Developing Effective Advocacy

A LOOK AT THE VITAL COMPONENTS IN RELATION TO ESTABLISHING & MAINTAINING EFFECTIVE, 

HIGH QUALITY & INDEPENDENT MENTAL HEALTH ADVOCACY SERVICES 

This paper follows a descriptive external review of the specialist services provided by Advocacy Matters Limited ~ Independent Advocacy commissioned by the North West Secure Commissioning Team. Whilst this paper is focussed on developing effective mental health advocacy services and the principles which support this process generally, references will be made, where appropriate, to areas of good practice which are highlighted by the arrangements in place 

With Advocacy Matters Limited.
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Introduction / Overview

Mental Health Advocacy has been around in one form or another for a significant amount of time. Within mainstream services, it has, of course, been visible to one degree or another since at least the mid-eighties. Interestingly, as pointed out by the late Professor David Brandon(1), Advocacy actually dates back nearly 400 years ~ in 1620, a pamphlet titled The Petition of the Poor Distracted People in the House of Bedlam was published. Interestingly, the pioneer of advocacy was probably John Perceval. At the age of nine, his father, a Tory prime minister was assassinated and John became “mentally ill” which resulted in him being shut away in private mental institutions for a number of years. His Narrative was subsequently published in two parts in 1838 & 1840 and it could be argued that this publication heralded the start of mental health advocacy. In the mid-1840’s, Perceval was responsible for founding the “Alleged Lunatic’s Friend Society” and this organisation advocated for people in the asylums as well as campaigning the Government on relevant issues(2).   

Despite almost twenty years of modern day mental health advocacy projects, this essential service can still be seen struggling for recognition, understanding and appropriate resources at various places within the U.K. In particular, there can often be problems in achieving a “shared understanding” between all relevant parties of what advocacy is, how it works, its boundaries and the significant advantages of having such a service available locally. 

In addition, appropriate funding & commissioning arrangements as well as achieving good working relationships between advocates and staff can also prove to be problematic. It is therefore encouraging to experience a service where the “nettle has been grasped” and the above issues addressed. 

The arrangements in place between the North West Secure Commissioning Team and Advocacy Matters Limited is a good working example of what can be achieved where a pragmatic and professional approach is adopted.

Next to mutual self-help support, advocacy is the single most important service user defined and developed initiative within the world of mental health. The value of such independent support and provision of balanced information is immeasurable but absolutely vital and must, therefore, be properly recognised, supported and commissioned for the benefit of service users and practitioners alike.     

Whilst there is a massive amount of good work being delivered by advocacy projects around the U.K., provision of this service is still quite patchy across the country. This is due in the main to inadequate funding arrangements and unrealistic expectations which all to often set the service up to fail. The lack of robust & supportive commissioning arrangements can directly lead to the lack of focussed, co-ordinated and responsible advocacy service provision. Sadly, therefore, the good practice seen at Advocacy Matters tends to be all to uncommon, and even this service shares the major problem experienced by almost every voluntary organisation ~ the lack of core funding. This is a significant issue and, indeed, an unwanted distraction for advocacy providers who have to ensure core costs such as office rent, service charges, telephone & postage expenses are somehow met. We would not expect statutory service providers to operate in such a way, therefore advocacy services should be treated no differently.

Policy & Legislative Context   

In many ways, Mental Health Advocacy is now faced not only with a major challenge, but also an opportunity in the form of the new mental health legislation being proposed. Under Part 7, Chapter 2 of the Draft Mental Health Bill, Section 159 provides for the availability of independent advocacy to qualifying patients [basically those individuals who are covered by the act in terms of assessment and / or treatment ~ Parts 2 and 3 of the Bill and those who qualify for safeguards such as patients with long-term incapacity under Part 5] AND their nominated persons [those appointed for the patient under the Act] if the patient does not object. 

