[bookmark: _Toc343591381] SCHEDULE 2 – THE SERVICES

A. [bookmark: _Toc343591382]Service Specifications

This is a non-mandatory model template for local population. Commissioners may retain the structure below, or may determine their own in accordance with the NHS Standard Contract Technical Guidance.  

	Service Specification No.
	

	Service
	Level 2b bedded neuro rehabilitation 

	Commissioner Lead
	NHS Birmingham and Solihull CCG

	Provider Lead
	

	Period
	TBC

	Date of Review
	TBC



	1.	Population Needs

	
1.1 	National/local context and evidence base


Rehabilitation is a process of assessment, treatment and management by which the individual (and their family / carers) are supported to achieve their maximum potential for physical, cognitive, social and psychological function, participation in society and quality of living (1). Patient goals for rehabilitation vary according to the recovery trajectory and stage of their condition.

Specialist rehabilitation is delivered by a multi-professional team who have undergone recognised specialist training in rehabilitation, led /supported by a consultant trained and accredited in rehabilitation medicine (RM) or neuropsychiatry in the case of cognitive / behavioural rehabilitation (2). Services are identified on the basis of complexity of their caseload.

Following illness or injury, the majority of patients requiring rehabilitation will progress satisfactorily with the support of the local non-specialist rehabilitation services. A small number of patients with highly complex needs require the staff expertise and facilities of a tertiary specialised (Level1/category A) rehabilitation service. Another proportion with complex needs may require referral to a specialist (Level 2/category B) rehabilitation service, which is the subject of this specification. (See Annex 1 for definitions of Category A and B patients that require a level 2b service).

Below gives examples of the types of condition that commonly give rise to complex disability and may require specialised rehabilitation services.

Sudden onset conditions

· Acquired brain injury, due to any cause including trauma, severe stroke, subarachnoid haemorrhage, meningitis, encephalitis, vasculitis, post-surgical, tumour, anoxia
· Spinal cord conditions e.g. trauma with incomplete spinal cord injury, myelitis, myelopathy, vascular, tumour, combined brain/spinal cord injury
· Peripheral nervous system conditions e.g. Guillain-Barre syndrome, neuropathy-post-critical-illness
· Multiple trauma

Progressive and intermittent conditions

· Neurological and neuromuscular conditions (e.g. multiple sclerosis, motor neurone disease, Huntington’s disease, muscular dystrophies, neoplasm, inherited metabolic disorders)
· Severe musculoskeletal or multi-organ disease (e.g. rheumatoid arthritis with neurological complications)
· Physical illness / injury complicated by psychiatric or behavioural manifestations


Stable conditions (with/without degenerative change)

· Congenital conditions e.g. cerebral palsy or spina bifida in children or adults
· Post-polio or other previous neurological injury. Many of these conditions may remain stable for years but subsequently progress with accrual of problems due to age-related change or other secondary complications.



	2.	Outcomes

	
2.1	NHS Outcomes Framework Domains & Indicators

	Domain 1
	Preventing people from dying prematurely
	

	Domain 2
	Enhancing quality of life for people with long-term conditions
	

	Domain 3
	Helping people to recover from episodes of ill-health or following injury
	

	Domain 4
	Ensuring people have a positive experience of care
	

	Domain 5
	Treating and caring for people in safe environment and protecting them from avoidable harm
	



2.2	Local defined outcomes

Patients (and their family/carers) are supported to achieve their maximum potential for physical, cognitive, social and psychological function, participation in society and quality of living.

Patients with Category B rehabilitation needs

· patients have moderate to severe physical, cognitive and / or communicative disabilities which may include mild-moderate behavioural problems
· patient goals for rehabilitation may be as for Category A patients
· patients require rehabilitation from expert staff in a dedicated rehabilitation unit with appropriate specialist facilities
· in particular rehabilitation will usually include one or more of the following:
· intensive co-ordinated interdisciplinary intervention from 2-4 therapy disciplines in addition to specialist rehabilitation medical / nursing care in a rehabilitative environment
· medium length rehabilitation programme required to achieve rehabilitation goals – typically 1-6 months, but up to a maximum of 18 months, providing this can be justified by measurable outcomes
· special facilities/ equipment (e.g. specialist mobility / training aids, orthotics, assistive technology) or interventions (e.g. spasticity management with botulinum toxin or intrathecal baclofen)
· interventions to support goals such as return to work, or resumption of other extended activities of daily living, e.g. home-making, managing personal finances, etc.
· patients may also have medical problems requiring ongoing investigation / treatment
· patients are treated in a local specialist rehabilitation unit (i.e. a Level 2 unit)


Key measurable outcomes:

The relevant outcome measures may vary from individual to individual, but services are required to record one or more of the following key standardised measures which are collated and reported through the UKROC database:

· Functional gain measured by change in the UK Functional Assessment measure (FIM+FAM) – a global assessment of functional independence reflecting both physical and psychosocial function.
· Reduced requirement for on-going care and care costs in the community, measured by the Northwick Park Dependency Scale and Care Needs Assessment)
· Attainment of individual goals for rehabilitation measured by Goal Attainment Scaling (GAS)

Services are also required to collect a measure of patient satisfaction. A range of adapted tools has been developed to facilitate feedback from patients with cognitive/ communicative impairments.





	3.	Scope

	
3.1	Aims and objectives of service

Key aims of the service are to provide rehabilitation for patients with complex needs in order to assist them to achieve their maximum potential for physical, cognitive, social and psychological function, participation in society and quality of living.

The key aspects of this specification are:

· Providers accepted onto the Framework will be the preferred providers for the CCG across the Footprint. These providers will be approached prior to any other provider being considered
· Staffing of the facility will reflect the price per bed; the expectation being that a higher care staff (MDT) to resident ratio will minimise the use of enhanced supervision and restrictive 1:1 care
· Daily access to activities via a dedicated MDT and therapeutic interventions to maximise the individuals rehabilitation potential
· A transparent level of care costs will apply, reflecting the varying complexity of individuals eligible for NHS funded level 2b rehabilitation
· The opportunity to provide new models of care maximising quality of life for individuals
· Additional support from CCG staff to address any concerns or issues 


3.2	Service description/care pathway
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Specialised rehabilitation services include a combination of individual and group-based interventions to support appropriate social interaction, communication, life and work skills.

