteRef:4].  [3:  Indices of Deprivation 2019, MHCLG]  [4:  Office for National Statistics (ONS)] 


1.17 Men and women from the most deprived areas have a life expectancy of 11.7 years and 10.2 years fewer respectively than those from the least deprived areas (data yet to be rebased in line with latest population estimates in 2024). The impact of living in the most deprived wards also includes 83% higher prevalence of serious mental illness. Many residents in supported living are from low-income backgrounds, which can limit access to supplementary healthcare, legal support, or meaningful activities. Economic marginalization may worsen mental health symptoms, creating a cycle of disadvantage.

1.18 Camden has a relatively high level of mental health needs compared to other Local Authorities. For example, Camden has the third highest prevalence of SMI in London (1.5%, N=4,263), which is significantly higher than the London (1.1%) and England (1.0%) averages[footnoteRef:5]. Camden is also in the top 10 London boroughs for proportion of working age people claiming out of work benefits and those claiming benefits due to mental ill health, with approx. 5,700 (3%) working age people in Camden on sickness/disability benefits due to mental illness, meaning more than one-in-three out-of-work benefit claims are due to mental illness (41%)[footnoteRef:6]. [5:  Camden Profile Public Health Intelligence]  [6:  Camden Joint Strategic Needs Assessment, Camden and Islington PH Intelligence and information Team 2019] 


1.19 Camden’s Mental Health Supported Living Pathway currently offers support and accommodation to 199 residents. Approximately 67% of residents are male, 33% are female and 1% are transgender at the time of writing. 21% of residents are aged 18-29, and 11% are over 60. Black ethnic groups are significantly overrepresented in pathway services (27% compared to 9% of the wider Camden population) and there is a high level of wider support needs alongside serious mental illness, with a high proportion of people referred in 23/24 having co-occurring needs around drug and or alcohol use (56%). Other support needs within the pathway include physical disability, a history of rough sleeping, gambling and domestic abuse/gender-based violence. 
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1.1 Mental health Supported Living Pathway services will focus on what matters to people, providing strength-based, person-centred and holistic support. This ethos will be central to service design and delivery.

1.2 The Provider will support Camden Council to undertake their statutory responsibilities, including those within the Care Act, through promoting wellbeing and preventing and reducing the need for more restrictive care and support, and the Mental Health Act (especially Section 117).

1.3 To promote a strengths-based approach, Providers will need to ensure their services focus on: 
· Providing trauma and psychologically informed environments.
· The strengths, abilities and potential of their residents. 
· The importance of language and peoples’ identities.
· Desires, interests, aspiration and abilities that can improve quality of life.
· Involving residents in decisions about their support, encouraging them to identify and build upon their own strengths to pursue their goals.
· Provide support that focusses on the ‘whole person,’ recognising that a person's strengths can contribute to recovery. 
· Monitor identified strengths to effectively evaluate progress.
· Work with partners and stakeholders to progress someone's recovery and support, and promote meaningful use of time 

1.4 The Mental Health Supported Living Pathway aims to provide the right accommodation-based support for people to:

· Progress their mental health recovery in a safe and supportive environment. 
· Move away from, or prevent, homelessness and develop the independent living skills to have their own home.
· Live fulfilling, healthy lives as part of their community.

1.5 Services will also support our wider health and social care system to:
· Keep people supported in Camden, reducing placements out of borough that are harder to quality assure and less cost effective. 
· Keep people well and prevent admissions to hospital.
· Provide a path out of hospital or clinical rehabilitation services.
· Reduce the significant health, social and economic inequalities people with mental health needs experience.

1.6 Demand for Camden Mental Health Supported Living Pathway accommodation consistently outstrips supply, reflecting both London-wide and national trends. Providers will recognise that effective flow and throughput through MHSL is essential to relieve pressure on the wider health and social care system and ensure that as many people as possible can benefit from the model to both move away from homelessness and prevent further admission to hospital. As such, Providers will be committed to prioritising effective throughput, minimising voids and empowering residents to move towards independent living or more appropriate longer-term care and support. 
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3.1. Services will be outcomes focused. At an individual level, an outcome describes the benefit for a person that occurs as a result of a change in managing their behaviour or condition. In an outcomes-based service, results are defined in terms of these positive changes. Services shall be evaluated on the effectiveness of their strengths-based approaches and the outcomes these achieve.

3.2. Whilst each person drawing on support will have different aspirations, strengths and needs, the following areas of support, which were informed through residents' feedback during the engagement process, include:

1. Achieve economic wellbeing
2. Be healthy and stay well – residents will be supported to better manage their physical and mental health needs, minimise self-harm, and access support services
3. Stay safe through managing risk and harm from others and their own behaviours
4. Develop confidence and skills for further independent living
5. Make a positive contribution and thrive through meaningful use of time
6. Be connected and involved – residents will be supported to be active participants and feel part of their community and peer support network
7. Be prepared for, and supported to engage with move-on – residents will be supported to prepare and engage with move on options into more independent housing options

3.3. The Provider must ensure services are accessible and tailored to the needs of people who have been historically marginalised and at higher risk of poorer outcomes and experiences from health and care services. This will include, but not be limited to, people of colour, women, LGBTQ+, neurodivergence and disabled people. Services will need robust policies, procedures and monitoring in place to review equity of access, experience and outcomes, and an ethos of addressing inequalities to ensure tangible actions are taken. 

3.4. The above areas of support to residents will be delivered within an outcomes-based framework, the indicative measures of which are set out in Appendix 1 alongside key performance indicators relating to wider service outcomes. 
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[bookmark: _Toc196743649]Who services are for
4.1. The Services will support people with relevant housing needs and a serious mental illness, which commonly refers to people with a diagnosis of various psychotic disorders, bipolar disorder, severe depression and anxiety, unusual beliefs or other mental health diagnoses, such as personality disorder. Peoples’ mental ill health may result in wide ranging positive and negative symptoms that can often severely impair their ability to engage in crucial activities that support their health, wellbeing and independence. 

4.2. As well as a serious mental illness, people drawing on supported living services will also present with additional needs and risks associated with physical health issues (including multiple long term health conditions), substance misuse, involvement with the justice system and potentially victims/perpetrators of gender-based violence. Camden services are experiencing a rising level of ‘complexity’ of these needs, which are typically overlapping and mutually re-enforcing. This is often referred to as ‘multiple disadvantage’. As such, services will need to work in close partnership with other organisations and alongside people drawing on support in a strength-based, flexible and trauma informed way.

Eligibility criteria
4.3. The key inclusion criteria for the service are as follows:
· People with a serious mental illness
· Aged 18 or over (no upper age limit)
· Supported by NLFT community mental health team and / or Camden Adult Social Care, including mental health social work  
· Have a local connection with the London Borough of Camden
 
4.4. People eligible for the services will also likely:
1. Be experiencing homeless or have a history of living in insecure accommodation
1. Be due for discharge from an inpatient stay, rehabilitation or residential unit and may be subject to Section 117 Aftercare or Section 17a Community Treatment Order or other statutory order, and require a period of support before stepping down to less intensive provision
1. Be able to pay rent with the right level of support, either through receipt of welfare benefits or through others means

4.5. Debt should not be a reason to exclude people from services, and it is estimated that one third (34%) of people with mental ill health struggle with housing payments due to their condition[footnoteRef:7]. Providers will commit to being as flexible as possible, working closely with landlords to support people with historic debt into services and supporting them to effectively manage their finances.  [7:  Money and Mental Health Policy Institute: Where the Heart Is: Social housing, rent arrears and mental health] 
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4.6. Referrals are managed centrally by Camden to provide a single point of entry for all pathway referrals by a Referrals Coordinator (‘Coordinator’) or another authorised officer. All referrals will be made using the combined Pathway Universal Referral Form (PURF) and risk assessment.  
4.7. Providers will collaborate with the Council to test ways of making the referral and assessment process more person-centred and trauma-informed for residents, for example through trialling the use of a Personal Passport, whereby people being referred can provide key information about themselves and any reasonable adjustments to avoid having to repeat their stories multiple times. 

4.8. Professionals who can refer into the pathway include:
· Mental health professionals from community mental health teams, acute and rehabilitation wards, crisis team, primary care and other community health services including substance misuse services
· Camden Adult Social Care
· Supported accommodation services in other Camden supported accommodation pathways (Young Peoples Pathway and Adult Pathway services)
· Services in the justice sector, such as Probation
· Camden’s Homeless Prevention services and homelessness outreach teams
· District Housing Offices/ Housing Associations
· Violence against Women and Girls services

4.9. There may be occasions that commissioners may request other referrals are considered, where core criteria are met, for exceptions that have been escalated on a case-by-case basis.

4.10. Providers will receive referrals from the coordinator (or other authorised officer) and the Provider must acknowledge receipt of the referral and intention to arrange an assessment date (which the referred person’s key worker and wider network, such as family, can be invited to) within 2 working days.

4.11. The Provider will have completed the assessment and resident interview within 9 working days of receiving the referral and will notify the coordinator and resident of the placement offer that day. 

4.12. The Council expects Providers to seek to ensure they have all information needed on a resident to make a sound and person-centred decision from health partners, and to provide clear reasons based on evidence wherever possible where referrals are rejected, using the templates and decisions appeal process set out by Camden. 

4.13. The final decision regarding all offers to provide a service is the responsibility of the service Provider, with due regard to contractual obligations and liabilities. 

4.14. Please refer to Appendix 5 to review the Voids and Nominations agreement for related information.  
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4.15. Where Camden have been found to owe a section 117 aftercare duty to an individual who has No Recourse to Public Funds or access to correct identification documents, they may on occasion agree to fund their rental charge within an MHSL placement for an interim period, or until longer term arrangements can be made. 

4.16. Where this is the case and funding has been approved and evidenced, Providers are expected to be as flexible as possible in supporting individuals, working closely with health, care and wider relevant services ensure the resolution of the person's NRPF status and/or to secure appropriate identification. 

[bookmark: _Toc196743652]Service Model and Delivery
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1.7 Services will be organised within four localities (North/West, East, Central and South) which broadly map onto Camden’s five Integrated Neighbourhood Teams (see Appendix 9 for Camden’s INT map). Providers will be responsible for managing the Camden Mental Health Supported Living Pathway services within their neighbourhood locality. The Women’s Service (Appendix 2) is a standalone service located in the North of the borough.

1.8 It is possible that some services may be delivered from properties that fall outside of a locality but remain close by and should be treated as part of that same cluster of neighbourhood services. 

1.9 The model will enable Providers within the four locality contracts to maximise economies of scale, increase the resilience of staffing models and facilitate local connections with community assets and services. Providers of the Women’s Service will also be expected to benefit from and expected to form partnerships across Camden’s health, care and community services which are increasingly organised and delivered on neighbourhood footprints, allowing Providers to form more streamlined, consistent relationships. This includes:
· Integrated Neighbourhood Teams (INT), the vehicle by which Camden will increasingly organise social care, mental health, primary care and community services, to create multidisciplinary and multiagency teams that can meet peoples’ holistic needs and work in partnership with local services.
· Within this INT context, neighbourhood community mental health teams, mental health social work teams and wider adult social care services. 
· Local housing, community safety and community services delivered by the council.
· Wider networks of voluntary and community sector services.

1.10 Through the locality approach, Providers will also seek to minimise anti-social behaviour associated with people in the services, promote good relations with neighbours and break down stigma and discrimination around mental health. It is anticipated that in the first year establishing a neighbourhood presence and networks will be a priority for services. 

1.11 Providers within the locality contracts will also be expected to collaborate with the Council if it remodels existing and/or develops new accommodation options within their locality and will be given the opportunity to scope and deliver within their contract the provision of such remodelled services. Examples of this may include working with the council where they have opportunity to upgrade or replace existing accommodation with an improved accommodation offer, or the Provider identifying such opportunities to discuss with the council, whilst continuing to deliver to the service specification and associated outcomes.

1.12 Providers will be flexible in supporting people across the borough. There will be cases where the Provider is required to support someone outside of their locality boundary or outside Camden, e.g. in attending health appointments, undertaking education/ work/ training, participating in community activities or pursuing interests and aspirations. Providers will accommodate this in their service provision.

1.13 Throughout the contract period, the Council reserves the right to spot purchase support outside of the contracts or deliver provision in-house, particularly in an instance of concerns about the safety or quality of service provision; where an out-of-borough placement is required; or where the contracts cannot accommodate an individual for a particular reason.
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1.14 Across neighbourhood contracts there are two service levels within the pathway – ‘high’ and ‘low’ support. These levels differentiate between more intensive and lighter touch support for people at different stages in their recovery and with different strengths and needs, and therefore require different staffing levels. People will be referred into the level of provision that best meets their needs, before moving into independent living. 

1.15 People in ‘high’ support may move to ‘low’ support accommodation as a pathway to independence, however this is dependent on each person’s needs, with some people able to move into an independent tenancy from an initial ‘high’ support setting.

