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INVITATION TO TENDER (ITT) 
 
AQP for Vasectomy Services (‘the Service’) for North Norfolk, South Norfolk and Norwich Clinical Commissioning Groups (‘the CCGs’)

REF:  0AQ/ANGPROC/17/002

NEL Commissioning Support Unit

Lakeside 400, Old Chapel Way

Broadland Business Park

Thorpe St Andrew

Norwich NR7 0WG
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[bookmark: _Toc452971488]1. 	Introduction and Background

1.1 The CCGs require to establish an AQP for the provision of the Service for patients across central Norfolk, to replace the existing arrangements. 

1.2 NEL CSU is acting on behalf of the CCGs for the conduct of the procurement process. 

[bookmark: _Toc452971490]2.	Timetable

2.1	The key dates for the remainder of the procurement process are set out in the table below (the CCGs reserves the right to vary key dates). 

	Milestones
	Completion Date 

	
Issue of Advertisement and availability of ITT documentation				
	20th April 2017

	
Submission of Response				
	18th May 2017 (17:00)

	Approval to award
	1st June 2017

	Go-live	
	After 1st June 2017




[bookmark: _Toc452971492]3.	Instructions to Tenderers

3.1	You must complete the Response template as set out in Annex 2 of this document. Existing providers do not have to complete all the questions, but just need to provide a price for the service. 

3.2	Your response and all communication can be submitted through the email: james.savill@nhs.net (tel: 01603595895)

3.3	On receipt of the Response, the CCGs will evaluate your to ensure that it meets the required passes.  Any response that results in a fail will mean your tender is not accepted. 

3.4	You may submit any queries that you have relating to this ITT according to the timetable above.  Any questions should clearly reference any appropriate paragraph in the documentation and, to the extent possible, should be aggregated rather than sent individually. 

  
[bookmark: _Toc452971494]4.	Evaluation

To pass;

4.1	Providers must complete, sign and return the two form in Annex 2. 

4.2	Providers will need to evidence that they can provide the Service to potential patients in Norfolk either from the date of commencement of the AQP or soon thereafter. 

4.3	Providers must not fall into the relevant exclusion criteria as laid out in the response template, unless they can fully explain what measures they have taken to rectify their exclusion.  

4.4	Providers must have the appropriate certification to undertake the services.

4.5 	Where there are other circumstances where the Commissioners may have reasons to exclude the provider (for example, those laid out in 6.4, 9.1 or 9.2 of the questionnaire) that the provider can fully explain to the satisfaction of the Commissioners that the issues have been rectified. 

5. 	Conditions of Tender

5.1	In submitting a Response to this ITT it will be implied that you accept all the provisions of this ITT. Responses changing, or proposing to change the terms of this ITT may be rejected.

5.2	The information contained in this ITT and the supporting documents and in any related written or oral communication is believed to be correct at the time of issue, but neither NEL CSU nor the Commissioner will accept any liability for its accuracy, adequacy or completeness and no warranty is given as such. This exclusion does not extend to any fraudulent misrepresentation made by or on behalf of NEL CSU or the Commissioner.

5.3	By issuing this ITT, the Commissioner is not bound in any way to enter into any contractual or other arrangement with you or any other party.

5.4	A Contract for the Services will have been deemed to have been formed only by the formal written acceptance of your Response by NEL CSU, acting on behalf of the Commissioner.

5.5	In the event that a Contract is formed with you, all statements and commitments made by you in your Response will be binding upon you.

5.6	It is intended that the remainder of the procurement process will take place in accordance with the provisions of this ITT but the Commissioner reserves the right to terminate, amend or vary the process by notice to you in writing. Neither NEL CSU nor the Commissioner will accept any liability for any losses caused to you as a result of any such variation.

5.7	You will not be entitled to claim from NEL CSU nor the Commissioner for any cost or expenses that you may incur in preparing your Response, irrespective of whether or not your Response results in a Contract. 

5.8	All information supplied to you by NEL CSU and the Commissioner, either in writing or orally, must be treated in confidence or not be disclosed to any third party (save to your professional advisers and/or nominated sub-contractor(s)) unless the information is already in the public domain.  

5.9	There must be no publicity by you regarding the Project or the future award of any Contract unless the Commissioner has given expressed written consent to the relevant communication.

5.10	The Freedom of Information Act (“FOIA”) applies to NEL CSU and the Commissioner. You should be aware of NHS bodies’ obligations and responsibilities under the FOIA to disclose, on written request, recorded information held by them.  Information provided by you in connection with this Project, or with any Contract that may be awarded as a result of this Project, may therefore have to be disclosed by NEL CSU or the Commissioner in response to such a request, unless NEL CSU or the Commissioner decide that one of the statutory exemptions under the FOIA applies. If you wish to designate information supplied as part of your Response as confidential, you must provide clear and specific detail as to the precise elements which are not to be disclosed.
[bookmark: _GoBack]
5.11	However, you should be aware that even where you have indicated that information is commercially sensitive, the Commissioners are responsible for determining at their absolute discretion whether such information is exempt from disclosure under the FOIA, or must be disclosed in response to a RFI.

5.12	In making a submission in response to this ITT, each Bidder (and each Relevant Organisation) acknowledges that the Trust may be obliged under the FOIA to disclose any information provided to it: 

· Without consulting you; or
· Following consultation with you and having taken your views into account.

5.13	Any attempt by you or your appointed advisers to inappropriately influence the Contract award process in any way will result in your Response being disqualified. Any direct or indirect canvassing by you or your appointed advisers in relation to this acquisition or any attempt to obtain information from any of the employees or agents of NEL CSU or the Commissioner concerning the procurement process may result in disqualification of your Response at the discretion of the Commissioner.

5.14	The Commissioner reserves the right to disqualify you if you do not submit your Response in a manner consistent with the provisions set out in this ITT.

5.15	Your Response must remain valid for acceptance for a minimum period of 90 calendar days from the date it is submitted.

5.16	Any costs or expenses incurred by you will not be reimbursed by the Commissioners and neither the Commissioners nor any of their representatives will be liable in any way to you or other person for any costs, expenses or losses incurred by you or other person in connection with their submission.
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Annex 1 – SPECIFICATION, CONTRACT PARTICULARS, PRICE

The Specification for the Project and Contract Particulars are embedded below. 


1. Specification






2. Contract Particulars 



[bookmark: _MON_1527341658]


3. Price

The Price shall be: £290 per procedure. 



[bookmark: _Toc452971497]Annex 2 - RESPONSE TEMPLATE





1. You must ensure that the Response Templates embedded below are submitted with your Response.

Response template

	






2. Please sign the appropriate Obligatory Undertakings
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		Service Specification No.

		



		Service

		Breckland Vasectomy Service



		Commissioner Lead

		Nicola Cocks



		Provider Lead

		Martin Stephens



		Period

		1st April 2016 – 31st March 2017



		Date of Review

		31st March 2017



		1.	Population Needs



		

0. 	National/local context and evidence base



Vasectomy

Vasectomy is a procedure that stops sperm from travelling from the testes through the cutting of the vasa deferentia. It is recommended by the Royal College of Obstetricians and Gynaecologists (RCOG) as the preferred method of sterilisation.  The minor procedure takes 15 minutes and is very safe in competent hands. The failure rate of vasectomy is very low (1 in 2000 after clearance has been given) in terms of post-procedure pregnancies; with less risk related to the procedure than female sterilisation. 





		2.	Outcomes



		

2.1	NHS Outcomes Framework Domains & Indicators



		Domain 1

		Preventing people from dying prematurely

		



		Domain 2

		Enhancing quality of life for people with long-term conditions

		



		Domain 3

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

		



		Domain 4

		Ensuring people have a positive experience of care

		√



		Domain 5

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

		







2.2	Local defined outcomes



· Providing care closer to home





		3.	Scope



		

3.1	Aims and objectives of service



This service specification aims to provide clarification of the standards expected for the provision of Vasectomy within the community by agreed providers. 

The community service will:

· Receive referrals either directly from GPs, or indirectly via existing waiting lists at acute providers



· Provide a service that aims to exceed the national access targets by offering all appointments within 6 weeks



· Provide a service that utilises resources cost effectively



· Provide a service which complies with the requirements of the British Association of Urological Surgeon guidelines



· Assess patients before embarking on any surgical using local and national guidelines and ensure compliance to any current and future NICE guidelines.



The service will be achieved by:

· Increasing community practitioner knowledge and skills 



· Identification of referral thresholds



· Ensuring care is delivered in the right place by individuals with the right skills at the right time



· Encouraging and facilitating patient self-care following correct diagnosis



3.2	Service description/care pathway



3.2.1.  Services to be provided



The Provider will provide the Services as detailed within the following sections; as agreed with the Commissioners. 



The services to be provided will encompass the following: the booking of GP appointments either using the Choose and Book electronic and/or fax/telephone/postal service;  a comprehensive face-to-face assessment and treatment as appropriate of all GP, secondary/tertiary and other referrals; appropriate electronic and paper recording, coding and monitoring of all such referrals;  delivery of specific ancillary  treatments as clinically appropriate; the offering of Choice to patients who require secondary acute care treatment via the Choose & Book system if appropriate; and full communication with all parties such as the referring GP practice, the Acute Trust clinical teams where appropriate and the Commissioning representative.



The following referral protocol / guidance applies:



3.2.1.1 Vasectomy



The service is open to all male patients over the age of 30 currently registered to a general medical practice responsible to the Commissioners 



The general medical practitioner or family planning practitioner prior to referral must ensure that the patient understands that a vasectomy is a permanent sterilisation procedure. It should also be made clear to patients that the NHS, other in exceptional individual circumstances will NOT fund reversal of the procedure.



Referrers should indicate why sterilisation is required and provide evidence of previous obstetric history and use of contraception and give reasons and explanation of any intolerance. 



The Vasectomy service should not be confused with (and sits outside) essential and additional General Medical Services (GMS) or Personal Medical Services (PMS) already provided by Primary Care.



Contraindications to treatment include:



· Previous scrotal surgery

· Hydrocele / varicocele

· Inguinal hernia

· Cryptorchidism

· Gross obesity: BMI>35

· Anticoagulant therapy

· Coagulation disorders

· Drug or alcohol misuse

· A history of an allergy to local anaesthetic

· A history of fainting easily

· Patient refusal of local anaesthetic

· Those deemed unsuitable for local anaesthetic



Surgery should be delayed if the following conditions are present:



· Scrotal skin infection

· Active sexually transmitted disease

· Balanitis

· Epididymitis

· Orchitis



Vasectomy Service Description



Providers delivering this service must provide:



Pre Vasectomy Counselling / Outpatient Appointment prior to Surgery.



a) Providers will offer an appointment to ensure that the patient is fully informed of the purpose of vasectomy and determine the patients understanding of the procedure and decision that is being taken within the context of the service providing a full range of information about and access to other long-term reversible methods of contraception. This will include information on the advantages, disadvantages and relative failure rates of each method. Ideally the first consultation should be delivered to both the patient and their partner. Men should be informed that reversal operations or intracytoplasmic sperm injections are rarely provided within the National Health Service.



b) All verbal counselling will be supported by accurate, impartial printed or recorded information (in translation, where appropriate and possible), which the person requesting sterilisation may take away and read before the operation. 



c) Care will also be exercised in discussions with people taking decision during pregnancy, or in reaction to a loss of relationship, or who may be at risk of coercion by their partner or family or health or social welfare professionals. Providers should also be aware and take account of cultural, religious, psychosocial and other psychological issues, some of which may have implications beyond fertility.



d) Men will be informed that vasectomy has an associated failure rate and that pregnancies can occur several years after vasectomy. The rate should be quoted as approximately one in 2000 after clearance has been given.



e) The provider will complete a full medical history and examination to rule out any conditions that may complicate the procedure or result in complications.



Evidence of understanding all of the key points above will be obtained from the patient and their partner via patient documentation. The documentation will cover:



a) That undertaking the procedure is viewed as a permanent form of contraception.

b) Details of the procedure to be undertaken and the arrangements that the patient should make on the day of the operation.

c) Details of post operative testing required and precautions that should be undertaken following the procedure until such time as the testing confirms sterilisation is complete.

d) Details of any contra indications or complications that may occur as a result of the operation and how to access the provider (not their registered GP) for advice or actions on any complications that may occur including those complications requiring urgent medical attention.

e) The documentation should include the agreed date of the operation.

f) That a complete history and examination has taken place.



Surgical Operation



a) The operating doctor will ensure that the information exchange as detailed above has been completed and be satisfied that the patient does not suffer from concurrent conditions which may require an additional or alternative procedure or precaution.



b) The provider is required to ensure that all premises and equipment meet the required standards for delivery of an invasive vasectomy service (please see the Facilities and Equipment section and Appendix B for details). 



c) Except when technical considerations dictate otherwise, a non-scalpel approach should be used to identify the vas, as this results in a lower rate of early complications.



d) Vasectomy will be performed under local anaesthetic wherever possible. Where there are contraindications to vasectomy under local anaesthesia a general anaesthetic may be necessary in which case the patient will be referred to secondary care for the procedure.



e) The provider will ensure that all personnel involved in the vasectomy service are appropriately qualified and accredited to undertake this service.



f) Patients will receive written advice about post operative care and post operative semen analysis including the use of effective contraception until azoospermia has been confirmed.



g) The post operative care will include how to access the provider for advice or action for any complications that may occur.



Post Vasectomy Testing



Providers are required to provide patients with appropriate information about post vasectomy semen analysis and how to access the service to undertake a sperm count 16 weeks after the procedure to check for azoospermia and proceed accordingly. Providers will make their own arrangements as part of the procedure tariff to arrange a suitable supplier of post-vasectomy semen testing. In the event of sperm being present a fresh sample 7 months after the procedure should be provided, a special clearance can be considered when <10,000 non motile sperms are present in a fresh sample (see guidelines: http://www.fsrh.org/pdfs/MaleFemaleSterilisation.pdf ).



a) The patient information will include the rules for provision of samples and how to ensure they arrive at the correct laboratory.



b) Information should include the notification procedure that the provider will follow with regard to semen analysis results to the patient and referrer.



c) The provider will make suitable arrangements for additional samples where the patient’s original samples fail to produce negative results.



d) Where a patient fails to produce negative results after a reasonable period the provider will offer a further operation to the patients at no extra cost to the commissioners.



e) The provider will refer to an appropriate primary care or other care pathway where alternative treatments are identified as required, e.g. counselling services, GUM clinic screening and management services for STI’s and HIV. 



f) A letter will be sent to the referring GP within 5 working days following Vasectomy surgery and following the final outcome. Patient records should be kept and include patient NHS number, DOB, postcode, referring GP and referring GP code.



Facilities and Equipment



The Provider will provide the reception, consulting rooms, theatre rooms and other conveniences, and the necessary equipment both administrative and clinical, such that the patient will receive an appropriate service when he attends for surgery. 



As a minimum the provision of adequate equipment should include an appropriate room fitted with a couch and with adequate space and equipment for resuscitation.



Capital costs for these facilities will be met by the Provider.



The provider will be expected to provide evidence that the facility is fit for purpose in that it complies with national guidelines for minor surgery. The operating theatre will need to have in place:



· Oxygen supply for emergencies

· Suction appliance

· Patient monitoring equipment i.e. pulse oxymeter

· A selection of appropriate Guedel airways

· A panic alarm



The Provider will ensure that all relevant Quality standards are adhered to in the delivery of the commissioned service, particularly with reference to Infection Control.



The Provider will provide a smoke-free environment for patients and staff in accordance with the policy of the Commissioners and will undertake the relevant smoking status assessment, advice and referral. 



The premises should have good disabled access in line with current legislation. Providers should have in place appropriate health and safety and risk management systems and premises that are safe and patient friendly. In addition the provider will meet the costs of all consumables and sterilisation costs as set out in Appendix B.



The service opening hours must reflect the needs of the patients.



Staff training, competencies, supervision and accreditation



Providers / operators will hold one or more of the following:



· Competency certificate gained following training with a general surgeon or other specialist training provision

· Diploma of the Faculty of Family Planning from the Faculty of Family Planning and Reproductive Healthcare www.ffprhc.org.uk and have a certificate in Local Anaesthetic Vasectomy surgery, issued by FFPRHC

· Diploma from the Royal College of Obstetricians and Gynaecologists (DRCOG) www.rcog.org.uk

· Certificate from the British Association of Sexual Health (BASHH)

· Member of the British Association of Non-Scalpel Vasectomy (BANSV)



Doctors with no prior experience will be supervised for ten operating sessions or 40 procedures, whilst doctors with relevant prior surgical experience will perform eight supervised procedures.



All team members to have an annual appraisal and personal development plan and assessed   Staff will be assessed according to the Knowledge and Skills Framework. Providers must ensure that all staff attend update and refresher courses as appropriate.



The provider will ensure there is an appropriate induction process and that all staff will receive Continuous Professional Development training opportunities, access to relevant the Commissioners information and bulletins; relevant health-specific training e.g. manual handling; and relevant non health-specific training e.g. fire procedures. 



There will be a lead senior healthcare professional with clear lines of accountability and responsibility with regular meetings to ensure effective communication.

The Provider will employ or otherwise provide sufficient clinicians and administrative staff, and deploy sufficient management resources, to meet the commissioned service requirements as set out in this specification. The Provider will confirm continuity of service to the Commissioner with contingency plans will be in place to achieve this.

Providers must be registered and provide a service which complies with the requirements of the Vascular Society of Great Britain and Ireland. Prove of registration is required.

Providers will be required to demonstrate appropriate training, competency and experience and planned appropriate access to secondary care advice and services when necessary. 



Reliability / failure to provide services



The community service will provide cover during period of absence from annual leave, sickness or training. If in the unlikely event a whole team is affected and service provision fails, colleagues from other teams should be called upon to provide essential services; plans should be in place for this. 



Infection Control



The Commissioner expects the Provider to comply with the Code of Practice for the Prevention and Control of Healthcare Associated Infections, implement best practice from Saving Lives in respect to hand hygiene and to adhere to all DH and the Commissioners guidance. 



Accessed via:

https://www.gov.uk/government/organisations/department-of-health 



The clinical environment conforms to the commissioner’s Treatment Room Standards determined through the Treatment room standard audit tool.  In areas that are not complaint a risk self-assessment should be completed. Where there are not adequate controls in place to mitigate against the risk, the practice will contact the Infection Control Nurse to agree appropriate action.



· Compliance to the commissioners Guidance on sharps disposal. 

· Compliance to the commissioners Standard precautions.

· All staff undertake annual infection control staff training. 

· Ensure timely notification of Health Care Acquired Infections (HCAI) to the commissioner  

· All staff involved in the delivery of this service have current immunisation against Hepatitis B.

· The provider will follow the current Occupational Health Guidance for the management of needle stick/sharp injuries. Each needle stick/sharps injury should be reported to the Commissioner 



3.3	Population covered



The services shall be available to patients registered with a Commissioners General Practitioner, who are usually resident within the geographical footprint of the area served by the Commissioner or who are not registered with any General Practitioner at all, or for whom the CCG is otherwise the Responsible Commissioner in accordance with National Guidance.   



