	Appendix 1 –DETAILED SERVICE SPECIFICATION

SUPPORT SERVICES

Well Being and Prevention – Home from Hospital


1.1 Aims

The aim of the Service is to assist the Council in delivering the key outcomes identified in the Education Health and Social Care’s Wellbeing, Early Intervention and Prevention Commissioning Strategy (2012-2015). This will result in Persons being empowered and having improved quality of life, the ability to live independently in their own homes in the community for as long as possible and to have reduced, limited or no need for formal support. 
The key aim is to support people from hospital to home and prevent readmission to hospital.

1.2 Objectives
To ensure the achievement of the Service aims, the Service Provider will;

·  provide and facilitate support to transfer people from hospital to home 

·  provide and facilitate support for those Persons who have been transferred home from hospital and require enablement at a preventative level in their own home for a short period, encouraging independence and empowerment. This will normally be for a period of up to 4 weeks and not exceeding 6 weeks. The Service will also Support people who are experiencing an immediate crisis to reduce the risks to their independence and wellbeing. 
To ensure the achievement of the Service aims, the Service Provider will work with individual Persons to:

· Identify risks to independence of living and well being

· Consider how support needs can be met and risks to independence and well being mitigated

· Offer Support to access commissioned and community based prevention services and activities that will address presenting needs and mitigate risks to independence and well being

· Provide and/or help access support for the Person to carry out daily living tasks 

The Service will meet its aims through the provision of flexible, person centred Services, which will include but is not limited to Support, activities and other opportunities.   The Service will use an Independence Action Planning approach to support the Person to improve and maintain their independence and wellbeing. The service will also provide support to assist persons to access community provision.
This Service will offer Support for the Person that will be:  

Wellbeing, early intervention and prevention focused: The Service Provider will work with the Persons to ensure a timely discharge from hospital when assessed as fit for discharge, including where appropriate transporting the person home, and when home support the Persons to reach their potential for independent living and prevent or reduce the future need for formal support.  This will be achieved by Supporting the Person to access support, services and activities that can promote their wellbeing, confidence, skills, experience and informal networks.   
In partnership: The Service Provider will develop an approach to partnership working that offers joined up and seamless Support across statutory, voluntary and the independent sector and support the Person’s engagement with their community and these agencies.  The Service Provider will where appropriate ensure that Staff liaise closely with the Short Term Enablement and Planning Service (STEPS), with the Council and NHS services including General Practitioners, Hospital wards and other prevention services.  
Flexible and responsive: The Service Provider will ensure that the Service is provided in a manner that is flexible and responsive to the individual needs and outcomes of the Person. The Service Provider will ensure that the Person is appropriately supported during periods of crisis to ensure that the risks to the Person’s independence are mitigated as far as possible. 

Person centred: The Service Provider will ensure that the Service provided is person centred and able to meet the needs of the individual Person in relation to their own individual preferences, aspirations and outcomes and in accordance with their presenting needs ensuring the Person is empowered to make their own decisions and choices.  

The Service Provider will work with the Person to set clear objectives that are specific, measurable, achievable, realistic and time measured (SMART). 
The Service Provider will support the Person to reduce personal and social isolation by developing their own social network, encouraging links with family, friends and the wider community as appropriate. 

Provided with dignity and respect:  The Service Provider will ensure that the Service is provided in a manner that respects, maintains and promotes the Person’s dignity.
Tenure free: The Service Provider will deliver the Service irrespective of the nature of the Person’s accommodation.

