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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
	The Service is to include:
1. NHS Continuing Health Care and NHS Funded Nursing Care for Adults including Personal Health Budgets and adults with complex health needs not met by core NHS provision requiring  joint funded care 
2. Continuing Care for Children and Young People including Personal Health Budgets and children with complex health needs not met by core NHS provision
3. Slow Stream Brain injury reablement 


	Commissioner Lead
	Birmingham and Solihull Clinical Commissioning Group

	Provider Lead
	

	Period
	TBC

	Date of Review
	



	1 Population Needs

	
1.1 National context and evidence base
1.1.1 NHS Continuing Healthcare and Funded Nursing care

The ‘2018 National Framework for NHS Continuing Healthcare and NHS-Funded Nursing Care’, Department of Health (DH) November 2012 (the National Framework) sets out the principles and processes for delivery of NHS Continuing Healthcare (NHS CHC) and NHS Funded Nursing Care (NHS FNC): 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/684992/National_Framework_for_CHC_and_FNC_-_October_2018_Revised.pdf 
The focus of the National Framework is on the process for establishing eligibility for NHS Continuing Healthcare and the principles of care planning. 
The National Framework is based on statutory responsibilities and case law and sets out a process for the NHS, working together with our Local Authority (LA) partners, to assess health needs, decide on eligibility for NHS CHC and provide that care.  In addition, the Framework provides a set of national tools to support decision-making – the Decision Support Tool (DST), a Fast Track process and Checklist tools.  Therefore, the Framework provides one national approach on determining eligibility with a common process for the NHS in England.  
The ‘End of Life Strategy: Promoting high quality care for all adults at the end of life’ DH, July 2008, (Appendix B) states that in England around 500,000 people die each year with the vast majority of deaths occurring in adults over the age of 18 years and most occurring in people over 65 years:
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/136431/End_of_life_strategy.pdf    
The majority of deaths occur following a period of chronic illness related to conditions such as heart disease, liver disease, renal disease, diabetes, cancer, stroke, chronic respiratory disease, neurological diseases and dementia.  
The essential challenge is to learn how to work together, collectively and differently to achieve these ambitions and the standard set out in the NICE Quality Standard for End of Life Care (2011). The “Ambitions for Palliative and End of Life Care: A national framework for local action 2015-2020” outlines that Palliative and end of life care requires collaboration and cooperation to create the improvements we all want. This is the approach we have used in our own new Partnership of organisations representing health and social care, statutory and voluntary bodies, and people with personal and professional experience, speaking with one voice. 
The National Framework states that :
‘Where an individual is eligible for NHS CHC, the Clinical Commissioning Group (CCG) is responsible for care planning, commissioning services and for case management.  The services commissioned must include on-going case co-ordination for all those entitled to NHS CHC as well as for the NHS elements of joint packages, including review and/or reassessment of the individual’s needs’.  
‘Where a person qualifies for NHS CHC, the package to be provided is that which the CCG assesses as appropriate for the individual’s needs.  Although the CCG is not bound by the view of the LA on what services the individual needs, or the LA assessment under the Care Act 2014, its contribution to a joint assessment will be important in identifying the individual’s needs and, in some cases, the options available for meeting them’.
‘Individuals with a rapidly deteriorating condition that may be entering a terminal phase may require ‘fast tracking’ for immediate provision of NHS CHC.  The fast track tool should be completed by an appropriate clinician who should give the reasons why the person meets the criterion required for the fast-tracking decision’.
Consequently, NHS CHC is a complex and often high cost area of care delivery complicated by its close relationship with mainstream health and social care services.  It therefore involves partnership working between health and social care – i.e. local authorities, acute and community health trusts, CCG, providers, primary care and patients and carers.  
The ultimate responsibility for the delivery of NHS CHC and NHS FNC, and for the patients, lies with CCG and is outlined in their standing duties. However they can devolve the transactional processes for its delivery to others. In the context of this specification this is the ‘service provider’.
1.1.2 Continuing Care for children and Young People

The Department of Health published its National Framework for Continuing Care Needs of Children and Young People in Jan 2016 (revised), setting out guidance for partners in Health, Education and Social Care. This document aims to clarify the respective roles and responsibilities of those services and to provide an objective, transparent process that will deliver timely and consistent decisions regarding the funding of care packages for children and young people who have specific health needs that meet the Continuing Care (CC) criteria. Decisions regarding funding of packages for children and young people with complex health needs that can’t be met through commissioned services will be made using the National Framework for Children and Young People’s Continuing Care – Decision Support Tool 

The CC for Children and Young People process covers children from birth up to the age of 18. Post 18 years of age, the NHS Continuing Healthcare framework applies and uses different criteria to determine eligibility.


The Children’s National Framework does not give guidance on the content or funding of the actual packages of care. However it does make clear that extra funding should be for when care needs cannot be met via existing universal or specialist services. Local children’s and young people continuing care decision-making should be based on the assessed needs of the individual child or young person. The application of the CC Framework will ensure that:
a) children, young people and their families are actively engaged in the continuing care process;
b) the continuing care process is co-ordinated and consistent between organisations; and
c) health, education and social care practitioners, including those working in the independent and third sectors, and the public understand the continuing care process.

It is expected that activity for continuing care in the BSOL CCG area relates to 1 -2 new cases per month. However as children and young people with continuing care needs are living much longer it does mean that there is an expected growth in this area.
From 2014 individuals in receipt of CHC and CC have had the Right to Have a personal health budget. Across BSOL the CCG are committed to achieving the national ambition of having 1 or 2 individuals per 1000 in receipt of a PHB. In line with this ambition the CCG intend to make PHBs the default offer for those individuals eligible for CHC or CC.
1.1.3 Slow stream Acquired Brain Injury rehabilitation