Therefore, significant issues will need to be addressed and these will include allocation of sufficient ongoing funding, and the question as to whether there is adequate capacity to meet these new demands within the current advocacy provider market. As will be seen below, one of the proposals is for patients who become subject to the Act to be seen within three days. Whilst this concept is, of course, to be welcomed, there will be significant resource issues to be considered if this is to be a reality rather than rhetoric. 

The following are some of the main characteristics which are being recommended by the University of Durham(3) for Independent Specialist Mental Health Advocacy Services (“S.M.H.A.S.”):

ADVOCATE’S MAIN DUTIES:

· Obtaining & providing information to patients

· Providing one-to-one support to patients

· Supporting patients to exercise their right to challenge

ADVOCATE’S RIGHTS:

· To meet patients in private at any reasonable time

· To Inspect any records relating to the patient

(It will be unlawful for any healthcare staff to prevent an advocate having access to patients and / or their records)

REGULATION OF “S.M.H.A.S.”:

· Advocates will be “Approved” and will need to meet designated standards

· Advocates must be independent of service provision

· Advocates can be paid professionally for their work without compromising their independence

THE LOOK OF “S.M.H.A.S.”:

· Independent of service provision

· Available throughout England & Wales

· Clearly defined, well focussed

· Good boundaries

· Working to agreed standards

· Trained & salaried advocates working to a common code of practice

· Complimentary to other advocacy provision

· A service for individuals, not groups, and focussing on specific issues

· Reactive & proactive service provision

· All patients who are subject to the Mental Health Act to be seen within three days of being subject to the Act

DUTIES OF “S.M.H.A.S.”:

· Safeguard patients’ rights

· Empower, support, represent, inform, & protect service users

· Help to improve service delivery

LIKELY “S.M.H.A.S.” CLIENTS:

· Individuals in hospital-based care and the community

· Children and adolescents 

· People with learning disabilities

· Patients with long-term mental incapacity (Part 5 of the Act)

· Individuals who are considered to be a high risk

Despite well meaning intentions, unfortunately the Government inadvertently caused a degree of confusion amongst service managers, practitioners, commissioners and service users as to the exact purpose and method of operation of the Patients’ Advice & Liaison Service ~ “P.A.L.S.” This centred on the original use of the word “Advocacy” which, of course, has now been correctly substituted with “Advice”. This important adjustment was made in late 2001 and the Department of Health has produced a very helpful resource pack(4) to assist and support the development of this new process.

In short, the main operational duties of the “P.A.L.S.” service can be summarised as follows:

· Being available to service users, their carers, friends, etc.

· A “signposting” service / “Gateway” to appropriate support or advice

· Provision of information

· Speedy resolutions of problems / complaints

· Liaison with staff, managers, commissioners, other “P.A.L.S.” services, Independent Complaints Advocacy Services, Independent Specialist Mental Health Advocates, etc.

· An “early warning system” of developing problems within service provision

· Feeding of emerging themes to clinical governance / quality monitoring departments

· Supporting staff to develop a responsive culture

In addition to the original confusion surrounding the incorrect use of the word “Advocacy” within “P.A.L.S.”, we now also have the issue of the new Independent Complaints Advocacy Service ~ “I.C.A.S.” to weave into everyday practice. As with “P.A.L.S.” it is crucial to recognise that in no way is this mechanism independent advocacy in any shape or form. Modern mental health services should be able to ensure that “P.A.L.S.”, “I.C.A.S.” and independent advocacy are available to service users. In addition, these three services as well as mechanisms for service user participation all need to be able to liase and work in collaboration as and when necessary.

