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A. [bookmark: _Toc343591382]Service Specifications

Mandatory headings 1 – 4: mandatory but detail for local determination and agreement
Optional headings 5-7: optional to use, detail for local determination and agreement.

All subheadings for local determination and agreement

	Service Specification No.
	

	Service
	Intermediate Care Bed provision

	Commissioner Lead
	Associate Director of Out of Hospital strategy and Primary care transformation

	Provider Lead
	

	Period
	1st April 2018 – 31st March 2020

	Date of Review
	December  2020



	1.	Population Needs

		
1.1 	National/local context and evidence base
 The Better Care Fund (BCF) Policy Framework (2016/17) sets the mandate for health and social care to work together to deliver against the Delivering the Forward View: NHS Planning Guidance (2016/17 – 2020/21). Performance against the BCF Programme includes achievement of performance indicators that include reductions in non-elective admissions and facilitating early discharge, and a need to ensure a joint approach to assessments and care planning through provision of case rehabilitation, supporting self-management and living independently.
The Croydon CCG Out of Hospital Strategy (2016/17 – 2020/21), and Prevention, Self-Care and Shared Decision Making Strategy (2013) both set out the need to improve proactive preventative support and management for frail and vulnerable people to enable them to take greater responsibility for their health, as evidence indicates that such interventions can help to reduce demand on healthcare services and therefore support reductions in avoidable admissions.
The Croydon CCG and Croydon Council Outcome Based Commissioning (OBC) framework to be implemented in October 2016/17 sets out the requirement to significantly improve health and wellbeing outcomes for adults in Croydon. The model of care developed by Accountable Provider Alliance (APA) to support delivery against the OBC outcome measures sets out the key role of providing integrated services which is patient centred and holistic.

	2.	Outcomes

	
2.1	NHS Outcomes Framework Domains & Indicators

	Domain 1
	Preventing people from dying prematurely
	√

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

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

	Domain 4
	Ensuring people have a positive experience of care
	√

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



Social Care Outcomes Framework Domains & Indicators
	Domain 1
	Enhancing the quality of life for people with care and support
	√

	Domain 2
	Delaying and reducing the needs for care and support
	√

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

	Domain 4
	Safeguarding people whose circumstances make them vulnerable and protecting them from harm
	√



2.2	Local defined outcomes
· Deliver the OBC model of care that is people centred and takes into consideration outcomes as defined by commissioners, needs and voices of people, system-wide priorities and financial opportunities in Croydon.
· Develop Intermediate Care Service in conjunction with the reablement bed service in Croydon to provide “step up” and “step down” intermediate care beds. This integration and collaboration will enable the right patients to be identified in advance of admission and for those people to be adequately supported to return home as quickly as possible.
· Increase patient self-management through the development of an agreed personalised care plan for each patient and the use of telehealth and remote access monitoring on discharge.
· Improve patients’ experiences and protect more people from unnecessary hospital admissions, long hospital stays, premature use of residential care and readmission to hospital and care homes.
· Improve service quality, clinical accountability and governance within the community bedded facilities.
· To deliver responsive rehabilitation services to people who would otherwise face unnecessarily prolonged hospital stays or inappropriate admission to acute inpatient care or long term residential care
· Provide a responsive multi-disciplinary service to people intermediate/reablement beds in the community
· Maximise independence and enable service users to return home to live
independently or resume living at home
· Support cross professional working with a single assessment framework, single professional records and shared protocols and shared care with the aim of care planning documented and agreed with the service user or carer.
`

	3.	Scope

	
· 
· 
· 
3.1	Aims and objectives of service

3.1.2 	Aims

· To increase the numbers of adults/older people able to be supported in intermediate care beds, achieving and maintaining an optimum level of health.
· To start within 24 hours of the admission to an intermediate care bed and complete within 48 hours of their admission, an effective person-centred care plan which provides enabling care and support to the individual and focusing on confidence building, motivation and other social elements which will support a safe discharge. The plan should always document their expected discharge date.
· To ensure that each patient has a named key worker to support the person and act as a point of contact for other members of the MDT and the person’s family and carers.
· To ensure that people are cared for in an appropriate setting, with respect to personal privacy, dignity, independence and choice, and are provided with opportunities for rehabilitation and recovery wherever possible.
	· To provide a holistic care experience which addresses the physical, psychological, cultural and social needs of the patient but also their carers, friends and relatives.
· To support structured individual therapeutic and rehabilitation plans developed jointly with the Community Intermediate Care Service and encourage opportunity for recovery.
· To identify and refer appropriate patients requiring diagnostics / screening prior to assessing their ongoing care needs
· To facilitate the return of patients to their own home or care home by organising and utilising all available services at all times including transportation.
· To support individuals to maximise personal independence and self-care to enable them to resume living at home independently.
· To facilitate the prompt discharge from acute care and admissions from the community.
· To provide the opportunity for service users to become medically and emotionally settled following an acute episode.