1.16 Camden recognises that a small proportion of people may require longer-term support and may not make the transition to independent living. Where this is the case, Providers will continuously work to support and empower them to live within the least restrictive environment possible. 
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	High Support need provision

	Definition of high support needs 
 
	This level of support is for people with a level of need that cannot be safely met in a private residence and where a 24-hour accommodation-based support service is required, but who do not need personal care provided by CQC registered services, or where personal care can be additionally commissioned by an external agency. 
People at this level may:
· Require a lot of support around activities of daily living and/or adhering to medication regimes
· Have co-occurring and complex mental health needs which may include physical health needs and long-term conditions, co-existing or additional substance misuse needs and current or significant history of offending behaviour and/or being subject to restrictions or orders imposed by the MoJ/criminal justice system.
· Have co-existing learning disabilities and autism alongside their mental health needs (with challenging behaviour).
· Be resistant to treatment and/or lack insight or capacity into their mental ill health and their wider needs.
· Have risks around staying safe, including leading them to be at higher risk of exploitation and cuckooing.
· Have current and significant history of a range of social care and housing issues, for example, previous failed placements, repeated and/or lengthy hospital admissions, very limited family and social networks, all of which have had an adverse impact on their recovery journey
· Be subject to Community Treatment Orders under the Mental Health Act.
· Have been treated in medium or low secure forensic settings or prison.

	Staffing model required
	Services will be delivered 24/7. The service will have staff on duty at different times of the day and night to support both care and support needs of residents. 
Double cover is necessary to ensure effective and resilience services at this level. Aspects of lone working should therefore be minimised wherever possible and, where evident, should be thoroughly risk assessed and reviewed. 
People supported in this level may also require access to waking night support, including access to more skilled staff if needed.
Consideration should be given to housing management functions, such as the use of concierge or security support at night.
It is important that the high support category is inclusive, and staff are able to work effectively with people who are unwilling to engage or present negative symptoms as well as those who are motivated to recover.

	Medication management
	People in these services may require a lot of prompting and support around to medication regimes, and the Provider of 24/7 supported living will have secure facilities for storing small quantities of prescribed medication to facilitate initial stages of self-medication programmes.
Please see section 5 under ‘Medication Management’ for more information
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	Low Support

	Definition of low support needs 
 
	This level of support is for people who require accommodation-based support that enables them to maintain and further progress their independence, and require 9-5 or daily visiting staff, seven days a week.
Residents may have moved through high support, or entered directly from hospital, the community or another setting when high support is not needed. 
People with ‘low’ support needs are likely to: 
· Require some support and monitoring that can be effectively delivered in daytime/office hours only
· Have a good understanding of their mental health, potential signs of relapse or distress, and are able to keep themselves safe with only light touch support and/or prompting
· Require motivational support, goal setting and navigation to achieve their outcomes and move towards more independent living, for example in finding meaningful activity, community connections, employment and their own home

	Staffing model
	This service level requires a flexible staff rota offering variable patterns of staffing to meet the support needs of residents. This must include a minimum number of staffing over the weekend with access to more skilled staff if needed.
There may be a mix of staff on-site, where there is space, and where services are in clusters or self-contained, visiting staff with a nearby accessible and flexible base. 

	Medication management 
	People using this service may require help with occasional prompting, monitoring and support with administering medication.
Please see section 5 under ‘Medication Management’ for more information
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1.17 A key aim of supported living is to support people to develop the skills necessary to move into their own home. Pathway stages are an indication of how a resident is progressing within a service via gradual, staged transitions. 

1.18 Indicative timelines provide some guidance around how residents can progress through supported accommodation into more independent accommodation over a period of two years. However, each resident's journey will need to be person-centred, with gradual transitions based on Providers regularly reviewing support, focusing on what the resident needs and tapering support as and when required. 

1.19 Assessment Stage – the pathway journey begins in the first week, with most tasks completed by week 4 and substantial progress made by week 8. The key is to build a relationship with the resident and support them to identify their needs and goals for their time in the service. Throughout this journey, the person, their network (such as family and friends), mental health professionals and support workers collaboratively assess and create a support plan for the individual. This will include as necessary their medication, income and finances, procuring suitable ID, registering with a GP and engaging in health and social care appointments, planning to access meaningful activities and thinking about future aspirations (such as housing). 

1.20 Engaging Support Stage – Indicative timeline: to be achieved within 6-12 months. Depending on risk, need and completion of assessment objectives, residents will continue their pathway journey at this stage.  In addition to the key tasks and objectives listed above, at the end of this stage and with the support of the care team, the resident will be:
· Demonstrating consistent and effective engagement with mental and physical health professionals, support workers and external agencies
· Accessing support in the community and engaging in a meaningful use of time
· Managing personal finances 
· Paying rent and service charges on time
· Managing and reducing any debts with regular payments
· Looking after their accommodation and respecting neighbours 
· Not engaging in street activities or anti-social behaviour
· Accessing specialist support (if required) drug, alcohol or probation services etc.
· Completing the Provider’s pre-tenancy training 
· Preparing for or engaged in education, training, employment etc.
· Working towards their agreed move on plan 

1.21 Move Through Stage – Indicative timeline: to be achieved within 12- 24 months. Depending on risk, need and completion of assessment objectives, residents will continue their pathway journey.  In addition to the key tasks and objectives listed above, at the end of this stage and with support from the care team, the resident will be:

· Demonstrating adequate self-care and protection
· Demonstrating regard for needs and rights of other people
· Able to manage property and tenancy with minimal support
· Completing the Providers in house pre-tenancy training
· Ready to move on and willing to accept suitable offers of accommodation when they become available
· Budgeting for all needs including essential household items and home comforts ready for move on
· Paying off any debts
· Preparing for or engaged in education, training, employment, 
· Connecting to community activities to provide peer support, reduce isolation and promote meaningful use of time, e.g. Camden MH day service at the Greenwood Centre
· Engaging with Camden housing teams to find appropriate accommodation for move-on
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1.22 Assessments can represent a power imbalance between the person referred to a service and the assessor. This dynamic can evoke worry, shame and fear of judgment, particularly around sharing deeply personal experiences.

1.23 A trauma-informed approach avoids deficit-focused language and aims to create a curious and considerate assessment environment; one of safety, compassion, and validation where people can share their experiences without fear of judgment. 

1.24 By creating a collaborative approach to assessment, services will demonstrate respect for peoples' experiences while gathering only the information needed to provide appropriate support. Effective assessments balance acknowledging a person's strengths alongside challenges they may be facing because of their mental health, co-occurring needs and past trauma. 

1.25 Conducting effective risk assessments align risk management policies and trauma-informed principles. These assessments should be living documents that evolve with significant changes in a person's life experiences and circumstances. Teams will receive training in positive risk-taking approaches that aims to create a culture that balances necessary safety measures with a recognition of individuals' strengths and abilities. Through discussion and shared decision-making, risk assessments may become opportunities to build trust rather than barriers to engagement.

1.26 A systematic and thorough risk assessment will enable staff to enable to staff to identify risks for each person, the hazard from each risk and possible harms, and to decide on a strategy to manage risk and prioritise it, with clear roles and responsibilities and regular review. 

1.27 Examples of person-centred and positive risk taking within assessments could include:
· Taking time to assess the person over a longer period, to prioritise relationship building and trust, before making a final judgment
· Asking for further information from the person’s network, or further support from partners to help manage risks
· Being proportionate and thinking about when incidents took place, and what might have triggered that incident
· Thinking creatively about how risks can be managed, removed or mitigated, e.g., through building measures such as sprinkler systems, controlled front doors, CCTV and use of Assistive Technology

1.28 Risk assessments must be regularly updated risk assessments and shared with the person’s network, for example their key worker within their community mental health team, with due regard to issues to data protection and confidentiality

[bookmark: _Toc196743659]Engaging family members and informal carers
1.29 The service is expected to engage family and informal carers as equal and valued partners and support them, where there is consent to do so, to play active roles in enabling independence, achieving positive outcomes and developing the service. The Provider will also support them in their caring role so that they are able to continue to provide the support they wish to for their relative or friend. The Provider’s staff will be expected to:
· Have the knowledge and skills to work alongside family and informal carers to plan and deliver the most effective support for people 
· Signpost carers to obtain support for them to continue in their caring role.
· Ensure families and informal carers clearly understand the role and aims of the service.
· Offer guidance or training for family and informal carers to provide support, if appropriate.

[bookmark: _Toc196743660]Support Planning and Areas of Support
1.30 Services should provide flexible levels of support to minimise the risk of crisis, to be able to provide more intensive support when needed and increase the potential for long term recovery.

1.31 Providers will take a rights-based approach, including ensuring people have access to appropriate statutory and non-statutory advocacy.

1.32 Hours of support to an individual may vary according to the type of intervention being delivered and the needs of resident at any one time, taking into account: 
· Support will reduce as residents increase their independence and likely to temporarily increase at key points of their recovery journey, i.e. where first discharged from hospital / triggering times of the year, if their health deteriorates. 
· Residents who are high risk and require support at key moments in the day to maintain daily living tasks.
· Residents who are engaging with services but require support to manage activities of daily living and to maintain their living environment.
· Residents who are stable and ready for move on and may require prompting to manage activities of daily living.
1.33 The Provider will proactively work with people to coproduce a strengths-based and person-centred support plan, initiating the process ideally within the first two weeks of the person settling into the service. The plan should be recovery and outcome orientated, with specific, measurable goals and a way for people to be able to review their progress over time. The plan should be open to contributions from mental health professionals, partner agencies and a person’s family/friends or advocate, as per their wishes. 

1.34 Support Plans will be working documents that are updated as progress is made through regular reviews (and at least once every 3 months). Each resident will have a named key worker, and support may be delivered through a mix of regular 1:1 key work, group sessions and engagement with outside services and community assets. 

1.35 Support plans will include the need for welfare checks and monitoring, with a balance struck between someone’s privacy, independence and strategies to manage their wellbeing. This is of particular importance where there are concerns about a resident, for example around deterioration of mental or physical health, following hospital discharge, a known crisis, suicidality, triggering life events, or drug use. Welfare checks should be conducted in a way that feels supportive rather than intrusive.

1.36 Every resident should have a clear crisis plan as part of their support, enabling them to identify alongside staff early signs and indicators of deteriorating mental health and intervene at an early stage with the person’s network. 

1.37 If a resident moves onto another service, the support plan must be shared with the new Provider prior to moving, with an updated Pathways Universal Referral Form (PURF). All residents shall have access to information that is held on them.  

1.38 Proactive and partnership working to develop person-centred and holistic networks of support around the person must be central to the care approach, drawing in key support through use of Multi-Disciplinary and ‘Team Around Me’ principles (set out further below).

1.39 Within 12 months of contract start date Providers will aim to use digital care planning and recording systems and mobile technologies, rather than paper-based systems, to support service delivery, data collection and information sharing. This will help to ensure properties are homely (removing filing cabinets), as well as enabling staff to access information and make records as they go, tracking changes to individuals’ baselines, improving individuals’ and carers’ involvement in their care, and collecting and demonstrating evidence of improved outcomes.

1.40 Proactive and partnership working to develop person-centred and holistic networks of support around the person must be central to the care approach, drawing in key support through use of Multi-Disciplinary and ‘Team Around Me’ principles (set out further below).

1.41 Consistent feedback from people drawing on supported living services was the value they held in receiving consistent and proactive support. They valued opportunities to feel involved and meaningfully connected to other residents and the wider community, as well as support to improve life skills to empower and help them build the confidence to live a more independent life.  

1.42 It is well documented that strong social networks from healthy relationships are extremely important to enable a good quality of life and help improve mental health symptoms, and that social exclusion and loneliness can be extremely harmful to mental health and wellbeing, and increase the risk of suicide. 

1.43 Feedback from resident engagement has been consistent around the human need felt to have healthy relationships and be socially included, and the barriers people with a serious mental illness experience around social inclusion, ranging from stigma of mental illness to the difficulties that symptoms from mental illness present, including low motivation. Therefore, services must proactively support residents to identify and reduce social isolation and feel part of their community and peer support network.

[bookmark: _Toc196743661]Medication Management 
1.44 The ability to self-manage medication is an essential element of enabling people to live independently and will be included in support planning and ongoing review. 

1.45 Staff should be trained and supported in medication management, including the importance of motivation and persuasion. This includes in prompting or helping people to self-administer medication themselves. Quality assurance will include competency assessments, adherence to clear policies and procedures and regular training refreshers, including for agency staff.

1.46 The resident will be responsible as far as possible for their own medicines, including obtaining and administering them. Where residents are unable to manage their own medication independently, services will work closely with health and care professionals to devise structured, staged and documented medication self-management plans. These plans should contain and consider the resident’s views, knowledge and skills to self-manage, the support required, any associated benefits and risks, consideration of assistive technology, and how plans will be monitored. Services may not give people their medication (administration) or place medication in a reminder device where support staff prompt the medicines.

1.47 People identified as being suitable for self-administering who need help with medicines should raise this with their dispensing community pharmacist who is paid within their contract to make a reasonable adjustment.

1.48 It is important that the Provider has clear policies and procedures. These must include:
· Ordering, receiving, administering, storage and disposal of medicines, record keeping, and the use of homely remedies
· Management of and recording of non-compliance
· Keeping information leaflets with information on its side effects
· Using dispensing pharmacists for advice
· Self-administering policy that includes assessment of client to undertake self-administration; where a client is suitable to undertake this function and needs assistance with taking medicines, the community pharmacist supplying their medicine should make any necessary reasonable adjustment. Procedure to assess competency to administer safely 
· Procedure for controlled drugs (CDs) that is compliant with the current CD legislation and best practice relating to their safe and secure handling.
· Procedure for providing medicines when people take leave or transfer

1.49 All residents will have a lockable cupboard in their own room for the storage of small quantities of prescribed medication. The Provider of 24/7 supported living will have secure facilities for storing small quantities of prescribed medication to facilitate initial stages of self-medication programmes.