A referred patient shall only be counted once for the purposes of any part of the service, from referral for assessment or treatment, to discharge, where the service provided is deemed to be part of a completed continuum of care.  This continuum shall be described as a ‘spell’.



3.4	Any acceptance and exclusion criteria and thresholds



Services not specifically stated as part of this specification are excluded from this schedule.  Any services provided outside the terms of the specification must have the Commissioners specific consent in advance via the Individual Funding Request process.  The Commissioners will not pay for any activity not so authorised.  





3.5	Interdependence with other services/providers







		 



		

4.1	Applicable national standards (eg NICE)



The provider will ensure compliance with all current and future relevant NICE guidance and carry out regular compliance audits.

In addition to ensuring that the quality areas highlighted in this specification are delivered, The Commissioner requires the provider to ensure that the service outlined in the specification is delivered with appropriate adherence to any national standards / guidance for the service itself and for particular professional qualifications, skills, experience and competency particular to it. 

The service provided shall meet the relevant National quality standards as set out below.



The service provided shall meet the relevant National quality standards as defined by the British Association of Urological Surgeons.

Overview

These Quality Standards set out the requirements of the Commissioner on the provider with regard to the quality of all services they provide. The Commissioner and provider agree that the following statements define and underpin a quality service and should be reflected throughout all services provided in the specification. 

These standards maybe reviewed and updated to reflect change in best practice and emerging national or local good clinical/healthcare practice. The commissioner may also notify the Provider of what further information may be reasonably required in order to monitor the Providers performance against additional quality standards identified, and the Provider shall supply such information. 

In line with the Commissioners Clinical Quality & Patient Safety Strategy, the provider will work towards quality standards that capture the following critical components:-

· The clinical effectiveness of the treatment/healthcare intervention 

· The safety of the treatment/healthcare intervention 

· The patient experience of their journey through the treatment/healthcare intervention 



 Services commissioned should:

· deliver good levels of access

· use clinical evidenced based practice 

· deliver safe patient care

· meet patient expectations for dignity and respect



In addition, the provider will continually work towards developing and improving the quality of the services it offers, not just restricted to the clinical aspects of care, but will include the entire patient experience.  

Standards 

The Provider will comply with all requirements for registration with the Care Quality Commission (CQC), including an ongoing programme of self assessment and collation of supporting evidence and assessment of patient experience for each CQC regulation and supply the Commissioner with a copy of any on going reporting required under CQC registration. 

Infection Control



The Commissioner expects the Provider to comply with the Code of Practice for the Prevention and Control of Healthcare Associated Infections, implement best practice from Saving Lives in respect to hand hygiene and to adhere to all DH and the Commissioners guidance. 



Accessed via:

https://www.gov.uk/government/organisations/department-of-health 



The clinical environment conforms to the commissioner’s Treatment Room Standards determined through the Treatment room standard audit tool.  In areas that are not compliant a risk self-assessment should be completed. Where there are not adequate controls in place to mitigate against the risk, the practice will contact the Infection Control Nurse to agree appropriate action.



· Compliance to the commissioners guidance on sharps disposal. 

· Compliance to the commissioners standard precautions.

· All staff undertake annual infection control staff training. 

· Ensure timely notification of Health Care Acquired Infections (HCAI) to the commissioner  

· All staff involved in the delivery of this service have current immunisation against Hepatitis B. 

· The provider will follow the current Occupational Health Guidance for the management of needle stick/sharp injuries. Each needle stick/sharps injury should be reported to the Commissioner 







      Patient Experience

Patients and or carers receive relevant information in a format which is appropriate for the patient’s individual needs. Some examples of relevant information can be accessed via:

http://www.patient.co.uk/health/Vasectomy.htm



The provider will be expected to demonstrate that patients are actively engaged and involved in service development and evaluation.



The Commissioner aims to ensure that information about patient experience is used systematically to support the review of services provided to patients.  We expect that the Provider will give patients the opportunity to comment on their experience of using services on an ongoing basis, through patient surveys, Patient and Public Involvement work, PALS, complaints and other activities.  It is expected that surveys will be repeated annually or earlier if indicated by previous survey results. 



Providers should demonstrate how systemic patient feedback is being used to shape and improve services through the collation, analysis and actioning patient satisfaction survey outcomes. 

Complaints: The Provider shall have in place a complaints process that comply with all the requirements in the Local Authority Social Services and National Health Service Complaints (England) Regulations 2009 February 2009 and have in place systems of investigation and learning to prevent recurrence of complaints. The provider will ensure complaints against this service are included in the required annual complaints report. 

Patient Safety 

The provider should contemporaneously report any Serious Incident (SI) following the commissioners Serious Incident policy. The responsibility to investigate incidents remains the responsibility of the service provider. Reported incidents will include any emergency admissions or deaths or that may have been due to the usage of drugs or the relevant underlying medical condition. This is in addition to a practitioner's statutory obligations.

The provider shall report and investigate “Never Events” in accordance with the NPSA Never Events framework. The provider will undertake the investigation in partnership with a representative from the Commissioner 

The provider shall ensure that patient safety alerts and recommendations which require action are acted upon within required timescales in accordance to the CQC registration requirements.

Staff involved in this service should have a DBS check.

Consent 



Informed consent must be taken and recorded in the patients notes. This requires that the patient is given sufficient information (usually in written form) about the procedure; this must include risks, benefits and alternative treatments. When gaining consent practices should consider issues of children and vulnerable adults with regards to the Mental Health Capacity Act and Gillick Competency. 



EQUALITY AND DIVERSITY



Equality, Diversity and Inclusion



The provider will take measures to ensure that service users from a diverse range of BME communities, including service users from non-established and/or unrepresented refugee communities and disables service users, are aware of the service, able to access it and have their needs met appropriately.



The provider will use appropriate communication methods as required (e.g. interpreters, sign language, literature and documentation in required languages).





Equality of Access and Non Discriminatory Practice



The provider will not discriminate between patients on the grounds of gender (including gender reassignment), age, ethnicity, disability, religion/belief (including no belief), sexual orientation, or any other non-medical characteristics.



The provider will provide assistance for patients who do not speak, read or write English of have communication difficulties (including limitation hearing, visual, oral or learning impairments).



The provider shall provide to the commissioner information to effectively monitor the access to services and to fulfil all legal obligations. This should include providing information on:



a) Action taken to monitor the equality of access to the service

b) Findings from the monitoring

c) Action taken to fulfil the provider(s) obligations under the Law

d) Equality impact assessments



Protection of Vulnerable Adults



The provider must work within the Commission for Social Care Inspection Safeguarding Adults’ procedures and guidelines (2007) and The Vulnerable Adult Protection Committee adult protection policy (2008). The aim is to ensure that all responsible agencies and individuals work together to prevent abuse and safeguard adults where possible, and where preventative measures fail, to deal sensitively and effectively with incidents of abuse.



In order to comply with these requirements the provider must have:



· Senior management commitment to the importance of safeguarding and promoting the welfare of vulnerable adults

· A clear statement of the service’s responsibilities towards vulnerable adults available for all staff

· A clear line of accountability within the organisation for work on safeguarding and promoting the welfare of vulnerable adults

· Service development that takes into account the need to safeguard and promote welfare and is informed by the views of service users, families and carers

· Effective interagency working to safeguard and promote the welfare of vulnerable adults

· Arrangements for appropriate and proportional information sharing in response to safeguarding concerns



Promoting Equality and Diversity



The commissioner values all of its patients and is determined to be proactive in relationships with those that experience inequality and discrimination.



The Provider must be committed to fulfilling its general and specific duties under the Race Relations (Amendment) Act 2000, the Disability Discrimination Act 1995, the Equality Act 2006 and all other equality and anti-discriminatory legislation and guidance relating to health care services and in the workplace, including Duties under the new Equality Bill which comes into force in October 2010. Relevant legislation is listed in the commissioners Single Equality Scheme.



INFORMATION AND PERFORMANCE REQUIREMENTS



Clinical Audit



An audit schedule will be agreed with the provider during each financial year. Following discussion and agreement audit reports may include details of SUIs, patient complaints and referral criteria compliance. 



The Provider will record all service activity on an electronic Patient Administration System (PAS) in a timely and accurate fashion.



Activity data includes:

· Referral numbers

· The register of patients who have undergone surgery

· Postoperative complication rates

· Postoperative infections

· DNA rates

· Postoperative pregnancy rates (vasectomy only)

· Return rate for second sample (vasectomy only)

· Post vas pain syndrome (vasectomy only)



Activity data should be supplied to the Commissioner within 15 days of the month end and quarterly reconciliations should be implemented to ensure accuracy of data. In addition, the Provider will provide supplementary information as reasonably requested by the Commissioner based on a minimum data set. 

Failure to supply agreed information may result in the withholding of payments by the Commissioners for the month or quarter in question at a rate of 10% of patient referrals in the said month or quarter.

The Commissioner and the Provider will jointly monitor and review the in-year activity for the service on a quarterly basis.  The Commissioners may require additional information from the Provider to enable them to monitor other performance targets including those in the Local Delivery Plan and to meet any reporting requirements of Choose and Book.



Any disputes concerning performance or payment shall be dealt with by the Contracting Process.



Confidentiality of patient information, records and notes shall comply with the Commissioners policies and DPA.



The Commissioners expects the Provider to meet as a minimum standard waiting time guarantees; this includes that the service should aim to exceed the national access targets by offering all appointments within 6 weeks. The Commissioners reserves the right to offer a patient an appointment elsewhere if the waiting time maximum cannot be met.  



The provider should aim to meet the following targets:



· First out-patient appointment (if applicable) within 2 weeks of referral

· Patients will be able to agree a treatment date within 4 weeks of the first out-patient appointment

· 85% of patient operations will be seen on time and 100% of patients will be seen within 15 minutes of their operation



Providers will be required to demonstrate active engagement with patients in evaluating services. Providers should demonstrate how systemic patient feedback is being used to shape and improve services.



The Provider will record, code and store all patient referral, treatment and outcome information in such a way that regular information can be supplied to the Commissioners.  Clinical outcome data should be made available as requested by the Commissioner.  



The responsibility for the timely supply of information rests with the Provider.  Failure to provide accurate and timely information may result in a financial adjustment to the contract. 



The Provider will ensure that patients meet all waiting time parameters as and will provide appropriate forecasting information as required to meet Department of Health and Commissioner Specifications.   Failure to meet national standards on waiting times (18 week pathway) may result in a financial adjustment to the contract.





Appendix A



PROVIDER PERFORMANCE QUALITY MONITORING



Holding Providers to Account



In respect of safe quality services Providers will be held to account in relation to clinical governance through the following processes:

· Evidence provided to commissioners – example: poor GRS results

· Contract review meetings

· Meeting service level agreement contract statements

· Commissioner assessment visits



Clinical Quality Indicators and outcomes

The Commissioner may from time to time request additional quality data relating to specific clinical indicators and outcomes.  This data should be available on a quarterly basis or as otherwise agreed.  Examples may be drawn from the following:

		Clinical Quality Indicators

		Expected Clinical Quality Outcomes



		Post service complications e.g. bleeding; infection rates; wound healing/rupture; pain; injury and specialty specific complications

		-Rapid assessment and diagnosis of a patients’ condition



-Reduced waiting and travel times for patients



-Referral to secondary care only when necessary



-Reduced risk of complications to patients 



-Care will be focused on patient needs

-Care will be provided in a community setting



-Communication of episode outcome communicated to patients own GP and/or secondary care by the community service 



-Reduced cost of service provision



-Patient choice of available appointment days increased



		Patient/ service user outcomes e.g. did the intervention resolve the condition as expected

		



		Death Rates

Service Improvement notices

		



		Cancellations

		



		Waiting times 

		



		Readmission rates

		



		Average time taken for each procedure (using reference costs/HRG info)

		



		Average length of stay for procedures 

		



		Average length of stay in community hospitals

		



		Action plans relating to areas identified as needing improvement

		



		Staffing establishments

		





Appendix B

Equipment and Facilities

The following criteria, outlined in detail below, must be fully achieved. All criteria will be subject to annual audit.

1. 	Satisfactory Facilities

· Access to suitably trained and competent support staff.

· Consultation room and examination room with good lighting with adequate facilities for diagnosis and treatment procedures.

· Toileting facilities.

· A surgical suite and operative equipment that meets the standard national requirements necessary to undertake surgery procedures. 

         This should include:

· Appropriate range of ancillary equipment for all procedures

· Antibiotic policy	            )

· Anticoagulation policy		)

· Diabetic policy			)

· Sedation policy 		)  available in electronic and paper formats

· Consent policy		)

· Resuscitation policy		)

· Radiology policy		)

· BSG & DH guidance (adherence on decontamination and traceability)

· Correctly functioning diathermy equipment

· Haemostasis equipment to control unexpected bleeding

· Recovery area

· O2 / BP / ECG monitoring Equipment

· Resuscitation equipment and recovery area compliant with policy.

· Administrative support and appropriate support staff to ensure the clinics run efficiently and decontamination issues are dealt with in an appropriate manner.

· Mentoring support and clinical network facilities

· The provider will work with the Commissioners to ensure facilities are up to date and that their patients have access to any new innovations suited to the primary care setting.



Drugs and equipment necessary for resuscitation are the responsibility of the surgeon and should be available immediately when required. Checking procedures should be carried out prior to each surgical session.



4.2	Applicable standards set out in Guidance and/or issued by a competent body (eg Royal Colleges) 



4.3	Applicable local standards







		5.	Applicable quality requirements and CQUIN goals



		

0. Applicable Quality Requirements (See Schedule 4A-D) 



0. Applicable CQUIN goals (See Schedule 4E)







		6.	Location of Provider Premises



		

The Provider’s Premises are located at: 

School Lane Surgery, Thetford, Norfolk, IP24 2AG





		7.	Individual Service User Placement
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This Contract records the agreement between the Commissioners and the Provider and comprises 



1. the Particulars;



2. the Service Conditions (Shorter Form);



3. the General Conditions (Shorter Form),



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

SIGNATORY’S

NAME] for

and on behalf of 

[INSERT PROVIDER NAME]

		

……………………………………………………….

Title



……………………………………………………….

Date














		SERVICE COMMENCEMENT AND CONTRACT TERM



		



		Effective Date



		[The date of this Contract] [or as specified here]



		Expected Service Commencement Date



		1 October 2016



		Longstop Date



		Not applicable



		Service Commencement Date



		1 October 2016



		Contract Term

		3 years commencing 1 October 2016

(or as extended in accordance with Schedule 1C)



		Option to extend Contract Term



		YES



		Notice Period (for termination under GC17.2)

		6 months



		SERVICES

		



		Service Categories

		Indicate all that apply



		Continuing Healthcare Services (CHC)



		



		Service Requirements



		



		Essential Services (NHS Trusts only)

		NO





		PAYMENT



		



		Expected Annual Contract Value Agreed

		NO





		GOVERNANCE AND REGULATORY

		



		Provider’s Nominated Individual 

		[                ]

Email:  [                    ]

Tel:      [                     ]



		Provider’s Information Governance Lead

		[                ]

Email:  [                    ]

Tel:      [                     ]



		Provider’s Caldicott Guardian



		[                ]

Email:  [                    ]

Tel:      [                     ]





		Provider’s Senior Information Risk Owner



		[                ]

Email:  [                    ]

Tel:      [                     ]



		Provider’s Accountable Emergency Officer



		[                ]

Email:  [                    ]

Tel:      [                     ]



		Provider’s Safeguarding  Lead



		[                ]

Email:  [                    ]

Tel:      [                     ]



		Provider’s Child Sexual Exploitation Lead



		[                ]

Email:  [                    ]

Tel:      [                     ]



		Provider’s Mental Capacity and Deprivation of Liberty Lead



		[                ]

Email:  [                    ]

Tel:      [                     ]



		Provider’s Freedom To Speak Up Guardian

		[                ]

Email:  [                    ]

Tel:      [                     ]



		CONTRACT MANAGEMENT



		



		Addresses for service of Notices



		Co-ordinating Commissioner:  

Jo Smithson

NHS Norwich CCG

Room 202, City Hall, St Peters Street, Norwich, Norfolk,NR2 1NH

Jo.Smithson@nhs.net



Commissioner:

Mark Taylor

NHS North Norfolk CCG

1 Mill Close, Aylsham, Norfolk, NR11 6LZ

Mark.Taylor25@nhs.net



Commissioner:

Antek Lejk

NHS South Norfolk CCG

Lakeside 400, Old Chapel Way, Broadlands Business Park, Thorpe St Andrews, Norwich, Norfolk, NR7 0WG

Antek.Lejk@nhs.net



Commissioner:

Dr Sue Crossman

NHS West Norfolk CCG

King’s Court, Chapel Street, Kings’ Lynn, Norfolk, PE30 1EX

Sue.Crossman@nhs.net



Provider:    [                ]

Address:  [                   ]

Email:      [                    ]





		Commissioner Representative(s)









		NHS NEL Commissioning Support Unit

Address:  CHC Contracts Team, Lakeside 400, Old Chapel Way, Broadland Business Park, Norwich, NR7 0WG

Email:  NELCSU.CHCcontracts@nhs.net





		Provider Representative

		[                  ]

Address:  [                   ]

Email:   [                    ]

Tel:   [                    ]










SCHEDULE 1 – SERVICE COMMENCEMENT 

AND CONTRACT TERM



A. [bookmark: _Toc428907601]Conditions Precedent





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



		

1. Evidence of appropriate Indemnity Arrangements EMBED DOCUMENT



2. Evidence of CQC registration EMBED DOCUMENT











C. Extension of Contract Term



 To be included only in accordance with NHS Standard Contract Technical Guidance.





1. As advertised to all prospective providers during the competitive tendering exercise leading to the award of this Contract, the Commissioners may opt to extend the Contract Term by 24 months (2 years) but not beyond the 30th September 2021.



2. If the Commissioners wish to exercise the option to extend the Contract Term, the Co-ordinating Commissioner must give written notice to that effect to the Provider no later than 6 months before the original Expiry Date.



3. The option to extend the Contract Term may be exercised:



3.1  only once, and only on or before the date referred to in paragraph 2 above;



3.2  only by all Commissioners; and



3.3  only in respect of all Services



4. If the Co-ordinating Commissioner gives notice to extend the Contract Term in accordance with paragraph 2 above, the Contract Term will be extended by the period specified in that notice and the Expiry Date will be deemed to be the date of expiry of that period. 





[bookmark: _Toc428907602]


SCHEDULE 2 – THE SERVICES



A. [bookmark: _Toc428907603]Service Specifications







		













B. Indicative Activity Plan



		Not Applicable









D. Essential Services (NHS Trusts only)



		Not applicable









G. [bookmark: _Toc428907605]Other Local Agreements, Policies and Procedures





		Policy

		Date

		Weblink





		Individual Case Arrangement template



		Date of document, and as updated.