1.2 Local Activity


	2 Outcomes

	
2.1 NHS Outcomes Framework Domains & Indicators
	Domain 1
	Preventing people from dying prematurely
	x

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

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

	Domain 4
	Ensuring people have a positive experience of care
	x

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



2.2 Local defined outcomes

2.2.1 Adults 
2.2.2 All patients likely to be eligible for Continuing Healthcare or joint funded packages, including Funded Nursing Care are appropriately assessed in a timely manner as outlined by the National Framework 2018.
2.2.3 The time between receipt of Checklist and the eligibility decision should not exceed 28 days and if there is a delay the individual/representative should be kept informed.
2.2.4 If the Checklist Assessment outcome is negative the Agency undertaking the Checklist Assessment must write to the Service User to advise the outcome and rationale.
2.2.5 It is the responsibility of the PROVIDER to undertake and coordinate the MDTs for the completion of the DSTs in the “Discharge to Assess and the Transfer to Assess services”
2.2.6 Any eligibility decision for CHC is confirmed by the responsible CCG and the outcome is communicated to the patient and their families/carers within 28 days of acceptance of the positive checklist.
2.2.7 Fast track cases will be reviewed for clinical input and funding at 5 days (telephone), 14 days (visit) and 28 days and outcomes reported to the CCG and patient and their families/carers within 5 working days.
2.2.8 All Fast Tracks older than 28 days will have a full eligibility assessment undertaken using the DST
2.2.9 All other patients due a review at 3-month, 6 month (complex care) and 12-month intervals will be recorded, and eligibility and package of care reviewed within 14 days of the due date.
2.2.10 All patients due a review will have their package of care reviewed for appropriateness to meet the needs of the individual and value for money
2.2.11 Where a care package is reviewed and the needs of the individual have materially changed a MDT and new DST will be co-ordinated
2.2.12 All patients and their provider of care having their package of care reduced will be informed verbally within 1 working day of the decision to reduce and in writing within 5 working days including the rationale.
2.2.13 Reductions in packages of care following review will occur within 14 days of the decision unless otherwise documented in the provider contract. 
2.2.14 All care packages will be commissioned against the BSOL CCG Settings of Care/Equity and Choice Policies
2.2.15 There is flexibility in provision as the service may change over time either as a result of national policy change or because there is local landscape changes that directly affect and impact the service. The provider will work with the CCG and other stakeholders to make these changes happen with minimal disruption and delay.
2.2.16 The service will act as the independent ‘CCG representative’ at all MDT meetings where the individual is assessed as eligible for NHS funded care and there are concerns regarding care e.g. safeguarding.
2.2.17 All individuals deemed eligible for NHS funded care who will be offered a personal health budget in the first instance if they have a package of care at home
2.2.18 All individuals who are entitled to NHS funded care over and above core commissioned services will, in conjunction with the Local Authority be offered an integrated budget.. 
2.2.19 All data received from the service will be accurate
2.2.20 To work in collaboration will local authority colleagues to ensure greater participation in reviews, joint packages of care with a single assessment and budget  and those individuals in transition
2.2.21 To manage patient and provider complaints effectively on behalf of the CCG in relation to this service (this includes where individuals have a package of care reduced).
2.2.22 To manage local dispute resolution with individuals and their families as outlined in the local dispute policy
2.2.23 The management of requests for retrospective assessments and any further Previously Unassessed Periods of Care closedown periods that may be announced by NHS England
2.2.24 To support the CCG with any Independent r

2.3 Children and Young People
2.3.1 All children and young adults who are likely to be eligible for continuing care funding are appropriately assessed in a timely manner as outlined by the national framework. This includes those who access Learning Disabilities and CAMHs services
2.3.2 Any eligibility decision and subsequent funding recommendation for CC is confirmed by the responsible CCG and the outcome is communicated to the patient and their families/carers within 42 days of the decision to undertake a full continuing care assessment ( after the pre-assessment checklist phase), and the outcomes documented in line with SEND Code of Practice requirements.
2.3.3 A Multi-agency process for the assessment, recommendation and planning for all children’s continuing care packages is established and working relationships with Local Authority partners is maintained 
2.3.4 All children and young people below the age of 14 will have their eligibility for funding and package of care reviewed every 6 months. 
2.3.5 All young people in transition will be assessed in line with the following key ages
· By age 14: Young people likely to be eligible for adult CHC should be identified by children's continuing care teams (and others) and adult CHC team notified about them
·  By age 16: Formal referral to adult CHC for screening for possible eligibility via adult Checklist
· By age 17: Eligibility for adult CHC should be determined in principle by relevant CCG (using adult process of MDT assessment and completion of adult Decision Support Tool)
· 18th birthday Eligibility for adult CHC comes into effect 
2.3.6 Fast track patient cases will be reviewed for clinical input and funding at 5 days (telephone), 14 days (visit) and 28 days and outcomes reported to the CCG and patient and their families/carers within 5 working days.
2.3.7 All fast Tracks older than 28 days will have a full eligibility decision undertaken using the DST
2.3.8 All other patients due a review at 3-months, and 6 month (complex care) intervals will be recorded, and eligibility and package of care reviewed within 14 days of the due date.
2.3.9 All patients due a review will have their package of care reviewed for appropriateness to meet the needs of the individual and value for money
2.3.10 All patients and their provider of care having their package of care reduced will be informed verbally within 1 working day of the decision to reduce and in writing within 5 working days including the rationale.
2.3.11 Reductions in packages of care following review will occur within 14 days of the decision unless otherwise documented in the provider contract 
2.3.12 There is flexibility in provision as the service may change over time either as a result of national policy change or because there is local landscape changes that directly affect and impact the service. The provider will work with the CCG and other stakeholders to implement these changes with minimal disruption and delay.
2.3.13 The service will act as the independent ‘CCG representative’ at all MDT meetings where eligibility for NHS funded care is determined and there are concerns regarding care e.g. safeguarding.
2.3.14 All individuals deemed eligible for NHS funded care, either wholly or in part, will be offered at personal health budget in the first instance. 
2.3.15 All data received from the service will be accurate
2.3.16 To work in collaboration will local authority colleagues to ensure greater participation in reviews, joint packages of care with a single assessment and budget and those individuals in transition
2.3.17 To manage patient and provider complaints effectively on behalf of the CCG in relation to this service
2.3.18 To work with the acute provider to facilitate prompt discharges from hospital
2.3.19 Undertake all assessments for deprivation of liberty safeguards 	


	3 Scope

	5.1 Aims and objectives of service

The aim of the service is to have a single provider, with a single contract and service specification to ensure consistent service delivery across BSOL which enables commonality where appropriate and meets the requirements of:
5.2 the National Framework for NHS Continuing Healthcare and NHS-funded Nursing Care (revised 2018)
5.3 the National Framework for Children and Young People’s Continuing Care (revised 2016)
5.4 National Guidance and  regulations regarding the implementation of Personal Health Budgets including the NHS  Direct Payments Regulations (Amended 2013)
5.5 Children and Families Act 2014
5.6 The SEND Code of Practice January 2015. 
5.7 The local ABI rehabilitation service by acting as the health case manager on behalf of the CCG for slow stream rehabilitation service for those individuals

6 The objectives of the service are:
6.1 Appropriately assessing and reviewing patients who have been identified as likely to be eligible for Continuing Healthcare, or who are placed in a nursing home and are eligible for receipt of funded nursing care,
6.2 Reviewing those patients in receipt of fully funded Continuing Healthcare, including Fast Track funding, joint funded care packages, or Funded Nursing Care.
6.3 Appropriately assessing and reviewing children and young people who have been identified as likely to be eligible for continuing care including those in transition
6.4 Assessing and reviewing for children and adults eligible for Children’s Continuing Care or NHS Continuing Healthcare who want a personal health budget
6.5 Increase the number of individuals who are able to have a personal health budget by making PHBs the default offer for CHC and CC
6.6 Case managing patients whilst on Pathway 2 (home based reablement) or Pathway 3 (Nursing Home reablement)
6.7 Contract management of service providers not included in the Help to Live at Home & Domiciliary Support Service

Please see Appendix 1 for a flowchart of the current fragmented service and Appendix 2 for a flowchart of the proposed model for a joined up service for adults and children. 
The Commissioners would like to work in a strategic partnership with the supplier. The supplier will be required to work flexibly and jointly with the Commissioners in the context of a changing, financially challenging and fast paced local health and social care economy whilst ensuring appropriate levels of care to meet service user needs are delivered. For example, the move to closer integration with Local Authority Partners which may result in activities which are currently included in this contract being moved to a different organisation.

