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Definitions and Interpretation


CONTRACT 

This Contract records the agreement between the Commissioners and the Provider and comprises:
1. the Particulars;
2. the Service Conditions (Shorter Form);
3. the General Conditions (Shorter Form),

as completed and agreed by the Parties and as varied from time to time in accordance with GC13 (Variations).

IN WITNESS OF WHICH the Parties have signed this Contract on the date(s) shown below

SIGNED by:					_______________________________
						Signature


[INSERT AUTHORISED			_______________________________
SIGNATORY’S NAME] for			Title
and on behalf of
[INSERT PROVIDER NAME]
						________________________________
						Date



SIGNED by:					_______________________________
						Signature


[INSERT AUTHORISED			_______________________________
SIGNATORY’S NAME] for			Title
and on behalf of
[INSERT PROVIDER NAME]
						________________________________
						Date

CONTRACT

This Contract records the agreement between the Commissioners and the Provider and comprises:
4. the Particulars;
5. the Service Conditions (Shorter Form);
6. the General Conditions (Shorter Form),

as completed and agreed by the Parties and as varied from time to time in accordance with GC13 (Variations).

IN WITNESS OF WHICH the Parties have signed this Contract on the date(s) shown below


SIGNED by:					_______________________________
						Signature



						
						Title

						________________________________
						Date


CONTRACT

This Contract records the agreement between the Commissioners and the Provider and comprises:
7. the Particulars;
8. the Service Conditions (Shorter Form);
9. the General Conditions (Shorter Form)

as completed and agreed by the Parties and as varied from time to time in accordance with GC13 (Variations).

IN WITNESS OF WHICH the Parties have signed this Contract on the date(s) shown below



SIGNED by:					_______________________________
						Signature



						
						Title

						________________________________
						Date


	SERVICE COMMENCEMENT AND CONTACT TERM

	Effective Date
	TO BE COMPLETED

	Expected Service Commencement Date
	TO BE COMPLETED

	Longstop Date
	TO BE COMPLETED

	Service Commencement Date
	TO BE COMPLETED

	Contract Term
	TO BE COMPLETED


	Option to extend Contract Term
	NO

	Notice Period (for terminated under GC17.2)
	AS PER INDIVIDUAL IPA

	[image: ]SERVICES

	Service Categories
	Indicate all that apply

	Continuing Healthcare Services (CHC)
	YES

	Acquired Brain Injury – Neuro Rehab 
	YES

	Community Services (CS)
	

	Diagnostic, Screening and/or Pathology Services (D)
	

	End of Life Care Services (ELC)
	

	Mental Health and Learning Disability Services (MH)
	

	Patient Transport Services (PT)
	

	Service Requirements
	

	Essential Services (NHS Trusts only)
	NO

	Is the Provider acting as a Data Processor in order to deliver the Services?
	NO

	PAYMENT

	National Prices Apply to some of all Services (including where subject to Local Modification of Local Variation)
	YES

	Local Prices Apply to some of all Services
	YES

	Expected Annual Contract Value Agreed
	YES

	GOVERANCE AND REGULATORY

	Provider’s Nominated Individual
	Name: [                  ]
Email: [                  ]
Tel: [                  ]

	Providers Information Governance Lead
	Name: [                  ]
Email: [                  ]
Tel: [                  ]

	Provider’s Data Protection Officer (if required by Data Protection Legislation)
	Name: [                  ]
Email: [                  ]
Tel: [                  ]

	Provider’s Caldicott Guardian
	Name: [                  ]
Email: [                  ]
Tel: [                  ]

	Provider’s Senior Information Risk Owner
	Name: [                  ]
Email: [                  ]
Tel: [                  ]

	Provider’s Accountable Emergency Officer
	Name: [                  ]
Email: [                  ]
Tel: [                  ]

	Provider’s Safeguarding Lead
	Name: [                  ]
Email: [                  ]
Tel: [                  ]

	Provider’s Child Sexual Abuse and Exploitation Lead
	Name: [                  ]
Email: [                  ]
Tel: [                  ]

	Provider’s Mental Capacity and Deprivation of Liberty Lead
	Name: [                  ]
Email: [                  ]
Tel: [                  ]

	Provider’s Freedom To Speak Up Guardian(s)
	Name: [                  ]
Email: [                  ]
Tel: [                  ]

	CONTRACT MANAGEMENT

	Addresses for service of Notices
	Co-ordinating Commissioner:
Address: 
Email: 

Commissioner: 
Address:  
Email: 

Commissioner:
Address:  
Email: 

Provider: [                  ]
Address: [                 ]
Email: [                  ]


	Commissioner Representative(s)
	Address: 
Email: 
Tel: 

	Provider Representative
	Name: [                  ]
Address: [                 ]
Email: [                  ]
Tel: [                  ]





SCHEDULE 1 – SERVICE COMMENCEMENT AND CONTRACT TERM

A. Conditions Precedent

The Provider must provide the Co-ordinating Commissioner with the following documents and complete the following actions:

[image: ] (
Evidence of CQC registration in respect of Provider and Material Sub-
 
Contractors (where required)
) (
Evidence of Monitor’s Licence in respect of Provider and Material Sub
-
 
Contractors (where required)
) (
1.
Evidence of appropriate Indemnity Arrangements to include Medical Negligence,
Professional indemnity, Employer’s and Public Liability
) (
C.
Extension of Contract Term
) (
NOT USED
)
SCHEDULE 2 – THE SERVICES
A.	Service Specifications
1. Population Needs
1.1	National/local context and evidence base
The Contract covers commissioning of specialist and non-specialist Nursing Home services for NHS Continuing Healthcare (CHC) Service Users by CCGs.
2. Outcomes
[image: ]2.1	NHS Outcomes Framework Domains & Indicators
[image: ]
	Domain 1
	Preventing people from dying prematurely

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

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

	Domain 4
	Ensuring people have a positive experience of care

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



2.2	Local defined outcomes
The key service outcomes below are based on the NHS Outcomes Framework1[footnoteRef:1] and Adult Social Care Outcomes Framework2[footnoteRef:2] : [1: Department of Health, 2014. Adult Social Care Outcomes Framework 2015/16. Available at: 
 https://www.gov.uk/government/uploads/system/uploads/attachment data/file/375431/ASCOF 15-16.pdf]  [2:  Department of Health, 2014. Adult Social Care Outcomes Framework 2015/16. Available at:
https://www.gov.uk/government/uploads/system/uploads/attachment data/file/375431/ASCOF 15-16.pdf] 

· people with care and support needs have an enhanced quality of life;
· people are helped to recover from episodes of ill health or following injury;
· people have a positive experience of care; and
· people are treated and cared for in a safe environment and protected from avoidable harm.
Performance indicators for the outcomes are outlined in Schedule 4. The outcomes depend on other services that are complementary to Nursing Home and Specialist Residential services in some cases. The Provider will work co-operatively with relevant services to meet the outcomes.


3.	Scope

3.1	Aims and objectives of service

The aim of the Services is to deliver care that:

· [image: ]puts the health, safety, quality of life and preferences of the Service User at the centre of care provision;
· supports the Service User to make informed choices about their care as per the NHS Constitution;
· meets the outcomes outlined in Section 2 through effective working partnerships; and 
· strives to continuously improve the quality of care for the Service User
.
3.2 Service description/care pathway

The Services are commissioned by East Sussex CCGs for the care of adults eligible for fully funded NHS CHC, including Service Users in receipt of NHS CHC through a fast track pathway.

The fast track pathway is designed for individuals with a rapidly deteriorating condition that may be entering a terminal phase and as such requires both the Commissioner and Provider to respond quickly to commence care.

The Services will be provided in Nursing Homes and Specialist Residential Placements

3.3 Population covered

The Service Specifications describe Nursing Home and Specialist Residential services provided to adults (over 18 years of age) who have been assessed as eligible for:

· NHS CHC Mental Health adult (including Dementia); and
· NHS CHC Physical Disabilities adult (including Frail Elderly, Learning Disabilities, Acquired Brain Injury and those who require mechanical ventilation).

EOLC is not a separate Service User group but is part of the care for the above groups
. 
3.4 Eligibility

The Commissioner will review the Service User’s care needs at three months after initially being deemed eligible and at a minimum, annually thereafter. The Service User will be asked if they want family, Carers or Advocates to attend the review.

If, as a result of the assessment, the Service User no longer meets the eligibility criteria for NHS CHC the Commissioner will inform the provider and refer the Service User to the appropriate Local Authority. Responsibility for Service User care and placement agreement transfers from the CCG to the Local Authority. In cases of disputes the Who Pays? Guidance and National Framework for NHS Continuing Healthcare and NHS-funded Nursing Care3[footnoteRef:3] (National Framework for CHC and FNC) will apply as appropriate. In these instances, the Provider will endeavour to maintain continuity of care. [3: Department of Health, 2012. National Framework for NHS Continuing Healthcare and NHS-funded Nursing Care. Available at: 
https://www.gov.uk/government/uploads/system/uploads/attachmentdata/file/213137/National-Framework-for-NHS-CHC-NHS-FNC-Nov-2012.pdf
 ] 




3.5	Service User needs and Provider requirements

The Provider will assess the Service User’s needs in accordance with Service Condition 10.

The Service User, their Appointed Person, the Commissioner or the Provider may request a review of the Service User’s needs at any time. If there is a significant change in the Service User’s needs 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 Provider will refer the Service User for specialist care as appropriate.

Table 1 details the Service User needs and Provider requirements under the Services. The Service User may not have all of the needs listed. However, in agreeing to a care package the Provider is expected to meet all of the Service User’s needs included in the care package
.
[image: ]In exceptional circumstances where the Provider can no longer meet the needs of the Service User the Provider will act in accordance with Service Condition 7. The Provider will notify the Commissioner as soon as possible explaining the rationale for no longer being able to care for the Service User.
Table 1: Service User needs and Provider Requirements (non-exhaustive)
	Need
	Requirements

	Behaviour

· Aggression, violence or passive non-aggressive behaviour
· Severe disinhibition
· Intractable noisiness or restlessness and/or wandering
· Resistance to necessary care and treatment (this may therefore
· include non- concordance and non-
· compliance)
· Severe fluctuations in mental state
· Extreme frustration associated with communication difficulties
· Inappropriate interference with others
· Identified high risk of suicide
	

· Understand what can potentially trigger behaviour that presents a risk to the  Service User or to others
· Have Staff with the skills and knowledge to be able to respond immediately to reduce the likelihood of this behaviour happening or recurring
· Identify Service Users that require support from the Community Mental Health services, specialist Learning Disability services or any other identified specialist and refer appropriately

	Cognition

· Marked short term memory issues
· Long term memory problems
· Disorientation to time and place
· Limited awareness of basic needs and risks
· Difficulty making basic decisions
· Dependent on others to anticipate basic needs
	· Encourage Service User’s family/friends to visit and bring in Service User’s personal possessions (for instance, photographs)
· Use reality orientation and validation techniques.
· Have a communication strategy to assist Service User to express needs and make decisions.
· Provide evidence that a Deprivation of Liberty Safeguards (DoLS) assessment has been completed and a referral made if necessary

	
Psychological and Emotional needs

· Unable to express their psychological/emotional needs
· Mood disturbance
· Hallucinations
· Anxiety
· Periods of distress
· Withdrawn from attempts to engage in daily activities
	· Motivate Service User to engage with daily activities
· Provide additional support to facilitate Service User involvement as required
· Support Service User with life-changing events as required
· Recognise Service User depression and its effects on behaviour. Refer Service User to primary and secondary care services
· Staff must be skilled to recognise psychological and emotional problems and refer to appropriate services
· Support Service User relationships (including partners, families and friends)
· Have an activity programme tailored to meet Service User needs and prevent isolation

	Communication 
(relates to difficulty with expression and understanding, not with the interpretation of language)

· Sometimes unable to reliably communicate
· Unable to express needs, even when assisted
	

· Communicate with Service User as per the Fundamental Standards of Care 
· Special assistance may be needed to ensure accurate interpretation of needs 
· Be able to anticipate needs through non-verbal signs 

	Mobility

· Unable to consistently weight bear
· Completely unable to weight bear
· High risk of falls
· Needs careful positioning
· Unable to assist or cooperate with transfers and/or repositioning
· Involuntary spasms or contractures
	
· Have falls, moving, and handling risk assessment and prevention strategies 
· Staff must be trained in falls, moving, and handling prevention 
· Provide and maintain mobility Equipment4[footnoteRef:4]. Replace where necessary  [4:  See Table 2 in Section 3.6] 



	
Nutrition – food & drink 

· At risk of malnutrition, dehydration and aspiration 
· Significant unintended weight loss or gain
· Dysphasic 
· Risk of choking 
· Non-problematic/ Problematic PEG 

	

· Support Service User’s nutritional requirements as per regulation 14 of the 2014 Regulations 
· Staff must use nutritional assessment tools appropriately 
· Seek GP/ dietician advice when a significant change in weight occurs 
· Skilled intervention to ensure adequate nutrition/hydration and minimise risk of aspiration to maintain airway 
· Manage use of PEG feeds (seeking specialist advice as appropriate) 

	
Continence 

· Incontinent of urine and/or faeces 
· Catheterised 
· Requiring stoma care 
· Chronic urinary tract infections 

	
· Recognise normal patterns and act on abnormal occurrences (seeking specialist advice as required) 
· Monitor for and act on any infection 
· Have appropriate management supervision and Equipment (for instance, in relation to catheterisation, bowel management) 
· Have appropriate training in catheter and stoma care 
· Undertake continence assessments and promote continence with individual continence programmes 

	
Skin - including tissue viability 
(A skin condition is taken to mean any condition which affects or has the potential to affect the integrity of the skin)

· Skin condition that requires monitoring or re-assessment 
· Risk of skin breakdown requiring intervention 
· Pressure damage or open wound 
· Open wound, pressure ulcer with full thickness skin loss and necrosis extending to underlying bone 

	
· Have evidence-based wound management policies that meet local tissue viability referral criteria and comply with current NICE guidance (CG179 Pressure ulcers: prevention and management[footnoteRef:5])  [5:  NICE, 2014. Pressure ulcers: prevention and management. Available at: http://www.nice.org.uk/guidance/cg179 ] 

· Train Staff to promptly recognise and act on changes to risk factors as per the Fundamental Standards of Care 
· Assess Service User’s needs in relation to pressure relieving and manual handling Equipment[footnoteRef:6] to maintain skin integrity  [6:  See Table 2 in Section 3.6] 

· Manage skin conditions and seek specialist support as required 
· Have a nominated tissue viability link nurse for each Home who undertakes training in wound care to recognise problems as they occur and seek specialist advice 

	Breathing 

· Shortness of breath which may require the use of inhalers or nebuliser 
· Episodes of breathlessness that do not respond to management 
· Requires low level oxygen therapy 
· Requires CPAP (continuous positive airways pressure) 
· Breathing independently through a tracheostomy 
· Difficulty in breathing which requires 
	


· Staff must be trained to use Equipment and oxygen to support Service User breathing as prescribed (for instance, nebulisers, CPAP and tracheostomy Equipment) 


	
Drug therapies and medication 

· Requires supervision and administration and/or prompting 
· Non-concordance or non-compliance 
· Administration of complex medication 
· Medication via PEG 
· Requires on-going pain control 
· EOLC (including Controlled Drugs) 

	
· Manage medicines in accordance with regulation 12 of the 2014 Regulations 
· Monitor fluctuating conditions and managing side effects 
· Have a written procedure for medicine management which includes managing non-concordance and non-compliance 
· Ensure referrals for medication reviews annually and/or as required 
· Use a range of methods to assess and manage pain 
· Administer analgesia as prescribed and monitor effect using pain assessment tool 
· Use non-pharmacological methods to reduce pain and discomfort 
· Manage medication for rapidly deteriorating or changing conditions 
· Have a system to prescribe (and store in the Home) anticipatory end of life drugs 
· Staff must be trained in administering complex medication including via PEG 
· Staff are trained in the use and management of syringe drivers and associated medication used in symptom control for EOLC 

	Altered states of consciousness 
(Can include a range of conditions including stroke and epilepsy) 

	
· Undertake and regularly review Risk Assessments 
· Implement individualised epilepsy management plans and protocols 

	
End of life care
	
· Involve Service User and their family, Carers or Advocates (as appropriate) in planning for EOLC 
· Offer Advance Care Plans (ACPs) to Service User at appropriate intervals. Review ACPs as required 
· Act in accordance with a DNACPR status as recorded in the ACP 
· Train all Staff in end of life identification, planning and coordination skills in line with a model such as the Gold Standards Framework (http://www.goldstandardsframework.org.uk/home)
· Manage Service User care in final days of life using tools in line with Guidance and best practice 
· Manage care in line with the NICE quality standards (QS13 End of life care for adults[footnoteRef:7])  [7:  NICE, 2011. End of life care for adults. Available at: http://www.nice.org.uk/guidance/qs13] 

· Develop links with community palliative care team




3.6	Standard Equipment provided by the Provider
The Provider will provide the standard Equipment (detailed in Table 2) where required, either through their Equipment suppliers or a GP if on FP10, at no additional cost to the Commissioner. The Provider will maintain and use all Equipment:
· as per regulations 12 and 15 of the 2014 Regulations and Service Condition 17; and
· in line with the manufacturer’s instructions.
Table 2: Standard Equipment to be provided by the Provider
	Category
	Equipment

	
Moving & Handling
 
 
 
 
 
 
 
 
 
 
	
· Height-adjustable	profiling	beds,	including four	position 
profiling beds
· Bed-rails and bumpers
· Over-bed trolley table
· Hoist – sling, standing
· Slings – one pair per Service User
· Hoist scales
· Slide sheets – two per Service User
· Handling belt
· Bath Equipment – bath hoist, shower chair
· Sliding boards
· Turn tables
· Rota stand

	Mobility
 
	· Transit wheelchairs
· Grab rails

	
Seating
 
 
	· Variety of chairs to meet individual needs and promote
Service User independence. Excluding bespoke Service
User chairs

	
Skin
	· Profiling	mattresses	and	overlays	–	both	static	and 
dynamic – including: soft foam, alternating pressure or other high tech pressure-relieving mattresses or overlays suitable for Service Users with grade 3 pressure ulcers or below
· Cushions – pressure relieving

	 
Elimination
 
 
 
 
 
 
 
 
 
 
 
 
	· Commode/commode chair
· Bed pans
· Urinals
· Raised toilet seats
· Stoma Bags, wipes and skincare products
· Catheters/catheter stands
· Catheter Care including tube and bag
· Disposable gloves and aprons
· Disposable wipes and tissues and other cleaning materials
(e.g. hand gel)
· Protective glasses
· Access to incontinence products appropriate to Service
User as per local arrangements

	Respiratory Support
 
	· Nebulisers
· Filters
· Mask and tubing
· Suction machines
· Liners
· Tubing
· Suction catheters (Yankauer)
· Oxygen mask and tubing
· Resuscitation Equipment for basic life support


	
[image: ]Assistive technology
 
 
 
 
	
· Communication aids/signs to assist Service Users with hearing / visual /cognitive impairments
· Call systems with an accessible alarm
· Floor sensor mats or bed sensor pads

	Nutrition – food and drink
	 
	
· Adaptive cutlery and crockery
· Non-slip mats

	
	 
	

	Nursing care
 
 
 
 
	
· Syringe drivers, sub-cutaneous sets and dressings
· Blood glucose monitors
· Body spillage kits
· Weighing scales



4.	Applicable Service Standards

4.1	Service regulations, legislation, and NHS Constitution

The Provider will:

· maintain CQC registration for all Homes throughout the Contract;
comply with all relevant current legislation and regulations as per Service Conditions 1 and 2; and provide care in line with the Fundamental Standards of Care and Guidance.