They are primarily offered as time-limited in-patient / residential programmes, to provide a rehabilitative milieu and peer group for patients engaging in the programme.

Specialised rehabilitation is provided by a multi-professional team which has undergone recognised specialist training in rehabilitation, led by a consultant trained and accredited in Rehabilitation Medicine. The team works in a co-ordinated inter-disciplinary fashion towards an agreed set of goals.

The Provider shall be required to: 
(a) ensure services can be provided 365 days a year, 24 hours a day and in accordance with a service user’s care plan
(b) ensure all individuals are case managed and have an individual care plan 
(c) ensure individual care is subject to ongoing review (every 3 months as a minimum) 
(d) ensure that care planning follows a recovery model of care defining interventions required to meet changing need.

Significant changes to the care plan that may result in additional cost must be notified to the Commissioner and approved by an identified CCG manager, in advance of request for payments.  

All services offered must be demonstrably based on current good practice, relevant to the patient group and reflect relevant specialist and clinical guidance. 

The Service will include the following facilities: use of bedroom, dayrooms, gardens, grounds, lighting, heating, laundry and all necessary personal, nursing therapeutic input determined by the care plan. The Provider will:
· Provide cover on a 24 hour basis seven days a week;
· Ensure all Individuals are case managed and have an individual care plan;
· Ensure individual care packages are subject to ongoing review 
· Provide all meals and additional supplementary food or drinks as appropriate.


Assessment

After a referral is received assessment should be completed within 10 working days. It is best undertaken by a consultant in RM (or their deputy in the form of a senior member of the interdisciplinary team) who is able to determine the category of rehabilitation need and has a good knowledge of the range of alternative rehabilitation and care service options available within the region. Wherever possible the assessment should also involve the individual’s family / carers.

The outcome of assessment should be reported back to the referrer within 2 working days of the assessment. Assessment reports should include:

· an evaluation of clinical need, including assessment using the patient categorisation tool
· a recommendation of service(s) most likely to meet the assessed need
· an indication of the ability to benefit from rehabilitation and possible outcomes
· aims of admission
· an indication of the likely duration of specialist rehabilitation
· the likely discharge destination, the care and support needs on discharge 

In some instances the patient may already be admitted at the unit, as part of the level 1/2a Highly Specialist Rehabilitation Service. For these individuals the multi-disciplinary team will identify when the patient is no longer a category A (requiring level 1 service) and has improved to a category B (level 2b service) level, using a differentiation tool which should be shared with the commissioners at that time. Recommendations will be made by the clinical team regarding ongoing level 2 rehabilitation, timeframes, goals and expected outcomes. The proposal will then be negotiated with the relevant commissioning body for admission to the level 2b service.


Inpatient Rehabilitation Programmes

Rehabilitation is a process of assessment, treatment and management by which the individual (and their family / carers) are supported to achieve their maximum potential for physical, cognitive, social and psychological function, participation in society and quality of living.

Patient goals for rehabilitation vary according to the recovery trajectory and stage of their condition. Specialist rehabilitation services may be provided along three main (frequently overlapping) pathways:

· restoration of function (e.g. for those recovering from a ‘sudden onset’ or ‘intermittent’ condition) where the patient goals are focussed not only on improving independence in daily living activities, but also on participatory roles such as work, parenting, etc.
· disability management (e.g. for those with stable or progressive conditions) where the patient / family goals are focussed on maintaining existing levels of functioning and participation; compensating for lost function (e.g. through provision of equipment / adaptations); or supporting adjustment to change in the context of deteriorating physical, cognitive, and psychosocial function
· neuro-palliative rehabilitation where the goals are focussed on symptom management and interventions to improve quality of life during the later stages of a progressive condition or very severe disability, at the interface between rehabilitation and palliative care

Initial assessment period

A full assessment will be completed in 2 weeks and an initial goal planning meeting will be carried out during this time, involving the patient and their family.
· The assessment will include an outline of the goals agreed for the individual and an indication of the likely date, discharge destination, the care and support needs anticipated, and outline the relevant joint working that will occur with local specialist community agencies prior to discharge (for example a community brain injury team).
Any changes to discharge date and/or destination will be communicated to the commissioner if it varies considerably from the initial assessment report.

Active rehabilitation

· a goal planning process should be in place
· progress against goals should be reviewed at least every four weeks

Enhanced Observations
Continuous Observation of Residents

BSOL CCG will not usually agree to fund 1:1 care for individuals due to a falls history and high falls risk; the CCG would expect the provider to utilise assistive technology and other reasonable options to mitigate any risk to an acceptable level.

 In line with best practice, the provider will minimise the use of continuous observation, as it is a restrictive in nature and is not evidenced as the most effective model of care for individuals with challenging behaviour.

The Provider should ensure that prior to a request for enhanced observations alternative options have been explored such as:
· Assistive equipment
· Programme of structured activities
· Increased staff training
· Appropriate referrals to NHS professionals
· Enhanced nursing skills
· Correct use of nursing skills to support service user’s needs