Strategic: The Service Provider will offer the Person Services that meet the Service aims, objectives and outcomes. Through the provision of the Service the Service Provider will
· Provide individual case studies to demonstrate the impact of the service on;

·  the individual

· their wellbeing

· the reduction in delayed discharge

· the reduction in hospital readmission

· Demonstrate the support provided to the Person has achieved their individual outcomes for independent living. The approach to this will be person centred and may include but is not limited to following outcomes framework: 

Outcomes Framework:
The Adult Social Care Outcomes Framework 2016/17
Domain 1: Enhancing quality of life for people with care and support needs:

· Wellbeing, quality of life and self management 

· Independence 

· Community connection, community support and reciprocity

· Appropriate housing and related support 

· Loneliness and social isolation is reduced

Domain 2: Delaying and reducing the need for care and support

· Reduced hospital admission and readmission and dependency on health services as appropriate
· Reduced need for care at home services  

· Reduced need for residential care

· Carers are appropriately supported in their caring role

Domain 3: Ensuring that people have a positive experience of care and support

· Service are personalised and invest in social capital 

· Multiple outcomes are achieved 

Domain 4: Ensuring adults whose circumstances make them vulnerable are safeguarded and protected from avoidable harm

· Partnership working

1.3 Service Description
1.3.1 Service Description 
The Service Provider will ensure the Service delivers the Service aims and objectives set out in this Contract by supporting persons with prevention support needs to transfer out of hospital to their own homes, to support the person to remain in their own home and/or to offer them support where they are experiencing an immediate crisis. 

The Service Provider will, where appropriate, also complete an Independence Action Plan with the Person, which allows them to identify the current and future risks to their independence and wellbeing and identify appropriate solutions to prevent and reduce those risks through access to commissioned and community based prevention services. 

For those Persons who are in receipt of formal care services the Service Provider will Support those presenting needs that can be met by Prevention Support.  This will be in close partnership with service providers addressing the formal needs to ensure a holistic approach is achieved for the Person that addresses their outcomes and facilitates transfer from hospital. The Service will not be required to delivery any - regulated activity. 
The Service Provider will:
· Implement an Independence Action Planning process that :
· Identifies potential risks to the Person’s independence of living and well being

· Considers with the Person and their Carers how identified risks can be mitigated

· Offers Support to access commissioned and community based prevention services and activities that will address and mitigate identified risks
· Determine if the presenting Support needs indicate the need for an Independence Action Plan or whether the needs can be met by short term, immediate input only
· Identify needs and risks: Use the Independence Action Planning process to work with the Person, the Person’s Carers and other support networks to identify the Person’s support needs and risks to their independence  

· Identify solutions: Use the Independence Action Planning process to Support the Person to identify and address how their support needs can be met and the risks to their independence mitigated. This may include but is not limited to:

· Support provided directly to the Person by the Service

· Support, services and activities provided within the local community. 

· Identify support, services and activities: Use the Independence Action Planning process to Support the Person to access the Service provided and/or other services that meet their identified needs and mitigate the risks to their independence 

· Ensure that the Service offers Support in a person centred way that meets the individual needs 

· Following discharge from hospital and initial settling the Person in their own home ensure that the Person is enabled to live as independently as possible through access to support, services and activities which allow them to gain or regain essential skills, experience and confidence. 

The Service will assist the Person to achieve this by supporting them to access services in their locality, enabling them to mitigate their risks to independence. The Service Provider will use the Independence Action Plan to consider and services and activities in their locality  that may enable the Person to live more independently. This may include but is not limited to:

· Support with practical tasks including but not limited to gardening, shopping, laundry, pet care, which can be delivered by volunteers or purchased by the Person as appropriate
· Enablement focused housing related support including but not limited to assisting with correspondence and payment of bill and  identifying health and safety hazards in the home
· Development of  skills for daily living including but not limited to preparing light meals, cleaning and budgeting  

· Cultural and religious activities 

· Peer or volunteer led support or activity groups

· Befriending

· Mentoring

· Specialist information, advice and guidance

· Drop in support sessions

· Time specific projects that meet individual outcomes 

· Community alarms including assistance in finding a volunteer in the near vicinity of the Person who is able to act as an emergency responder if the community alarm is activated so that people who have previously not had access to a community alarm are able to do so Low-level aids, environmental adaptations and equipment, home improvement or repairs, home safety checks, telecare and other assistive technology 