1.50 The Provider shall comply with all relevant guidance, including:  
· NICE medicines management
· The Royal Pharmaceutical Society of Great Britain guidance on The Handling of Medicines in Social Care.
· Essential Standards of Quality and Safety – Outcome 9: Management of Medicines

[bookmark: _Toc196743662]Peer Support
1.51 Support provided by people with lived experience is extremely beneficial in mental health services. Peer working can promote social inclusion, give people structure and purpose, and has shown great potential in facilitating recovery and wellbeing through increased trust. Not only does peer support increase levels of self-esteem, resilience and positivity for both those providing and receiving peer support, it can also create career development opportunities. 

1.52 Providers will develop access to peer support through both direct delivery and partnerships with existing services. For example, this may include:
· Including peer support roles (both paid and volunteers) in their staffing and delivery model.
· Including access to structured and unstructured peer support groups and safe spaces, for example for people with particular protected characteristics or known inequities.
· In-reach from, and promotion of, existing peer support services such as those delivered by Reach Out Camden.
· Working closely in partnership with North London Foundation Trust’s peer support offer and ‘Community of Excellence’. 

[bookmark: _Toc196743663]Trauma informed and Psychologically Informed Environments (PIE)
1.53 Research suggests that 85% of people facing mental ill health and wider multiple disadvantages as adults experienced trauma as children, and that trauma disproportionately affects marginalised populations.  There is a plethora of high-quality evidence showing how trauma can have a negative impact on different aspects of someone’s life, including their health and wellbeing, employment and educational outcomes, and in turn, likelihood of experiencing multiple disadvantage.

1.54 Trauma-informed practice broadly refers to a commitment to ongoing learning about trauma and its possible effects on people using and delivering services. We use this knowledge to recognise that individuals' experiences can impact how they present and engage with support, and to respond to people in ways that do not perpetuate further harm.

1.55 Practice is organised around key trauma-informed principles: being relationship-driven and collaborative, which centres meaningful partnerships; maintaining a curious and reflective stance that honours each person's unique experiences; and prioritising stabilisation and safety in context, acknowledging that feeling secure is foundational to growth. These principles guide how we structure services, engage with individuals, and develop supportive environments.
1.56 Where people with experience of at least one of the domains of multiple disadvantages have received trauma-informed support it has been possible to identify several individual benefits, including improved housing stability, having positive impacts on mental health and wellbeing, and improved engagement with services, and reducing risky behaviours[footnoteRef:8].   [8:  Department for Levelling Up, Housing & Communities: Trauma-informed approaches to supporting people with multiple disadvantage, A Rapid Evidence Assessment, 2023] 


1.57 Psychologically Informed Environments (PIE) are about setting the conditions or environments that support delivery and is a related and complementary approach alongside trauma informed support. Both approaches aim to improve the psychological and emotional wellbeing of people accessing, or working in, services and acknowledge that individual’s experiences will impact how they present and engage with support. 

1.58 The Provider should have significant expertise and tangible plans for delivering a trauma informed workforce and service delivery model, including workforce measures such as training, reflective practice and supervision. The Provider should have clear plans in place to explore trauma informed approaches and PIE through the life of the contract through review of:
· Prioritising staff and their wellbeing and support
· Constant review of policies and procedures
· Consideration of processes, for example assessments and support plans 
· The use of language and how people are communicated with, for example in letters
· Framing risks and issues around behaviour, rather than the person
· The built environment, conducting regular codesigned trauma informed and autism-informed walk-throughs 
· A focus on the voice and experience of people drawing on support throughout  

1.59 To support these approaches, the Provider will embed the Trauma and Psychologically Informed Framework[footnoteRef:9], across all service area and delivery, including signing up to the charter. Developed by Camden and Islington’s Trauma Informed Network and Camden’s Homelessness System Transformation, it is a flexible, co-created guide designed to:   [9:  Trauma and Psychologically Informed Framework - Camden Council] 

· Enable teams to develop and measure their approach trauma-informed practice 
· Identify strengths and areas for growth through team discussions 
· Highlight practical resources, such as Team Around Me (TAM) and Personal Passports, strength-based communication, training needs assessments, and practical application of trauma-informed principles.  

1.60 It is acknowledged that sustainable trauma-informed approaches require a strong leadership commitment and system-wide support, recognising that organisational and structural constraints can either nurture or impede the effectiveness of trauma-informed initiatives. As such, the Provider will be expected to work collaboratively with partners and the council to implement a more trauma informed system, with a commitment to continuous improvement and shared learning. 

[bookmark: _Toc196743664]Use of Assistive Technology
1.61 The Provider will seek to expand the role of Assistive Technology to support the independence, choice and control of residents. The Provider will be up to date with the potential of technology to improve care and support, for example using sensors, devices and video systems to enhance monitoring wellbeing and support people to manage tasks, such as medication, without overly restrictive staff practices. 

1.62 Staff should refer residents who would benefit from assistive technology to the resident’s key worker and Camden’s assistive technology Provider, Careline, who will conduct an assessment and provide suitable equipment. Both the resident and staff will receive structured training around the technology, ensuring it is embedded in real world tasks for residents, and they are able to promote the benefits of using such technology.

[bookmark: _Toc196743665]Workforce

1.63 A skilled, motivated and value-based workforce is essential to the effective delivery of services and Providers will be expected to employ a range of innovative and supportive measures to recruit, retain and develop their staff.

1.64 This will include rigorous recruitment and selection procedures, which meets the requirements of legislation, equal opportunities, safeguarding and anti-discriminatory practise and ensures the protection of people and their relatives, including children and young people. Services will demonstrate good practice in developing a value-based workforce, including use of value-based recruitment, the involvement of people drawing on support, as well as other innovative ways of ensuring staff are motivated and feel respected and supported in their role. Providers should inform the Council of any difficulties in recruitment and/ or retention.

1.65 All staff must undergo a full set of recruitment checks, including enhanced DBS checks where relevant, before commencing employment.

1.66 To deliver the key strategic aims of the service, Providers will develop a workforce that implements trauma-informed and strengths-based approaches to maximise independence and choice for people drawing on support. As far as possible, Providers will aim to ensure consistency of support worker(s) for each person to facilitate the building of positive relationships and mutual trust.

1.67 The staff team should reflect the cultural and gender mix of the people being supported whenever possible. There must be sufficient staff and management resource to deliver the specified service and ensure it continues in the case of absence due to annual or other leave, sickness, planned or unplanned employment termination or suspension. Providers will have detailed plans for staffing ratios, considering the specific skills required to deliver particular one-to-one or group support. 

1.68 Providers will ensure that the use of agency/ temporary staff is kept to an absolute minimum. Any agency/ temporary staff must receive suitable induction, be appropriate trained, have an identified staff member to offer support if required, and be given sufficient time to familiarise themselves with personalised support plans and essential health and safety procedures before carrying out operational duties. 

1.69 Engagement of properly trained, supervised and Disclosure and Barring Service (DBS) checked volunteers and students is encouraged to enhance services and social value, but not to replace core staffing roles. It is recognised that volunteers do come at a cost and should not replace support workers. Additional roles that add value to services, such as volunteers, must have clear descriptions of their role and be managed by an identified member of staff who will ensure that they receive appropriate training, support and supervision to make a valuable contribution.

[bookmark: _Toc196743666]Ensuring Equality, Diversity and Inclusion
1.70 Providers should have a staff recruitment and retention policy that proactively embeds a diverse workforce reflective of the ethnic and cultural diversity of the borough's population. This includes programmes that proactively support professional development of staff who are Black, Asian and from minoritised communities.  

1.71 This will include provision of focussed training, development, supervision and reflective practice to:
· Promote a high cultural competence of the workforce, including awareness of the intersecting experiences of mental health in minoritised communities
· Improve identification and response to LGBTQI+, including those from Black, Asian, and minoritised communities, as well as awareness around systematic issues and trends disproportionately impacting the community (e.g. prevalence of chemise)
· Make resources available to aid the workforce to facilitate safe and appropriate discussions around sexuality and gender identity, to support LGBTQI+ residents receive person centred support
· Ensure they are well supported to respond appropriately and safely to residents experiencing and/or perpetrating gender-based abuse. This will include consulting with specialist VAWG services, including perpetrator services, to manage risk safely; as well as being aware of how to refer to and engage with Multi Agency Risk Assessment Conference (MARAC).  

[bookmark: _Toc196743667]Supervision and reflective practice
1.72 Providers will ensure all staff are properly supported and supervised, have opportunities for reflection, on-the-job coaching and annual appraisals, with clear records to evidence this. Individual training records must be held for each staff member.

1.73 Supervision will create a structured space for staff to receive guidance, share challenges and gain new perspectives to help prevent burnout and maintain/improve professional standards. 

1.74 Staff will have access to regular one to one and/or team-based reflective practice to allow them to continuously evaluate and improve the support they provide. Reflective practice will create a culture of critically assessing actions, thoughts, and emotions in the work, supporting a more resilience and effective workforce that can manage challenging environments. 

[bookmark: _Toc196743668]Training, Skills and Continuing professional development
1.75 The Provider will ensure that employees and volunteers have adequate knowledge and skills to deliver the support required in the specification, including any relevant specialist training. Through a continuing professional development (CPD) approach, Providers will ensure staff are well trained and able to support a wide range of needs and behaviours associated with people with serious mental illness. 

1.76 This will include the adoption of a competency skills framework or similar tool for support staff on an ongoing basis, which is based on key standards for health and social care provision and community inclusion. A range of CPD interventions will be made available, including but not limited to training, coaching and mentoring, shadowing, reflective practice etc. 

1.77 All staff should be equipped with the basic core skills and values required to support anyone with a serious mental illness. This should be complemented by specific training for properties and/ or to meet individual need, that will cover but not be limited to:
· Higher level mental health awareness, including specific training on working with people with severe and enduring mental ill health
· Safeguarding adults – training delivered by Providers should be in line with pan-London policy and procedures
· Learning disability and autism awareness
· Health and Safety 
· Equality, diversity and inclusion and cultural competency to promote inclusive practices  
· Fire safety
· Supporting Young People
· First Aid and life support
· Medication management 
· Information governance
· Lone working
· Drug and alcohol awareness, including administration of Naloxone 
· Moving and handling objects
·  Awareness of domestic abuse / gender-based violence 
· Localised inductions and community mapping sessions that highlight local partnerships, assets and services.

1.78 Staff must also be appropriately trained to work with people with a serious mental illness, that will include: 
· De-escalation techniques
· Crisis planning
· Trauma-informed and strengths-based approaches to support planning and care, including multi-disciplinary ways of working such as ‘Team Around Me’
· Motivational interviewing 
· Managing behaviors of concern
· Managing risk and completing risk assessments
· Mental Capacity Act / Deprivation of Liberty Safeguards
· Privacy and dignity 
· Professional boundaries 
· Self-harm
· Suicide prevention and awareness

1.79 Providers must ensure there is a comprehensive induction programme for all new staff members, including agency staff and volunteers, which involves shadowing existing staff before any 1:1 work is commenced.

1.80 Staff must be able to recognise the limitations of the service/ their own skills and knowledge and know when and how to access additional and/ or specialist support promptly or at short notice when needed, e.g. in the event of stressful situations or whistleblowing.

[bookmark: _Toc196743669]Camden ASC Workforce Strategy
1.81 Camden’s Adult Social Care workforce strategy encompasses commissioned Providers in its attempts to face workforce challenges head on with proactive and creative action. Providers should consult the strategy and link in with the support on offer to:
· Tackle inequalities and support staff with protected characteristics.
· Promote excellent learning, development and progression opportunities.
· Innovative and tailored recruitment processes and range of contract types
· Staff wellbeing and recognition; celebrating, supporting and supervising staff
· Working in partnership with Camden to market careers in social care, hold shared workforce visions and promote local recruitment

[bookmark: _Toc196743670]London Living Wage
1.82 The Council is committed to the paying of London Living Wage for all staff who deliver services for Camden. All staff working on this contract will be paid London Living Wage as a minimum. 

1.83 Further details on the Council’s workforce standards can be found in the Form of Tender which will form the final contract. 

[bookmark: _Toc196743671]Partnerships and taking a proactive approach to multiagency working

7.1. The success of pathway services is reliant on proactive and efficient partnership working to meet peoples’ holistic needs across health, social care, housing and wider determinants. Providers will need to proactively build relationships with key agencies, services and community assets within Camden and work closely with mental health MDTs (health and social care), and within emerging neighbourhood structures. 

7.2. Providers will be confident to lead, where appropriate, multi-agency meetings and approaches to support individuals, including formal multi-disciplinary team meetings (MDTs) and strength-based approaches such as ‘Team Around Me’ (TAM), to focus and effectively coordinate care for adults with complex health and care needs. Staff working in services will often have the closest, most trusting relationship with people, and know them better than others in that person’s network. It is therefore essential that staff are empowered to feed into and contribute to multiagency discussions. 

7.3. As such, it is expected that services will proactively embed Team Around Me as an approach to strength-based MDT meetings. This will include arranging training for staff and identifying a lead(s) as appropriate to embed culture change.