The Provider must always obtain agreement from the Birmingham and Solihull (Bsol) CCG for any enhanced/continuous observation requests. Where practical, authorisation should be requested in writing, supported by a clinical rationale, prior to the implementation of changes to observations.
The provider will be required to complete a Continuous Observation Contract. This agreement sets out BSOL CCG’s commissioning principles for the provision of care for people who have been assessed as meeting the eligibility criteria for NHS Continuing Healthcare and who require additional “continuous observation” commissioning. “Continuous observation” in this context refers to 1:1 or similar levels of observation. As these levels of observation potentially amount to a deprivation of liberty, there is a need to evidence at all times that the continuous observation is:
· necessary
· in the person’s best interest
· the least restrictive option
These 3 conditions are a pre-requisite for initiation or maintenance of continuous observation to be authorised.  A risk assessment should demonstrate the need for continuous observation (e.g. violent or serious sexually inappropriate behaviour). Continuous observation in this context is not intended for verbal aggression, management of falls risk or wandering. Continuous observation will typically be authorised for periods of (and reviewed every) 2-4 weeks. It will be paid at a set rate which is equal to the cost of a permanent staff member carrying out the continuous observation. If the CCG is commissioning the continuous observation, the provider should not implement it unless authorised in writing by the CCG.
Before requesting any continuous observation the provider must evidence:
· that they have eliminated possibility of physical health issues with support from the GP, dentist or other primary health services
· have sought advice/help from CMHT, Home Treatment Team or other relevant services
Once continuous observation has been authorised:
1. The CCG will:
a. Review the clinical need for the level of continuous observation
b. Reserve the right to make unannounced quality visits as the continuous observation will be imputable to the CCG 
c. Reserve the right to curtail (financial) support for continuous observation if it is deemed to no longer meet all 3 conditions set above
2. The provider should:
a. Ensure that they have adequate resources to carry out the continuous observation without recourse to agency staffing
b. Ensure that their staff are adequately trained to manage the risk/behaviour and other needs as they arise
c. Be prepared to evidence, upon request, the ongoing need for continuous observation based on the 3 conditions listed above
d. Report any serious incidents to the CCG within 48hrs, and to other relevant teams e.g. safeguarding within set time limits
e. Advise the CCG of any hospital admissions within 24hrs
f. Send fortnightly updates to the CCG via email 
g. Evidence what input they have made towards the reduction of need for continuous observation
h. Maintain their duty of care after  continuous observation is deemed no longer necessary
i. Not continue to provide or commence continuous observation after it is deemed no longer necessary
Have appropriate care plans for continuous observation which should clearly demonstrate what work needs to be carried out to achieve reduction of the need for continuous observation. This should be complimented, where appropriate, by well documented sleep, ABC charts and suchlike  
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Communication

Service User and Care Information

This should include:

· up-to-date information about the service provided to patients and family/carers by the rehabilitation unit (in written and spoken form, and via its website)
· information and advice about disability benefits
· information about further rehabilitation services, relevant community services and specialist and other support groups
· information about useful publications produced by the voluntary sector (including some copies kept in the unit)
· signposting to relevant helplines; and
· to benefits and support/advice/advocacy organisations; and
· to information and signposting services themselves

Information should be provided in a variety of formats to enable it to be available to all who need it, including those with communication and cognitive difficulties.

Patient and public engagement (PPE)

It is important that patients and family/carers are engaged in all relevant aspects of the rehabilitation process, in order that the rehabilitation itself is most effective on an individual basis; and the effectiveness of the service as a whole is optimised.

Rehabilitation should be a collaborative process between the rehabilitation team and the patient and family/carers.

The family/carers should (subject to consent) be involved, as appropriate, in the assessment, goal setting, rehabilitation and discharge-planning processes. They should, in effect, be regarded as part of the team.

Education

There is a need for education of patients and family/carers about the neurological (or other) condition and its effects, and possible approaches to dealing with them.

Specific support for family/carers

This should include:

· individual support (including psychological support / counselling / psychotherapy)
· group support, including psychological support and peer support through facilitating contact with other family/carers, including those of ex-patients
· support/training with managing particular difficulties (physical /cognitive/ behavioural)
· support in considering their own role vis-à-vis other (paid) care and support services
· support with developing coping strategies

Consultation with, and representation of, patients and family/carers

A designated staff lead for the service should enable engagement of patients and family/carers.

Mechanisms should be established to consult patients and family/carers on:

· day-to-day, on-going matters - through an independent route - possibly involving volunteers, who can facilitate communication between patients & family/carers and the clinical team; and
· all aspects of running the service; and more-strategic matters, such as service development, and the planning and delivery of changes - this should be through a ‘service user group’ and involve ex-patients and their family/carers and, possibly, representatives from local voluntary organisations

There should be structured feedback of views from patients and family/carers about all aspects of the service and PPE activities and initiatives:

· through questionnaires, focus groups, and other means
· both during the patient’s stay and on discharge

Discharge Planning

Discharge planning should start immediately following multidisciplinary assessment within the unit. If the individual is to be discharged to their home, a home visit should be conducted as appropriate to establish access and equipment needs, and where necessary a short trial period (without staff present) during the day or overnight will be undertaken prior to discharge.

Review of discharge plans will take place at a review meeting to be held every 3 months. It is the responsibility of the provider to arrange these and to ensure that 
There is adequate representation from the internal MDT
That written assessments are prepared 1 week before the before the meeting and distributed to the CCG
the CCG appointed ABI clinical Lead (or their deputy) are included on the meeting.
Where possible the Local Authority is invited  

At the end of the review meeting the MDT will conclude whether there are any further gains to be made with respect of the current rehabilitation programme and whether the person has maximised their potential for any further rehabilitation and should be discharged from the service. 

Providers and commissioners will work closely together to ensure that:
The individual’s needs for equipment and seating are drawn up as soon as needs are established, and ordered as soon as provision and funding has been agreed.

· if required a care manager is identified within the individual’s local health or social care agencies to coordinate their care following discharge
· a care plan is produced

In order to ensure timely discharges, and involve community based agencies well in advance, an initial discharge planning meeting is carried out 6-8 weeks before the estimated discharge date. (If necessary a further meeting will occur closer to the date of discharge). The following individuals are usually involved at this meeting:

· Key worker
· Commissioner
· Care manager, if required
· Individual
· Family
· If applicable the Community Brain Injury Team 

The family and other carers should be involved in discharge planning throughout.
Family/carers should receive advice and/or training with respect to managing on-going needs as appropriate including:

· Physical management - positioning, transfer methods, nutrition, continence management communication methods etc.
· dealing with cognitive and behavioural problems
· communications needs

Discharge reporting

A comprehensive discharge report should be produced. This should include:

· an evaluation of progress during rehabilitation, and continuing needs for intervention, equipment and care
· summary reports from each discipline involved in the client’s care
· a joint therapy report summarising reports from each discipline involved
· an indication of future plans – e.g. occupation, leisure interests, studies
· what the input from professional carers should be
· what the role of the family carers should be
· a schedule of the anticipated future needs and recommendations for on-going care

A copy of the discharge report should be given to the individual, wherever appropriate, and their family, subject to issues of consent. This will also be talked through with the individual and their family by the keyworker. The report will also include

· information about voluntary organisations and support services and signpost to other services which may be required, including further rehabilitation services
· practical information to assist carers (for instance pictures and videos to show correct moving and handling of the individual)
· An ‘All about Me’ book to give a personal introduction to the individual for care staff.