The Contract will be assumed to incorporate any changes made to the legislation and its governing bodies.

4.2	Equality and Diversity

In compliance with regulations 10 and 13 of the 2014 Regulations the Provider will:
consider the needs of the Service User in relation to any relevant protected characteristic as defined in section 4 of the Equality Act 2010; and make reasonable adjustments to make the Services accessible to all disabled people, where applicable, as per the Equality Act 2010.

4.3	Safeguarding mental capacity and Prevent

The Provider will comply with:

· regulation 13 of the 2014 Regulations;
· the 2014 Act;
· Service Condition 32;
· The 2005 Act Code of Practice8[footnoteRef:8] ; and [8:  Department of constitutional affairs, 2007. Mental Capacity Act Code of Practice. Available at
https://www.gov.uk/government/uploads/system/uploads/attachment data/file/497253/Mental-capacity-act-code-of-practice.pdf
] 

· the Local Safeguarding Adults Board as per the 2014 Act9[footnoteRef:9] . [9:  For Local Safeguarding Adults Board guidance see: Department of Health, 2014. Care and Support Statutory Guidance: Issued under the Care Act 2014. Available at:  https://www.gov.uk/government/uploads/system/uploads/attachmentdata/file/315993/Care-Act-Guidance.pdf 
] 




[image: ]All safeguarding issues will be reported to Commissioners, in addition to the statutory requirement to report all safeguarding issues to CQC and the relevant Local Authority.
Where the Service User lacks mental capacity and has an Appointed Person, the Service User’s decisions and choices will involve the Appointed Person. References to Service User decisions and choices in the Contract will be taken to include Appointed Persons as appropriate.

Schedule 2K contains further details of Safeguarding Policies and MCA Policies.

4.4	Information governance

The Provider will comply with

· regulation 17 of the 2014 Regulations;
· General Conditions 20 and 21, and Service Conditions 23 and 28; and
· all applicable statutory and legal obligations concerning record keeping.

Upon request, the Provider will give the Commissioner any records relating to the provision of the Services. These will be provided to the Commissioner within 5 working days of the request being made at no additional cost to the Commissioner.

The Provider will give written information in an accessible format to the Service User explaining to the Service User how their personal information will be used.

4.5	Service integration

The Services are part of wider integrated adult health and social care services. The Provider and Commissioner will work in partnership with GPs, primary healthcare teams, acute providers, Local Authorities, community mental health teams, the voluntary & community sector and independent providers (this is not an exhaustive list).

The Provider will have a well-developed and audited pathway for communication with GPs and the wider health, voluntary and social services environment.

The Provider will:
· comply with regulation 12 of the 2014 Regulations and Service Condition 4;
· enable the Service User to access the full range of primary healthcare services via their GP. The Provider will refer the Service User to their GP in a timely manner; and
· enable the Service User to access secondary and tertiary care service appointments as per Section 5.9.

Service User primary healthcare providers are expected to deliver their services. If they do not provide their services, this should be raised with the Commissioner who will work with primary healthcare providers and the Provider to resolve it.

4.6	Advocates

The Provider will:

· support the Service User’s use of Advocates, where appropriate;
· have links to local advocacy services where available;
· make a referral to an independent Advocate when a conflict arises in the Service User’s life and the Service User has no relatives or is particularly frail or vulnerable. In these instances, the Provider will also notify the Commissioner; and
· inform any Advocate representing a Service User of major changes in the Service User’s life.

4.7	Service User independence and choice

The Provider will:

· provide care that meets the Service User’s needs and reflects their preferences as per regulation 9 of the 2014 Regulations;
· support the Service User to make informed choices about their care;
· support the Service User to have as much control over their life and independence as possible; and
· engage in Shared Decision-Making.

The Service User may not be deprived of their liberty without valid legal authorisation as per regulation 13 of the 2014 Regulations.

4.8	Provider/Service User Contracts

The Provider will not have any Provider/Service User Contract with any Service User where that Provider/Service User Contract would contravene the National Framework for CHC and FNC.

Where an existing IPA individual Placement Agreement, the Provider must disclose the Provider/Service User Contract to the CCG prior to the completion of the Individual Provider Agreement (IPA). Where the CCG determines that the Provider/Service User Contract contravenes the National Framework for CHC and FNC, the Provider must seek to agree appropriate changes to that Provider/Service User Contract to ensure that it complies with the National Framework for CHC and FNC to the satisfaction of the CCG, or to terminate the Provider/Service User Contract as soon as possible in accordance with its terms and to replace it (if appropriate) with a Provider/Service User Contract which complies with the National Framework for CHC and FNC to the satisfaction of the CCG.

Where the Service User or Provider propose to enter a Provider/Service User Contract, the Provider must disclose the proposed Provider/Service User Contract to the CCG before the Provider/Service User Contract is entered into. Where the CCG determines that the proposed Provider/Service User Contract contravenes the National Framework for CHC and FNC, the Provider must not enter into that Provider/Service User Contract without having first agreed appropriate changes to that Provider/Service User Contract to ensure that it complies with the National Framework for CHC and FNC to the satisfaction of the CCG.



4.9	Personal accommodation

The Provider will:
· give the Service User their own designated single room unless the Service User requests otherwise with approval from the Commissioner;
· enable the Service User to have access to their room at all agreed times and as often as they wish;
· have a call alarm system to enable the Service User to get help;
· not move the Service User to alternative accommodation, without prior consent from the Service User and the Commissioner (except in an emergency);
· [image: ]have furniture and fittings appropriate for the Service User (including for physical disabilities, bariatric requirements, severe epilepsy or behavioral disturbances); and

4.10 Service User possessions
 
4.10.1 Property

The Service User will be allowed, within reason, personal property (e.g. pictures, music systems, televisions, and computers) in their room. The Service User will be responsible for the maintenance of these items.

The Provider will have procedures in place for allowing the Service User to secure property in their own room, which will include replacement or reimbursement for theft or damage beyond the Service User’s control. This will not apply if damage was caused by the Service User.

The Provider will have a policy for protecting the Service User’s personal property.

The Provider will share this policy with the Service User. The policy will clearly state:
· the protection that the Provider offers for the Service User’s possessions;
· any limits to this protection; and
· any conditions the Service User must comply with for their possessions to be protected.

To enable the provider to implement this policy the Provider may:

· advise the Service User not to keep valuable possessions or items of significant monetary value without ensuring appropriate security/protection;
· offer lockable/secure facilities for the Service User to store valuable possessions or items of significant monetary value; and
· request that the Service User declares any valuable possession or item of significant monetary value once it is brought into the Home.

The Service User will under no circumstances be required to sign a waiver of liability.
When the Service User is discharged, as agreed with the Commissioner, the Provider will contact the Service User’s family or Carers so they can collect the Service User’s personal effects.

4.10.2 Money

The Provider will recognise the Service User’s right to conduct personal finances.

In some cases, personal finances will not be managed by the Service User, by power of attorney or by a Local Authority appointee. In these cases, the Provider, in agreement with the Local Authority, may apply to the Court of Protection for the right to manage the Service User’s personal finances. If granted, the Provider must notify CQC, the Local Authority and the Commissioner.

If the Provider is responsible for Service Users’ finances, money must not be pooled across Service Users.

The Service User will be expected to pay for the following items or services where the Service Users elects to have these items or services (this list is not exhaustive):

· Cigarettes and tobacco;
· Alcoholic beverages;
· Newspapers and magazines, where specifically ordered by the Service User;
· Clothing and other similar personal items;
· Personal travel incurred at the Service User’s request (excluding travel relating to the Service User’s care needs);
· Hairdressing;
· Optical services;
· Dental services;
· Chiropody;
· Legal advice;
· Holidays;
· Social activities not provided by the Home; and
· Toiletries over and above those provided by the Home.

4.11 Visitors

The Provider will share their visiting guidelines with the Service User and any appropriate interested persons on admission.

The Service User has the right to refuse to see a visitor. The Provider will support this decision.

The Provider will maintain a Service User visitor log.

The Provider will discuss any concerns with the Commissioner regarding any visitor that could jeopardise a Service User’s placement.

4.12 Complaints, compliments and feedback

Complaints, concerns and suggestions should be viewed as a means of improving service quality. The Provider will comply with regulation 16 of the 2014 Regulations and Service Condition 16.

4.12.1 Complaints procedure

The Provider will have a complaints procedure for complaints from Service Users, Staff and any other parties involved with the Services.

As part of the complaints procedure the Provider will maintain a complaints log. The complaints log will be completed as necessary and shared with the Commissioner as required. Serious complaints must be reported to the Commissioner as they occur.

The complaints log will record:

· all relevant details regarding the complaint;
· the actions taken by the Provider to remedy the complaint; and
· evidence of reporting the complaint to the Commissioner, CQC, or any other relevant body, as necessary.

4.12.2 Feedback

The Provider will request feedback from the Service User and the Service User’s family, Carers or Advocates periodically, in line with Service Condition 12. The Provider will also encourage the Service User and the Service User’s family, Carers or Advocates to submit[image: ] feedback as they wish. The Provider will keep a record of all feedback that is collected and the actions that have been taken to incorporate feedback. The Provider will be able to demonstrate how feedback is used to shape the service.

4.13 NHS Commissioner Provider reviews

On an annual basis (or as agreed locally by individual Commissioners) the Commissioner and Provider will meet and discuss the performance of the Provider. The Commissioner may wish to coordinate the Review Meeting with other Commissioners or other agencies (e.g. Local Authorities). The Commissioner and Provider will review the quality management information (both from Schedule 4 and additional information from CQC or Local Authorities) during the Review Meeting.

The Review Meeting will take place in accordance with General Condition 8. For the purpose of this clause, appropriate Commissioners may act on behalf of the Co-ordinating Commissioner.

4.14 Clinical governance

The Provider will:
· have a robust system of clinical governance in place as per regulation 17 of the 2014 Regulations;
· have a clear, written description of Staff roles and decision making ability regarding Service User care as per regulation 18 of the 2014 Regulations; and
· have a Named Registered Nurse (role as described in Section 6.2).

4.15 Infection control

The Provider will:

· comply with regulation 12 of the 2014 Regulations and Service Condition 21;
· meet the requirements detailed in NICE quality standard 61: Infection Prevention and Control, April 2014[footnoteRef:10] ; [10:  NICE, 2014. Quality standard 61: Infection Prevention and Control. Available at: https://www.nice.org.uk/guidance/qs61?unlid=756489062201638125759 
] 

· meet the requirements detailed in the Health and Social Care Act 2008 Code of Practice on the prevention and control of infections and related guidance11[footnoteRef:11] including Appendix A; [11:  Department of Health, 2015. The Health and Social Care Act 2008 Code of Practice on the prevention and control of infections and related guidance. Available at: https://www.gov.uk/government/uploads/system/uploads/attachment data/file/449049/Code of practice 280715 acc.pdf
] 

· co-operate with and support screening procedures, in particular Service Users at high risk of contracting healthcare associated infections (HCAI), 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;
· work effectively with other organisations to reduce the risk of HCAI (for instance, when transferring a 
· Service User with MRSA between a hospital and the Home); and
· work with the NHS Infection Control Nurse and/or the Health Protection Agency to undertake root cause analysis of all HCAI and take action to prevent further incidences.
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4.16 Medication

The Provider’s medicines administration policy will include procedures for the Service User to take responsibility for their own medication if they wish as per regulations 9 and 12 of the 2014 Regulations.

The Provider will agree policies and procedures for medicine management with relevant CCG medicines management teams. This will include policies and procedures for obtaining, safe storage, dispensing, preparation and disposal of medication in accordance with the Fundamental Standards of Care.

The Provider will seek information and advice from an appropriate pharmacist or prescribing advisor regarding medicines policies (including the management of homely remedies).

Medicines prescribed for individual Service Users will not be given to any other person.

The Provider will maintain a “Controlled Drugs (CD) Register” in accordance with regulation 12 of the 2014 Regulations, and the Misuse of Drugs Regulations 2001 as amended and any subsequent amendments.

The Provider will carry out a six-monthly self-audit. Providers may wish to use their own toolkit for the self-audit or request a template toolkit from the Commissioner.

5.	Processes

5.1	Pre-placement assessment

Before making a placement the Commissioner will send the DST or Record of Nursing Needs, in the  case of EOLC, the Fast Track and any accompanying assessments as appropriate to the Provider to allow the Provider to determine if they can meet the Service User’s needs. If at any time the Provider determines that they cannot meet the Service User’s needs, they will inform the Commissioner and act in accordance with Service Condition 7.

If, based on the assessment material sent by the Commissioner, the Provider determines that they can meet the Service User’s needs they will confirm this with the Commissioner and arrange to meet and assess the Service User. This assessment will take place as soon as possible and at the latest within 48 hours.

The Commissioner will work with and support the Provider to conduct the assessment in the necessary timeframe, including accepting the difficulties that the Provider may face in meeting the timeframe over weekends and bank holidays.

The Provider will recognise the urgency of fast track pathway referrals and will work with the Commissioner to complete the assessment and commence care as soon as possible.
Following the Provider assessment the Provider and Commissioner will confirm the details of the care package and the admission arrangements.

5.2	Additional Care or Additional Funding

If the Service User requires Additional Care or Additional Funding (in exceptional circumstances only), the Provider will obtain agreement from the Commissioner in advance of the arrangements being put in place. In emergencies, where it is not possible to seek agreement from the Commissioner in advance, authorisation will be sought the next working day.
[image: ]
Additional Care or Additional Funding may be requested as appropriate during:

· the initial assessment of the Service User; or
· the course of service delivery if the Service User’s needs change.


All requests for Additional Care or Additional Funding made by the Provider will need to be submitted in writing, stating the clinical rationale to support the request.

The Commissioner will review requests to confirm agreement. If the Commissioner and Provider do not agree on the Additional Care, or Additional Funding requests, then they will discuss the clinical rationale and use existing Service User assessments and care records as the basis to reach an agreement. If an agreement still cannot be reached the parties will enter a contract management process as per General Conditions 9 and 14.

5.2.1 Additional Care requirements

The Provider will record evidence of both the need for and delivery of Additional Care. This information will be submitted to the Commissioner for review and agreement on a weekly basis, or as otherwise agreed between the Provider and the Commissioner. This would need to be undertaken by a case manager.

The Provider will be required to complete Care Plan, care records and behaviour charts (see Sections 5.6 and 5.7) to evidence the need for and delivery of Additional Care.
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5.3 Individual Provider Agreement

The IPA is detailed in Appendix 8.1

The Commissioner and Provider will agree and complete the IPA  before the Services commence, but where this is not possible the IPA  will be completed within 5 working days of care commencement. Where the IPA is not completed prior to the commencement of care the Commissioner will ensure that the Provider at least receives confirmation:

· of the cost;
· of the person responsible for making the placement; and
· of any agreed Additional Care, or Additional Funding.