		TBC



		Individual Case Arrangement (Fast Track)



		Date of document, and as updated.

		TBC



		Norfolk CCG CHC Policy Nursing and Residential



		April 2016

		





		Invoicing Guidance



		June 2015

		







		Provider Complaints Policy



		

		EMBED PROVIDER COMPLAINTS POLICY














J.  Transfer of and Discharge from Care Policies





		Not applicable]
















K. Safeguarding Policies and Mental Capacity Act Policies



		Protection of Vulnerable Adults

The Provider must work within the guidance provided by The Care Act 2015, the Care Quality Commission, the DH plus the local policies, procedures and legislative guidance produced by the Norfolk Adult Safeguarding Board.  Further information is available via the following links:

http://www.norfolksafeguardingadultsboard.info/professionals/policy-procedures-and-legislative-guidance/

http://www.norfolksafeguardingadultsboard.info/



All responsible agencies and individuals must work together sharing appropriate information in order to prevent abuse and safeguard adults at all times, and where preventative measures fail, to deal sensitively and effectively with incidents of abuse.

The Provider may be asked to supply evidence to demonstrate compliance with the above safeguarding vulnerable adult responsibilities as per the document embedded below:



 

Protection of Children

All organisations that provide Services to children, or come into contact with children while delivering their Services, share a responsibility to safeguard and promote their welfare.  The Provider must ensure that safeguarding children is an integral part of their governance systems.  This responsibility is underpinned by a statutory duty under Section 11 Children Act (2004) which requires all NHS funded Services to discharge their function with regard to the need to safeguard and promote the welfare of children.

The National Service Framework for Children, Young People and Maternity Services (2004) and Care Quality Commission Standards (formerly Standards for Better Health (2004) Core Standard C2) detail the requirements needed to ensure NHS bodies, or Providers commissioned to deliver NHS Services, meet their statutory duties in relation to safeguarding children.

As per Service Condition SC32.2 the Provider is expected to comply with the procedures and protocols agreed by the Norfolk Safeguarding Children Board (NSCB) which are published via the following links:

http://www.norfolklscb.org/

http://www.norfolklscb.org/about/policies-procedures/policies-and-procedures/



The Provider will participate in effective interagency working to safeguard and promote the welfare of vulnerable and looked after children, and may be asked to supply evidence to demonstrate compliance with the above safeguarding children responsibilities as per the document embedded below:









Provider Safeguarding Policies:

EMBEDD PROVIDER SAFEGUARDING POLICIES



Provider Mental Capacity Act Policy:

EMBED PROVIDER MCA POLICY














SCHEDULE 3 – PAYMENT



A. Local Prices





		Insert template in respect of any departure from an applicable national currency; insert text and/or attach spreadsheets or documents locally 









F. Expected Annual Contract Values



		Not Applicable
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SCHEDULE 4 – QUALITY REQUIREMENTS



A. [bookmark: _Toc428907609]Operational Standards and National Quality Requirements





		Ref

		Operational Standards/National Quality Requirements



		Threshold

		Method of Measurement

		Consequence of breach

		Timing of application of consequence

		Applicable Service Category



		1

		Duty of candour

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

		Review of Service Quality Performance Reports 

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



		Monthly

		All







In respect of the Operational Standard shown in bold italics the provisions of SC36.17A apply.

*(as further described in Technical Guidance for Commissioners, available at https://www.england.nhs.uk/ourwork/futurenhs/deliver-forward-view/)




SCHEDULE 4 – QUALITY REQUIREMENTS



C. Local Quality Requirements



		Quality Requirement



		Threshold

		Method of Measurement

		Consequence of breach

		Timing of application of consequence

		Applicable Service Specification



		Not applicable



		

		

		

		

		







SCHEDULE 4 – QUALITY REQUIREMENTS



D. [bookmark: _Toc343591404]Commissioning for Quality and Innovation (CQUIN)





CQUIN Table 1:  CQUIN Schemes (DRAFT – in anticipation of publication of NICE guidance [GID-QS10009].  Anticipated publication date: December 2016)



		Name of Indicator

		Oral Health Promotion in the Community



		Description of indicator

		The aim of this CQUIN is to to improve oral health care for patients in receipt of domiciliary care in the community in line with the NICE Guidance. This Guidance is in development and anticipated to be published in December 2016.

  

· Oral health champion in each Provider organisation

· Evidence of the use of appropriate Oral Health assessment tool

· Education programme for staff in each Provider organisation 

· Oral health care plans to be completed for patients



		Numerator

		All patients to receive improved oral health care in the community in line with the recommendations in the NICE guidance in development [GID-QS10009]. Anticipated publication date: December 2016







		Denominator

		1. The number of CHC patients who have been screened using an appropriate Oral Health Assessment Tool

1. The number of CHC patients who have a completed Oral Health Care Plan





		Rationale for inclusion

		The National Institute for Health and Care Excellence (NICE) has been asked by the Department of Health (DH) to develop a public health guideline for oral health promotion in the community. 



Poor oral health in adults has wide ranging health implications beyond the obvious acute symptoms of pain and discomfort in and around the mouth and jaw (Oral healthcare for older people 2020 vision British Dental Association 2012). Poor oral health, whether it is chronic or acute, may impact on nutritional intake, disrupt routine sleep patterns and affect quality of life and general health. Symptoms of chronic conditions may be further exacerbated by the associated pain. Difficulty eating, restricted food choice and lack of sleep may sometimes lead to increased agitation, anxiety and confusion. 



The relationship between oral health, general health and a range of risk factors (for example mouth cancer, cardiovascular disease, aspiration pneumonia) was reported as poorly understood by frontline staff, if at all. A proportion of frontline staff said they were reluctant to carry out activities related to oral health – more so than carrying out activities related to incontinence. This indicates an important need to reduce variation and promote improvements in practice across care home providers 

Link to the NICE.org.uk webpage:

https://www.nice.org.uk/guidance/GID-QS10009/documents/html-content 



		Data source

		Domiciliary Care Providers



		Frequency of data collection

		Monthly 



		Organisation responsible for data collection

		Domiciliary Care Providers



		Frequency of reporting to commissioner

		Quarterly 



		Baseline period/date

		October 2016



		Baseline value

		1. The number of CHC patients who have been screened using an appropriate Oral Health Assessment Tool in October 2016

1. The number of CHC patients who have a completed Oral Health Care Plan in October 2016



		Final indicator period/date (on which payment is based)

		March 2017



		Final indicator value (payment threshold)



		As defined by the quarterly deliverables below.



		Rules for calculation of payment due at final indicator period/date (including evidence to be supplied to commissioner)

		Domiciliary Care Providers will:

· Ensure recommendations included within the NICE Guidelines (final) are embedded within the provider’s policies. 

· Develop effective approaches to promoting oral health, preventing dental health problems and ensuring access to dental treatment when needed. 

· Ensure there is an oral health champion in each provider organisation.

· Provide evidence of the use of an appropriate Oral Health Assessment Tool with patients

· Provide evidence of an Oral Health education programme for staff in each provider organisation.

· Ensure oral health care plans are completed for patients



Deliverables



1. The number of CHC patients who have been screened using an appropriate Oral Health Assessment Tool

1. The number of CHC patients who have a completed Oral Health Care Plan







		Final indicator reporting date

		10 working days after 31st March 2017



		Are there rules for any agreed in-year milestones that result in payment?

		No.



		Are there any rules for partial achievement of the indicator at the final indicator period/date?  

		TBC









CQUIN Table 2: CQUIN Variations

		Not Applicable

















SCHEDULE 6 – CONTRACT MANAGEMENT, REPORTING AND INFORMATION REQUIREMENTS





A. [bookmark: _Toc428907617]Reporting Requirements



		

		

Reporting Period



		

Format of Report

		

Timing and Method for delivery of Report



		National Requirements Reported Centrally

		

		

		



		1. As specified in the list of omnibus, secure electronic file transfer data collections and BAAS schedule of approved collections  published on the HSCIC website to be found at http://www.hscic.gov.uk/article/5073/Central-Register-of-Collections 

where mandated for and as applicable to the Provider and the Services



		As set out in relevant Guidance

		As set out in relevant Guidance

		As set out in relevant Guidance



		National Requirements Reported Locally



		

		

		



		1. Activity and Finance Report (note that, if appropriately designed, this report may also serve as the reconciliation account to be sent by the Provider under SC36.12) 





		Monthly

		As per invoicing requirements

		As per invoicing requirements



		2. Service Quality Performance Report, detailing performance against Operational Standards, National Quality Requirements, Local Quality Requirements, Never Events and the duty of candour

		Quarterly



Never Events and the duty of candour to be reported immediately

		As per Local Requirements reported Locally

		As per Local Requirements reported Locally



		3. CQUIN Performance Report and details of progress towards satisfying any Quality Incentive Scheme Indicators, including details of all Quality Incentive Scheme Indicators satisfied or not satisfied

		Quarterly

		For provider to determine

		Baseline report: 10 working days after 31 October 2016

Final report:10 working days after 31st March 2017



		4. Complaints monitoring report, setting out numbers of complaints received and including analysis of key themes in content of complaints

		Annually

		



		Within one month of end of reporting period

Send to NELCSU.CHCcontracts@nhs.net





		5. Summary report of all incidents requiring reporting

		Annually





		



		Within one month of end of reporting period

Send to NELCSU.CHCcontracts@nhs.net





		Local Requirements Reported Locally



		

		

		



		1. Quarterly Quality Report

		Quarterly:

(1 October – 31 December)

(1 January – 31 March)

(1 April – 30 June)

(1 July – 30 September)



		As attached, please see Appendix A for full version







		Within 10 working days of the previous quarter  send to NELCSU.CHCcontracts@nhs.net







		2. Annual Self-Assessment Tool

		Annually

		





		NELCSU.CHCcontracts@nhs.net





		

Ongoing reporting requirements: 





a. Notification of Patient’s death or admission to hospital;







b. Change of contact details for provider, including change of registered manager;



c. Statutory notifications to the Care Quality Commission; 





d. Notification of changes in a Patient’s needs;



		

Ongoing





Within 24 hours (next working day)





As soon as practicable





As soon as practicable





Within 48 hours

		







Phone and email







Email





Email





Phone and email







		







01603 257243

NELCSU.CHCclinicalteam@nhs.net



NELCSU.CHCcontracts@nhs.net



NELCSU.CHCcontracts@nhs.net



01603 257243

NELCSU.CHCclinicalteam@nhs.net









*In completing this section, the Parties should, where applicable, consider the change requirements for local commissioning patient-level data flows which will need to be implemented from 01 April 2017 when the new national Data Services for Commissioners technical solution becomes operational. These change requirements will be published within the Data Services for Commissioners Resources webpage: https://www.england.nhs.uk/ourwork/tsd/data-services/resources











SCHEDULE 6 – CONTRACT MANAGEMENT, REPORTING AND INFORMATION REQUIREMENTS

C. [bookmark: _Toc428907618]Incidents Requiring Reporting Procedure



		Procedure(s) for reporting, investigating, and implementing and sharing lessons learned from: (1) Serious Incidents (2) Reportable Patient Safety Incidents (3) Other Patient Safety Incidents



		

The Parties recognise the primary importance of encouraging and supporting the reporting of incidents in order to promote learning and the improvement of patient safety. The Provider shall operate an internal system to record, collate and implement learning from all Patient Safety Incidents, and shall share such information with the Commissioner as the Commissioner reasonably requires, and in accordance with SC3.3. 

1. Serious Incidents

The Provider must notify deaths, Serious Incidents and other incidents to CQC, and to any relevant Regulatory or Supervisory Body or other official body, in accordance with Good Practice, Law and Guidance and to any relevant regulatory or supervisory body or other official body.

The Provider will also notify Commissioners of such incidents via NELCSU.CHCcontracts@nhs.net.  (please do not include patient identifiable information)

2. Reportable Patient Safety Incidents

The Provider shall regularly report Patient Safety Incidents to the Commissioner as above and shall ensure that the processes and principles set out in the NHS Serious Incident Framework are incorporated into the Provider’s organisational policies and standard operational procedures. 



3. Never Events

Never Events are serious patient safety events which are largely preventable, and the Provider shall ensure that Never Events shall be reported in accordance with the Never Events Policy Framework (http://www.england.nhs.uk/ourwork/patientsafety/)

The Provider shall investigate any Never Events or Serious Incident using appropriate Root Cause Analysis methodology as set out in the NHS Serious Incident Framework and relevant guidance or, where reasonably required by the Commissioner in accordance with the NHS Serious Incident Framework, commission a fully independent investigation. The outcome of any such investigation (including the investigation report and action plan) shall be reported to the Commissioner, by the Provider, within the timescales set out within the NHS Serious Incident Framework, and the Provider shall ensure that on-going progress against such action plans are reported to the Commissioner at least quarterly.



Provider Incident Reporting Policy/Procedure:

EMBED PROVIDER INCIDENT REPORTING POLICY








SCHEDULE 7 – PENSIONS





Not Applicable














SCHEDULE 8 – TUPE*

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



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



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



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



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



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



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



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



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



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



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



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



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



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



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



5. In this Schedule:



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



TUPE means the Transfer of Undertakings (Protection of Employment) Regulations 2006 and EC Council Directive 77/187 





*Note: it may in certain circumstances be appropriate to omit the text set out in paragraphs 1-5 above or to amend it to suit the circumstances  - in particular, if the prospect of employees transferring either at the outset or on termination/expiry is extremely remote because their work in connection with the subject matter of the Contract will represent only a minor proportion of their workload. However, it is recommended that legal advice is taken before deleting or amending these provisions.
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1. INTRODUCTION AND PURPOSE OF THIS POLICY

This Policy sets out the principles that the NHS Norwich Clinical Commissioning Group

(CCG), NHS North Norfolk CCG, NHS South Norfolk CCG, and NHS West Norfolk CCG will
apply in commissioning NHS Continuing Healthcare (NHS CHC). As such, this policy
relates to care commissioned by:

e NHS Norwich CCG

e NHS North Norfolk CCG
e NHS South Norfolk CCG
e NHS West Norfolk CCG

This Policy is applicable to both new and existing patients eligible for NHS
Continuing Healthcare. This Policy applies once an individual has received a
comprehensive, multidisciplinary assessment of his/her care and support needs and
the outcome shows that s/he has a primary health need and is therefore eligible for
NHS Continuing Healthcare funding.

The content of the Policy represents policy strands that CCGs had developed within
a guide. This is to ensure appropriate patient care and is in line with the National
Framework for NHS Continuing Healthcare and NHS-funded Nursing Care
November 2012 (Revised) (“the Framework”). It has been developed to provide a
common understanding of the CCGs’ commitments with respect to NHS CHC.

This policy ensures that:

e the patient’s assessed NHS CHC needs will be met by the NHS
e patients will not pay for NHS services at the point of delivery
e patients are safeguarded

2. CONTRACTUAL ARRANGEMENTS AND PATIENT PLACEMENT

2.1. INTRODUCTION

This section outlines the approach being taken by CCGs in Norfolk to ensure
continuity of care for patients eligible for NHS Continuing Healthcare (NHS
CHC) as they introduce a new contractual model for care homes. This policy
will apply to residential care homes but not to home care provision. For the
purposes of clarity and consistency, references in this document to “care
homes” includes both care homes with nursing and residential care homes.

This policy has been drafted in order to address a number of scenarios for
which both CCGs and the Commissioning Support Unit require an agreed
approach that can be implemented by the CSU contracts team.







Key principles:

CCGs will only place patients with providers with whom they hold a
contract for the provision of NHS CHC and which meets the quality and
patient safety standards within that contract.

Policies will seek to ensure that existing NHS CHC patients, insofar as
possible, are not moved between providers or their historically-provided
NHS funded care disrupted.

Patients will be informed, prior to check-listing, of the contractual status of
their current care provider. If the care provider does not hold an NHS
contract and does not wish to hold one, for the provision of NHS CHC,
options for alternative settings will be discussed with the patient and their
families.

Those providers that do not wish to provide NHS CHC will be enabled over
time to withdraw from the market in a managed way.

Where a patient lacks capacity to make decisions about their future care
options, a best-interest meeting will be called and contractual options
available considered.

For providers that have signed the new contract for provision of NHS CHC the
contracts will be mobilised as normal. This will provide continuity of care for
existing NHS CHC patients and choice for new patients seeking placements
funded by NHS CHC. The quality standards within the new contracts will
ensure that the CCGs can hold providers to account for the quality of care
they provide and ensure that the most complex and vulnerable patients are
well cared for.

2.2. SCENARIO PLANNING FOR PROVIDERS WHO NO LONGER
WISH TO PROVIDE NHS CONTINUING HEALTHCARE AND
PROVIDERS WHO ARE OUT OF AREA

Two scenarios have been identified for which a policy is needed:

An approach with regard to existing care homes that are no longer
choosing to provide NHS Continuing Healthcare under contract to the NHS
with regard to:
- Existing long standing NHS funded patients
- Residents of non-contracted care homes thinking about the
implications of being assessed for NHS CHC.
- Newly eligible patients

An approach with regard to provision of NHS CHC funded care outside the
CCGs’ areas.







2.3. CARE HOMES THAT ARE CHOOSING TO NO LONGER HOLD
A CONTRACT FOR THE PROVISION OF NHS CHC

Providers that choose not to continue to hold a contract with the NHS for the
provision of NHS CHC will not be made available on the choice menu for new
NHS CHC funded placements.

2.4. WITH REGARD TO EXISTING NHS CHC FUNDED PATIENTS
ALREADY ON NAMED PATIENT CONTRACTS WITHIN THESE
CARE HOME SETTINGS, AT THE POINT AT WHICH THE
CURRENT CONTRACT CEASES, OR FOR WHOM A DATE IS
TO BE AGREED FOR THE IMPLEMENTATION OF THIS POLICY
THE PROCESS WILL BE:

Patients may choose to remain within a care home which is no longer
willing to hold a contract for provision for NHS CHC. Where this is the case
a discussion will be held with the provider. Those patients who wish to stay
will be documented as a list of NHS CHC residents on a Named Patient
document where the CSU/ CCG will endeavour to secure continuing
placements for any existing NHS CHC patients at their current contracted
prices. Such providers with named-patient arrangements will be reviewed
annually, as a minimum. CCGs will still need to ensure that minimum CQC
standards of care are reached and that there are no patient concerns or
complaints about the standards of care being provided. The provider will
still be required to deliver the care requirements of the NHS CHC package.

Without a formal NHS CHC contract in place CCGs have few levers to
apply to ensure actions are taken to improve care overall but any concerns
would be communicated to the CQC; NHS funded patients may wish to
reconsider their ongoing placement with that provider. Providers who do
not hold an NHS Contract for NHS CHC will still be required to deliver a
degree of reporting and will still be required to meet CQC standards for
Care Homes.

