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	1.  Purpose



	1.1 Aims
The main aims of the service are : 

· To reduce inappropriate admissions to hospital through pro-active case management
· To aid the development of knowledge and skills of care home staff around appropriate use of Primary Care (including Telemedicine) and other initiatives.

· To implement and review personalised, holistic assessments and Care Plans in order to ensure robust and timely intervention where necessary

· To ensure that patients in a care setting will have access to quality holistic care and chronic disease management as those patients who are able to attend surgery 
· To increase the number of completed Advanced Care Planning documents within the care home setting, to reduce the number of inappropriate deaths outside of their preferred place of care and death.
1.2 Evidence Base

Patients in Care Homes may be associated with a higher GP workload than others of a similar age and sex. As patients develop multiple long term conditions, their care becomes disproportionately complex and can be difficult for them and the health and social care system to manage. Because of their vulnerability, simple problems can make their condition deteriorate rapidly, putting them at high risk of unplanned hospital admissions.  This situation is not likely to improve in view of the aging demographics and the increasing numbers of patients with multiple long term and complex conditions needing on-going primary care support.  

The Framework for Enhancing Health Care in Homes (September 2016) recommends that CCG’s:

· Support the provision of high-quality care within care homes

· Ensure that, wherever possible, individuals who require support to live independently have access to the right care and the right health services in the place of their choosing; and

· Ensure that we make the best use of resources by reducing unnecessary conveyances to hospitals, hospital admissions and bed days whilst ensuring the best care for residents.

1.3 General Overview

The Hyndburn Care Home Liaison Nursing Team will work in a care setting to provide improved health outcomes to patients alongside education around appropriate use of Primary Care, resulting in a reduction in unnecessary hospital admissions.

1.4 Objectives

The service will deliver the following:-

· Provide a point of contact for Care Homes

· Improve the quality of care provided in Care Homes, involving carers and family in the planning and delivery of care

· Undertake holistic assessment and promote Advanced Care Planning in care homes across Hyndburn, where possible
1.5 Expected Outcomes / Metrics
Monitored through practice audit:

· Reduction in Urgent Care and A&E Attendances from patients in care homes covered by the project

· Reduction in Emergency Hospital Admissions from patients in care homes covered by the project
· Reduction in GP visits to the care homes covered by the project

· Increase in the number of completed Advanced Care Planning  Documentation within care homes covered by the project (via ePaCCs)
· Increase in the number of patients within a care home who have had a holistic assessment within the last 18 months

Monitoring will take place on a quarterly basis with an interim 6 and full 12 month review.


	2. Scope

	2.1 Service Description

· Deliver a high standard of patient care as Care Home Liaison Nurses.
· Management of a clinical caseload, dealing with patients’ needs in a Care Home setting

· Providing advanced nursing care and case management to patients with multiple complex long term conditions

· Undertake holistic assessments to initiate interventions to improve quality of life in the Care Home setting

· Undertake proactive case management to improve quality of life in the Care Home setting

· Reducing fragmentation of care

· Providing support to the Care Home team and ensuring the highest standards of care are provided for the patients

· Providing a point of contact for Care Home staff

· Working with commissioners and providers to reduce emergency admissions

· Working collaboratively with the Medicines Management Service working in Care Homes throughout the  locality

2.2 Accessibility/acceptability

The model will expect the providers to actively support and deliver equity of access through flexible working practice, and provision across the services.  

2.3 Diversity and Equality

The service will continue to respect patients’ rights and diversity, and to promote action to reduce inequalities in people’s health and experiences of healthcare. The service will interpret and implement standards in ways which challenge discrimination promote equity of access and quality of services, reduce inequalities in health and which respect and protect human rights. These standards will ensure that patients referred into this service are treated with dignity and respect at every stage of their care and treatment, and where relevant, take action where dignity and respect have been compromised.

2.4 Whole System Relationships

Effective management of patients means that patients will be seen in the right place, at the right time, by appropriately trained staff.  
2.5 Interdependencies 

· Patients and their Carers

· Care Homes

· GP Practices – Hyndburn Locality 
· East Lancashire Hospitals Trust 
· Lancashire Care Foundation Trust

· Social Care / Lancashire County Council
· Third Sector Organisations
· NHS East Lancashire (Commissioner)


	3.  Service Delivery



	3.1 Service  model

Service Description (see section 2.1)

3.2 Staff Skills & Competencies

The service will be provided by a team of registered healthcare professionals, with appropriate experience and qualifications.  The onus is on providers to ensure that all staff have had the necessary pre-employment checks (including DRB, qualifications, training, experience and references etc).  Providers are responsible for the measurement and evaluation of all work of advanced and autonomous practitioners – through the use of evidence based projects, research, governance, audit and outcome measure to influence change and development in service provision.
Providers are also responsible for ensuring that the healthcare professionals are supported and complemented by appropriately competent support staff

3.3 CPD

All clinical staff will have regular training and professional development and annual appraisal to ensure that all staff are familiar with current best practice.  All clinical staff will be clinically supervised and training needs identified in line with the Knowledge and Skills framework or equivalent.    All staff will be expected to deliver in-service training and education, based on latest clinical evidence, relevant to their clinical role.