Strategic partnership working will involve:   

· collaboration, co-operation and co-design to improve outcomes, meet requirements and ensure that the NHS operates within its financial resources 
· supporting the development of knowledge and capability to engage in the wider health and social care transformation agenda    
· integrating services and practical work to overcome some of the barriers to the delivery of services at scale 
· each organisation demonstrating leadership and innovation

6.8 Due Regard
NHS Birmingham and Solihull CCG aims to provide services that meet the needs of our diverse population, ensuring that none are placed at a disadvantage over others. It takes into account the provisions of Health and Safety at Work Act 1974, the Freedom of Information Act 2000,  the Equality Act 2010 public sector equality duty and the Human Rights Act 1998, including respecting the right to privacy and dignity
6.9 Definitions 
Contracting and Brokerage- The CHC service will source care from providers that have a NHS Standard Contract in place and have been accredited through the CCG commissioning process or any schemes commissioned jointly by the BSOL CCG and LAs. These procurements are controlled and consistent for all providers and are used to enable commissioners to have assurance of the quality and value for money offered by the service provider.

All placements for NHS CHC are to conform to the BSOL CCG’ Settings of Care/Equity and Choice Policies

For children and young people there is no equivalent locally commissioned service. However, there is an expectation that any child or young person requiring continuing care over and above existing universal or specialist services will have this care commissioned in collaboration with the local authority social care and/or education).

Eligibility – eligibility for NHS CHC or CC is based on an individual’s assessed health needs.  The diagnosis of a particular disease or condition is not in itself a determinant of eligibility for NHS funding. Full eligibility criteria and the process are set out in the respective National Framework.
Eligibility Assessments and reviews – The CCG’ responsibility to provide and commission care is not infinite, and needs may change. Regular reviews should happen in line with the National Framework timescales, to include a process that ensures any commissioned package in place is reviewed to ensure it continues to meet the persons need, and makes adjustments accordingly.
Additional reviews may be needed over and above any planned activity to consider any care package changes or changes in need, for example a review of a person’s enhanced observations.
Fair and consistent – There is a requirement to ensure that there is both a fair and efficient process in place and a good quality assessment that reflects an individual’s need. Access to both assessment and provision should be fair and consistent.  There should be no discrimination on the grounds of race, disability, gender, age, sexual orientation, religion or belief or types of health need (e.g. whether the need is physical or mental). Services offered will be compliant with the Equality and Diversity Act 2010 and any proposed changes to service delivery will be fully assessed against this legislation.
Free at the point of need – financial issues are not to be considered as part of the decision about an individual’s eligibility for NHS CHC or CC and it is important that the process of considering and deciding eligibility does not delay treatment or appropriate care being put in place
Informed consent – as with any examination or treatment, the individual’s WRITTEN informed consent must be obtained before the process of determining eligibility for NHS CHC or NHS CC begins.  If there is a concern that the individual may not have capacity to give their consent, this should be determined in accordance with the Mental Capacity Act 2005 and the associated code of practice.  
Gillick competence is a term originating in England and is used in medical law to decide whether a child (16 years or younger) is able to consent to his or her own medical treatment, without the need for parental permission or knowledge. The result of Gillick is that, except in situations that are regulated otherwise by law, the legal right to make a decision on any particular matter concerning the child shifts from the parent to the child when the child reaches sufficient maturity to be capable of making up his or her own mind on the matter requiring decision.
Core NHS services – Receipt of NHS CHC or continuing care funding does not affect the individual’s right to core NHS services.  NHS CHC or continuing care will only fund services on top of core services and is not a replacement for them.  Capacity issues within core NHS services are not a reason for NHS CHC or continuing care to make up for that lack of capacity.
Partnership approach – The Provider to work in partnership with the Clinical Commissioning Groups (CCG’s), Local Authorities and Health Providers in providing high quality services to patients and their families; acting at all times as representatives of the CCG in carrying out the CCG’s statutory duties in respect of the Continuing Health Care Regulations and Practice requirements.
Person centred –the process of assessment and decision-making should be person centred.  This means placing the individual, their perception of their support needs and their preferred models of support at the heart of the assessment. At the start of the assessment the process should be fully explained, and their views and wishes captured. The care planning process should be balanced with the risks of different types of provision and fairness of access to resources explained.   The risks and benefits to the individual of a change of location or support must be considered carefully before any move or change is confirmed.  Neither the CCG team nor LA should unilaterally withdraw from funding an existing package without appropriate reassessment and identification of the body responsible for funding.
Record keeping and data - All duties and tasks must follow and comply with NHS standard Information Governance and  data protection requirements and all records must comply with current professional guidance (i.e. NMC Record Keeping Guidance)  
Rehabilitation focused – The member of staff carrying out an assessment for NHS CHC should always consider whether there is further potential for rehabilitation and regaining independence and how the outcome of any treatments or medication may affect on-going needs. If it is considered that rehabilitation would benefit the individual, assessment for NHS CHC eligibility should cease until such time that the individual has maximized their potential for further improvement at which point a new checklist is to be completed.
For children and young people the assessment should support the child or young person to gain more independence. Eligibility for NHS CC does not necessarily mean that a child or young person will be eligible for NHS CHC when they become 18
Service provision – NHS CHC may be provided in a number of settings (including, but not limited to, a Care Home, Hospice or a person’s own home).  Eligibility for NHS CHC is not determined or influenced by either the setting where the care is provided nor by the characteristics of the person who delivers the care.  Furthermore, all placements for NHS CHC are to conform to the CCG’s Settings of Care policy.