So far as the “I.C.A.S.”(5) service is concerned, a “complaint” is defined as a concern identified by the client for which they want independent information or advice. The following are the main services which will be available:

· Provision of independent, individual support and assistance for people making a complaint about NHS services 

· Speaking to others on the client’s behalf

· Applying for records and other relevant information held by others

· Writing to others on the client’s behalf

· Accompanying clients to meetings

· Representing clients at formal hearings

· Ensuring that concerns arising out of individual complaints are:

~ Reported to the relevant bodies

~ Raised at regular meetings with service providers

· Follow up of wider quality issues raised in a complaint and action recommended following a complaint investigation

· Provision of written guidance on:

~ The NHS and Social Services complaints procedures

~ The service “I.C.A.S.” can provide to the client

These “I.C.A.S.” services will be free of charge and accessible to the public and will have “outposts” and / or hold sessions in appropriate locations within the area each one serves. Clearly from the above list, there will be areas of overlap between “I.C.A.S.”, “P.A.L.S.” & Independent Specialist Mental Health Advocacy Services. It will therefore be necessary for all of these services to have appropriate working relationships with one another together with a mutual understanding and respect of each others roles and responsibilities. 

Advocacy Matters Limited: Overview of Service & Commissioning Approach

OVERVIEW OF “ADVOCACY MATTERS LIMITED”

“Advocacy Matters Limited” is a specialist mental health advocacy provider based in Warrington, delivering independent advocacy to service users within medium & low security mental health & learning disabilities services. The service has a full time manager who spends equal amounts of time on the areas of managing and developing the organisation. The working team consists of three other staff, namely a full time development manager, full time caseworker and a part time caseworker.

Currently, the service is managed by a larger voluntary sector provider with whom Advocacy Matters have a highly functional working relationship. However, the plan is to become self-supporting and as the project continues to grow, it is working towards self-management. Appropriate bank accounts have been set up, relevant policies & procedures are in place, company status has been secured, liability insurance has been arranged and charitable status is currently being applied for. Once Advocacy Matters moves away from the host employer and begins to deal with these duties itself, it is envisaged that the project will benefit from more day-to-day control, rapid access to key information and financial data as well as having more input into strategic direction and development. Therefore, the organisation is working towards issuing its own contracts in due course.

Unlike many advocacy service providers, Advocacy Matters receives realistic funding in relation to the service it is expected to provide. The funding it receives from the North West Secure Commissioning Team amounts to between £800 to £1,200 per patient per annum depending on the individual circumstances and needs of the service user in question. 

As well as delivering the usual one-to-one advocacy input, Advocacy Matters also facilitate monthly “Group Advocacy” sessions within the secure mental illness services they work within. Clearly, this is an important and invaluable service as there are many important issues affecting groups of patients that can be identified and addressed in this way. In addition, the organisation is currently working with patients with a focus on helping individuals to develop the all important self-advocacy skills which all advocacy input should seek to achieve.

In line with good collaborative working practice, Advocacy Matters meet on a quarterly basis with commissioning staff and senior management from the service providers in order to discuss emerging themes and issues of concern in order that these may be quickly addressed by the relevant parties.

At one of the units where this service has not yet been fully commissioned to deliver advocacy, their development manager is carrying out prioritised and limited casework in order to provide illustrative examples of how the service could work once in place. In addition to this important area, she is also delivering preparatory work in the form of advocacy training with service users & staff, as well as developing an appropriate service specification for future agreement.

So far as the all-important support issue is concerned, the manager of Advocacy Matters receives one hour of external support and clinical supervision per month. This hour is followed by an additional sixty minutes where all staff participate in a group support session and specific casework issues are discussed. In addition to these arrangements, the manager provides all of the workers with monthly supervision thereby ensuring people feel adequately supported in relation to their duties as advocates with the service. 

As a general indication, the caseworkers at Advocacy Matters aim to spend approximately 90% of their working time with (or on behalf of) service users. Records are kept comprising a whole range of data including:

· New contacts & number of hours

· Follow-up contacts & number of hours

· Total contacts with men patients

· Total contacts with women patients

In addition to the above, the data is broken out into the following issue areas:

· Care / treatment (i.e: Any & all enquiries concerning a patients mental or physical healthcare)
· Legal & rights issues

· Staff issues (e.g: Availability or attitude of staff)
· Patient issues

· Generic advice

· Discharge

· Hotel services

· Group meetings

· Community meetings

· Other

The above data is then collated by the manager and passed to the service commissioners on a quarterly basis together with various other key information so that the service can be monitored and performance managed. This process is, of course, also useful in helping to ensure there is adequate funding in place to enable the advocacy provider to meet the needs of the patient population it covers.