3.4 Governance

It is expected that all staff will work within the Governance arrangements of their organisation, and will be actively engaged in clinical governance to ensure probity around clinical leadership, clinical and cost effectiveness, health and safety, risk analysis and mitigation of risk, corporate governance, and evidence based practice.  

NICE guidance and other national clinical priorities (where appropriate to service) will be adhered to, as agreed with commissioners.
3.5 Professional Leadership

Providers are responsible for the contracts of employment of all staff in their services.  All staff will be expected to work within the full range of policies and procedures designated by the relevant Practice.  Professional leadership will be assured by the relevant Practice.  This will include recruitment, skill mix, training and development, appraisal, assurance of professional standards and competence, and review of individual professional practice.
3.6 Standards

The delivery of the commissioned services is underpinned by clinical and performance standards.

The provider shall adhere to the relevant standard operating procedures including those covering professional core standards, consent, complaints and record keeping, equality and diversity, risk assessment, etc. The delivery of the commissioned service is underpinned by the appropriate standards and the service will be required to maintain quality standards as detailed below:-

· Professional Code of Conduct

· Health Professional Council Standards

· NSF’s and NICE guidelines ( as agreed and appropriate to the service)

· Local guidelines / standards based on Evidence Based Practice 

·   Patient Safety standards as appropriate to the service

·   Healthcare Commission Standards for Better Health

·   Appropriately graded, qualified and supervised staff available 

·  Correct skill-mix for the expected workload to maximise efficiency and cost effectiveness  Appropriate balance of new assessments to follow-up treatments 

These standards will be reviewed annually as a minimum or as directed by or NHS regulation to ensure compliance with best practice.   This will be undertaken as part of the service review between the provider and commissioner 

3.7 Patient Experience

This will be measured qualitatively through satisfaction surveys or postal questionnaires.  


	

	4.  Referral, Access and Acceptance Criteria


	4.1 Geographic coverage/boundaries

The service is commissioned for adults in Care Homes in the Hyndburn Locality.
4.2 Location(s) of Service Delivery

Location of Service Delivery:  Hyndburn Care Homes
4.3 Days/Hours of operation 

Currently services operate 5 days a week Monday – Friday within the hours of 8 am to 6.30 pm.   It is envisaged that the operational hours of the service may need to be reviewed to anticipate trends/patterns in demand.
4.4 Referral criteria & sources

· Patients living in care homes in Hyndburn
· Referrals from Primary Care in Hyndburn, residents or their relatives or staff within the homes
4.5 Exclusions

· Patients not in a Hyndburn care home
· Patients requiring urgent care services (who may be referred on to the pathway after emergency intervention)

4.6  Referral route

As noted in 2.1 and 4.4.
 

	5.  Self-Care and Patient and Carer Information



	Self care and staff led care are an integral part of patient management plans with advice and guidance being given tailored to individual patient needs. Leaflets are provided relevant to the care and management and contact details are always provided to ensure access for advice should the patient or carer require it after their appointment. 



	6.  Quality and Performance Standards 



	Quality Performance Indicator

Threshold

Method of measurement

Consequence of breach

Report Due

Via Quality Framework


	7.  Activity 



	Activity Performance Indicators
	Threshold
	Method of measurement
	Consequence of breach
	Report Due

	Number of urgent care and A&E attendances from patients in care and residential homes
	No increase
	SUS reporting
	       Scrutiny
	Quarterly

	Number of emergency hospital admissions from patients in care and residential homes
	No increase
	SUS reporting
	Scrutiny
	Quarterly

	Number of GP visits to the care and residential homes
	No increase
	GP audit
	Scrutiny
	Quarterly

	Number of completed ePACCS documents within care and residential homes
	Increase
	GP audit
	Scrutiny
	Quarterly

	Number of patients within a care home who have had a holistic assessment within the last 18 months


	Increase
	GP audit
	Scrutiny
	Quarterly

	

	8.  Continual Service Improvement Plan



	The commissioner and the provider wish to encourage the continuous improvement of the service.   All parties shall agree a service review programme to identify, timetable, resource and allocate responsibility for service improvement and the introduction of new systems/procedures/policies that will benefit patients and increase efficiency.  


	9.  Prices, Costs and Payment Arrangements



	

	9.1 Price

Basis of Contract

Unit of Measurement

Price

NHS BwD

Price

NHS EL

Expected Annual Contract Value

N/A

N/A
N/A
tbc
£86,000


	