3.1.2 Objectives

· To provide access to multidisciplinary assessments appropriate to the patients’ needs for all patients referred and admitted to the service.
· To reduce the risk of patients attending A & E unnecessarily by providing timely assessment and intervention in intermediate care beds.
· To reduce the risk of a delayed transfer of care from hospital to the community by providing timely assessment and subsequent intervention in an intermediate care bed.
· To deliver more care in the community with better joined up services available that prevent the need for unnecessary hospital services. 
· To reduce the risk of patients re-attending A & E and / or being admitted to hospital unless this is appropriate to their needs, for example, they require and consent to inpatient medical care.
· To effectively manage admissions to and discharges from the intermediate care beds so that beds are utilised efficiently.
· To work in partnership with patients, their carers and other agencies to negotiate and agree nursing and therapy care plans and rehabilitation goals.
· To liaise effectively with colleagues in primary, secondary and tertiary care.
· To provide intervention that is evidence based and appropriate to the patient’s needs
· To identify patients that may require specialist referrals and assessment and action these on a timely basis
· To identify patients that may be eligible for continuing care, using the decision making check-list and completing the full application in partnership with patients and their carers where there is the potential for the patient to meet eligibility requirements for continuing care before discharge.
· To provide a service that can be accessed 7 days a week. Step Down patients will be admitted between 9 a.m. – 4 p.m. and Step Up patients will be admitted between 9 a.m. and 8 p.m.   It is not acceptable for the care home provider to send a patient back to hospital because they arrive late.  Patients should only return to hospital if they are clinically unwell
· Late admission should be escalated to the CICS team and to the Community Geriatrician who will in turn feed this back to the appropriate team.
· To support the care home GPs to ensure ward rounds are carried out effectively.
· To provide education, training and mentorship for nursing, therapy and students and ensure workforce component is maintained at all times.
· To minimise risks to patients, carers and staff by identifying, assessing and managing risks appropriately.
· To comply with the escalation of complaints in a timely manner.

3.2    Service description/care pathway
3.2.1 Pre-Admission Arrangements
· The care home provider will inform the Croydon Intermediate Care Service (CICS) staff of bed availability Monday to Friday at times stipulated in the admission criteria for step up and step down.
· Access to the beds will be via an agreed set of criteria and a single Access Point ensuring appropriate referral from hospital and community.
· The Consultant Community Geriatrician will ensure adequate assessment of rehabilitation needs as well as clinical appropriateness for the service.
· All referrals for admission will be jointly reviewed by the rapid response service or CICS team and the GP.
· The rapid response service or CICS Lead Clinician will ensure that the completed assessment documentation is faxed to the care home provider together with any user specific documentation (i.e. medical or rehabilitation report).The care provider will ensure the use of NHS.net account during the mobilisation period for sharing patient identifiable information, liaising with GPs and making referrals.
· The care home provider will confirm receipt of this documentation by fax or email within 1 hour of receiving the documentation and begin the admission process.
· The final decision for an admission is the responsibility of the Community doctor in consultation with the GP

3.2.2 Admission
· Patients should be medically appropriate for admission to the Intermediate Care Beds as defined by agreed criteria. (Criteria embedded)
· Patients should have an adequate assessment and a management plan before admission to an Intermediate Care Bed.
· The management plan should be agreed between the doctor, therapists, nursing staff, the patient and their relatives and set out what treatment and rehabilitation is planned.
· The plan should include the estimated date of discharge, any anticipated discharge needs and provision for reassessment by the acute sector should the patient’s condition deteriorate.
· The doctor should regularly review this plan while providing medical care during the patient’s stay in the Intermediate Care Bed.
· Transfer from any acute unit should be planned in advance with adequate regard to requirements for medicines, dressings and appliances and equipment for delivery of necessary medicines e.g. oxygen. Sufficient medication should accompany the patient to the Intermediate Care bed





3.2.3 Specialist Nursing Needs
· The care home provider is responsible for making arrangements to meet any special nursing needs such as pressure mattress, etc. Any specific therapy equipment required will be accessed through the rapid response service or CICS Lead clinician via the usual route. 

