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1.  Purpose of Service


	
0. Aims and objectives of service

To provide a safe, high quality environment for clients needing medium and long term residential care with nursing support funded by the NHS


	
2. Scope


	
2.1 Service Description	 
The services being purchased are:
· Accommodation in a care home setting
· Nursing care
     and shall meet the criteria specified in section 3, Service Delivery.

2.2 The services provided shall include the quality of care covered by the NHS Funded Nursing Care contribution.
2.3 Service User / Care Groups covered
Adults/Older Peoples Residential/Nursing
Acquired Brain Injury
Physical Disability
Respite Care
Adults/Older Peoples Mental Health Care
Dementia Care

Any exclusion criteria 
The scope does not include 
· Care Homes without Nursing Care
· Forensic Care
· Adults whose primary need relates to Learning Disabilities
· Community based care (e.g. Home Based Care)
· Care Homes for those under 18 years old
· Acute and Community NHS Hospitals

     
2.5 Interdependencies with other Services
 The Services should be seen as part of wider integrated adult health and social care services working in partnership with GPs, Primary Health Care teams, acute providers, local authorities, community mental health teams, the voluntary, community, faith and independent sector providers.
The Provider must demonstrate how it will work with these other organisations to support Individuals and their Carers to successfully manage the Individuals’ need for support. They should as a minimum have a well-developed and audited pathway for communication with commissioners, GPs and the wider health, voluntary and social services environment.



	
3.  Service Delivery


	
3.1  Quality Requirements for the Provision of Care for Adults and Older People in a Care Home with Nursing

	Contents
	

	1
	Introduction
	9

	2
	Legal Framework
	13

	3
	Policy Framework
	14

	4
	Quality  Standards
	15

	 4.
	1
	Choice of Home
	15

	
	
	1
	Admission to a Care Home
	15

	
	
	2
	Needs Assessment
	16

	
	
	3
	Meeting Needs
	16

	 4.
	2
	Health and personal care
	16

	
	
	1
	Service User Plan
	16

	
	
	2
	Health Care
	17

	
	
	3
	Medication Management
	17

	
	
	4
	Privacy and Dignity
	18

	
	
	5
	Dying and Death
	19

	 4.
	3
	Daily life and Social activities
	19

	
	
	1
	Autonomy, Choice and Independence
	19

	
	
	2
	Meals and Mealtimes
	20

	 4.
	4
	Complaints & Protection
	20

	
	
	1
	Compliments and Complaints
	20

	
	
	2
	Rights and Fulfilment
	21

	
	
	3
	Adult Protection
	22

	 4.
	5
	Environment
	22

	
	
	1
	Safe Working Practices
	23

	
	
	2
	Hygiene and Control of Infection
	23

	 4.
	6
	Staffing
	24

	
	
	1
	Staff recruitment, retention, training and management
	24

	
	
	2
	Competence, training and supervision
	24

	 4.
	7
	Management and administration standards
	25

	
	
	1
	Day to day operations/Ethos
	25

	
	
	2
	Quality Assurance
	25

	
	
	3
	Record Keeping
	26

	
	
	
	
	

	
	
	
	
	










1.	Introduction	

0. This document sets out the care specification and patient focused outcomes in line with the National Minimum Standards for Care Homes for Adults and Older People 2003 which apply to the provision of care for adults and older people in a care home with nursing. It specifically identifies key indicators of quality care.

0. This specification reflects national policy advice and guidance and sets out the philosophy and care standards to be adhered to in the provision of the care for adults and older people in a care home with nursing.

0. All standards produced by the registration authority inspection report (to be the Care Quality Commission report from April 2009) will be considered in conjunction with this document.

0. The Commissioners will only contract with organisations that are registered, if they are required to do so, with the CQC and meet any other legal requirements relating to the services they provide. The Commissioners expect that all Providers that it commissions will meet CQC regulations and standards, or the standards of another equivalent regulator. If a service is judged by the regulator not to meet its standards or regulations, the Provider will be expected, upon request, to share with the Commissioners any action plan they have put in place to meet the regulators requirements and the Commissioners may, in their absolute discretion, deem this failure to meet standards and regulations to be a material breach of contract.

0. Providers must meet the requirements detailed in the Department of Health Code of Practice on the prevention and control of infections  related guidance published Dec 2010, Health and Social Care Act 2012, NICE Infection Control guidelines (2014) and Clinical Codes of Conduct.

0. This document will be reviewed annually and information concerning any changes will be circulated to all Providers. 

0. Providers are expected to deliver End of Life Care and will be guided by the National End of Life Care (EOLC) Strategy, quality markers for EOLC and the Social Care Framework for EOLC. They will develop a policy (“EOLC Policy”) and a plan (“EOLC Plan”) covering each stage of EOLC pathway. Providers shall provide a copy of their EOLC Policy and EOLC Plan to Commissioners. They are expected to ensure Individuals (or their nominated representative) are as fully involved as possible in making choices and decisions, and fully document needs and communicate with others involved in the Individual’s care.


2.	Legal Framework
0. The Care Standards Act 2000 made provision for the creation of a registration authority, an independent non-government public body, to regulate social and health care services previously regulated by local councils and health authorities. The Care Standards Act 2000 and its regulations set out a broad range of powers covering, amongst other matters, the management, staff, premises and conduct of social care establishments.

0. The Health and Social Care Act 2001 (Section 49) removes local authority responsibility for funding nursing care with effect from 1st April 2003 for Service Users entitled to local authority support and with effect from 1st October 2001 for clients who were previously self-funding in nursing care. 

0. The Disability Discrimination Act 2005 brings in rights and measures, which are aimed at ending the discrimination which many disabled people face.

0. ‘No Secrets’ Multi-agency Adult Protection Policy 2000  and the Care Act 2014

0. Mental Capacity Act 2005.

0. Health and Safety Legislation including:
· Management of Health and Safety at Work Regulations 1999;
· Manual Handling Operations Regulations 1992;
· Control of Substances Hazardous to Health Regulations 2002 (COSHH);
· Reporting of Injuries, Diseases and dangerous occurrences Regulations 1995 (RIDDOR);
· Lifting Operations and Lifting Equipment Regulations 1998 (LOLER);
· Provision and use of Work Equipment Regulations 1998 (PUWER).