The individual’s GP should be informed about the discharge and a brief summary of the discharge report should be given to the GP on the day of discharge. The GP and all other professionals involved in their on-going care should be sent a full summary of the discharge report within five working days.

A brief report should be sent to the commissioners including:

· a brief statement regarding the attainment of goals
· arrangements for follow-up or continuing management
· recommendations for anticipated future care needs

Where is it considered likely that the individual will have further continuing healthcare needs on discharge (e.g. nursing home placement or on-going rehabilitation in a different type of service), commissioners should be informed of this in order to be able to plan provision for on-going care. In some cases, it may be appropriate to negotiate agreement for on-going support in advance of admission, to ensure smooth discharge planning.

Unplanned absence/absconsion

In the event of the resident leaving the accommodation without notifying the Provider, the Provider’s response will be appropriate to the level of risk and vulnerability of the Service User. 

The Provider will have an escalation procedure in place in order to manage unplanned absences, e.g. notify Policy and inform Local Authority Safeguarding team. 

Any unplanned absence must be:

Reported to the Commissioner as soon as is reasonably practicable. Where appropriate the reporting requirement for receiving care under any section of the Mental Health act should be adhered to; and
Recorded as an incident, fully investigated with a ‘lessons learned’ report developed and forwarded to the Commissioner. 

If the individual does not return to the Provider then the Provider will contact their representative(s) so they can collect the individual’s personal effects. Where no representative exists the Provider will contact the Commissioner, who will make the necessary arrangements.

Hospitalisation of a Service User (elective and emergency treatment)

[bookmark: _Toc220306049]General

In the event of an individual being admitted to hospital, it is the provider’s responsibility to inform Bsol CCG within 2 days. The CCG shall continue to pay the Care Fees in respect of that individual, minus any enhanced observation costs for a two-week period and thereafter a sum equal to 80% of the Care Fees for a 2 week period after which a full review shall take place. However, the CCG reserves the right to undertake a review of patient needs at any time and to withdraw or amend funding in such circumstances that there are significant changes to the individual’s health care needs.

[bookmark: _Toc220306050]Activity supporting Service User admission into hospital

When an individual requires a hospital visit the Provider will retain responsibility for appropriate escort and supervision until the hospital admits or discharges the individual.

Unplanned Admissions
· The provider will accompany the individual up to the point of admission
· The provider will share any relevant DNACPR/ADRT
· The provider will cease to provide services to the service user during the service user’s hospital stay, unless the CCG makes alternative arrangements in advance.

 When an admission to hospital is required the Provider will ensure that the hospital receives all the relevant information regarding the individual.

Upon admission into hospital the Provider will inform:
· The individual’s next of kin/their representative contact as soon as possible;
· The Commissioner verbally/via email within 24 hours and in writing within five days;
· The registered GP within 24 hours; and
· The Commissioner in writing two weeks after admission (if applicable).

The Provider will maintain contact with the hospital throughout the individual’s admission.

Death of a resident

In the event of the death of a resident, the Provider will notify:

· The residents next of kin/their representative as soon as is reasonably practicable, so that suitable arrangement can be made, including the collection of personal effects; 
· The Commissioner verbally/email within 24 hours and confirm it in writing within 48 hours; and
· The residents GP within 24 hours.

In the cases of a suspicious death the Provider will notify the Commissioner as soon as is reasonably practicable.

The Provider will provide the residents representative(s) with a quiet room where they can sit and grieve if they choose to spend time at the home.

The Provider will contact the resident’s representative(s) so they can collect their personal effects. Where no resident representative exists the Provider will contact the host Local Authority, who will make the necessary arrangements for both removing the resident’s possessions and arranging their burial/cremation.

The Provider will permit reasonable access to the relatives and friends of the resident, to enable funeral and other necessary arrangements to be made.

The Provider will ensure that the residents medicines are retained for a period of seven days in case there is a coroner’s inquest. After the seven day period the medicines must be appropriately disposed of and not returned to stock.

Service user safety and incident recording

An individual’s wishes regarding their personal care must be respected, and risks reduced subject to the consent of the individual, where possible.  

The Provider will accept that individuals have a right to achieve their optimum potential and to engage in activities that will promote this goal.
 
There may be an element of risk and both known and predictable risks will be explained to the individual and their representative(s) in an understandable manner and recorded in their Care Plan. 

Risks shall be periodically reviewed, recorded and reported to the Commissioner together with agreed strategies for addressing them. Reviews will include consultation with the individual or their representative and all other relevant professional and organisational representative(s).

The Commissioner recognises that situations of risk may arise where an individual’s decision to exercise their rights may result in a threat to the health and safety of either themselves or others.  In such circumstances, the Provider must discuss concerns with the individual and contact the Commissioner within 24 hours where this is not resolved.  The Provider must record all concerns and outcomes in the individual’s records.

The Provider will have in place formal written policies and procedures to ensure that an “assessment of risk” is conducted on all aspects of tasks to be carried out by care staff.  This will lead to the production of clear guidance for all care staff on safety precautions to be taken. This will form part of the staff induction process.

Where the care provided to an individual requires manual handling or hoisting the Provider will ensure that risk assessments are reviewed regularly in accordance with the regulations contained within the Care Standards Act.  

The Provider will ensure all incidents and accidents are investigated and recorded. ‘Notifiable Events’ will be reported immediately to the relevant authorities, e.g. Police, CQC / HCC, RIDDOR (Reporting of Injuries, Diseases & Dangerous Occurrences Regs. 1995). 
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The Provider will follow locally agreed procedures for the detection and response to suspected Adult Abuse in line with the Safeguarding Vulnerable Groups Act 2006 (and any subsequent acts) guidance and must engage fully with local multi-agency safeguarding processes where appropriate, and ensure that all staff are aware of their responsibilities in this area.

