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	1.	Population Needs

	
1.1 NATIONAL/LOCAL CONTEXT AND EVIDENCE BASE
 
‘NHS Continuing Healthcare’ (NHS CHC) means a package of ongoing care that is arranged and funded solely by the NHS where the individual has been assessed and found to have a ‘primary health need’ as set out in the National framework for NHS Continuing Healthcare and NHS-Funded Nursing Care (2018). Such care is provided to an individual aged 18 or over, to meet needs that have arisen as a result of disability, accident or illness. 

The care may be provided in a hospital, care home with nursing care registration or the individual’s own home.  Whatever the setting for the care, the NHS meets the full cost of the assessed health and personal care needed and this is provided free of charge to the individual.

This specification is for complex care nursing home placements fully funded by the NHS for Individuals with very high-level nursing needs, who meet the criteria for NHS Continuing Healthcare funding, for whom the Birmingham and Solihull (BSol) Clinical Commissioning Groups (CCG) are the responsible commissioners.

Service Users aged 18 years and over placed using this specification will have complex health care needs relating to:
· Physical Disability 
· Mental Health 
· Learning Disabilities 

The BSol Complex Care Nursing Home Provision for NHS CHC will enable people to:
· remain in the nursing home setting for on-going care provision if the nursing home is appropriate to their needs
· be admitted from hospital or from a community environment at the earliest opportunity into a more appropriate care setting to address their needs

The specification outlines the services required to meet the care needs and clinical outcomes of Service Users in these care groups and is complimentary to the National Minimum Standards (2003) and subsequent revisions thereof, in accordance with the Care Standards Act 2000.



	2.	Outcomes

	
2.1 NHS OUTCOMES FRAMEWORK AND INDICATORS

The following domains in Table 1 are deemed to be applicable to this specification:

Table 1: NHS Domains
	Domain 1
	Preventing people from dying prematurely
	


	Domain 2
	Enhancing quality of life for people with long-term conditions in accordance with person centered care plans, including any end of life plans
	


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


	Domain 4
	Ensuring people have a positive experience of care, including End of Life Care
	


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



2.2 LOCAL DEFINED OUTCOMES

The key service outcomes below are based on the NHS Outcomes Framework (2016) and Adult Social Care Framework (2016)
· People with care and support needs have an enhanced quality of life
· People have a positive experience of care and support
· People are helped to recover from episodes of ill-health or following injury
· People are treated and care for in safe environments and protected from avoidable harm
· People are treated to minimise pain, discomfort and anxiety, whilst maximising quality of life
· Health related quality of life for people with long term conditions
· Enhancing quality of life for people with mental illness
· Enhancing quality of life for people with dementia
· Reducing time spent in hospital by people with long term conditions
· Proportion of people feeling supported to manage their condition
· Patient safety incidents reported
· Proportion of people who use services to have control over their daily life

The Provider will support the needs and required outcomes detailed in this specification and will carry out a baseline assessment prior to admission and a more detailed personalised assessment of the Individual’s needs on admission. These will be monitored and reviewed by the Provider as appropriate.  The Provider will utilise the skills of other health and social care professional to ensure the needs are fully understood and that this is recognised within the care planning process. This may include GP, Dieticians and Clinical Nurse Specialists.
The overriding outcome to be achieved is to maximise choice for patients, their families and carers in their preferred place of care. The implementation of this service specification should also enhance delivery of quality and equality; whereby the provider will be required to work with BSOL CCG to ensure that the service achieves the following outcomes and measures of success for the CCGs and healthcare system by contributing to:

Service and System Outcomes
· Equity of access
· Robust risk management systems
· Integrated pathway development
· Improved co-ordination of community services
· Robust quality assurance system

Clinical Outcomes
· Effectiveness
· Safety
· Reduction in  unnecessary hospital admissions
· Reduced length of stay in acute units
· Improved end of life care
· Reduction in hospital deaths 
· Reduction in health inequalities 

Service users and Carer Outcomes - More specifically for patients and carers
· Empowerment of the Individual
· Improvement in quality of life

All patients approaching End of Life:
· Have their physical, emotional, social and spiritual needs and preferences met
· Able to exercise choice in preferred place of care and place of death
· Assessed by a competent professional
· Have an individualised care plan
· Have their needs, preferences and care plan reviewed as their conditions change 
· Know that systems are in place to ensure that information about their needs and preferences can be accessed by all relevant health and social care staff
· Have access to bereavement support
· Are treated with respect and dignity at all times
· All the services person needs are effectively co-ordinated across the systems;
· The quality and effectiveness of care can be robustly measured 

Staff Outcomes
· Robust initial training and education programme
· Continuing professional development
· Leadership
· Good retention rates

Economic Outcomes
· Cost effective service
· Good resource use
· Capacity and demand planning
· Value for money


	3.	Scope

	3.1 GENERAL OVERVIEW

The key aspects of this specification over and above usual CHC commissioned nursing home care are:

· Care Homes accepted onto the Framework will be the preferred providers for the CCG across the Footprint. These homes will be approached prior to any other provider being considered
· Staffing of the nursing home will reflect the increased price per bed; the expectation being that a higher care staff to resident ratio will minimise the use of enhanced supervision and restrictive 1:1 care
· Daily access to activities via a dedicated Activity Staff Member and therapeutic interventions to maximise the residents quality of life
· A transparent level of tiered care costs will apply, reflecting the varying complexity of individuals eligible for NHS CHC 
· The opportunity to provide new models of care maximising quality of life for residents
· The nursing home will have access to wider training opportunities at no additional cost ensuring staff are able to provide evidence-based care
· Access to all of the additional support being planned as part of Enhanced Care in Care Homes work
· Additional support from CCG staff to address any concerns or issues 

3.2 SERVICE DESCRIPTION

NHS Continuing Health Care (NHS CHC) applies to a package of care that is arranged and funded solely by the NHS for people aged 18 years and older, assessed as meeting the nationally determined NHS Continuing Healthcare criteria and who need support with mental health, physical disability or learning disability needs.    Ongoing eligibility will be subject to regular review and assessment by the NHS Continuing Healthcare team.  Patients who meet NHS CHC  criteria have a ‘primary health need’ and typically have care needs that are complex, intense and unpredictable and therefore require high quality care delivered by well trained staff who can provide a flexible and reliable service, where interventions and are tailored to meet individual need.  

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 
(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. This includes specialist services for people with dementia, mental health problems, sensory impairment, physical disabilities and other routine and specialist commissioned services

The Service will include the following facilities: use of bedroom, dayrooms, gardens, grounds, lighting, heating, laundry and all necessary personal and nursing care. 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.
3.3 ACCESSABILITY/ACCEPTABILITY

The Provider will have effective mechanisms for obtaining feedback on the quality of the service provided and service developments, which may be required.

Referrals will only be made with authorisation of the BSol CCG Continuing Healthcare Teams  
The Commissioner will be responsible for undertaking the assessment of need, identifying the level of complexity and associated cost. Developing and coordinating the individual’s care plan, for monitoring progress and for staying in regular contact with everyone involved.
The CCG’s Commissioning practice is that shared rooms are not usually purchased.
3.4 Whole system relationships

The Services are part of a wider integrated adult health and social care services. The provider and CCGs will work in partnership with GPs, primary healthcare teams, acute providers, community healthcare practitioners, Local Authorities, community mental health team, NHS 111, the voluntary and community sector and independent providers.

Contact with relevant services will vary according to the needs identified in each service user’s specific case. The provider shall co-ordinate all relevant services such as medical, specialist nursing, social services, chiropody, primary care services and ensure relevant and accurate communication is maintained.

3.5 INTER-DEPENDENCIES

Contact with relevant services will vary according to the needs identified in each Individual’s specific case. However, it is vital that the Provider co-ordinates all relevant services and ensures good communication is maintained and works within the data protection policy of the CCG. It is vitally important to ensure that the Service is integrated into the End of Life care pathways adopted by the CCG.

The Provider will ensure that Individuals have access to the full range of primary healthcare services, e.g. GP, Dentistry, Podiatry, Optician, Nutrition, Chiropody, specialist nursing services including tissue viability, etc.

The provider shall ensure that individual referrals to primary and community care are made in a timely manner and are followed up when a referral is not accepted/ actioned. Any specific concerns should be raised with the Commissioner.

The Provider shall advise the Commissioner at any point that it appears that an individual may require an advocacy service, or an Independent Mental Capacity Advocate and shall provide all reasonable assistance and cooperation to the advocacy service or Independent Mental Capacity Advocate appointed in respect of any individual including access to all information held in regard of that individual and access to that  individual at all times.
3.6 RELEVANT NETWORKS AND SCREENING PROGRAMMES

The Provider will co-operate with relevant networks and programmes, for example, but not limited to:
· End of Life Care 
· Dementia Care
· Quality Improvement 
3.7 AIMS AND OBJECTIVES

The Provider shall comply with the following key objectives of the service:
· To predominantly provide those people who are eligible for NHS Continuing Healthcare with an appropriate level of care and accommodation to ensure that their health care needs are met;
· Prioritise the health, safety, quality of life and preferences of the service user and ensures these are central to care provision;
· To ensure people are assessed by suitably qualified and suitably trained professionals prior to acceptance for admission, ensuring that the service offered by the provider can meet the needs of the person on admission;
· For individuals to be treated with respect and their right to privacy is upheld;
· To provide the individual with a lifestyle that matches their expectations and preferences, as far as possible, and satisfies their social, cultural, religious and recreational needs;
· To ensure individuals are able to maintain contact with family/friends representatives and the local community as they wish;
· That individuals are helped to exercise choice and control over their lives, recognising mental capacity;
· Where appropriate, to help individuals maximise their independence in order for them to be able to return home if possible;
· To ensure that individuals are provided with appropriate equipment;
· To ensure that individuals receive a balanced diet, which meets individual and cultural preferences at times convenient to them, provide a simple nutritional screening assessment of those at nutritional risk;
· To ensure that individuals and their relatives have access to the process of making a complaint, either orally, in gesture or in writing;
· To make sure that an individual’s legal rights are protected, and they have access to an advocate or other representative if required;
· To ensure that service users are protected from abuse and all safeguarding issues are acted upon promptly and within statutory processes and jointly with agencies if necessary;
· To ensure that individuals live in a safe, well maintained environment and all Infection Control and other Health and Safety Guidance and legislation is adhered to, this includes the safe use of equipment;
· To ensure that individuals are supported and protected by the Homes Recruitment Policy and practices and supported by the right staff, with the right skill mix, experience and knowledge;
· To ensure all documents, including referral forms, assessment and care plans, advance care directives to be completed fully and kept up to date to ensure effective communications between service users and staff & staff to staff; 
· To ensure staff are supported to develop knowledge, skills and attitudes that are appropriate for delivering high quality care.  Staff to take responsibility for and recognise the importance of, their continuing professional development.
3.8 CARE TIERS
Within each care group, Commissioners will make Service User placement decisions based on care need. To support this, and to minimise the need for negotiation of each placement, Service Users will be placed using Care Tiers.  The Care Tiers available for placements are detailed in Appendix 3 