0. Any person who manages a care home providing nursing care is registered with the Care Quality Commission (CQC) in accordance with the Care Standards Act 2000 Section 23 (1). This person is required to comply with all requirements of the Care Standards Act 2000 and its regulations.

0. All nursing staff will be registered with the Nursing and Midwifery Council a regulatory professional body. In line with Health Service Guidance (95) 21, any practitioner supplementary to medicine (i.e. occupational therapist, physiotherapist, orthoptist, dietician, chiropodist) employed by the provider must be state registered practitioners and appropriate checks are undertaken prior to employment (e.g. DBS check).                                                  
           
Nursing Midwifery Council  - The Code Professional Standards of Practice and Behaviour 2015

This Specification applies the full legislation contained in these Acts and Regulations, which should be referred to in full.
Any reference in this document to any statutory provision includes any modification, re-enactment or replacement of it.

1. Policy Framework

0. Providers are expected to provide nursing care to standards which reflect the principles, values and good practices outlined in:
1. A Better Home Life – A Code of Practice for Nursing Care” (1996); 
1. Essence of Care 2010 – Patient focused benchmarks for clinical governance”
1. Nursing Midwifery Council – The Code of practice (2015);
1.  Care Quality Commission Standards requirements, as relevant. 
Providers are expected to provide Nursing Care to evidence based standards, which are in line with the Nursing Midwifery Council The Code Professional Standards of Practice and Behaviour
.

0. The Commissioner and Provider agree to adhere to the local multi-agency policy and procedures on adult protection.

0. References:-
· ‘A Better Home Life – A Code of Good Practice for Residential and Nursing Home Care’ (1996);
· Care Homes Regulations 2001 and National Minimum Standards 2000;
· Framework for Nursing Care, Evaluation and Development;
· Guidelines for Good Practice on the Use of Restraint in Residential and Nursing Homes for Adults;
· HSC 2001/17 and 2003/006 NHS Guidance on Funded Nursing Care;
· Essence of Care 2010 (Department of Health);
· Nursing Midwifery Council – The Code Professional Standards of Practice and Behaviour
· Care Quality Commission
· National Framework for NHS Continuing Healthcare and NHS-funded Nursing Care (Department of Health, Revised 2012);
· NHS Funded Nursing Care practice guide (Department of Health, 2007 revised 2012);

· National Service Framework older people 2001 (Department of Health);
· Hygiene Code for Social Services 2009 (Department of Health).


1. Quality Standards

The following standards are predominantly derived from the National Minimum Standards 2001. The standards and indicators ensure that care homes with nursing for Adults and Older People operate within the relevant legislation referred to in the legal and policy framework in Sections 2 and 3. 

 4.1 Choice of Home
4.1.1	Admission to a Care Home
Patients registered with a Cambridgeshire and Peterborough General Practitioner for whom the CCG has agreed meet the eligibility criteria for fully funded health care will be referred to the provider by the CCG for assessment of suitability against the Provider’s admission criteria.  This assessment by the Provider should be completed within 24 hours of a referral being made, 7 days a week.  Some patients may already be resident and will only require a transfer of funding responsibility from the date the CCG determines the patient meets the eligibility criteria for fully/partially funded healthcare. Some patients may not yet have been assessed against the eligibility criteria but the CCG has agreed to fund on an interim basis. 
 
An introductory visit for individuals, their families or friends shall be facilitated where requested.

Indicators:
1. The values, aims and objectives and means of achieving these are detailed in the written statement or Service Users guide. It is clear and understandable to Service Users and their carers and has been agreed by the Service User and the Commissioner.
.
1. The Service User guide sets out the services that the home can provide and the Service User can expect.

4.1.2	Needs Assessment

Service User Focused Outcome:
Service Users should have access to community services and specialist input to ensure their health care needs are met and that they are able to maximise their independence.
New Service Users are admitted only on the basis of a full assessment being undertaken by people trained to do so, and to which the prospective Service User, his/her representatives (if any) and relevant professionals have been party.
The Commissioners will review the provision of social and nursing care within 3 months of admission followed by an annual review, as appropriate.  Where, during the period of stay a significant change in the level of nursing care needs occurs for an individual Service User, the provider shall inform the Commissioner. A re-assessment of the individual’s care needs shall then be undertaken by the CCG.















Appendix 1 Pre-placement Assessment and Admission Process Map




Indicators:
1. Service Users have written assessments of their individual nursing/care needs agreed by the Service User or their representative, Commissioner and provider prior to/on admission.
1. The Provider is informed of and participates in reviews when requested.
1. The Provider will provide copies of assessments and information as required as part of any CCG assessment or review of care needs.

4.1.3	Meeting Needs

Service User Focused Outcome:
Service Users and their representatives know that the home they enter will endeavour to meet and continue to meet their nursing/health needs.
The Provider is able to demonstrate the home’s capacity to meet the assessed nursing/care needs of Service Users admitted to the home. 
All specialised services offered (e.g. services for people with dementia or other cognitive impairments, sensory impairment, mental health needs, physical disabilities, palliative care, tissue viability, learning disabilities) are demonstrably based on current national good practice and reflect relevant specialist and clinical guidance and equipment needs.
The needs and preference of specific minority ethnic communities, social/cultural or religious groups catered for are understood and met.
Staff individually and collectively have the nursing/care skills and experience to deliver the services and care which the home offers to provide.
Indicators:
1. Specialised and therapy services are offered and provided where relevant and agreed by the Commissioner.
1. Evidence is kept to demonstrate that the individual needs and preferences of Service Users relating to specific social/cultural or religious groups are catered for and that staff understand these needs.
1. National Minimum standards,  Care Quality Commission will be applied and adhered to during Service Users stay.

             The Provider will commit to ensuring unnecessary admissions to hospital are avoided. Admission rates will be monitored with sanctions for unacceptable rates of admission to be considered.

0. Health and personal care

The Provider will support the needs and required outcomes detailed in Table 1 and will carry out an assessment of the Service User’s needs on admission. These will be monitored and reviewed by the Provider as appropriate. 