Like anything new, Advocacy Matters experienced a degree of uncertainty from some staff whom, initially, felt a little threatened by the concept of advocacy and wondered whether the service was, perhaps, there to “spy on them”. As can generally be expected, some staff described initial fear & concerns in relation to the new service and some of this centred around past negative experiences elsewhere in the country leading, of course, to understandable reservations. However, as effective advocacy was provided, and thanks also to the “invaluable” advocacy awareness training the Advocacy Matters Manager has delivered, it is now widely acknowledged that the service, and particularly its independence, is a most helpful mechanism to have in place. One member of staff commented that it was “A fabulous thing for patients on this ward”. Indeed, many issues are now resolved at an early stage via the ward manager rather than becoming formal complaints and this makes life better for both service users and staff alike.

Community or ward meetings are, of course, an important mechanism for individual patients to voice their views in relation to service provision & quality of life issues. Despite the best of intentions, these meetings can become staff-dominated and individual service users can find it difficult to participate. Therefore, Advocacy Matters now facilitates some of the meetings and this process includes gathering items for the agenda, taking minutes, etc. This approach has been most effective and is widely welcomed by service users as well as practitioners. One member of staff commented “Community meetings are much better now they are facilitated by the advocacy service” and another said “Having advocacy to represent them means so much to the patients”. Therefore, whilst only a relatively new service, Advocacy Matters have been widely accepted by provider colleagues and this is largely due to establishing functional working relationships and delivering an effective service.

The following are some key points which were highlighted during the descriptive review of the service which Advocacy Matters provide:

· The advocacy service is good at chasing matters up

· Often, solicitors, housing officers, medical staff, hostel employees, Benefits Agency workers, and the like, take more notice of advocates

· Advocates are most helpful in ward rounds, review meetings, tribunals, hospital managers meetings, etc. as they provide good support to patients and help them to calm down

· The advocacy service provides hope to patients as they know the service is there for them on a regular basis if they need information and / or support

· It is good to know there is an independent body to support patients and help with issues in relation to service delivery, quality of life and clinical practice approaches

· The advocacy service is accessible and well used by a high percentage of the patients

· The services of Advocacy Matters were described as “Extremely beneficial ~ most useful to the service” and it was stated by staff members that the service was an additional important tool for patients to use

· Nursing staff often point patients in the direction of the advocacy service for individual support 

· Generally, patients are becoming more confident in representing themselves through the support and input from the advocates. As their confidence grows, they are speaking-up for themselves much more frequently

· Advocacy Matters writes reports in collaboration with individual patients in order to assist them in getting messages and crucial data across to tribunals and other important meetings

· Good advocacy provision takes pressure from the shoulders of practitioners whom, in the past, carried out various advocacy-related tasks such as chasing solicitors up, obtaining information on housing, dealing with benefits problems, etc.

· Within a private sector provider currently setting up a service, individual as well as group advocacy will be welcomed, and there will be an allocated senior management member as a link person for advocacy personnel so that important issues can be addressed in a swift & effective fashion

· The services of Advocacy Matters are “An excellent thing for patients”
An issue that has been debated at length and will probably continue to be is that of whether an advocate must be a past or present mental health service user. For the record, the author’s opinion has parallels with the saying: “There is a little bit of good in the worst of us and a little bit of bad in the best of us” in that I believe there are indeed some excellent service user advocates ~ sadly, there are also some quite poor ones too! During the descriptive review, a strong message came across that having an advocate who had experienced mental health problems was most helpful. EMPATHY is, of course, priceless, but I would also say there are some superb non-service user advocates out there doing a great job too.