Individual patients who choose to remain in homes that do not wish to
continue with an NHS contract for NHS CHC will be individually and
clinically reviewed in line with normal NHS CHC patient review schedules
for contracted providers. This can be monthly to annual reviews dependant
on clinical need.

Individual applications from non-contracted providers for inflationary uplifts
will be considered by the CCGs whose patients are placed. These are
unlikely if placements are above normal NHS CHC base rates.







e Existing NHS CHC Patients in non-contracted homes will be informed of
the non-contractual status on review. Patients will be offered the option to
move if they wish to and the options can be explored with them. In
exceptional circumstances, where patients wish to stay in a non-
contracted care home, and this is in the best interests of the patient,
discussions with that care provider will be held to see if they will accept
continuation of that patient’s care provision under named patient
arrangements.

e The intention is to reduce activity in non-contracted care providers as
patients move, become no longer eligible or come to the end of their lives.
This provides a managed transition for providers who wish to withdraw
from NHS provision of NHS CHC. The CSU clinical teams have lists
issued at regular intervals to ensure they know which care homes are
signed up to an NHS Contract for the provision of NHS CHC and those
that are not.

e Homes can seek to discharge a resident who is entitled to NHS CHC
where they do not wish to continue to provide NHS CHC. In these cases
all steps will be taken to support that patient and their family to find
alternative provision. Patients may be under pressure to refuse NHS CHC
funding and continue to self-fund. Staff need to be aware of this and
ensure that patients are given all the advice and support they need to
make the right decision for them.

2.5. WITH REGARD TO RESIDENTS IN NON-CONTRACTED
CARE HOMES

Patients within non-contracted care homes should be given access to
information on the potential outcomes of an eligibility assessment prior to
check listing. Patients need to accept that unless an exceptional case can be
made (e.g. patient is in end stage care or there is limited alternative provision
available) they will be required to move to a contracted NHS CHC provider.

If the patient wishes to stay in a care home which does not provide contracted
NHS CHC services, then the patient may choose to decline the checklist
completion and the assessment of eligibility for NHS CHC funding and
continue to self-fund or, if eligible, be funded by the Local Authority. Where
patients choose not to proceed with a checklist and potential eligibility
assessment this should be documented and signed off by the patient and the
Local Authority informed if LA funded care is being provided. This can be
reviewed by the patient at any time in the future and they can ask to be
moved to a NHS CHC contracted care home at a later point in time and







funded by the NHS from the point they move. Patients would be given
personal contact details for the CSU clinical team and their CCG in case they
wish to review.

2.6. WITH REGARD TO PATIENTS IN NON-CONTRACTED CARE
SETTING WHO BECOME NEWLY ELIGIBLE FOR NHS CHC

The following process would be followed:

e The provider would be asked again if they wish to take up an NHS
standard contract for the provision of care to patients eligible for NHS
CHC.

If the provider declines then the following steps are followed:

e The patient is given a choice of homes in the area that provide NHS CHC
under contract, from which to choose a new care setting. Once the patient
has chosen their preferred option to move then the CSU NHS CHC team
will facilitate this with communications to both the sending and receiving
providers. If a chosen provider has no bed available then arrangements
will need to be agreed to meet the costs of care while the patient is
awaiting the move.

Note: It is a patient’s right to be assessed for NHS Continuing Healthcare
funding eligibility and, if eligible, they have a right to have their care funded by
the NHS. However it is not compulsory to take up the assessment, funding
and provision on offer if a patient chooses not to. From time to time patients
do seek not to pursue NHS CHC as they may wish to continue in
accommodation than the NHS is not able to afford or contract for. A small
number of care homes have contracted for the provision of NHS CHC but will
be able to apply to offer patients options for additional services to meet
wishes (not health needs). This may be attractive to some patients looking to
move from wholly non-contracted providers (see “Additional Services policy”
which is currently in development).

If the patient declines to move when the provider has refused to accept an
NHS Standard Contract, a CCG joint panel may be convened to discuss a
way forward. This will ensure due process has been followed, offer a peer
review opportunity, explore options available and inform future policy
development. Each CCG will nominate a representative to attend. The panel
will be advisory. Decisions will remain the responsibility of the funding CCG.
Meetings will be held as required and formally documented.

There will be rare and exceptional cases where the NHS CHC clinical team
may, as a result of a best interest meeting, propose that a patient needs to
stay in a particular setting (e.g. terminal phase of end of life care or where







2.7.

alternative provision is unavailable). Such cases will be presented to the
appropriate CCG for a decision accompanied with relevant risk assessments.

PATIENTS IN “OUT OF AREA” CARE HOMES

A number of patients are currently cared for close to family in other parts of
the country but funded by Norfolk CCGs.

Occasionally, patients may be placed out of county where specific clinical
needs cannot be met locally. CCGs are involved in decisions about out of
area placements where the patient requires a specialist placement. These will
be reviewed annually to ensure needs continue to be met appropriately.

Norfolk has historically offered this option in exceptional circumstances and
these contracts have been inherited as long standing arrangements or agreed
by CCGs as short term arrangements for terminal phase of end of life care
and undertaken on a non-contracted activity (NCA) basis for the benefit of
families.

It is proposed going forward that:

e These contracts be managed on a named patient basis as “non-contracted
activity”.

Provider’s ongoing CQC registration would be monitored annually as a
minimum via the national CQC website. The CSU is not currently
resourced to physically visit the majority of NHS CHC patients placed out
of area. Whilst teams may notify the local CCG of the presence of a
Norfolk patient, many receiving areas are not set up to do anything with
this information. The home in that area will register the patient with the
local GP practice, enabling them to access local NHS services.

e Where a care home out of area is put under special measures or is
closing, the Local Authority will generally contact all residents within that
home. They will also contact those agencies that are funding care to notify
them of the situation and the plan of action. Moves to alternative provision
are normally handled in discussions with families, patients and
commissioners by the Local Authority where the care home exists.

Example: This occurred in a care home in Lincolnshire where a care home
closed and the residents were relocated in discussions with the patient,
family, NEL CSU and the relevant CCG. The patient moved to a care home
not far from the original setting in Lincolnshire at the same cost envelope.

e A placement with an out of area provider would be made based on an
extended Individual Case Arrangement (ICA) which requires the provider
to:







(@]

Notify of any admission to hospital or death of the patient within 48
hours.

Notify commissioner of any safeguarding or results of best interest
meeting with regard to our patient.

Notify commissioner of any complaints received from the patient and /
or family and their response.

Invoice the correct CCG for the agreed amount monthly.

e Pricing would be at the local CCG rate for the area in which the care
setting sits. This is historically and nationally what CCGs currently do. This
enables each CCG area to maintain reasonable market stability even if it
means that more is paid for placements in an area which has agreed
higher than Norfolk weekly rates for NHS CHC patients or conversely the
cost may be less if they have local rates than in Norfolk.

e Families would be encouraged to let the CCG/ CSU in Norfolk know of any
concerns regarding care home quality or problems as soon as possible so
that discussions can be held with local services and registration bodies/
CQC. Contact information for their local commissioners would be provided.

Note: This out of area definition will apply to Great Yarmouth Nursing homes and
residential homes that do not hold a contract with North Norfolk CCG, South Norfolk
CCG, Norwich CCG, or West Norfolk CCG.







3. ADDITIONAL SERVICES CONTRACTS BETWEEN CARE
PROVIDERS AND PATIENTS (AND/OR THEIR
REPRESENTATIVES)

3.1. INTRODUCTION

This section has been developed to ensure that CCGs have a consistent and
transparent approach to patients who wish to purchase additional services (over and
above their assessed needs under NHS Continuing Healthcare. This is also intended
to safeguard patients against unforeseen additional costs.

Additional Services, in this section refers to services which a patient who eligible for
NHS CHC may choose to purchase directly from a Provider. These optional
additional services must be over and above those identified as required to meet their
Continuing Healthcare assessed needs. For clarity, this is distinct from social care
arrangements which allow “top-ups”.

The relevant CCG will only provide and fund those services that are identified in an
individual's Complex Case Review Panel (CCRP) approved care plan and for which
it has statutory responsibility.

3.2. ARRANGEMENTS FOR PATIENTS CHOOSING TO PAY FOR
ADDITIONAL SERVICES

Patients may wish to make separate arrangements for additional services (such as
aromatherapy, private garden area, manicures, sole use facilities which represent
‘wants’ not ‘needs’). Current case law supports this concept as acceptable. These
additional services should be arranged and contracted for separately from the NHS
contracts for NHS CHC services.

Patients are advised to inform CCGs in the first instance when they request
additional services from a Provider. This is required to ensure patients are not paying
for services to meet an assessed need.

Admissions into NHS CHC-funded care for nursing care, residential care or
domiciliary care packages with a Provider are not conditional on a patient or
their family entering additional services contracts.

Patients who cease any previously agreed additional services payment or contract
should not be required to move to another nursing or residential care home following
cessation of their contract for additional services. This does not exclude movement
within a nursing home or residential care home.

An example of this would be where a nursing or residential care home has a luxury
wing with rooms which have sole use private garden at a higher price than the NHS
contracted rate. Under this arrangement, the NHS will pay the appropriate contracted
rate and the patient will take out an additional service contract directly with the
Provider for the sole use garden area on the understanding that if they become
unable to pay for their the additional services then they would be moved to the
standard NHS level of room within the same home.
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The CCG does not accept liability for any failure by patients or families to pay for
additional services, or upon cessation (either by the patient or Provider) of the
additional services contract.

Patients must be made aware of the arrangement and consequences of cessation of
their additional services contract by the Provider from the outset. This should be
communicated in a professional, timely and transparent manner.

The commissioners will make an appropriate referral (e.g. to Adult Safeguarding,
CQC, counter-fraud) if a provider is found to be charging for additional services and
either:

e the services are not in place

e the amount of the charges outweighs the additional services being
provided

e fraud or abuse is suspected

3.3. INFORMATION FOR PATIENTS, FAMILIES AND CARERS

Information explaining additional services must be clearly written and shared with
patients and carers by the Provider. Patients and/or their representatives are
required to sign to confirm that they understand and accept their private contractual
arrangements regarding additional services and the consequences of cancelling any
additional services payment agreement between themselves and the provider.

Failure of the Provider to communicate the nature, content and terms of the

contractual arrangement to patients and/or their representatives, will result in
CCGs/CSU making an appropriate referral as above.
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4. STANDARD DECISION MAKING FRAMEWORK AND
GOVERNANCE ARRANGEMENTS FOR CCGS WHEN
COMMISSIONING AND REVIEWING NHS CHC PACKAGES

This section has been developed to provide a common understanding of the CCGs’
commitments with respect to the funding of packages of care to meet an NHS CHC
eligible individual’'s assessed health and associated social care needs.

This section is intended to assist the CCGs standardise the quality and consistency
of care, and make decisions about clinically-appropriate care provision for individuals
in a consistent way.

CCGs have identified the need for a clearly articulated policy regarding the
commissioning and review of NHS CHC care packages. The key aim is to inform
robust and consistent commissioning decision making by the CCGs using a locally
developed standardised decision-making framework. This section relates to a
standardisation of decision making on care packages for patients who are eligible for
NHS CHC across all CCGs. Standardising governance arrangements will support
CCGs in their oversight and decision making with regard to funding of individual NHS
CHC packages of care.

The following norms are established in respect of when a CCG Complex Case
Review Panel (CCRP) will convene to review a care package and what services
NHS CHC should and should not fund:

e A CCRP will ensure all domains are considered at the point where
there is a more than 5% difference in the options for care being
considered

e Agreement of standard list of services which CHC packages will fund,
and those which they won’t (standard list of services on page 14 of
Appendix I).

The following are standard domains that CCG CCRP’s will take into consideration
when making decisions regarding individual packages of care for patients eligible for
NHS CHC:

e Patients’ needs and the outcomes they wish to obtain from their care

e Patient and family preferences and views

¢ The Human Rights Act and any other Disability Rights legislation (see
Appendix J)

e Clinical and safeguarding risks and patients/ families views on these.
(Patient view would apply where a patient fully understands risks in the
choices they would like to make but still wishes to take those risks.)

12







e The price and affordability of the various options for the provision of
care in light of the need to ensure equitable use of limited NHS
resources.

e Due to geographical gaps in some care services, panels will have to
take into account the availability of services and choices for patients as
this is a limiting factor for many. Reviews of current provision are taking
into account current gaps in services in order to support commissioners
to fill these.

Decisions regarding the setting of personal health budgets will be treated in the
same way.

All existing NHS CHC patients will go through a review process, either at 3 months
post eligibility decision, or annually. At that point for any home care packages in
excess of the 5% of the equivalent Care Home package, a CCG CCPR will be
convened to review the package of care taking into account the domains set out
above. The CCRPs will be cognisant of the 5% figure but also required to take all of
the other factors set out above in agreeing a care package, and reflect any
exceptionality in circumstances.

This approach will be clearer for patients and families, result in CCGs having a more
consistent approach, allow CCGs flexibility to reflect the unique nature of care
packages and individual needs and ensure CCGs treat all patients fairly and comply
with the law.

5. EXCEPTIONAL CIRCUMSTANCES

In exceptional cases, the relevant CCG, having regard to the individual's assessed
health and associated social care needs, may be prepared to consider funding a
package of care where the anticipated cost to the CCG is more than it would usually
expect to pay; or elements of the care package are not usually funded from NHS
CHC budgets.

The Commissioner recognises that exceptional circumstances may require
exceptional consideration but will retain its obligation to make best use of NHS
resources. Exceptionality will be determined by the relevant CCG on a case by case
basis. The grounds for and appropriateness of exceptionality will be determined by
the merits of each case by the Commissioner.

Exceptionality may include (but it not limited to):
e the provision of a care package to an individual who has an advanced,
progressive, incurable illness;

e those cases in which consideration must be given to address the particular
cultural and/or communication needs of the individual;
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e those cases in which consideration must be given to address the particular
clinical and/or physiological needs of the patient and/or the risks associated
with meeting their needs

e those cases in which an individual in an existing out of area placement
becomes eligible for NHS Continuing Healthcare and wishes to continue to be
accommodated out of area.

In addition the CCGs recognise that there will be cases in which, as a consequence
of the nature of the needs of the individual in that particular case, it may be
necessary to fund a higher cost package of care for a limited period of time (for
example, in cases where a high/intense level of staffing needs to be put in place to
set up the care package). In such cases the CCG may be prepared to consider
funding the higher cost package of care for a limited period of time.

6. REVIEW OF THIS POLICY

NHS Norwich CCG, as the coordinating commissioner, owns this policy. The policy
sections will be reviewed as set out below. However, each time a section is
reviewed, the full document must be reviewed to ensure consistency.

Section 1: Contractual Arrangements and Patient Placement

This section is to be reviewed in the first instance, by the CCG joint panel in six
months on the basis that all parties will have more experience of working with
patients and providers to see if this policy is working. Out of area placement
arrangements will be reviewed as part of a wider discussion between CCGs and
CSU regarding all patients placed out of area and how we can better monitor at a
distance or resource the travelling.

Section 2: Additional Services contracts between care providers and patients
(or families) for patients in receipt of NHS Continuing Healthcare

Review of this section will be annual or on receipt of relevant additional case law or
guidance.

Section 3: Standard Decision Making Framework and Governance
Arrangements for CCGs when commissioning and reviewing NHS CHC
packages

Review of this section will be within 6 months of January 2016. This will submitted to
HOSC and CCGs’ GB meetings.
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7. APPENDICES

Reference | Document title

| Document location

1. Contractual Arrangements and Patient Placement

Flow Chart

Appendix A - Flow chart.docx

Contract Offer Letter 1

Appendix B - Contract offer letter 1.docx

Contract Offer Letter 2

Appendix C- Contract offer letter 2.docx

Checklist Waiver

Appendix D - Checklist waiver.docx

mo0|m >

Assessment Waiver

Appendix E- Assessment waiver.docx

Section 2: Additional Services contracts

between care providers and patients

(or families) for patients in receipt of NHS Continuing Healthcare

F Mills and Reeve summary Appendix F - Mills and Reeves
Summary.docx

G Contract Variation Appendix G - Contract Variation.docx

H List of Additional Services Appendix H - List of Additional

Services.docx

Section 3: Standard Decision Making Framework and Governance

Arrangements for CCGs when commissi

oning and reviewing CHC packages

| Central and West Norfolk
Procedures for Staff on NHS
CHC V11 (Final)

.\..\..\CHC Policy Development\Central
and West Norfolk Procedures for Staff on

NHS CHC V 11 (Final).docx

J Guidance Sheet for
Consideration of Human
Rights in Complex Case
Review Panel Decision
Making

Appendix J- Guidance Sheet for
Complex Case review Panels.docx

K Consideration of Domains in
Complex Case Review Panel
Decision Making

..\..\..\CHC Policy Development\Complex
Cases Panels\2016.03.09 CCRP - Decision
MakingTemplate for Complex Case Review
Panels (FINAL).docx

L Central and West Norfolk
Guide to NHS CHC for
patients V 21 (Final)

..\..\..\CHC Policy Development\Central and
West Norfolk Guide to NHS CHC for patients
V 21 (Final).docx
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Invoicing instructions

CCG Commissioner Invoicing Procedure

All invoices must be sent to our shared services centre in Tingley but it is important that you
also include the name of the organisation that you are invoicing and the unique
organisational ID and payables code that we have assigned that organisation to ensure that
your invoice is accurately processed.

A detailed list of full organisational names, ID’s and payables codes is below

Organisation Name Payables Code | Invoice Invoice City Post Code
(Address line 1) (Address line Address Address (Address line | (Address line 6)
2) (Address (Address line | 5)
line 3) 4)
NHS NORTH 06V PHOENIX TOPCLIFFE WAKEFIELD | WF3 1WE
NORFOLK CCG PAYABLES HOUSE LANE
K875
NHS NORWICH CCG | 06W PHOENIX TOPCLIFFE WAKEFIELD | WF3 1WE
PAYABLES HOUSE LANE
K885
NHS SOUTH 06Y PHOENIX TOPCLIFFE WAKEFIELD | WF3 1WE
NORFOLK CCG PAYABLES HOUSE LANE
K895
NHS WEST NORFOLK | 07J PAYABLES | PHOENIX TOPCLIFFE WAKEFIELD | WF3 1WE
CCG K905 HOUSE LANE

Please ensure that the address field of all invoices contain the following information:
[Insert the Commissioner organisational name]

[Insert the Commissioner organisational ID and payables code]

Phoenix House

Topcliffe Lane

Tingley

Wakefield

WF3 1WE

An example for one of the Norfolk CCGs would be:
NHS NORWICH CCG

06W PAYABLES K885

Phoenix House

Topcliffe Lane

Tingley

Wakefield

WF3 1WE

To ensure swift payment of your invoices, please ensure the following information is
included:
For CHC patients: Patient unique NFK number

Calendar period that the invoice relates to

Dates of actual care provided

Weekly rate, as per Individual Care Arrangement (ICA)

Any additional care must firstly be authorised and have an ICA in place before payment will
be made.
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CCG Commissioner Invoicing Procedure

Further information

Patient references - Under section 251 of the Health and Social Care Act, 2006, patient identifiable
information should not be used for anything other than clinical purposes. Thus any invoices containing
patient names or NHS numbers must be rejected if received by any NHS body. CCGs use an
electronic database which creates a unique reference number for each CHC patient (known as the
‘NFK’ or ‘PP’ number). You should already have in your possession the reference number for the
patients for whom you provide care, if not; it will be available from the CHC team. Please use these
numbers as the patient reference for all invoices as failure to do so will result in needless payment
delays.