Indicative activities to support Service Users in achieving the required outcomes are also detailed in Table 1.  Note: this is not an exhaustive list of activity – the Provider is expected to carry out duties beyond those listed where identified as required. 
Table 1
	Need
	Outcomes
	Indicative Activity

	Behaviour
	· Service User understands the boundaries of the setting they are in
· There are clear, predictable consequences when Service User broaches established boundaries
· Service Users are supported to reach the best of their potential through strong behaviour recovery models
· Individual behavioural plans are in place and implemented through an accredited methodology
	· Ensure a strategic prevention approach to behaviour deterioration

	
	
	· Establish communication points and reporting lines to ensure expectations of both Service User and carer are clear 

	
	
	· Ensure care plans and records accurately prompt best care progress

	
	
	· Implement and review the behavioural plan and risk assessments

	
	
	· Ensure care is provided in the least restrictive way with regard to the Mental Capacity Act and Deprivation of Liberty Safeguards 2005

	Cognition
	· Service Users cognitive capability is maximised
	· Ensure an assessment of cognition and mental capacity is completed on admission. Monitor and review as appropriate

	
	
	· Ensure staff provide orienting communication

	
	
	· Ensure Service User has access to a clock and calendar (TV / radio if possible)

	
	
	· Encourage Service User’s representative(s) to visit and bring in Service User’s personal possessions, e.g. photographs

	
	
	· Ensure the communications strategy for individual Service Users incorporate elements of both reality orientation and validation techniques

	
	
	· Ensure orienting information is provided as appropriate e.g. name and role of staff member at each encounter

	
	
	· Ensure the Service User’s individual activity programme is tailored to meet the Service User’s needs and prevents isolation

	
	
	· Ensure home lighting is appropriate to the time of day/ night. 

	
	
	· Best interest decisions are made and documented in line with the Mental Capacity Act. 

	
	
	· Informed consent is acquired and recorded as appropriate.


	Emotional & Social Needs
	· Service Users are engaged in meaningful activities as appropriate
· Service User maintains a sense of self and is able to optimise and meet his/her potential
· Rights to expression of sexuality are upheld
· There is Service User opportunity for meaningful occupation and engagement
	· Provide links to social facilities and arrangements

	
	
	· Provision of an appropriate activities plan and equipment to support activities

	
	
	· Actively consult Service Users as part of personal activity planning

	
	
	· Regularly review Service User engagement in activities and provide additional support to facilitate Service User involvement as required

	
	
	· Support Service User with life changing events as required

	
	
	· Ensure staff have the skills to recognise depression and its effects on behaviour and refer to GP

	
	
	· Support and promote Service Users existing and new relationships, including partners, families and friends

	
	
	· Support shopping / purchases as required, e.g. family gifts, clothes

	Communication
	· Service User has the opportunity to express needs and choices through their preferred or an appropriate method
· Optimisation of verbal and non-verbal communication skills
	· Ensure a communication assessment is completed on admission. Monitor and review as appropriate

	
	
	· Ensure staff have communication skills relevant to meeting Service User needs

	
	
	· Ensure information is provided to Service Users in the appropriate format

	
	
	· Ensure staff are able to respond to verbal and non-verbal cues and make best use of relevant communication aids

	Mobility
	· Mobility is maximised at a level which is appropriate relative to the ability of the Service User
	· Ensure a mobility assessment (including a falls risk assessment) is completed on admission. Monitor and review as appropriate

	
	
	· Implement fall prevention strategies as appropriate

	
	
	· Manage Service User mobility within the environment

	
	
	· Enable safe Service User moving and Provider handling provision

	
	
	· Provide, maintain and replace where necessary a range of suitable equipment

	Nutrition – food & drink
	· Service User enabled to maintain a balanced and nutritious diet
· Service User is enabled to maximise their own potential to feed themselves (i.e. not assisted solely in order to save time)
	· Ensure an assessment of nutritional needs is completed on admission. Monitor and review as appropriate

	
	
	· Educate the Service User to promote the selection of informed nutritional choices

	
	
	· Monitor Service User weight loss/ gain and seek GP/ dietician advice when change occurs

	
	
	· Utilise a MUST tool to measure nutrition

	
	
	· Manage the use of PEG feeds as appropriate

	
	
	· Ensure that food/drink is available at flexible times and locations and is in accordance with Service User preferences

	
	
	· Allow Service User to influence the menu where reasonable and possible

	
	
	· Ensure appropriate supervision and assistance as necessary

	
	
	· Assess to manage/review any SALT issues and refer for specialist assessment as required.


	Elimination & continence management
	· Continence is promoted and optimised
· Privacy and dignity is maintained at all times
· Skin integrity is maximised
· Risk of infection is minimised

	· Undertake a continence assessment on admission, develop a continence plan and monitor and review as appropriate

	
	
	· Ensure access to specialist continence nurses and refer as appropriate in-line with local access criteria

	
	
	· Recognise normal patterns and act on abnormal occurrences seeking specialist advice as required

	
	
	· Monitor for and act on any infection

	
	
	· Provide appropriate management supervision and equipment e.g. in relation to catheterisation, bowel management etc.

	
	
	· Complete full and regular continence assessments and reviews as appropriate

	Skin (including tissue viability)
	· Skin integrity is optimised with active Service User input as appropriate
	· Ensure an assessment of skin integrity and management is completed on admission. Monitor and review as appropriate

	
	
	· Provide appropriate equipment to maintain skin integrity

	
	
	· Ensure evidence based wound management up to local tissue viability referral criteria

	
	
	· Prompt recognition of and action as a result of any changes to risk factors

	
	
	· Manage skin conditions and utilise appropriate interventions as appropriate e.g. creams

	Breathing
	· Airway integrity is maintained and breathing is optimised
· Respiratory risk is minimised
· Negative impacts of respiratory dysfunction on daily living are minimised
	· Ensure a breathing assessment is completed on admission. Monitor and review as appropriate

	
	
	· Utilise appropriate equipment to support Service User breathing as prescribed, e.g. nebulisers and tracheotomy, CPAP equipment

