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EXECUTIVE SUMMARY 
Introduction 
1. The White Paper, Reforming the Mental Health Act 2000, proposed that service 

users who are subject to the powers of a new Mental Health Act in England and 
Wales should have access to independent specialist advocacy services.  This 
report sets out what these specialist advocacy services might look like.  It 
proposes a definition, model of service and core standards for the 
commissioning, management, staffing, practice, monitoring and reviewing of 
these services. 

 
2. The report is the result of a study commissioned by the Department of Health 

and carried out by Di Barnes and Toby Brandon of the Centre for Applied 
Social Studies at the University of Durham.  The work for the report was 
undertaken between November 2000 and May 2001 and it included a Delphi 
Study to identify consensus on essential characteristics of mental health 
advocacy, visits to a range of advocacy services, meetings with advocacy 
networks and a study visit to the Netherlands.  Throughout the study, an 
advisory group with representation from the major stakeholders in mental 
health advocacy provided expert advice.   

 
3. The proposals in this report arise from the premise that if new mental health 

legislation gives all service users subject to the powers of the legislation a right 
to access a specialist advocacy service, these advocacy services should: 
• become universally available throughout England and Wales 
• be provided to agreed standards 
• use an agreed code of practice. 
 
Therefore the report proposes clear boundaries for specialist advocacy 
services.  It describes a distinct service for a distinct group of service users, 
and places specialist advocacy in the context of other advocacy provision.  A 
code of practice and core standards are proposed. 

 
Specialist advocacy services 
4. The definition proposed for specialist advocacy is as follows: 

 
Specialist advocacy is independent professional advocacy for individuals 
who are subject to the powers of mental health legislation in England and 
Wales. 
 

5. The purpose of specialist advocacy should be: 
• to help to safeguard the rights of service users – both rights under mental 

health policy and law, and rights as citizens 
• to empower service users to make informed decisions about their care and 

treatment and to take greater control over their lives 
• to support service users to get their views heard  
• to represent the views of service users  - advocates will represent these 

views as if they were their own when requested to do so by service users 
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• to support service users in seeking resolution to issues which concern them 
• to protect service users who are particularly vulnerable for reasons of their 

illness or lack of capacity to make informed decisions 
• to feedback issues raised by service users to service providers so that 

services can be constantly improved. 
 
6. In scope, specialist advocacy should be tightly focussed.  It should provide: 

• individual, rather than group advocacy 
• support for service users on issues relating to the care and treatment of their 

mental disorder only 
• time limited support until work on specific issues is complete  
• a reactive service which will respond to requests and referrals for the 

service, and a proactive service which ensures advocates make themselves 
known to service users and staff alike.  Advocates should make contact with 
service users within 3 working days of becoming subject to the powers of 
the Mental Health Act and of each renewal thereafter 

• a service operating mainly within office hours 
• a service for service users, not for their families and friends. 

 
7. The model of advocacy proposed is that of professional advocacy – a service 

provided by trained paid advocates.  Volunteers may make a valuable 
contribution and add value to the service, but the core specialist work should be 
provided by paid employees. 

 
8. The service must be independent and therefore free from conflicts of interest.  

This has implications for the way advocacy is provided and it is proposed that 
over time, advocacy moves away from provision by agencies which provide 
other health and social care mental health services.  Working towards 
independence for advocacy services suggests three possible options: 
1. provider agencies which run a range of services could develop a semi-

independent, stand alone, arm for advocacy management 
 
2. the growth of numerous local or national independent agencies dedicated to 

the provision of advocacy, each with their own management committees to 
ensure local accountability 

 
3. the development of a single national or a number of regional specialist 

advocacy agencies on the Dutch model.  These would be responsible for 
the management, monitoring and review of all specialist advocacy services 
and the employment, training, support and supervision of all specialist 
advocates. 

 
9. Whatever arrangements are set up for the organisation of specialist advocacy 

services, a range of types of advocacy should be provided, ensuring a choice of 
advocacy for service users.  The right of service users to choose their own 
advocate and their right not to use an advocate must be respected. 
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Commissioning 
10. If access to specialist advocacy is to be written into legislation, it should be 

supported by statutory funding.  Commissioners should adopt a strategic 
approach to the provision of advocacy to ensure there is equity of access and 
adequate specialisation for the diverse needs of the population. 