5.4	Service User’s transfer to Provider care

The Provider will offer an introductory visit for the Service User and their family or Carers before the Service User enters the Home.

The Service User may be transferred to the Provider from a range of locations, e.g. acute hospital environment, Service User’s own home or other providers. Alternatively, the Service User may be an existing resident of a home and require an increased/decreased level of nursing care.

The Service User will be transferred into the care of the Provider with relevant documentation in accordance with regulation 12 of the 2014 Regulations.

5.5	Activity upon admission

Upon Service User admission the Provider will:

· ensure that the Service User is registered with a GP;
· develop a Care Plan and Risk Assessment as per Section 5.6;
· give the Service User information about the Provider’s services as per regulation 9 of the 2014 Regulations;
· introduce the Service User to their nominated Named Registered Nurse; and
· commence care delivery including any agreed Additional Care and complete the care record as per Section 5.7.

Upon Service User admission the Commissioner will:

· Will undertake a care review within 3 months. 
· Ensure that the provider has details of next of kin/representative.  
· Provide the contact details for Continuing Healthcare

5.6	Care Plan

The Provider will develop a Care Plan:

· in accordance with regulation 9 of the 2014 Regulations and Service Condition 10;
· with the involvement of the Service User, a nominated person or any relevant healthcare professionals, as appropriate;
· with Shared Decision-Making;
· that makes all reasonable adjustments to be in a format that the Service User or their representative can understand; and
· that is signed by the Service User or their representative.
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The Care Plan will:

· be person-centered as per regulation 9 of the 2014 Regulations;
· record the Service User’s needs and the corresponding Provider requirements to meet those needs as agreed with the Commissioner, including agreed Additional Care;
· record the Service User’s preferences;
· include a description of the Service User’s personal outcomes for the care package;
· include a Risk Assessment of the potential risks associated with the Service User’s care and the actions taken to mitigate those risks as regulation 12 of the 2014 Regulations. Risk Assessments will be proportionate and centered around the needs and preferences of the Service User;
· record the Equipment requirements for the Service User, including agreed Additional Equipment;
· include any relevant deprivation of liberty (DoL) authorisation or mental capacity statement; and
· include an ACP, if an ACP has been completed.
· 
Wherever possible the Service User shall be given a copy of the Care Plan in their preferred language by their Named Registered Nurse.

The Care Plan is a living document. The Provider will deliver, review and develop the Care Plan on an on-going basis. The Provider will maintain a record of the Care Plan reviews.

The Provider will formally review the Care Plan:

· at the request of a Care Assistant, the Commissioner, the Service User, or the Service User’s family, Carers or Advocates;
· if the Service User’s needs change (including the suitability of Equipment to meet the Service User’s needs);
· as prompted by an incident or complaint; or monthly as a minimum.

The Care Plan review will be carried out by the Service User’s Named Registered Nurse.

5.7	Care record

The care record is a record of all of care that a Service User receives. The Provider must maintain a care record, which details, in English, all care provided to a Service User to confirm that the Care Plan has been delivered. The care record will 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; and
· future actions to be taken and the name of the Staff member who will be responsible.

Staff will complete the care record every time that care is delivered and sign the entry indicating who delivered the care (for electronic systems an electronic signature or equivalent may be used). The provider will be able to identify every Staff member recorded for each entry in the care record.

A Home supervisor or manager will review the care record regularly and as required. The Provider will give all authorised external parties access to the care record as necessary.

Where agreed locally with Commissioners, the Provider will complete behaviour charts; 1:1 documentation  to evidence the Service User’s needs and the care they have received. Copies of this documentation along with any information where agency staff has been used to support the Service User eg staffing rota’s are required to be submitted to the commissioners. (Continuing Healthcare reserve the right to request this information)
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5.8	Refusal of care

The Service User may refuse care or participate in activities that prevent the delivery of care if they have the mental capacity to do so. In these instances the Provider will:

· act in accordance with regulations 11 and 13 of the 2014 Regulations;
· respect the Service User’s right to refuse care;
· document when a Service User declines care; and
· work with other professionals when declining care poses a risk to the Service User.

Where the Service User lacks mental capacity (as defined in the 2005 Act) care may be delivered in their best interests where the Provider uses the least restrictive option.


5.9	Access to healthcare services (including NHS secondary and tertiary care services)

5.9.1 Transport

The Provider will arrange transport for Service Users attending healthcare appointments. The Provider should liaise with the appointment provider regarding return transportation. The cost of transport for healthcare appointments will be funded by the NHS, not exclusively NHS CHC.

5.9.2 Accompaniment

The Provider will ensure the Service User accompaniment is appropriate giving due consideration to the Service User’s needs and Risk Assessments. The accompaniment can be by family, friends, other healthcare providers or Staff.

Where Staff are accompanying the Service User the first four hours will not be charged as an additional cost to the Commissioner. Staff accompaniment required beyond the first four hours will be charged at an agreed hourly rate outlined in Schedule 3A Section 2. Where very frequent attendance is required (e.g. more than once a week for ongoing Dialysis) then arrangements may be made locally with the Commissioner on a case by case basis.

Except in exceptional circumstances which are agreed with the receiving care Provider and the Commissioner, in the case of hospital admission, the Service User will remain accompanied up until the point of admission. Where ambulance services are attending, paramedic arrival is considered the point of admission.

5.9.3 Communication

The Provider will alert the appointment provider of any Service User interpretation and communication requirements prior to the appointment.

5.10 Hospital stays 

5.10.1 General principles

The Service User’s placement with the Provider will remain open to the Service User for a period of six consecutive weeks on admission to hospital. See Schedule 3A Section 3 for payment details in these circumstances.

The Commissioner may negotiate the extension of the Service User’s placement longer than the standard 2 weeks retention period as required.
[image: ]
5.10.2 Activity supporting Service User admission into hospital

Upon admission into hospital or another provider the Provider will:

· inform the Service User’s family, Carers or Advocates as soon as possible;
· inform the Commissioner via email/letter within 24 hours;
· inform the Service User’s GP within 24 hours;
· maintain contact with the hospital throughout the Service User’s stay; and
share ACPs (including any relevant DNACPRs/ADRTs)
· inform sourcing and purchasing team.

5.10.3 Activity supporting Service User discharge from hospital

Prior to the Service User’s discharge from hospital the Provider will review the Service User’s clinical needs to ensure they can be met by the Provider.

If the Provider can continue to meet the Service User’s needs, upon re-admission to the Home the Provider will inform:

· the Service User’s family, Carers or Advocates of the re-admission as soon as possible;
· the Commissioner of the re-admission email/in writing within 24 hours; and
· the Commissioner of any revisions to the Care Plan within 48 hours of re-admission.

5.11 Absence

5.11.1 Planned trips (less than one day) without Staff

A Service User may take a planned trip and go out of the home (for instance, with family and friends). On these occasions the Provider will complete a Risk Assessment in conjunction with the Service User (and the person or persons accompanying them) prior to the outing. The Risk Assessment will address the care the Service User should receive (including timely administration of medication) and when the Service User is due to return to the Home.

5.11.2 Holiday leave for more than 1 day

The Provider will:

· apply the same principles re: planned trips to longer periods of leave;
· inform the Commissioner of the period of leave in advance of the period of leave;
· agree the Risk Assessment with the Commissioner in advance of the period of leave; and
· negotiate a retention period and rate with the Commissioner in accordance with Schedule 3A Section 3.

5.11.3 Unplanned absence

If a Service User does not return to the Home as planned following agreed leave, the Provider will try to contact the Service User and those accompanying them to establish if there is a problem. If the Service User cannot be contacted, the Provider should instigate escalation procedures based on the Risk Assessment, which could include calling the police and raising a safeguarding alert.

If the Service User leaves the Home without notifying the Provider, the Provider should instigate escalation procedures based on the Risk Assessment, which could include calling the police and raising a safeguarding alert.

The Provider will notify the Commissioner of the unplanned absence immediately and the CCG will follow escalation procedures. 

The Provider will adhere to the reporting requirement for Service Users receiving care under any section of the 1983 Act as appropriate.
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The Provider will hold the Service User’s room for a period of seven days which the
Commissioner will fund. If the Service User does not return within seven days the individual placement will cease unless the Commissioner and Provider negotiate an extended retention period.

5.12 Discharge to a third party

The Service User will be discharged in accordance with Service Condition 11 and regulation 12 of the 2014 Regulations.

Where the Service User is permanently transferred from the Provider to a third party the Provider will produce and share a Care Transfer Plan with the third party provider.

5.13 Service User eviction

The Service User will not be discharged without prior approval from the Commissioner, which will not be unreasonably withheld.

All reasonable efforts will be made to prevent Service User eviction from the home. The Provider will work with the Commissioner to take steps to resolve issues as and when they arise. Eviction will only occur if all other demonstrable efforts to resolve issues have been unsuccessful.

If, despite all reasonable endeavours to resolve issues, the Provider cannot meet the needs of the Service User then the Provider and Commissioner will work to discharge the Service User to a service that can meet their needs in accordance with Service Condition 7.

The Service User, the Commissioner, the Provider, and any relevant third party organisation that the Service User is being transferred to will agree a discharge date.

5.14 Death

In the event of the death of a Service User, the Provider will comply with Service Condition 34. f
The Provider will also notify:

· the Service User’s family, Carers or Advocates as soon as is reasonably practicable, so that suitable arrangements (including burial/cremation) can be made;
· the Commissioner email/in writing within 24 hours; and
· the Service User’s GP within 24 hours.

The Provider will provide the Service User’s family, Carers or Advocates with a quiet room where they can sit and grieve when the Service User has died.

The Provider will ensure that the Service User’s medicines are managed properly in accordance regulation 12 of the 2014 Regulations.

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

6.	Location of Provider Premises

6.1 The Provider’s Premises are located at: To Be Completed


[image: ]7.	Staffing

7.1 General / Responsibilities of Staff

The Provider will:

· act in accordance with regulations 18 and 19 of the 2014 Regulations, and General Condition 5;
· maximise Staff continuity and minimise use of temporary Staff;
· ensure Staff understand their responsibilities and are aware of applicable Guidance; and
· address Staff concerns about the Services as per regulation 16 of the 2014 Regulations.


7.2 Registered nurses

Each Service User must have a Named Registered Nurse.

The Named Registered Nurse will:

· be responsible for developing, monitoring and updating the Service User’s Care Plan;
· coordinate the care for the Service User as specified in their Care Plan;
· develop a professional relationship with the Service User and any family, Carers or Advocates involved in the Service User’s life; and
· delegate nursing care provision with an appropriate level of supervision as outlined in regulation 18 of the 2014 Regulations and in accordance with Statement 11 of the Nursing & Midwifery Council’s Professional standards of practice and behaviour for nurses and midwives[footnoteRef:12] . [12:  Nursing and Midwifery Council, 2015. The Code Professional standards of practice and behaviour for nurses and midwives. Available at: https://www.nmc.org.uk/globalassets/sitedocuments/nmc-publications/nmc-code.pdf] 

 


Appendix 8.1
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East Sussex CCGs Continuing Healthcare
Individual Provider Agreement for Residential Care (IPA)

This IPA is an agreement between the Commissioner East Sussex Continuing Healthcare on behalf of Hastings and Rother CCG (host CCG for CHC), Eastbourne Hailsham Seaford CCG and High Weald Lewes Haven CCG and the Provider for the provision of care to the Service User as detailed in the 2016/19 NHS Hastings and Rother CCG Fully Funded Purchased Healthcare Service Contract. 
	
When providing services under this Contract, the Provider will fulfil its obligations as detailed in the said Contract. 


	Between
	And

	East Sussex CCGs Continuing Healthcare 
Hastings and Rother CCG 
Ground floor Limousin House
4 Athelstan Closes
Eastbourne 
East Sussex, BN23 6TE 
	PROVIDER DETAILS 



Data Protection and Information Governance – The Provider must observe its obligations under FOIA, DPA, EIR and HRA, and under the common law duty of confidentiality, as appropriate.
The Provider acknowledges that the CCG is subject to the requirements of the FOIA and EIR. The Provider must: 
· provide all necessary assistance and cooperation as reasonably requested by the CCG to enable the CCG to comply with its obligations under FOIA and EIR; 
· where it receives a request for information under FOIA in relation to this Agreement, not respond to that request (unless directed to do so by the CCG) and promptly (and in any event within 2 Operational Days) transfer the request to the CCG; and 
· provide the CCG with a copy of all information belonging to the CCG relevant to the request for information, in the form that the CCG requires, within 5 Operational Days (or such other period as the CCG may reasonably specify) of the CCG's request. 

The Provider acknowledges that the CCG, acting in accordance with the codes of practice issued and revised from time to time under FOIA and/or EIR, may disclose information concerning the Provider and this Agreement either without consulting with the Provider, or following consultation with the Provider and having taken its views into account.
The Provider must have a nominated information governance lead and (where applicable) Caldicott Guardian, and must ensure that the CCG is kept informed at all times of the identities and contact details of those persons.
The Provider must complete an annual information governance assessment using the NHS Information Governance Toolkit and must achieve a minimum level 2 performance against all requirements for its organisation type. If the Provider is unable to achieve level 2 compliance against all such requirements it must put in place an improvement plan satisfactory to the CCG setting out how it will take the steps necessary to achieve level 2 compliance. The Provider must provide the CCG with access to its toolkit submissions and any improvement plan on request.
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Confidentiality – Without prejudice to the obligations of the Provider under the above Data Protection and Information Governance clause in relation to personal information that is confidential, each party must, except as permitted by this clause, keep confidential all information disclosed to it by the other party in connection with this Agreement, and must use all reasonable endeavours to prevent their Staff from making any disclosure to any person of that information.
This Clause will not apply to disclosure of information that:

· is in or comes into the public domain other than by breach of this Agreement;
· the receiving party can show by its records was in its possession before it received it from the disclosing party; or
· the receiving party can prove it obtained or was able to obtain from a source other than the disclosing party without breaching any obligation of confidence.

A party may disclose the other party’s confidential information:

· to comply with applicable law;
· to any appropriate Regulator;
· in connection with any dispute resolution or litigation between the parties;
· as permitted under any other express arrangement or other provision of this Agreement; and
· where the disclosing party is the CCG, to NHS Bodies for the purposes of carrying out their duties.

Safeguarding – The Provider must:

· Ensure that all Relevant Staff are subject to a valid enhanced disclosure check for regulated activity undertaken through DBS;
· Monitor the level and validity of the checks under this clause for all Relevant Staff; and
· Not employ or use the services of any person who is barred from, or whose previous conduct or records indicate that he or she would not be suitable to carry out Regulated Activity or who may otherwise present a risk to Service Users.

The Provider warrants that it has no reason to believe that any Relevant Staff are barred from the activity in accordance with the provisions of the Safeguarding Vulnerable Groups Act 2006 and any regulations made under it, as amended from time to time.

The Provider must immediately provide to the CCG any relevant information reasonably requested by the CCG to enable the CCG to be satisfied that the obligations of this clause have been met.

The Provider must refer to the DBS information about any person in respect of whom it declines or withdraws permission to be involved in the Service (or would have done so, if that person had not otherwise ceased to be involved) because, in its opinion, that person has harmed or poses a risk of harm to Service Users.

The Provider must comply with all relevant law in relation to the safeguarding of children and adults and the Pan Sussex Adult Safeguarding Procedures and the Pan Sussex Child Protection and Safeguarding Children.

Travel expenses – Travel expenses will not be payable by East Sussex CCGs
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Variations – The care package shall be provided by the Provider at the agreed contract price and at the times specified. No additions or variations to this fixed fee will be accepted without prior agreement which the Commissioner will be notified of at the earliest opportunity.

Payments - Payments will only be made in arrears and for actual care and support provided and will be made directly into the provider’s account.

Price – The price of the care package shall remain fixed for the duration of the contract period unless there is an identified and agreed change in the Service Users needs as per Schedule 2A Section 5.2

"Notice” – This agreement may be terminated by either party, by giving 14 days’ notice in writing to the other party. In the event of death of the patient the contract will terminate 48 hours after death.

	Service User Details

	First Name
	

	Last Name
	

	D.O.B
	

	Caretrack Client ID
	

	NHS Number
	

	Current Address
	

	Type of referral:
	CHC   ☐
	End of Life   ☐



	Care Package Details

	Start Date of Funding
	

	Agreed Placement Cost per week
	

	Service User Level of Need/Outcomes Required
	Please refer to record of nursing needs documentation. Continuing Healthcare reserve the right to request this information at time of review and at any time deemed appropriate.



	Responsible Commissioner Details

	Phone Number
	01323 466120

	Responsible Commissioner
	East Sussex CCGs Continuing Healthcare – (Hastings and Rother CCG)


	Key Contact name
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	Key Contact Email
	(to be confirmed)

	Key Contact telephone number
	(to be confirmed)

	Invoicing Address
	
NHS Hastings and Rother CCG
09P Payables L745
C/O CHS Healthcare 
1 Wrens Court
53 Lower Queen Street
SUTTON COLDFIELD
B72 1RT


	Provider Signature 
(To enable prompt payment to be made, please return within 48 hours.
	