3.2.4 Pressure Relieving Equipment

· The care home provider shall ensure that the appropriate pressure relieving equipment is available and staff are trained to assess patients for risk of skin damage. All pressure ulcers developed on the providers’ premises will be attributable to the provider not Croydon Health Services. 

3.2.5 Patient Care Plans 

· Patient therapy plans will be prepared by therapy staff. They will review and monitor the care delivered by the care home provider staff. The care home provider is responsible for preparing the nursing care plan and also ensuring that patients are engaged in inputting in to their care plans.
· If a patient requires specialist nursing input in the care plan, the specialist input will be prepared by CHS specialist nursing staff.

3.2.6  Staff alignment
The following CHS staff will provide support for patients admitted to the intermediate care beds at the care home:
· Consultant doctor
· Community matron 
· Specialist nurses 
· District nurse 
· Occupational therapist 
· Physiotherapist 
· Generic support worker 

3.2.7 Therapy Provision
· The CICS lead therapist will assess newly admitted Service Users on admission or and complete a Therapy Care Plan for the Service Provider to implement.

3.2.8 Hospital Appointments
· Arrangements and transport for Service Users to attend hospital and other appointments to be responsibility of the Care Home Provider.

3.2.9 Resuscitation
· On admission to the Intermediate Care Unit resuscitation procedure will be discussed with the patient by the doctor, the therapist and the care home provider nurse.
· The appropriate form ‘Resuscitation and Treatment will be completed based on the instructions’ and the decision to resuscitate will be documented in the medical notes.
· The Care Home Provider staff working with the Intermediate Care beds will be trained and regularly updated in basic life support. This training remains the responsibility of the Care Home Provider.
· Each patient will have a basic pocket face mask in the room for this use; this will be provided by the Care Home Provider and is disposable following use.
· In the event of a patient collapsing and requiring resuscitation, the staff will be expected to start basic life support and contact the emergency services for assistance (Ring 999) if a DNAR is not in place for the patient.

3.2.10  Care Management/Social Work

· The care home provider will work with identified staff within the locality who will provide care management and social work functions and mental health escalation. 
· The Care Home Service Provider will ensure that the social worker is aware of and involved in any complex social or family issues. In general the social worker will take the lead role on such matters to facilitate onward placement.

3.2.11 Therapy Equipment

· Additional or specialist equipment to enable therapy to be performed as part of individual rehabilitation programmes will be provided by the CICS.
· The Care Home Provider will provide a dedicated space for storage of equipment for the sole use of I.C. Service in the building. CICS Lead Clinician and the Care Home Provider will ensure that the equipment is risk assessed and appropriate for agreed purpose.
· The Care Home Service Provider is required to ensure that stored equipment continuously meets health and safety requirements at all times.
· The Care Home Provider is responsible for ensuring the on-going maintenance and cleanliness of equipment and to ensure that it is returned to the store following the discharge of Service User previously using it.
· Cleaning and maintenance of equipment must adhere to Care Quality Commission standards
· Regular audit will take place of equipment kept for I.C. beds and Care Home Service Provider to be accountable for any missing items.

3.2.12 Liaison

	· The Care Home Provider and CICS lead clinician will ensure that a system is in place so that a newly admitted Service User is informed in writing of the purpose of admission, rehabilitation process, goal setting and discharge planning etc. within 48 hours of admission.
· The Care Home Provider will ensure that the manager or registered lead person for the Intermediate Care beds attends weekly discharge planning meetings with CICS clinicians and keeps a written summary of decisions to retain in the individual patient’s Nursing and Care Programme documentation kept within the nursing home.
· Other matters such as staffing levels, operational issues, etc. will be discussed and noted in writing at the weekly meetings. This can requested by the CCG as required.
· The Care Home Provider to allow reasonable use of care home facilities by CICS lead clinician e.g. photocopier, phone, use of desk space and WIFI/internet as required.
· The GP/doctor will attend the care home twice weekly to review intermediate care patients.
· Routine and adhoc multidisciplinary team meetings will be held with the CICS team and the care home service provider to review all patients occupying an intermediate care bed. Regular multidisciplinary team meetings will be held weekly.

3.2.13 Recording

· The Care Home Provider will ensure that written communication by staff in the patient’s notes are maintained and up-dated as appropriate.
· The care home provider will l use patient survey measures such as PREM and/or Friends and Family Test (FFT) to collect patient’s views on the service provided by the care provider.
· The Care Home Provider to notify and work with CICS as soon as possible if a patient’s circumstances change, such as medical condition, social issues or discharge date/circumstances. The GP must also be informed. 