Whether a past or present service user or, indeed a non-service user, I would say the following are some of the essential qualities which make a good advocate(6):

· The ability to be clear thinking and firmly on the patient’s side

· A non-judgemental attitude towards patients

· A knowledge of mental health legislation

· Good listening & communication skills

· Patience

· The ability to keep one’s own agenda firmly to one side

· A good support network for off-loading and use as a sounding board 

“ADVOCACY MATTERS LIMITED”: COMMISSIONING APPROACH 

It is true to say that the word “Advocacy” is widely used throughout all areas of mental healthcare. Indeed, the late Professor David Brandon described it as a kind of “Aerosol” word which was liberally sprayed around within our services. Due to this liberal use of the word, the meaning of advocacy is sometimes lost and for this reason the North West Secure Commissioning Team (NWSCT) decided to tie down their understanding of the word and, at the same time, try to ensure there was a focus on self-advocacy & empowerment. Therefore, the commissioning aim in relation to all advocacy services for which the NWSCT are responsible for is as follows:

“ENABLING PEOPLES’ GROWTH TOWARDS SELF-ADVOCACY”  

Whilst all service users are, of course, entitled to receive advocacy input, the commissioning team encourage and support a focus on those service users who are the least able and most vulnerable within the patient community. Therefore, a pro-active service approach is expected where advocates have an appropriate and regular presence on the wards and where individuals who are less able to present themselves are offered active support. For example, individuals who are on close observation, in seclusion or who are particularly withdrawn or silent are the primary focus for advocates, thereby avoiding the vocal demand driven approach which can be monopolised by the more able patients. 

A key part of this process is an assessment of self-advocacy competence which is carried out by Advocacy Matters with each of their clients. This is a confidential process between the advocate and service user and includes an explanation of what Advocacy Matters can and cannot do, the role of advocacy, when confidentiality will be broken, and so on.

The NWSCT ensure that Advocacy Matters have in place an appropriate “Protocol for Engagement of Services” and this is based on a template developed by the commissioning team which has then been tailored to each unit. In the same way, the service specifications in place between service commissioners and advocacy service provider are specifically designed to suit and they clearly specify what is to happen and how this should take place.

It is expected that advocates will meet with every patient at least once every six months and one of these meetings must be prior to their Care Programme Approach (C.P.A.) Review. The duties of the advocates on these occasions include, but are not limited to, the following:

· Offering assistance & support either within the C.P.A. process or elsewhere

· Offering assistance to the service user in preparing & submitting their own pre-C.P.A. report

Advocacy Matters are also expected to provide advocacy training to all direct care staff no less than annually in order to ensure there is a robust understanding amongst practitioners of the advocacy process and method of operation. This training covers the following areas:

· What advocacy is and is not

· Advocacy for those without capacity

· Advocacy for formal review

· The interface between legal & civil advocacy  

The commissioning approach of the NWSCT therefore focuses on the provision of consistent and good quality advocacy services within all of the secure mental health services they commission. Of course, advocates need to be recognised as having official status and the “Protocol for Engagement of Services” enables this to happen as it covers issues such as confidentiality, code of conduct, etc.

Potential advocacy service providers tender to the NWSCT by way of a proposal and successful organisations are awarded contracts on a quality and capacity basis measured against the service specification ~ not on a cost basis. This model has proven to be most effective and is, of course, applicable to both statutory & private sectors alike.

In recognition of the fact that a “healthy tension” is needed between service providers and Advocacy Matters, the NWSCT commission independent advocacy services in line with good practice recommendations. Therefore, this approach provides the ability for Advocacy Matters to actively challenge service provision issues where appropriate without the fear of compromising their funding arrangements.

Three year contracts are used between the NWSCT and advocacy providers as an “initial basis”. Service level agreements are re-contracted after this initial period if there are no significant problems and the service is performing to agreed standards. In relation to budgetary considerations, the NWSCT provide a minimum annual uplift in line with the “G.D.P.Deflator”, and this year the figure was 3.6%. 