Invoicing in advance - The NHS is not permitted to use public funds to pay for services which have
not yet been delivered. Only invoices which are due for payment, for services already delivered, will
be approved; prospective invoices slow this process down.

Frequency of invoicing - Please provide a single invoice per patient for four week or calendar month
periods. Failure to do this will result in needless payment delays due to the need to ensure there are
no overlaps or duplications of fees.

Multiple patient invoices - Incorporating care costs for more than a single patient on one invoice
causes unnecessary payment delays if there is a query with any one of the relevant patients. As well
as this, reconciliation time is extended and slows the process down.

To this end, unless the invoice is supported by a pre-agreed schedule of care, only single patient
invoices will be accepted for onward processing.

Credit notes - Frequently we receive documents which are combined invoices and credit notes. These
slow the payment process down. We would appreciate it if this practice was discontinued and if
appropriate credit notes and separate invoices issued when applicable.

Additional Care - Should a patient need any additional care to that agreed on the ICA, the Continuing
Healthcare team should be contacted. Only once we have approved this increase, whether temporary
or permanent, can the care be provided (please note there is a separate process for the provision of
Emergency 1:1 Care).

If a patient or family member asks that you provide any care over the contracted amount, please
contact the CHS team on 01603 257243. We will aim to provide an answer as soon as possible and, if
necessary, raise a new ICA to reflect this addition. Similarly, if whilst at a patient’s home you feel
there may be a need to provide a longer stay than usual, please try to contact us in the first instance.

Individual Care Arrangements (ICA) - ICAs should be signed and returned by Providers within 48
hours of receipt. Without receipt of a signed ICA, it is not be possible for the invoice validation team to
approve the associated invoices for payment.
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SGA Contractual Framework

Safeguarding Adults Contractual Framework 2015/16
for Continuing Healthcare Providers

Safeguarding Requirement

Method of Measurement

Examples of evidence to
demonstrate compliance.

1. Leadership 1.1 | An Executive/Management Lead is identified to take Evidence of an organisational
responsibility for all aspects of Adult Safeguarding. structure which identifies Named
There is a clear leadership Individuals, their safeguarding
structure in place which responsibilities, their accountability
promotes the safety and well and accessibility.
being of adults, identifies
levels of organisational 1.2 | There is agreed format and frequency of reporting to the Evidence of quarterly reports for
responsibility and has a organisations management team, in order to raise issues and adult safeguarding that reflect
system in place of reporting offer assurances on progress being made around Adult awareness of safeguarding activity.
to the organisational Senior Safeguarding activity.
Management/Board
1.3 [ An operational lead/contact is identified in relation to Adult
Safeguarding
1.4 | The safeguarding responsibility structure shall be recognised by
staff and embedded within the organisation.
2. Policies and Procedures 2.1 | Policies and procedures shall be part of a network of strategies Availability of policies, framework

There is relevant up to date
policy and procedure
outlining a framework that
will ensure an appropriate
response from staff and the
organisation to all adults who
may be at risk.

reflecting the range of potential risks and Safeguards associated
with adults who may be in danger of abuse or neglect. These
policies shall include:

e Adult Safeguarding (including reference to Mental Health
Act, Mental Capacity Act, Deprivation of Liberty
Safeguards, Domestic Abuse/Sexual Violence, Honour
Based Violence and Hate Crime, Prevent)

and audit outcomes.

May 2015 - V1
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Safeguarding Adults Contractual Framework 2015/16
for Continuing Healthcare Providers

Safeguarding Requirement

Method of Measurement

Examples of evidence to
demonstrate compliance.

2.2

2.3

2.4

2.5

2.6

2.7

e A standalone policy and/or set of procedures that outline
the responsibilities of the organisation and individual staff,
in relation to the Mental Capacity Act and Deprivation of
Liberty Safeguards

Strategies shall be based upon National and Local Legislation
and Guidance such as Care Act 2014, the Mental Health and
Mental Capacity Acts.

Strategies shall reflect the locally agreed multi-agency
partnership policy, systems and protocols.

Palicies shall set out the responsibility of all workers to operate
within it and that a system exists to evidence that Staff have been
made aware of the requirements of the policy and their individual
role in supporting Adult Safeguarding.

There shall be a process to ensure that new staff are made
aware during induction of the expectations, systems and contacts

relating to adult safeguarding

There shall be an organisational policy in place to support staff
who may be experiencing domestic violence

There shall be a robust audit process in place to monitor

May 2015 - V1
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Safeguarding Adults Contractual Framework 2015/16
for Continuing Healthcare Providers

Safeguarding Requirement

Method of Measurement

Examples of evidence to
demonstrate compliance.

adherence to policy that includes a yearly review process to
ensure policy remains up to date

3. Accountability

There is evidence that all
aspects of Adult
Safeguarding are at the
forefront of service delivery
& development and are
integral within the
organisation.

3.1

3.2

3.3

3.4

3.5

There is evidence that staff are proactively encouraged to reflect
upon their own actions and practice along with that of others to
identify safeguarding risks and areas of poor practice or neglect
that might constitute abuse

Services shall be set up with clearly identified resource levels and
associated contingency plans in order to safely and effectively
deliver the contracted service. A process for audit should be in
place to monitor this.

A robust incident reporting system shall be in place, which
ensures an objective investigation process and supports learning
and improvements from outcomes. There is evidence that staff
report incidents appropriately.

Root Cause Analysis (RCA) shall be undertaken appropriate to
the level of the incident or complaint, plus there will be a process
for monitoring that actions identified are implemented within the
agreed time frame.

Staff shall be confident of when and how to raise a concern or
incident regarding safeguarding with a clear pathway to identify

Staff Supervision statement and
evidence of delivery.

Records detailing frequency and
guantity of staff appraisals

Access to resource levels and
contingency plans.

RCA’s indicate staff involved in
process, change in practices, access
to action plans

May 2015 - V1
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Safeguarding Adults Contractual Framework 2015/16
for Continuing Healthcare Providers

Safeguarding Requirement

Method of Measurement

Examples of evidence to
demonstrate compliance.

3.6

3.7

3.8

via which route this should be directed e.g. internal incident
reporting, Adult Safeguarding referral, Whistle-blowing, Serious
Untoward Incident alert.

External complaints shall be positively managed to ensure that
adult safeguarding issues where identified, are managed through
the most appropriate route i.e. through internal process or
onward referral via adult protection pathway

There shall be a “whistle blowing policy” in place which is cross-
linked to adult safeguarding and provides a positive statement
regarding support which can be expected from the organisation
for all staff who may raise a concern.

The Provider shall have an audit programme in place to monitor
compliance with all procedures and a process to monitor adult
safeguarding activity and systems within this.

Access to policy

Position statement relating to audit
outcomes for Adult Safeguarding.

4. Training

There is a clear, up to date
and proactive education
system in place which will
raise awareness and ensure
that staff have clarity of their
role in recognising and

4.1

4.2

The organisation shall have a clear internal process for staff and
volunteers to gain information, support, advice and training
commensurate with their levels of responsibility regarding
safeguarding adults.

Development of staff training that provides an appropriate level of
awareness, of the signs and symptoms of abuse/neglect,
knowledge of what immediate actions should be taken, how to

Clearly defined record of the training
type and level required by each staff
member.

Evidence of the training programmes
and attendance statistics.

May 2015 - V1
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Safeguarding Adults Contractual Framework 2015/16
for Continuing Healthcare Providers

Safeguarding Requirement

Method of Measurement

Examples of evidence to
demonstrate compliance.

dealing with all types of adult
safeguarding concerns

4.3

4.4

make an onward referral, and who (internal to the organisation) to
contact for advice/support. All training should be relevant to the
role and responsibilities of the staff member and the client
group(s) they are working with. Any training should be developed
in line with recommendations from National Guidance, and the
County Safeguarding Adults Board. This will incorporate a basic
awareness of Adult Safeguarding and should include references
to the MHA, MCA and DoLS, Domestic Abuse & Sexual Violence,
Honour Based Violence and Hate Crime.

Training shall be mandatory for all staff whose roles require them
to be registered through the vetting and barring scheme and is
received/evidenced by 100% of staff on induction minimum. In
addition it should be evident that a minimum of 95% receive
updated training on a three yearly cycle.

All staff shall be able to signpost any person seeking information
about living life free of abuse and neglect, make appropriate
action and referrals in relation to adult safeguarding, domestic
violence and hate crimes, recognise risks from different sources
and in different situations e.g. risks from other service users,
colleagues, relatives and carers.

All staff shall be able to accurately record fact,
contemporaneously with any concerns of abuse or neglect and
actions taken as a result.

Records on Number of ongoing
referrals made to Adult
Safeguarding, DoLS.

May 2015 - V1
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Safeguarding Adults Contractual Framework 2015/16
for Continuing Healthcare Providers

Safeguarding Requirement

Method of Measurement

Examples of evidence to
demonstrate compliance.

4.5

There is a commitment to cooperate with the Safeguarding Adults
Board, should they wish to ensure that any training delivered
meets with locally agreed outcomes and competencies.

5. Safer Staffing

All actions will be taken to
ensure that staff are
recruited and monitored for
their suitability to work and
continue to work with Adults
within a Healthcare setting.

5.1

5.2

5.3

5.4

There shall be a recruitment policy and processes in place which
supports scrutiny of individuals through:
¢ Robust application, short listing and interviewing
processes
e Acceptable references from previous employers which
includes a statement on the individuals suitability to work
with adults in a health setting.
¢ Identification of roles relevant for registration under
“Regulated” or “Controlled” activity within the Disclosure
and Barring system.
e To declare "an interest” with the Disclosure and Barring
Service (DBS) regarding the individual

Verification that the individual is registered with DBS for
appropriate activity.

Verification of professional qualifications and notice of
outstanding investigations relating to professional conduct.

Declaration of criminal offences or pending prosecutions.

Appropriate risk assessment is made prior to any of the above

Access to Policies and audit
outcomes

RCA action plans

May 2015 - V1
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Safeguarding Adults Contractual Framework 2015/16
for Continuing Healthcare Providers

Safeguarding Requirement

Method of Measurement

Examples of evidence to
demonstrate compliance.

5.5

outcomes not being available before commencing in post.

To act within the requirements of the DBS including:

e A clear processes to identify and deal with concerns
regarding members of staff who may provide a potential
risk to Adults or children.

e A clear process to ensure that where any individual, who
has caused or is suspected of harming or risking harm of
a vulnerable adult or child, a full investigation is made
appropriate to the incident i.e. Internal, referral to
adult/child protection unit and upon the outcome a referral
is made to the DBS if pertinent risks are identified.

May 2015 - V1
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SGC CHC Contractual Framework

Safeguarding Children Contractual Framework 2015/16
for Continuing Healthcare Providers

Safeguarding Requirement

Method of Measurement

Examples of evidence to
demonstrate compliance

1. Leadership

There is a clear leadership structure
in place which promotes the safety
and well being of children, identifies
levels of organisational responsibility
and has a system in place of reporting
to the organisational Senior
Management/Board

The Provider shall demonstrate accountability for
safeguarding by nominating a senior manager or lead director
for safeguarding children

The safeguarding responsibility structure shall be recognised
by staff and embedded within the organisation

Evidence of an organisational
structure which identifies named
individuals, their safeguarding
responsibilities, their accountability
and accessibility.

Evidence that safeguarding reports
are received at boards or equivalent
which reflect safeguarding children
duties and responsibilities

2. Policies and Procedures

There is relevant up to date policy
and procedure outlining a framework
that will ensure an appropriate
response from staff and the
organisation to all children who may
be at risk.

The Provider will actively seek, and
ensure awareness of any changes to
legislation throughout the organisation

The Provider will ensure that they have policies and
procedures in place that meet national statutory and local
requirements for Safeguarding Children and Young people as
described in Local Safeguarding Children Board (LSCB)
procedures; and all relevant national statutory legislation and
guidance: (this list is not exhaustive)

= Safeguarding Children and Young People: roles and
competencies for health care staff Intercollegiate
Document’ (Royal College of Paediatrics and Child
Health (RCPCH), March 2014.

=  ‘Working Together to Safeguard Children — A guide to
inter-agency working to safeguard and promote the
welfare of children’ (The Department for Children

Schools and Families (DCSF), March 2015.

Availability of policies and procedures
evidence of an audit programme that
monitors compliance

May 2015 — V1
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Safeguarding Children Contractual Framework 2015/16
for Continuing Healthcare Providers

Safeguarding Requirement

Method of Measurement

Examples of evidence to
demonstrate compliance

=  Statutory Guidance for promoting the Health and
Wellbeing of Looked After Children and Young People
(DCSF), March 2015.

= NICE Guidance 89 — When to Suspect Child
Maltreatment, August 2009, modified March 2013.

3. Accountability

There is evidence that all aspects of
safeguarding children are at the
forefront of service delivery &
development and are integral within
the organisation.

The Provider shall ensure that the needs of Looked After and
vulnerable children are identified and met as a priority group.

There is evidence that staff are proactively encouraged to
reflect upon their own actions and practice along with that of
others to identify safeguarding risks and areas of poor practice
or neglect that might constitute abuse

Services shall be set up with clearly identified resource levels
and associated contingency plans in order to safely and
effectively deliver the contracted service. A process for audit
should be in place to monitor this.

Evidence of implementation of recommendations from Serious
Care Reviews and other local and national case reviews (e.g.
domestic homicide, MARS, single agency reviews)

A robust incident reporting system shall be in place, which
ensures an objective investigation process and supports
learning and improvements from outcomes. There is evidence

The legal status of paediatric patients
is known and documented.

Staff Supervision statement and
evidence of delivery.

Records detailing frequency and
quantity of staff appraisals

Access to Resource levels and
contingency plans.

Evidence of compliance with
recommendations and attendance at
multi agency workshops where
applicable

RCA'’s indicate staff involved in
process, change in practices, access

May 2015 — V1
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Safeguarding Children Contractual Framework 2015/16
for Continuing Healthcare Providers

Safeguarding Requirement

Method of Measurement

Examples of evidence to
demonstrate compliance

that staff report incidents appropriately.

Root Cause Analysis (RCA) shall be undertaken appropriate
to the level of the incident or complaint, plus there will be a
process for monitoring that actions identified are implemented
within the agreed time frame.

Staff shall be confident of when and how to raise a concern,
report an incident or make a referral regarding safeguarding
children with a clear pathway to identify via which route this
should be directed e.g. internal incident reporting, Child
Safeguarding referral, Allegations against staff working with
children, Whistle-blowing, Serious Untoward Incident alert.

External complaints shall be positively managed to ensure that
safeguarding children and young people’s issues, where
identified, are managed through the most appropriate route
i.e. through internal process and/or onward referral via
safeguarding children referrals for Norfolk or Local Authority
Designated Officer (LADO)

There shall be a “whistle blowing policy” in place which is
cross-linked to safeguarding and provides a positive statement
regarding support which can be expected from the
organisation for all staff who may raise a concern.

to action plans

Referrals to Multi agency
safeguarding Hub (MASH)

Referral to Local Authority
Designated Officer

Access to policy

May 2015 — V1
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Safeguarding Children Contractual Framework 2015/16
for Continuing Healthcare Providers

Safeguarding Requirement Method of Measurement Examples of evidence to
demonstrate compliance
The Provider shall have an audit programme in place to Position statement relating to audit
monitor compliance with all procedures and a process to outcomes for Child safeguarding.
monitor child safeguarding activity and systems within this.
4. Training The Provider shall ensure that any in-house training materials | Clearly defined record of the training
used for Child Safeguarding training are compliant with type and level required by each staff
There is a clear, up to date and e Safeguarding Children and Young People: roles and | member.
proactive education system in place competencies for health care staff Intercollegiate
which raises awareness and ensures Document’ (Royal College of Paediatrics and Child
that staff have clarity of their role in Health (RCPCH), (March 2014) and Looked after Evidence of the training programmes
recognising and dealing with child children Knowledge, skills and competence of health and attendance statistics.
safeguarding concerns care staff Intercollegiate Role Framework (RCPCH,
March 2015) Attendance a multi-agency training

Evidence of implementation of recommendations and learning | via Norfolk Safeguarding Children
from Serious Case Reviews and other local and national case | Board where identified above.
reviews (e.g. domestic homicide, MARS, single agency

reviews)

5. Safer Staffing There shall be a recruitment policy and processes in place Access to Policies and audit
which supports scrutiny of individuals through: outcomes

All actions will be taken to ensure that e Robust application, short listing and interviewing

staff are recruited and monitored for processes

their suitability to work and continue e Acceptable references from previous employers which

to work with children within a includes a statement on the individuals suitability to

Healthcare setting. work with children in a health setting.

¢ Identification of roles relevant for registration under

May 2015 - V1
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Safeguarding Children Contractual Framework 2015/16

for Continuing Healthcare Providers

Safeguarding Requirement

Method of Measurement

Examples of evidence to
demonstrate compliance

Appropriate risk assessment is made prior to any of the above

“‘Regulated” or “Controlled” activity within the
Disclosure and Barring system.

To declare "an interest” with the Disclosure and
Barring Service (DBS) regarding the individual
Verification that the individual is registered with DBS
for appropriate activity.

Verification of professional qualifications and notice of
outstanding investigations relating to professional
conduct.

Declaration of criminal offences or pending
prosecutions.

outcomes not being available before commencing in post.

To act within the requirements of the Children Act 1989 and
2004 when allegation are made in relation to the suitability of
staff working with children and DBS :

Follow LADO processes to identify and deal with
concerns regarding members of staff who may provide
a potential risk to children.

Attendance and cooperation at LADO strategy
meetings and investigations

May 2015 — V1
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Oral Health Promotion in the community.pdf

NATIONAL INSTITUTE FOR HEALTH AND
CARE EXCELLENCE

QUALITY STANDARD TOPIC OVERVIEW
1 Quality standard title

Oral health promotion in the community.

2 Introduction

2.1 NICE quality standards

NICE quality standards are a concise set of prioritised statements designed to
drive measurable quality improvements within a particular area of health or

care.

The standards are derived from high-quality guidance, such as that from NICE
or accredited by NICE. They are developed independently by NICE, in
collaboration with health, public health and social care practitioners, their
partners and service users. Information on priority areas, people's experience
of using services, safety issues, equality and cost impact are considered

during the development process.

NICE quality standards are central to supporting the government's vision for a
health and social care system that is focused on delivering the best possible
outcomes for people who use services, as detailed in the Health and Social
Care Act (2012).