3.2.14 Complaints 

· Care Home Provider will comply with the complaints policy in place and will report incidents within timeframe.
· All Intermediate Care complaints to be forwarded to the CICS Lead Clinician for a decision on how to respond. If appropriate the CICS Lead Clinician will refer the complaint back to the Care Home Provider for activation through the Provider’s complaints procedure.

3.2.15 General

· All agencies and staff are to be fully trained and skilled in the tasks required. They will be expected to develop good relationships with the community and statutory bodies and across the care economy and to work closely with other professionals involved in the rehabilitation process.
· Progress on service aimed at maximising independence will be encouraged by the commissioner through evidence practice and tools.
· Links into the community will be reviewed where possible as part of the patient’s rehabilitation package.

3.2.16 Discharge Arrangements

General
· The CICS lead clinician will co-ordinate all discharge planning in conjunction with the Care Home Provider and will arrange any required on-going care.
· Advice and information relating to ongoing care will be provided to all Service Users prior to discharge from the Premises by the Service Provider and the CICS lead Clinician. The care home provider in liaison with the CICS team will liaise with the District Nursing Team when required.
· Home visits will be offered before discharge from the Premises as deemed appropriate and beneficial by the lead therapist.
· A discharge summary, co-ordinated by the CICs lead clinician and the care home provider, will be sent electronically to the patient’s GP with a paper copy to the patient when they are discharged from the intermediate care bed.
· Shared care protocols will be adopted within an MDT approach including PICs to support self-management and independent living for patients. Carers should also be engaged in this process.
· The multi-disciplinary team should ensure that a range of local community health, social care and voluntary sector services is available to support people when they are discharged from hospital. This might include:
· Reablement to help people re‑learn some of the skills for daily living that they may have lost.
· Practical support for carers.
· Suitable temporary accommodation and support for homeless people.

Equipment
· The Care Home Provider’s staff will arrange the taking home of any equipment supplied to the Service User.
· The Care Home Provider will ensure that all equipment belonging the Intermediate Care Unit remains in the unit and accounted for.


3.3 Population covered
 
· Service Users must be registered with a Croydon GP and meet the eligibility criteria for acceptance into the service.
 

3.4 Interdependence with other services/providers

The Intermediate care beds are a pivotal element of the improved services across the community in Croydon and will be aligned with reablement beds. Therefore partners are multiple and include:
· GPs and practice staff.
· Hospital consultants and other medical staff within and outside of Croydon.
· Hospice medical and nursing staff.
· Community matrons and community nursing teams.
· Nurse consultants and specialist nurses within the community and hospital setting within and outside of Croydon.
· Acute sector nursing staff.
· A&E staff e.g. nursing, liaison and administrative staff.
· Occupational therapists and physiotherapists.
· Social services, including advocacy.
· Social workers.
· Local authority housing departments.
· Equipment service.
· Mental health services.
· Interpreting services.
· Counselling services.
· Day centre and care home staff (private & council).
· Ambulance service.
· AHPs.
· Voluntary and charity sectors.
· Benefits agency.
· Community pharmacists.
· Reablement services.


Sub-Contractors 
· Croydon CCG commissions a GP practice within Croydon to provide medical cover for patients occupying the intermediate care beds. This includes providing advice and carrying out visits to deal with urgent medical problems as well as a planned weekly visit to review the the prescribing of medication for discharge, any adhoc medication included within the service specification for GP services. 





	4.	Applicable Service Standards

	4.1      Applicable National standards, Physical Environment, Amenities and Administration 

· The provider with maintain Care Quality Commission registration and adhere to the Essential standards of Quality and Safety.

It is expected that the Service Provider ensures that policies, procedures and practices are regularly reviewed and that the following list of standards/goods practice guidance is where appropriate adhered to.
· The National Service Framework for Older People
· The National Service Framework for Mental Health
· Department of Health (DOH) Guidance is issued
· National Institute for Clinical Excellence (NIC) standards
· DOH Guidance on Infection Control
· The Administration and Control of Medicines in Care Homes – Royal Pharmaceutical Society of Great Britain
· Mental Capacity Act 2005
· Safeguarding vulnerable Groups Act 2006

Personal Accommodation
· Single rooms with en-suite with disabled access
· Disabled facilities for bathing and showering
· Enable Service Users to have access to their room at any agreed time and as often as they wish
· Have a call alarm system to enable service users to get help 
· Have furniture and fittings appropriate for Service Users including lockable cabinet for self-medication