You, the provider will be deemed to have accepted this contact by the way of either returning a signed copy or by confirmed acceptance within 48 hours by email to (to be confirmed)







B. Indicative Activity Plan
Not Applicable






D.	Essential Services (NHS Trusts only)
Not Applicable






G.	Other Local Agreements, Policies and Procedures
Not Applicable





J.	Transfer of and Discharge from Care Policies

Service User nursing transfer summary of information relevant to each Service User to be produced by the Provider, which shall be easily legible and shall without limitation contain:

· The date of the Service User’s admission by the Provider
· The date of the Service User’s discharge by the Provider
· Details of any Services provided to the Service User, including any operation(s) and diagnostic procedures performed and their outcomes
· A summary of the key diagnosis made during the Service User’s admission
· Details of any medication prescribed at the time of the Service User’s discharge
· Any adverse reactions or allergies to medications or treatments observed in the Service User during admission
· The name of the responsible Consultant at the time of the Service User’s discharge
· Any immediate post-discharge requirement from the primary healthcare team or care team such as nursing home or care home
· Any planned follow-up arrangements
· Whether the Service User has any relevant infection, for example MRSA, C Difficile or wound infections
· Nutritional assessment outcomes and specific nutritional requirements - where relevant
· Pressure area assessment outcomes including details of any pressure ulcers and specific pressure relieving care and dressings - - where relevant
· Falls assessment and outcomes and care requirements - - where relevant
· The name of the individual responsible for the discharge along with the ward to whom questions about the contents of the Discharge Summary may be addressed, and complete and accurate contact details (including a telephone number) for that ward (trust policy is not to use specific individuals as contacts in order to ensure timely response during annual leave/sickness).

The Provider shall consider the following criteria in establishing whether a Service User can be discharged (especially where elderly) although where relevant, such criteria are to be qualified in relation to the health and circumstances of a service User prior to admission:

· Vital signs consistent with the Service User’s age and stable pre-admission levels
· Ability to ambulate with or without help consistent with what they could do preoperatively, for service Users undergoing a surgical procedure
· Fluids/diet tolerated at proposed time of discharge
· No unusual bleeding or discharge given the nature of the procedure, and minimal surgical bleeding at the time of discharge
· No signs of respiratory distress, stridor or croup cough
· Alert, aware of surroundings and aware of what has taken place
· Pain-free or pain controlled (including a plan for the control of pain as and when required)
· If the service User has received a spinal or epidural anesthetic returned sensation and movement in the lower extremities and able to support themselves when standing if able to do so preoperatively
· Able to void

Adequate home care provision and support where appropriate and there has been a joint multidisciplinary agreement that the service User is safe to transfer


K.	Safeguarding Policies and Mental Capacity Act Policies

	Policy Name
	Date
	Document

	
	Ratified
	To Review
	

	Sussex CCG’s Safeguarding Standards
Guidance – V2
	November 2016
	November 2018
	See Appendix 2

	Sussex CCG’s
Safeguarding Standards – Assurance Tool
	November 2016
	November 2018
	See Appendix 2




	Safeguarding Policies: 

The Pan Sussex Adult Safeguarding Procedures http://pansussexadultssafeguarding.proceduresonline.com/index.htm and 
The Pan Sussex Child Protection and Safeguarding Children Procedures http://pansussexscb.proceduresonline.com/index.htm must be adhered to at all times. 

In addition all providers are expected to ensure there is a strategy for safeguarding children and adults which should include training and supervision arrangements. 

Providers are required to have in place a named Safeguarding Lead for Children, Adults at Risk, Mental Capacity, Deprivation of Liberty (DoLs) and Prevent. There must be guidance on information sharing and governance, and compliance with Local Safeguarding Boards for Children and Adults.

It is expected that Providers shall complete the Safeguarding Tools and hold it on site to be provided to the Commissioners on request. Compliance with information requests will be expected. 

For Local Safeguarding Adults Board guidance see: Department of Health, 2014. Care and Support Statutory Guidance: Issued under the Care Act 2014 June. 
Available at: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/315993/Care-Act-Guidance.pdf
See also Social Care Institute for Excellence (SCIE) Adult safeguarding: Policy and procedures. 
Available at: http://www.scie.org.uk/adults/safeguarding/policies/index.asp
Including Sussex Safeguarding Adults Policy and Procedures (2016). 
Available at: http://sussexsafeguardingadults.procedures.org.uk


MCA Policies: 

Department of constitutional affairs, 2007. Mental Capacity Act Code of Practice. 
Available at: https://www.gov.uk/government/uploads/system/





SCHEDULE 3 – PAYMENT
 
A. Local Prices

	1. Standard Weekly Rate
The Standard Weekly Rate paid by the CCG for all Service as detailed in the IPA

2. Additional Care rates
As per Schedule 2A Section 5.2, additional care rates will only be agreed in
exceptional circumstances, e.g. 1:1 care

3. Rate changes in cases of absence
The payment will differ from the Standard Weekly rate in exceptional circumstances where a Service User is admitted to hospital (for elective or emergency treatment) or goes on holiday/agreed leave for more than one day.

During the standard six-week retainer period (as described in schedule 2A Section 5.10) the Commissioner will pay the Service Provider as detailed in the table below.

	Length of Absence
	% of Standard Weekly Rate Paid

	First two weeks of absence
	100%

	Remaining four weeks
	80%

	
If the Commissioner wants to extend the retainer period beyond the standard six-week retainer period, then the Provider and Commissioner will negotiate the appropriate level of payment. The level of payments will be a proportion of the Standard Weekly rate only; no additional charges will be incurred.
1. Payment post service User discharge or death
Following Service User discharge, the Commissioner will cease payment on the date of discharge. Following the death of the Service User, the Commissioner will cease payment two days after death, unless in exceptional circumstances previously agreed by the Commissioner.

2. Financial penalties
If the Provider is found not to have informed the Commissioner of an absence verbally/in writing (as required by Schedule 2A Section 5.11) and Provider has charged for services not delivered the provider will refund the Commissioner for the cost of this care.

3. Price review mechanism
The IPA pricing will be reviewed at least annually in line with the changes to NHS national tariff or as service user requirements are identified and agreed.



B.	Local Variations

For each Local Variation which has been agreed for this Contract, copy or attach the completed publication template required by NHS Improvement (available at: https://www.gov.uk/guidance/nhs-providers-and-commissioners-submit-locally-determined-prices-to-monitor) – or state Not Applicable. Additional locally-agreed detail may be included as necessary by attaching further documents or spreadsheets.

Not Applicable







C. Local Modifications

For each Local Modification Agreement (as defined in the National Tariff) which applies to this Contract, copy or attach the completed submission template required by NHS Improvement (available at: https://www.gov.uk/guidance/nhs-providers-and-commissioners-submit-locally-determined-prices-to-monitor). For each Local Modification application granted by NHS Improvement, copy or attach the decision notice published by NHS Improvement. Additional locally-agreed detail may be included as necessary by attaching further documents or spreadsheets.
Not Applicable




F.	Expected Annual Contract Values
Not Applicable





SCHEDULE 4 – QUALITY REQUIREMENTS

A. Operational Standards and National Quality Requirements 

	Ref:
	Operational Standards/National Quality Requirements
	Threshold

	Method of Measurement 

	Consequence of breach 

	Timing of application of consequence 
	Applicable Service Category 


	
	Duty of Candour
	
Each failure to notify the Relevant Person of a suspected or actual Notifiable Safety Incident in accordance with Regulation 20 of the 2014 Regulations

	Review of Service Quality Performance Reports 

	Recovery of the cost of the episode of care, or £10,000 if the cost of the episode of care is unknown or indeterminate 

	Monthly 
	All


B. 

SCHEDULE 4 – QUALITY REQUIREMENTS

C. Local Quality Requirements

Not all of the quality management information has associated targets or thresholds since interpretation of the date would be simplistic. For instance, a low number of falls may indicate good care but could also be because Service Users are not actively supported to move. Similarly, a low number of Advance Care Plans (ACPs) in place could indicate that a home has many Service Users who do not wish to be offered ACPs.

The Commissioner will use the quality management information to identify areas for further investigation; Commissioners will discuss these areas with Homes at annual and ad hoc reviews:

	Please see Quality Requirement Guidelines in Appendix 5 to support completion. 

Please indicate the start date of the period being reported: 

Please indicate the number of service users resident on the end date of the reporting period: 

All reports to be completed by the end of the month following the period for which data is required. 


	
	Quality Requirement

	Threshold

	Data reporting Mechanism

	Consequence of breach

	Timing of application of consequence
	Used by Commissioner to evidence

	LQ1
	Number of Service Users that died in their place of choice

	Indicate number of those that have died in the reporting period

	Local quality requirements reporting (to be confirmed)

	As set out in GC9.2

	Six- Monthly

	Best practice in EOLC is being followed


	LQ2
	Number of Service Users who are identified as receiving End of Life Care (EOLC) during the reporting period.


	Indicate Number
	Local quality requirements reporting (to be confirmed)

	As set out in GC9.2

	Six- Monthly

	Best practice in EOLC is being followed


	LQ2
(a)
	Number of service users as at LQ2 who have been offered Advance Care Plans (ACP)

	Indicate number of EOLC service users identified at LQ2

	Local quality requirements reporting (to be confirmed)

	As set out in GC9.2

	Six- Monthly

	Best practice in EOLC is being followed


	LQ2 (b)
	Total number of ACP’s in place during the reporting period.

	Indicate number of EOLC service users identified at LQ2

	
Local quality requirements reporting (to be confirmed)

	As set out in GC9.2

	Six- Monthly

	Best practice in EOLC is being followed


	LQ3
	Complaints – by Number, cause and identifiable trend during the reporting period. 
(List cause and trend separately) 
	Indicate number of service users in reporting period 

	Local quality requirements reporting (to be confirmed)
 
	As set out in GC9.2

	Six- Monthly

	Continuous Quality Improvement 


	LQ4
	Complaints full response within 28 days 

	Indicate number
	Local quality requirements reporting (to be confirmed)

	As set out in GC9.2

	Quarterly

	Continuous Quality Improvement 


	LQ5
	The number of emergency hospital attendances. 

	Indicate number (during reporting period)
	Local quality requirements reporting (to be confirmed)

	As set out in GC9.2

	Quarterly

	Effective management of Service User’ Conditions

	LQ5 (a)
	Of those identified at LQ5, how many residents were admitted to hospital 

	Indicate number of those identified at LQ5 

	Local quality requirements reporting (to be confirmed)

	As set out in GC9.2

	Quarterly

	Effective management of Service User’ Conditions

	LQ6
	Number of Service User Care Plan reviews that have taken place against the number of Service User Care Plan reviews that were due to take place during the reporting period

	Indicate number
	Local quality requirements reporting (to be confirmed)

	As set out in GC9.2

	Quarterly

	Effective management of Service User’ Conditions

	LQ7
	Incidence of UTI’s developed in Home 

	Indicate number
	Local quality requirements reporting (to be confirmed)

	As set out in GC9.2

	Quarterly

	Quality of care/Service Users are protected from avoidable harm 

	LQ8
	The provider contributes to the Post Infection Review (PIR) process for all MRSA bloodstream infections (MRSA BSI) if involved in the provision of care to the patient
	Indicate number of patients affected in the reporting period, and number of PIR’s in the period
	Resultant action plan reports are received and updated monthly, with learning shared across the organisation 

	As set out in GC9.2

	Quarterly

	Service Users are protected from avoidable harm


	LQ9
	Provider contributes to review of all Clostridium Difficile Infections (CDI) cases if involved in the provision of care to the patient in the reporting period 
	Indicate number
	Resultant action plan reports are received and updated monthly, with learning shared across the organisation

	As set out in GC9.2

	Quarterly

	Service Users are protected from avoidable harm


	LQ10
	The development or raised change in status of grade 3 or above pressure ulcers in the reporting period 

	Indicate number
	Local quality requirements reporting (to be confirmed)

	As set out in GC9.2

	Quarterly

	Service Users are protected from avoidable harm


	LQ11
	Incidence of Medication Errors by degree of harm in the reporting period (please see Appendix 4 for the definitions)
 
· No Harm 
· Low Harm 
· Moderate Harm 
· Severe Harm 
· Death 

	Indicate number
	Local quality requirements reporting (to be confirmed)


	As set out in GC9.2

	Quarterly

	Service Users are protected from avoidable harm


	LQ12
	Number of Service users with six-monthly medication reviews by GP’s/Pharmacists in the reporting period 

	of those requiring review – indicate number 

	Local quality requirements reporting (to be confirmed)

	As set out in GC9.2

	Six-Monthly

	Wider series are working together for the Service User[footnoteRef:13] [13:  It is recognised that this is largely outside the control of the Provider and relies on locally commissioned GP services  ] 



	LQ13
	Incidence of Falls by degree of harm in the reporting period (please see Appendix 4 for the definitions)
 
· No Harm 
· Low Harm 
· Moderate Harm 
· Severe Harm 
· Death 

	Indicate number
	Local quality requirements reporting (to be confirmed)
 

	As set out in GC9.2

	Quarterly

	Service Users are protected from avoidable harm


	LQ14
	Have all Safeguarding enquiries/concerns involving CHC funded clients been notified to the CHC Quality Assurance Team within 1 working day? 

	Yes/No
	Local quality requirements reporting (to be confirmed)
 

	As set out in GC9.2

	Quarterly

	Service Users are protected from avoidable harm


	LQ15
	Are you adhering to the Sussex CCG’s Safeguarding Standards? 

	Yes/No
	
	As set out in GC9.2
	Annually
	Service Users are protected from avoidable harm 


	LQ16
	Number of qualified nursing staff that left the home in the last quarter 

	
	Local quality requirements reporting (to be confirmed)

	As set out in GC9.2

	Quarterly

	Service Users are protected from avoidable harm 


	LQ17
	Number of non-qualified nursing staff that left the home in the last quarter 

	
	Local quality requirements reporting (to be confirmed)

	As set out in GC9.2

	Quarterly

	Service Users are protected from avoidable harm 


	LQ18
	Number of shifts covered by qualified nursing agency staff in the last quarter 

	
	Local quality requirements reporting (to be confirmed)

	As set out in GC9.2

	Quarterly

	Service Users are protected from avoidable harm 


	LQ19
	Number of shifts covered by non- qualified nursing agency staff in the last quarter 

	
	Local quality requirements reporting (to be confirmed)

	As set out in GC9.2

	Quarterly

	Service Users are protected from avoidable harm 


	LQ20
	Number of Clinical Staff Appraisal Rolling 12 months 

	
	Local quality requirements reporting (to be confirmed)

	As set out in GC9.2
	Annually
	Service Users are protected from avoidable harm 


	LQ21
	Number of trained staff attending clinical staff training over and above their required mandatory training which enables them to carry out their clinical duties. 

	
	Local quality requirements reporting (to be confirmed)

	As set out in GC9.2
	Annually
	Service Users are protected from avoidable harm 








SCHEDULE 4 – QUALITY REQUIREMENTS

D. Commissioning for Quality and Innovation (CQUIN)


CQUIN Table 1: CQUIN Indicators

SCHEDULE 6 – CONTRACT MANAGEMENT, REPORTING AND INFORMATION REQUIREMENTSNot Applicable



A. Reporting Requirements

As per Schedule 4 C – Local Quality Requirements – (to be confirmed) 

Not Applicable





SCHEDULE 6 – CONTRACT MANAGEMENT, REPORTING AND  INFORMATION REQUIREMENTS

C. Incidents Requiring Reporting Procedure

	Procedure(s) for reporting, investigating, and implementing and sharing Lessons Learned from: (1) Serious Incidents (2) Notifiable Safety Incidents (3) Other Patient Safety Incidents 


	Insert text locally
Providers are responsible for the safety of their patients, visitors and others using their services, and must ensure robust systems are in place for recognising, reporting, investigating and responding to Serious Incidents and for arranging and resourcing investigations. 

Commissioners are accountable for quality assuring the robustness of their providers’ Serious Incident investigations and the development and implementation of effective actions, by the provider, to prevent recurrence of similar incidents. 

In the event that the Provider becomes aware that an incident has or may have occurred they should follow the procedures set out in the Serious Incident Framework on the link below: 
www.england.nhs.uk/wp-content/uploads/2015/04/serious-incidnt-framwrk-upd.pdf 

The Commissioner will work with official partner organisation if required, in the event that a reportable Serious Incident or concerns regarding safety occurs, either on an individual or whole service basis, which require investigation and/or recommendations following the known outcome of the investigation to improve care and support services within the residential care home setting. 





SCHEDULE 6 – CONTRACT MANAGEMENT, REPORTING AND  INFORMATION REQUIREMENTS

F.	Provider Data Processing Agreement
Not Applicable




SCHEDULE 7 – PENSIONS

Not Applicable


SCHEDULE 8 – TUPE*

1. The Provider must comply and must ensure that any Sub-Contractor will comply with their respective obligations under TUPE and COSOP in relation to any persons who transfer to the employment of the Provider or that Sub-Contractor by operation of TUPE and/or COSOP as a result of this Contract or any Sub-Contract, and that the Provider or the relevant Sub-Contractor (as appropriate) will ensure a smooth transfer of those persons to its employment. The Provider must indemnify and keep indemnified the Commissioners and any previous provider of services equivalent to the Services or any of them before the Service Commencement Date against any Losses in respect of:

	1.1	any failure by the Provider and/or any Sub-Contractor to comply with its obligations under TUPE and/or COSOP in connection with any relevant transfer under TUPE and/or COSOP;

	1.2	any claim by any person that any proposed or actual substantial change by the Provider and/or any Sub-Contractor to that person’s working conditions or any proposed measures on the part of the Provider and/or any Sub-Contractor are to that person’s detriment, whether that claim arises before or after the date of any relevant transfer under TUPE and/or COSOP to the Provider and/or Sub-Contractor; and/or

	1.3	any claim by any person in relation to any breach of contract arising from any proposed measures on the part of the Provider and/or any Sub-Contractor, whether that claim arises before or after the date of any relevant transfer under TUPE and/or COSOP to the Provider and/or Sub-Contractor.