There are Five Care Tiers;
· Standard
· Enhanced
· Complex
· Complex Plus
· Super Complex

The Care Tiers will be shown in the Individual Placement Correspondence; the Commissioner, will indicate the appropriate tier at the time of placement. Patients will be placed on the appropriate Care Tier, with clear demonstration of the additional needs identified by Commissioners and will be directly related to the care time required to undertake the tasks involved in the agreed IPA.

Note: Each Care Tier introduces additional indicative needs; the higher Care Tiers assume that indicative needs at the lower Care Tiers may also be present for the Service User. 

3.9 DELIVERABLES

3.9.1 REFERRAL, ACCESS AND ACCEPTANCE CRITERIA

3.9.1.1 Days/Hours of operation 

The service will be provided seven (7) days a week, fifty two (52) weeks a year, including bank holidays, up to twenty four (24) hours per day.  “Guaranteed Delivery” is the obligation of the Provider to deliver the actual hours agreed for each care package approved by the Commissioner in accordance with the requirements of the Agreement and at the times required specified in the Referral such Service provision being consistent and sustained during holiday periods such as Christmas and New Year.
3.9.1.2.    Referral criteria & sources

This agreement is for placements fully funded by the NHS, for adults with CHC complex nursing care needs, who meet the criteria for NHS Continuing Healthcare funding. Individuals placed using this specification will have health needs relating to;
· Physical Disability (including over and under 65 years) 
· Mental Health (including over and under 65 years)  
· Learning Disability (including over and under 65 years)

3.9.1.3. Admission of individuals into care home with nursing

Referrals will be made with authorisation from the CCG Continuing Healthcare Team.  
3.9.1.4. [bookmark: _Toc216092927][bookmark: _Toc220306026][bookmark: _Toc202060570]Transfer of individuals to Provider care
 
Individuals may be entering CHC from a range of locations, e.g. Acute hospital environment, Service User’s own home or other Providers. Alternatively, the individual may be an existing resident of a home and require an increased/decreased level of nursing care.

Individuals will be transferred into the care of the Provider with relevant clinical assessment documentation including, but not limited to:

· Multi-disciplinary Healthcare Assessment, including therapy reports	
· Any clinical discharge notes or summaries;
· Care Plans and care transfer form; and
· All other documentation which will assist the Provider in caring for the individual.

3.9.1.5. Response time & detail and prioritisation

Before admission to the Provider, the Commissioner will provide the Provider with copies of clinical assessment and legal documentation as required. 
The Provider will meet and assess potential residents to determine whether they can meet individual’s needs as detailed in the care plan. This assessment will occur within two working days of the Commissioner’s request for assessment. 
The outcome of the Provider’s assessment will be reported back to the Commissioner as soon as is reasonably practicable. This assessment will detail any additional care/equipment required which is not covered by this specification and therefore the identified care level fee. Additional care/equipment will only be required in exceptional circumstances and will be agreed with the Commissioner prior to placement, and where agreed by the Commissioner will be charged at cost.
If the Provider assesses that they can meet the individual’s needs then the Commissioner will confirm the admission arrangements with the Provider. 
If, in exceptional circumstances, the Provider assesses that they cannot meet the individual’s needs, the Provider must clearly to identify to the Commissioner why they are unable to meet the needs to help prevent incorrect future placement requests.

3.9.1.6. [bookmark: _Toc202060572][bookmark: _Toc216092928][bookmark: _Toc220306027]Activity upon admission 

Upon admission the Provider will:

· Develop a preliminary Care Plan (including risk assessment) for, and in conjunction with, the individual, including identification and integration of rehab and re-enablement potential. This will be made available to the Commissioner within 48 hours of a request being made. A copy of the Care Plan (and any subsequent iteration) should also be shared with the individual. Care Plans must be holistic, address preventative care such as health promotion and include the meaningful occupation activities the individual will engage in. The Care Plan will identify, in detail, the care required. 

The Care Plan will indicate the:

· Named Registered Nurse or, where appropriate, the Key Worker,  responsible for writing the Care Plan and supervising care delivery;
· Named staff responsible for the delivery of care;
· Frequency of interventions; and
· Date when the Care Plan will next be reviewed/evaluated.