	
	
	· Utilise oxygen and manage conditions, in partnership with the appropriate clinician  

	Pain
	· Service User’s pain levels are reduced and comfort optimised
· The negative impacts of pain on the Service User’s daily life is minimised
	· Ensure a pain assessment is completed on admission. Monitor and review as appropriate

	
	
	· Ensure a range of communication skills are utilised to assess the characteristics of pain, e.g. location, severity on a scale of 1 – 10, type, descriptors frequency, precipitating factors, relief factors

	
	
	· Administer analgesia as prescribed and monitor effect using pain assessment tool 

	
	
	· Utilise appropriate non-pharmacological methods to reduce pain and discomfort

	Medication
	· Medication is provided in a safe and timely manner in order to optimise the care and clinical condition of the Service User
· Service Users are advised of the purpose of medication and actively engaged in the decision making and review of it

	· Ensure a medication assessment is completed on admission. Monitor and review as appropriate

	
	
	· Maintain prompt access to all required medication

	
	
	· Ensure appropriate recording of medication and escalation of non-compliance

	
	
	· Inform the Service User and their representative(s) (as appropriate) of any likely side effects of medication

	
	
	· Monitor the side effects of medication and refer to the appropriate prescriber. Subsequently notify the Commissioner 

	
	
	· Work with the specialist care teams to anticipate Service User requirements prior to immediate need

	
	
	· Ensure that medication information is available in an accessible format focused on the Service User e.g. pictorial, tape, Braille, translated

	
	
	· Ensure that medication administration is in accordance with prescriptions and in line with the medication policy

	Cultural, religious & spiritual needs
	· Cultural, religious and spiritual requirements of individual service users are met
	· Ensure awareness of the role religion, culture and spirituality plays in the life of the individual and their family carer

	
	
	· Ensure that activity planning will take account of cultural and religious needs

	Washing and dressing
	· An appropriate standard of personal hygiene is encouraged and considerations for choices are given
· Service User independence, choice and physical/mental capability are respected
· The principles of privacy and dignity are applied at all times
· Skin integrity is maximised
	· Enable the Service User to dress appropriately including support of clothing selection and assistance as required

	
	
	· Enable access to a hairdressing facility as required

	
	
	· Support personal grooming as required and facilitate with appropriate equipment e.g. nail cutting

	
	
	· Ensure access to specialist services 

	
	
	· Enable the Service User to dress in a suitably private area

	
	
	· Enable the Service User to be in a position to regularly wash and dress


	End of life planning and care
	· To ensure that people die with dignity in the manner and setting of their choice

	· If a Do Not Attempt Resuscitation (DNAR) status has been recorded in the Service User’s medical notes by the Responsible Medical Officer, ensure that staff are aware of and act in accordance with the DNAR status 

	
	
	· Ensure the Advanced Care Plan (including preferred place of death) has been completed within 1 month of admission.  This timescale is reduced to 1 week for fast-track palliative service users

	
	
	· Involve Service Users and their representative(s) (as appropriate) in devising an Advance Care Plan in order to record end of life choices and preferences. Adapt and review as needed

	
	
	· Ensure that there is a named ‘lead’ for palliative care within the home who has responsibility for the appropriate induction and training of staff in the home

	
	
	· Provide appropriate end of life planning and care communication skills training for relevant staff at all levels

	
	
	· Regularly engage with specialist palliative care teams, GPs and other Healthcare professionals, as applicable, including  identifying support and resources required to meet individual’s needs and to anticipate changes in their condition

	
	
	· Provider is working towards the Gold Standards Framework in care homes and as a minimum implement the End of Life Care Pathways.

	
	
	· Attend training provided on assessing and managing symptoms at the end of life

	
	
	· Manage care of Service Users with syringe drivers

	
	
	· Ensure appropriate clinical supervision, consistent with occupational standards

	
	
	· Ensure familiarity with and understanding of preferred Place of Care papers

	
	
	· Signpost relatives and other residents to appropriate after death support







	Need
	Outcomes
	Indicative Activity

	Medications Management
	· Service Users are protected by the home’s policies and procedures for dealing with medication

· Service Users where appropriate are responsible for their own medication
	· The home has a clear policy and procedures for receiving, recording, storage, handling, administration and disposal of medicines and homely remedies including Controlled Drugs which adheres to current legislation and guidance.

	
	
	· The policy has an explicit procedure for ordering and general principles for administering, timing and preparation of medication used in accordance with the homes selected monitored dosage system. This policy will be approved by the CCG Medicines Management team.

	
	
	· Service Users have a professionally maintained record of past and present medication, stored safely and securely. Records are maintained to reflect the safe disposal of medication.

	
	
	· Service Users can keep and self-administer their own medication and are appropriately supported to do so, unless it has been determined within a formally recorded risk management approach that this creates risks for themselves and/or others.

	
	
	· All medications are administered by designated and trained staff.

	
	
	· GPs and other professionals monitor and review medication as part of individual care planning.

	Autonomy, Choice and Independence
	· Service Users are helped to exercise informed choice and control over their lives and supported in maintaining their independence.

	· The values, aims and objectives of the service and means of achieving these are detailed in a Service User guide and are compliant with the Mental Capacity Act 2005

	
	
	· A statement of terms and conditions is provided

	
	
	· Staff demonstrate a regard for the Service User’s choices when providing personal and nursing care.

	
	
	· Service Users and their family, friends or representative shall be active participants in all assessment, determination, care planning and review processes wherever possible.

	
	
	· If Service Users refuse essential nursing care it is reported in their notes and escalated when required to the GP and the Commissioner.

	
	
	· The physical environment is made to feel home like in character. Service Users are provided with private accommodation which they can call their own which they can use when they wish.

	Complaints and compliments
	· Service Users and their relatives and friends are confident that their complaints will be listened to, taken seriously and acted upon.
	· The provider has a policy and procedure for dealing with complaints adhering to the Department of Health framework (April 2009) 

	
	
	· The provider maintains an up to date log of compliments and complaints showing:
Name and address of Service User
Name and address of the complainant/complimenter (if different)
Nature of the complaint/compliment
Response and time taken to respond
The level of satisfaction of the complainant/complimenter

	
	
	· An annual summary of complaints and compliments is made available to the Commissioner.  