 
11. It is expected that Primary Care Trusts will have responsibility for the 

commissioning of specialist advocacy services.  The commissioning 
relationship is important, as a balance has to be found between impeding the 
independence of advocacy and ensuring that the contract is adequately 
monitored.  Commissioners will also have an important role to fulfil if advocates 
‘signal’ concerns about standards of care or treatment that have been raised in 
the course of their work with service users. 

 
Diversity 
12. As specialist advocacy services may be small, they may have to adopt creative 

responses to meeting the diverse needs of service users, including: 
• maximizing the diversity of the staff team through employment of part-time 

or sessional workers 
• working with volunteers as co-workers 
• linking with other specialist advocacy workers 
• linking with other services especially Black and minority ethnic services 

which could provide appropriate advocacy support. 
 

Staffing, support and supervision 
13. Specialist advocacy services should be structured so that advocates can be 

adequately managed and supported.  Research found that specialist advocates 
should be employed on the following pay scales to ensure adequate skills and 
experience: 
• for a specialist advocate SO1/2, or NJC points 29-32, (£19,770-£21,700 at 

1st April 2001)  
• for a team leader SO2/PO1 or NJC Scale Points 33-36 (£22,341-£24,072 at 

1st April 2001) 
No recommendations could be made for the pay scales for specialist advocacy 
service managers as these will depend on the size and complexity of the 
services managed, and the specific responsibilities each job carries.  Core 
competencies for specialist mental health advocates are provided in the full 
report. 

 
14. The need for different types of staff supervision is identified.  Within specialist 

advocacy services, advocates should receive regular individual management 
and personal supervision from a service manager.  However, it will also be 
good practice for specialist advocates to share their experiences, and 
information about the work they are doing, with colleagues in group supervision 
wherever possible.  External supervision should be accessed for managers and 
other advocates if needed. 
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Networks 
15. Regional and national networking could help to reduce the isolation of specialist 

advocacy services and encourage information exchange.  They should 
therefore be encouraged.  Network meetings would also provide opportunities 
for shared training and regular policy and practice updates. 

 
Training 
16. The fragmentation of current advocacy training points to the need for the 

development of accredited training for specialist mental health advocates.  This 
could ensure advocates are trained to approved levels of knowledge and 
competence, so helping services to be delivered to agreed standards. 

 
Relationships and engagement 
17. The relationship advocates develop with service users is fundamental to good 

practice in advocacy but the relationship between advocates and provider 
service staff is also important if advocacy is to be effective.  The specialist 
advocacy service needs to be trusted by provider staff yet advocates have to 
maintain their distance in order to retain their independence and critical edge.  
Good communication is key, and, in order to codify boundaries and procedures, 
an engagement protocol should be drawn up by the advocacy service with 
provider staff and commissioners.  This, together with the core standards and 
the code of practice for advocates, should clarify how advocates will operate.  It 
will be particularly important to identify how the specialist advocacy service will 
relate to the Patient Advice and Liaison Service (PALS) in each health trust, 
and who will act as a liaison officer to whom advocates can ‘signal’ or channel 
concerns. 

 
Monitoring  
18. The White Paper, ‘Reforming the Mental Health Act’ gave a new Commission 

for Mental Health responsibility for drawing up and administering the standards 
of specialist advocacy services and for overseeing the standards of training for 
specialist advocates.  However, since the publication of the White Paper the 
Government has been considering generally the number of external bodies that 
subject the NHS and front line staff in particular to scrutiny and how these 
functions are exercised.  As a result the Government announced that there will 
be a new health care inspectorate and it is envisaged that the remit of the 
Inspectorate will include scrutiny of the proper application of the new Mental 
Health Act.   

 
Therefore, the Inspectorate will have a crucial role in ensuring that all service 
users subject to the powers of the Mental Health Act have access to specialist 
advocacy services.  This will require a national overview of service provision 
and scrutiny of the arrangements for the commissioning of specialist advocacy 
services.  In addition, the Inspectorate could: 
• contact specialist advocacy services to provide the first line of independent 

advice and support for service users who approach the Inspectorate direct 
with concerns.  Specialist advocates could make the initial contact, only 
passing issues back to the Inspectorate if they cannot appropriately deal 
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with the issue.  
• request specialist advocacy services to contact service users who make 

complaints to the Inspectorate.  A specialist advocate could offer to support 
a service user through the complaints process but could not investigate the 
complaint. 