Medical Contents:
· Include the residents diagnosis summary and relevant medical history
· Record the residents medication and administration details for medication, including dosage and frequency
· Include clear instruction on medication management
· Are informed by discharge documents and mobilisation plans (eg. Transport, equipment, continence) and existing medicines administration records (MAR)

Person-centred contents:

· Record the residents needs and the corresponding provider requirements to meet those needs
· Record the resident’s preferences
· Include a description of the resident’s personal outcomes 
· Include any relevant deprivation of liberty (DoL) statement or mental capacity statement

Risk Assessment:
The Care Plan includes a Risk Assessment record of risks to care workers, the service user and other persons associated with the care provision.  Risks may include (but are not limited to):
· Risks from the care environment
· Safeguarding risks
· Risks related to service user behaviour
· Risks assessments for nutrition (MUST), pressure sores, falls etc

The Risk Assessment record also includes any specific arrangements for managing and mitigating risks.
End of Life Care (ELC):
The Care Plan includes ACPs and Do Not Attempt Cardiopulmonary Resuscitation (DNACPRs)/Advance Decision to Refuse Treatment (ADRTs) where applicable.
Additionally on admission to the care home:
· Welcome the individual to the home and ensure the Service User is safely and comfortably oriented into the new environment, e.g. notified of how to obtain assistance if required through emergency buzzers, call systems etc.

· Answer any queries raised by the individual and their representative(s).

· Notify the individual of their nominated named Registered Nurse or Key worker.

· Provide the individual and their representative(s) with a Service User Guide and a copy of the Provider’s Statement of Purpose, which will include the complaints procedure.

3.9.2. Risk Management 

The Provider will:

· Establish systems and procedures of clinical governance and risk management to promote continuous improvement in the quality of nursing care services and to safeguard high standards of care by creating an environment in which clinical care will continually develop, working with the Commissioner where appropriate; 
· Maintain on an ongoing basis a nursing care record, which details, in English, all the nursing care provided to an individual to confirm that the Care Plan has been implemented.  This record must be standardised and include, but not be limited to:
·  The date and time care was provided;
·  The type and frequency of care provided;
·  Observations which may be relevant to nursing need;
·  Action to be taken and the name of the person responsible; and
·  The signatures of the staff members providing the care.
· Ensure that a signatory register is maintained which includes the names and signatures of all staff involved in the provision of nursing and social care.
· Ensure that a named registered nurse is identified for each individual, regardless of their level of nursing care needs, who will have nursing care management responsibility.  The registered nurse will maintain direct contact with individuals as well as overseeing the care delivered by staff.
· Ensure that each residents risk assessment is regularly reviewed and updated to reflect any changes
· Maintain a program me of clinical audit that informs improved practice
· Participate with the CCG Quality Teams in a quality improvement programme in relation to improving healthcare in care homes

3.9.2.1 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). 

3.9.2.2. [bookmark: _Toc220306042]Protection of Service Users

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.
[bookmark: _Toc220306033]
3.9.2.3. 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.

3.9.2.4. [bookmark: _Toc220306034]Tissue viability/Pressure Care

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.

3.9.2.5. 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

3.9.2.6. 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.
3.9.2.7. 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.
3.9.2.8. [bookmark: _Toc220306036][bookmark: OLE_LINK1]Clinical and care programme reviews

The individual, their representative(s), the Commissioner or the Provider may request a review of the Service, or the individual’s care needs at any time. 

Commissioners will be given access to complete commissioning reviews on funded individuals, without prior arrangement, to provide assurance to the CCGs Governing Body

If there is a significant change in the person’s needs (increased or decreased) or if the requirements of the existing Care Plan are not being met, the Provider will notify the Commissioner as soon as is reasonably practicable.

The review should be held by the Provider, in conjunction with the Commissioner where required, within 14 days of the request being made. Any amendment(s) should be discussed with the Commissioner.

The Commissioner will ensure individuals are reviewed for their ongoing eligibility for Continuing Healthcare (under the DoH National Framework for Continuing Healthcare[footnoteRef:3]) three months after admission and at a minimum, annually thereafter.  Individuals will be asked if they want their representative(s) to attend the assessment and outcome discussion.   [3:  http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_076288] 


If, as a result of the review the individual no longer meets the eligibility criteria for Continuing Healthcare the individual may be referred to the appropriate Local Authority.  Local Authority funding is subject to a financial assessment of the Service User. It should be noted that Local Authorities may not be prepared to accept the Continuing Healthcare contract price.
  

3.9.3. [bookmark: _Toc220306037]Equipment 

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. 

3.9.3.2. [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/Home Loans within 24 hours in order that arrangements can be made for the equipment’s collection


3.10. Individual Management

3.10.1 Behaviour that Challenges 

Where an individua presents with Behaviour that challenge, this must be considered in the context of the environment in which it occurs, the way the Service is organised and the needs of the person.

The Provider must have a policy to positively engage and support individuals who show behavioural needs. This policy will take account of all relevant legislation and guidance and good practice.  

Continuing behaviour of a disruptive nature will require a consistent response by staff. The Provider must be aware of, and have plans for, known behaviour that challenges in the persons Care Plan. 

It is not acceptable to use any form of restraint, verbal abuse or isolation as punishment for challenging behaviour. 