· Training and/or supportive information sessions for Persons accessing the Service, Carers and strategic partner organisations

· Access to Counselling

· Appropriate physical activities

· Mentally stimulating activities 

· Facilitating access to training to enable the Person to remain in, or return to employment or voluntary work
· Crisis Support

· Support to access community activities and services
· Directly provide enablement Support and/or assistance with practical tasks: Provide a response that enables Persons who have low level support needs to be discharged from hospital.  This may include but is not limited to:

· Transport from hospital where other support needs have also been identified

· Ensuring immediate nutritional and hydration needs can be met once back at home including shopping for essentials

· Ensure heating and other utilities functioning for return home as part of risk assessment 

· Liaising with any formal or informal Carers to ensure appropriate support arranged and timescales agreed

· Directly refer and signpost to services that can address needs beyond the services supplied by the  Provider

· Ensure that the Service provided is flexible and responsive so that it can be increased during periods of change and/or crisis and appropriately decreased as the need reduces
· Ensure that opportunities for added value are maximised by joint working with other community, voluntary, independent and private providers

· Ensure that opportunities for added value are maximised by offering a choice of interventions as appropriate to circumstances and individual needs such as face to face, on line, individual, group and via the telephone 

· Ensure that the Person is appropriately supported to exit the Service when outcomes have been achieved  

· Ensure the Person is aware of the range of services that will be available to them on exiting the Service including referring and signposting to other services in times of crisis
· Ensure, where appropriate, Person’s Carers are signposted to appropriate support from relevant Carers support services 

· Ensure that Carers are provided with support which may include a break offered through the direct provision of the Service and partnership working with Cornwall Carers service
· Ensure that Staff, paid and unpaid, are suitably experienced, trained and qualified to meet the needs of Person’s using the Service.
· Ensure that Persons are able to access the Service. Where demand for the Service exceeds the Service capacity, the Service Provider will ensure that the referrer is informed of capacity issues, provided with an estimated response time and are aware of alternative services 
· Where demand for the service exceeds capacity the provider will ensure priority is given to Persons who are in hospital and are being delayed from returning to their own home or at risk of re-admittance to hospital due to the lack of availability of low level support 
· Work with Commissioners to develop a needs analysis for this service area
· Engage and consult with Persons who use the Service to evaluate the quality of the service provided and to inform the future development and commissioning of services
· Ensure that a process for reviewing the Persons outcomes is initiated and completed prior to exit from the Service
· Ensure that the Service is developed observing the Changing Lives Principles, which include:

· Placing the Person at the centre of integrated service delivery 
· Developing Services based on evidence of multiple outcomes and shared impact 
· Building on what the Person can do through self-management and self support
· Creating access points and portals which make sense to the Person and to referrers
· Not layering solutions but working to connect local services and the Person together 
· Providing individual navigation, brokerage and signposting 
· Creating a shift towards mutual aid and reciprocity 
· Creating new communities of practice across disciplines in collaboration with members of local communities.
1.3.2 Outcomes 

The Service Provider must demonstrate that Persons who use the Service have achieved improved outcomes as a consequence of using the Service. 

Outcomes are intended to be person centred. The Service Provider will Support the Person to identify their own individual outcomes and are required to demonstrate relevant outcomes only: 

Domain 1: Enhancing quality of life for people with care and support needs:

· Persons report they feel their wellbeing, quality of life and ability to self manage has improved 

· Persons report they feel their capacity to live independently has improved

· Persons report they feel they have an improved connection with their community, they take value from and feel valued by the community.  