Staff must at all times be mindful of the possibility of vulnerable adult abuse and must have an awareness of how this may present and be prevented. Regular access and attendance at training will be required.

All staff involved in caring for residents must be aware of the laws and guidance protecting individuals.

Any improper conduct against an individual by staff, volunteers or other resident must be recorded and reported within 24 hours to the Commissioner and the relevant registration authority. Improper conduct includes, but is not limited to:

· Fraud, theft from residents and manipulation of residents financial circumstances;
· Neglect of residents;
· Cruelty and assault of residents (including verbal abuse);
· Sexual involvement, harassment or sexual abuse of residents
· including procurement; and
· Inducement to involve anyone in actions which might be considered undesirable in relation to the circumstances.
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Infection Control 

The Provider will:

· Meet the requirements detailed in Health and Social Care Act 2008: Code of Practice on the prevention and control of infections and related guidance (January 2015), NICE Infection Control guidelines (April 2014), NICE Clinical Guidance 139: Infection Prevention and control of healthcare associated infections in primary and community care (March 2012); 
· Ensure that all policies and procedures comply with current NICE guidelines regarding Infection Control[footnoteRef:1];  [1:  http://www.nice.org.uk/] 

· Ensure all staff in the home are aware of their role in infection control. They will also be aware of the Health Protection Agency and local resources/arrangements for accessing advice on the prevention and control of infection; 
· Ensure that the staff responsible for the day-to-day organisation of the home have the knowledge and skills to manage and ensure good hygiene standards;  
· Ensure each home has a nominated Infection Control Lead. The Infection Control Lead, most likely a senior nurse or other responsible person, will be responsible for infection control in the home;
· Ensure the Infection Control Lead undertakes additional training in infection control to enable them to recognise problems as they occur and seek specialist advice;  
· Ensure that the nominated Infection Control Lead attends training sessions provided by the CCG Infection Control Nurse and disseminates information/training to other care staff in the home;  
· Co-operate with and support screening procedures, in particular Service Users at high risk of contracting healthcare acquired infections, e.g. Service Users who will need hospital admissions because of chronic conditions, are going to be having surgery or have pressure sores or leg ulcers;
· Adopt any of the ‘Essential Steps to safe, clean care’[footnoteRef:2] with the high impact interventions specific to their service;   [2:  http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_064815] 

· Ensure there is zero tolerance of avoidable healthcare associated infections which will require inter-organisational communication and ownership of causes of infection;
· Ensure that Service Users who require isolation have their personal dignity and physical needs met;
· Collaborate with the Commissioner/Community Infection Control Nurse to undertake root cause analysis of all healthcare associated infections and take action to prevent further incidences; and
· Co-operate in decontamination procedures, when instructed by the Commissioner.
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The Provider will:

· Ensure that all policies and procedures comply with current NICE guidelines regarding tissue viability. In particular; NICE clinical guidance CG179 (Pressure Ulcers: Prevention and Management of Pressure Ulcers, April 2014) and utilise the #stopthepressure approach to assessment and prevention of pressure ulcers. Ensure all staff in the home are aware of their role in wound care prevention and treatment;
· Ensure each home has a nominated Tissue Viability Link Nurse. The Tissue Viability Link Nurse, most likely a senior nurse or other responsible person, will be responsible for tissue viability in the home;
· Ensure the Tissue Viability Link Nurse undertakes additional training in wound care to enable them to recognise problems as they occur and seek specialist advice;  
· Ensure that the nominated Tissue Viability Link Nurse attends training sessions provided by the local Tissue Viability Nurses and disseminates information/training to other care staff in the home;  
· Collaborate with the Commissioner/Community Tissue Viability Nurse to undertake root cause analysis of all pressure care and wound care clinical incidents and take preventative action with all clients.

Medication 

The Provider will ensure that (a) there are policies and procedures in place and (b) staff adhere to those policies and procedures, for the receipt, recording, storage, handling, administration and disposal of medicines in accordance with:

· The Handling of Medicines in Social Care Settings by The Royal Pharmaceutical Society of Great Britain 2007 or subsequent revisions; and
· Professional advice documents from registration authorities and Care Standards, including The Administration of Medicines in Care Homes, Medicine Administration Records (MAR) In Care Homes and Domiciliary Care, and the Safe Management of Controlled Drugs in Care Homes or subsequent revisions.
· The Code, NMC 2008
· Policies and procedures for medicine management in line with the BSol CCG
	
The Provider’s policy for medicines administration will include procedures to ensure that individuals are able to take responsibility for their own medication if they wish, within a risk management framework and the Provider’s policies and procedures will protect Service Users in doing so.

Prescribed medication will be administered in a format suitable for the Service User.

The Provider will ensure that all Registered Nurses/relevant staff complete a medicines management assessment as part of the induction process and provide evidence of ongoing professional development in medicines management.  The Provider will regularly assess and provide documentary evidence of the competency of all Registered Nurses/relevant staff in the management of medication to ensure that practices are compliant with the standards outlines in the policies and procedures. 

The Provider's policies and procedures for medicine management will cover, with the agreement of a GP and pharmacist, the management of homely remedies and will, in particular, include the following: 

· The names of homely remedies (these should be “General Sales List” medicines as advised by the pharmacist) which will be made available to residents;
· The circumstances in which these homely remedies can be administered by trained designated staff;
· The number of days for which homely remedies will be administered; and
· The circumstances when homely remedies will be bulk purchased. 

The Provider’s policies and procedures for medicine management will, wherever possible, be agreed by all GP's providing services to the home. 

The Provider will seek information and advice from a pharmacist regarding medicines policies within the home and medicines dispensed for individuals in the home.

The Provider will have a system in place to ensure that anticipatory end of life drugs can be prescribed and stored in the home for individuals who have reached the last days of life.

The Provider will ensure that staff monitor the condition of the individual on medication and will prompt a medication review with the GP if there are concerns relating to use of medicines.

The Provider will have a system in place to ensure that individuals taking 4 or more medicines have a three-monthly medication review and those taking less than 4 medicines have a six-monthly medication review.

Medicines prescribed for individuals will not be supplied or dispensed to any other person.  Any unused medicines must be appropriately disposed of and not returned to stock.