2. If the Co-ordinating Commissioner notifies the Provider that any Commissioner intends to tender or retender any Services, the Provider must within 20 Operational Days following written request (unless otherwise agreed in writing) provide the Co-ordinating Commissioner with anonymised details (as set out in Regulation 11(2) of TUPE) of Staff engaged in the provision of the relevant Services who may be subject to TUPE. The Provider must indemnify and keep indemnified the relevant Commissioner and, at the Co-ordinating Commissioner’s request, any new provider who provides any services equivalent to the Services or any of them after expiry or termination of this Contract or termination of a Service, against any Losses in respect any inaccuracy in or omission from the information provided under this Schedule.

3. During the 3 months immediately preceding the expiry of this Contract or at any time following a notice of termination of this Contract or of any Service being given, the Provider must not and must procure that its Sub-Contractors do not, without the prior written consent of the Co-ordinating Commissioner (that consent not to be unreasonably withheld or delayed), in relation to any persons engaged in the provision of the Services or the relevant Service:

	3.1	terminate or give notice to terminate the employment of any person engaged in the provision of the Services or the relevant Service (other than for gross misconduct);

	3.2	increase or reduce the total number of people employed or engaged in the provision of the Services or the relevant Service by the Provider and any Sub-Contractor by more than 5% (except in the ordinary course of business);

	3.3	propose, make or promise to make any material change to the remuneration or other terms and conditions of employment of the individuals engaged in the provision of the Services or the relevant Service;

	3.4	replace or relocate any persons engaged in the provision of the Services or the relevant Service or reassign any of them to duties unconnected with the Services or the relevant Service; and/or

	3.5	assign or redeploy to the Services or the relevant Service any person who was not previously a member of Staff engaged in the provision of the Services or the relevant Service. 

4. On termination or expiry of this Contract or of any Service for any reason, the Provider must indemnify and keep indemnified the relevant Commissioners and any new provider who provides any services equivalent to the Services or any of them after that expiry or termination against any Losses in respect of:

	4.1	the employment or termination of employment of any person employed or engaged in the delivery of the relevant Services by the Provider and/or any Sub-Contractor before the expiry or termination of this Contract or of any Service which arise from the acts or omissions of the Provider and/or any Sub-Contractor;

	4.2	claims brought by any other person employed or engaged by the Provider and/or any Sub-Contractor who is found to or is alleged to transfer to any Commissioner or new provider under TUPE and/or COSOP; and/or

	4.3	any failure by the Provider and/or any Sub-Contractor to comply with its obligations under TUPE and/or COSOP in connection with any transfer to any Commissioner or new provider.

5. In this Schedule:

COSOP means the Cabinet Office Statement of Practice Staff Transfers in the Public Sector January 2000

TUPE means the Transfer of Undertakings (Protection of Employment) Regulations 2006 and EC Council Directive 77/187
*Note: it may in certain circumstances be appropriate to omit the text set out in paragraphs 1-5 above or to amend it to suit the circumstances - in particular, if the prospect of employees transferring either at the outset or on termination/expiry is extremely remote because their work in connection with the subject matter of the Contract will represent only a minor proportion of their workload. However, it is recommended that legal advice is taken before deleting or amending these provisions.

APPENDIX 1: 
GLOSSARY 
The definitions below are additional to those found in The General Conditions. The following terms shall have the following meanings: 

	
2005 Act 
	



The Mental Capacity Act 2005. Available at: http://www.legislation.gov.uk/ukpga/2005/9/pdfs/ukpga_20050009_en.pdf. 


	2014 Regulations 
	The Health and Social Care Act 2008 (Regulated Activities) Regulations 2014. Available at: 
http://www.legislation.gov.uk/uksi/2014/2936/contents/made 


	Additional Care 
	Care that is not included in Schedule 2A Section 3.5 and is not included in the Standard Weekly Rate. 


	Additional Equipment 
	Equipment that is not included in Schedule 2A Section 3.6. 
Additional Equipment will be supplied by or via the Commissioner. 


	Advance Care Plan (ACP) 
	A plan of the future care between an individual and their care providers, irrespective of discipline. An ACP might include: 
· concerns and wishes; 
· important values or personal goals for care; 
· understanding about illness and prognosis; and 
· preferences for types of care or treatment that may be beneficial in the future. 

(Adapted from: Leadership Alliance for the Care of Dying People, 2014. One chance to get it right - Improving people’s experience of care in the last few days and hours of life. Available at: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/323188/One_chance_to_get_it_right.pdf)


	Advance Decision to Refuse Treatment (ADRT) 
	As defined in the 2005 Act. 




	Advocate 
	Advocate can be used in a general sense, as one who speaks on behalf of another, or it can have special meanings derived from the 1983 Act and the 2005 Act. There are formal and informal Advocates and these can be: 
· individuals acting informally: carers, relatives, partners, neighbours or friends and staff; 
· those prescribed by legislation, such as Independent Mental Health Advocates and Independent Mental Capacity Advocates; 
· and those provided by schemes run by local authorities, the NHS and charities. 
(CQC, 2015. Glossary of terms used in the guidance for Providers and managers. 
Available at: 
http://www.cqc.org.uk/content/glossary-terms-used-guidance-providers-and-managers).


	Appointed Person 
	An Advocate, best interests representative or person with health and welfare lasting power of attorney for the Service User. 


	Care Assistant 
	A person who is employed by the Provider to deliver care. 


	Care Plan 
	See Personalised Care Plan in the General Conditions. 


	Decision Support Tool (DST) 
	The assessment tool used to determine eligibility for NHS Continuing Healthcare (NHS CHC). 


	Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) decision 
	Management plan put in place if cardiac or respiratory arrest is an expected part of the dying process and CPR is unlikely to be successful. Making and recording an advance decision not to attempt CPR means that the patient dies in a dignified and peaceful manner and that the patient’s last hours or days are spent in their preferred place of care by, for example, avoiding emergency admission from a community setting to hospital. These management plans are also called Do Not Attempt Resuscitation orders or Allow Natural Death decisions. 
(Adapted from: General Medical Council, 2010. Treatment and care towards the end of life: good practice in decision-making. Available at: https://www.gmc-uk.org/static/documents/content/Treatment_and_care_towards_the_end_of_life_-_English_0914.pdf


	End of Life Care (EOLC) 
	Care for patients who are likely to die within the next 12 months. This includes patients whose death is imminent (expected within a few hours or days) and those with: 
· advanced, progressive, incurable conditions; 
· general frailty and co-existing conditions that mean they are expected to die within 12 months; 
· existing conditions if they are at risk of dying from a 
· sudden acute crisis in their condition; and 
· life-threatening acute conditions caused by sudden 
· catastrophic events. 
· Eligibility of NHS CHC Fast Track is based upon a rapidly deteriorating condition 
· 
In General Medical Council guidance the term ‘approaching the end of life’ also applies to patients who are diagnosed as being in a persistent vegetative state (PVS) for whom a decision to withdraw treatment may lead to their death. 
(Adapted from: Leadership Alliance for the Care of Dying People, 2014. One chance to get it right - Improving people’s experience of care in the last few days and hours of life. Available at: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/323188/One_chance_to_get_it_right.pdf). 


	FP10 
	NHS prescription completed by NHS prescriber. 

	Home 
	Each Nursing Home contracted to this specification. 

	Medication Errors 
	Any Patient Safety Incident (PSI) where there has been an error in the process of prescribing, preparing, dispensing, administering, monitoring or providing advice on medicines. These PSIs can be divided into two categories: errors of commission or errors of omission. The former include, for example, wrong medicine or wrong dose. The latter include, for example, omitted dose or a failure to monitor, such as international normalised ratio for anticoagulant therapy. 
(NHS England, 2014. Patient Safety Alert Stage Three: Directive Improving medication error incident reporting and 





 (
Multidisciplinary Team (MDT)
)A team of at least two professionals, usually from both the health and the social care disciplines. It does not refer only to an existing multidisciplinary team, such as an ongoing team based in a hospital ward. It should include those who have an up-to-date knowledge of the individual’s needs, potential and aspirations.
(Department of Health, 2018. National Framework for NHS Continuing Healthcare and NHS-funded Nursing Care. Available at: https://www.gov.uk

 (
Named Registered
Nurse
)A registered nurse identified as responsible for coordinating the care, treatment and support of the Service User. 
 (
NHS Continuing Healthcare (CHC)
)A package of ongoing care that is arranged and funded solely by the NHS where the individual has been found to have a ‘primary health need’. 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 actual services provided as part of the package should be seen in the wider context of best practice and service development for each client group. Eligibility for NHS CHC places no limits on the settings in which the package of support can be offered or on the type of service delivery.
(Department of Health, 2018. National Framework for NHS Continuing Healthcare and NHS-funded Nursing Care. Available at: https://www.gov.uk
Nursing Home	A service that is registered as a Nursing Home with the CQC.(CQC, 2016. Available at:
http://www.cqc.org.uk/content/care-homes). 
Personal Care	As defined in the 2014 Regulations.

	Provider/Service User Contract
	Any agreement between the Provider and the Service User or the Service User’s family or Carers for the provision of any care, services or accommodation, where the care, services or accommodation are intended to be in addition to or separate from the NHS funded care package.



Risk Assessment           The process of identifying all the risks to and from an
activity, and assessing the potential impact of each risk. (CQC, 2015. Glossary of terms used in the guidance for providers and managers. Available at: http://www.cqc.org.uk/content/glossary-terms-used-guidance-providers-and-managers). 
Standard Weekly Rate The basic rate established that should be paid for each week of services for the provision of care to the Service
User as detailed in this Contract.
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This document applies to commissioners and all services commissioned by the Clinical Commissioning Groups across Sussex, and provides them with safeguarding standards for:

· Strategic leadership
· Leading effectively to reduce the potential of abuse
· Responding effectively to allegations of abuse
· Safeguarding practice and procedures
· Staff competence
· Safer recruitment
· Learning from incidents
· Commissioning
· Safeguarding data requested by Department of Health


The Clinical Commissioning Groups across Sussex actively challenge discrimination and promote quality. We will not restrict assessment, treatment, therapy or care on the basis of race, age, disability, gender, transgender, religion or belief, or sexual orientation. We are committed to providing services that are excellent, equitable and acceptable to the local community which we serve and strive continuously to improve the patient experience, wellbeing and health outcomes for our local population.



1.	Introduction

1.1 Clinical Commissioning Groups (CCGs) across Sussex are committed to commissioning services that are excellent, equitable and acceptable to the local community. We strive continuously to improve the patient experience, wellbeing and health outcomes for our local population.

1.2 We are setting in place rigorous quality and safety systems and processes in order to achieve continuous improvement and this Safeguarding Standards Guidance forms part of that system. Anyone working in, or coming into contact with, health services for which CCGs are responsible should expect to be treated in accordance with national safeguarding recommendations, and children and adults should be particularly considered and protected in all clinical activity.

1.3 This guidance enables commissioning staff, providers and independent contractors to identify the key benchmarks to ensure an effective, systematic, auditable approach to ensuring the safeguarding of all patients/clients, whatever their age. The document will enable organisations, services and practices to audit themselves against the benchmarks and, where necessary, put in place effective systems to ensure effective safeguarding of children and adults.

1.4 The document supports the national guidance and statutory regulations related to child and adult safeguarding and Mental Capacity Act (MCA) the requirements identified within the multi-agency Sussex Safeguarding Children Boards, and Sussex Safeguarding Adults Boards.
1.5 CCGs will require assurance that providers, services, organisations and independent contractors whose services we commission meet these benchmarks.


2.	Safeguarding Children and Adults

2.1 All children and adults have the right to be protected from harm.

2.2 Child protection has a long history within both health and social care, and there have been many notable incidents where it has been evident that organisations have not worked effectively to protect and minimise risk. The Inquiry into the death of Victoria Climbie, the Soham murders and, more recently, the death of Peter Connelly (Baby P) have been tragic events that have led to new legislation and national recommendations. The Children Act 2004[footnoteRef:14] (Section 11) and the revised “Working Together to Safeguarding Children (2015)’[footnoteRef:15] both clearly identify requirements of all agencies and go beyond the historical management of child protection to ensure holistic consideration of the safety of children and young people in the broadest sense. This also places responsibility on all practitioners to take account of the safety of children and of the CCGs, as commissioners, to ensure safe practices of all its commissioned services. [14:  Children Act 2004  ]  [15: Working Together to Safeguard Children 2015  ] 


2.3 Adult safeguarding has been a more recent development and now has statutory requirements and guidance following the implementation of The Care Act 2014[footnoteRef:16] in April 2015. The CCGs in Sussex are committed to ensuring a framework for protecting both children and adults, following best practice, and this guidance will reflect that commitment. [16:  The Care Act 2014] 


2.4 The Mental Capacity Act 2007 (MCA)[footnoteRef:17] and the Deprivation of Liberty Safeguards (DoLS)[footnoteRef:18] implemented in April 2009 have placed an increased emphasis on ensuring that rights to decision making are protected and decisions made on behalf of people are only made using the legal framework. The DoLS ensures that care and treatment for those who lack capacity to consent to their accommodation is only delivered in their best interest and using the least restrictive options means to ensure their safety. [17: The Mental Capacity Act ]  [18:  Deprivation of Liberty Safeguards 
] 


2.5 CCGs are committed to supporting multi-agency policies, training, education and recommendations from The Care Act 2014. Adults who are susceptible or subjected to abuse or mistreatment will receive the highest priority for assessment and support. All agencies will respond to concerns with prompt, timely, and appropriate action in line with agreed policies.

2.6 There are clearly identified processes for initiating a child protection referral or an adult safeguarding concern, and organisations must ensure that staff understands how to protect children, young people and adults at all levels across the organisation. There needs to be general awareness and understanding at all levels and a tiered level of knowledge and skills to support this
.
2.7 Safeguarding is wider than the traditional ‘protection’ that clinical staff has familiarity with. This involves considering the interests and safety of all children, young people and adults in the broadest sense as well as protecting the vulnerable. This includes being aware of any circumstance which may cause harm, reflecting safeguarding within guidance such as safer recruitment guidance, and learning from incidents.

2.8 Responsibility for protecting children, young people and adults does not lie with one individual or group, but with all staff at every level of the organisation. CCGs, service providers, and independent contractors should ensure that staff have knowledge and skills to deal sensitively with the various circumstances in which the safeguarding of children, young people and adults is required.


3.	Terminology

3.1 Children
 A child is anyone who has not yet reached their 18th birthday, regardless of race, religion, first language, culture, gender, sexuality, health or disability, location or placement, involvement in criminal behaviour, political or immigration status. Safeguarding and promoting the welfare of children is defined under the Children Acts 1989 and 2004.

3.2 Safeguarding and promoting the welfare of children
The process is defined as protecting children from abuse or neglect, preventing impairment of their health and development, and ensuring they are growing up in circumstances consistent with the provision of safe and effective care that enables children to have optimum life chances and enter adulthood successfully.

3.3 Child in Need of Protection
The process of protecting individual children identified as either suffering, or likely to suffer, significant harm as a result of abuse or neglect (Working Together to safeguard children, 2015).

3.4 Children in Need
Children who are defined as being ‘in need’ are those whose vulnerability is such that they are unlikely to reach or maintain a satisfactory level of health or development, or their health and development will be significantly impaired without the provision of services, plus those who are disabled.

3.5 Adult safeguarding
The Care Act 2014 outlines the scope of adult safeguarding to an individual of
a) 18 years or over who;
b) has needs for care and support (whether or not the local authority is meeting any of those needs) and;
c) is experiencing, or at risk of, abuse or neglect and;
d) as a result of those care and support needs is unable to protect themselves from either the risk of, or the experience of abuse or neglect.

3.6 Safeguarding adults within health care settings
Many patients receiving healthcare may fall into the scope of adult safeguarding within the definition in 3.5, whether or not they are already in receipt of social care services. Levels of independence and wellbeing may be affected by health related conditions. A patient’s health need may reduce the choice and control they have, their ability to make decisions and to protect themselves from harm. They may be highly dependent upon the health care service for the care they receive. Their personal circumstances and the nature of their treatment may reduce their ability to protect themselves from harm.


3.7 Significant Harm
There are no absolute criteria on which to rely when judging what constitutes significant harm. Working together to Safeguard Children (2015) provides guidance and areas of consideration which may include the degree and the extent of physical harm, the duration and frequency of abuse and neglect, the extent of premeditation, and the presence or degree of threat, coercion, sadism and bizarre or unusual elements. Significant harm may occur through a single event or a collection of events.