	Adult Protection

	· Service Users are protected from abuse, neglect and self-harm

	· Ensure robust procedures are in place to respond to suspicion or evidence (including “whistle-blowing”) 

	
	
	· Policy and procedures in place regarding suspected abuse and the multi-agency adult protection ‘No Secrets’ protocol which is compliant with obligations in the Data Protection Act 1998 and duties of confidentiality

	
	
	· The provider will co-operate fully with any adult protection plan instigated.

	
	
	· Vulnerable adult /adult protection training is explicitly included in staff induction and basic training for all staff.

	
	
	· Inform the commissioner of any adult protection investigation within the provider service

	




4.3 Staffing
4.3.1	Staff Recruitment, Retention, Training and Management
Service User focused outcome
Staff are recruited, trained, and supervised in a manner, which ensures consistently high standards for Service Users.
The provider shall operate a staff recruitment and selection procedure based on equal opportunities which takes all reasonable steps to ensure that individuals employed are in all respects appropriate persons to work with vulnerable people.
The ratios of care staff to Service Users must be determined according to the assessed needs of Service Users, and a system operated for calculating staff numbers required, in accordance with guidance recommended by the Department of Health.
The care home staff training and development programme meets National Training Organisation (NTO) workforce training targets/national training certificate standards and ensures staff fulfill the aims of the home and meet the changing needs of Service Users. 
All members of staff receive induction training to NTO specification within 6 weeks of appointment to their posts, including training on the principles of care, safe working practices, the organisation and worker role, the experiences and particular needs of the Service User group, and the influences and particular requirements of the service setting.
Indicators:
1. The provider has a clear policy and procedures in relation to staff recruitment, induction and ongoing supervision.
1. The provider shall require applicants to complete an appropriate application form which includes full employment history including any gaps in employment and the reasons why. The provider will have two written references including, where applicable, a reference relating to the person’s last period of employment which involved working with children or vulnerable adults of not less than three months’ duration.
1. The provider shall ensure that an enhanced Disclosure and Barring Service check is undertaken for all staff within the home (including volunteers) prior to commencing duties and a copy of the result is kept on file.
1. Trained staff NMC pin numbers are checked prior to employment by the Provider and on an annual basis thereafter.
1. The Provider will ensure that appropriate levels of staffing (as defined in Registered Homes Act, 1984) and skill mix are maintained and that the allocation of work is appropriately managed. 


4.4.	Staff Competence, Training and Supervision
Service User focused outcome
Service Users enjoy the benefit of professionally trained and competent staff providing care and support.
The provider ensures that there is a staff training and development programme, which meets the Skills for Care standard and NMC of the Code -Professional standards of  practice and behaviour for nurses and midwives 
Indicators:
1. A learning culture exists within the home.
1. The provider has a clear policy and procedure for induction and training.
1. Staff display the confidence of competent work practices.
1. Areas of specialist training are provided to staff when necessary.
1. Registered nurses are facilitated in fulfilling their professional statutory requirements for updating to maintain their registration with the NMC.
1. Managers and providers display a commitment to ensuring consistency in work practices and quality care.
1. The provider shall ensure that all care staff receive regular supervision at least 6 times per year under their policy and procedure for appraisal.

4.5 Management and Administration 
4.5.1	Day to Day Operations/Ethos
Service User focused outcome
Service Users live in a home that is well run and managed by a person who is fit to be in charge, of good character and able to discharge his or her responsibilities fully.
Service Users benefit from the ethos, leadership and management approach of the home.
The Registered Manager shall have the skills, leadership and competence to  
effectively manage the home on a daily basis.
The registered manager has at least 2 years’ experience in a senior management capacity in the managing of a relevant care setting within the past five years; and has a qualification, at level 4/5 )NVQ, in management and care or equivalent; or where nursing care is provided by the home is a first level registered nurse, and has a relevant management qualification.
The Registered Manager shall maintain personal and professional competence in line with current practice and will ensure they delegate appropriately with clear lines of accountability.

4.5.2	Quality Assurance
Service User focused outcome
Continuous quality improvements systems are in place to ensure the home is run in the best interest of the Service Users for the provision of nursing care.
The provider has quality assurance and monitoring systems in place, based upon seeking the views of Service Users, to measure success in meeting the aims, objectives and statement of purpose of the home. This information is made available to the Commissioner.
Providers are required to assist the Commissioner in evaluating the quality of effectiveness, not only of the care to the individual Service User but also contract compliance.
Indicators:
1. Services are provided having been subject to audit and evaluation processes.
1. Communications should be robust and appropriate to Service User needs.
1. Quality assurance and improvement will be supported by staff appraisals, clinical supervision and individual learning needs analysis.
1. The significance of audit processes in improving quality is recognised by Service Users, relations and friends.
1. The importance of systems that provide evidence of quality service contributes to the ethos of the home.
1. Quality services are recognised as a motivating force and staff strive for continuous improvement.

4.5.3	Record Keeping
Service User focused outcome
The Service User’s health, personal and social care needs are set out in an individual plan of care which they have actively been involved in preparing and which includes their wishes.
Service Users benefit from records that demonstrate effective communications which support and inform high quality care.
All Service Users have an individual needs plan of care which is reviewed regularly as described in under Standard 5 Service User Plan of this document. 
Individual records and home records are secure, up to date and in good order; and are constructed, maintained and used in accordance with the Data Protection Act 1998 and other statutory requirements.
Indicators:
1. Care plans are consistent with professional care which treat people with dignity and respect.
1. Care plans are reviewed formally with the Service User.
1. Staff are aware of individuals care plan content. Any discussions, judgements and agreements relating to the individual are recorded within this documentation.
1. Security and confidentiality is safeguarded through explicit measures.
1. All Care plans and medical notes are made available on request to the Continuing Care / Funded Nursing Care Assessor/CCG.