The Provider shall take all reasonable endeavours to mitigate an individual being given notice to leave the home. The Provider will work with the Commissioner to take steps to resolve issues as and when they arise. A requirement to leave the home will only occur if all other demonstrable efforts to resolve issues have been unsuccessful.
 
3.10.2 Enhanced Observations

3.10.2.1 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. [bookmark: _GoBack]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
j. 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  .  
3.10.3 Physical Intervention

Where the Service to be provided is to an individual who can present profound behaviour needs which poses risks to themselves, staff, others and the environment.  
On occasion, a duty of care may require physical intervention by the Provider.  This should always be as a last resort and not as a matter of course and form part as a positive person-centred behaviour support plan.
The following check list should serve as a framework for the Provider to consider issues around physical intervention. The check list is not exhaustive for each and every occasion the Provider may become involved in where physical intervention may be used, and so should be used in conjunction with national guidance, (DH 2002 Guidance on the use of Restrictive Physical Interventions, Mansell 2007, BPS and Royal College Guidelines, 2007)
· There is a written Care Plan agreed by the multi-disciplinary team in respect of the service user, detailing what circumstances physical intervention will be implemented. The plan will ensure intervention forms part of a holistic hierarchal response, clearly detailing proactive and reactive approaches, identifying early warning signs, triggers and clear ways of responding to behaviour from warning signs through crisis and recovery
· The intervention is required, and the rationale provided by those proposing physical intervention is sound
· The intervention is legal and implemented by staff who have received current training by an organisation accredited to the British Institute of Learning Disabilities who have judged the Provider’s staff as being competent to practice
· The intervention is safe and the least restrictive possible option under the circumstances
· Other less restrictive interventions have been tried or considered if circumstances permit and proven to be non-effective
· The individual, family and their consent or best interest are clearly recorded
· Pain will not be used intentionally as part of the procedure. A debriefing protocol for the individual and staff should be in place and audited for effectiveness


[bookmark: _Toc220306039][bookmark: OLE_LINK3] 
3.10.4 [bookmark: _Toc220306045]Service User’s external appointments and social outings
 
3.10.4.1 [bookmark: _Toc220306046]Planned trips with representative(s)

If an individual wishes to take a planned trip and there is no prior knowledge as to why they should not go, then the individual may be taken out of the home by their representative(s). On these occasions a risk assessment and Care Plan will be formulated by the Provider in conjunction with the individual and their representative(s) prior to the outing. This should ensure that the individual receives the appropriate care, is given any medication at the correct time and that the Provider is clear as to when the individual will return to the home.

If an individual does not return to the home as planned the Provider will try and contact them and their representative(s) to establish if there is a problem. If they cannot be contacted the Provider should record their attempts to locate the individual and notify the Commissioner and the relevant Social Work team regarding a possible safeguarding issue; if necessary the police should be contacted

3.10.4.2 [bookmark: _Toc220306047]Outpatient or other appointments 

The Provider will arrange transport for individuals attending hospital or similar specialist care appointments or court appearances. The cost of the actual transportation will not be borne by the Service Provider.

The Provider will ensure the individual has an escort appropriate to the level of risk and care need associated with the appointment. 

The Provider will alert the appointment Provider of any specific language requirements prior to the appointment. 

3.10.4.3 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 Police 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.

3.11 Discharge and transfer of Service Users

Individuals will not be transferred to any other Provider without prior approval from the Commissioner.

The Provider will not discharge residents where their discharge would not be in accordance with Good Health and Social Care Practice and Good Clinical Practice.

Prior to the transfer of a resident to the care of a third party provider the Provider will liaise with the third party provider to prepare an appropriately detailed and comprehensive transition plan relating to the transfer of the care. This plan will ensure that consistently high standards of care for the individual are maintained.

The Provider will not discharge or transfer an individual to the care of a third party provider until the care transfer plan relating to the Service User has been prepared, agreed with the 3rd party provider and is ready for implementation.


3.11.1 [bookmark: _Toc220306048] Hospitalisation of a Service User (elective and emergency treatment)

3.11.1.1 [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.

3.11.1.2 [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.

3.11.1.3 [bookmark: _Toc220306051]Activity supporting Service User discharge from hospital

Prior to the person’s discharge from hospital the Provider will review the individuals clinical needs to ensure they can be met by the Provider. In exceptional circumstances when the Provider can no longer meet the clinical needs, the Provider will notify the Commissioner as soon as possible justifying the rationale for no longer being able to care for the individual.

Upon re-admission to the Provider the Provider will inform:

· The individuals next of kin/their representative contact of the re-admission as soon as possible;
· The Commissioner of the re-admission verbally/email within 24 hours and in writing within five days; and
· The Commissioner of any revisions to the Care Plan within 48 hours of re-admission.


3.11.2 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.