Transition of potential service users from children’s to adult services – Work in partnership to deliver good practice in the transition from Children's to Adult services as set out in 'Transition: Moving on Well - A Good Practice Guide' (2008)  (Appendix L)
Transparent – the assessment and decision making process together with the rationales relating to eligibility for NHS funding should be transparent from the outset: for individuals, carer’s, family and staff, and any views and statements should be included in the relevant sections of the respective Decision Support Tool documents.
6.10 Service description/care pathway
Adults 
6.10.1 Application of the adult National Framework for NHS CHC and NHS FNC for individuals aged 18 and over, who may be eligible for NHS CHC or NHS FNC.
6.10.2 Individuals aged 18 and over who are not eligible for NHS CHC, but do have an additional health need may be entitled, in collaboration with Local Authority, for some health funding.
6.10.3 Execute personal health budgets as the primary delivery method of NHS CHC via the 3 mechanisms of delivering the budget (Notional, third party or direct payment)
6.10.4 Application of The National Framework for NHS CHC and  NHS FNC as outlined in the national and local context : This includes all aspects including:
6.10.4.1 Consent and Mental Capacity Assessments (MCA); 
6.10.4.2 Fast Track Applications; 
6.10.4.3 Checklists; 
6.10.4.4 Decision Support Tool’s (DSTs);
6.10.4.5 Quality assurance and eligibility decision making recommendations of Fast Track and DST referrals. 
6.10.4.6 Three-monthly and Annual Review of NHS funded eligible service users over 18, and completion of consent and MCAs for this client group.
6.10.4.7 Support planning in line with the application of personal health budgets
6.10.4.8 Provision of specialist advice and support in all aspects of Continuing Healthcare.
6.10.4.9 Budget development in line with personal health budgets 
6.10.4.10 To inform all individual services users and/or family of the value of the budget,
6.10.4.11 Review of NHS CHC eligible individuals
6.10.4.12 Maintaining records in line with associated guidelines.
6.10.4.13 Challenges raised by LA (either social care or education) regarding an individual’s eligibility for NHS CHC or NHS contribution to a package of care are managed in line with the National Framework(s) and any locally agreed dispute resolution policy).
6.10.4.14 Individual disputes from individuals/families relating to eligibility decisions.
6.10.4.15 Management and review Retrospective claim enquiries post April 2012 per annum. 
6.10.5 Sourcing the most cost effective and fit for purpose care package to meet the needs of the service user where this is required. The care package/placement should adhere to the BSOL CCG’ Settings of Care/Equity and Choice Policies for Adults. 
6.10.6 Complex care packages are likely to change over time and so should be subject to a review at no longer than 6 monthly intervals.
6.10.7 Where an individual is eligible for CHC, offer advice (and source initially from XXXX )specialist medical equipment that may be required outside of the locally agreed community equipment contract. The majority of equipment should be commissioned via the community equipment scheme.
6.10.8 Delivery of a suitable training programme to wider stakeholder to improve quality and education in all aspects of NHS CHC and CC and eligibility requirements.
6.10.9 Horizon scanning of policies, guidance and changes in legislation that will impact on the delivery or outcomes of NHS CHC
6.10.10 Development of emerging policies that will impact on NHS CHC and the development of proposals for service change that result from these policies to ensure the service remains fit for purpose. 
6.10.11 Administration of a complaints process in line with the NHS complaints regulations and procedures and local agreements.
6.10.12 Administration of a robust local appeals process.
6.10.13 Administration and collection of robust data to ensure the service is sustainable and minimises risk.
6.10.14 Preparation of paperwork and representation at Independent Review Panels (IRP’s). 
6.10.15 Advice and clinical expertise for IRP panels
6.10.16 Retrospective requests including those where there is a window for Previously Unassessed Periods of Care opened by NHS England post 31st March 2012.
6.10.17 Case management of those on short term (no longer than 6 weeks) reablement pathways.
6.10.18 To support patients transfer home, or remain at home on a reablement pathway.
6.10.19 To link with the Hospital Discharge Teams, Community teams, Therapy Teams, Community Teams and Social Care Teams.
6.10.20 To liaise with Social Care Services, Community Health Service, GPs, Equipment Services, Voluntary Sector and other support services to enable patients to receive the right level of help and support to enable them to reach their optimum level of self-care and management on their return home.
6.10.21 To provide effective communication to patients and their families or representatives regarding their progress through the process and give regular updates. 
6.10.22 To develop patient monitoring data sets that are used to continually improve patient experience and outcome for the reablement pathway.
6.10.23 Populate and submit, once approved by the CCG, the CHAT submission to NHSE

Children

6.10.24 Application of the National Framework for CC, in partnership with Local Authority colleagues, for individuals, under the age of 18 who may be eligible for CC 
6.10.25 Application of The National Framework for CC as outlined in the national and local context : This includes all aspects including:
6.10.25.1 Consent and Mental Capacity Assessments (MCA); 
6.10.25.2 Checklists; 
6.10.25.3 Decision Support Tool’s (DSTs);
6.10.25.4 Fast Track Applications; 
6.10.25.5 Quality assurance and eligibility decision making recommendations of Fast and DST referrals. 
6.10.25.6 Three-monthly and six monthly review of children in receipt of NHS CC.
6.10.25.7 Provision of specialist advice and support in all aspects of Continuing Care.
6.10.25.8 Review of CC eligible individuals.
6.10.25.9 Maintenance of records in line with associated guidelines.
6.10.25.10 Challenges raised by LA ( either social care or education) regarding an individual’s eligibility for a NHS contribution to a CC package or the apportionment are managed in line with the National Framework(s) 
6.10.25.11 Individual complaints relating to eligibility decisions or care packages.
6.10.26 Sourcing the most cost effective and fit for purpose care package to meet the needs of the service user where this is required. This care package is likely to change over time and so should be subject to regular 6 monthly review.
6.10.27 Where an individual is eligible for CC, offer advice (and source initially from Glenfield Hospital) specialist medical equipment that may be required outside of the locally agreed community equipment contract. The majority of equipment should be commissioned via the community equipment scheme.
6.10.28 Delivery of a suitable training programme to wider stakeholder to improve quality and education in all aspects of continuing care and eligibility requirements.
6.10.29 Horizon scanning of policies, guidance and changes in legislation that will impact on the delivery or outcomes of continuing care.
6.10.30 Development of emerging policies that will impact on CC and the development of proposals for service change that result from these policies to ensure the service remains fit for purpose. 
6.10.31 Administration of a complaints process in line with the NHS complaints regulations and procedures.
6.10.32 Administration and collection of robust data to ensure that the service is sustainable and minimises risk.
6.10.33 Work with Children and Families team in relation to strategic requirements of SEND.
6.10.34 To support patients transfer home, or remain at home on a reablement pathway.
6.10.35 To link with the Hospital Discharge Teams, Community teams, Therapy Teams, Community Teams and Social Care Teams.
6.10.36 To liaise with Social Care Services, Community Health Service, GPs, Equipment Services, Voluntary Sector and other support services to enable patients to receive the right level of help and support to enable them to reach their optimum level of self-care and management.
6.10.37 To provide effective communication to patients and their families or representatives regarding their progress through the process and give regular updates. 

Both 
6.10.38 To promote the use of personal health budgets as the first option to eligible individuals (adults and children) and discuss the benefits, processes, opportunities and risks with them.
6.10.39 To liaise with the Team regarding all individuals interested in a PHB, to hand over assessments, DST paperwork and MDT recommendations and to offer any further advice that would assist with support planning. 
6.10.40 Case manage and review, as appropriate the needs of individuals on NHS CHC, CC packages, or joint funded packages, including where they hold a PHB, and liaise with the Team to review the support plan on the basis of changing need. 
6.10.41 Be able to access Legal services and advice.
6.10.42 Execution of Purchase ledger function for all activities under this specification. 
6.10.43 Investigation and prompt of resolution of payment queries or financial disputes.
6.10.44 Maintenance of a robust management information system. Prompt and accurate response to information and reporting requirements.
6.10.45 Provider Contract Provision, Performance Monitoring and Contract Management
6.10.46 Administer and be an active participant in the CCG panels related to the above services.