7.4. Providers will also be required to have strong partnership working arrangements with a wide range of agencies, including the following:

7.4.1. Health and Adult social care:
· Integrated Neighbourhood Teams and mental health MDTs
· Local GP practices, social prescribing services 
· Community mental health teams and specialist services provided by North London NHS Foundation Trust 
· Camden Adult Social Care
· The justice system and forensic pathway
· Floating support workers 
· Camden Mental Health Day Service at the Greenwood Centre 

7.4.2. Community services: 
· Reach Out Camden and wider VCS services
· Community centres 
· LGBTQ+, gender-informed and culturally appropriate support
· Employment support, such as Individual Placement Support services, Good Work Camden and local colleges
· Statutory and non-statutory advocacy services

7.4.3. Support services: 
· Drug and alcohol support services (see below)
· Camden Safety Net and VAWG services 

7.4.4. Camden Housing solutions and services:
· Camden rough sleeping services
· Camden’s Homelessness prevention team
· Camden’s Pathway Move on Team 

[bookmark: _Toc196743672]Partnership between Neighbourhood Locality Providers
7.5. The Provider of each neighbourhood will be required to work with other neighbourhood Providers of supported living to share learning and innovation, secure continuous improvement, and ensure consistency of support and quality across the borough. 

7.6. Providers should work together, with the Council, to explore and agree areas for partnership that could deliver greater efficiencies, improved outcomes and/ or added value, and can be developed over time. This could include:
· Identifying clusters within services for particular needs / lengths of stays
· Sharing good practice and resources, for example in trauma informed approaches and PIE.
· Developing/ agreeing to standardise any processes, policies and procedures, for example in partnership with key services such as North London Foundation Trust and Adult Social Care.
· Shared approaches to recruitment, training and development/ bank staff/ co-funded posts.
· Shared approaches to quality assurance, such as a quality checking initiatives, peer auditing, learning from complaints/ incidents, deep dives etc.
· Joint projects to develop/ pilot new approaches to solve common challenges.
· Facilitating acceptance of the most complex referrals.
· Void management.
· Provision of new/ temporary accommodation to enable properties for development to be decanted for works.

[bookmark: _Toc196743673]Partnership with landlords 
7.7. Locality Providers will work closely with the landlords of the properties in which they deliver services, with a view to facilitating buildings being kept in a good state of repair and being refurbished/ remodelled as required.

7.8. Providers may explore opportunities within their neighbourhood to identify improved properties from which to deliver services, for example through their own partnerships with housing Providers. Any opportunities should be explored with commissioners to assess the viability and suitability of including new services within the pathway, subject to current and projected needs and demand. 

[bookmark: _Toc196743674]Partnership working with North London NHS Foundation Trust (NLFT) and Adult Social Care
7.9. Close partnership working between the person drawing on support, the Provider and mental health practitioners is key in ensuring safe and effective support. Providers will be required to work closely with NLFT community mental health teams and Adult Social Care to further understand residents support needs, crisis and medication management planning, and how to manage risk. 

7.10. Providers will be required to work closely with NLFT and Adult Social Care, including the mental health social work team, within the implementation stage to jointly agree to clear joint working agreements/ protocols at the outset of contracts that clarify roles and responsibilities, and set out partnership working arrangements across: 
· Support planning
· Managing behaviours of concern and risks
· Medication management
· Crisis planning and details of duty team contacts
· Effective communication and support for where a residents health deteriorates and transition/ trigger points 
· Hospital admissions and discharges
· Readiness for move-on and positive risk taking
Hospital admission and discharge planning
7.11. Good partnership working, communication and clarity between support Providers, Adult Social Care (including mental health social work) and NLFT is key to ensuring residents stay safe and well, and to ensure managed and sustainable moves from hospital into supported accommodation services.

7.12. As such, Providers, Adult Social Care and NLFT will work within local policies and procedures to ensure the following takes place:
· Support Providers invited to take park in the early admission initial 72-hour Care Planning meeting to inform individuals presentation leading up to admission and any ongoing issues / considerations for discharge
· Discharge planning meetings and inclusion on details around discharge dates and medication planning
· Support planning from the mental health community teams on discharge 
· Providers attending ward rounds to visit and review residents as appropriate  
[bookmark: _Toc196743675]Working with substance misuse services 
7.13. It is common for people to experience problems with their mental health and alcohol/drug use (co-occurring conditions) at the same time, and the Provider will be required to support people who have needs and risks associated with substance misuse. Other evidence tells us that people with co-occurring conditions have a heightened risk of other health problems and early death[footnoteRef:10]. [10:  Care Quality Commission (2015) Right here, right now - http://www.cqc.org.uk/sites/default/files/20150611_righthere_mhcrisiscare_summary_3.pdf 6 The Recovery Partnership. State of the Sector 2015. The Recovery Partnership] 


7.14. Providers must be proactive with developing and maintaining a service level agreement with the commissioned drug and alcohol service which will set out how each organisation will work together to ensure early identification, referral and support to residents experiencing alcohol and substance misuse issues, as well as supporting staff on how to best support individuals.  

7.15. Providers must be proactive and creative in considering how Camden commissioned drug and alcohol workers can regularly engage and build trust with residents; for example, through inviting staff to House meetings/social activities. Providers should make provision wherever possible for drug and alcohol workers to provide service-wide drop-ins/ surgeries for staff and residents, so people can access support and advice in a relaxed and non-judgemental space.

7.16. Providers will ensure that staff are provided with training on harm reduction strategies, including the use of naloxone within the service, and education on overdose risks, tolerance shifts, polydrug use and wider issues as part of their induction and on an ongoing basis, which can be provided by Camden’s commissioned drug and alcohol support workers. 

7.17. Providers should consider how policy and practice relating to substance misuse is consistent and consider responses to substance misuse breaches within the context of providing additional support, multi-disciplinary problem-solving and staged approaches to behaviour change as appropriate.  

[bookmark: _Toc196743676]Meetings and forums to develop services
7.18. Apart from regular contract monitoring meetings, Providers must demonstrate continued commitment to work in partnership with the Council and other agencies to ensure continuous improvement, build trust, identify opportunities and better ways of working. 

7.19. Providers will be required to attend: 
· Regular Multi-Agency Discharge Event (MADE) meetings with other Providers and partners
· Mental Health Supported Living Pathway and wider Provider Forums 
· Camden’s Mental Health Partnership Board on occasion
· Annual improvement events and reviews

[bookmark: _Toc196743677]Addressing Inequalities and Taking an Equity Approach

8.1. Black ethnic groups are overrepresented in accommodation, accounting for 28% of residents in supported accommodation compared to 9% of the overall Camden population. This reflects the existing entrenched inequalities in the society with Black people being 4 times more likely to be detained under the Mental Health Act compared to their White counterparts. Young Black men are also more likely to enter the mental health system in crisis, for example through the justice sector, than through preventative services such as talking therapies. The overrepresentation of Black people contrasts with White people, who account for 60% of Camden’s population but account for 51% of referrals/residents in mental health supported accommodation.  

8.2. It is well documented that the LGBTQI+ population are more likely to experience mental ill health, compounded by experience of barriers to healthcare such as refusal of care, violence, and a lack of Provider knowledge, and have specific risks around homelessness. There is research that shows such settings can be, or feel, physically and psychologically unsafe for LGBTQI+ people, which needs to be explored. 

8.3. To begin to address these and wider health inequalities, the service will ensure that it has/will:

8.3.1. System Change and Strategic Delivery 
· Regular review and improvement of service accessibility to and for Black, Asian, and minoritised communities, and LGBTQI+ communities.
· Improved and robust monitoring systems to understand and triangulate differentials in access, experiences and outcomes achieved across key protected groups, particularly for LGBTQI+ residents.
· Measures to ensure there is representation of residents who are Black, Asian and from minoritised communities, as well as LGBTQI+ residents and adults with autism (an ‘Autism Champion’ is recommended), as part of co-production activities and wider service user engagement. 
· Robust policies and procedures to manage discrimination and racism towards workforce and residents.
· Ensuring staff are culturally competent and sensitive to the needs and inclusion of all residents, encouraging them to express and explore their cultural identity 
· Robust polices to support LGBTQI+ people, including management of placement of trans and gender non-confirming people.
· Where required, clear plan to manage welfare and wellbeing of the workforce and residents, in response to local, national and worldwide events relating to discrimination of Black, Asian and minoritised communities. 
· Compliance with Workforce Race Equality Standards. 

8.3.2. Operational Delivery  
· Referral access to specialist and by and for services, spaces and programmes, across Camden and regionally, to help individuals engage with services and receive culturally informed response. 
· Makes reasonable adjustments to enable residents express and observe their religion and belief, examples include but not limited to observance of dietary requirements (kosher/halal), flexible appointment around religious festivities/events (Ramadan/Diwali) and celebrating religious events to raise awareness and understanding.
· Promote local and regional health initiatives to improve health and wellbeing outcomes for residents who are Black, Asian and from minoritised communities, and LGBTQI+ residents.  
· Robust workforce development opportunities to improve understanding of and response to residents who are Black, Asian and from minoritised communities, and LGBTQI+ residents.
[bookmark: _Toc196743678]Gender-informed approaches
8.4. Research indicates that there are significant differences between genders when it comes to the development, presentation and response to common mental health disorder. Women’s and men’s experience of accessing and engaging with supported living support is very different. This is due to men being the majority of the population in contact with supported living services, and as a result, services are often designed and developed around their needs. 

8.5. Women with multiple disadvantages experience a combination of complex and overlapping problems but often find themselves bounced between services or excluded because of the complexity of issues they face. Agenda Alliance research reveals one in 20 women have experienced extensive physical and sexual violence as both a child and an adult. These women also face unique intersecting experience and risks relating to mental ill-health, addiction, homelessness, and poverty.  

8.6. Camden’s Mental Health Supported Living Pathway includes a 15-space Women’s Service for women with high support needs who would particularly benefit from women-only spaces, which is situated in the North of the borough, and referrals for which are made via the Pathway Coordinator.

8.7. However, our ambition is to embed a gender-responsive approach across all our pathways that is inclusive to all residents and equitably meets the specific needs of men, women and gender non-confirming people in the pathway. This will be achieved through services supporting system change and operational delivery.  

System Change and Strategic Delivery  
8.8. The service will champion and develop Camden’s Safe Space[footnoteRef:11] approach for working with women with multiple disadvantages. Camden Safe Space is a trauma and gender sensitive approach to support developed specifically within Camden’s single homelessness ‘Adult Pathway’ that recognises the importance of emotional as well as physical safety and emphasises relationships and trust building. The approach is based on understanding trauma, recognising the importance of relationships, joint working and providing choice and control to residents.    [11:  Women’s Safe Space Camden | St Mungo's] 


8.9. By 2025, Camden council aims to achieve Domestic Abuse Housing Alliance (DAHA) accreditation. It is the best-practice approach for how local authorities and housing Providers should respond to domestic abuse and will mean we embed a safety and survivor-led response. Other system change activities within Camden includes launch of a Housing and Domestic Abuse Policy as well as a perpetrator intervention team to focus on perpetrators of domestic abuse. We aim for Providers and partnered landlords to champion initiatives to tackle male violence.  

[bookmark: _Toc196743679]Autism informed approaches
8.10. Autistic adults experience high degrees of unmet health needs, are more likely than non-autistic adults to experience mental ill health and are more likely to require mental health services, with approximately a third or autistic people reporting a diagnosed mental health condition. Assuring Transformation data shows that 16% of autistic adults in mental health inpatient settings are diagnosed as autistic after they are admitted to a mental health hospital, with rising prevalence of autism seen in people accessing supported living services[footnoteRef:12].   [12:  NHS England » Meeting the needs of autistic adults in mental health services] 


8.11. Mental ill health is a significant aspect of increased mortality for autistic adults. Autistic adults are up to nine times more likely than non-autistic adults to experience suicidal ideation. Overall, autistic adults are up to seven times more likely to die by suicide than non-autistic adults. Societal stigma and discrimination can also limit autistic adults’ opportunities for employment, education, housing, and social inclusion, thereby reducing their quality of life and increasing their need for mental health support. 

8.12. Providers should consider the NHS England guidance[footnoteRef:13] to adjust services for autistic adults and to embed autism-informed practice, including measures to: [13:  NHS England » Meeting the needs of autistic adults in mental health services] 

· Ensure meaningful engagement and co-production with autistic adults.
· Removing barriers to access and ensuring reasonable adjustments so that services are accessible and acceptable to autistic people. 
· Supporting communication effectively and promoting understandings of autistic people’s experiences of anxiety about uncertain or unpredictable care, sensory reactivity, executive functioning and masking as well as alexithymia (a difficulty with identifying, distinguishing between, and describing emotions) which can co-occur with autism, and lead to difficulties in emotional recognition, emotional regulation and communicating emotional states, increasing vulnerability to suicidal ideation or impulsive behaviours.
· Provide ongoing and practical autism-specific staff training, autism data gathering and identifying an autism champion in each service.

[bookmark: _Toc196743680]Young people (18-29) 
8.13. Approximately 20-25% of people within the pathway are aged between 18-29 at any one time.

8.14. Providers should ensure that they have bespoke support offer in place for young people that recognises the need for a safe and secure environment to develop their independent living skills, engage in or continue education training or employment and develop positive relationships. 

8.15. Where young people are involved in or are the victim of offending, gang activity, sexual violence or abuse, services are required to support the young person to recover and aid their rehabilitation by providing them with access to a range of specialist support options and services.

[bookmark: _Toc196743681]Keeping people safe

[bookmark: _Toc196743682]Safeguarding and protection from abuse
9.1. Providers shall ensure they have robust Safeguarding Adults policies and procedures in place and that staff and volunteers are fully aware of their role in keeping people safe. 

9.2. The Provider will support people drawing on their support to understand how to stay safe and what to do if they think they may be experiencing any kind of abuse. 