3.8 Abuse and Neglect
These are forms of maltreatment and may be due to inflicting harm or failing to act to prevent harm. Abuse may occur in a family, institution or community setting by those known to individuals or by a stranger. Types of abuse can include physical, sexual, emotional, financial/material and discriminatory. If there are repeated occurrences in a health care setting, this could be considered as institutional or organisational abuse.

3.9 Mental Capacity Act (MCA)
The Mental Capacity Act is the statutory framework to ensure people’s right to decision making and protect people who do not have the ability to make decisions for themselves, and for those who have capacity and wish to make plans for the future.

3.10 Deprivation of Liberty Safeguards (DoLS)
The safeguards are designed to protect the interests of an extremely
vulnerable group of service users and to:
· Ensure people can be given the care they needs in the least restrictive
Regimes
-	Prevent arbitrary decisions that deprive vulnerable people of their liberty
-	Provide safeguards for vulnerable people
-	Provide them with rights of challenge against unlawful detention

3.11 PREVENT
	Section 21 of the Counter-Terrorism and Security Act 2015 (Before Parliament ) places a duty on certain bodies, listed in Schedule 3 to the Act, to have “due regard to the need to prevent people from being drawn into terrorism”. PREVENT focuses on all forms of terrorism and operates in a pre-criminal space, providing support and re-direction to vulnerable individuals at risk of being groomed in to terrorist activity before crimes are committed. Radicalisation is comparable to other forms of exploitation; it is therefore a safeguarding issue that staff working in the health sector must be aware of.


4.	Aims of the Guidance

4.1 The guidance draws on national requirements, statutory guidance and standards to ensure patients/clients of all ages are safeguarded effectively. The standards in this guidance apply to all services commissioned by CCGs, to directly provided services and to independent contractors. It is recognised that there will be different degrees of application dependent on the service provided and the environment in use.

4.2 Statutory/legislative requirements and links
Safeguarding adults at risk: Sussex Safeguarding Adult Boards; Sussex
Safeguarding Adults multi-agency policies and procedures:
Sussexsafeguardingadults.procedures.org.uk 

Safeguarding children: Sussex Safeguarding Children Boards; Pan Sussex multi-agency policies and procedures:
Sussexchildprotection.procedures.org.uk 

Care Quality Commission: Essential Standards of Quality and Safety: 
CQC Essential Standards 

ADASS Safeguarding Adults: A National Framework of Standards for good
practice and outcomes in adult protection work:
adass 

Working Together to Safeguarding Children: A guide to inter-agency working to
safeguard and promote the welfare of children (2015):
Working Together – with particular reference to Chapter 2.

Pan Sussex Multi-agency Procedures to Support People who Self-neglect: https://www.surreycc.gov.uk/ data/assets/pdf file/0011/82883/SSAB-Policy-and-Procedures-on-self-neglect.pdf

Mental Capacity Act and Deprivation of Liberty Safeguards: 
MCA and DoLS 

The Care Act 
Care Act 2014 

Disclosure and Barring / Safer Recruitment 
vetting and barring 

Safeguarding Children and Young People: roles and competencies for health
care staff (2014):
Safeguarding Children Roles and Competences for Healthcare 

Department of Health guidance: Safeguarding Adults: The role of health
services
DH Safeguarding Adults : the role of health services 

NHS England PREVENT Training and Competencies Framework (2015) Prevent training and competencies framework
 
Serious Crime Act 2015 
Serious Crime Act 2015

4.3 This benchmarking guidance should be read in conjunction with CCG policies and procedures related to:
· Quality and patient safety
· Information governance
· Serious incident management
· Patient experience
4.4 Each of the standards in Appendix 1 will be identified as statutory, essential or developmental as denoted by S, E or D in the right hand column. These can be described as:

Statutory: Based on legislation and statutory guidance. Examples might include Mental Capacity Act, Human Rights Act, or Working Together to Safeguard Children statutory guidance. Providers cannot operate unless these standards can be met.

Essential: Guidelines and best practice (not statutory) and agreed policies and procedures (e.g. multi-agency). Examples might include NICE guidelines, agreed clinical pathways, training policies etc. Providers should not operate unless these objectives can be met, and if these cannot be met then there should be clear action plans with agreed timeframes on how and when they will be met.

Developmental: Locally agreed best practice, research/evidence based. Providers should be working towards these objectives with the support of commissioners and/other agencies.


5. Benchmarks and expected best practice

Standard 1: Strategic leadership
Standard 2: Lead effectively to reduce the potential of abuse
Standard 3: Responding effectively to allegations of abuse
Standard 4: Safeguarding practice and procedures
Standard 5: Staff competence
Standard 6: Safer recruitment
Standard 7: Learning from incidents
Standard 8: Commissioning
Standard 9: Safeguarding data requested by Department of Health
Standard 1: Strategic Leadership

Benchmark of expected best practice: The strategic lead for safeguarding must ensure that responsibilities to safeguard children and adults are understood and implemented throughout the organisation.
To demonstrate standards of best practice for Standard 1, the CCGs, organisations, service providers and independent contractors should ensure that:

	Number
	Standard
	S/E/D
	Method of Gaining 
Evidence
	Frequency

	1.1
	Accountability for, and ownership of, safeguarding is recognised and evidenced by each organisation’s executive body
	S
	Assurance Tool
	Annually

	1.2
	Clear safeguarding policy is adopted at senior level with the organisation and disseminated to staff at all levels
	S
	Assurance Tool
	Annually

	1.3
	The organisation has an identified strategic lead with clearly defined responsibilities to ensure that their organisations’ functions are discharged with regard to the need to safeguard and promote the welfare of children and adults
	S
	Assurance Tool
	Annually

	1.4
	The organisation has a strategic lead for ensuring compliance with MCA and DoLS,
	S
	Assurance Tool
	Annually

	1.5
	The Organisation has an identified PREVENT lead who acts as a single point of contact for the health regional Prevent co-ordinators, and is responsible for implementing Prevent within their organisation.
	S
	Assurance Tool
	Annually

	1.6
	The	organisation	works	collaboratively	with	other	services,	teams,
individuals and agencies in relation to all safeguarding matters and has safeguarding policies that link with multi-agency policies
	S
	Assurance Tool
	Annually

	1.7
	Organisations ensure that safeguarding, including MCA and DOLs is included in training strategies and/or training plans
	S
	Assurance Tool
	Annually

	1.8
	The organisation has a named professional for both child and adult safeguarding, and leads for MCA and CSE (child sexual exploitation) with clearly defined responsibilities
	E
	Assurance Tool
	Annually

	1.9
	The organisation through the named professional will establish links with the local and regional safeguarding networks and committees
	E
	Assurance Tool
	Annually

	1.10
	Organisations will have a clear structure and dissemination process to ensure that all personnel understand their place in the organisation and how they receive supervision and guidance in their work with children and/or adults
	E
	Assurance Tool
	Annually

	1.11
	Organisations must ensure that they have effective systems in place to highlight and respond to shortfalls in capacity which have an impact on their ability to meet their safeguarding responsibilities
	E
	Assurance Tool 
Exception Report
	Annually

	1.12
	Organisations must notify commissioners of any Care Quality Commission inspection related to safeguarding and the outcome
	E
	Assurance Tool
	Annually

	1.13
	Each organisation cross-references its safeguarding plans with its core
business	plans	and	includes	standards	and	targets	relating	to 
safeguarding in them
	D
	Exception report 
Site Visit
	Annually

	1.14
	Each organisation produces an annual safeguarding report which is signed off at Board level
	E
	Assurance Tool 
Exception report
	Annually

	1.15
	Each organisation is required to have a safeguarding audit plan that includes information on the audit process, involvement of managers and staff and how the findings from audit will be disseminated
	E
	Assurance Tool
	Annually



S = Statutory, E = Essential, D = Developmental

Standard 2: Lead effectively to reduce the potential of abuse

Benchmark of expected best practice: Organisations must ensure that people who use services are protected from abuse, or the risk of abuse, by taking reasonable steps to identify the possibility of abuse and prevent it before it occurs.
To demonstrate standards of best practice for Standard 2, the CCG, organisations, service providers and independent contractors should ensure that:

	Number
	Standard
	S/E/D
	Method of Gaining 
Evidence
	Frequency

	2.1
	Organisations have processes and procedures in place to enable staff to confidentially report any concerns they have about another individual’s practice or behaviour, and/or organisational practice in relation to children and adults, which may place them at risk of harm (“whistleblowing” policy)
	S
	Assurance Tool
	Annually

	2.2
	There are policies in	place to ensure that organisations meet their
obligations under the	Equality Act 2010,	and staff understand	how 
diversity, beliefs and values of people who use services may influence the identification, prevention and response to safeguarding concerns
	S
	Assurance Tool 
Site Visit
	Annually

	2.3
	Each	partner	organisation	has	clear,	accessible	and	well-publicised
complaints procedures.	This includes information about how to complain 
to external bodies such as regulators and service commissioners, relevant advocacy and advisory services, including information regarding MCA and LPAs and is cross-referenced with the safeguarding procedures.
	E
	Assurance Tool 
Site Visit
	Annually

	2.4
	People who use services understand the aspects of the safeguarding processes that are relevant to them, including MCA and role of the IMCA (Independent Mental Capacity Advocate)
	D
	Site Visit
Audit Programme
	6 monthly



S = Statutory, E = Essential, D = Developmental


Standard 3: Responding effectively to allegations of abuse

Benchmark of expected best practice: The organisation must make suitable arrangements to ensure that service users are safeguarded by responding appropriately to any allegation of abuse.

To demonstrate standards of best practice for Standard 3, the CCGs, organisations, service providers and independent contractors must ensure that:

	Number
	Standard
	S/E/D
	Method of Gaining 
Evidence
	Frequency

	3.1
	Staff respond immediately to ensure that children and adults are protected from further harm where abuse is suspected or identified
	S
	Assurance Tool
Site Visit 
Audit programme
	Annually
6 monthly

	3.2
	Immediate consideration is given as to whether a criminal offence has taken place and this is reported to the police. Staff seek advice from the police where there is any uncertainty.
	S
	Assurance Tool
Site Visit
Audit Programme
	Annually
6 monthly

	3.3
	The organisation has a process for identifying any safeguarding incidents for children or adults and reviewing their practice in line with pan-Sussex multi-agency policies and procedures
	S
	Assurance Tool
Exception report of incidents raised
	Annually

	3.4
	There is a written procedure in place for managing allegations and complaints made against staff who work with children or adults which is compliant with the pan-Sussex multi-agency safeguarding procedures
	S
	Assurance Tool
	Annually

	3.5
	All serious incidents/grievances involving staff, where there are child or adult safeguarding concerns, are discussed with and, where appropriate, formally reported to the local authority
	S
	Exception report
Site Visit
Audit Programme
	6 monthly

	3.6
	The organisation must have systems in place to respond to adult and child
Safeguarding investigations/enquiries, serious incident investigations, 
serious case reviews, safeguarding adult reviews and domestic homicide reviews as required.
Staff co-operate and work collaboratively, and in a timely fashion, with all relevant services, teams and agencies during any investigative process
	S
	Assurance Tool 
Exception report
	Annually

	3.7
	Staff should have access to specialist advice and support when part of a safeguarding investigation/enquiry and, where appropriate, staff and staff groups should be provided with debriefing/supervision
	E
	Assurance Tool
Exception report 
Audit programme
	Annually
Annually


S = Statutory, E = Essential, D – Developmental
Standard 4: Safeguarding practice and procedures
Benchmark of expected best practice: National and regional safeguarding procedures are followed at all times.
To demonstrate standards of best practice for Standard 4, the CCGs, organisations, service providers and independent contractors should ensure that:
	Number
	Standard
	S/E/D
	Method of Gaining 
Evidence
	Frequency

	4.1
	There are clear safeguarding procedures that are followed in practice, monitored and reviewed, which are consistent with the local multi-agency safeguarding policy and procedures for children and adults, which set out the responsibilities of all workers to operate within it. This includes clear up-to-date local information on who/how to contact for advice and support
	S
	Assurance Tool
Site visit
Audit Programme
	Annually 
Annually

	4.2
	All organisations must have a policy on Prevent, which includes the principles of the Prevent NHS guidance and toolkit
	S
	Assurance Tool
	Annually

	4.3
	Agencies must demonstrate in their assessments that the child or adults wishes and feelings are effectively heard in accordance with guidance. Where they lack capacity this must include the use of the best interest checklist and IMCA’s as appropriate.
Where they lack capacity this must include the use of the best interest checklist and IMCA’s as appropriate.
	S
	Audit Programme 
Site Visit
	6 monthly

	4.4
	There is a written policy readily available to staff on record keeping, information sharing, and information governance compatible with multi- agency procedures and statutory guidance including MCA.
	S
	Assurance Tool
	Annually

	4.5
	Where any form of control or restraint is used the organisation must have suitable arrangements in place to protect service users against the risk of such control or restraint being unlawful or otherwise excessive.
	S
	Assurance Tool
Audit Programme 
and site visit 
Exception report
	Annually

	4.6
	All organisations are required to understand their legal responsibilities under the Mental Capacity Act including LPAs, Court of Protection, best interest decision making and capacity assessments.
	S
	Assurance Tool 
Exception Report 
(including training 
figures)
	Annually

	4.7
	All organisations must ensure that people that they care for who lack capacity are not unlawfully deprived of their liberty (see Deprivation of Liberty Safeguards link on page 5 for criteria). This should include those considered to be deprived of their liberty whist in their own home
	S
	Assurance Tool 
Exception report
Audit Programme 
Site Visit
	Annually
Annually

	4.8
	Up-to-date	Pan-Sussex	Safeguarding	Multi-agency	procedures	are
available and easily accessible to all staff
	E
	Assurance Tool 
Site Visit
	Annually

	4.9
	Each organisation has a Domestic Abuse policy. which includes guidance for staff
	E
	Assurance Tool
	Annually

	4.10
	A dissemination process for all policy and procedures is in place across
the organisation,	including	updates and	reviews,	and	there	is clear 
evidence of staff being accountable for receiving and understanding the procedures
	E
	Assurance Tool 
Site Visit
	Annually



S = Statutory, E = Essential, D = Developmental

Standard 5: Staff competence

Benchmark of expected best practice: Patients/clients are proactively treated with due regard to ensuring their safety and protection.

To demonstrate standards of best practice for Standard 5, the CCGs, organisations, service providers and independent contractors should ensure that:

	Number
	Standard
	S/E/D
	Method of Gaining 
Evidence
	Frequency

	5.1
	Staff have a clear understanding and awareness on how to recognise signs of abuse, and how to report and escalate within
their organisations and with social services, where there are concerns for their safety in accordance with multi-agency procedures
	S
	Audit Programme 
Site Visit
Exception Report
	6 monthly

	5.2
	Staff access a comprehensive training programme, including MCA which is monitored across all levels of the organisation, in accordance with intercollegiate document guidance
	S
	Assurance Tool 
Exception report 
Training Audit
	Annually

	5.3
	Staff receive Prevent awareness training appropriate to their role using the NHS England Prevent Training and Competencies Framework
	S
	Exception Report
	 

	5.4
	Staff understand their duty to share information, where there are child or adult safeguarding concerns, in line with multi-agency information sharing agreements and policies
	S
	Audit Programme 
Site Visit
	6 monthly

	5.5
	Staff understand the roles of other organisations who may be involved in responding to suspected abuse to the extent that is appropriate to their role.
	E
	Audit Programme 
Site Visit
	6 monthly

	5.6
	Clear processes for supervision should be in place across the organisation which cover safeguarding issues and inform practice improvements
	E
	Assurance Tool
	Annually

	5.7
	All	staff	have	statements	within	their job	descriptions	and	person
specifications that recognise responsibilities for safeguarding and these are reviewed through the appraisal and/or PDP process
	D
	Assurance Tool Exception Report
	Annually

	5.8
	Named Professionals / lead for safeguarding require regular supervision from a Designated Nurse / Doctor
	E
	Assurance Tool
	Annually



S = Statutory, E = Essential, D = Developmental


Standard 6: Safer Recruitment

Benchmark of expected best practice: The organisation ensures that all staff with access to children and adults at risk are properly selected and vetted to ensure inappropriate employees do not gain access to children or adults at risk in their work.

To demonstrate standards of best practice for Standard 6, the CCGs, organisations, service providers and independent contracts should ensure that:

	Number
	Standard
	S/E/D
	Method of Gaining 
Evidence
	Frequency

	6.1
	All organisations adhere to the statutory requirements of the Disclosure and Barring Service
	S
	Assurance Tool
	Annually

	6.2
	All appointing staff adhere to the safer recruitment guidance and staff access training in safer recruitment as needed
	E
	Assurance Tool
	Annually

	6.3
	As part of their induction, new employees, including volunteers will be made aware of policies and procedures in relation to safeguarding and any training needs they have in relation to these needs will be identified and planned
	E
	Assurance Tool 
Site Visit
	Annually



S = Statutory, E = Essential, D = Developmental

* NHS Employer Standards: Criminal Records Checks additionally states:

“The NHS Employment Check standards are mandatory for all applicants for NHS positions (prospective employees) and staff in ongoing NHS employment. This includes permanent staff, staff on fixed-term contracts, volunteers, students, trainees, contractors, highly mobile staff and staff supplied by an agency. Trusts using agency, contractor or other external bodies to provide NHS services must ensure, through regular audit and monitoring, that their providers comply with these standards”


Standard 7: Learning from incidents

Benchmark of expected best practice: There is clear evidence of improved practice and implementation of safeguarding recommendations.