4.6 Equipment
4.6.1The Provider will provide and maintain any equipment appropriate to meet the needs of the Individual either through their equipment suppliers or a GP if on FP10, at no additional cost to the Commissioner. The provider will ensure that all staff are trained in the use of equipment as appropriate.
4.6.2 If following a clinical review it is identified that the Individual requires bespoke equipment, the Provider must contact the Commissioner to discuss and agree purchasing arrangements prior to supply. Purchasing arrangements must be agreed in writing by the Provider and the Commissioner, failing which the Commissioner shall not be liable for the cost.
4.6.3	Equipment provided by the Commissioner
The Commissioner expects the Provider to provide all necessary equipment for Service Users that have been accepted against the Provider’s admission criteria.

The Commissioner will only consider requests to pay for specific equipment where a Service User’s needs have substantially changed during the course of their placement and are bespoke in nature. Requests will be considered on the basis of the Individual’s needs, by the Commissioner

In the exceptional event that equipment is provided for the Individual by the Commissioner it must be: 
•	Managed safely and securely;
•	Operated in line with the manufacturer’s instructions;
•	Made available for maintenance; and
•	Only used in relation to the named Individual
In the event of the equipment no longer being required for the Individual for whom the equipment was identified, the Provider must advise the Commissioner within 24 hours in order that arrangements can be made and agreed for the equipment’s collection.
3.2 Admission into Care
3.2.1 Pre-placement Assessment and Admission to Provider care 
The Provider must follow the pre-placement assessment and admission process map (see Appendix 1).
Admissions into the Care Home (Nursing) are expected to occur between the hours of 8am and 7pm Monday to Friday and 9am to 5pm Saturday and Sunday. The Provider must ensure adequate staffing is available to facilitate admission between these times.
4.7	Enhanced Support
4.7.1 If an Individual requires Enhanced Support during care (in exceptional circumstances only), the Provider will obtain written agreement from the Commissioner in advance of the Enhanced Support being put in place. Authorisation will be sought in writing, supported by evidence and a clinical rationale and must be for an agreed fixed duration.
4.7.2In emergencies, where it is not possible to seek advance agreement from the Commissioner, authorisation will be sought the next working day.
4.8 Medicines management
4.8.1 The Provider will  have a clearly written policy in regards to the management of medicines (“Medicines Management Policy”) which includes, at a minimum procedures for :
•	obtaining supplies of medicines
•	recording the receipt of medicines
•	storage of medicines (including controlled drugs and refrigerated items) 
•	handling of medicines
•	administration of medicines
•	disposal of medicines
The Medicines Management Policy must  be in accordance with:
•	The CCG policy on managing medicines
•	NICE guidelines
•	Managing Medicines in Care Homes The Royal Pharmaceutical Society of Great Britain (2014)
•	Professional advice documents produced by CQC (Administration of Medicines in Care Homes, medicine Administration records In Care Homes and Domiciliary Care, the Safe management of Controlled Drugs in Care Homes)
•	The Misuse of Drugs Act 1971 (amended)
•	NMC standards for Medicines Management
The Provider is responsible for ensuring that all staff adhere to the policy and all Individuals resident in the Care Home (Nursing) receive a review of medications by the GP every 6 months or more frequently as required.
4.9  Infection Control
4.9.1 The Provider will:
•	Have evidence based policies and procedures in place reflecting Public Health England/Health Protection, Department of Health, NICE and Royal College of Nursing guidance for standard infection prevention and control;
•	Co-operate with and support screening procedures, in particular for Individuals at high risk of contracting healthcare associated infections, e.g. Individuals who will need hospital admissions because of chronic conditions, are going to be having surgery or have pressure sores or leg ulcers;
•	Work effectively with other organisations to reduce the risk of healthcare associated infections (for instance, when transferring an Individual with methicillin-resistant staphylococcus aureusis (MRSA) between a hospital and the Care Home (Nursing)); and
•	Work with the NHS Infection Control Nurse and/or the Health Protection Agency to undertake root cause analysis of all healthcare associated infections and take action to prevent further incidences
4.10	Access to NHS Secondary and Tertiary Care Services
4.10.1	Transport
The Provider will arrange appropriate transport for Individuals attending secondary and tertiary care service appointments and appointments with other statutory authorities regarding assessed care needs. The Provider should liaise with the appointment provider regarding return transportation.
•	The cost for organised trips and outings will be met within the agreed weekly Fee 
•	The cost of personal transportation for non-NHS trips and outings are not covered by this contract and are not the Commissioners’ responsibility
4.10.2 Escorts:
•	Escorts will normally be part of the agreed Fee and payable under this contract; however, in exceptional circumstances where escorts exceed the weekly norm, reasonable costs will be subject to prior agreement with the Commissioners
4.11	Planned and Unplanned Absences 
4.11.1	General Principles
During periods of absence, the Individual’s placement with the Provider will remain open to the Individual for a period of up to six consecutive weeks, depending on the circumstances and the payment terms shall apply. However, where it is agreed that the Individual will not be returning the placement will be terminated as per the terms and conditions in the Contract.
The Commissioner may negotiate the extension of the Individual’s placement longer than the standard six week retention period as required and any extension must be in writing.
4.11.2 Accessing Unscheduled care / avoiding unnecessary admission to hospital
Where clinically appropriate, before a call is made to the GP / Out of Hours /111 service the person-in-charge should assess the need for the call.
Where clinically appropriate, before a call is made to the ambulance service (unless a medical emergency) an attempt should be made to discuss the request with the GP / Out of Hours service/111 The person-in-charge should make both calls.
4.11.3	Activity supporting Individual admission into hospital
If possible an Individual should be escorted to hospital by a member of staff. 
The provider will ensure that a document, e.g. “This is Me” document, containing an Individual’s healthcare needs including diagnosis, medications and all relevant data accompanies the Individual to hospital.
Upon admission into hospital or another provider the Provider will inform:
•	the Individual’s next of kin/ a named representative as soon as possible;
•	the Commissioner verbally and via email/letter within 24 hours; 
•	the Individual’s GP within 24 hours; and
•	in addition the Provider shall provide a written Transfer of Care and/ or Body Map to hospital and maintain a copy for their own records
The Provider will maintain contact with the hospital throughout the Individual’s stay.
4.11.4	Activity supporting Individual discharge from hospital 
Prior to the Individual’s discharge from hospital the Provider will review the Individual’s clinical needs to ensure they can be met by the Provider 
If there has been a significant change in the Individual’s needs the Provider will need to follow the Pre Placement Assessment and admission Flow chart(see Appendix 1)
If the Provider can continue to meet the Individual’s needs, upon re-admission to the Care Home (Nursing) the Provider will inform:
•	the Individual’s next of kin/ a named representative of the re-admission as soon as possible;
•	the Commissioner of the re-admission verbally/email/in writing within 24 hours;
•	the Commissioner of any revisions to the Care Plan within 48 hours of re-admission; and
•	the Commissioner and CQC of any changes to the Transfer of Care and/ or Body Map since admission.
In exceptional circumstances where the Provider can no longer meet the clinical needs of the Individual, the Provider will notify the Commissioner as soon as possible explaining the rationale for no longer being able to care for the Individual and the provisions of Clause 21 will apply.
4.11.5 Planned trips / Holiday / Agreed extended leave without Provider Staff
An Individual may take a planned trip / holiday / agreed leave and go out of the home (for instance, with family and friends).
On these occasions the Provider will:
•	Complete a risk assessment in conjunction with the Individual (and the person or persons accompanying them) prior to the outing. The risk assessment should address the care the Individual should receive (including timely administration of medication) and when the Individual is due to return to the Home
•	Agree the risk assessment with the Commissioner in advance of the period of leave; and negotiate a retention period and rate with the Commissioner as required.
A person may not be deprived of their liberty unless the deprivation is authorised under the Mental Capacity Act 2005 Deprivation of Liberty Safeguards (DoLS) or by order of the Court of Protection. It is the Provider’s responsibility to ensure a DoLS is in place for Individuals wherever appropriate as per Clause 7.3.2 in the Contract.
4.11.6	Unplanned absence/absconsion 
If an Individual does not return to the Care Home (Nursing) as planned following agreed leave, the Provider will try to contact the Individual and those accompanying them to establish if there is a problem. If the Individual cannot be contacted, the Provider should instigate escalation procedures based on the risk assessment, which could include calling the police and raising a safeguarding alert, and also follow the Missing Persons Protocol.
If the Individual leaves the Care Home (Nursing) without notifying the Provider, the Provider should instigate escalation procedures based on the risk assessment, which could include calling the police and raising a safeguarding alert.
The Provider will notify the Commissioner of the unplanned absence within 24 hours.
The Provider will adhere to the reporting requirement for Individuals receiving care under any section of the Mental Health act as appropriate.
The Provider will hold the Individual’s room for a period of seven days which the Commissioner will fund. If the Individual does not return within seven days the individual placement will cease unless the Commissioner and Provider negotiate an extended retention period.
4.12    Equity of access to services
The Provider shall offer equity of access to services without discrimination.
4..13     Location(s) of service
INPUT ADDRESS(ES) OF HOME(S) HERE