[bookmark: _Toc220306056]
3.12 The Home
[bookmark: _Toc220306057]
3.12.1 Accommodation

The Provider will:

· Be registered with CQC and the accommodation will conform to the requirements of the Care Standards Act 2000 and the registering authority;
· Involve individuals, where appropriate, in decision making regarding décor for their room and communal areas;
· Ensure that there are adequate communication aids available such as loop systems, Braille buttons, Slade Colour System etc., for individuals with sensory disabilities (as identified in their needs assessment);
· Ensure there is appropriate signage throughout the home to assist with orientation, e.g. directions to the bathrooms;
· Provide a telephone for use by residents and their representative(s). It must be situated in a room or quiet area that affords privacy and allows adequate access for wheelchairs and walking frames. Provider to ensure that residents will pay for calls at a rate no higher than the standard BT coin box rate;
· Ensure all entry and exit doors have appropriate safeguarding and security devices in place;
· Make provision for residents relatives to be present if/when their condition deteriorates; 
· Ensure the home, equipment and daily living adaptations are maintained in good decorative and structural condition (both internally and externally). The Provider will have a planned programme of maintenance and capital works in place, to ensure that the structural and decorative order of the home is preserved to the required standard.

3.12.2 [bookmark: _Toc220306059]Personal areas

The Provider will ensure all Individuals: 

· Have, except in exceptional circumstances (at the request of the individual and with approval from the Commissioner), their own room; 
· Have designated rooms, which should not be changed without full discussion with the individual or their representative(s);
· Have access to their own rooms at any time and as often as they wish. Where a room is shared, care must be taken by staff to ensure that the exertion of rights of one resident does not restrict the rights of a second;
· Have an appropriate system in place to ensure residents and staff can request assistance and receive a timely response;
· Have the opportunity to bring in items (e.g. pictures, music systems, televisions, computers) of their own in order to personalise their own room. However, items must conform to British and EU safety standards (note: it will be the individual/their representative(s) responsibility for the maintenance of these items); and
· Are not moved to alternative accommodation within the Provider or elsewhere, without prior consent from the individual or the Commissioner (except in an emergency).

Equipment and furniture in the individual’s room may be changed or removed for the safety or benefit in circumstances agreed between the individual or their representative(s), the Provider and the Commissioner, or on specialist/medical advice.

Special attention should be given to furniture and fittings in an individual’s room with reference to his/her physical disability, severe epilepsy or behavioural disturbances. This will be in line with relevant CQC and Health and Safety legislation.

The individual will have choice in where they eat, as clinically appropriate.
[bookmark: _Toc220306060]
3.12.3 Communal areas

The Provider will:

· Ensure that communal areas are arranged to meet the collective needs and wishes of the residents;
· If there is a garden it should be maintained and accessible to residents; and
· Ensure all internal and external areas used by residents have full disabled access.

3.12.4 [bookmark: _Toc220306061]Visitors, relatives and advocates

The Provider will welcome visitors at any reasonable time. They may be entertained in communal areas or the residents own room and will be able to stay as long as the individual wishes. 

Visitors may also dine with residents by special arrangement at their own cost, if required. 

Every individual has the right to refuse to see a visitor. The Provider will support this decision as required.

The Provider will:

· Provide a welcoming atmosphere for the relatives of residents, ensuring that staff manner and response are appropriate both on the telephone and face to face;
· Liaise with relatives and carers in a manner sensitive to their anxieties;
· Inform residents of their right to see an advocate at all times;
· Make a referral to an independent advocate when a conflict arises in the resident’s life and they have no relatives or are particularly frail or vulnerable. In these instances the Provider will also notify the Commissioner; and
· Ensure that when an advocate is representing a resident, the advocate is informed about major changes in their life.

3.13 [bookmark: _Toc220306062][bookmark: _Toc220306063]
Resident possessions

3.13.1 General

Providers will have procedures in place for protecting and securing residents possessions kept in their own rooms, at the home at all times. 

On entry into the service the Provider in conjunction with the individual and their representative(s), will complete a written inventory of the resident’s monies and valuables that are brought into the home. The inventory will be signed and dated by the Provider and resident/their representative. A copy of this should be kept in the resident’s records and will be sent to their Attorney of the Court of Protection, if relevant.

The Provider will ensure that all financial transactions undertaken by the Provider on the resident’s behalf are properly recorded and witnessed. Any additions/removals of resident’s possessions must also be recorded. The Provider will make these records available for Commissioner inspection, upon request.

Provider staff must not be involved in the borrowing of resident’s monies or the lending of valuables.

The Provider will provide the Commissioner with evidence of their written procedures for dealing with Service User’s possessions and investigations of allegations of theft.

3.13.2 [bookmark: _Toc220306064]Monies

The Provider will recognise and respect the Service User’s right to confidentially conduct their own financial affairs, unless the Service User does not wish or lacks the capacity, to do so. 

If the Service User is not managing their own finances and they are not being managed through a power of attorney or a Local Authority Appointee, then the Provider, following discussion and agreement by the Local Authority, may in exceptional circumstances apply to the Court of Protection to obtain responsibility for the administration of the Service User’s money. If the Provider does take on this responsibility then the Provider must notify the registration authority on inspection, the Local Authority and the Commissioner. 

If the Provider is responsible for Service Users’ monies then the Provider must ensure that monies are not pooled across Service Users and appropriate records and receipts are kept when money is handled. 

Under no circumstances will the Provider use the Service User’s money to meet fees payable under this care specification. However Service User’s will be expected to pay for the following items from their own finances:  

· Newspapers and magazines, where specifically ordered by the Service User;
· Clothing and other similar personal items;
· Personal specific travel incurred at the Service User’s specific request (excluding travel that is connected with the Service User’s care needs);
· Specific hairdressing which is not provided by the Home;
· Opticians;
· Legal advice;
· Holidays;
· Social activities (outside of those provided by the Provider);
· Toiletries;
· Cigarettes and tobacco;
· Alcoholic beverages; and
· Computers.