9.3. As such, the Provider will have a designated Safeguarding Lead, responsible for managing safeguarding concerns and who is accountable for conducting risk assessments, making reporting decisions, and liaising with external agencies as appropriate. Safeguarding processes must contain clear guidelines for staff and how and when to escalate concerns, including where these may be appropriate for Camden’s High Risk Panel. 

9.4. Camden has adopted the Pan London Adults Safeguarding policy and the Provider will have policies and procedures in place that complement this. These shall comply with current Department of Health guidelines and with guidelines issued by the Area Child Protection Committee or Safeguarding Adults Partnership Board, as appropriate. The Provider shall ensure that these policies are communicated to its employees (including volunteers) and that appropriate core and refresher training is provided to them.

9.5. Providers should ensure the following principles and approaches are embedded throughout their safeguarding practice: 
· The ‘Making Safeguarding Personal’ principles, ensuring that the process is person-led and outcome-focused, and centred on the views, wishes and experiences of the person at risk when exploring safeguarding concerns wherever possible.
· Understanding and addressing power imbalances and systemic inequalities, marginalisation, discrimination and racism (including intersectionality).
· An understanding of multiple disadvantage and exclusion.
· Careful consideration of fluctuating capacity, executive functioning and someone’s capacity to make decisions.

9.6. The Provider shall record in writing any safeguarding concerns raised with Camden’s Multi-Agency Safeguarding Hub (MASH), including the lead Commissioning Manager within 24 hours of the concern being raised, in accordance with the Reporting on Safeguarding Concerns Policy of Camden. 

9.7. In cases where safeguarding concerns are raised, the Provider must ensure that all relevant safeguarding partners (such as police, NHS, and Adult Social Care) are informed in a timely manner. The Provider should follow the escalation protocol for informing these agencies, with specific reference to the severity of the concern and the required urgency of action. All communications with safeguarding partners must be documented, ensuring clear records of what information is shared and when.

[bookmark: _Toc196743683]Reporting Serious Incidents
9.8. The Provider is expected to have a robust procedure for managing serious incidents. It is expected that this procedure will as a minimum cover the following types of incidents:
· Serious crime or violence to clients, staff or members of the public
· Serious threats to clients, staff or members of the public
· Death or serious injury within the service
· Emergency admission to hospital
· Suicide attempts
· Building incidents that lead to a serious disruption of the service requiring activation of the Provider’s Business Continuity Plan, such as fire, flood or power failure
· Allegation of abuse or an adult protection inquiry involving the service
· Allegation of theft
· A resident going missing

9.9. Reporting of incidents should allow for:
· Assurance for commissioners that incidents are addressed effectively, for example that the safety of staff and people using services is protected 
· Clear communication with wider services if required, for example mental health services and emergency services
· Management of any publicity 
· A full inquiry of the incident and clear lessons learnt
· Ongoing support for residents, staff and others impacted
· Collation of trends across services and over time

9.10. [bookmark: _Toc481300119]Incidents that are likely to attract media interest should be reported to Commissioning by telephone or email within one business hour of the incident occurring. All other serious incidents should be reported to Commissioners within one working day. This initial report can be by email or by phone. 

9.11. Within forty-eight hours a written report should be sent providing details, including:
· date and time of incident
· description of incident
· immediate action taken 
· all parties involved
· involvement of emergency services
· further action required

9.12. The Provider shall provide the lead commissioner with copies of all Serious Incidents and shall provide any further information which the Commissioner may reasonably require in relation to any Serious Incidents. 

9.13. The number and type of serious incidents should be recorded and reported on as part of the contract monitoring process. This should include a summary of the outcomes, lessons learnt and change in practice.

9.14. Failure to inform the Commissioning team of critical and serious incidents may be considered as a performance concern and trigger further quality assurance processes.

[bookmark: _Toc196743684]Learning from deaths and near misses
9.15. In addition to the procedures above, where a serious incident involves a death or a near miss, Providers must notify all agencies delivering support to the person within one working day. The Provider must take a lead in reviewing the death/near miss with all agencies that were involved (or should have been involved) in the person’s support to ensure learning.

9.16. Within 5 weeks of the death/near miss, Providers must convene a meeting with all relevant professionals who worked with the person and professionals who should have been involved, to identify whether: 
· improvements are needed to policy and procedures,
· there are measures that could be put in place in future to protect vulnerable clients in similar situations,
· to request a Safeguarding Adult Review (SAR). 

9.17. Where there is a loss of life, support for staff is critical and the Provider will facilitate a trauma informed and person-centred approach, including taking an empathetic, ‘no blame’ yet clear approach. 

9.18. The review meeting is in addition to and is not intended to replace case conference meetings needed to safeguard or minimise ongoing risk. Minutes of the review meeting must be shared with Commissioning. Guidance and a template for the meeting is included in Appendix 7. 

[bookmark: _Toc196743685]Whistleblowing
9.19. The Provider must ensure that staff feel supported to raise any concerns they have without fear of victimisation, subsequent discrimination, disadvantage or dismissal. 

9.20. Providers are required to have a comprehensive whistleblowing policy that draws on best practice guidance and regulations, including the Public Interest Disclosure Act 1998. This policy must: 
· Enable staff to feel confident about raising serious concerns at the earliest opportunity. 
· Provide avenues for raising concerns and receiving feedback on action taken. 
· Provide assurance that staff will receive a response to their concerns and clarify the procedure for pursuing this if they are unsatisfied. 
· Reassure staff that they will be protected from possible reprisals or victimisation following any disclosure made in good faith. 
[bookmark: _Toc181623919]
[bookmark: _Toc196743686]Evaluating and Monitoring Services 

10.1. In Camden we pride ourselves on working with Providers as our partners and endeavour to build an environment where trust, openness and transparency is supported across these partnerships. Further information on Camden’s Adult Social Care approach to quality assurance can be found here: quality-assurance

10.2. Regular contract monitoring between the Provider and commissioners will aim to ensure a robust but proportionate quality assurance of services, with a focus on the outcomes achieved, how services address inequalities, and the experiences people have of their support. This will include move on plans and any other information reasonably requested by the Commissioning Manager as when required.

10.3. Contract monitoring meetings also provide an opportunity to ensure efficiency within the system to maximise access, capacity, and throughput within services, as well as an opportunity for discussion between Providers and commissioners to gain an understanding of system challenges, evidence of need, and to provide an opportunity to collaboratively troubleshoot and mitigate issues and inform commissioning and wider strategies.

10.4. The service Provider will have a quality system in place to record and evidence measures to evaluate performance against service and resident / individual outcomes, including those set out in Appendix 1. Reviews will demonstrate compliance with the specification and ensure services are focussed on delivering the outcomes set out in the resident’s needs assessment/support plan.

10.5. The service Provider and its employees must provide the service in a manner consistent with Camden Council policy as communicated to the Provider by the Authorised Officer and that in any communication relating to the contract the Provider clearly indicates that it is providing a service on behalf of Camden Council.

[bookmark: _Toc196743687]Onsite Quality Assurance Visits
10.6. Providers shall allow periodic inspection of its operations whereby Commissioners will carry out onsite quality assurance (QA) visits and these may be announced, or unannounced. Each service premises should have an onsite visit at least once per year. 

10.7. QA visits provide commissioners with assurances on how the service is running, an overview on the general state of repair of the property, and whether the service is providing a comfortable and welcoming home for residents. File audits may also take place at visits as required (these could include support plans and staff training plans, supervision notes and recruitment activity).

10.8. The onsite visits also provide opportunity to speak with residents and staff. These visits may be carried out in partnership with other stakeholders such as a practitioner, where appropriate. Notes outlining the visit and any areas of concern with next steps and agreed actions will be sent to the Provider.
[bookmark: _Toc196743688]Quality Alerts
10.9. Commissioners will also work closely with Adult Social Care, including mental health social work team practitioners, to oversee any quality alerts raised.

[bookmark: _Toc196743689][bookmark: _Toc181623925]Resident Involvement and Coproduction
11.1. Providers will work with residents to decide what information they require to progress, achieve independence and improve quality of life.

11.2. Every resident must be given the following information:
· General health and safety, including emergency procedures
· How to reach out of hours cover
· How to make a complaint, complement or suggestion
· Explanation of whistle blowing and how to make such a report
· Details of safeguarding policies, what it means and how to report any abuse, either received or viewed
· Details of equalities policies, including requirements on the way they treat others as well as their own rights
· Information on local support, amenities and services (social, cultural, faith, leisure), how they can be accessed and how they will be supported to attend

11.3. The Provider must assist those who require language translation or alternative methods of communication to receive these.

11.4. The Provider must be committed to principles of coproduction and a service model where residents are appropriately supported to participate in decisions about staffing, management and governance. Resident’s needs, outcomes, requirements and views must be at the forefront of service delivery, and efforts should be made to ensure resident involvement is as reflective and inclusive of the resident population.

11.5. Residents should be involved in all appropriate decisions that are made about their accommodation and support as far as possible, such as internal and external refurbishment and activities. 

11.6. The Provider will coproduce with people drawing on support a series of ‘walkthroughs’ to inform the physical environment, communications, processes and feel of services (for example, putting up resident’s art on the walls/photos to make services homely and comfortable). Walkthroughs may be themed, for example with a PIE and trauma informed lens, or with a focus on autistic peoples’ needs and experiences. 

11.7. The service will have a robust coproduction, engagement and involvement strategy. The service will ensure that participation becomes, and remains, systematic from the start of the contract, creating a sense of shared ownership and trust.






[bookmark: _Toc196743690]APPENDICES:

[bookmark: _Toc196743691]Appendix 1:  Resident Outcomes, Areas of Support and Service targets 

Service Targets: 

	Annual performance measures will include: 
	Target 

	Annual positive moves into further independent living (i.e. from high to low support/ moves to independent accomodation) as a percentage of all residents in the service      

	25%

	% of all moves that are planned (i.e. positive moves, sideways moves into other services, other) 
 
	85% 

	Residents have successfully maximised their income including being in receipt of the correct welfare benefits

	90% 

	Residents are registered with the GP
	100%


	Residents are supported to attend their Annual Health Check (all six domains) and have follow up plans

	60%

	All serious incidents and safeguarding alerts reported to commissioners within 24 hours

	100%

	All residents have a person-centred support plan that is regularly reviewed (at least quarterly) 

	100%


	Residents report a positive experience of the service
	80% 


	Throughput / flow (i.e. the no. of residents who have used the service) – average across the year 

	These will be baselined in year 1 

	Utilisation of bedspaces (the occupancy rate of units) – average across the year

	These will be baselined in year 1 



The service targets included above and additional measures and targets to evidence these will be subject to review on an annual basis and / or where service profiles evolve to address population need and demand, in agreement between commissioners and Providers. 

Resident/ Individual outcomes: 
Support to residents will be delivered and measured within an outcomes-based framework, for which the Provider will be expected to provide robust evidence of service delivery across the indicative outcome areas set out below.

Measures and any related targets will be agreed with the Provider before the commencement of the contract. Outcomes and related measures will be monitored as part of the contract management process. 

	
	Resident Outcome 
	Support from Providers: 
	Indicative outcome measures: 

	1
	Achieve economic wellbeing
	· Maximise income including receipt of the correct benefits
· Accessing specialist welfare rights advice
· Setting-up arrangements to pay bills and arranging utilities connections
· Address debt management issues including rent arrears
· Support to manage finances effectively, such as budgeting skills, managing rent and utility payments and shopping

	· Reduced rent arrears
· Evidence of income maximisation
· Increased confidence in budgeting and managing money


	2
	Be connected & involved
	· Facilitating opportunities for social gatherings and opportunities within the service as far as possible to enable residents to meet each other and develop a peer network and promote wellbeing, e.g. coffee mornings, house meetings, arts & crafts sessions, in reach opportunities for activities e.g. mindfulness/ nutrition and cooking sessions / self-care. 
· Encouraging & supporting residents to identify and engage with preferred hobbies and activities within the community.
· Supporting residents to maintain / develop social networks including relationships with family, friends, children and partners and ways to overcome loneliness.
· Participate in chosen leisure / cultural / faith / informal learning activities.
· Greater choice and / or involvement and / or control at service level and within the wider community
· Encouraging involvement in peer support programmes where possible (more information below)

	· Increased feelings of connectedness
· Meaningful use of time for residents 
· Opportunities to contribute and make choices within the service  

	3
	Be healthy & stay well
	· Supporting physical health needs including hygiene and self-care
· Support to register and engage with local GP surgeries and to access screenings and annual physical health checks to review risk factors for CVD such as smoking, obesity and high blood pressure. 
· Linking up to opportunities around physical activity
· Support to access and achieve consistent and effective engagement with specialist and community mental health services and linking into services such as home care, community learning disability teams and secondary mental health teams
· Support to link up and engage with support organisations to help to address and reduce any addictive behaviours including reducing gambling, smoking, alcohol and substance misuse (see section 7)
· Working closely with the resident's community mental health teams:
· Support and manage medication compliance and side effects, medication planning and working towards self-medication plan 
· Management of mental health identified risks, including managing psychotic symptoms and psychological distress to reduce incidents of relapse or return to higher needs accommodation and hospital
· Plan around Crisis and reducing self-harm, including sharing details of NCL Crisis Café/ Sanctuary community provision and use of the Camden Self-Neglect Toolkit[1]

	· Improved physical health 
· Improved levels of screenings and accessing preventative care, annual physical health checks with GPs 
· Engagement with physical activities
· Increased engagement with Specialist and community mental health services and support organisations to address & reduce addictive behaviours 
· Improved ability to manage medication
· Reduced incidents of relapse or return to higher needs accommodation and hospital


	4
	Stay safe
	· Staying safe and managing behaviours that may lead to any harm or police action.
· Identify and support around managing risk or harm to or from others, including identifying and addressing risks around cuckooing and exploitation from unhealthy relationships
· Supporting to comply with statutory orders and related processes 
· Support to comply with statutory orders and processes, and behaviour agreements and participation in the Council’s antisocial behaviour policy. 