	
4.5.7     Discharge criteria and planning
Not specified
4.5.8     Service user/ carer information
Not specified


4.5.10     Key Areas for Trained Nurse
· Clinical skills
· Team Work
· Personal/Professional Development
· Accountability
· Management
· Research & Evidence Based Practice
· Clinical Leadership
· Training/mentorship
· Clinical supervision
· The 6 C’s: Care, Compassion, Competence, Communication, Courage and Commitment. (Department of Health Dec 2012)
· Clinical Governance

The following skills listed under each area are indicative, not exhaustive. 

Clinical Skills
Venepuncture
Ear Care
Female & Male Catheterisation
Suprapubic Catheterisation
Care & management of Syringe Drivers
Wound Management
Leg Ulcer Management
Mentoring of Students
End of Life Care
Team Work
Effective & appropriate communication with a variety of staff, and other agencies ie GP’s
Effective management of workloads
Team working
Personal & Professional Development
Responsibility for own professional development
Practices and participates in clinical supervision and personal reflection
Update with mandatory & statutory training through own organisation 
Committed to continuing own learning beyond registration
Practices evidence based practice
Aware of organisations agendas and that of health service
The NMC Code, Standards of conduct, performance & ethics for nurses and midwives
Accountability
Individuals practice in line with the NMC Code 
Demonstrates accountability and responsibility and how to apply it to their nursing practice
Acknowledge own limitations but take steps to remedy any deficits
Patients interest are always safeguarded and issues reported and discussed with line manager/matron
Management
Able to perform full holistic assessment and record this assessment
Be financially aware i.e. of cost of wound dressings and continence products and use best practice
Research & Evidence
Understand and practice evidence based practice
Evidence based practice is an approach to making quality decisions and providing nursing care based upon personal clinical expertise in combination with the most current, relevant research available on the topic. Evidence based practice implements the most up to date methods of providing care, which have been proven through appraisal of high quality studies and statistically significant research findings and NICE guidance.
Clinical leadership
Clinicians have an intrinsic leadership role within health and care services and have a responsibility to contribute to the effective running of the organisation in which they work and to its future direction.
Training and Mentorship
Training and Mentorship is defined as a professional relationship in which an experienced person (the trainer/mentor) assists another (the trainee/mentee) in developing specific skills and knowledge that will enhance the less experienced person’s professional and personal growth.
Clinical supervision
An activity that brings skilled supervisors and practitioners together in order to reflect upon their practice. Clinical supervision aims to identify solutions to problems, improve practice and increase understanding of professional issues (1996).
The Six Cs
· Care
· Compassion
· Competence
· Communication
· Courage
· Commitment


	5.      Individual Service User Placement 

	
1. The contract price payable by the Commissioner to the Provider for the provision of Residential Care Services shall be the sum specified in Section 2, Part 1, Record of Activity as amended from time to time in agreement by the parties.

0. The following table lists the tariffs applicable to each category of care to be delivered under this contract.  These tariffs apply to new placements only from the date the agreement is signed. 

0. If an Individual meets the assessment criteria for CHC funding then the Commissioner shall pay for the Social Care /Bed and Board element, a sum equivalent to the Funded Nursing Care element and Standard CHC Support element, all as part of the overall package of CHC funding.