· Persons report they feel they live in appropriate housing and have access to support that enables them to remain living independently in their home

· Persons report they feel their loneliness and social isolation has been reduced

Domain 2: Delaying and reducing the need for care and support

· Persons experience reduced hospital admissions, their potential readmission to hospital is prevented and their dependency on health services has reduced

· Persons experience an actual reduction in their need for formal care at home services  

· Persons are prevented from admission to long term residential care

· Carers report they feel appropriately supported in their caring role

Domain 3: Ensuring that people have a positive experience of care and support

· Persons report that their Service is tailored to their individual needs, outcomes and aspirations and that it proactively includes others in their informal support network  

· Persons report that their needs are met by a range of sustainable solutions, not only by the Service 

Domain 4: Ensuring adults whose circumstances make them vulnerable are safeguarded and protected from avoidable harm

· Persons feel that they are safe from harm, treated with dignity and respect and able to take appropriate risks 

1.3.3 Persons accessing the Services
The Service Provider will ensure the Service is available to Persons who have a Support need or a risk to their independence, who are aged 18 plus and who live in Cornwall.  
Persons accessing the Service will typically be adjusting following a period of crisis and/or hospital admission and will require Support to help rebuild their skills and confidence.  A period of crisis may include but is not limited to illness or hospitalisation of a main informal Carer, bereavement or other significant life event that would have a negative impact on the Person, increasing the risks to their independence and wellbeing. 
The Service provider will ensure that Staff, paid and unpaid, are sufficiently experienced and trained to Support people with a broad range of needs including but not limited to those relating to age, physical frailty, physical disability, learning disability, mental health, social exclusion, safeguarding and poverty. 

The Service Provider will ensure that priority is given to Persons who are 
in hospital and are being delayed from returning to their own home due to the lack of availability of low level support.  The Service will also Support people who are experiencing crisis to ensure their Support needs and risks do not escalate. 
1.3.4 Catchment Area
The Service Provider will provide Services across Cornwall and ensure an equitable countywide Service, based on the need of the local population. 
1.3.5 Referral
Referrals will be made primarily from the Hospital, but may also be received from Education Health and Social Care. The Service may accept referrals from other organisations and agencies, including Hospital Discharge and Health and Social professionals.  Self referrals will be considered when the Person has been discharged from hospital for up to one week, or with reasonable Service Provider discretion and providing the Person meets the requirements set out in 1.3.3 above.  

Referrals will be prioritised in the following order:

i. Persons whose presenting needs can best be met by the Home from Hospital Service to facilitate Hospital Discharge
ii. Persons who have been referred to Education Health and Social Care for an assessments of their Social Care needs under the Care Act 2014, whose needs have been assessed as not being eligible for a package of care but where a risk to the persons independence remains
iii. Persons who are receiving intervention from or have received intervention from the STEPs service and require supplementary low level support

The Service Provider will work with the Council to develop a clear referral process in partnership with organisations from the voluntary, community, statutory and independent sectors.  
1.3.6 Support Hour Definition 
The Service Provider will deliver Support Hours in accordance with the Contract. The Service Provider will cover all other costs associated with delivering the Service from the Support Hourly rate. 

For the purposes of this Contract, a Support Hour is sixty minutes of Support and / or direct Service management delivered by a member of Staff during which any of the following are undertaken.

· Management of new referrals
· Allocation of Support to unpaid Staff 

· Recruitment and ongoing management of unpaid Staff 

· Support for unpaid Staff to undertake and review Independence Action Plans 

· Caseload related Staff supervision at which the needs of the Persons Supported by the Service are discussed and documented with agreed actions
· Attendance at team meetings at which the needs of the Persons Supported by the Service are discussed and documented with agreed actions
· Attendance at training that enhances Staff skills in delivering Support for a minimum of three days per annum per individual member of Staff. In addition the Service Provider Staff will undertake a minimum of three Working Days of induction during year one of their employment. 
1.3.6.1
Direct Support Hour Definition 
In addition to tasks included in the Support Hour definition, the Service Provider will use unpaid Staff to complete the following tasks. Additional funding is allocated to the provision of Support provided by unpaid Staff, as set out in Appendix 2:  
· Completion and reviews of Independence Action Plan with the Person and their support network as appropriate