	· Better management of behaviors that may lead to any harm or police action.
· Reduced risks around cuckooing and exploitation from unhealthy relationships
· Support to comply with statutory orders and processes, and behavior agreements and participation in the Council’s antisocial behavior policy. 


	5
	Make a positive contribution
	· Chosen training and / or education programmes.
· Work towards achieving desired qualifications
· Participate in chosen work-like / voluntary / unpaid work activities.
· Volunteering, education and training, vocational activities
·    Access to specialist support services for people with a serious mental illness such as the Individual Placements Support Service

	· Access and engagement with training and / or education 
· Increased engagement in chosen work-like / voluntary / unpaid work activities.


	6
	Develop confidence & skills for further independent living

	· Living and domestic skills including budgeting, shopping, laundry, food preparation
· Maintaining a clean and safe living environment, and hazard awareness 
· Pre-tenancy training in preparation for move on, to lower support or independent accommodation 
· Ways to better manage independent living as a result of assistive technology / aids and adaptations (see below for more information)
· Developing the skills needed to comply with tenancy obligations 
· Use of Assistive Technology to empower more independent living 

	· Increased confidence around living and domestic skills 
·  Pre-tenancy training modules completed 
·  No. of people prepared to move on

	7
	Engage with move-on options & related support services

	· Engaging in pre-tenancy training in preparation for moving to independent accommodation covering: managing money and benefits, employment, education and wellbeing, and tenancy sustainment as well as preventative action to prevent risks e.g. cuckooing
· Securing and sustaining settled and appropriate move-on accommodation
· Identifying, considering and applying for housing via the Councils Housing Register, making appropriate referrals/enquiries as necessary working with the Council’s Pathways Move On Team, Supported Housing Referrals Team, Housing Options Team and Housing Solutions Team. 
· Close working with housing, health and wider partners as required to understand and support / plan around choice-based lettings / delays around move on (e.g. Team Around Me approaches recommended) 
· Referring and encouraging consistent engagement with community and peer support and wellbeing groups, e.g. Camden Mental Health Day Service at Greenwood, ‘Reach Out’ Camden, community day services, gardening groups, local amenities.

	· Engagement with move on opportunities and processes  

· Access to ongoing community and peer support groups e.g. Camden MH Day Service 






Social Value: 
Social value creates positive impacts for our community through our activities. This includes improving the well-being of our residents, supporting local businesses, and enhancing the environment. Social value is about making Camden a better place to live and work, ensuring that every action we take benefits our community in meaningful ways.

See further information here: Understanding Social Value at Camden

Agreed social value targets, as detailed in the service contract, will be monitored on a quarterly basis throughout the duration of the contract period.

[bookmark: _Toc181623938]
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Draft Women’s Service Supplementary Service Specification 





















1. [bookmark: _Toc194649213]Introduction 

1.1 This document sets out the overarching requirements of the Provider in the planning, delivery and management of the Mental Health Supported Living (MHSL) Women’s Service in line with our vision, aims and objectives. It is a supplementary document to the service specification for the provision of Mental Health Supported Living Pathway service in the London Borough of Camden; the Provider delivering the Women’s Service should refer to both documents.

Local Picture

1.2 Research indicates that there are significant differences between genders when it comes to the development, presentation and responses to common mental health disorders [footnoteRef:14], with women more likely to experience anxiety and depression as well as psychosocial factors such as interpersonal stressors, domestic abuse and childhood sexual abuse. Mental health related hospital admissions for young women being are significantly higher than admissions for young men[footnoteRef:15], further indicating difference in presentation and response across genders.  [14:  Women’s Mental Health at McLean, 2024]  [15:  Camden State of the Borough Report 2024] 


1.3 Women with multiple disadvantage experience a combination of complex and overlapping problems including homelessness, substance misuse, mental ill health, poverty, and contact with the criminal justice system. But women often find themselves bounced between services or excluded because of the complexity of issues they face. Agenda research (Agenda alliance) reveals one in 20 women have experienced extensive physical and sexual violence as both a child and an adult. These women face very high rates of problems like mental ill-health, addiction, homelessness, and poverty: 
· 54% have a common mental health condition 
· 52% have a disability 
· 35% are in the lowest income tertile 
· One in three have attempted suicide 
· One in five have been homeless 
· One in three have an alcohol problem

All figures below relate to women who have attempted to access or have accessed the MHSL pathway across the period of 2021/22 – 2023/24[footnoteRef:16]: [16:  Does not cover period 2023/24 Q4.] 

· 146 women were referred into the pathway (or carried over)
· Of the 58 women accepted in the pathway, 34.5% were aged 18 – 29 years, followed by equal distribution of women aged 30 – 39 and 40 – 49 years. 
· 66.6% of women accepted into pathway were placed in high needs projects
· 63.8% of women referred to the pathway had substance misuse (drugs or alcohol) identified as secondary need; 12.5% had identified offending or arson history; with 8.3% identified domestic abuse as secondary need[footnoteRef:17].  [17:   While we capture secondary needs, we currently do not collate data in a way that considers gendered experiences of multiple needs and thus does not reflect the variety of needs one women in the pathway has.] 

· Other secondary needs include rough sleeping/street activity, physical disability/sensory impairments. 

2. [bookmark: _Toc194649217]Our Vision 
2 

2.1 The pathway has historically been mixed gender services. In recognition of intersectional experiences of people accessing the pathway, it has been identified that women with serious mental illness (SMI) can have multiple, intersecting experiences including significant experiences of trauma, gender-based abuse (including domestic abuse, sexual violence and exploitation), aggravated by the barriers caused by structural inequalities and discrimination. This has resulted in different presentations and needs to respond to, compared to male counterparts.

2.2 Following review of stakeholder feedback and supporting evidence, the requirement for a specialist women’s provision in the pathway supporting women’s need in a more trauma and gender informed way has been identified. The Women’s Service thus meets the need for a safe space for women in the pathway to receive holistic support and achieve success they have defined for themselves. 

2.3 Our wider ambition is to embed a gender-responsive approach across the pathway, that is inclusive to all residents and addresses wider health inequalities by meeting intersecting needs of men and women in the pathway. 

3. Aims and Objectives

3.1 The overall aim for the Service is the delivery of trauma and gender responsive holistic support for women with multiple needs. 

3.2 The objectives for the Service include:





Trauma, gender and culturally responsive delivery
· Offering intensive, holistic support to women with high support needs, some of whom will also present with additional needs and risks associated (see 4.2 in main service specification) that promotes safety, choice and empowerment. 
· Embedding and delivery of a strength-based and relational approach, from the point of assessment to move-on.
· Ensuring empowering and trauma responsive continuity of care, supporting the transition from inpatient setting to supported living, to independent living.
· Embedding the relevant frameworks, system approach and policies relating to trauma informed care and multi-disciplinary approaches (e.g. Safe Space, Team around Me) 
· Providing safe, trauma and psychologically informed environments, through the design and maintenance of a co-produced supported living space.
· Working in partnership with commissioners and wider system partners, to establish system and culture change to improve women’s recovery and readiness to engage. 
· Embedding anti-racist, equitable and inclusive practices, including culturally informed service delivery  

Improvement in engagement, independence and social integration
· Delivery of group activities and peer support that aims to improve outcomes relating to healthy living and relationships, self-confidence, emotional regulation, social integration, and skills development. 

Improvement of rehabilitation and health outcomes 
· [bookmark: _Hlk183783866]Holistic and coordinated support with health partners and clinicians, to achieve improvement of outcomes relating to women’s health issues.
· Establishing partnership and care pathways with locally commissioned substance misuse services, to ensure tailored support for women with identified substance misuse needs (e.g. in reach support) and improved outcomes. 
· Delivery and/or facilitation of psycho-social activities.
· Reduction of hospital admissions and crisis intervention.

Improvement in identifying and responding to trauma and issues disproportionately impacting women with a SMI (e.g. gender-based abuse)
· Establishing partnership and care pathways with local Violence against Women and Girls (VAWG) services and specialist women’s services.
· Ensuring the workforce are skilled in responding to all VAWG strands, and women’s experience of systems (homelessness, health).

4. [bookmark: _Toc194649219]The Service

1. 
2. 
3. 
4. 
4.1. The Service will be a women’s supported living service, for up to 15 women with SMI.

4.2. In recognition of intersectional experiences of women with SMI, the service will have capacity to offer holistic support and ensure high quality continuity of care for those with high support needs, including those who are or have: 
· Experiences of gender-based abuse 
· Substance misuse needs
· (Risk of being) in contact with the criminal justice system
· Neurodiverse needs
· Physical conditions

4.3. The Service will be a high need support provision, following the model of other high need services within the pathway. Please refer to section 5.10 within the pathway service specification.  

4.4. The Service will be located within an existing shared accommodation project within the current pathway that will be transitioned to deliver a safe women’s service within its mobilisation and implementation period. 

4.5. To achieve a gender responsive delivery model, the Service will embed a women dedicated environment including women only staffing[footnoteRef:18]. [18:  Exceptions will include concierge/security, external practitioners entering the service to offer support to residents, external contractors. Women will be notified when there will be male presence on site. ] 


4.6. The Service will provide 24/7 staffing in recognition of the flexible approach and need of this client group who will require support outside of normal office hours. The staffing structure and cover will ensure there is no lone working in the delivery of the Service.   

4.7. It is anticipated that the Service will require excellent crisis management planning and de-escalation techniques working in close partnership with community mental health teams in response to deteriorating and non-engaging presentations as well as challenging inter-personal interactions across the client group. The Provider and Commissioners will collaborate during the implementation stages and throughout the lifespan of the contract to build and maintain pathways to crisis support.   

4.8. Wherever possible within resources available, the Service should work towards establishing a women’s service ‘champion’ that is able to share best practise and upskill staff across the wider MHSL pathway in providing support to women. Camden anticipates that the ‘champion’ can facilitate delivery of a range of psycho-social activities, that aim to be co-produced and/or peer-led, that are accessible to women from across the pathway wherever feasible to facilitate sessions focused around reablement, readiness for independent living and long-term recovery.

4.9. In recognition that women accessing the service will not have a linear recovery journey and may present with low levels of readiness to engage (with structured support), the service will adopt a relationship-based approach that is person centred, flexible and responsive. The foundation of support will be around building and maintaining healthy interactions and relationships to manage and achieve:
· Current, short-term needs, including working with community mental health teams to plan effective crisis management
· Long-term goals around recovery, rehabilitation and independent living


5. Eligibility and Referrals

5.1. The Service will accommodate and support women with high and co-occurring needs. Please refer to section 4 of the pathway service specification, for detailed eligibility and referral criteria.

5.2. The Provider will have robust policies and procedures developed in collaboration with Commissioners, demonstrating their person-centred approach to assessing referrals and managing placements. The policies will include trans women, who will be considered on a case-by -case basis, and where this is proportionate in light of their needs, suitability, risk, safety and suitability for the service for the individual and other women within the service, ensuring alignment with statutory guidance.
5. 


6. [bookmark: _Toc194649235]Premises and Property Management 
6.1. The Provider will ensure relevant physical characteristics of the Service are co-produced with residents with the aim of creating a safe, home environment and ensures it does not resemble clinical environments.

Exterior 	

6.2. Women experiencing multiple disadvantages and serious mental illness are at disproportionate risk of violence and exploitation in the community. The Service should support Camden’s strategic priority on ‘Women’s Safety in the Public Realm’[footnoteRef:19], by engaging in wider partnership activities that ensures residents integrating back into the community and independent living feel physically and psychologically safe in the borough.  This will include mitigating concerns around community safety in the locality and related risks to residents and staff, by proactively working with Camden’s Community Safety team and Safer Neighbourhood teams to manage occurrences of anti-social behaviour, cuckooing and exploitation. [19:  Strategic priority outlined in Camden’s Community Safety Partnership Plan 2024 – 2027] 


6.3. The Service will ensure there is clear information and signage for residents, on how to access local amenities, safe and accessible travel and walking routes, and established safe spaces across the ward. Following admittance to the Service, new residents should be taken on a guided tour of the local community, to build familiarity and feelings of safety. 

6.4. Any outdoor space part of the Service will be well-maintained and kept secure, to ensure full and safe usage by residents and staff. 

Interior 

6.5. A key feature of the Service will be the use of shared, communal living areas, to achieve a psychologically informed physical environment. All spaces will be welcoming to facilitate open community access and allow for the delivery of recreational and structured activities. 

6.6. The Service will also consider the use of multi-use rooms, for both resident and staff access, which has space for a drop-ins, one to one meetings, resident and team meetings etc. These rooms will have clear designated open and closed access, depending on the need of the Service and ensuring adequate safe and private space for support.