3.13.3 [bookmark: _Toc220306065]Valuables

The Provider will be liable for any loss or damage (not caused by the Service User) to clothes or other valuables recorded or receipted as being brought into the Provider.  Any theft of, or damage to, Service User’s items must be covered by the Provider’s Public Liability Insurance. At the Commissioner’s request the Provider must be able to demonstrate that their insurance provides the appropriate cover for this requirement.
 
Unless the Commissioner and Provider otherwise agree in writing, the Provider must not require and will ensure that no other person will require, any Service User to sign any document whatsoever containing any waiver of the Provider’s liability.

4 [bookmark: _Toc220306066]Staffing

4.1 [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. RN;
· 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;
· Ensure that there is a nominated activities co-ordinator who interacts with Service Users appropriately
· 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.

4.2 [bookmark: _Toc220306068]Recruitment

The Care Standards Act 2000 (the “Act”) contains definitions of “care worker” (see section 80(2)), “care position” (section 80(3)), “employment” (section 80(4)), “supply worker” (section 80(5)), “vulnerable adult” (section 80(6)), “care provider” (section 80(7)) and other terms. Providers of care, employment agencies and businesses and other interested parties are advised to acquaint themselves with these definitions. Annex A of the Act, sets out how phased implementation will be commenced with respect to these definitions of the Act. Further reference can also be made to the definition of “employment” in paragraph 32. For example, the definition of “employment” in the Act is intentionally wide and includes both paid and unpaid work, including voluntary work.

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 (as regulated by the Care Standards Act 2000[footnoteRef:4]) and experience; [4:  http://www.opsi.gov.uk/acts/acts2000/ukpga_20000014_en_1] 

· Conduct a Protection of Vulnerable Adults (POVA)[footnoteRef:5] on all staff before commencing employment with the Provider; [5:  http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4085855] 

· Conduct an enhanced Disclosure and Barring Service (DBS) check (previously known as CRB check) 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.

4.3 [bookmark: _Toc220306069]Staff training

The Provider will be required to ensure that (as a minimum) staff training is provided as specified in Table 3.


Table 3: Staff Training Requirements

	Establishment Type
	Training
	Staff Groups

	Nursing Care

	Care for people with dementia
	All care staff 

	
	Safeguarding Adults *
	All staff

	
	Care for the deteriorating patient *
	All care staff 

	
	Falls Prevention *
	All care staff 

	
	Pressure Ulcer Prevention *
	All care staff 

	
	Infection prevention *
	All staff

	
	Nutrition – including IDDSI Guidance *
	All care staff

	
	Oral Health – Best Practice *
	All care staff

	
	Verification of Death *
	Clinical trained staff


 
The Provider will:

· Ensure that all staff receive training to National Training Organisation (NTO) specification; 
· Ensure that all new staff receives a thorough induction within six weeks of their commencement. Health and safety and Adult Protection responsibilities should be explained to new staff on their first attendance for duty;
· Ensure care staff are competent and where appropriate, qualified to carry out care and treatment interventions and activities, e.g. are trained in re-hydration and IV therapy; 
· Ensure all care staff have received Adult Protection training that is commensurate to their role in the adult protection process;
· Ensure all care staff have undertaken fall prevention training;
· Ensure staff have annual training in caring for individuals with dementia Supporting staff training in the application of best practice models, e.g. emerging approaches to dementia care
· Where appropriate staff receive training in managing individuals who may present with behaviour that challenges 
· Ensure all staff have undertaken training on diversity, death and dying, dignity and privacy;
· Ensure that 20% of care staff are trained as Dignity Champions;
· Ensure all care staff attend annual ‘End of Life Care’ training, including communication skills training, arranged by their local Hospice/Commissioner;  
· Ensure appropriate care staff have received End of Life Care training, to include the appropriate assessment and management of symptoms and the use of syringe drivers in the last days of life;
· Accept that training is an integral part of quality service provision and will develop and implement a training and development policy that complies with the requirements of the relevant minimum standards;
· Develop a training profile for each staff member, supervise and appraise their training needs regularly and revise their training plans accordingly;
· Ensure that learning processes and opportunities for training exist to support the acquisition of specialist nursing care skills, knowledge and experience to meet frequently identified needs and good practice guidelines (e.g. catheterisation, administration of IV therapy, re-hydration therapy, wound care, tracheotomy care and PEG feeding). This opportunity should be provided to both registered nursing care staff and healthcare staff (as appropriate);
· Ensure that care staff receive training in the concept of citizen advocacy;
· Ensure that care staff are competent in clinical emergency procedures e.g. basic life support (in line with clinical/NICE guidelines); 
· Ensure that care staff are trained in local Safeguarding Of Vulnerable Adults procedures and are fully aware of their responsibilities within the legislative framework; 
· Facilitate and encourage care staff to achieve National Vocational Qualifications levels 2 or 3 in Care or other relevant qualifications specified by the relevant national minimum standards;
· Ensure volunteers receive adequate training and support to carry out their roles allocated;

4.4 [bookmark: _Toc220306070][bookmark: _Toc220306071]Responsibilities of staff

4.4.1 General 

All staff will conduct themselves in a manner which supports the principles and approach outlined in section 3 of this document in supporting the rights and dignity of the Service User. 