The quality standard development process is described in detail on the NICE

website.

2.2 This topic overview

This topic overview describes core elements of the quality standard. These
include the population and topic to be covered, key source guidance to be
used to underpin potential quality statements, any related quality standards,

NICE quality standard: Oral health promotion in the community overview
(February 2016) lof4
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published current practice information and national or routine indicators and

performance measures.

If the source guidance is not NICE guidance, it should meet the minimum

quality criteria defined in NICE’s accreditation programme.

3 This quality standard

This quality standard is expected to publish in December 2016.

3.1 Population and topic to be covered

The quality standard will cover activities undertaken by local authorities and
general dental practices to improve oral health. This includes needs
assessments and other community-based activities. It will particularly focus on
people whose economic, social, environmental circumstances or lifestyle
place them at high risk of poor oral health or make it difficult for them to use
dental services. The quality standard will also cover advice given by dentists

and dental care practitioners to everyone attending general dental practices.

The quality standard will cover people living in the community. It will not cover
care homes or hospitals, because this will be addressed in an upcoming
quality standard.

3.2 Key development sources (NICE and NICE-accredited

sources)

Primary source

e Oral health promotion: general dental practice (2015) NICE guideline NG30
e Oral health: local authorities and partners (2014) NICE guideline PH55

Other sources that may be used

¢ Dental interventions to prevent caries in children (2014) SIGN guideline
138

o Dental checks: intervals between oral health reviews (2004) NICE guideline
CG19

NICE quality standard: Oral health promotion in the community overview
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Key policy documents, reports and national audits

Relevant policy documents, reports and national audits will be used to inform

the development of the quality standard.

Public Health England (2016) Oral health of older people in England and

Wales

Public Health England (2015) Dental caries and obesity: their relationship

in children

NHS England (2014) Improving dental care and oral health — call to action

Public Health England (2014) Delivering better oral health: an evidence-

based toolkit for prevention

Public Health England (2014) Local authorities improving oral health:

commissioning better oral health for children and younqg people

Public Health England (2014) Smokefree and smiling: helping dental

patients to quit tobacco

Health & Social Care Information Centre (2011) Adult dental health survey
2009
Department of Health (2010) Healthy lives, healthy people: our strategy for

public health in England

3.3 Related NICE quality standards

Published

Obesity in adults: prevention and lifestyle weight management programmes
(2016) NICE quality standard QS111

Obesity in children and young people: prevention and lifestyle weight

management programmes (2015) NICE quality standard QS94

Alcohol: preventing harmful use in the community (2015) NICE quality
standard QS83

Smoking: reducing and preventing tobacco use (2015) NICE quality
standard QS82

Smoking: supporting people to stop (2013) NICE quality standard QS43

Alcohol use disorders: diagnosis and management (2011) NICE quality
standard QS11

NICE quality standard: Oral health promotion in the community overview
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In development

e FEarly years: promoting health and well-being in the early years, including

those in complex families. Publication expected August 2016.

Future quality standards

This quality standard will be developed in the context of all quality standards
referred to NICE, including the following quality standards scheduled for future

development:

¢ Oral health promotion in care homes and hospitals

e School-based interventions: health promotion and mental well-being

The full list of quality standard topics referred to NICE is available from the

quality standard topic library on the NICE website.

4 Existing indicators

e Department of Health (2014) NHS Outcomes Framework 2015-16

— 3.7i Decaying teeth
— 3.7ii Tooth extractions in secondary care for children under 10

e Department of Health (2012) Public Health Outcomes Framework 2013—
2016 4.2 Tooth decay in children aged 5

5 Further information

See the NICE website for more information about NICE quality standards and

the progress of this quality standard.

NICE quality standard: Oral health promotion in the community overview
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Complaints Monitoring Report Template V2 270416.docx

NHS CHC - Annual Complaints Monitoring Report





The Complaints Monitoring Report outlines the number of complaints received, the key themes in the content of complaints and actions taken to address them.  Completion and submission of this form is required under Schedule 6 – Contract Management, Reporting and Information requirements: National Reporting Requirements Reported Locally (item 4) of your NHS Standard Contract for CHC services.





If you have an internal document which satisfies this requirement, please attach to this template.





			Provider Name





			





			Reporting period


e.g. 1 October 16 to 30 September 17


			





			Total number of formal complaints during reporting period


			





			Did all complainants receive a written response to their complaint?


			











			Trends and themes





			Please summarise the themes of any formal complaints received e.g. standard or choice of meals, standard of care provided, environment (this list is not exhaustive) and the number of complaints received regarding each theme.


























			Actions taken





			Please state the actions taken to address any formal complaints particularly where more than one complaint was received about the same issue.


























			Any other relevant information





			Please advise of any other relevant information you wish to share with us regarding complaints handling




















Please email to NELCSU.CHCcontracts@nhs.net within one month of the end of the reporting period 
1
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Serious Incidents Report Template

NHS CHC – Annual Summary Report of All Incidents Requiring Reporting





The Annual Summary Report of All Incidents Requiring Reporting outlines all incidents requiring reporting, key themes and trends as well as actions taken to address them.  Completion and submission of this form is required under Schedule 6 – Contract Management, Reporting and Information requirements: National Reporting Requirements Reported Locally (item 5) of the NHS Standard Contract for CHC services.





If you have an internal document which satisfies this requirement, please attach to this template.





			Provider Name





			





			Reporting period


e.g. 1 October 16 to 30 September 17


			





			Total number of incidents requiring reporting during reporting period


			











			Trends and themes





			Please summarise any trends or themes identified as a result of a reportable incident.


























			Lessons learned and actions taken





			Please summarise actions taken/lessons learned following report of any reportable incidents.  In particular for those where a theme or trend emerged.


























			Any other relevant information





			Please advise of any other relevant information you wish to share with us regarding reportable incidents




















Please email to NELCSU.CHCcontracts@nhs.net within one month of the end of the reporting period 
1
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Quarterly Reporting Tool - Domiciliary Care V2.xls

Introduction


			


			In order to monitor and evidence the systems and processes that enable safe and quality experiences for the residents, you are required to completed the following information. Please complete the blank boxes in the form. This will fulfil the Reporting Requirements set out in Schedule 6, Section B of the Particulars of your Contract.


			Purpose of this Quarterly Reporting requirement															Domiciliary Care Reporting 2016-17 Qtr 1 (2)


			Commissioners require assurance that providers are delivering a high quality service, which achieves personal outcomes and customer satisfaction for residents, as well as building personal resilence and greater independence through prevention and enablement. This report will help monitor and record your achievements. Each section within this report will evidence the quality and safety indicators that Commissioners  require you to achieve. Commissioners and their CSU representatives (NELCSU Contract team and Clinical Quality and Patient Safety Team) reserve the right to see records to ensure the expected requirements are being met.


			Should Commissioners require further assurance, a retrospective audit or other appropriate evidence may be requested in order to demonstrate compliance. If Commissioners are still not assured, a Performance Notice may be issued.


			For advice and information:


			NELCSU Continuing Healthcare Contracts Team


			NELCSU.CHCcontracts@nhs.net												01603 257024/01603 257097


			Please return the completed form to: NELCSU.CHCcontracts@nhs.net by 11th July 2016
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NELCSU.CHCcontracts@nhs.net





Q1


			


						Name of Provider


						Capacity and Utilisation


						Months:			April-May-June 2016 - Quarter 1


						1a			Total no. of CHC referrals accepted						Please Provide a Number


						1b			Total no. of appropriate CHC referrals declined						Please Provide a Number


						1c			Total no. of inappropriate CHC referrals declined						Please Provide a Number


						1d			% of CHC cases accepted within 24hrs (non-urgent), (of referrals accepted)						Please Provide a Percentage to the nearest whole number


						1e			% of CHC cases accepted within 4hrs (urgent), (of referrals accepted)						Please Provide a Percentage to the nearest whole number


						1f			Total No. of CHC clients in receipt of service as at final day of the reporting period						Please Provide a Number


						1g			Total No. of front-line workers directly employed in delivering all front-line services						Please Provide a Number


						1h			Total No. of permanent registered nursing staff providing front-line services						Please Provide a Number


						1i			Total No. of agency staff who are providing front-line services						Please Provide a Number


						1j			Total CHC care hours delivered by front-line workers						Please Provide a Number


						1k			Total No. of front-line workers employed in delivering services that have now left employment						Please Provide a Number


						1l			No. of current front-line workers vacancies						Please Provide a Number


						1m			% of CHC cases with an agreed care plan in place Pre any care package in place (new non-urgent referrals)						Please Provide a Percentage to the nearest whole number


						1n			% of CHC cases with an agreed care plan in place Post any care package in place (new non-urgent referrals)						Please Provide a Percentage to the nearest whole number


						1o			% of cases where an agreed Care Plan reviewed (minimum quarterly) including review of Risk Assessment (Any delays reported through exception report)						Please Provide a Percentage to the nearest whole number


						1p			% of CHC cases where an agreed Care Plan is reviewed monthly						Please Provide a Percentage to the nearest whole number


						1q			No. of reviews leading to change in Care Plan arrangements (Linked to above)						Please Provide a Number


						1r			% of CHC cases allocated a lead named worker(s) within 7 days (new referrals)						Please Provide a Percentage to the nearest whole number


						1s			% of care visits made on time to CHC patients as agreed within the Care Plan						Please Provide a Percentage to the nearest whole number


						1t			No. of Late visits for CHC clients						Please Provide a Number


						1u			No. of missed visits for CHC clients (no visit made)						Please Provide a Number
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Q2


			


			Current Staff


			2a			% of staff received supervision						Please Provide a Percentage to the nearest whole number


			Exception reporting


			3a			No. of Reportable incidents (Safeguarding, Meds Mgt etc.)						Please Provide a Number


			3b			Provide details of those Reportable incidents and who reported to (CQC, Meds Mgt,Safeguarding, other) below


			3c			No. of CHC clients acquiring an infection during the period (C-Diff, Norovirus, MRSA)						Please Provide a Number
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Transfer Sheet


																		1a			1b			1c			1d			1e			1f			1g			1h			1i			1j			1k			1l			1m			1n			1o			1p			1q			1r			1s			1t			1t			2a			3a			3c


																		0			0			0			0%			0%			0			0			0			0			0			0			0			0%			0%			0%			0%			0			0%			0%			0			0			0%			0			0


																		13			Q1 Number answers has BLANKS


																		8			Q1 % answers has BLANKS


																		1			Q2 % answers has BLANKS


																		2			Q2 Number answers has BLANKS
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Self Assessment Template.xls

Letter


			


			Dear Provider


			Self-Assessment Tool


			We would appreciate if you could complete and return this self-assessment questionnaire.


			The information you provide will form part of the Quality Framework together with the quarterly reporting requirements and quality visits. 
This will give the Clinical Commissioning Groups some assurance that the care they are commissioning is safe, effective, caring, responsive and well led.


			Please return this completed document to


			nelcsu.CHCcontracts@nhs.net


			or


			The CHC Contract Team


			Lakeside 400,Old Chapel Way  Broadland Business Park


			Norwich, NR7 0WG


			Within 10 working days of receipt


			Should you require any further information please do not hesitate to contact the CHC Contract team.
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Please return this completed document to


nelcsu.CHCcontracts@nhs.net





Part A


															11


			Name of Provider


			Address


			PART A			GENERAL


			A1			Do you employ more than 50 staff						Please complete as Yes or No			1


			A2			Do you have a turnover of more than £130k						Please complete as Yes or No			1


			A3			Annual Quality Account attached with the return						0


			A4			Manager's CQC Registration Number						Please complete as N-NNNNNNNNN			1


			A5			Managers CQC Registration Certificate attached with return						Please complete as Yes or No			1


			A6			Date of last CQC Inspection						Please complete as DD/MM/YYYY			1


			A7			CQC Outcome Rating						Please complete as Per Drop Down Box			1


			A8			Any CQC Inspection action or enforcement as a result of the inspection						Please complete as Per Drop Down Box			1


			A9			How long has the current manager been in the post						Please complete as Per Drop Down Box			1


			A10			Percentage of agency staff in relation to number of Permanent Staff 
(in the last 12 months)						Please Provide a Percentage to the nearest whole amount			1


			A11			Percentage of sickness taken by Permanent Staff 
(in the last 12 months)						Please Provide a Percentage to the nearest whole amount			1


			A12			Percentage of Permanent Staff leaving
(in last 12 months)						Please Provide a Percentage to the nearest whole amount			1
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Part B


																					36


			PART B			POLICIES


			Do you have the following policies?						YES / NO			Date of Policy


			B1			Infection Prevention and control which has an Infection Control champion									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B2			Incident Reporting									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B3			Risk Management									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B4			Complaints									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B5			Equality, Diversity & Inclusion									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B6			Safeguarding Adults & Children									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B7			Information Governance									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B8			End of Life & Pallative Care									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B9			Sickness/Absence									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B10			Duty of Candour									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B11			Health & Safety									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B12			Quality Assurance									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B13			Dignity									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B14			Use of equipment									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B15			Medicine Management									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B16			Falls									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B17			Fraud & Bribery									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B18			Lone Woker (Dom care only)									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1
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Part C


															7


			PART C			STAFFING


			C1			Are all staff DBS Checked						Please complete as Yes or No			1


			C2			Are all Professional Staff (e.g. RN) Registered						Please complete as Yes or No			1


			C3			Are all staff employed after April 2015 working towards or hold the new care certificate						Please complete as Yes or No			1


			C4			Do you have a 12 month training programme						Please complete as Yes or No			1


			C5			Do you use assistve technology						Please complete as Yes or No			1


			C6			Are you accredited for the 6 step programme/EOL programme						Please complete as Yes or No			1


			C7			Do you inform service users / families on how to make complaints /compliments						Please complete as Yes or No			1
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Part D


															18


			PART D			AUDIT


			D1			Do you have an annual audit Plan						Please complete as Yes or No			1


			D2			Is the audit plan attached with the return						Please complete as Yes or No			1


			Indicate for the following areas that you have audit plans in place:


			D3			Medicine Management						Please complete as Yes or No			1


			D4			Infection control & Prevention						Please complete as Yes or No			1


			D5			Care Plans						Please complete as Yes or No			1


			D6			Nutrition & Hydration						Please complete as Yes or No			1


			D7			Falls						Please complete as Yes or No			1


			D8			Continence						Please complete as Yes or No			1


			D9			Pressure Ulcers						Please complete as Yes or No			1


			D10			End of Life						Please complete as Yes or No			1


			D11			Communication needs						Please complete as Yes or No			1


			D12			Dementia Care						Please complete as Yes or No			1


			D13			Manual Handling						Please complete as Yes or No			1


			D14			Equipment						Please complete as Yes or No			1


			D15			Food Hygiene						Please complete as Yes or No			1


			D16			Record Keeping						Please complete as Yes or No			1


			D17			Harms free						Please complete as Yes or No			1


			D18			Bed rail						Please complete as Yes or No			1
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Part E


															7


			PART E			GENERAL


			E1			Do you screen for pressure ulcers prevention using the Waterlow risk assessment tool						Please complete as Yes or No			1


			E2			Do all patients have access to pressure ulcer relieving equipments						Please complete as Yes or No			1


			E3			Are all staff aware how to report a Serious Incident						Please complete as Yes or No			1


			E4			Do you screen using the MUST tool						Please complete as Yes or No			1


			E5			Do you have an activities co-ordinator						Please complete as Yes or No			1


			E6			Do you have an activity schedule						Please complete as Yes or No			1


			E7			Do all residents having enhanced 1:1 have individual activity schedules						Please complete as Yes or No


			E8			Are residents (adult/children) taken out in to the community						Please complete as Yes or No			1


						For Childens Care providers only


			E9			Do you screen using Pain Tool/Communication Aids			N/A


			E10			Do you have access to play/music therapy			N/A


			E11			Do you consider the child's education needs			N/A


			E12			Do the children attend school or activites			N/A


						Document completed by


						Position


						Email contact


						Date completed			DD/MM/YYYY
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Transfer sheet


																		Start Point for data entry is cell F3 - This must not be moved from this reference point


																		Name of Provider			Provider Address Line 1			Provider Address Line 2			Provider Address Line 3			A1			A2			A3			A4			A5			A6			A7			A8			A9			A10			A11			A12			B1 Q			B1 D			B2 Q			B2 D			B3 Q			B3 D			B4 Q			B4 D			B5 Q			B5 D			B6 Q			B6 D			B7 Q			B7 D			B8 Q			B8 D			B9 Q			B9 D			B10 Q			B10 D			B11 Q			B11 D			B12 Q			B12 D			B13 Q			B13 D			B14 Q			B14 D			B15 Q			B15 D			B16 Q			B16D			B17 Q			B17 D			B18 Q			B18D			C1			C2			C3			C4			C5			C6			C7			D1			D2			D3			D4			D5			D6			D7			D8			D9			D10			D11			D12			D13			D14			D15			D16			D17			D18			E1			E2			E3			E4			E5			E6			E7			E8			E9			E10			E11			E12			Document completed by			Position			Email contact			Date completed
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																		11			Part A has Blanks


																		36			Part B has Blanks


																		7			Part C has Blanks


																		18			Part D has Blanks
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This Contract records the agreement between the Commissioners and the Provider and comprises 



1. the Particulars;



2. the Service Conditions (Shorter Form);



3. the General Conditions (Shorter Form),



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





IN WITNESS OF WHICH the Parties have signed this Contract on the date(s) shown   below
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……………………………………………………….
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Date
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and on behalf of 

NHS WEST NORFOLK CCG
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……………………………………………………….

Date
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……………………………………………………….

Signature



		

[INSERT AUTHORISED 

SIGNATORY’S

NAME] for

and on behalf of 

[INSERT PROVIDER NAME]

		

……………………………………………………….

Title



……………………………………………………….