6.11 In scope
The service is to:
6.11.1 Lead the local process to assess patients for eligibility for NHS Funded Continuing Healthcare and Funded Nursing Care, Continuing Care including those in transition to agreed timescales within a multi-disciplinary environment.
6.11.2 Review all patients newly eligible for NHS CHC; joint funded packages for adults (with social care) and FNC for adults in a Nursing Home after 3 months and then at least annually thereafter. 
6.11.3 Children and Young People with NHS funding contribution to meet their Continuing Care needs to be reviewed after three months and then six monthly thereafter.
6.11.4 Assess patients (adults, children and young people) referred to the service for fast-track funding to identify their needs upon discharge and inform commissioning. The assessment process will include liaison with referring clinicians to check the validity of referrals and refer patients for a full MDT where appropriate. The assessor will work with the service to ensure the correct care is commissioned in a timely manner, as outlined by national frameworks, and that relevant NHS community staff are informed. 
6.11.5 Commission care for patients referred for fast-track funding and to follow up by reviewing living fast-track patients as per point 2.2.5, and earlier if appropriate. Checking and authorising all invoices received for fast-track patients, and entering records of all funded cases, and invoices paid.
6.11.6 Any concerns or issues relating to the quality of the commissioned care services should be reported to the BSOL CCG Quality Team. 
6.11.7 The case manager will be involved in any safeguarding matters and attend strategy meetings that concern the individual patient.
6.11.8 The provider will be expected to make required changes to care packages, either by increasing or decreasing the care input, and working with CHC provider organisations to ensure the changes are made. All changes must be reported to the relevant CCG commissioners within 7 days and where a change results in a significant increase there must be commissioner approval sought before the changes are confirmed.
6.11.9 Provide support to home care agencies through signposting to appropriate services for the provision of training and advice to care staff so that they are able to provide the care identified within the continuing care assessment process.
6.11.10 Provide training and education to CCG, LA, and other NHS staff, including advice and support, on completion of the national tools and when and how to refer patients for fast-track funding.
6.11.11 For adult assessments: Involve patients and families/carers in the assessment and review process by inviting them to attend multi-disciplinary meetings, and then informing them of eligibility decisions within 28 days of the checklist being accepted. The service is responsible for advising patients of all decisions relating to funded nursing care, fast track funding and all negative decisions relating to CHC and FNC. Where the 28 calendar day target is not met, the service should record the reason for the delay.
6.11.12 For children and young people: Involve the child or young person, families and carers in the assessment and review process by inviting them to attend multi-disciplinary meetings, and then informing them of eligibility decisions within 42 calendar days of the referral being made. The service is responsible for advising patients of all decisions including all negative decisions relating to CC. Where the 42 day target is not met, the service should record the reason for the delay.
6.11.13 Work in partnership with clinicians and colleagues in health, social care and educational settings to ensure that eligibility assessments are carried out in a multi-disciplinary environment, and that any training needs are identified and acted upon to ensure that the BSOL CCG are meeting their statutory obligations to assess all individuals who are likely to be eligible for NHS CHC; FNC; CC funding.
6.11.14 Manage the following:
6.11.14.1 Receiving of all CHC, FNC and CC checklists ( positive and negative); 
6.11.14.2 to send outcome letters for positive Checklists, Referrer to send any negative Checklist letters 
6.11.14.3 co-ordination of the MDT and completion of the DST, 
6.11.14.4 attendance at the MDT as the CCG independent body
6.11.14.5 confirm that, clinically, the recommendation for eligibility is correct, 
6.11.14.6 for continuing care, referral of all recommendations/requests for joint funding or where it is a complex case (including all mental health and learning disability cases) to the joint health and social care . This should include all cases where any Local Authority funding is required this includes social care and education 
6.11.15 Provide preparation of paperwork, clinical input and advice at the Continuing Health Care, High Risk and Complex Care Panel to CCG commissioners.
6.11.16 Provide clinical input and advice at the Continuing Care Panel and clinical advice to CCG commissioners.
6.11.17 To participate fully in the various stages of the Local Dispute Resolution Procedure by responding to appeals to the CCG’s eligibility decision. Requests may be made directly to the service, or to the CCG. In either case, it is the provider’s responsibility to acknowledge the appeal, manage the process and request the CCG’s involvement if necessary. The provider’s role will include review of the assessment and evidence, local resolution meeting with individual and family and if required arrange an appeal panel. 
6.11.18 Participate fully in any retrospective assessment. 
6.11.19 Where a peer review of the service’s assessment is deemed necessary, the service is responsible for arranging this with another regional CCG. In addition, the service will carry out peer reviews on behalf of other CCGs in West Midlands (usually for requests may be made from NHS England on behalf of another CCG) when so requested, and will present the peer review to the CCG contract and performance meeting for a view. Unless otherwise requested, the peer review process consists of a review of the assessment documentation only, and will not require a full re-assessment of the patient.
6.11.20 The service plays a vital role in the BSOL CCG Personal Health Budget offer and will therefore ensure that personal health budgets are promoted as an option for all newly eligible adults or children regarding CHC/CC or joint funded packages and at each review. 
6.11.21 Where a joint funded budget is the agreed option, the service will liaise with the local authority colleagues to appoint a lead organisation. Where health is the lead the service will act on behalf of the CCG with respect of coordinating a single assessment and support plan. Where health is not the lead the service is to ensure clinical assessment is intrinsic to the support planning and risk assessment process undertaken by the other statutory bodies.
6.11.22 All assessment and review staff, including the Service Head, must hold a clinical qualification as appropriate to the role. The team must have a sufficient skill mix to meet the required caseload activity.
6.11.23 The Service Leads must hold an appropriate management qualification as appropriate to the role, whilst be able to demonstrate a through experience a deep understanding of the needs of the service.
6.11.24 Maintain a comprehensive, accurate and robust management information system of all CHC/FNC/CC/other JF activity.  Provide prompt response for information to support reporting requirements, responses to FOI, operational review of services, performance against targets, financial planning and forecasting,  local and national reporting requirements
6.11.25 Independent advisors for Independent Review Panels.

6.12 Not in scope
6.12.1 Request for the Previously  Unassessed Periods of Care (pre-March 31st 2012)
6.12.2 Non CHC/CC Complex Cases – Mental Health including Alternative Hospital Placements (AHP) and S117 aftercare. 
6.12.3 Non CHC/CC Complex Cases – Learning Disabilities. 
6.12.4 The CCG will be responsible for the assessment of patients and the preparation of case notes and presentation at the Court of Protection 
6.12.5 Provider management including Clinical Quality 
6.12.6 [bookmark: _GoBack]Completion of DOLs assessments. 

6.13 Deliverables
NHS CHC and NHS FNC Requirements 
6.13.1 Receive all checklists 
6.13.2 Ensure appropriate consent for NHS CHC process.
6.13.3 Undertake some checklists
6.13.4 Triage checklists for completion and negative/positive outcome 
6.13.5 Record patient information on IT System (Database)
6.13.6 Negative checklists rationale sent to patient/representative – file archived 
6.13.7 Positive checklist allocation of case to Commissioning Nurse 
6.13.8 Arrange Multi-disciplinary meeting (MDT) 
6.13.9 Send MDT confirmation letters to all parties
6.13.10 Gather and prepare relevant documentation for MDT
· To include risk assessment
· To include all supporting information for 3 months prior 
6.13.11 Complete the Decision Support Tool (DST)
6.13.12 Consider for eligibility and document recommendation, applying the four key indicators with the MDT
6.13.13 Clinically ratify the decision via locally agreed process with the CCGs
6.13.14 Send CHC eligibility recommendation to CCG for agreement/approval
6.13.15 Update outcome details on the Patient Information System 
6.13.16 Send outcome letters to patient, applicable representative, stakeholder agencies/ care home in a timely manner
6.13.17 Undertake a ‘Safe and Well Check’ of individuals at the same time as completing the review 
6.13.18 Eligibility and review package of care no later than 3 months after initial eligibility decision.  
6.13.19 Review the care package at least every 12 months following the 3 month and make any necessary adjustments to change in package of care either less or more. 
6.13.20 Ensure adherence to local Safeguarding Adults policy and procedures
6.13.21 Responsibility for raising Safeguarding concerns
6.13.22 Ensure appropriate management of issues raised and requiring reporting to CQC and CCGs (i.e. Regulation 17 and 18 reports).Contribute to Nursing home meetings if concerns raised concerning NHS CHC fully funded clients.
6.13.23 NHS FNC reviews undertaken within nationally set timescales
6.13.24 Work closely and in a timely fashion with other organisations and stakeholders with issues that may involve performance and safety raised by partners such as the local authority that may impact on the quality and or safety of the NHS CHC fully funded client. Attendance as required
6.13.25 Support of BIA,  MCA and DoLS processes as required for NHS CHC clients
6.13.26 Support of transition of younger people into adult services and advising on eligibility
6.13.27 Report any concerns regarding the quality of care provided by a provider organisation to the CCG Quality team
6.13.28 Joint funded decisions agreed with Adult Social Care
6.13.29 Complete eligibility pro-forma