Audits should be robust and comprehensive and identify that measures are in place to ensure safe practice such as:
· The use of photographs to identify that medicines are being administered to the right person
· Specimens of staff signatures to identify Registered Nurse/relevant staff responsible for the administration of medicine.
· The correct and accurate complete of MAR charts
· Satisfactory procedures for transcribing medication onto Mar charts and recording dosage changes onto MAR charts which include obtaining counter signatures from another registrant or competent health professional.

The Provider will ensure that staff adhere to controlled drugs procedures.

The Provider will make the necessary arrangements in accordance with regulatory requirements for the disposal of medical waste including swabs, soiled dressings, incontinence pads, used needles, instruments and similar substances and materials

Resuscitation and medical emergencies

If a care worker identifies a medical emergency (this can include but is not limited to a suspected heart attack, significant falls, or overdoses) they will call an ambulance.
Where care workers are qualified and confident in the undertaking, they should administer CPR where appropriate, being mindful of applicable DNACPR/ADRT.
Following this, the provider will contact the individuals family or advocate. The provider should report the incident to the appropriate CCG as soon as reasonably practicable.
Non-emergency care

The individual should be referred to their GP in the first instance or any locally commissioned admission avoidance service if more appropriate.
Any non-emergency instances encountered out of GP practice hours should be referred to NHS111.

The Provider will provide the equipment detailed in Table 2 as standard at no additional cost to the Commissioner, where required to meet the individuals assessed need. 

The provider will supply infection prevention and control equipment in line with regulation 12.2 (f) of the 2014 Regulations.
The equipment will be supplied at no cost to BSol CCG. The cost of the equipment will be built into the cost of care. This equipment will include:
· Single use disposable gloves
· Single use disposable aprons, and
· Alcohol hand rub

The Provider will ensure that equipment is subject to regular safety checks and maintenance/replacement as necessary, as per Table 2.

Table 2: Standard equipment to be provided by the Provider
	Need
	Equipment

	Mobility
	· Slings – one pair/Service User
· Beds – height adjustable/variable hospital bed where clinically indicated or as a minimum evidence of bed replacement programme to profiling beds and bariatric beds, as required
· Slide sheets
· Hoist – sling, standing
· Handling belt
· Transit wheelchairs
· Over-bed trolley table
· Bed-rails and bumpers
· Bath equipment – bath hoist, shower chair
· Scales
· Hoist scales
· Grab rails

	Skin

	· Mattress – soft foam, medium overlay and low air loss mattresses (up to grade four)
· Variety of chairs to meet individual needs
· Cushions – pressure relieving


	Elimination
	· Commode/commode chair
· Bed pans
· Urinals

	Respiratory Support
	· Nebulisers
· Suction machines
· Prescribed Oxygen

	Assistive technology

	· Communication aids/signs to assist Service Users with hearing / visual / cognitive impairments
· Call systems with an accessible alarm
· Bed sensors
· Chair sensors
· Tap/bath/shower sensors
· Door alarms
· Bariatric beds

	Nutrition – food and drink
	· Adaptive cutlery
· Non slip mats
· Pumps
· PEG feeds
· Subcutaneous administration sets 

	End of life care
	· Syringe drivers, giving sets and syringes 

	Emotional and social needs
	· Access to local/on site amenities
· Appropriate access to a good standard of exercise equipment (as appropriate)




In exceptional cases, if bespoke equipment, not covered in the ‘standard’ weekly rate, is required during an individual’s placement (as a consequence of a change in need) then the Provider will contact the Commissioner and notify them of the equipment requirement. The source and cost of the bespoke equipment will then be discussed and if appropriate agreed. Where possible the equipment may be sourced via the CCG ABI clinical lead from the community equipment store.

[bookmark: _Toc220306038][bookmark: OLE_LINK2]Clinical equipment

The Provider will ensure that any clinical equipment provided for an individual by the Commissioner is:

· Managed safely and securely;
· Operated in line with the manufacturer’s instructions; 
· Kept clean and decontaminated as per infection control policies and procedures. Where necessary, items of equipment which need to undergo specialist decontamination, the Commissioner will provide instructions to the Provider;
· Made available for maintenance by the Commissioner (maintenance will be managed by the Commissioner only); and
· Only for use in relation to the named individual.

If the Provider identifies a potential requirement for clinical equipment to be provided by the Commissioner or nominated other, then the Provider will inform the Commissioner. The Commissioner and Provider will then discuss and agree the appropriateness of the provision.  

In the event of the individual’s condition changing and the equipment no longer being necessary, the Provider must advise the Commissioner or the community equipment service within 24 hours in order that arrangements can be made for the equipment’s collection

Workforce

[bookmark: _Toc220306067]Staffing levels 

The Provider will:

· [bookmark: OLE_LINK4]As far as possible, employ a workforce who's composition is reflective of the local population;
· Ensure that staffing levels are appropriate to meet individual Service Users needs and align to the Care Plan agreed with the Commissioner; 
· Ensure the cultural and clinical needs of Service Users are met. In line with good practice and where practicably possible, have at least one male and one female member of care staff on duty at all times;
· Ensure clinical staff hold recognised qualifications as specified by the Registering / professional bodies e.g. GMC, NMC, HPC
· Ensure the registration status of staff required to hold a registration e.g. registered nurse or therapist, is current and appropriate for the service provided and that the staff abide by their code of conduct at all times;
· Ensure all non-registered staff practise under the supervision of, and have access to, a registered nurse on a 24-hour basis, 7 days a week, 365/6 days a year;
· Operate a flexible system whereby extra staff can be deployed at times of increased need and cover can be swiftly arranged for staff who are absent;
· Optimise the continuity of staff and minimise use of temporary staff;
· Identify, through a Clinical Assessment, the need to make required changes to meet Service User’s assessed need;
· Systematically assess and monitor workloads against the skills mix/grading of staff to ensure Service Users’ needs are met;
· Use a system that details input hours and staff duties required and keep a record of actual input hours and attendance times.