Therapy Space
The provider will make available adequate space and equipment to provide physiotherapy and occupational therapy to pursue rehabilitation goals.  The spaces will be as described below and will be available for use when required by the relevant therapist. 
Occupational Therapy area including the following equipment supplied by the Provider
· Worktop for food preparation
· Microwave
· Kettle
· Cutlery/crockery
· Tray
· Kitchen trolley
· Table and chairs
· Fridge

Therapy workstation for administrative work including updating records and telephone calls.  Must include a chair and a desk.
Private space for weekly multi-disciplinary team meetings.  The Provider may provide these spaces in a variety of different ways.
Visitors 
· The Provider will share their visiting guidelines with Service Users and any appropriate interested persons on admission.  
· Every Service User has the right to refuse to see a visitor.  The Provider will support this decision.
· The Provider will maintain a Service User log.

Advocate
· The Provider in conjunction with the Care Home MDT will 
· Support Service User use of Advocates
· 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.

Service User possessions
· The Home will handle Service Users’ money and valuables as per the CQC fundamental standards.

Property
· Service Users will be allowed within reason as planned length of stay 6 weeks, personal property (e.g. pictures, music systems, televisions and computers) in their room.  Service Users/their advocates will be responsible for the maintenance of these items.
· Providers will have procedures in place for protecting and securing Services Users’ possessions kept in their own rooms
· The Provider’s public liability insurance will cover Service User’s property for theft or damage.  This will not apply if damage was caused by the Service User
· 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 MDT, the Provider will contact the Service User’s next of kin (NOK)/a named representative so they can collect the Service User’s personal effect.

Record Keeping
The Provider will comply with all applicable statutory and legal obligations
Money
The Provider will recognize the Service User’s right to conduct personal finances and work with the Local Authority to ensure appropriate support in the absence of the next of kin or a power of attorney.  
The primary objective is to ensure that Service Users are given services which empower them to promote independence and their personal dignity and maintain as high a quality of life as possible.  Service users must themselves be fully involved in all decisions about their future whenever practicable.
· To provide access to bathing or showering facilities with suitable equipment.
· To provide access to a hoist and suitable slings for transferring patients who may have short term difficulty doing this safely in any other manner.
· To provide sufficient space for active physical rehabilitation to take place with the patients, e.g. wide hallways, stairs with rails and a dedicated room for rehabilitation.
· To provide and supervise the use of oxygen when prescribed by the doctor.
· To support the admission and discharge of patients at weekends
· To ensure that a storage area is made available for any therapy/additional nursing equipment required by patients.
· To ensure a kitchenette facility is available for patients. The kitchen will be available to CICS staff members to re-educate residents in kitchen skills. Tea coffee and microwave for preparing light snacks will be made available by the home.
· The home will be responsible for ensuring that their items of equipment meet the health and safety standards, and are cleaned, used and maintained appropriately according to the manufacturer’s guidance. Nursing home providers will be expected to provide access to the following:
· Low to medium grade pressure relieving mattresses and cushions.
· High grade pressure relieving mattress and cushions.
· Footstools.
· Bed Cradles.
· Nebuliser.
· Storage for the therapy team to store small items of equipment.
· To ensure that patients have access to social area with comfortable chairs and to dining area.
· To provide meals and drinks as specified in the Standards for Better Health including providing for patients’ specific dietary requirements. Meals and drinks will be provided at flexible times to meet the needs of patients.
· To ensure that the patients’ clothing is cleaned and laundered by the home’s laundry service as requested. Name marking of clothes by staff at the home will arranged with the agreement of the patient.
· To make available a telephone for the patient’s use. Any costs incurred will be the responsibility of the patient and will need to be itemised and paid by the patient prior to their discharge home.
· To provide a lockable bed side cabinet or similar to store medication for those patients who are self- medicating.
· To ensure that any social and leisure activities, provided at the home for other residents are also made available to the intermediate care patients. Any additional costs for these will be agreed by the home with the patient, and will be paid for prior to the patient’s discharge home e.g. for services of a hairdresser, newspaper delivery.
· To ensure that CICS or any other visiting professionals involved in the patients’ care have access to office space for administrative work/telephone liaison. A lockable filing cabinet will be made available for CICS use (e.g. for storing records).
· Provision of a safe haven fax machine.
· To provide access to a room for meetings as and when required.
· To ensure that CICS and other visiting professionals involved in the delivery of the intermediate care service have access to on-site parking facilities.