To demonstrate standards of best practice for Standard 7, the CCGs, organisations, service providers and independent contractors should ensure that:

	Number
	Standard
	S/E/D
	Method of Gaining 
Evidence
	Frequency

	7.1
	All safeguarding incidents (including Serious Incidents) and complaints are reported appropriately, including an assessment of safeguarding risks as part of the organisations’ incident management policies and process
	E
	Assurance Tool
Audit Programme 
Exception Report
	Annually

	7.2
	A clear process is in place to disseminate safeguarding updates, lessons learnt from Serious Case Review, Safeguarding Adults Review, Serious Incident or Domestic Homicide Review recommendations within the organisation including implementation and monitoring plans, and training opportunities arising from lessons learned
	E
	Assurance Tool
Audit Programme 
Site visit
	Annually 
6 monthly

	7.3
	Changes to service delivery and practice must be clearly recorded when resulting from lessons learned and recommendations, including court
rulings,	and	law	commission	guidance	and	a	clear	process	for 
disseminating and auditing service changes in place
	E
	Assurance Tool 
Audit Programme
	Annually

	7.4
	Formal	processes	are	in	place	to	monitor	compliance	with
recommendations and action plans
	E
	Assurance Tool Exception Report
	Annually

	7.5
	Staff are actively encouraged to discuss and debrief from incidents and near misses, and have access to training opportunities arising from these
	D
	Assurance Tool 
Exception Report
	Annually



S = Statutory, E = Essential, D = Developmental



Standard 8: Commissioning

Benchmark of expected best practice: Health commissioners are responsible for ensuring that services are commissioned in such a way that children, young people and adults are safeguarded.

To demonstrate standards of best practice for Standard 8, the CCGs, organisations, service providers and independent contractors should ensure that:

	Number
	Standard
	S/E/D
	Method of Gaining 
Evidence
	Frequency

	8.1
	All contracts and service level agreements require that the organisations, service providers and independent contractors have robust safeguarding processes and practices in place, including MCA and DOLs.
	S
	Assurance Tool
	Annually

	8.2
	Commissioners utilise information from external monitoring organisations, for example LSCB, SAB and Care Quality Commission declaration and action plans
	E
	Exception Report
	 

	8.3
	Commissioners obtain the views of children and adults who receive services when monitoring those services or commissioning new services
	E
	Assurance Tool 
Audit Programme
	Annually



S = Statutory, E = Essential, D = Developmental


Standard 9 : Safeguarding data requested by Department of Health

	Number
	Standard
	S/E/D
	Method of Gaining 
Evidence
	Frequency

	9.1
	All organisations adhere to national	FGM	(female genital	mutilation)
guidance including mandatory reporting and recording
	S
	Assurance Tool 
Exception report
	Annually

	9.2
	Organisations are required to submit number of Prevent referrals made by their organisation to the CCG Prevent lead
	E
	Prevent Return
	Quarterly



S = Statutory, E = Essential, D = Developmental
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Sussex CCG’s Safeguarding Standards Guidance


Assurance Tool

Introduction

CCG’s as commissioners of local health services need to assure themselves that the organisations from which they commission services have effective safeguarding arrangements in place. This tool once completed contributes to providing evidence of assurance in conjunction with assurance site visits and submission of audits as part of the audit programme.


Please return to ____________________  by __________________	 



Standard 1: Strategic Leadership

Benchmark of expected best practice: The strategic lead for safeguarding must ensure that responsibilities to safeguard children and adults are understood and implemented throughout the organisation.

To demonstrate standards of best practice for Standard 1, the CCGs, organisations, service providers and independent contractors should ensure that:

	Number
	Standard
	Evidence Required
	Frequency
	Evidence

	1.1
	Accountability for, and ownership of, safeguarding is recognised and evidenced by each organisation’s  executive body
	Name of Director who has Accountability for, and ownership of, safeguarding within the executive body?
Does this person have a seat on and attend the Local Safeguarding Children and Adults Board?
	Annually
	 

	1.2
	Clear safeguarding policy is adopted at senior level with the organisation and disseminated to staff at all levels
	Copy of Safeguarding Policy
Date policy was last reviewed

Evidence of how
organisation know policy is available to all staff
	Annually
	 

	1.3
	The organisation has an identified Strategic lead with clearly defined responsibilities to ensure that their organisations’ functions	are discharged with regard to the need to safeguard and promote the welfare of children and adults
	Name of strategic lead if different to 1.1
	Annually
	 

	1.4
	The Organisation has an identified PREVENT lead who acts as a single point of contact for the health regional Prevent co-ordinators, and	is 
responsible for implementing Prevent within their organisation
	Name of PREVENT lead
	Annually
	 

	1.5
	The organisation works collaboratively with other services, teams, individuals and agencies in relation to all safeguarding matters and has safeguarding	policies that link with multi-agency policies
	Copy of safeguarding policies / procedures

Evidence to support claim that organisation works collaboratively with other services, teams individuals and agencies in relation to all safeguarding matters.
	Annually
	 

	1.6
	Organisations	ensure	that safeguarding is included in training strategies and/or training plans
	Copy of safeguarding Training Policy
How is safeguarding training monitored at an organisational level?
	Annually
	 

	1.7
	Organisations ensure that there are an adequate number of sufficiently trained,	experienced people in the organisation to work safely and effectively to protect children and  adults, and improve outcomes
	Safeguarding Training figures via KPI / contract monitoring
	Bi Monthly
	 

	1.8
	The organisation has a lead operational role for child safeguarding with clearly defined responsibilities
	List of named professionals/leads for safeguarding and a record of their safeguarding qualifications
Are the above roles & responsibilities clearly defined in their job descriptions?
Please provide evidence that the named professionals meet the competencies set out in the Intercollegiate document 2014
Please state number of protected hours allocated to named nurse/midwife/safeguarding lead
	Annually
	 

	1.9
	The organisation through the operational lead will establish links with the local and regional safeguarding networks and committees.
	List the safeguarding networks, committees etc. your organisation is represented on
	Annually
	 

	1.10
	Organisations	will have a clear structure and dissemination process to ensure that all personnel understand their place in the organisation and how they receive supervision and guidance in their work with children and/or adults
	Copy of safeguarding structure within the organisation
How is this disseminated?
	Annually
	 

	1.11
	Organisations must ensure that they have effective systems in place to highlight and respond to shortfalls in capacity which have an impact on their ability to meet their safeguarding responsibilities
	How are safeguarding risks reported and monitored?
	Annually
	 

	1.12
	Organisations	must notify commissioners of any Care Quality Commission inspection	 related to  safeguarding and the outcome
	Who in your organisation is responsible for notifications of CQC inspections and will notify the CCGs?
	Annually
	 

	1.13
	Each organisation cross-references its safeguarding plans with its core business plans and includes standards and targets relating to safeguarding in them
	Minutes from Safeguarding governance meetings via Bi-monthly report
Site Visit
	Bi-monthly
Annually
	 

	1.14
	Each organisation produces an annual safeguarding report which is signed off ay Board level
	Please attach the latest Annual report
	Annually
	 

	1.15
	Each organisation is required to have a safeguarding audit plan that included	 information on the audit  process, involvement of managers & staff and how the findings from audit will be disseminated.
	Please attach safeguarding audit plan
	Annually
	 




Standard 2: Lead effectively to reduce the potential of abuse

Benchmark of expected best practice: Organisations must ensure that people who use services are protected from abuse, or the risk of abuse, by taking reasonable steps to identify the possibility of abuse and prevent it before it occurs.

To demonstrate standards of best practice for Standard 2, the CCG, organisations, service providers and independent contractors should ensure that:

	Number
	Standard
	Method of gaining 
evidence
	Frequency
	Evidence

	2.1
	Organisations have processes and procedures in place to enable staff to confidentially report any concerns they have about another individual’s practice or behaviour, and/or organizational practice in relation to children and adults, which may place them at risk of harm (“whistleblowing” policy)
	Please attach
“whistleblowing” policy
	Annually
	 

	2.2
	There are policies in place to ensure that  organisations meet their obligations under the Equality Act 2010, and staff understand the implications of	 the policies in contributing to improved  outcomes for children and adults
	Attach relevant policies 
Site Visit
	Annually
	 

	2.3
	Each organisation has a clear, well-publicised policy of zero tolerance of abuse within the organisation
	Please attach policy of zero tolerance
	Annually
	 

	2.4
	Safeguarding information, updates, newsletters and learning from Serious Case Reviews, learning Reviews and Domestic Homicide Reviews are disseminated through a clear process within the organisation.
	Please explain process

Site visit
Audit Programme
	Annually

Six monthly
	 

	2.5
	Staff understand how diversity, beliefs and values of people who use services may influence the identification, prevention and response to safeguarding concerns
	Please attach relevant raining, information given to staff that addresses 2.5

Site Visit
Audit Programme
	Annually




6 monthly
	 

	2.6
	Each	partner organisation	has clear, accessible and well-publicised complaints procedures. This includes  information about how to complain to external bodies such as regulators and service commissioners, and is cross-referenced with the safeguarding procedures. Relevant advocacy and 
advisory services are well publicised.
	Please attach
complaints procedures
Site Visit
	Annually
	 

	2.7
	People who use services understand the aspects of the safeguarding processes that are relevant to them.
	Audit Programme 
Site Visit
	6 monthly
	 




Standard 3: Responding effectively to allegations of abuse

Benchmark of expected best practice: The organisation must make suitable arrangements to ensure that service users are safeguarded by responding appropriately to any allegation of abuse.

To demonstrate standards of best practice for Standard 3, the CCGs, organisations, service providers and independent contractors must ensure that:

	Number
	Standard
	Method of gaining 
evidence
	Frequency
	Evidence

	3.1
	Staff respond immediately to ensure that children and adults are protected from further harm where abuse is suspected or identified
	Please attach relevant training/ information given to staff that addresses 3.1

Audit Programme 
Site visit
	Annually



6 monthly
	 

	3.2
	Immediate consideration is given as to  whether a criminal offence has taken place and this is reported to the police. Staff seek advice from the police where there is any uncertainty.
	Please attach relevant training/ information given to staff that addresses 3.2

Audit Programme 
Site Visit
	Annually



6 monthly
	 

	3.3
	The organisation	has a process for
identifying any safeguarding incidents for children or adults and reviewing their practice in line with pan-Sussex multi- agency policies and procedures
	Attach incident reporting policy / guidance.

Exception report of incidents raised
	Annually


Bi-Monthly
	 

	3.4
	There is a written procedure in place for managing allegations and complaints made against staff who work with children or adults which is compliant with the pan-Sussex multi-agency safeguarding procedures
	Please attach Managing Allegations against staff policy
	Annually
	 

	3.5
	All serious incidents/grievances involving staff, where there are child protection or adult protection concerns, are discussed with and, where appropriate, formally reported to the local authority
	Exception Report

Audit Programme 
Site Visit
	Bi –Monthly

6 monthly
	 

	3.6
	The organisation must have systems in place to respond to child protection investigations, serious incident investigations, safeguarding adults review, serious case reviews and domestic homicide reviews as required.
Staff co-operate and work collaboratively, and in a timely fashion, with all relevant services, teams and agencies during any investigative 
process
	Describe system in 
place


Exception Report
	Annually



Bi-monthly
	 

	3.7
	There are nominated people in the organisation trained to handle complaints and allegations against staff
	Names and titles of nominated people
	Annually
	 

	3.8
	Staff should have access to specialist  safeguarding advice and support when part of a safeguarding investigation and, where appropriate, staff and staff groups should be provided with debriefing/supervision
	Attach Safeguarding Supervision policy/procedure

Safeguarding Supervision KPI via contract monitoring
Audit Programme
	Annually



Bi-monthly
	 

	3.9
	People who use services that have been abused (or are suspected of being abused) are supported by the service to take part in the safeguarding process to the extent to which they want or are able to, or to which the process allows. They are kept informed of progress.
	Audit Program
	Annually
	




Standard 4: Safeguarding practice and procedures
Benchmark of expected best practice: National and regional safeguarding procedures are followed at all times.
To demonstrate standards of best practice for Standard 4, the CCGs, organisations, service providers and independent contractors should ensure that:
	Number
	Standard
	Evidence required
	Frequency
	Evidence

	4.1
	There are  clear safeguarding procedures that are followed in practice, monitored and reviewed
	Please attach safeguarding policy
Audit Programme 
Site Visit
	Annually
	 

	4.2
	The organisation must have policies
that include the principles of the Prevent NHS guidance and toolkit, which are set out in Building
Partnerships, Staying Safe: guidance for healthcare organisations
	Attach PREVENT policy Please attach completed PREVENT self-assessment tool
	Annually
	 

	4.3
	Health organisations are  required to submit the number of PREVENT referrals made by their organisation to the CCG
	KPI contract monitoring
	Bi-monthly
	 

	4.4
	Agencies must demonstrate in their
assessments that the wishes and feelings of children/young persons at risk are effectively heard in accordance with guidance
	Audit Programme 
Site Visit
	6 monthly
	 

	4.5
	There is	written guidance readily available to staff on record keeping, information sharing and information governance compatible with multi- agency policy and procedure and statutory guidance
	Please attach record keeping, information sharing and governance guidance’s
	Annually
	 

	4.6
	Where any form of control or restraint is
used the organization must	 have suitable arrangements in place to protect service users against the risk of such control or restraint being unlawful or otherwise excessive
	Please attach policy/guidance for staff on restraint
	Annually
	 

	4.7
	All organisations are required to understand their legal responsibilities 
under the Mental Capacity Act. Policies on consent to examination or treatment must include compliance with the Act and CQC standards
	Please attach policies to evidence
Safeguarding Training figures via KPI contract monitoring
	Annually
6 monthly
	 

	
	All organisations must ensure that people that they care for in care homes and hospitals who lack capacity are not
unlawfully deprived of their liberty (see
Deprivation of Liberty Safeguards link on page 5 for criteria)
 
 
 
	Please attach DOLs policy
Safeguarding Training
figures via KPI contract monitoring
 
Audit Programme
Site Visit
	Annually
6 monthly
 


Annually
 
 
	

	 
	
	
	
	

	4.8
	
	
	
	

	 
	
	
	
	

	 
	
	
	
	

	 
	
	
	
	

	 
	Up-to-date Pan-Sussex Safeguarding
Multi-agency procedures are available
and easily accessible to	 all staff  working with patients (or patient records) at all levels within the organisation
	State how available
 
Site Visit
	Annually
 
Annually
	

	 
	
	
	
	

	4.9
	
	
	
	

	4.10
	Each organisation has a set of internal
guidelines, consistent with 	the local 
multi-agency safeguarding policy and
procedures for children and adults, which set out the responsibilities of all workers to operate within it. This includes clear up-to-date local information on who/how to contact for advice and support
	Please attach
Safeguarding Policy/guidelines
	Annually
	 

	 
4.11
	A dissemination process for all policy and procedure is in place across the
organisation, including updates and
reviews, and there is clear evidence of
staff being accountable for receiving and understanding the procedures
	Confirm how information is cascaded throughout the organisation
	Annually
 


Annually
	 
 
 

	
	
	 
	
	

	 
	
	Site Visit
	
	

	 
4.12
	Action plans are developed to address any areas of risk or non-compliance with safeguarding requirements
 
 
	Who has accountability for ensuring action plans are carried out?
 
Exception reporting of risk and updates of action plans
	Annually
 


Bi-monthly
	 
 
 

	 
	
	
	
	

	 
 
4.13
	Organisations will have a process in place to ensure that risks to children and adults are appropriately documented, as well as any actions taken	or advice given to mitigate 
against that risk.
	Audit Program

Site Visit
 
	 

6 monthly
	 
 
 

	
	
	
	 
	





Standard 5: Staff competence

Benchmark of expected best practice: Patients/clients are proactively treated with due regard to ensuring their safety and protection.