The Provider will ensure that all care 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.

Care Workers 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 £25.  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


4.4.2 [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 registered nurses within their employment understand their responsibility to:

· Assess nursing needs on an ongoing basis;
· Plan nursing 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. 

4.4.3 [bookmark: _Toc220306073]Key worker

The level of responsibility allocated to the key worker will be determined by the individual’s assessed needs and staff members’ skills and abilities in providing the required support. The key worker’s responsibilities will encompass, but not be limited to, the following:

· Actively participate in the development, monitoring and review of the individual’s Care Plan and obtain additional assessment information, if required;  
· Supporting the individual (when identified in the Care Plan) to maintain and establish appropriate relationships with family and friends;
· Monitoring and recording the individual’s health needs including implementing any Occupational Therapy / Physiotherapy / Dietician plans;
· Acting as the interface between the individual and the Provider in supporting the individual achieve the goals set out in the Care Plan and highlighting where goals cannot be met; and
· Assisting the individual in making appropriate representations, including complaints.

5 [bookmark: _Toc220306078]Administration

5.1 [bookmark: _Toc220306079]Record keeping

The Provider will ensure that all staff comply with all applicable statutory and legal obligations concerning information recorded in relation to residents.  

The Provider will maintain in the home adequate records including, but not limited to:

· Clinical records (assessments, Care Needs Plan etc) documented contemporaneously (within 48 hours of care provision) in line with NMC guidance on record keeping;
· Incident and accident book;
· Residents monies and valuables brought into the home;
· Staffing: 
· Personnel employed and basis of employment (permanent/agency);
· Staff turnover;
· Timesheets;
· Signature register;
· Clinical staff registration status; and
· Staff training records.
· Medication:
· A central register of prescribed drugs and medicines;
· A medication profile for each resident; 
· Medication administered (except those for self-administration);
· Medicines that the resident stores and self-administers (following a risk assessment);
· A “Controlled Drugs (CD) Register” for recording:
· The receipt, administration and disposal of controlled drugs schedule 2, in a bound book with numbered pages;
· The balance remaining for each product; and
· Computerised CD records where used, should comply with guidelines from the registering authority.
· Activities:
· Organised by the home;
· Undertaken by the resident ;
· Resident visitor log;
· Repairs and maintenance; 
· Complaint records including information concerning the nature of each complaint and action taken by the Provider in each instance; 
· Compliments received by the Provider;
· Summary of resident and their representative forums; and
· Summary report and action plan for the top three suggested areas of improvement identified in resident and their representative Satisfaction Survey.

Notes will be kept secure and resident confidentiality maintained.

On request the Provider will provide the Commissioner with any of the above records and any other records or information held relating to the provision of the service. These will be provided to the Commissioner within two weeks of the request being made at no additional cost to the Commissioner.

Resident records relating to care and finances will be stored and maintained for 8 years. 

Residents will be asked to approve the sharing of their records with their representative(s), if it is deemed the individual has the capacity to make the decision.

5.2 [bookmark: _Toc216092939][bookmark: _Toc220306080]Service User Health Records

The Provider will maintain and operate a policy that complies with Good Clinical Practice, Good Healthcare Practice and the Law which details the procedures that it will follow for the effective management of resident Health Records, including without limitation resident Health Records that are:
Held by the Provider; 
Shared by the Provider and relevant providers of social care services; and
Held by the resident

The Provider will, at the reasonable request of The Commissioner, promptly transfer or deliver a copy of the resident’s Health Record for to a third party provider of healthcare or social care services designated by the Commissioner.

6 [bookmark: _Toc202060609][bookmark: _Toc216092980][bookmark: _Toc220306081]Capacity and demand management

Upon commencement of this service the provider will register with the CCG’s identified capacity tracker. The provider will the make daily entries into the tracker  with regard to bed vacancies– Care Pulse at https://carepulse.co.uk/care_homes/list/
7 Policy requirements

The Provider must meet the requirements of all relevant legislation, regulations and guidance and ensure that it has in place policies, procedures and practices that meet these requirements. 

The Provider will review its policies and procedures at appropriate intervals.

8 NHS email encryption system

The provider will ensure they can receive emails from Bsol CCG and send electronic communications to the CCGs using an encrypted email system compliant with DPA.  The provider will ensure there is always sufficient staff trained and available to access and acknowledge receipt of all secure emails within one operational day of the email being sent by the CCG.
Individual Placement Agreement
The price for delivery of the service for each individual patient is set out in the confirmation correspondence and not in the service specification.  
Exclusion criteria

This service does not include NHS CHC patients who have a domiciliary care placement, or who are not registered with a General Practitioner associated with the commissioning CCG

No alternative medicine therapies will be funded unless provided directly through NHS commissioned services and must be recognised as clinically effective.

Service Users and informal carer’s holiday costs will not be funded by a Commissioner.

The Commissioner will not fund transport costs that fall outside NHS provision.
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