NHS Elements of CC Requirements 
6.13.30 Ensure appropriate consent for CC process.
6.13.31 Receive all checklists 
6.13.32 Undertake some checklists
6.13.33 Triage checklists for completion and negative/positive outcome 
6.13.34 Record patient information on IT System (Database)
6.13.35 Negative checklists rationale sent to patient/representative – file archived 
6.13.36 Positive checklist allocation of case to Commissioning Nurse 
6.13.37 Arrange Multi-disciplinary meeting (MDT) 
6.13.38 Send MDT confirmation letters to all parties
6.13.39 Gather and prepare relevant documentation for MDT
· To include risk assessment
· To include all supporting information for 3 months prior 
6.13.40 Complete the Decision Support Tool (DST)
6.13.41 Undertake a ‘Safe and Well Check’ of the child or young person at the same time as completing the review 
6.13.42 Consider for eligibility and document recommendation
6.13.43 Clinically ratify the decision via locally agreed process with the CCGs
6.13.44 Send eligibility recommendation to CCG for agreement/approval
6.13.45 Update outcome details on the Patient Information System 
6.13.46 Send outcome letters to patient, applicable representative, stakeholder agencies/ care home in a timely manner
6.13.47 Eligibility and review package of care no later than 3 months after initial eligibility decision.  
6.13.48 Review the care package at least every 12 months following the 3 month and make any necessary adjustments to change in package of care either less or more. 
6.13.49 Ensure adherence to local Safeguarding Adults  & Children policy and procedures
6.13.50 Responsibility for raising Safeguarding concerns
6.13.51 Ensure appropriate management of issues raised and requiring reporting to CQC and CCGs 
6.13.52 Work closely and in a timely fashion with other organisations and stakeholders with issues that may involve performance and safety raised by partners such as the local authority that may impact on the quality and or safety of the child or young person. Attendance as required
6.13.53 Support of BIA,  MCA and DoLS processes as required for CC clients
6.13.54 Support of transition of young people into adult services and advising on eligibility
6.13.55 Report any concerns regarding the quality of care provided by a provider organisation to the CCG Quality team
6.13.56 Joint funded decisions agreed with Social Care  and Education
6.13.57 Complete eligibility pro-forma

Infrastructure/Administration/Management
6.13.58 To ensure a robust client information and performance system and database that is fit for purpose, meets organisational and professional standards for delivering the service requirements 
6.13.59 To ensure that all data and information for the service is kept in accordance with legislative requirements and kept in line with statutory guidance for the NHS 
6.13.60 To provide one single point of access with one telephone number and one email address and a defined process to manage all contacts.
6.13.61 To provide one single point of access with one telephone number and one email address and a defined processes to manage all referrals for adult NHS Continuing Care: assessments, reviews, current and retrospective appeals.
6.13.62 To ensure the monitoring and recording of all placements for those eligible for NHS CHC; NHS FNC or CC and where necessary arranging assessments, including those required retrospectively. 
6.13.63 To ensure the monitoring and recording of all packages of care and number of hours provided (including those in receipt of domiciliary care) for those eligible for NHS CHC; NHS FNC and CC where necessary arranging assessments, including those required retrospectively.
6.13.64 To ensure robust and fit for purpose financial information system and process to ensure timely reporting of financial information, payment of invoices and to manage issues that may impact on the CCG’s financial position. 
6.13.65 To ensure any queries from individuals, LA, children’s services, care providers and other organisations are addressed in a professional and timely manner.
6.13.66 To provide relevant data and information for Freedom of Information (FOI) requests to the CCGs within the required timeframes.
6.13.67 To respond to FOI requests made directly the provider within the required timescales.
6.13.68 To work in partnership with the CCGs to ensure all policy changes at a national level are fully implemented within expected and agreed timescales.
6.13.69 To act as the subject matter expert on NHS CHC and NHS FNC for both the CCG’s and key stakeholders including other NHS partners and local authority colleagues.
6.13.70 To provide a suitable management infrastructure that provides a visible presence locally.
6.13.71 To undertake the production of appropriate SOP’s and agreed by the CCG’s policies and procedures for service, amended and updated as required.
6.13.72 To undertake the management of complex CHC including liaising with specialist services and legal teams.
6.13.73 To provide a regular monthly update on status of service and reasonable ad hoc reports where BSOL CCG requires additional assurance. 
6.13.74 To ensure that disputes between LA/NHS and between other health providers and the Local Authority are dealt with on behalf of the CCG or are escalated to the CCGs if appropriate (also under partnership), and any agreed Local Disputes procedures are activated.
6.13.75 To ensure the provision of agreed data-sets and performance information in an accurate and timely way 
6.13.76 Maintain a 24 hour on- call service to deal with unexpected domiciliary care/ care home provider issues relating to the package of care e.g. short term request for increase in packages over the weekend or transfer of part of PoC to another provider because of breakdown, safeguarding concerns.
 
Service Procurement
6.13.77 To negotiate and procure on behalf of CCG’s cost effective and clinically appropriate individual care packages for those eligible for NHS funded CHC with a variety of care providers, including care homes applying all ethics and probity attached and expected within NHS commissioning frameworks.
6.13.78 To negotiate and procure on behalf of CCG’s cost effective and clinically appropriate individual care packages for those eligible for continuing care with a variety of care providers, including care homes applying all ethics and probity attached and expected within NHS commissioning frameworks. This will likely include joint commissioning.  
6.13.79 To consider requests for specialist equipment that does not come under the Integrated Community Equipment Services contract) and arrange funding to support requests.
6.13.80 To liaise with the LA regarding those individuals with complex needs requiring extensive care packages for possible joint funding (also under Partnership working). 
6.13.81 To address queries from a variety of sources on the appropriate disputes and challenges (appeals) process as part of the service procurement. 
6.13.82 To ensure sufficient knowledge of provision within the provider market for CHC. 
6.13.83 To refer to and utilise the Responsible Commissioner Guidance on behalf of the CCG’s.
6.13.84 To maintain a brokerage system for all aspects of the services commissioned until otherwise instructed by the CCG...