To demonstrate standards of best practice for Standard 5, the CCGs, organisations, service providers and independent contractors should ensure that:

	Number
	Standard
	Evidence required
	Frequency
	Evidence

	5.1
	Staff understand and recognize the
signs of abuse and raise this with the relevant person when those signs are noticed
	Training Figures via KPI’s

Audit Programme 
Site Visit
	Bi Monthly 

6 monthly
	 

	5.2
	Staff have a clear understanding and awareness on how to consult within
their organisations and with social services, where appropriate, and refer any child or adult where there are concerns for their safety
	Audit Programme 
Site Visit
	6 monthly
	 

	5.3
	Staff follow the referral process and
timescales as described in relevant
local and national multi-agency procedures when responding to suspected abuse of children or adults
	Audit Programme 
Site Visit
	6 monthly
	 

	5.4
	Staff access a comprehensive training programme which is monitored across all levels of the organisation. Awareness training is mandatory for all staff with a tiered approach to meet more complex needs. Staff will be trained to the required level to respond and act upon their concerns in line with their role and responsibilities, using nationally validated training competencies where available.
	Attach Safeguarding Training Policy
KPI contract monitoring
	Annually
Bi-monthly
	 

	5.5
	Staff receive Prevent awareness training appropriate to their role using the NHS England Prevent Training and Competencies Framework
	KPI contract monitoring
	Bi-monthly
	 

	5.6
	Staff understand their duty to share
information, even without consent, where there are child or adult protection concerns, in line with multi-agency information sharing policies
	Audit Programme 
Site Visit
	6 monthly
	 

	5.7
	Staff understand the roles of other organisations who may be involved in responding to suspected abuse to the extent that is appropriate to their role.
	Audit Programme 
Site Visit
	6 monthly
	 

	5.8
	Clear processes for supervision should
Be in place across the organisation which cover safeguarding issues and inform practice improvements
	Please attach supervision policy and audit summary
	Annually
	 

	5.9
	All staff have statements within their job descriptions and person specifications
that recognise responsibilities for safeguarding and these are reviewed
through the appraisal and/or PDP process
	Please attach staff safeguarding statement
Audit Programme
KPI via contract monitoring
	Annually
Bi-monthly
	 

	5.10
	Staff surveys should seek staff views on sharing of information, lessons learnt, recommendations and staff needs in
Relation to fulfilling their safeguarding 
responsibilities 
	Attach most recent staff survey and action plan
	Annually
	 

	5.11
	Named professional/lead for safeguarding require regular supervision from a Designated Nurse/Doctor
	Who provides supervision for your named Professional/lead for safeguarding?
How often do they receive supervision?
	Annually
	 


 


Standard 6: Safer Recruitment
Benchmark of expected best practice: The organisation ensures that all staff with access to children and adults are properly selected and vetted to ensure inappropriate employees do not gain access to children or adults in their work.
To demonstrate standards of best practice for Standard 6, the CCGs, organisations, service providers and independent contracts should ensure that:
	Number
	Standard
	Evidence required
	Frequency
	Evidence

	6.1
	All organisations adhere to the statutory
requirements	of the Disclosure and 
Barring Service
	How are you assured your organisation is adhering to statutory requirements of the Disclosure and Barring Service?

% Outstanding DBS checks via KPI contract monitoring
	Annually





Annually
	 

	6.2
	DBS checks are mandatory for all staff who work in regulated and controlled activities and who have contact with children and/or adults. A risk assessment should be undertaken to assess the roles and duties individuals are expected to fulfil and criminal record checks should be made accordingly through the Criminal Records Bureau (NHS Employer Standards)*
	Attach safer
Recruitment Policy
	Annually
	 

	6.3
	In addition to 6.2 above, organisations should carry out criminal record checks when recruiting staff from abroad. A DBS disclosure should still be obtained in addition to the individual’s overseas criminal records, even if the applicant claims they have never lived in the UK before.
	As Above
	Annually
	 

	6.4
	Organisations must have in place a policy for referral of any staff member responsible for suspected actual abuse to:
· Local Authority in line with pan-Sussex  multi-agency policy and procedures
· Disclosure and Barring Service
· Professional regulating body, if appropriate
	Attach policies and procedures to evidence
	Annually
	 

	6.5
	All appointing staff adhere to the safer recruitment guidance and staff access training in safer recruitment as needed
	How are you assured all appointing staff adhere to the safer recruitment guidance and staff access training in safer recruitment as needed?
	Annually
	 

	6.6
 
	As part of their  induction, new employees will be made aware of policies and procedures in relation to safeguarding and any training needs they have in relation to these needs will be identified and planned
	Please attach
safeguarding induction training package
 
	Annually
 
	 
 

	6.7
	All organisations should demonstrate
commitment to safeguarding children
and adults within the recruitment process, for example by making this explicit in recruitment advertising or in documentation sent to prospective candidates
	How does your recruitment process demonstrate commitment to safeguarding?
	Annually
	 



* NHS Employer Standards: Criminal Records Checks additionally states:
“The NHS Employment Check standards are mandatory for all applicants for NHS positions (prospective employees) and staff in ongoing NHS employment. This includes permanent staff, staff on fixed-term contracts, volunteers, students, trainees, contractors, highly mobile staff and staff supplied by an agency. Trusts using agency, contractor or other external bodies to provide NHS services must ensure, through regular audit and monitoring, that their providers comply with these standards”


Standard 7: Learning from incidents

Benchmark of expected best practice: There is clear evidence of improved practice and implementation of safeguarding recommendations.

To demonstrate standards of best practice for Standard 7, the CCGs, organisations, service providers and independent contractors should ensure that:

	Number
	Standard
	Evidence required
	Frequency
	Evidence

	7.1
	All safeguarding incidents (including Serious Incidents) and complaints are reported  appropriately, including an assessment of safeguarding risks as part of the organisations’ incident management policies and process
	Is there a clear Serious Incident reporting process in place?
Audit Programme
Exception Report of safeguarding SI
	Annually



Bi-monthly
	 

	7.2
	A clear process is in place to disseminate Serious Case Review, Safeguarding Adults Review, Serious Incident or Domestic Homicide Review recommendations within the organization including implementation and monitoring plans, and training opportunities arising from lessons learned
	Outline the process for disseminating SCR, SI, DHR recommendations. How are you assured standard 7.2 is met? Audit Programme Site Visit
	Annually
6 monthly
	 

	7.3
	Changes to	service delivery and practice must be clearly recorded when resulting from lessons learned and recommendations and a clear process for disseminating and auditing service changes in place
	How are you assured standard 7.3 is met?
Audit Programme
	Annually
	 

	7.4
	Formal processes are in place to monitor	 
compliance with recommendations and action plans
	Outline the processes in place to monitor compliance with recommendations and action plans
Exception reporting
	Annually
Bi-monthly
	 

	7.5
	Themes and trends from incidents and
Complaints will be monitored with respect to safeguarding concerns and appropriate action plans developed and implemented
	How are themes and trends from incidents and complaints monitored and appropriate action plans developed and implemented?
Exception Reporting
	Annually
Bi-monthly
	 

	7.6
	Staff are actively encouraged to discuss and debrief from incidents and near misses
	Do you have processes in place for staff to discuss and debrief from incidents and near misses?
Exception Reporting
	Annually
Bi-monthly
	 

	7.7
	Staff have access to a range of training opportunities arising from lessons learnt
	Do you have processes in place for staff to learn from lessons learnt?
Safeguarding Training figures via KPI contract monitoring
	Annually
Bi-monthly
	 


 Standard 8: Commissioning
Benchmark of expected best practice: Commissioners of Health services are responsible for ensuring that services are commissioned in such a way that children, young people and adults are safeguarded.
To demonstrate standards of best practice for Standard 9, the CCGs, organisations who sub contract should ensure that:
	Number
	Standard
	Evidence required
	Frequency
	Evidence

	8.1
	All contracts and service level agreements require that the organisations,	 service providers and independent contractors have robust safeguarding processes and practices in place as described in 	this 
benchmarking guidance
	Assurance from 
Contracts team
	Annually
	 

	8.2
	Commissioners utilize 	contract monitoring,	
service level agreements and report re incidents and complaints to ensure that the development and implementation of 	effective 
safeguarding practice is evident across all commissioned services
	Assurance from 
Contracts Team
Exception Reporting
	Annually
Bi-monthly
	 

	8.3
	Commissioners scrutinise	 submitted reports and action plans to	 enable themes and trends to be identified across the health economy, with lessons  learnt	 shared to inform all commissioned	services and independent contractors
	Exception Reporting
	Bi-monthly
	 




	8.4
	A communication strategy is in place to actively promote learning from reports,
Including serious case reviews and
Safeguarding adult reviews, and cascade	to all relevant provider organisations and independent contractors
	Copy of Communication Strategy
Exception Reporting
	Annually
Bi-monthly
	 

	8.5
	Commissioners utilise information from
External monitoring organisations, for 
example LSCB, SAB and Care Quality
Commission declaration and action plans
	Exception Reporting
	Bi-monthly
	 

	8.6
	Commissioners obtain the views	of children
and adults who receive services	when
monitoring those services or commissioning new services
	Copies of user reviews Audit Programme
	Annually
	 




Standard 9: Safeguarding data requested by Department of Health, LSCB
	Number
	Standard
	Evidence required
	Frequency
	Evidence

	9.1
	CCG requires providers to collect & report number of women who have been subject to Female Genital Mutilation (FGM)
	Monthly Number of new 
cases identified
	Monthly 
via 
KPI/Contract 
monitoring
	 

	9.2
 
	During 2015 it will become mandatory for health professionals  to report number of women under 18 years of age who have
been subject to Female Genital Mutilation (FGM)
	Attach or confirm FGM 
Awareness Training 
given to Staff.
Confirm mechanisms in 
place to collect and 
report data
	Annual then 
monthly when 
systems in
place
	 
 

	9.3
	Information leaflet on support available for women who have undergone FGM
	Attach information 
leaflet
	Annual
	 

	9.4
	Health Organisations are required to
Submit number of Prevent referrals made by their organisation to the CCG
	Contract Monitoring
	Monthly
	 




APPENDIX 4:

Using the following grading’s, please indicate the degree of harm to the patient (severity)

Harm is defined as injury, suffering, disability or death.
The patient safety incident can have an impact on the patient at various levels, from Low right through to the Death of one or more patients. Please select the category that best describes the degree of harm suffered by the patient.

Low
Any unexpected or unintended incident that required extra observation or minor treatment and caused minimal harm to one or more persons.

	Examples

Perforation of the bowel during surgery that was repaired at the time and the area was appropriately washed out. Only antibiotic treatment is required.

A patient is given someone else's medication. The medication is the same as they normally take, but at a slightly higher dose, and they need to go to bed earlier due to drowsiness.

Continuing treatment with warfarin without monitoring clotting levels, which results in prolonged clotting times, and in turn causes bruising.

An ambulance crews are called to a patient at home with chest pain. On arrival they decide to administer oxygen, and are then told the patient has had a laryngectomy. There are no laryngectomy masks on the vehicle so the crew have to attempt to oxygenate the patient using a face mask over the stoma. On arrival in A&E the patient's oxygen saturation levels have dropped from 92% to 85%.

Blood is given to the wrong patient and causes a minor rash and temporary rise in temperature.





Moderate

Any unexpected or unintended incident that resulted in further treatment, possible surgical intervention, cancelling of treatment, or transfer to another area, and which caused short-term harm to one or more persons.

	Examples

Perforation of the bowel during surgery was not picked up at the time. It results in septicaemia and a return to theatre for repair.

A patient is given someone else's medication. The medication is stronger than their own and they suffer prolonged drowsiness for a week. The patient needs frequent observation of their respiratory rate.

Continuing treatment with warfarin without monitoring clotting levels, which results in an overdose and bleeding problems.

An ambulance crews are conveying a patient from the ambulance to A&E on a trolley bed. The patient is left unattended for a short period and the trolley bed tips over. The patient suffers short-term loss of consciousness and needs to be admitted to hospital for observation. There is no longer-term head injury.

Wrong blood is given to a patient, resulting in temporary renal failure.



Severe

Any unexpected or unintended incident that caused permanent or long-term harm 
to one or more persons.

Examples

Perforation of the bowel during surgery, requiring a temporary colostomy and subsequent major operations.

A patient is given someone else's medication. They have an allergic reaction to it, have a cardiac arrest and suffer brain damage as a result of receiving the medication.
Continuing treatment with warfarin without monitoring clotting levels, which results in a brain haemorrhage and brain damage.

An ambulance is called to a patient who has fallen from scaffolding. On arrival the patient is conscious but lying awkwardly, with a leg that is clearly fractured and twisted. Before carrying out a full assessment or immobilising the cervical spine, the crews reposition the patient to straighten the leg. After repositioning, the patient is unable to move any of their limbs, and later investigations identify that they have a cervical fracture and spinal cord damage. The spinal cord was, however, immobilised immediately after repositioning. The patient is left with long-term paralysis from the neck down.

Wrong blood is given to a young woman, who develops anti-D antibodies that will affect any future pregnancy.




















Death

Any unexpected or unintended event that caused the death of one or more persons.

Examples

Death as a direct consequence of perforation of the bowel during surgery.

A patient is given someone else's medication. They have an allergic reaction to it, have a cardiac arrest and die as a result of receiving the medication.

Continuing treatment with warfarin without monitoring clotting levels, which results in a brain haemorrhage and death.

An ambulance responding to an emergency call on blue lights goes through red traffic lights at an intersection. A car approaching the intersection has a green light, does not see the ambulance and attempts to cross.  The ambulance is unable to stop and hits the car on the driver’s side.  The driver of the car suffers multiple injuries and later dies in hospital.

Wrong blood is given to a patient resulting in multi-organ failure and death.

APPENDIX 5:

CHC Care Home Contract

Schedule 4 – Quality requirements

Guidelines for report completion

Schedule 4 of the NHS Standard Contract identifies a range of quality requirements that measure various aspects of the care being provided. This document provides guidelines for the completion of the questions raised by the schedule.

Please read through the details that follow, and should you have any questions regarding completion of the report, please contact Continuing Healthcare  Team, either by telephoning 01323 466120 or via email to (to be confirmed)

Please ensure that NO Person Identifiable Data (PID) is used

	Quality Identifier
	Quality Requirement
	Response Guideline

	LQ1
	Number of Service Users that died in their place of choice
	Please indicate the number of those service users that died in their place of choice in the reporting period.

	LQ2
	Number of Service Users identified as receiving End of Life Care (EOLC) during the reporting period
	Please indicate the number only.

	LQ2 (a)
	Number of Service Users as at LQ2 who have been offered
Advance Care Plans (ACP)
	Please indicate the number of EOLC Service Users who have been offered an Advance Care Plan.

	LQ2 (b)
	Total number of ACP’s in place during the reporting period
 
	Please indicate the number of EOLC Service Users who had an Advance Care Plan in place during the reporting period.

	LQ3
	Complaints – by number, cause and identifiable trend during the reporting period
	Please indicate the number of complaints received in the reporting period. Please list any cause and trend and advise separately by email to (to be confirmed). Please do not provide patients names unless they are CHC funded.


	LQ4
	Complaints full response within 28 days complaints identified above at LQ3
	Please indicate the number of complaints that were responded to within 28 days.

	LQ5
	The number of emergency hospital attendances
	Please indicate the number of emergency hospital attendances during the reporting period.

	LQ5 (a)
	Of those identified at LQ5, how many residents were admitted to hospital
	Of those patients identified above in LQ5 please indicate, of these, the number admitted to hospital, in the reporting period.

	LQ6
	Number of service user care plan reviews that have taken place against the number of service user care plan reviews that were due to take place during the reporting period
	Please indicate the number of service user care plan reviews that have taken place in the reporting period.

	LQ7
	Incidence of UTI’s developed in the home
	Please indicate the number of UTI’s developed in the home in the reporting period.

	LQ8
	The provider contributes to the post infection review (PIR) process for all MRSA bloodstream infections (MRSA BSI) if involved in the provision of care to the patient.
	Please indicate the number of PIR processes regarding MRSA you have been involved with during the reporting period.

	LQ9
	Provider contributes to review of all Clostridium Difficile Infections (CDI) cases if involved in the provision of care to the patient during the reporting period.
	Please indicate the number of CDI cases you have been involved with during the reporting period.

	LQ10
	The development or raised change in status of grade 3 or above pressure ulcers after the services have commenced in the reporting period
	Please indicate the numbers of patients with pressure ulcers of grade 3 or above that have further developed or had their status raised.

	LQ11
	Incidence of Medication Errors by degree of harm in the reporting
Period.

	Please indicate the number of medication errors resulting in harm according to the definitions provided in the reporting period

	LQ12
	Number of service users with six-monthly medication reviews by GPs or pharmacists during the reporting period.
	Please indicate the number of service users that have had a six monthly review in the reporting period.

	LQ13
	Incidence of Falls by degree of harm in the reporting period.



 
	Please indicate the number of falls and those that required A & E attendance, GP call out or hospital admission in the reporting period.

	LQ14
	Have all Safeguarding enquiries/concerns involving CHC funded clients been notified to (to be confirmed) within 1 working day?
	Please indicate Yes or No as requested. Please ensure that these are reported to the CHC team at the following email address (to be confirmed)
 

	LQ15
	Are you adhering to the Sussex CCG’s Safeguarding Standards?
	Please indicate either Yes or No. If No, please provide details on a separate email and advise separately by email to (to be confirmed)

	LQ16
	Number of qualified nursing staff that left the home in the last quarter 
	Please indicate the number of qualified nursing staff that left the home in the last quarter.

	LQ17
	Number of non-qualified nursing staff that left the home in the last quarter
	Please indicate the number of non-qualified staff that left the home in the last quarter.

	LQ18
	Number of shifts covered by qualified nursing agency staff in the last quarter
	Please indicate the number of shifts covered in the last quarter by qualified nursing agency staff.

	LQ19
	Number of shifts covered by non-qualified nursing agency staff in the last month
	Please indicate the number of shifts covered in the last quarter by non-qualified nursing agency staff.

	LQ20
	Number of clinical staff appraisal – rolling 12 months.
	Please indicate the number of staff appraisals performed in the past 12 months.

	LQ21
	Number of trained staff attending clinical staff training over and above their required mandatory training which enables them to carry out their clinical duties.
	Please indicate the number of nursing staff that have attended training days over and above mandatory training.
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