6.7. The Provider will consider all sensory and women specific needs when designing and maintaining interiors. This includes:
· Lighting: in all spaces across the project, the Provider will ensure that there is sufficient natural, appropriate lighting. Particularly in spaces without or minimal natural lighting, ensure there is facilities that mimic natural lighting. 
· Furnishings and Décor: where feasible, furnish communal living areas with soft, good quality furnishing. Residents should support in the design and décor of communal areas. The Provider will ensure that bedrooms are fitted with basic furnishing.
· Other: where feasible, creating designated ‘quiet’ space(s) in the project. The Service will ensure to stock amenities for women, such as feminine hygiene products, within communal areas and particularly for women at the point of admittance to the project.
 








7 Workforce

Staffing Model and Standards
7. 
8. 
9. 
7.1 As highlighted in section 4.5, aligned to current operating models across local and regional women’s services, the Service will have women staffing[footnoteRef:20]. [20:  	] 


7.2 As highlighted in section 4.6, the Service will operate with 24/7 double cover and ensure there is robust on-call management cover. The Service will establish and maintain pathways with provisions that operate ‘out-of-hours’ to equip staffing to respond efficiently to incidents and concerns. 

7.3 The Service will include a housing management funded night concierge cover, that will offer security and intervention within scope of housing benefit funded roles. The night concierge will be in place as per the service start date, and will  cover the hours of 10.15pm – 8.15am every night, 365 days per year. Where feasible, there will be women concierge on site, but residents will be notified when there will be male concierge on site. The management responsibility will be held by Camden council and its contractors but envisioned to work in partnership with the Provider to deliver tailored security within the Service. 

7.4 Staff must be appropriately qualified, experienced and skilled to support people as set out in personalised care and support plans. Due to the nature of the service, staffing will consist of skilled practitioners who have a background in mental health, multiple disadvantages and/or women’s services.

7.5 Staff members are to be offered regular clinical supervision wherever possible, ideally facilitated by a practitioner who has expertise in gender responsive approaches. 

7.6 To improve how the service achieves Service outcomes, Camden has ambitions that that staffing will evolve over time and include additional specialist and clinical practitioners to deliver in-reach and in-house interventions. To realise the partnership ambition of a multi-disciplinary team, Commissioners and the Provider will collaborate to scope future initiatives and funding opportunities across the sector to build additional capacity into the Service where these arise, throughout the lifespan of the contract.

Training, Skills and Continuing Professional Development
7.7 All staff, including management, are expected to be trained and skilled to work within women’s only high needs services.  For effective delivery of the Service, Commissioners will work with the Provider to maintain up-to-date, recommended training that staffing should access and complete. Training areas we expect the workforce to access include:
· Gender-based abuse, including domestic abuse, sexual violence, sexual exploitation (and harm through transactional sex), so called ‘honour’ based abuse, FGM/cutting
· Women’s experience of Substance Misuse 
· Women’s Homelessness 
· Women’s Health, including reproductive and sexual health, menopause, presentation of disabilities and neurodiversity in women.
· Relevant support and system models used across Camden partnerships, such as Safe Space, Team Around Me
· Conflict management and mediation, de-escalation 

7.8 The service will ensure that it provides robust training offers and resource to the workforce, so they are well supported to respond appropriately and safely to residents experiencing and/or perpetrating gender-based abuse.  This will include consulting with specialist VAWG services, including perpetrator services, in order to manage risk safely; as well as being aware of how to refer to and engage with Multi Agency Risk Assessment Conference (MARAC) for any individuals identified at high risk of harm/homicide as a result of domestic abuse and individuals identified as a high-risk perpetrator of abuse.  

APPENDIX A:  Performance Framework

Please refer to Appendix 1 of the MHSL Pathway service specification for the performance framework relevant to the services.

The Women’s Service will include the following additional indicative measures.


	Annual performance measures will include: 
	Target 

	Embedding of the Safe Space model and Team Around Me
 

	To monitor

	Number of ‘Team Around Me’ meetings held 
	To monitor

	Number of reflective practice sessions 

	To monitor

	Number of residents with support needs relating to experience of gender-based abuse
	To monitor

	% of residents that report improved understanding of VAWG and engagement with VAWG services
	75%

	% of staff that feel confident and competent in responding to disclosures/concerns of gender-based abuse 

	100%

	Number of residents (at risk of) in contact with the criminal justice system 
	To monitor

	% of staff that feel confident and competent in responding to offending behaviour

	100%

	% of staff that feel confident and competent in responding to substance misuse


	100%

	Number of tailored/women’s focussed psycho-social activities on offer/delivered, and % of residents engaged

	To monitor

	Proportion of women that report improved social connection and mental wellbeing, following engagement with psycho-social activities
	TBC




· END OF APPENDIX 2, WOMEN’S SERVICE SPECIFICATION -
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The Provider will have a range of policies and procedures in place including the following: 
· Complaints 
· Health and Safety 
· Staff appraisal, supervision and training 
· Staff grievance and disciplinary  
· Whistle blowing 
· Recruitment and selection 
· Lone Working 
· House rules/exclusions/ notices to quit 
· Violence and aggression 
· Anti-social behaviour and street activity 
· Locality management 
· Bullying and harassment 
· Substance misuse 
· Harm minimisation 
· Visitors 
· Safeguarding vulnerable groups 
· Confidentiality and data protection 
· Service user consultation, involvement and empowerment 
· Record management 
· Information sharing protocol 
· Data protection 
· Missing person 
· Equal opportunities  
· Referrals including emergency referrals 
· Management of medicines policy 
· Effective and regularly updated Business Continuity Plans
· production activities and wider service user engagement. 
· Robust policies and procedures to manage discrimination and racism towards workforce and residents
The Provider will ensure they are aware of and compliant with all relevant legislation, including but not limited to the following; 
· Equality Act 2010
· Care Act 2014
· Human Rights Act 1998
· Housing Act 1996
· Homeless reduction Act 2017
· Protection of Freedom Act 2012 (Disclosure and Barring Service)
· Safeguarding Vulnerable Groups Act 2006
· Health and Safety at Work Act 1974
· Misuse of Drugs Act 1971
· The Children Act 2004
· Crime and Disorder Act 1998
· Crime and Policing Act 2014, (S121 Anti-Social Behaviour)
· Data Protection Act 2012
· Mental Health Act 2007
· The Health and Safety at Work Act 1974 and all regulations, approved codes of practice and guidance relevant to the service, such as lone working policy and procedure, risk assessments, health and safety policy and procedure
[bookmark: _Toc181623935]
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a) That organisation shall have a complaints procedure in place for residents and their carers and both shall be informed of the complaint’s procedure.

b) The complaints procedure will tell the person what to do if they are dissatisfied with their service or wish to make a comment about the service in general, or their individual care. People will be offered independent advocacy to raise complaints where needed. 

c) Complaints about the service in the first instance should be made to the overall manager of the service area.

d) A written record of complaints and their outcomes shall be kept and reported to the organisation for monitoring purposes.

e) People shall be informed that they may also use the Council’s Complaints Procedure if they wish.

f) Ensure that a system of recording and investigating complaints is put in place and maintained throughout the duration of the contract.

g) Establish a system of supervision, appraisal and feedback for the Provider's staff and workers, to ensure that specified standards are met and problems arising from their day-to-day work are resolved, including concerns by workers about gender and racial discrimination towards service users and/or their representatives.

h) Develop and maintain appropriate record keeping systems, including outputs and outcomes described below, to support the performance management system framework and ensure the requirements of the specification are met.

i) Be readily accessible by telephone, facsimile, email or mobile, by the authorised officer during the business hours of the contract and to have a contingency plan where accessibility of the Provider is compromised, e.g. a mobile phone

j) Attend relevant multi-disciplinary meetings on a regular basis (if applicable) and provide information on the performance of the service through monitoring reports.

k) The Provider shall ensure that identified individuals are treated with courtesy and respect at all times.

l) Independent Mental Health Advocates (IMHAs)
· The Provider is required to provide information as requested by the Independent Mental Health Advocate service, delivered by Camden’s IMHA Provider service, in any investigation

m) Representative involvement
· A resident shall be entitled to appoint a representative, for example a parent, relative, carer, friend etc.  The resident shall be entitled to withdraw this appointment at any time.
· Representatives shall be involved in all aspects of the planning for the delivery of services. Views from representatives shall be sought at the assessment stage, and incorporated where appropriate, into the individual support plan.
· Representatives shall be entitled to request a review of the service delivery at any point, either through the Service Manager, or through Camden’s Directorate of Housing and Adult Social Care.
· Complaints from representatives shall be dealt with under the Complaints Procedure referred to above
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NOMINATIONS AND VOID AGREEMENT

Between

THE LONDON BOROUGH OF CAMDEN

and


[ Provider]
	
and


[ Landlord]






























THIS AGREEMENT is dated []								
BETWEEN 
THE MAYOR AND BURGESSES OF THE LONDON BOROUGH OF CAMDEN (“the Council”) and

[  ] (Company No. [  ]) whose registered office is at [  ] (“the Landlord” which expression shall include its successors in title) of the other part, and

[  ] (Company No. [  ]) whose registered office is at [  ] (“the Service Provider” which expression shall include its successors in title) of the other part.

Definitions

“the Contract”		a contract dated       [  ]                20[ ]  made between the Council, the Landlord, and the Service Provider
“the Dwellings”		[  ] 
“Camden Connection”	A Nominee has such a connection if they are Ordinarily Resident in the London Borough of Camden  

“the Equal Opportunities Form		the form as set out in Schedule 4 to this Agreement
“Ordinarily Resident”	residing for more than 6 months out of the past 12 months. 
“Nominations”		referrals from the London Borough of Camden
“Nominee”		a referee 
“the Notice”		the Providers Notice of Vacancy at Schedule 1 to this Agreement.
“Rental Income”		rent and service charge
“Service income”			  core support and care charge.
“Tenancy”			assured short-hold tenancy
“Void”			vacancy



NOW IT IS HEREBY AGREED as follows:-

1. NOMINATIONS
1.1 The service specification accompanying this agreement states the predominant needs of the residents in each properties. The predominant needs of the resident for each housing scheme will only be varied with the prior agreement of the landlord and the support service Provider.

1.2 Only The Council which is party to this agreement will be able to make nominations to the Landlord and the Service Provider of supported housing schemes where vacancies arise. The Landlord and/or Service Provider will not accept nominations from any other sources. Nominations will be made in line with the Council’s allocations and referral policy. 

1.3 The nominations will meet the agreed predominant needs for each scheme 

1.4 The Council will discuss and agree any changes to the predominant needs of residents in each property with The Landlord and The Service Provider before implementing any such changes.

1.5 The dwellings for the provision of supported housing for adults with mental ill health. The Landlord will use all reasonable endeavours to ensure that each of the Dwellings is maintained in a state fit for occupation and during such period as may be regarded as the natural lifespan for such properties

1.6 The Service Provider will provide required support and ensure good living conditions for adults with mental ill health. The Service Provider will use all reasonable endeavours to ensure that each of the dwelling is maintained in a state fit for occupation and during such period as may be regarded as the natural lifespan for such properties.

2.	VOIDS

2.1 Within three (3) working days of the Service Provider and/or Landlord becoming aware of a pending or actual Void, it will advise the Council by way of the Notice. 

2.2 Any imminent or actual voids shall be notified to the Mental Health Referrals Co-ordinator, in the first instance, as well as the relevant Monitoring Officer and the Commissioners, with the reasons for the void.

2.3 The Service Provider and/or Landlord shall have 5 working days from the date of the unit being vacated in which to ensure that the void unit is prepared for the next occupant. However, in those cases where a deep clean, decoration or replacement of flooring and fixtures etc. is required, this time will increase to 15 working days.


[bookmark: _Hlk194937689]Rental Income

2.4 The Council will pay to the Landlord 90% of the lost Rental Income only, as calculated in clause 2.5, 2.6 and 2.7. of this Agreement. 

2.5 The lost Rental Income will be calculated from the date that the Landlord and/or Service Provider used all reasonable endeavours to enter into a Tenancy with a Nominee but has not been able to do so, or the Council has failed to make a Nomination within 28 days of unit becoming vacant, where no void allowances are charged from rents, in every 12 month period.

2.6 The lost Rental Income will be calculated from the date that the Landlord and/or Service Provider used all reasonable endeavours to enter into a Tenancy with a Nominee but has not been able to do so, or the Council has failed to make a Nomination within 56 days of unit becoming vacant, where 5% void allowances are charged from rents, in every 12 month period.

2.7 The lost Rental Income will be calculated from the date that the Landlord and/or Service Provider used all reasonable endeavours to enter into a Tenancy with a Nominee but has not been able to do so, or the Council has failed to make a Nomination within 112 days of unit becoming vacant, where 10% void allowances are charged from rents, in every 12 month period.

2.8 For the purposes of calculating the lost rental income, the loss will be the full rental and service charge for the vacant Unit that would be payable if the Unit was let/occupied.  

2.9 [bookmark: _Hlk194937547]The Landlord and/or Service Provider will inform the Council’s Mental Health Referral Co-ordinator and Commissioner when the Rental Income for a void is liable and will invoice for loss at 90% of full rent and service charge on a quarterly basis in arrears.

2.10 The Council will not be liable for any void payment to the extent that the void is due to the acts or omissions of the Landlord.

General 

2.11 Where 3 consecutive nominees put forward by the Council reject the void unit, the Council shall immediately halt all void payments until a full review of the units have been undertaken, and reasons for refusal established. Where the reasons for refusals are identified as falling into the category of Clauses 2.10 and/or 2.15 above, then no further void payments shall be made until the unit has been brought to an acceptable level as per Clauses 1.5 and 1.6 of this Agreement.