4.2 Requirements and Responsibilities

Staffing Complement, and Skill Mix
All care staff working with intermediate care service users will be trained to at least NVQ (National Vocational Qualification) level 2 standards and will have received the training in:
· Basic First Aid
· Manual Handling
· Health & Safety
· Health & Hygiene
· Infection Control
· Safeguarding
· Fire Safety 
· Food Hygiene 

Care Home staff should also be willing to learn new skills 
· Nursing staff looking after patients in these Intermediate Care Beds will require skills and training above a standard nursing home role. This will be regulated by Royal College of Nursing. The provider will be required to ensure a level of staffing that enables both care and rehabilitation to be carried out effectively and outcomes for patients to be achieved. The provider will therefore need to work closely with CICS senior managers to identify staffing needs, skill mix and any training or development requirements for care home existing staff.
· Staff will be required to show that they have the knowledge, skills and abilities required to deliver care for this client group and a commitment to the intermediate care service ethos.
· Maximise staff continuity and minimise use of temporary staff

Nursing Requirements
· The care home will be required to provide named Registered Nursing staff in line with guidance from the Nursing and Midwifery Council register who will oversee the ongoing nursing assessment and needs of patients, and will take responsibility for liaison with CICS regarding their progress. The assessment and nursing interventions will be documented in the multi-disciplinary care plan. The RNs employed by the home will be expected to confidently respond to any change in the patients’ condition and to prescribe a new care plan where this becomes necessary. The RNs will also be responsible for ensuring that the care plans are implemented as prescribed. The reason for any deviation from this must be clearly documented in the patient’s record of care.
	· RNs will also be expected to liaise with the CICS team if a patient’s condition changes suddenly and a new car plan is developed.
· A RN must be on duty at all times to oversee the patient care; an individual record of care that meets the NMC and CCG standards will be made on every shift, this will be made available to the CICS team and will be used to monitor progress. The role of the RN is to oversee the implementation of the care plan and to supervise the healthcare assistants.
· Staff must implement interventions as agreed with CICS under the supervision of a RN. There may be occasions when CICS take responsibility for carrying out specific interventions, which will be agreed on an individual patient basis and will be the exception rather than the norm.



4.3	Applicable national standards (e.g. NICE)
· NICE guidelines [CG138] - Patient experience in adult NHS services: improving the experience of care for people using adult NHS services

4.4	Applicable standards set out in Guidance and/or issued by a competent body (eg Royal Colleges)
· MDT Development - Working toward an effective multidisciplinary/multiagency team January 2014
· Royal College of Nursing – United Kingdom

4.5	Applicable local standards
· CHS policies and guidelines for best practice.
· Croydon joint policy for safeguarding adults.


	5.	Applicable quality requirements and CQUIN goals

	
5.1 Applicable Quality Requirements (See Schedule 4 Parts [A-D])
5.2 5.1 Performance Monitoring and Quality Control

The commissioner will implement a programme of performance monitoring and quality control to ensure that service standards are consistently met by the Provider.

The Provider will at all times allow the Commissioner access to its premises and shall supply to the Commissioner upon request any information , including written documentation that the Commissioner may reasonably require in relation to the standard of delivery of the care Services under this Agreement and in particular relating to and for the purposes of inspecting:

· The standard of delivery of the Service and compliance.
· The Provider’s health and safety policy and performance of each and any obligation relating to the Health and Safety at Work Fire Regulations including the Fire Precautions Act 1971 and the environment.
· The regulation of Premises under the Registered Homes Act 1984, and Care Act 2014 and each inspection report produced by the Registration Authority.
· The Provider must have appropriate public liability insurance in place.
· Staff employed at the premises will be required to have the appropriate credential in respect of the duties they are employed to perform. The Provider will be responsible for checking credential including.
· The Commissioner may on occasions ask local quality and surveillance groups such as HealthWatch to assess the quality of a service through either planned or unannounced visits to the home.
· The Commissioner may request to see any internal policies being operated by the Provider in connection with the delivery of services.
· Details of complaints from a service user or relatives/carer to be shared with the Commissioner as appropriate.
· Details of complaints investigated by the registration authority with copies of their reports to be supplied within 7 days of their receipt by the Provider.

· Any violent incidents or unusual incidents involving any Service User and/or members of staff.


5.3 Applicable CQUIN goals (See Schedule 4 Part [E])
No Local CQUIN goals for this contract

5.4 Performance Schedule
2017/18 Intermediate Care Bed Service performance Indicators
	Domain
	Key Performance Indicator
	Target
	Frequency

	
	% of discharge letters sent to GP within 48 hours of discharge from the service
	
	Monthly

	
	% of discharge letters given or posted to patients within 48 hours on discharge.
	