· Direct Support including telephone reviews

· Direct Support to complete an Independence Action Plan, provided in accordance with the Service Specification

· Direct Support delivered within four week period

· Necessary administration, research and communication in relation to the person’s Independence Action Plan and associated reviews

· Travel with the Person that can be demonstrated in the individual’s Action Plan as integral to achieving personal outcomes and working towards independence
· Initial transfer from Hospital for those Persons who have a presenting need that can be met by the Service
1.3.7 Contracted Support Hours

Support Hours:  The Service Provider will ensure the provision of at least 3,120 hours of direct Support during the Contract Period. This equates to approximately 60 Support Hours provided on a weekly basis. Support Hours will be monitored on a quarterly basis in accordance with the Performance Monitoring requirements of this Contract. In addition to the Support Hours the Service Provider will also provide additional Support tasks using unpaid Staff in accordance with 1.3.6 above and utilising funding included in Appendix 2. 
Emergency/ on-call Support: Staff hours worked as part of an out of hours emergency/ on-call system will only be recorded as Support Hours where Support is delivered in accordance with the Support Hour Definition.

Number of Persons Supported:  The Service will be available to 600 Persons during the Contract Period.

The Support Hours are intended to be flexible to ensure the Service Provider is able to offer a person centred Service and respond to the fluctuating needs of the Persons using the Service. The Service Provider will ensure that each Person receives the appropriate hours of Support but there is no requirement that each Person receives the exact specified number of Support Hours each week. There is therefore no requirement for Persons using the Service to receive an equal number of Support Hours. 

1.3.8   Staffing

The Service Provider will ensure that Staffing is at an appropriate and safe level to ensure that the Service can be provided in accordance with the Contract. This includes the provision of both paid and unpaid Staff involved in the delivery of the Service. 
The Service Provider will ensure that all Staff, whether paid of unpaid, receive a comprehensive induction and ongoing training and development suitable for their position.  Staff, both paid and unpaid, will be provided with regular supervision and competency based appraisals and will complete competency based training commensurate with their position.

In addition to training the Service Provider will work in partnership with the other Prevention services, statutory and independent organisations to identify other training and qualifications to ensure that Staff, both paid and unpaid, are appropriately trained and supervised on an ongoing basis. This will include but is not limited to:

· Skills required to undertake a guided conversation and Independence Action Planning 

· Person centred support planning including objectives setting 

· Knowledge of local prevention services and making referrals 

· Barriers and their impact on Persons living with a disability 
· Basic moving and handling 

· Good communication practice

· Safeguarding

The Service Provider will also ensure that Staff, both paid and unpaid, have the necessary skills and experience to Support the Person to achieve their outcomes. This will include an awareness of the local community and facilities, and the preventative services available within the community.

The Service Provider will explore opportunities to enhance the Service through the provision of unpaid Staff and will offer them support to ensure that their volunteering experience is positive. The Service Provider will in particular consider how Persons using the Service can be supported to achieve their outcomes through volunteering opportunities and will ensure Persons are supported to access other volunteer infrastructure services that can facilitate this. 
1.3.8.1
Safeguarding

Service Providers have a responsibility to safeguard Service Users. The Service Providers policies and procedures for identifying and dealing with the safeguarding children, young people and adults adhere to:

·  The Council’s Inter-agency protocol and procedures for the Safeguarding of Vulnerable Adults

·  South West Child Protection Procedures (www.swcpp.org.uk) and Working Together.

The purpose of the Safeguarding procedure is to:-

·  Promote the wellbeing, security and safety of vulnerable people consistent with their rights, capacity and personal responsibility and prevent abuse occurring wherever possible.

·  Ensure that the process of reporting, investigation and subsequent action is as effective as possible in achieving good outcomes for vulnerable people.