Date














		SERVICE COMMENCEMENT AND CONTRACT TERM



		



		Effective Date



		[The date of this Contract] [or as specified here]



		Expected Service Commencement Date



		1 October 2016



		Longstop Date



		Not applicable



		Service Commencement Date



		1 October 2016



		Contract Term

		3 years commencing 1 October 2016

(or as extended in accordance with Schedule 1C)



		Option to extend Contract Term



		YES



		Notice Period (for termination under GC17.2)

		6 months



		SERVICES

		



		Service Categories

		Indicate all that apply



		Continuing Healthcare Services (CHC)



		



		Service Requirements



		



		Essential Services (NHS Trusts only)

		NO





		PAYMENT



		



		Expected Annual Contract Value Agreed

		NO





		GOVERNANCE AND REGULATORY

		



		Provider’s Nominated Individual 

		[                ]

Email:  [                    ]

Tel:      [                     ]



		Provider’s Information Governance Lead

		[                ]

Email:  [                    ]

Tel:      [                     ]



		Provider’s Caldicott Guardian



		[                ]

Email:  [                    ]

Tel:      [                     ]





		Provider’s Senior Information Risk Owner



		[                ]

Email:  [                    ]

Tel:      [                     ]



		Provider’s Accountable Emergency Officer



		[                ]

Email:  [                    ]

Tel:      [                     ]



		Provider’s Safeguarding  Lead



		[                ]

Email:  [                    ]

Tel:      [                     ]



		Provider’s Child Sexual Exploitation Lead



		[                ]

Email:  [                    ]

Tel:      [                     ]



		Provider’s Mental Capacity and Deprivation of Liberty Lead



		[                ]

Email:  [                    ]

Tel:      [                     ]



		Provider’s Freedom To Speak Up Guardian

		[                ]

Email:  [                    ]

Tel:      [                     ]



		CONTRACT MANAGEMENT



		



		Addresses for service of Notices



		Co-ordinating Commissioner:  

Jo Smithson

NHS Norwich CCG

Room 202, City Hall, St Peters Street, Norwich, Norfolk,NR2 1NH

Jo.Smithson@nhs.net



Commissioner:

Mark Taylor

NHS North Norfolk CCG

1 Mill Close, Aylsham, Norfolk, NR11 6LZ

Mark.Taylor25@nhs.net



Commissioner:

Antek Lejk

NHS South Norfolk CCG

Lakeside 400, Old Chapel Way, Broadlands Business Park, Thorpe St Andrews, Norwich, Norfolk, NR7 0WG

Antek.Lejk@nhs.net



Commissioner:

Dr Sue Crossman

NHS West Norfolk CCG

King’s Court, Chapel Street, Kings’ Lynn, Norfolk, PE30 1EX

Sue.Crossman@nhs.net



Provider:    [                ]

Address:  [                   ]

Email:      [                    ]





		Commissioner Representative(s)









		NHS NEL Commissioning Support Unit

Address:  CHC Contracts Team, Lakeside 400, Old Chapel Way, Broadland Business Park, Norwich, NR7 0WG

Email:  NELCSU.CHCcontracts@nhs.net





		Provider Representative

		[                  ]

Address:  [                   ]

Email:   [                    ]

Tel:   [                    ]










SCHEDULE 1 – SERVICE COMMENCEMENT 

AND CONTRACT TERM



A. [bookmark: _Toc428907601]Conditions Precedent





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



		

1. Evidence of appropriate Indemnity Arrangements EMBED DOCUMENT



2. Evidence of CQC registration EMBED DOCUMENT











C. Extension of Contract Term



 To be included only in accordance with NHS Standard Contract Technical Guidance.





1. As advertised to all prospective providers during the competitive tendering exercise leading to the award of this Contract, the Commissioners may opt to extend the Contract Term by 24 months (2 years) but not beyond the 30th September 2021.



2. If the Commissioners wish to exercise the option to extend the Contract Term, the Co-ordinating Commissioner must give written notice to that effect to the Provider no later than 6 months before the original Expiry Date.



3. The option to extend the Contract Term may be exercised:



3.1  only once, and only on or before the date referred to in paragraph 2 above;



3.2  only by all Commissioners; and



3.3  only in respect of all Services



4. If the Co-ordinating Commissioner gives notice to extend the Contract Term in accordance with paragraph 2 above, the Contract Term will be extended by the period specified in that notice and the Expiry Date will be deemed to be the date of expiry of that period. 





[bookmark: _Toc428907602]


SCHEDULE 2 – THE SERVICES



A. [bookmark: _Toc428907603]Service Specifications







		













B. Indicative Activity Plan



		Not Applicable









D. Essential Services (NHS Trusts only)



		Not applicable









G. [bookmark: _Toc428907605]Other Local Agreements, Policies and Procedures





		Policy

		Date

		Weblink





		Individual Case Arrangement template



		Date of document, and as updated.

		TBC



		Individual Case Arrangement (Fast Track) template

		Date of document, and as updated.

		TBC



		Norfolk CCG CHC Policy Nursing and Residential



		April 2016

		





		Invoicing Guidance



		June 2015

		







		Provider Complaints Policy



		

		EMBED PROVIDER COMPLAINTS POLICY












J.  Transfer of and Discharge from Care Policies





		Not applicable]
















K. Safeguarding Policies and Mental Capacity Act Policies



		Protection of Vulnerable Adults

The Provider must work within the guidance provided by The Care Act 2015, the Care Quality Commission, the DH plus the local policies, procedures and legislative guidance produced by the Norfolk Adult Safeguarding Board.  Further information is available via the following links:

http://www.norfolksafeguardingadultsboard.info/professionals/policy-procedures-and-legislative-guidance/

http://www.norfolksafeguardingadultsboard.info/



All responsible agencies and individuals must work together sharing appropriate information in order to prevent abuse and safeguard adults at all times, and where preventative measures fail, to deal sensitively and effectively with incidents of abuse.

The Provider may be asked to supply evidence to demonstrate compliance with the above safeguarding vulnerable adult responsibilities as per the document embedded below:



 

Protection of Children

All organisations that provide Services to children, or come into contact with children while delivering their Services, share a responsibility to safeguard and promote their welfare.  The Provider must ensure that safeguarding children is an integral part of their governance systems.  This responsibility is underpinned by a statutory duty under Section 11 Children Act (2004) which requires all NHS funded Services to discharge their function with regard to the need to safeguard and promote the welfare of children.

The National Service Framework for Children, Young People and Maternity Services (2004) and Care Quality Commission Standards (formerly Standards for Better Health (2004) Core Standard C2) detail the requirements needed to ensure NHS bodies, or Providers commissioned to deliver NHS Services, meet their statutory duties in relation to safeguarding children.

As per Service Condition SC32.2 the Provider is expected to comply with the procedures and protocols agreed by the Norfolk Safeguarding Children Board (NSCB) which are published via the following links:

http://www.norfolklscb.org/

http://www.norfolklscb.org/about/policies-procedures/policies-and-procedures/



The Provider will participate in effective interagency working to safeguard and promote the welfare of vulnerable and looked after children, and may be asked to supply evidence to demonstrate compliance with the above safeguarding children responsibilities as per the document embedded below:









Provider Safeguarding Policies:

EMBEDD PROVIDER SAFEGUARDING POLICIES



Provider Mental Capacity Act Policy:

EMBED PROVIDER MCA POLICY














SCHEDULE 3 – PAYMENT



A. Local Prices





		Insert template in respect of any departure from an applicable national currency; insert text and/or attach spreadsheets or documents locally 







[bookmark: _GoBack]

F. Expected Annual Contract Values



		Not Applicable
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SCHEDULE 4 – QUALITY REQUIREMENTS



A. [bookmark: _Toc428907609]Operational Standards and National Quality Requirements





		Ref

		Operational Standards/National Quality Requirements



		Threshold

		Method of Measurement

		Consequence of breach

		Timing of application of consequence

		Applicable Service Category



		1

		Duty of candour

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

		Review of Service Quality Performance Reports 

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



		Monthly

		All







In respect of the Operational Standard shown in bold italics the provisions of SC36.17A apply.

*(as further described in Technical Guidance for Commissioners, available at https://www.england.nhs.uk/ourwork/futurenhs/deliver-forward-view/)




SCHEDULE 4 – QUALITY REQUIREMENTS



C. Local Quality Requirements



		Quality Requirement



		Threshold

		Method of Measurement

		Consequence of breach

		Timing of application of consequence

		Applicable Service Specification



		Not applicable



		

		

		

		

		







SCHEDULE 4 – QUALITY REQUIREMENTS



D. [bookmark: _Toc343591404]Commissioning for Quality and Innovation (CQUIN)





CQUIN Table 1:  CQUIN Schemes (DRAFT – in anticipation of publication of NICE guidance [GID-PHG62].  Anticipated publication date: July 2016)



		Name of Indicator

		Oral Health in Care Homes



		Description of indicator

		The aim of this CQUIN is to improve oral health care for residents in care homes in line with the NICE Guidance. This Guidance is in development and anticipated to be published in July 2016. Providers will have:

  

· An oral health champion in each care home

· Evidence of the use of Oral Health Assessment Tool

· Education programme for staff in each care home

· Oral health care plans completed for residents 



		Numerator

		All residents to receive improved oral health care in line with the recommendations in the NICE guidance in development [GID-PHG62]. Anticipated publication date: July 2016



 



		Denominator

		1. The number of CHC residents who have been screened using the Oral Health Assessment Tool

1. The number of CHC residents who have a completed Oral Health Care Plan





		Rationale for inclusion

		The National Institute for Health and Care Excellence (NICE) has been asked by the Department of Health (DH) to develop a public health guideline for carers working in health and social residential care settings (including nursing homes and residential care homes) on effective approaches to promoting oral health, preventing dental health problems and ensuring access to dental treatment when needed. 



Poor oral health in adults has wide ranging health implications beyond the obvious acute symptoms of pain and discomfort in and around the mouth and jaw (Oral healthcare for older people 2020 vision British Dental Association 2012). Poor oral health, whether it is chronic or acute, may impact on nutritional intake, disrupt routine sleep patterns and affect quality of life and general health. Symptoms of chronic conditions may be further exacerbated by the associated pain. Difficulty eating, restricted food choice and lack of sleep may sometimes lead to increased agitation, anxiety and confusion. 



The relationship between oral health, general health and a range of risk factors (for example mouth cancer, cardiovascular disease, aspiration pneumonia) was reported as poorly understood by frontline staff, if at all. A proportion of frontline staff said they were reluctant to carry out activities related to oral health – more so than carrying out activities related to incontinence. This indicates an important need to reduce variation and promote improvements in practice across care home providers 

Link to the NICE.org.uk webpage:

https://www.nice.org.uk/guidance/indevelopment/gid-phg62/documents



		Data source

		Nursing Care Home Providers



		Frequency of data collection

		Monthly 



		Organisation responsible for data collection

		Nursing Care Home Providers



		Frequency of reporting to commissioner

		Quarterly 



		Baseline period/date

		October 2016



		Baseline value

		1. The number of CHC residents who have been screened using the Oral Health Assessment Tool in October 2016

1. The number of CHC residents who have a completed Oral Health Care Plan in October 2016



		Final indicator period/date (on which payment is based)

		March 2017



		Final indicator value (payment threshold)



		As defined by the quarterly deliverables below.



		Rules for calculation of payment due at final indicator period/date (including evidence to be supplied to commissioner)

		Care Homes will:

· Develop effective approaches to promoting oral health, preventing dental health problems and ensuring access to dental treatment when needed. 

· Ensure recommendations included within the NICE Guidelines (final) are embedded within the care home policies. 

· Ensure there is an oral health champion in each care home

· Provide evidence of the use of Oral Health Assessment Tool with residents

· Deliver an Oral Health education programme for staff in each care home

· Ensure oral health care plans are completed for residents



Deliverables



1. The number of CHC residents who have been screened using the Oral Health Assessment Tool

1. The number of CHC residents who have a completed Oral Health Care Plan





		Final indicator reporting date

		10 working days after 31st March 2017



		Are there rules for any agreed in-year milestones that result in payment?

		No.



		Are there any rules for partial achievement of the indicator at the final indicator period/date?  

		TBC







CQUIN Table 2: CQUIN Variations



		Not Applicable



















SCHEDULE 6 – CONTRACT MANAGEMENT, REPORTING AND INFORMATION REQUIREMENTS





A. [bookmark: _Toc428907617]Reporting Requirements



		

		

Reporting Period



		

Format of Report

		

Timing and Method for delivery of Report



		National Requirements Reported Centrally

		

		

		



		1. As specified in the list of omnibus, secure electronic file transfer data collections and BAAS schedule of approved collections  published on the HSCIC website to be found at http://www.hscic.gov.uk/article/5073/Central-Register-of-Collections 

where mandated for and as applicable to the Provider and the Services



		As set out in relevant Guidance

		As set out in relevant Guidance

		As set out in relevant Guidance



		National Requirements Reported Locally



		

		

		



		1. Activity and Finance Report (note that, if appropriately designed, this report may also serve as the reconciliation account to be sent by the Provider under SC36.12) 





		Monthly

		As per invoicing requirements

		As per invoicing requirements



		2. Service Quality Performance Report, detailing performance against Operational Standards, National Quality Requirements, Local Quality Requirements, Never Events and the duty of candour

		Quarterly



Never Events and the duty of candour to be reported immediately

		As per Local Requirements reported Locally

		As per Local Requirements reported Locally



		3. CQUIN Performance Report and details of progress towards satisfying any Quality Incentive Scheme Indicators, including details of all Quality Incentive Scheme Indicators satisfied or not satisfied

		Quarterly

		For provider to determine

		Baseline report: 10 working days after 31 October 2016

Final report:10 working days after 31st March 2017



		4. Complaints monitoring report, setting out numbers of complaints received and including analysis of key themes in content of complaints

		Annually

		



		Within one month of end of reporting period

Send to NELCSU.CHCcontracts@nhs.net





		5. Summary report of all incidents requiring reporting

		Annually





		



		Within one month of end of reporting period

Send to NELCSU.CHCcontracts@nhs.net





		Local Requirements Reported Locally



		

		

		



		1. Quarterly Quality Report

		Quarterly:

(1 October – 31 December)

(1 January – 31 March)

(1 April – 30 June)

(1 July – 30 September)



		As attached, please see Appendix A for full version







		Within 10 working days of the previous quarter  send to NELCSU.CHCcontracts@nhs.net







		2. Annual Self-Assessment Tool

		Annually

		





		NELCSU.CHCcontracts@nhs.net





		

Ongoing reporting requirements: 





a. Notification of Patient’s death or admission to hospital;







b. Change of contact details for provider, including change of registered manager;



c. Statutory notifications to the Care Quality Commission; 





d. Notification of changes in a Patient’s needs;



		

Ongoing





Within 24 hours (next working day)





As soon as practicable





As soon as practicable





Within 48 hours

		







Phone and email







Email





Email





Phone and email







		







01603 257243

NELCSU.CHCclinicalteam@nhs.net



NELCSU.CHCcontracts@nhs.net 



NELCSU.CHCcontracts@nhs.net



01603 257243

NELCSU.CHCclinicalteam@nhs.net









*In completing this section, the Parties should, where applicable, consider the change requirements for local commissioning patient-level data flows which will need to be implemented from 01 April 2017 when the new national Data Services for Commissioners technical solution becomes operational. These change requirements will be published within the Data Services for Commissioners Resources webpage: https://www.england.nhs.uk/ourwork/tsd/data-services/resources











SCHEDULE 6 – CONTRACT MANAGEMENT, REPORTING AND INFORMATION REQUIREMENTS

C. [bookmark: _Toc428907618]Incidents Requiring Reporting Procedure



		Procedure(s) for reporting, investigating, and implementing and sharing lessons learned from: (1) Serious Incidents (2) Reportable Patient Safety Incidents (3) Other Patient Safety Incidents



		

The Parties recognise the primary importance of encouraging and supporting the reporting of incidents in order to promote learning and the improvement of patient safety. The Provider shall operate an internal system to record, collate and implement learning from all Patient Safety Incidents, and shall share such information with the Commissioner as the Commissioner reasonably requires, and in accordance with SC3.3. 

1. Serious Incidents

The Provider must notify deaths, Serious Incidents and other incidents to CQC, and to any relevant Regulatory or Supervisory Body or other official body, in accordance with Good Practice, Law and Guidance and to any relevant regulatory or supervisory body or other official body.

The Provider will also notify Commissioners of such incidents via NELCSU.CHCcontracts@nhs.net.  (please do not include patient identifiable information)

2. Reportable Patient Safety Incidents

The Provider shall regularly report Patient Safety Incidents to the Commissioner as above and shall ensure that the processes and principles set out in the NHS Serious Incident Framework are incorporated into the Provider’s organisational policies and standard operational procedures. 



3. Never Events

Never Events are serious patient safety events which are largely preventable, and the Provider shall ensure that Never Events shall be reported in accordance with the Never Events Policy Framework (http://www.england.nhs.uk/ourwork/patientsafety/)

The Provider shall investigate any Never Events or Serious Incident using appropriate Root Cause Analysis methodology as set out in the NHS Serious Incident Framework and relevant guidance or, where reasonably required by the Commissioner in accordance with the NHS Serious Incident Framework, commission a fully independent investigation. The outcome of any such investigation (including the investigation report and action plan) shall be reported to the Commissioner, by the Provider, within the timescales set out within the NHS Serious Incident Framework, and the Provider shall ensure that on-going progress against such action plans are reported to the Commissioner at least quarterly.



Provider Incident Reporting Policy/Procedure:

EMBED PROVIDER INCIDENT REPORTING POLICY








SCHEDULE 7 – PENSIONS





Not Applicable














SCHEDULE 8 – TUPE*

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



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



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



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



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



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



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



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



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



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



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



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



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



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



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



5. In this Schedule:



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



TUPE means the Transfer of Undertakings (Protection of Employment) Regulations 2006 and EC Council Directive 77/187 





*Note: it may in certain circumstances be appropriate to omit the text set out in paragraphs 1-5 above or to amend it to suit the circumstances  - in particular, if the prospect of employees transferring either at the outset or on termination/expiry is extremely remote because their work in connection with the subject matter of the Contract will represent only a minor proportion of their workload. However, it is recommended that legal advice is taken before deleting or amending these provisions.
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1. INTRODUCTION AND PURPOSE OF THIS POLICY

This Policy sets out the principles that the NHS Norwich Clinical Commissioning Group

(CCG), NHS North Norfolk CCG, NHS South Norfolk CCG, and NHS West Norfolk CCG will
apply in commissioning NHS Continuing Healthcare (NHS CHC). As such, this policy
relates to care commissioned by:

e NHS Norwich CCG

e NHS North Norfolk CCG
e NHS South Norfolk CCG
e NHS West Norfolk CCG

This Policy is applicable to both new and existing patients eligible for NHS
Continuing Healthcare. This Policy applies once an individual has received a
comprehensive, multidisciplinary assessment of his/her care and support needs and
the outcome shows that s/he has a primary health need and is therefore eligible for
NHS Continuing Healthcare funding.

The content of the Policy represents policy strands that CCGs had developed within
a guide. This is to ensure appropriate patient care and is in line with the National
Framework for NHS Continuing Healthcare and NHS-funded Nursing Care
November 2012 (Revised) (“the Framework”). It has been developed to provide a
common understanding of the CCGs’ commitments with respect to NHS CHC.

This policy ensures that:

e the patient’s assessed NHS CHC needs will be met by the NHS
e patients will not pay for NHS services at the point of delivery
e patients are safeguarded

2. CONTRACTUAL ARRANGEMENTS AND PATIENT PLACEMENT

2.1. INTRODUCTION

This section outlines the approach being taken by CCGs in Norfolk to ensure
continuity of care for patients eligible for NHS Continuing Healthcare (NHS
CHC) as they introduce a new contractual model for care homes. This policy
will apply to residential care homes but not to home care provision. For the
purposes of clarity and consistency, references in this document to “care
homes” includes both care homes with nursing and residential care homes.