	Monthly

	
	% of patients recommending the service via FFT 
	
	Monthly

	Safe Care
	Number of complaints
	
	Notification within 24 hours to the CCG.
Remedial actions to be detailed in the report

	
	Number of near misses
	
	

	
	Number of SUIs
	
	

	Effective Care
	Number of patients with a completed care plan
	
	Monthly

	
	Number of patients who contributed to their personal care plan
	
	Monthly

	
	Number of patients achieving goals set out in the admission care plan
	
	Monthly

	Responsive/efficient
	Number of admissions for step up
	
	Monthly

	
	Number of admissions for step down
	
	Monthly





	6.	Location of Provider Premises

	
6.1   The Provider’s Premises are located at:
The home will be responsible for ensuring that the following information is documented for each of the patients using the service

Service User details

	Service User details

	

	Last Name

	

	First Name

	

	Title

	

	D.O.B.

	

	NHS number or other IID

	

	Service User admission date

	

	Service User Expected Date 
of Discharge
	

	Service User Discharge Address
	

	Next of kin Contact Details
	





	7.	Individual Service User Placement
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criteria for step up and down and medicine management.docx
ACCEPTANCE AND EXCLUSION CRITERIA FOR ‘STEP UP’ AND ‘STEP DOWN’ BEDSANDMEDICINES’ MANAGEMENT







STEP UP BEDS

 

The criteria for ‘Step Up’ beds: 

The Intermediate Care Residential Service will provide support and rehabilitation for people who are considered unsafe to remain in or return to their own homes but who would have the capacity to live at home if provided with suitable support and rehabilitation services. The service will focus on those who are at high risk of: 

· Prolonged hospital stay

· Inappropriate admission to acute inpatient care



The categories of people prioritised for this type of provision will be those who are; 

· At high risk of admission to hospital due to an ambulatory sensitive care condition or the exacerbation of a long term condition that has led to a deterioration in the patient’s general condition 



General Criteria 

· Patient safety must not be compromised. 

· All referrals MUST be made through the Rapid Response team who will liase with the CICS therapist holding the bed phone. 

· The individual GP may feel it appropriate to discuss the availability of appropriate nursing care and expertise with the Rapid Response Service Duty Nurse prior to a formal SPA referral. 



Specific Criteria. 

1. The patient should generally have a definite diagnosis or a provisional diagnosis with a plan to investigate an e.g. may be an elderly person who has become acutely unwell and a urine or chest infection is suspected but it is not safe for the person to stay at home while tests are undertaken or test results are awaited. 

[bookmark: _GoBack]2. The patient should have a specific nursing, therapy or medical need or a combination. Examples of this might be a patient with cellulitis who requires a couple of days IV antibiotics with bed rest and personal care and then transfer to oral treatment, or a patient with a chest infection who is too unwell to remain at home but not so unwell as to require the facilities of an acute hospital admission The first dose of IV antibiotics will need to be given in a hospital environment due to the risk of an anaphylactic reaction. 

3. The GP requesting admission must have assessed the patient face to face prior to making the referral. 

4. The responsibility for admitting appropriately is with the GP requesting admission. 

5. GPs admitting patients registered with their own practices should ensure that all necessary background information e.g. allergies, intolerances medications etc is made available to the care home service provider and Rapid Response Service on admission. 

6. The patient should be medically stable requiring no specialist medical input at the time of admission. 

7. There must be an identified place of discharge within Croydon for all patients before they are admitted to an intermediate care bed. 

8. Their nursing needs should be able to be adequately met by care home staff with additional specialist support provided by community based teams. 

9. Examples of conditions which might be appropriate for step up admission might include simple accidental falls without bony injury, cellulitis, UTIs where the patient requires more nursing care 

than can be provided at home, infections again requiring nursing input but not requiring the medical expertise of an acute unit, titration of ACE inhibitors in patients with proven heart failure, patients who have had recent deterioration in their ability to mobilise but in whom a serious diagnosis is not suspected etc. This list is not exhaustive but a reasonable illustration. It is expected that each case will be assessed individually on its own merits. 



Transport 

· The care home service provider will work with the Hospital ward staff will ensure transport is arranged for transfer and that all parties are aware of the transfer time and date in good time. 

· Transport home will be arranged by the care home provider`



Admission Times 

· Monday to Friday - Admissions will be expected between the hours of 08.00 and 20.00. 

· Saturday and Sunday – Admissions will be accepted between the hours of 08.00 and 20.00 





STEP DOWN BEDS



The criteria for ‘Step Down’ Beds: 



General Considerations 

· Patients should have a definite primary diagnosis. 