·  Ensure that the processes of investigation, assessment and prevention of abuse do not constitute an abusive or harmful series of events for the vulnerable person.

·  Ensure that the promotion of safeguarding is integral to the development and delivery of services in Cornwall. 

·  Comply with statutory responsibilities.

·  All staff and volunteers must be trained at induction to follow reporting procedures and training should be updated at least annually. 

·  The Service Provider must ensure that activities have appropriate supervision and are safe; the Safeguarding Vulnerable Groups Act 2006 defines the scope of the Vetting and Barring Scheme for adults.  It provides that certain activities in relation to children are regulated. This is known as ‘regulated activity’ which includes:

·  Any activity of a specified nature which involves contact with children frequently, intensively and/or overnight.

·  Any activity allowing contact with children that is in a specified place frequently or intensively.

· The Authorised Officer (as defined in the Contract) must be notified immediately of all instances of suspected abuse.  All instances must be dealt with in line with the Council’s Safeguarding policies and procedures.

·  All concerns/reports regarding genital mutilation are to be recorded and reported to The Authorised Officer (as defined in the Contract).

1.3.9    Access and Service information 
Access

The Service Provider will ensure that the Service is available in accordance with the needs and preferences of Persons using the Service and in consultation with the Council. 
The Service will be provided for 52 weeks of the year including Bank Holidays. Office hours will be 9am to 5pm Monday to Friday with the ability to refer calls over the weekend, for example through a duty system.  Planned intervention will take place at any time including weekend and Bank Holidays, where agreed between the paid or unpaid member of Staff and the Person.
The Service Provider will ensure that there are appropriate arrangements in place to enable Persons to have a review of their Independence Action Plan and access support if they enter a period of crisis. The Service Provider is not expected to offer an emergency service but to offer support that can reduce or prevent their needs or risks to independence from escalating. This will include the flexibility to provide services to support transfers from hospital throughout the week and weekend.  Where the Persons needs exceeds the capability or remit of the Service the Service Provider will ensure that they are immediately and appropriately referred to alternative services and will offer the Person and their Carers support throughout this transition. 
The Service Provider is required to ensure equity in access and reflect the diverse needs and requirements of actual and potential people using the Service. The Service will provide support for the Person with communication and/or cognitive impairment to ensure they have equal access to the Service. The Service Provider will ensure that Staff, both paid and unpaid, are suitably trained to offer Persons Support to communicate their needs, aspirations and outcomes.
Service Information
The Service Provider will ensure that information about the Service and how to access it is uploaded onto the Council's Support in Cornwall (http://www.supportincornwall.org.uk) database and that this information is kept up to date. 

The Service Provider will publish and make freely available Service information containing the following: 

· The full contact details to include postal address, email address, social media details and telephone number

· A summary of the Service provided and access criteria
· Information about how to make complaints, comments and compliments

· Details of how to request information in alternative formats and language tailored to meet the needs of the individual.

The Service Provider will ensure that information is dispersed as widely as possible to all relevant stakeholders. 
The Service Provider will ensure that information about the Service is made available in forms reflecting the diversity of the local population. This may include but is not limited to other languages, easy read, large print, Braille, visual or audio and formats accessible to people with communication and cognitive impairment.  Information should be personalised to meet the needs of the individual.

Information will be updated whenever there is a material change to the Service or its facilities. 

1.4 Service Quality and Standards
The Service Provider will ensure that Services are provided in accordance with this contract and Service Specification. 
1.5  Contract Monitoring

Contract Monitoring and Service Review

Services may be formally reviewed by the Council during the Contract Period. This includes the following components:

· Contract compliance: Annual check of all Contract compliance requirements or as required at any time
· The Service Provider will ensure that Staff are appropriately trained to deliver the required Support in accordance with this Contract. 
· The Service Provider will collect information about the Persons Supported by the Service and provide it to the Council on request. This information will be used by the Council to ascertain the long term impact of prevention services. This includes:

· Persons Name 

· Persons Address 

· Persons Date of Birth  

· Persons National Health Number 

· Date accessed the Service 

· Date left the Service 

· Output Performance: Quarterly performance information submitted using a workbook provided by the Council which includes: 
· Referrals

· Referral Source

· Number of new referrals 

· Number of referrals accepted 

· Number of referrals declined and reasons 

· Number of Persons returning to the Service 

· Number of Persons on the waiting list at the end of contract monitoring period

· Number of People referred for a hospital transfer 

· Number of People referred to prevent crisis 

· Average waiting time from first contact to start of Support  
· Referral source 
· Number of Independence Action plans in place
· Number started by the Service 

· Number completed by the Service and reasons for non completion

· Number reviewed by the Service within 3 months 

·  Total number of Support Hours delivered

· By paid Staff

· By unpaid Staff 

·  Number of Persons Supported by Service Delivery Area

· Number of Persons leaving the Service and reasons for leaving
· Number of persons readmitted to hospital

· Number of safeguarding referrals
· In addition the following reports in a format to be agreed with commissioners;
· Quarterly Budget report

· Staff training Report
· Outcomes Performance: Quarterly outcomes monitoring information for all Persons using the Service using a workbook provided by the Council. This will include outcomes relating to: 
· Domain 1: Enhancing quality of life for people with care and support needs

· Domain 2: Delaying and reducing the need for care and support

· Domain 3: Ensuring that people have a positive experience of care and support
· Domain 4: Ensuring adults whose circumstances make them vulnerable are safeguarded and protected from avoidable harm 

· Where the number of Person accessing the Service exceeds 200 Persons, the Service Provider will provide information on a random sample of 200 Persons using the Service. 
· Feedback: Quarterly feedback from Persons using the Service, Staff both paid and unpaid, and key stakeholders to provide satisfaction and experience of Service. 

· Summary of key issues identified in feedback

· Information about how this has been used to improve the Service

The above will be submitted accordingly:

	Contract Compliance 
	Annually from April to March 

	Performance 
	Quarterly April to June, July to September, October to December and January to March.  

	Outcomes 
	Quarterly April to June, July to September, October to December and January to March.  

	Feedback 
	Quarterly April to June, July to September, October to December and January to March.  


Deadlines for submission of monitoring returns will be provided by the Council on an annual basis. 

The Service Provider will be required to work together with Persons who use the Service, their Carers and other stakeholders to identify areas of improvement and to develop an action plan in partnership with the Council. This action plan will be submitted to the Council. The Council may at any time undertake a review of the Service Provider’s self assessment including verification of the self assessment and action plan.  

The Service Provider will also provide the Council with any agreed additional output information requested during the Contract Period. 

The content, structure, frequency and tools used for the monitoring and assessment of this Contract may be changed at any time by the Council in consultation with the Service Provider. 

Contract monitoring and Service reviews may be conducted jointly by the Council and other strategic partners. 

1.6   Key Performance and Outcomes Indicators
The Council will monitor the performance of the Service by evaluating the output and outcomes data. 

1.6.1 Key Performance Indicators

	The total number Persons Supported during the Contract Period  
	600

	Number of Independence Action Plans in place
	600

	Number of Support Hours delivered during the Contract Period
	 3,120


1.6.2 Key Outcomes Indicators

	Domain 1: Enhancing quality of life for people with care and support needs:



	Persons report they feel their wellbeing, quality of life and ability to self manage has improved 
	80% of Persons who identified this outcome as a priority reported this outcome improved or met within the 6 weeks of support provided. 

	Persons report they feel their capacity to live independently has improved 
	80% of Persons who identified this outcome as a priority reported this outcome improved or met within the 6 weeks of support provided.

	Persons report they feel they have an improved connection with their community, they take value from and feel valued by the community
	80% of Persons who identified this outcome as a priority reported this outcome improved or met within the 6 weeks of support provided.