The NWSCT is keen not to overload the current advocacy service providers and therefore has created a five year plan to establish effective advocacy provision within the services they have commissioning responsibility for, and this plan was put into operation in 2000. In terms of advocacy need, it is probably true to say that even if sufficient funding was available at this point in time in order to put additional service provision in place, it may just not be feasible when considering current capacity issues within the advocacy provider market and workforce.

On the financial side, the commissioners adopt a unit costing approach and the cost of independent advocacy service provision is separated out within the individual costings for each of the patients they are responsible for. The annual requirement for each person comes out at between £800 and £1,200 depending upon the unit they are in together with specialist individual needs. However, as an example, the lower figure would usually apply to patients who are in larger hospitals such as Ashworth and the higher figure would be appropriate for individuals who receive care in smaller units.

So far as commissioning responsibilities are concerned, the NWSCT solely commission independent advocacy services for high & medium security services but jointly commission low security advocacy provision in order to follow the integration agenda.

The process of contract monitoring is applied by the NWSCT to advocacy providers as well as health service providers. Cost pressures are picked up in the second quarter and then negotiated with the Primary Care Trust as part of the Service and Financial Frameworks.

External independent review is also considered to be a vital process for advocacy service providers, and the NWSCT funds appropriate external reviews within each three year contract period                 

Achieving a “Shared Understanding” of Advocacy

Without a shadow of a doubt, achieving a “shared understanding” of advocacy between all interested parties is absolutely crucial in relation to establishing and maintaining an effective independent advocacy service. Therefore, training workshops for practitioners, service users and managers are a vital tool in this respect.

Good guidance in this respect is included within the recent University of Durham’s recommendations for good practice for independent specialist advocacy(3). However, the following may be a useful point of reference:

WHAT ADVOCOCY IS
· A free & individual service for every patient

· Provider of balanced & impartial information

· Support of patients in ward rounds, tribunals, etc.

· Help for patients to voice their needs

· Speaking for a patient if they cannot speak for themselves

· Supportive of self-empowerment

· Always driven by a patient-defined agenda

WHAT ADVOCACY IS NOT

· A substitute for the complaints system

· Directive towards patients

· A “befriending” service

· Advice giving

· A tool to disrupt delivery of good care

· A replacement for social workers, solicitors or other professionals

· Compulsory for patients to use

· A mechanism to replace effective processes for service user participation

THE BENEFITS OF ADVOCACY

· Improved quality of life for patients

· Empowerment of individuals

· Development of effective and responsive mental health services

· Improved equality of opportunity

· Reduced pressure on practitioners

ALL LEADING TO:

· Enhanced quality of life for staff

· Improved service delivery

THE CORE PRINCIPLES OF ADVOCACY

· A total focus on patient’s requests

· Non-judgemental approach towards patients

· Advocates must put their own agenda firmly to one side

· Client confidentiality within policy limits

· Respectful & sensitive

· Free of charge

· Accessible to all patients

Once a “shared understanding” has been achieved, appropriately resourced independent advocacy can be highly effective for service users as well as practitioners. Patients may benefit greatly from the input of an advocate who can provide balanced information as well as one-to-one support in a range of settings. In addition, there are many other benefits to having such a service in place, not least of which is the pressure which is usually lifted from the shoulders of practitioners once appropriate advocacy provision is in place. 

In this context, it must be acknowledged that practitioners do, of course, “advocate” for patients. Indeed, nurses have been trained that this is part of their professional role. However, if a practitioner takes the role of being the patient’s advocate in the widest sense, sooner or later they will find themselves in an intolerable conflict of interest and this is an unreasonable expectation to be placed on any staff member. By having properly trained, supported and managed advocates available for patients, staff can concentrate on relevant clinical issues instead of having to potentially “put their neck on the line”.        