Contract Management
6.13.85 Preparation of the NHS Standard Contract and BSOLCCGs contractual documentation with all providers of CHC services in accordance with national guidance/implementation and BSOLCCGs requirements, and reviewed and amended as necessary within appropriate timescales
6.13.86 Contractual advice to CCGs where necessary
6.13.87 Legislative contractual changes/updates implemented as necessary
6.13.88 Preparation and completion of all Contract Variations
6.13.89 Submission of Contract Performance Notices 
6.13.90 Obtaining appropriate Remedial Action Plans both informal and as per Contract Management process 
6.13.91 Monitoring/follow up of informal and formal actions plans
6.13.92 Information Schedule reports and data receipts  
6.13.93 Contract terminations
6.13.94 Contract performance management monitoring meetings with providers held at least every 6 months  in accordance with contract provisions and reported to the monthly CCG Contract Performance Management meetings 
6.13.95 Annual tariff review advice, guidance, negotiation with providers, and implementation by way of Contract Variations with all relevant providers
6.13.96 New provider procurements  
6.13.97 Intelligence sharing with local authorities/CQC/CCG/other 
6.13.98 Ensure Provider data submission in accordance with contract provisions and subsequent analysis and reporting to CCGs
6.13.99 Provider management/support
6.13.100 General correspondence in relation to contract management

Partnership Working
6.13.101 To, as a strategic partner, work flexibly with the CCGs in the face of a changing healthcare landscape that is financially challenging whilst ensuring appropriate levels of care to meet service user needs are delivered.
6.13.102 To maintain good working relationships; promote co-operation and openness, and where appropriate, joint policies with all other NHS organisations, Local Authorities and care providers.
6.13.103 To work closely with NHS partners locally and  with other regional teams and other PROVIDER’s to ensure best practice and timely completion of projects in the interests of the CCG’s
6.13.104 To ensure liaison with LA’s on those individuals with complex needs requiring extensive care packages for possible joint funding (also under commissioning)
6.13.105 Liaise with other Allied Health Professionals to fully support individuals requiring additional support with health needs 
6.13.106 Assist in the resolution of disputes between LA/NHS and between other health providers or CCGs (also under infrastructure)
6.13.107 To work as equal partner to the CCG ensuring all staff follow policies regarding resource allocation when making recommendations and having due regard to the value for money duty and duty to provide equity across  the patient population.
6.13.108 To participate in any of the CCG QIPP schemes to ensure their delivery. 

 Workforce  
6.13.109 The service provider will ensure a highly effective fully integrated and collaborative approach to the service and its key stakeholders. The team will comprise of competent, well trained staff that are able to fulfil the functions described in an expert way to meet all categories of potential NHS CHC/FNC and or continuing care service users. This will include provision of ( but not limited to):
6.13.109.1 A Clinical Lead
6.13.109.2 Suitability qualified and trained RGNs, RMNs, RLDN; RSCNs or other disciplines with a clinical qualification for assessment and reviews
6.13.109.3 Business Lead
6.13.109.4 Administration support
6.13.109.5 Finance staff
6.13.110 The service provider will ensure that, where needed, additional expert resources will be utilised and sought where there is a need for such expertise to safeguard the decisions being made on behalf of the CCG’s. 
6.13.111 The service provider will have a Workforce Development and retention strategy, as NHS CHC and continuing care are specialist areas, and provide a biannual workforce capacity and assurance reports to the CCG’s in line with the national requirement for all NHS services.

Nursing and Quality
6.13.112 Workforce and professional development of all team members ensuring their competency is based on the most recent guidance and evidence base
6.13.113 To ensure compliance with all legislation and guidance for the production, maintenance and sharing of clinical, patient identifiable data and information whilst being mindful that the patients are the ultimate responsibility of the CCG
6.13.114 The Provider will ensure that the registration status of clinical staff is recorded and have up to date registration and revalidation and is in line with the job description and job role.  No health care professional shall perform clinical services unless they with the relevant professional body and registration are not currently suspended.
6.13.115 No health care professional shall perform any clinical services unless they have the clinical experience and training as are necessary to enable them to perform such services.
6.13.116 Clinical staff are to make sure that any information or advice given is evidence-based, including information relating to using any healthcare products or services.
6.13.117 Clinical staff to maintain knowledge and skills needed for safe and effective practice.
6.13.118 To work with community nursing teams to ensure that their clinical staff only delegate tasks and duties that are within the other person’s scope of competence, making sure that they fully understand the instructions as outlined by NMC guidance on accountability and delegation
6.13.119 Clinical staff are to make sure that everyone who has been delegated a task is adequately supervised and supported so they can provide safe and compassionate care and confirm that the outcome of any task delegated to someone else meets the required standard.
6.13.120 To ensure each eligible individual has an outcome focused care plan that meets their needs

Statutory
6.13.121 Completion of Department of Health (DH) quarterly Funded Care Report, monthly Quality Premium, figures and data analysis (and will include PHBs)
6.13.122 Provide relevant data and information to the CCG in relation to Freedom of Information requests (also infrastructure)Implementation of and monitoring of associated legal and good practice to support the delivery of service and compliance with the NHS Continuing Healthcare framework for example ‘consent’, timely application of commissioning packages, responding to and resolving appeals etc.
6.13.123 Provide relevant data and information to the CCGs in relation to Freedom of Information requests (also infrastructure)Implementation of and monitoring of associated legal and good practice to support the delivery of service and compliance with the continuing care framework for example ‘consent’, timely application of commissioning packages, responding to and resolving appeals etc.
6.13.124 Operate a complaints procedure in line with the NHS Complaints Regulations 2009 including collaboration with other organisation on multi factorial and/or multi provider complaints and collation of complete responses  where appropriate 
6.13.125 Employment of staff in line with UK and European workforce regulations and NICE regulations in relation to maintaining a healthy workforce
Finance
6.13.126 provide accurate and timely Finance and Activity data with  intelligence on trends and movements (as agreed in the Performance and Contract meeting) to allow the CCG finance teams sufficient information required for production of Financial management reports, modelling financial impact of QIPP programs and completing national and regional information returns 
6.13.127 have in place fit for purpose MIS  to support delivery of operational targets, respond to information requests including FOI  and meet local and national reporting  requirements 
6.13.128 adhere to the Better Payment Practice Code
6.13.129 provide monthly financial expenditure position and forecast spend reports on CHC/FNC and JF activity based operational and payments intelligence
6.13.130 have in place validated robust systems, controls and processes to manage payments which include validating and paying invoices in a timely way to adhere to the BPPC and reduce financial risk to the CCG’s.
6.13.131 liaise with finance departments, both NHS and LA, organisation of invoices, payments and reimbursements
6.13.132 have a recognised and accredited financial systems to support delivery of Finance functions
6.13.133 where applicable, undertake post payment verification checks with providers
6.13.134 work with the CCG to develop needs based packages of care using a recognised Resource Allocation System and to maintain, where needed, a licence for the RAS
6.13.135 provide monthly financial expenditure position and forecast spend activity on CHC, FNC, CC and adult joint funded activity based of operational and payments intelligence.
6.13.136 To maintain a payment system for all aspects of the services commissioned until otherwise instructed by the CCG. 

Appeals, decision challenges, IRPs and complaints
6.13.137 To administer local dispute and challenge (appeal) processes including current and retrospective appeals and all work for local appeal panels. Ensuring DH guidance is adhered to and within allocated time frames
6.13.138 To liaise with individuals and their representatives (including legal firms) during the appeal process (nursing)
6.13.139 To communicate with NHS England if appellant proceeds to IRP in a timely manner
6.13.140 To address queries from a variety of sources to assist in resolving outstanding issues
6.13.141 To compile and collate the required paperwork for Independent Review Panels (IRP) as requested by NHS England
6.13.142 To represent the CCG as required at IRP panels
6.13.143 To ensure a robust complaints process and an informal process for feedback form clients, their carer’s and colleagues within health and social care in line with the NHS Complaints procedure 2009.
6.13.144 To contribute to and work within and adhere to the inter agency disputes policy

6.14 Population covered
For the purpose of this service specification the population covered will include:
6.14.1 All registered patients with a GP in Birmingham and Solihull CCG.
6.14.2 All patients that have been transferred or relocated to other areas with continuing healthcare or children’s continuing care funding from Birmingham and Solihull CCG.
6.14.3 Looked After Children placed out of area by LA colleagues that are subsequently found to be eligible for continuing care funding
6.14.4 All patients where an incident occurs to establish eligibility for fully funded NHS Continuing Health Care within the CCG areas and where no known address or GP registration is auditable or traceable. 
6.14.5 Patients who require ongoing reablement including for a continuing health care assessment until their rehab potential has been reached through reablement.