	Persons report they feel they live in appropriate housing and have access to support that enables them to remain living independently in their home
	80% of Persons who identified this outcome as a priority reported this outcome improved or met within the 6 weeks of support provided.

	Persons report they feel their loneliness and social isolation has been reduced


	80% of Persons who identified this outcome as a priority reported this outcome improved or met within the 6 weeks of support provided.

	Domain 2: Delaying and reducing the need for care and support



	Reduced hospital admission and readmission


	Targets will be agreed between the Council and the Service Provider at Contract implementation

	Reduced need for care at home services  


	Targets will be agreed between the Council and the Service Provider at Contract implementation

	Reduced need for residential care


	Targets will be agreed between the Council and the Service Provider at Contract implementation

	Carers report they feel appropriately supported in their caring role


	80% of Persons who identified this outcome as a priority reported this outcome improved or met within the 6 weeks of support provided.

	Domain 3: Ensuring that people have a positive experience of care and support



	Persons report their Service is tailored to their individual needs, outcomes and aspirations and that it proactively includes others in their informal support network  


	80% of Persons who identified this outcome as a priority reported this outcome improved or met within the 6 weeks of support provided.

	Persons report they feel their needs are met by a range of sustainable solutions, not only by the Service 


	80% of Persons who identified this outcome as a priority reported this outcome improved or met within the 6 weeks of support provided.

	Domain 4: Ensuring adults whose circumstances make them vulnerable are safeguarded and protected from avoidable harm



	Persons feel they are safe from harm, treated with dignity and respect and are able to take appropriate risks 


	90% of Persons who identified this outcome as a priority reported this outcome improved or met within the 6 weeks of support provided.


	APPENDIX 2 - PRICING DOCUMENT 


2.1 Contract Price 

In return for the provision of Services under this Contract the Council will pay the sum total of £65,000 for the Contract Period of 12 months from 1 April 2016 to 31 March 2017. 

The Contract Price is apportioned against the Services provided under the Schedules to this Contract. This includes:

	Service No
	Service Name
	From
	To
	No of Days
	Total Contract Value

	
	Hospital Discharge(Support Hours)
	01/04/2016
	31/03/2017
	365
	£49,920

	
	Hospital Discharge (Funding for Support tasks completed by unpaid Staff)
	01/04/2016
	31/03/2017
	365
	£15,080

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	Total Contract Value
	£65,000


The Contract Price for Services provided under any extension to this Contract will be agreed between the Council and the Service Provider in accordance with Condition 2 of this Contract.  

2.2 Payment 

Payments will be made in accordance with Condition 10 of this Contract.  

	APPENDIX 3 Eligibility Criteria: Risks to Independence


[image: image1.jpg]Wellbeing and Prevention Service Delivery Areas

Area | Colour |Service Delivery Area Postcode
A | ® [Bude & Camelford Ex23, PL35, PL34, PL33,PL32
5 | ® |launceston pLLS
¢ | ® |saltash, Torpoint & Calington __|pL18, PL17, PL12, PL11, PLIO
D | ® [liskeard& Looe L1, PL13
£ | ® |Fowey & Lostwithiel P23, PL22
F | ® |stAustel, StBlazey pL25,pL2a
G | ® [sodmin PL31, PL30, PL2Y
H | © [ChinaClay PL26
I | ® |Newquay, Padstow & Wadebridge [pL2s, PL27, TR9,TRS,TR7
1 | ® [Truro & Roseland [TR1, TR2
x| ® |Faimouth & penryn [TR11, TR10, TR3
L | ® [Helston & the Lizard [TR13, TR12
M | © |Cambome & Redruth [TR16, TR15,TR14
N | © |stAgnes & perranporth [TR5, TRa
0 | ® |penzance, Marazion and St Just _|TR20, TR19, TR18, TR17
P | ® |Hayleastives [R27, TR26





PAGE  
1