• provide valuable support and advice to specialist advocates who are 
seeking guidance on aspects of the Mental Health Act 

• hear from specialist advocacy services that are alerted to concerns about 
care, treatment or the operation of the safeguards of mental health 
legislation.  The Inspectorate could lend weight to ensuring appropriate 
action is taken. 

• be independent enough to investigate any complaints made against a 
specialist advocacy service. 

 
19. It is expected that specialist advocacy services will undertake ongoing 

monitoring and a thorough annual review of their activities.  For this review the 
involvement of service users will be essential both in providing feedback about 
their experience of using the service and in the identification of appropriate 
performance indicators.  An accessible annual report should be produced and 
circulated widely.   
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   SEEKING YOUR VIEWS – KEY QUESTIONS  
   FOR CONSULTATION       
 
Chapter references refer to the full report prepared by Durham University on 
Independent Specialist Advocacy in England and Wales: Recommendations for 
Good Practice 
 
 Chapter 3:  What is independent specialist advocacy? 
 
1 Has anything been omitted from, or should anything else be included in, the 

statement of the purposes of  specialist advocacy as set out in para. 3.2? 
 
2 Are there any situations where specialist advocacy may not be effective or 

helpful or may even be obstructive? 
 
Chapter 4:  Scope of independent specialist mental health advocacy 
 
3 Would it be feasible and practicable to set time limits for a patient to be visited 

by a specialist advocate, e.g. within three working days of becoming subject to 
the powers of the Mental Health Act?  What would be the advantages and 
disadvantages of setting such time limits? 

 
4 What should be the relationship of specialist advocates to ‘nominated persons’?  

In what ways, if any, may the specialist advocate be able to assist ‘nominated 
persons’?  Should the specialist advocate have any role in respect of carers 
and other relatives? 

 
5 For the following groups of patients made subject to compulsory powers under 

the Mental Health Act, what particular needs should be taken into account 
when providing specialist advocacy services: 
• People with learning disabilities 
• Older people 
• Children and young people 
• People subject to compulsory powers under the Act following an order of the 

Court? 
 
6 What particular needs should be taken into account when providing specialist 

advocacy services for people with long-term mental incapacity (including so-
called Bournewood patients)? 

 
Chapter 5:  The model of service 
 
7 The report sets out three possible structures for ensuring the independence of 

the specialist advocacy service.  Which best serves the interests of patients 
and why? (para. 5.2 - 5.4) 

 
8 What role, if any, should be given to volunteers in delivering a specialist 

advocacy service? 
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Chapter 6:  Commissioning 
 
9 How should the funding of specialist advocacy services be calculated?  What 

costs should be covered? 
 
10 What factors should be taken into account in deciding what will be an 

appropriate size of area to be covered by a specialist advocacy service? 
 
11 What special factors need to be taken into account to ensure that patients 

admitted to independent sector services receive an effective specialist 
advocacy service? 

 
Chapter 7:  Diversity 
 
12 What range of resources and facilities might specialist advocacy services need 

to have access to in order to ensure effective advocacy support for all 
individuals made subject to the Mental Health Act? 

 
Chapter 8:  Staffing, support, supervision and training 
 
13 Would salaries at the levels proposed attract candidates of the required level of 

experience and professionalism? 
 
14 What form should the accreditation of specialist advocates take?  Should 

accreditation be time-limited? 
 
Chapter 9:  Relationships with provider staff 
 
15 What arrangements should specialist advocacy services have in place for 

reporting to provider services concerns that have been raised in the course of 
providing the specialist advocacy service? 

 
Chapter 10:  Monitoring  
 
16 How should specialist advocacy services be independently monitored and who 

should be responsible for undertaking this? 
 
Core standards 
 
17 Do you agree with the core standards for specialist advocacy services?  Is 

there anything you would like to add or remove? 
 
Code of Practice 
 
18 Do you agree with the code of practice for specialist advocacy services?  Is 

there anything you would like to add or remove? 
 
Other comments 
 
19. Are there any further comments you would like to make? 
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Please send your comments by 3oth September to: 
 

Di Barnes 
Centre for Applied Social Studies 
University of Durham 
Elvet Riverside 2 
New Elvet 
Durham  
DH1 3JT 

 
Or send comments by email to: D.K.Barnes@durham.ac.uk 

 
You can obtain a copy of the full consultation report  

from Di Barnes or 
 

http://www.doh.gov.uk/metalhealth/advocacy 