0. Where an Individual meets the criteria for Enhanced Support and has been assessed as eligible for NHS funding, the Commissioner will pay the Standard CHC Support plus any agreed elements of Enhanced Support as defined below in table.

0. Where an Individual meets the criteria for Exceptional Care and has been assessed as eligible for NHS funding, the Commissioner will pay the Standard CHC Support plus any agreed elements of Exceptional Care as defined below 


	Care tier
	Description
	Rate

	Standard CHC Support
	Service user is eligible for CHC and does not display any of the below evidence requiring additional support.
	TBC

	Enhanced Support
	Suggested Evidence of Enhanced Support:
· Behaviour – 1:1 support over 24 hours due to risk to self or others
· Mobility – multiple falls requiring 1:1 supervision during waking hours
· Mobility – requirement for specialist moving and handling equipment, i.e. that needs to be hired from a specialist company
· Nutrition – actual regular choking which requires skilled support on a daily basis for all nutritional intake
· Skin – multiple (2 or more) wounds at grade III
· Continence – manual evacuation
· Breathing – complex needs around non-invasive ventilation i.e. non-compliance
· Medication – 24 hour monitoring required due to need for prn medications
· ASC – low awareness/minimally responsive state
· 
	TBC

	Exceptional Care
	Suggested Evidence of Exceptional Care:
· Behaviour – 2:1 supervision required due to risky behaviours 
· Mobility – unstable fractures requiring expert moving and handling and sufficient staffing levels to maintain safety
· Nutrition – enteral feeding
· Skin – multiple (2 or more) wounds at Grade IV
· Skin – complex dressing regime above and beyond routine care (clinical reasoning required)
· Breathing – requiring ventilation
· Breathing – requiring regular deep suctioning (at least every 2 hours)
· ASC – unstable seizures which require prompt response
· Other – life threatening/fluctuating medical condition
	TBC


Table – Definition of CHC care tiers. These criteria are intended to provide guidance to practitioners when considering eligibility for enhanced support and exceptional care.








If an Individual meets the assessment criteria for CHC funding then the CCG shall pay for the Social Care /Bed and Board element, a sum equivalent to the Funded Nursing Care element and Standard CHC Support element, all as part of the overall package of CHC funding, which shall amount to £?per week.  



0. The Provider and the Commissioner acknowledge that in some circumstances an Individual or a third party acting on behalf of the Individual may choose to pay additional contributions in order for an Individual to stay in more expensive accommodation in the Care Home (Nursing) than the Commissioner considers that Individual requires. In such circumstances the Provider shall enter into a separate third party agreement with the Individual or the third party as appropriate (providing a copy to the Commissioner) and collect such agreed additional contributions from the Individual or third party directly. 

0. For the avoidance of doubt the Commissioner shall not be liable to pay any additional contributions which are detailed in the agreement between the Individual or a third party acting on behalf of the Individual and the Provider. Further, it is illegal for Individuals receiving CHC funding to pay for their healthcare needs by way of additional contributions from themselves or a third party acting on their behalf as set out in the National Framework for Continuing Healthcare November 2012 (revised), Paragraph 96. 


	
6.  Quality Requirements


	See Section 3 Part 1 of Module B for Quality & Performance Requirements that will apply to the Services.


	[bookmark: _Toc414027902]7. Open book costing and benchmarking 

	0. On an annual or exceptional basis, the Provider may be asked to provide a detailed breakdown of the cost components which constitute the weekly price(s) and any additional costs (including the costs of Sub-contractors and suppliers).  The Provider may be requested to verify these costs by allowing the Commissioner access to inspect management accounts, other supporting documents and records. The Commissioner may appoint an Auditor to undertake this review on its behalf. The Provider will provide information within two weeks of the request, at no additional cost to the Commissioner.

0. Alternatively the Commissioner may request that the Provider conducts a benchmarking exercise to demonstrate that their service(s) represent value for money. In such an event, the manner and timing of the benchmarking and the nature of the comparative material to be researched (including any information to be sought from other Providers, benchmarking clubs or benchmarking agencies) will be agreed between the Commissioner and the Provider.  

0. If the open book costing or benchmarking exercise identifies that the Provider’s price(s) do not represent a fair price for the service(s) provided then the Commissioner and the Provider will meet to discuss and agree adjustments to be made to the service price(s). If no agreement can be reached then the dispute will be referred to the dispute resolution process.






Exceptional Care


Enhanced CHC Support


Standard CHC support 


Funded Nursing Care equivalent 


Social Care/bed and board equivalent








Telephone conversation with identified Provider in regards to bed availability and suitability of Provider to be able to care for Individuals needs


Commissioner / Provider 


An Individual is assessed  and recommended as requiring a Care Home (Nursing)


Commissioner


Provider


Provider / Commissioner


Provider / Commissioner


The Provider will complete an assessment of the Individual (either at home/hospital or Individuals current placement) within 24 hours of receipt of written information from the Commissioner


The Provider will make available literature for the Individual  and/or family/representatives in a suitable format which will include a Service Users Guide and Terms and Conditions of occupancy


The Provider will support the opportunity for the Individual  and/or family / representatives to visit the Care home (nursing) prior to admission


Information sent to Provider to include a statement of Individual's need eg. DST and details of current placement


The Provider will confirm agreement that the Individuals care needs can be comprehensively and safely met


A purchase order agreement will be signed by both parties agreeing to the funding level 


Liaison between the Provider , current placement / hospital and Commissioner in regards to date of transfer of care to Provider Care Home (Nursing)


Provider


Transfer of care to Individual's care home


 Initial care plan to be developed within 48 hours of admission with full "person centred" care plan to be completed within 7 days of admission


Long term care plan to be in place within 3 months of admission to include "This is me" based documentation, long term wishes as well as what will happen if care needs become too extensive for Provider to be able to provide


Commissioner will confirm agreement from Individual or Representative that they are in agreement with the recommendation or ensure a Best Interest Decision is in place


Provider will respond to request within 3 working hours to confirm / decline capacity and suitability


Individual registered with appropriate GP


