Where the Provider makes use of agency staff to deliver Personal Interventions or backfill for such care, it is expected that the Provider will arrange this provision directly.  The CCGs will not agree to additional funding above the contracted hourly rate to the Provider should they choose to use agency staff.

[bookmark: _Toc220306068]Recruitment

The Provider will recruit staff in accordance with a recruitment procedure that reflects equal opportunity principles and as far as possible, supports the Provider in running a service where the workforce is reflective of the local population.


The Provider will:
· Comply with any law that prohibits discrimination on grounds of disability, gender, race, colour, ethnic or national origin, age or religion;
· Only employ individuals with appropriate qualifications and experience;
· Conduct an enhanced Disclosure and Barring Service (DBS) check, including a check of the adults DBS barred list, on all staff upon offer of appointment. The Service Provider will then re-check the DBS status of staff every three years thereafter.

The Provider will have a robust system in operation for the verification and checking of staff prior to the offer of appointment. Such verification will include, but not be limited to:

· Checking essential qualifications directly with the awarding body, college of university;
· Checking work history with previous employers to confirm applicant’s identity, identify the reason employment ended and checking the veracity of their references;
· Accounting for gaps in work histories for the previous ten years;
· Checking personal details are correct by reviewing identification documents, such as birth certificate, passport etc.; and
· Checking that potential staff have the appropriate authorisation to work in the UK.  If a work permit or sponsorship is required, the Provider will carry out the procedures required by the Home Office UK Border Agency.

[bookmark: _Toc220306069]Staff training

The Provider will:

· Ensure that all staff receive training to undertake their role including members of the voluntary sector  
· The provider is expected to at a minimum provider training that is commensurate with both Statutory and mandatory training requirements of the NHS. Mandatory training might include: 
· blood transfusion processes
· child protection
· clinical record keeping
· complaints handling
· conflict resolution (managing violence and aggression)
· consent
· display and screen equipment
· dementia awareness
· equality awareness and eliminating bullying and harassment
· incident reporting
· hand hygiene
· hazardous substances
· infection prevention and control
· information governance
· mental capacity and safeguarding adults
· medicines handling and management
· medical devices
· patient slips, trips and falls
· personal protective equipment
· resuscitation
· venous thromboembolism
· raising concerns and whistleblowing
· violence against women, domestic abuse & sexual violence.
· All new employees are required to undertake core health and safety awareness and training. This usually includes:
· awareness of the local health and safety policy
· awareness of the control of substances hazardous to health (COSHH)
· when and how to report injuries, diseases and dangerous occurrences (RIDDOR)
· fire safety awareness training  
· manual handling training
· basic risk assessment training
· annual updates in essential areas of fire safety and manual handling. 

· The provider is expected to undertake a training needs analysis of their workforce and allocate the appropriate level of training to the role and staff grade.
· Clear policies should be in place to ensure that staff maintain and develop their specialist skills and knowledge which should include: 
· Access to specialist rehabilitation journals and textbooks 
· Time allocated for regular training 
· Support to attend conferences and courses within the field of special expertise. 
· Many specialised units play an important role in research and development of the much needed evidence base for effective rehabilitation interventions. In some cases this will be through formal academic links, in others as part of NHS R&D activity. Involvement in clinical research will be recognised as an integral part of the service 
[bookmark: _Toc220306070][bookmark: _Toc220306071]Responsibilities of staff

General 
All staff will conduct themselves in a manner which supports the principles and approach outlined in section XXX of this document in supporting the rights and dignity of the Service User. 

The Provider will ensure that all staff fully understand and adhere to their responsibilities in ensuring Service User needs are appropriately met.

The Provider will have in place systems to ensure that any changes in Service User needs are promptly identified and Care Plans revised accordingly. 

The Provider will monitor Service User’s health/social care needs irrespective of whether they are in scope of the service being provided. The Provider will notify the GP and/or Commissioner (as appropriate) of any Service User’s health/social care needs that they identify as not being met (through the Provider’s service or otherwise).

Care staff involved in nursing care must also have the necessary skills, knowledge and experience to carry out delegated care responsibilities in relation to common nursing needs within the Service User population, e.g. recognition of any signs of tissue damage, prevention strategies and understanding of NICE Guidelines.

The provider will have in place a policy that ensures that staff will not;
· Solicit or accept any gratuity, tip, or any form of money taking or reward, collection or charge for the provision of any part of the services other than the payment as agreed under the contract
· Accept any monetary gift, or gift over the value of £5.  All gifts will be reported to the provider for approval.  The provider will report any concerns regarding the acceptance of gifts to the CCG.
· Become involved with the making of the service user’s will or with soliciting any form or bequest or legacy
· Agree to act as a witness or executor of the service user’s will
· Become involved with any other form of legal document, except in circumstances agreed with by the Commissioner
· Offer or give advice to the service user with respect to investments or personal financial matters


[bookmark: _Toc220306072]Registered nurses 
All clinical staff should be aware of and guided by their professional responsibilities to those they care for, as set out in their relevant code of conduct and by the registering authority.

The Provider will ensure that the clinical staff within their employment understand their responsibility to:
· Assess clinical needs on an ongoing basis;
· Plan care provision to meet the assessed need;
· Monitor Care Plans to ensure they meet Service User’s needs, are sufficiently detailed and are reviewed and revised on a monthly basis (at a minimum) or when a change in need is identified;
· Implement the nursing care either directly or indirectly with an appropriate level of supervision;
· Ensure that care staff, such as health care assistants, are alerted to changes in Care Plans in order that Service User needs are appropriately met; and
· Ensure timely referrals are made to other health professionals such as the General Practitioner (GP) or specialist nurse/therapist. This responsibility will also include: 
· Ensuring referrals are to NHS health professionals where possible, unless expressly agreed with the Commissioner;
· Following up or escalating concerns to a senior clinician, in a timeframe guided by Service User need, when a referral has not been accepted or actioned;
· Clearly documenting communications with health colleagues when circumstances arise in which Service User’s needs are at-risk of being unmet; and 
· Alerting the Commissioner in instances when escalation requests do not succeed and the Service User is placed at increased risk. 

3.4	Any acceptance and exclusion criteria and thresholds

Acceptance.