2.12 The Council will not be liable for any void payment to the extent that the void is due to the acts or omissions of the Service Provider. This includes cases where a unit is not ready for occupation within 15 working days as per 2.3 above.

3	Suspension of Rights
The exercise of the Nomination rights over any individual unit within the Dwellings granted by this Agreement shall be deemed to be suspended during such period or periods as any such individual unit over which rights are hereby granted is being refurbished or repaired and the Landlord and/or Service Provider reasonably requires vacant possession for the purposes of such refurbishment or repairs.

4.	Term of Agreement

On the termination of the service contract between the Council and …(the Service Provider) dated ……………..this Agreement shall also immediately terminate.  




SCHEDULE 1: THE NOTICE
Please fill out a separate Notice for each Void

	Service Provider


	

	Landlord


	

	Unit Details

	

	Date vacated/to be vacated

	

	Previous/Current Customer initials

	

	Core Support Cost per week (pro-rata for the unit)

	

	Rental Charge per week

	

	Service Charge per week

	

	Void Allowance charged within Rent (%)

	

	
	

	Date

	

	Name (person sending in Notice)

	

	Job Title

	


Please send Notice form to:  
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Premises:
· Prior to the Commencement Date, the Provider, where relevant, shall enter into an agreement with Landlord of the Premises 
· Subject to the provisions of the Specification, it shall be the sole responsibility of the Contractor to have suitable premises for the performance of its obligations under this Contract.
· Where the Council offers the Contractor the shared use of its own premises it shall be subject to agreement of suitable licence conditions.
· The Mental Health Supported Living Pathway comprises of shared housing with shared communal facilities or self-contained flats. Whilst many people would prefer and benefit from self-contained accommodation, there will also be people who for a period of time will be better served by shared facilities.

Service Capacity and Accommodation standards
a) The duration of the arrangements between Provider and property owners shall not be shorter than the period of this contract. The Provider’s arrangements with the owners of the properties shall include an agreed policy regarding possession of keys to the building and to individual rooms, which reflects the aim of the supported living pathway, whilst recognising residents are vulnerable people who may present challenging behaviour.

b) The management agreement / lease / Service Level Agreement between the Provider and the landlord will outline the responsibility to make provision for:  

· Furnished, comfortable and safe accommodation in line with what is outlined in the accommodation agreement.
· Good internal / external condition and decorative order. 
· Office space for staff located close to the front door.
· Management of people entering/leaving the building (including use of CCTV)
· Internal communal space for leisure and group work
· Reporting and escalation procedures for repairs 

c) Low support provision may not require all of these attributes, but should be of a good decorative standard, comfortable, secure and non-stigmatising.

d) All relevant legal building and utility standards will be met and regulated by the appropriate regulatory body.  The living environment will be safe, well maintained and appropriately equipped to better achieve the outcomes of the support service.




Voids: 
e) The Provider will aim to have a room ready for the next resident within five working days following vacation of a tenant where no major works to the room are required. Where a deep clean, decoration or replacement of flooring and fixtures are required then the Provider will aim to have the room ready for the next resident within three weeks/ 15 working days. If dual housing benefit is in payment, this should not delay preparation of the room and availability for another person (see Appendix 5).

Length of stay: 
f) Individuals can reside in supported accommodation for varying lengths of time depending on their needs. It is expected that this will be on average for up to two years, dependent on their individual needs. 

g) Unless move on to independent living is caused by factors outside of the control of the Provider, all cases where a resident’s stay exceeds 2 years, must be reported to commissioners as part of the normal contract monitoring process.  Each resident will have a plan developed by a multidisciplinary team outlining how they will be supported to be in a position where they can move on.

Provider and Landlord relations: 
Camden is committed to continuous development through its own role as a social landlord, and its partners, to ensure supported living services are always safe, well-maintained and managed appropriately. As such, support Providers and landlords will be committed to ensuring a positive working relationship, and working with the Council to reviewing partnership arrangements and ensuring service development to reach those ambitions. 

To help achieve these objectives, the support Provider will: 
1 Support tenants to successfully maintain their tenancy/ license agreement and maximise their income through applying for welfare benefits.
2 Support tenants to contact their landlord.
3 Support tenants to locate, through their chosen communication and search method, community assets that are available and of value to them. This will include providing accessible or easy read information or support to access information on-line.
4 Provide each tenant with accessible or easy read information about 
a. the company/ organisation, its customer care charter and complaints policy and procedure.
b. How to report a repair 
c. How to make a raise a concern, make a complaint or make a compliment
5 Support tenants to reports repairs to their homes, keeping a log of these and co-ordinate completion of these with the landlord, and keeping tenants informed of when they will be completed.
6 Support tenants to make their flats nice and comfortable to live in.
7 Support tenants to resolve low level tenant behaviour that puts their tenancy at risk and notify the landlord if more support is required. 
8 Support tenants to nominate a representative to attend meetings with their landlord and/or the Council.      
9 Support tenants to attend residents’ meetings with their Landlord and the Council 
10 Where agency management arrangements in place work with landlord to distribute information to tenants and make reasonable adjustments.    
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	Purpose of the Review meeting
	To establish whether there are lessons to be learned, including good practice, from the case, and to disseminate and embed good practice and any required improvements. 

	Who is responsible for carrying out the review?
	The service manager must ensure that the review takes place and reports the outcomes to HCPT


	When to hold the meeting?
	The meeting should be convened as soon as possible following the death/near miss and within 4-5 weeks of the incident. The meeting should not be delayed for coroners’ reports or inquests. A further review meeting should be held after the coroner’s report is received or the inquest is held, if information regarding the incident is revealed that has not already been considered.

	Who to invite?
	All professionals involved in the support of the client. Also invite any professionals who you think should have been involved, but for whatever reason were not involved in supporting the client.

	Consider the voice of the next of kin in the review
	Where possible include the next of kin in the review either by inviting them to the multi-agency meeting or by contacting them and seeking their views before-hand.

	Who chairs?
	Generally, it is appropriate for the service manager to chair the meeting. However, to facilitate an open and reflective discussion, it may be helpful to consider a peer chairing the meeting or someone from another part of the organisation.

	Agenda
	The following headings must be included:
 
1. Brief outline of events/facts leading up to death from the perspective of all involved
2. What went well?
3. What could be done better next time?
4. Ways to improve safety of clients?
5. Ways to improve quality of services?
6. Training needs for staff
7. Consideration of SAR 
8. Recommendations and actions (make sure actions are SMART). 

It is recommended that the minutes of the meeting are agreed by group. Minutes should be sent to HCPT as soon as possible. 


	SAR consideration and referral 
	Under the 2014 Care Act, Safeguarding Adults Boards (SABs) are responsible for conducting Safeguarding Adults Reviews (SARs) in specific circumstances, which are:
 
• When an adult in the area dies as a result of abuse or neglect, whether known or suspected, and there is concern that partner agencies could have worked more effectively to protect the adult. 

• Where the same circumstances apply if an adult is still alive but has experienced serious neglect or abuse. 

The purpose of SARs is described in statutory guidance, to ‘promote effective learning and improvement action to prevent future deaths or serious harm occurring again’. 

The review meeting needs to consider whether there is reasonable cause for concern about how partners worked together. Although any one agency can refer to the SAR panel, it is recommended that this decision is agreed by the group. 

More information can be found on Camden’s website: 

Safeguarding Adults
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Fire Safety Protocols – Mental Health Supported Living Pathway
1. Introduction
The purpose of this protocol is to provide operational health and social care colleagues within the Mental Health Social Care Team and contracted support agencies an overview of the statutory fire safety regulations and requirements, and steps to take to ensure that fire safety issues are considered for existing residents including hospital discharge, MADE referrals and on-going review of placements.     
2. Fire Safety Legislation 

· The Regulatory Reform (Fire Safety) Order 2005 -Fire Safety Order
· The Fire Safety (England) Regulations 2022
· The Fire Safey Act (2021)
The Fire Safety Order was amended by the Building Safety Act 2022 to ensure residents have relevant and understandable fire safety information, and co-operation is improved between organisations responsible for fire safety and there is a continual record of fire safety information throughout the lifespan of the building.    
2.1	Council Owned/Manged Building (Commissioned Services)

For commissioned services the Fire and Building Safety Acts responsibilities will lie with the owners and/ or managers of buildings. The Council needs to make sure that it is fulfilling its statutory duty to collect and maintain information about fire and building safety on buildings it owns/manages.
2.2	External Provision (Third Party Commissioning) 
For third party commissioning the Council needs to demonstrate due diligence / discharge duty of care and ask correct questions to people who own / manage the buildings that we commission placements in.
Current guidance on Third Party Commissioning – Duty of Care (DoC): Where the Corporate Body places children or vulnerable people in third party premises or specialist accommodation or commissions services provided there, they must exercise regular oversight and scrutiny and due diligence to assure and reassure themselves that such buildings are safe and kept safe.
3. Responsible Person
For all premises that lie within scope of the Fire Safety Order there will be an identifiable ‘Responsible Person’. Under Article 3 of the Fire Safety Order, the "responsible person" of a premises (either a building or any part of it) is the person who has control of the premises (the ‘Responsible Person’) which may include building owners, leaseholders or manager.
With regards to Mental Health Pathway, this will be the on-site support agency who have day-to-day control of the building.
It is the responsibility of the Responsible Person to ensure residents can safely evacuate the building in the event of a fire. 
     4.   Fire Risk Assessment (FRA)
A Fire Risk Assessment involves an inspection of the building to ensure adequate measures to stop fire starting and adequate fire protection measures are in place to protect everyone in the building.   
The Fire Risk Assessment is competed by the landlord, whilst the Fire Safety Order does not specify the frequency of Fire Risk Assessment most landlords do so on an annual basis
The FRA will make a recommendation as to the type of fire evacuation policy that should be adopted, in hostel/supported housing provision this is normally either a ‘Simultaneous Evacuation’ or ‘Stay Put’. The recommended fire evacuation policy will influence individual residents Person Centred Fire Risk Assessment (PCFRA) and Personal Emergency Evacuation Plan (PEEP).
The determining factor influencing the FRA recommendation is the type of building – is it purpose built or converted and degree of compartmentalisation.
A ’Simultaneous Evacuation’ means that residents must be able, independently or with support, to evacuate the building immediately in the event of a fire, or other emergency (e.g. gas leak), to a point of ‘Relative’ or ‘Final Safety.
A ‘relative safety point might be to the next compartment (if there is one) or to a protected escape route (corridors / stairs protected with fire doors). A final safety would be the evacuation point outside the building at a distance no closer than the height of the building.  
A Stay Put Policy means that the building has adequate compartmentalisation to allow residents to remain in their flats until the Fire Brigade is on-site. If the fire alert is during the day when residents are likely in be communal areas, they will be supported to evacuate the building initially to a point of relative safety, such as a staging point with adequate fire protection or protected escape route.         
The support agency should forward a copy of the FRA completed by the landlord to their link Commissioning Manager and notify them of any issues/delays in the landlord competing works identified.   
A support agency cannot disregard the fire evacuation policy recommended within the Fire Risk Assessment.  
4. Person Centred Fire Risk Assessment (PCFRA) and Personal Emergency Evacuation Plans (PEEP)
Person Centred Fire Risk Assessments are to be completed by the support agency for all residents and where required an additional Personal Emergency Evacuation Plan. The purpose of the PCFRA and PEEP is to ensure all people can evacuate a building safely and promptly in the event of an emergency regardless of their level of mobility or impairment. The PCFRA and PEEP are dynamic documents and should be reviewed as and when required to reflect the mobility and support needs of residents.   
5. MADE Referrals
When making a referral to a pathway project, MADE should ensure the support agency is provided with all relevant information on potential fire safety risks, such as Arson Risk Assessment, in order that the support agency can evaluate these risks and make an informed decision on whether to accept the referral. Where the landlord provides housing management services, they will also receive the referral and decide whether the referral is suitable, where the support agency has a managing agency arrangement they will undertake this function on behalf of the landlord.
Where either the support agency or landlord raises concerns the allocated worker should submit the referral back to the next MADE meeting with a summary of these concerns.        
6. Resident Discharge from Hospital
Where a resident has been admitted to hospital and the intention is that they return to a pathway the support agency should review the PCFRA/PEEP to ensure the discharge is appropriate and well managed.          
7. Raising Fire Safety Concerns
It is the responsibility of the support agency, as Responsible Person, to raise with the landlord, Mental Health Social Care Team and their link Commissioning Manger any immediate concerns they have about fire safety at a pathway project.    
8. Commissioning Audits
As part of the unannounced contract monitoring site visits an audit will be undertaken of resident Person-Centred Fire Risk Assessments and Personal Emergency Evacuation Plans and other fire safety measures.  
9. Moving Resident from a Hostel/Supporting Living Service
Where it has been determined that an immediate fire safety risk exists, notwithstanding mitigating actions to resolve the risk, the support agency and/or landlord may approach the Council to request that the resident be rehoused on a temporary or permanent basis. 
As residents in a hostel/supported living service is a tenant or licensee, they have right to decline to move if they have the mental capacity to make this decision, where this is not the case a Best Interest Decision under the Mental Capacity Act will be made.
The landlord, as all occupation agreements in supported housing are insecure, has the right to proceed with legal action to end the occupation agreement irrespective of the tenant’s view with capacity or outcome of a Best Interest decision.  
It should be noted that The Renters Rights Bill proposes to cease assured shorthold tenancies, which permitted no fault evictions, replacing these with periodic tenancies providing more security of tenure.  
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