The Responsible Commissioner guidance should be applied always. and due process followed for service users changing responsible commissioner:

6.15 Any acceptance and exclusion criteria and thresholds
6.15.1 All clients assessed via a diagnosis only assessment 
6.15.2 Anyone that is not registered with a NHS GP in the CCG
6.15.3 Anyone that has no recourse to public funds within the UK 
6.15.4 Assessments will not be carried out where patients are clearly not optimised from inpatient services.

6.16 Interdependence with other services/providers
The Provider shall ensure strong partnership working with other statutory, voluntary and private agencies and services to deliver seamless care. The Provider shall establish and maintain effective relationships with key stakeholders. 
6.16.1 Primary Care
6.16.2 GP Out of Hours
6.16.3 Urgent Care Centres
6.16.4 NHS 111
6.16.5 Acute Trusts (Secondary Care)
6.16.6 Community Nursing and therapy services
6.16.7 Community Hospitals
6.16.8 Ambulance Service
6.16.9 Local Authority and Social Care services
6.16.10 Voluntary and Charity sector 
6.16.11 End of Life Care specialists and Hospices
6.16.12 Non-Emergency Transport Services
6.16.13 Nursing Homes
6.16.14 Residential Homes
6.16.15 Domiciliary care agencies
6.16.16 Service user and carer’s and relatives
6.16.17 GPs, Practice Nurses and Practice staff
6.16.18 Hospital Consultants and other medical staff in and outside of the area
6.16.19 Residential Home staff
6.16.20 Domiciliary care agency staff
6.16.21 Local authority housing departments
6.16.22 Equipment service
6.16.23 Mental health services 
6.16.24 Dementia services
6.16.25 Drug and alcohol services
6.16.26 Counselling services
6.16.27 Day centre and care home staff (private & councils)
6.16.28 Community Pharmacy 


	7 Applicable Service Standards

	7.1 Applicable national standards (e.g. NICE)
7.1.1 Adults
7.1.1.1 The National Framework for NHS Continuing Healthcare and NHS-funded Nursing Care November 2018 (Revised)
7.1.1.2 What is NHS Continuing Healthcare? Easy Read.
7.1.1.3 NHS Continuing Healthcare Checklist November 2018 (Revised)
7.1.1.4 Decision-Support Tool for NHS Continuing Healthcare November 2018 (Revised)
7.1.1.5 Fast Track Pathway Tool for NHS Continuing Healthcare November 2018 (Revised)
7.1.1.6 NHS-funded Nursing Care: Practice Guide July 2013 (Revised)
7.1.1.7 The NHS Continuing Healthcare (Responsibilities of Social Services Authorities) Directions 2013 
7.1.1.8 The Delayed Discharges (Continuing Care) Directions 2013 (4.1.1.1 to 4.1.1.8 available at https://www.gov.uk/government/publications/national-framework-for-nhs-continuing-healthcare-and-nhs-funded-nursing-care)
7.1.1.9 NHS Continuing Healthcare and NHS-funded Nursing Care Public Information Leaflet available at https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/193700/NHS_CHC_Public_Information_Leaflet_Final.pdf 
7.1.1.10 Part 6 of National Health Service Commissioning Board and Clinical Commissioning Groups (Responsibilities and Standing Rules) Regulations 2012 available at http://www.legislation.gov.uk/uksi/2012/2996/contents/made   
7.1.1.11 National E-learning (NHS portal) http://www.elfh.org.uk/projects/nhscontinuinghealthcare/ 
7.1.1.12 National E-learning (LA portal) http://nhscontinuinghealthcare.e-lfh.org.uk/ 
7.1.1.13 Failing to care : NHS continuing care in England 2013
7.1.1.14 NHS funding for long term care PHSO 2013
7.1.1.15 Right place, right time commission : evidence review 2015
7.1.1.16 Commissioning person centred end of life care : a toolkit for health and social care  2015

7.1.2 Children and Young People
7.1.2.1 National Framework for continuing care for children and young people 2016 (Revised) 
7.1.2.2 Health and wellbeing of looked-after children and young people (QS31)- April 2013
7.1.2.3 BTS guidance
7.1.2.4 Quality Standards for the Respiratory Management of Children with Neuromuscular
7.1.2.5 Weakness BTS guidelines. ( Thorax July 2012 Volume 67 Supplement 1)
7.1.2.6 Guidelines for the management of community acquired pneumonia in children: (Thorax October 2011 Volume 66 Supplement 2)
7.1.2.7 Guidelines for home oxygen in children (Thorax August 2009 Vol 64 Supplement II)
7.1.2.8 Together for Short lives.
7.1.2.9 A Guide to End of Life Care (2012- Together for Short Lives 
7.1.2.10 The Transition Care Pathway (2007)- Together for Short Lives
7.1.2.11 Working Together to Safeguard Children, DH, 2015


7.2 Applicable standards set out in Guidance and/or issued by a competent body (e.g. Royal Colleges)
7.2.1 Adults
7.2.1.1 The Code: Professional standards and behaviour for nurses and midwives. NMC
7.2.1.2 Department of Health, Social Services and Public Safety: Older people - service framework documents

7.2.2 Children and Young People
7.2.2.1 RCN (2004) Adolescent transition care
7.2.2.2 RCN (2013) - Response of the Royal College of Nursing to the Francis Report (PDF 640.7 KB)
7.2.2.3 RCN (2013) Better medicines management. Advice for nursing staff and patients (PDF 758.9 KB)
7.2.2.4 RCN (2012) the assistant practitioner role in children and young people’s services.
7.2.2.5 RCN (2011) standards for assessing, measuring and monitoring vital signs in infants, children and young people.
7.2.2.6 RCN (2010) an education and training competence framework for administering medicines intravenously to children and young people.
7.2.2.7 RCN (2010) an integrated career and competence framework for nurses working in the field of children and young people’s cancer care.
7.2.2.8 RCN (2010) Palliative care for children and young people.
7.2.2.9 RCN (2012) core competencies for nursing children and young people.
7.2.2.10 BTS    Thoracic society guidance.
7.2.2.11 CSP Chartered society of physiotherapy


	8 Applicable quality requirements and CQUIN goals

	8.1 Applicable Quality Requirements (See Schedule 4A-C)
CQUIN does not apply to this specification
8.2 Applicable CQUIN goals (See Schedule 4D)
CQUIN does not apply to this specification

	9 Location of Provider Premises

	The Provider’s Premises are located at:
To be confirmed


	10 Individual Service User Placement

	

Not needed





Appendix 1 - the proposed model for a joined up service for adults and children
Needs to be added
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