· The primary diagnosis should not be of a significant Mental Health problem. 

· The patient should be medically stable and beginning their rehabilitation process. 

· The patient should have clearly defined nursing needs. 

· There must be significant on-going rehabilitation potential. 

· There must be a therapist to therapist hand over of the patient 

· If the admitting doctor is not happy to manage the medical needs of the patient and refuses admission on those grounds then this decision should not be open to challenge. 

· If the care home senior nurse or Rapid Response Duty Nurse feels the nursing requirements of the patient are too complex for the team’s availability; if admission is refused on  this basis, then this decision should not be challenged. 



Specific Criteria 

1 There must be a treatment plan in place prior to transfer to ensure a safe and seamless continuation of service. 

2 There must be a proposed discharge date in place prior to discharge which the patient, their carer and other agencies supporting the carer are made aware of. 

3 The care home provider will work with other agencies to identify places of discharge within Croydon for all patients before they are admitted to an intermediate care bed. 

4 A social support analysis should be done prior to transfer (i.e. does the patient live alone? If so what level of support do they have and is this likely to change as a result of their condition. Do they live in a supported environment, e.g. care home? What level of support is in place?) This analysis should be shared with the admitting team prior to transfer. 

5 If the patient to be admitted is not registered with the practice providing medical cover on that day then there must be prior discussion between the two practices, led by the practice providing cover on that day, to assess the suitability of transfer. 

6 If the patient is not registered with the admitting practice then a full medical summary should be faxed or sent electronically to the ward prior to transfer. This should be organised by the patient’s practice after they have had discussion with the organisation wishing to transfer the patient. 

7 The maximum period of stay should be 28 days, although there will need to be some flexibility around this. The average length of stay is expected to be between 7- 14 days.

8 Mild degrees of confusion and memory problems are very common in the elderly frail population and should NOT be a bar to admission for rehabilitation. However, this diagnosis should not be the primary diagnosis and the degree of cognitive impairment should not be greater than a general medical ward would be able to manage.   Memory problems identified should be referred to SLAM.

9 There will be a wide range of conditions for which step down could be useful and these will not be exhaustively listed as each person should be assessed according to the above criteria and on their own personal medical and nursing requirements and their prognosis for re-enablement. However these would include situations such as rehabilitation following fractures (e.g. hip with dynamic hip screw, pelvic, humerus etc. 

Acute medical conditions such as UTIs, confusional states due to infection, accidental falls with no fracture where patient has been conveyed to A&E and has been assessed, the acute problem stabilised and a period of rehabilitation or nursing care is required

10 When patients are transferred from a secondary care provider, a summary of their medical notes including a detailed legible discharge summary, their medical chart and up to date resuscitation status and thromboembolic risk status will be sent with them. These then need to be reviewed by the admitting GP within 48 hours of patient transfer and the patient formally clerked in. 



These criteria are not exhaustive, but lay down basic principles about the use of step down beds and the sort of conditions for which the service is appropriate. The principle use of this facility is to enhance the ongoing medical treatment of patients recovering from an acute illness, registered within the Croydon CCG area. 































MEDICINES MANAGEMENT



PRE-ADMISSION

· Where transfer is from hospital the ward staff will ensure the provision of 14 days of medication and 5 days of wound dressings is arranged and transferred with the patient on that day. Where a patient is admitted from home, the care home service provider and the RR team will ensure that they are admitted with the medications and wound dressings being taken at the time. These will be re-prescribed by the GP.

DISCHARGE

· The Care Home Service Provider’s staff will arrange the taking home of any medications via the general practitioner, 14 days of medication will be provided by the pharmacist working with the Care Home Service Provider. 

· The Care Home Service Provider’s staff will provide nursing information to receiving nursing teams and ensure that the attending general practitioner provides a discharge letter for the receiving general practitioner. 

· Any required dressings will be ordered through receiving general practitioner or district nursing teams

· Record multidisciplinary assessments, prescribed and non‑prescribed medicines and individual preferences in an electronic data system. Make it accessible to both the hospital‑ and community-based multidisciplinary teams, subject to information governance protocols.  



CARE HOME RESPONSIBILITY

· The provider must ensure that the patients have access to their prescribed medicines on admission to an intermediate bed. This includes taking responsibility for requesting newly prescribed and repeat medications and other prescribed items as required. 

· The Provider will oversee patients taking their daily medication and record as appropriate. Any issues in relation to non-compliance must be reported to a member of the CICS Team, GP or doctor immediately. 

· The Provider will be expected to be fully compliant with the requirements of the operational policy.
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