The importance of appropriate training of service users & staff by the independent advocacy service provider cannot be over-stated. Advocacy Matters tackles this by delivering regular training modules throughout the services it operates within. These modules are under constant review and currently consist of the following:

· Introduction to Advocacy Matters Limited

· Basic Advocacy Awareness

· The Specific Role of the Advocate

· The Advocacy Process

· The Advocacy Caseworker Code of Conduct

This rolling programme of training and awareness-raising is therefore a significant tool which is used to ensure all relevant parties have a good working knowledge of the process of advocacy as well as how the service operates within their particular setting. 

Funding & Commissioning Arrangements

Robust arrangements for commissioning independent advocacy services are absolutely crucial if meaningful advocacy is to become readily available throughout the U.K.’s mental health services. Therefore, adequate funding, together with appropriate levels of core funding must be made available and service commissioners must also ensure suitable service specifications are in place against which performance can be regularly monitored. In addition, they should, of course, conduct quality monitoring of independent advocacy service provision in line with their practice with other commissioned services.    

So far as cost pressures for Advocacy Matters is concerned, whilst it is a little to early to review the pattern of casework to-date, the emerging theme is that the learning disability aspect of the project’s work takes approximately three times the resources and time when compared to their work within mental illness services. This provides a good example of how good monitoring & evaluation can help to ensure adequate finances are appropriately targeted in order to meet real areas of need.   

Enabling Effective Service Provision

Achieving high quality & consistent service provision is, of course, the ultimate goal and this will be achieved by ensuring responsible & supportive commissioning approaches towards independent advocacy service provision. Appropriate funding arrangements are, of course, vital and other supportive factors in this connection will include:

· A “Healthy Tension” between advocacy service and service providers

· Proper office accommodation ~ not just a “Port-A-Cabin” or inappropriately small, non-functional office base

· Preparation of service in order to receive advocacy by delivery of training to practitioners & staff

· Pro-active approaches by independent advocacy services

· Good training, support, & supervision for independent advocacy staff

· Effective engagement protocols

· Appropriate policies, procedures, etc. including realistic approaches to “Confidentiality”. (e.g: Upon first contact with a client, the advocate clearly explains that confidentiality will be breached if significant issues of risk arise which affect the service user and / or others 

The University of Durham Review(7) of advocacy service provision at Ashworth High Security Hospital provides good evidence-based recommended approaches to developing effective advocacy which are applicable to service provision whatever the setting.

Some Considerations for Learning Disabilities Advocacy

The following are some additional areas to be considered in relation to effective advocacy engagement with patients who have learning disabilities:

· More time is usually needed for meaningful engagement and to explain issues

· Translation of information into an easily understood format

· Advocates need to gradually build up effective working relationships with service users

· Specialist types of communication may be needed. (e.g: use of symbols & pictures as well as behaviour, expressions, etc.)

· Sometimes, advocates may need to build up a knowledge of the service user from staff, relatives and / or friends

· Learning Disability patients tend to remain within services longer than those individuals with mental illness 

These basic examples help in highlighting the need for specialist advocacy services in order to offer relevant independent support and information provision to some of the most vulnerable, dis-empowered and excluded individuals within the mental healthcare system.  

General Conclusions

· Advocacy service provision must be as independent as possible

· Sufficient funding, including core finding, is essential

· Advocacy must be welcomed and recognised as an integral part of modern mental health services

· Advocates need to be properly trained, supported & supervised

· Ongoing training of staff & service users is required in order to ensure all parties have a “shared understanding” of advocacy

· Advocacy service provision needs to be proactive as well as reactive   

· Appropriate policies, procedures, and liaison protocols need to be in place

· Whilst advocacy should be available to all service users, the primary focus of service delivery must be on the most dis-empowered & vulnerable 

· The performance of advocacy services needs to be monitored against the service specifications in place

· Advocacy services need to work with staff but also maintain a “healthy tension” in these relationships at all times

Final Comments

Independent mental health advocacy should be an integral part of today’s mental healthcare. They bring an invaluable service to both patients and practitioners and must be adequately supported if we are to see them flourish in the 21st Century ~ let’s hope they do.
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