· Any individual is 18 or over and is registered with a Birmingham and Solihull CCG GP
· Have been referred to the ABI clinical lead in the CCG who has reviewed the case and accepts the need for on-going rehabilitation. 
.

Exclusions
· Individuals where there is no potential for further improvement in function
· Children or young people under the age of 18 

3.5	Interdependence with other services/providers

· Birmingham City Council
· Solihull MBC social care
· NHS Continuing Healthcare
· Local acute providers
· Local community providers
· NHSE specialised services
· Primary care included GP at Hand
· MLCSU
· NHS 111


	4.	Applicable Service Standards

	
4.1	Applicable national standards (eg NICE)

NHSE Commissioning for Rehabilitation
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4.2	Applicable standards set out in Guidance and/or issued by a competent body (eg Royal Colleges)

· Specialised Neurorehabilitation Service Standards 7 30 4 2015-forweb.doc Updated
30.4.2015.

4.3	Applicable local standards

Governance, Audit and Research

Providers of specialist neurorehabilitation should have an active audit programme and be able to demonstrate that they are working towards the implementation of the Quality Requirements in the NSF for Long Term Conditions.

Effective interdisciplinary working should be in place including:

•	multi-disciplinary notes
•	combined goal setting, combined objectives and combined evaluation process
•	regular opportunities for multi-disciplinary training

In addition to reporting data on process, complexity and outcomes to the UKROC dataset, providers should record and audit

•	lengths of stay and discharge destination
•	evaluation of client-centred goals achieved or goal attainment scaling
•	numbers of staff and ratio of senior staff
•	multi-disciplinary training undertaken
•	how users and carers are involved
•	information provided to patients and carers
•	adverse and near miss incidents and complaints
•	at least one validated standardised outcome measure appropriate to the client group managed

Following each discharge an interdisciplinary team case review should be conducted to look at positive and negative lessons learned from aspects of the person’s care and achievement of goals.

All staff should be subject to annual performance appraisal and a policy should be in place to govern this.

The unit should undertake a periodical assessment of progress against pre-agreed goals for its engagement with patients and family/carers, and report this through the UKROC database)
There should be an independent audit of individual providers’ performance on PPE matters



	5.	Applicable quality requirements and CQUIN goals

	
5.1 Applicable Quality Requirements (See Schedule 4A-C)

5.2 Applicable CQUIN goals (See Schedule 4D)



	6.	Location of Provider Premises

	
The Provider’s Premises are located at:


	7.	Individual Service User Placement
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SCHEDULE 6 – CONTRACT MANAGEMENT, REPORTING AND INFORMATION REQUIREMENTS

A. [bookmark: _Toc343591418]Reporting Requirements

	
	Reporting Period

	Format of Report
	Timing and Method for delivery of Report
	Application

	1. Fortnightly update form for Level 2B patients
	Fortnight
	Key report fields:

[image: ]
	Every fortnight following admission to CERU
	A
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REHABILITATION
MODEL

Effective rehabilitation takes a holistic and individualised
approach. This is because two people with the same diagnosis
may have very different abiliies and needs because of a complex
interaction between their health conditions, the environments
they live in, their values and beliefs, and their aspirations and
motivations. The interaction between an individual’s mental

and physical health is also key, with one having the potential to
significantly affect the other 7

A “biopsychosocial model” has been developed by the World
Health Organisation® to capture the complexity of this approach.
The Intemnational Classification of Functioning Disabilty and
Health (WHO ICF) provides a way of describing and classifying
the continuum of human functioning. It should be applied to the
clinical approach as a framework for analysing and classifying
needs, planning holistic care and monitoring progress and
outcomes. For a diagrammatical representation of the WHO ICF,
dlick here.

Karrholm et al’* describes multi-professional, coordinated
rehabilitation intervention as essential because it gets people back
to work sooner and gives them improved physical, social and
emotional functioning and wellbeing, resuting in the creation of
“healthy time”

The model on the next page has been developed to demonstrate
the different stages of the rehabilitation pathway. It s a complex
model and should be interpreted flexibly according to the needs
of the local population and the rehabilitation pathway of each
patient:
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> an individual may reach their potential within phase 1,
requiring a complex package of care to support them to
live their life as independently as possible. This person may
require occasional support from a specialist team to enable
appropriate long-term management of their condition

> an individual may reach their potential within phase 3.
They may require support to manage their condition and
health needs; they may need to re-access specialst support
at intervals to help them maintain their independence and
function throughout their life course

> an individual within phase 3 may have a progressive long-
term condition. The complexity of their needs may mean they
require ongoing review from a medical specialst with regular
intensive bouts of specialist therapy intervention

» depending on their need, an individual may be able to manage
without extra support from outside their family circle, but
access resources from phases 4, 5 or 6 to maintain their
physical and mental health and fitness

Transition between the phases and exiting and re-entering
different phases can be critical times for the patient and
their families. Good networks and communications between
the different teams are therefore essential and need to be
dependable and consistent.

Itis not possible to include specific quidance on which body
funds which section or phase of rehabilitation in this model
because it depends on the patient’s health condition and their
particular needs. However, in general

> phase 1 will be mostly funded through national
commissioning (NHS England)

> phase 2 is likely to be either nationally or locally funded (NHS
England or CCG's and local Authorities)

> phase 3is most liely to be locally funded
phase 4 could be locally or privately funded (by the individual)

> phases 5 and 6 could be privately, voluntary or charitably
funded (grants for charities, voluntary groups and services that
the public sector does not fund)

v
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Fortnightly update form for Level 2B patients   New information in red    

Patient  details  NHS number   

 DOB   

CCG and  Provider  CCG   

Treating unit   

Current tariff   

Diagnosis  Acute ischaemic infarct  

Admission  date   

Number of  days on ward   since  admission   ( deduct   any  days off - site)   

Estimated  discharge  date   

Brief  summary of  medical  condition   

Current goals and progress  

Most recent   Northwick  Park Nursing  Dependency  Score             

Most recent  Northwick  Park  Therapist  Dependency  hours   

Brief  summary of  progress  since  admission   

Principal  current goals   

Predicted  issues with  resettlement  (if any)   

Form  completed by  Name   

Position   

Date of  completion   

 