This policy has been drafted in order to address a number of scenarios for
which both CCGs and the Commissioning Support Unit require an agreed
approach that can be implemented by the CSU contracts team.







Key principles:

CCGs will only place patients with providers with whom they hold a
contract for the provision of NHS CHC and which meets the quality and
patient safety standards within that contract.

Policies will seek to ensure that existing NHS CHC patients, insofar as
possible, are not moved between providers or their historically-provided
NHS funded care disrupted.

Patients will be informed, prior to check-listing, of the contractual status of
their current care provider. If the care provider does not hold an NHS
contract and does not wish to hold one, for the provision of NHS CHC,
options for alternative settings will be discussed with the patient and their
families.

Those providers that do not wish to provide NHS CHC will be enabled over
time to withdraw from the market in a managed way.

Where a patient lacks capacity to make decisions about their future care
options, a best-interest meeting will be called and contractual options
available considered.

For providers that have signed the new contract for provision of NHS CHC the
contracts will be mobilised as normal. This will provide continuity of care for
existing NHS CHC patients and choice for new patients seeking placements
funded by NHS CHC. The quality standards within the new contracts will
ensure that the CCGs can hold providers to account for the quality of care
they provide and ensure that the most complex and vulnerable patients are
well cared for.

2.2. SCENARIO PLANNING FOR PROVIDERS WHO NO LONGER
WISH TO PROVIDE NHS CONTINUING HEALTHCARE AND
PROVIDERS WHO ARE OUT OF AREA

Two scenarios have been identified for which a policy is needed:

An approach with regard to existing care homes that are no longer
choosing to provide NHS Continuing Healthcare under contract to the NHS
with regard to:
- Existing long standing NHS funded patients
- Residents of non-contracted care homes thinking about the
implications of being assessed for NHS CHC.
- Newly eligible patients

An approach with regard to provision of NHS CHC funded care outside the
CCGs’ areas.







2.3. CARE HOMES THAT ARE CHOOSING TO NO LONGER HOLD
A CONTRACT FOR THE PROVISION OF NHS CHC

Providers that choose not to continue to hold a contract with the NHS for the
provision of NHS CHC will not be made available on the choice menu for new
NHS CHC funded placements.

2.4. WITH REGARD TO EXISTING NHS CHC FUNDED PATIENTS
ALREADY ON NAMED PATIENT CONTRACTS WITHIN THESE
CARE HOME SETTINGS, AT THE POINT AT WHICH THE
CURRENT CONTRACT CEASES, OR FOR WHOM A DATE IS
TO BE AGREED FOR THE IMPLEMENTATION OF THIS POLICY
THE PROCESS WILL BE:

Patients may choose to remain within a care home which is no longer
willing to hold a contract for provision for NHS CHC. Where this is the case
a discussion will be held with the provider. Those patients who wish to stay
will be documented as a list of NHS CHC residents on a Named Patient
document where the CSU/ CCG will endeavour to secure continuing
placements for any existing NHS CHC patients at their current contracted
prices. Such providers with named-patient arrangements will be reviewed
annually, as a minimum. CCGs will still need to ensure that minimum CQC
standards of care are reached and that there are no patient concerns or
complaints about the standards of care being provided. The provider will
still be required to deliver the care requirements of the NHS CHC package.

Without a formal NHS CHC contract in place CCGs have few levers to
apply to ensure actions are taken to improve care overall but any concerns
would be communicated to the CQC; NHS funded patients may wish to
reconsider their ongoing placement with that provider. Providers who do
not hold an NHS Contract for NHS CHC will still be required to deliver a
degree of reporting and will still be required to meet CQC standards for
Care Homes.

Individual patients who choose to remain in homes that do not wish to
continue with an NHS contract for NHS CHC will be individually and
clinically reviewed in line with normal NHS CHC patient review schedules
for contracted providers. This can be monthly to annual reviews dependant
on clinical need.

Individual applications from non-contracted providers for inflationary uplifts
will be considered by the CCGs whose patients are placed. These are
unlikely if placements are above normal NHS CHC base rates.







e Existing NHS CHC Patients in non-contracted homes will be informed of
the non-contractual status on review. Patients will be offered the option to
move if they wish to and the options can be explored with them. In
exceptional circumstances, where patients wish to stay in a non-
contracted care home, and this is in the best interests of the patient,
discussions with that care provider will be held to see if they will accept
continuation of that patient’s care provision under named patient
arrangements.

e The intention is to reduce activity in non-contracted care providers as
patients move, become no longer eligible or come to the end of their lives.
This provides a managed transition for providers who wish to withdraw
from NHS provision of NHS CHC. The CSU clinical teams have lists
issued at regular intervals to ensure they know which care homes are
signed up to an NHS Contract for the provision of NHS CHC and those
that are not.

e Homes can seek to discharge a resident who is entitled to NHS CHC
where they do not wish to continue to provide NHS CHC. In these cases
all steps will be taken to support that patient and their family to find
alternative provision. Patients may be under pressure to refuse NHS CHC
funding and continue to self-fund. Staff need to be aware of this and
ensure that patients are given all the advice and support they need to
make the right decision for them.

2.5. WITH REGARD TO RESIDENTS IN NON-CONTRACTED
CARE HOMES

Patients within non-contracted care homes should be given access to
information on the potential outcomes of an eligibility assessment prior to
check listing. Patients need to accept that unless an exceptional case can be
made (e.g. patient is in end stage care or there is limited alternative provision
available) they will be required to move to a contracted NHS CHC provider.

If the patient wishes to stay in a care home which does not provide contracted
NHS CHC services, then the patient may choose to decline the checklist
completion and the assessment of eligibility for NHS CHC funding and
continue to self-fund or, if eligible, be funded by the Local Authority. Where
patients choose not to proceed with a checklist and potential eligibility
assessment this should be documented and signed off by the patient and the
Local Authority informed if LA funded care is being provided. This can be
reviewed by the patient at any time in the future and they can ask to be
moved to a NHS CHC contracted care home at a later point in time and







funded by the NHS from the point they move. Patients would be given
personal contact details for the CSU clinical team and their CCG in case they
wish to review.

2.6. WITH REGARD TO PATIENTS IN NON-CONTRACTED CARE
SETTING WHO BECOME NEWLY ELIGIBLE FOR NHS CHC

The following process would be followed:

e The provider would be asked again if they wish to take up an NHS
standard contract for the provision of care to patients eligible for NHS
CHC.

If the provider declines then the following steps are followed:

e The patient is given a choice of homes in the area that provide NHS CHC
under contract, from which to choose a new care setting. Once the patient
has chosen their preferred option to move then the CSU NHS CHC team
will facilitate this with communications to both the sending and receiving
providers. If a chosen provider has no bed available then arrangements
will need to be agreed to meet the costs of care while the patient is
awaiting the move.

Note: It is a patient’s right to be assessed for NHS Continuing Healthcare
funding eligibility and, if eligible, they have a right to have their care funded by
the NHS. However it is not compulsory to take up the assessment, funding
and provision on offer if a patient chooses not to. From time to time patients
do seek not to pursue NHS CHC as they may wish to continue in
accommodation than the NHS is not able to afford or contract for. A small
number of care homes have contracted for the provision of NHS CHC but will
be able to apply to offer patients options for additional services to meet
wishes (not health needs). This may be attractive to some patients looking to
move from wholly non-contracted providers (see “Additional Services policy”
which is currently in development).

If the patient declines to move when the provider has refused to accept an
NHS Standard Contract, a CCG joint panel may be convened to discuss a
way forward. This will ensure due process has been followed, offer a peer
review opportunity, explore options available and inform future policy
development. Each CCG will nominate a representative to attend. The panel
will be advisory. Decisions will remain the responsibility of the funding CCG.
Meetings will be held as required and formally documented.

There will be rare and exceptional cases where the NHS CHC clinical team
may, as a result of a best interest meeting, propose that a patient needs to
stay in a particular setting (e.g. terminal phase of end of life care or where







2.7.

alternative provision is unavailable). Such cases will be presented to the
appropriate CCG for a decision accompanied with relevant risk assessments.

PATIENTS IN “OUT OF AREA” CARE HOMES

A number of patients are currently cared for close to family in other parts of
the country but funded by Norfolk CCGs.

Occasionally, patients may be placed out of county where specific clinical
needs cannot be met locally. CCGs are involved in decisions about out of
area placements where the patient requires a specialist placement. These will
be reviewed annually to ensure needs continue to be met appropriately.

Norfolk has historically offered this option in exceptional circumstances and
these contracts have been inherited as long standing arrangements or agreed
by CCGs as short term arrangements for terminal phase of end of life care
and undertaken on a non-contracted activity (NCA) basis for the benefit of
families.

It is proposed going forward that:

e These contracts be managed on a named patient basis as “non-contracted
activity”.

Provider’s ongoing CQC registration would be monitored annually as a
minimum via the national CQC website. The CSU is not currently
resourced to physically visit the majority of NHS CHC patients placed out
of area. Whilst teams may notify the local CCG of the presence of a
Norfolk patient, many receiving areas are not set up to do anything with
this information. The home in that area will register the patient with the
local GP practice, enabling them to access local NHS services.

e Where a care home out of area is put under special measures or is
closing, the Local Authority will generally contact all residents within that
home. They will also contact those agencies that are funding care to notify
them of the situation and the plan of action. Moves to alternative provision
are normally handled in discussions with families, patients and
commissioners by the Local Authority where the care home exists.

Example: This occurred in a care home in Lincolnshire where a care home
closed and the residents were relocated in discussions with the patient,
family, NEL CSU and the relevant CCG. The patient moved to a care home
not far from the original setting in Lincolnshire at the same cost envelope.

e A placement with an out of area provider would be made based on an
extended Individual Case Arrangement (ICA) which requires the provider
to:







(@]

Notify of any admission to hospital or death of the patient within 48
hours.

Notify commissioner of any safeguarding or results of best interest
meeting with regard to our patient.

Notify commissioner of any complaints received from the patient and /
or family and their response.

Invoice the correct CCG for the agreed amount monthly.

e Pricing would be at the local CCG rate for the area in which the care
setting sits. This is historically and nationally what CCGs currently do. This
enables each CCG area to maintain reasonable market stability even if it
means that more is paid for placements in an area which has agreed
higher than Norfolk weekly rates for NHS CHC patients or conversely the
cost may be less if they have local rates than in Norfolk.

e Families would be encouraged to let the CCG/ CSU in Norfolk know of any
concerns regarding care home quality or problems as soon as possible so
that discussions can be held with local services and registration bodies/
CQC. Contact information for their local commissioners would be provided.

Note: This out of area definition will apply to Great Yarmouth Nursing homes and
residential homes that do not hold a contract with North Norfolk CCG, South Norfolk
CCG, Norwich CCG, or West Norfolk CCG.







3. ADDITIONAL SERVICES CONTRACTS BETWEEN CARE
PROVIDERS AND PATIENTS (AND/OR THEIR
REPRESENTATIVES)

3.1. INTRODUCTION

This section has been developed to ensure that CCGs have a consistent and
transparent approach to patients who wish to purchase additional services (over and
above their assessed needs under NHS Continuing Healthcare. This is also intended
to safeguard patients against unforeseen additional costs.

Additional Services, in this section refers to services which a patient who eligible for
NHS CHC may choose to purchase directly from a Provider. These optional
additional services must be over and above those identified as required to meet their
Continuing Healthcare assessed needs. For clarity, this is distinct from social care
arrangements which allow “top-ups”.

The relevant CCG will only provide and fund those services that are identified in an
individual's Complex Case Review Panel (CCRP) approved care plan and for which
it has statutory responsibility.

3.2. ARRANGEMENTS FOR PATIENTS CHOOSING TO PAY FOR
ADDITIONAL SERVICES

Patients may wish to make separate arrangements for additional services (such as
aromatherapy, private garden area, manicures, sole use facilities which represent
‘wants’ not ‘needs’). Current case law supports this concept as acceptable. These
additional services should be arranged and contracted for separately from the NHS
contracts for NHS CHC services.

Patients are advised to inform CCGs in the first instance when they request
additional services from a Provider. This is required to ensure patients are not paying
for services to meet an assessed need.

Admissions into NHS CHC-funded care for nursing care, residential care or
domiciliary care packages with a Provider are not conditional on a patient or
their family entering additional services contracts.

Patients who cease any previously agreed additional services payment or contract
should not be required to move to another nursing or residential care home following
cessation of their contract for additional services. This does not exclude movement
within a nursing home or residential care home.

An example of this would be where a nursing or residential care home has a luxury
wing with rooms which have sole use private garden at a higher price than the NHS
contracted rate. Under this arrangement, the NHS will pay the appropriate contracted
rate and the patient will take out an additional service contract directly with the
Provider for the sole use garden area on the understanding that if they become
unable to pay for their the additional services then they would be moved to the
standard NHS level of room within the same home.

10







The CCG does not accept liability for any failure by patients or families to pay for
additional services, or upon cessation (either by the patient or Provider) of the
additional services contract.

Patients must be made aware of the arrangement and consequences of cessation of
their additional services contract by the Provider from the outset. This should be
communicated in a professional, timely and transparent manner.

The commissioners will make an appropriate referral (e.g. to Adult Safeguarding,
CQC, counter-fraud) if a provider is found to be charging for additional services and
either:

e the services are not in place

e the amount of the charges outweighs the additional services being
provided

e fraud or abuse is suspected

3.3. INFORMATION FOR PATIENTS, FAMILIES AND CARERS

Information explaining additional services must be clearly written and shared with
patients and carers by the Provider. Patients and/or their representatives are
required to sign to confirm that they understand and accept their private contractual
arrangements regarding additional services and the consequences of cancelling any
additional services payment agreement between themselves and the provider.

Failure of the Provider to communicate the nature, content and terms of the

contractual arrangement to patients and/or their representatives, will result in
CCGs/CSU making an appropriate referral as above.
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4. STANDARD DECISION MAKING FRAMEWORK AND
GOVERNANCE ARRANGEMENTS FOR CCGS WHEN
COMMISSIONING AND REVIEWING NHS CHC PACKAGES

This section has been developed to provide a common understanding of the CCGs’
commitments with respect to the funding of packages of care to meet an NHS CHC
eligible individual’'s assessed health and associated social care needs.

This section is intended to assist the CCGs standardise the quality and consistency
of care, and make decisions about clinically-appropriate care provision for individuals
in a consistent way.

CCGs have identified the need for a clearly articulated policy regarding the
commissioning and review of NHS CHC care packages. The key aim is to inform
robust and consistent commissioning decision making by the CCGs using a locally
developed standardised decision-making framework. This section relates to a
standardisation of decision making on care packages for patients who are eligible for
NHS CHC across all CCGs. Standardising governance arrangements will support
CCGs in their oversight and decision making with regard to funding of individual NHS
CHC packages of care.

The following norms are established in respect of when a CCG Complex Case
Review Panel (CCRP) will convene to review a care package and what services
NHS CHC should and should not fund:

e A CCRP will ensure all domains are considered at the point where
there is a more than 5% difference in the options for care being
considered

e Agreement of standard list of services which CHC packages will fund,
and those which they won’t (standard list of services on page 14 of
Appendix I).

The following are standard domains that CCG CCRP’s will take into consideration
when making decisions regarding individual packages of care for patients eligible for
NHS CHC:

e Patients’ needs and the outcomes they wish to obtain from their care

e Patient and family preferences and views

¢ The Human Rights Act and any other Disability Rights legislation (see
Appendix J)

e Clinical and safeguarding risks and patients/ families views on these.
(Patient view would apply where a patient fully understands risks in the
choices they would like to make but still wishes to take those risks.)
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e The price and affordability of the various options for the provision of
care in light of the need to ensure equitable use of limited NHS
resources.

e Due to geographical gaps in some care services, panels will have to
take into account the availability of services and choices for patients as
this is a limiting factor for many. Reviews of current provision are taking
into account current gaps in services in order to support commissioners
to fill these.

Decisions regarding the setting of personal health budgets will be treated in the
same way.

All existing NHS CHC patients will go through a review process, either at 3 months
post eligibility decision, or annually. At that point for any home care packages in
excess of the 5% of the equivalent Care Home package, a CCG CCPR will be
convened to review the package of care taking into account the domains set out
above. The CCRPs will be cognisant of the 5% figure but also required to take all of
the other factors set out above in agreeing a care package, and reflect any
exceptionality in circumstances.

This approach will be clearer for patients and families, result in CCGs having a more
consistent approach, allow CCGs flexibility to reflect the unique nature of care
packages and individual needs and ensure CCGs treat all patients fairly and comply
with the law.

5. EXCEPTIONAL CIRCUMSTANCES

In exceptional cases, the relevant CCG, having regard to the individual's assessed
health and associated social care needs, may be prepared to consider funding a
package of care where the anticipated cost to the CCG is more than it would usually
expect to pay; or elements of the care package are not usually funded from NHS
CHC budgets.

The Commissioner recognises that exceptional circumstances may require
exceptional consideration but will retain its obligation to make best use of NHS
resources. Exceptionality will be determined by the relevant CCG on a case by case
basis. The grounds for and appropriateness of exceptionality will be determined by
the merits of each case by the Commissioner.

Exceptionality may include (but it not limited to):
e the provision of a care package to an individual who has an advanced,
progressive, incurable illness;

e those cases in which consideration must be given to address the particular
cultural and/or communication needs of the individual;
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e those cases in which consideration must be given to address the particular
clinical and/or physiological needs of the patient and/or the risks associated
with meeting their needs

e those cases in which an individual in an existing out of area placement
becomes eligible for NHS Continuing Healthcare and wishes to continue to be
accommodated out of area.

In addition the CCGs recognise that there will be cases in which, as a consequence
of the nature of the needs of the individual in that particular case, it may be
necessary to fund a higher cost package of care for a limited period of time (for
example, in cases where a high/intense level of staffing needs to be put in place to
set up the care package). In such cases the CCG may be prepared to consider
funding the higher cost package of care for a limited period of time.

6. REVIEW OF THIS POLICY

NHS Norwich CCG, as the coordinating commissioner, owns this policy. The policy
sections will be reviewed as set out below. However, each time a section is
reviewed, the full document must be reviewed to ensure consistency.

Section 1: Contractual Arrangements and Patient Placement

This section is to be reviewed in the first instance, by the CCG joint panel in six
months on the basis that all parties will have more experience of working with
patients and providers to see if this policy is working. Out of area placement
arrangements will be reviewed as part of a wider discussion between CCGs and
CSU regarding all patients placed out of area and how we can better monitor at a
distance or resource the travelling.

Section 2: Additional Services contracts between care providers and patients
(or families) for patients in receipt of NHS Continuing Healthcare

Review of this section will be annual or on receipt of relevant additional case law or
guidance.

Section 3: Standard Decision Making Framework and Governance
Arrangements for CCGs when commissioning and reviewing NHS CHC
packages

Review of this section will be within 6 months of January 2016. This will submitted to
HOSC and CCGs’ GB meetings.
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7. APPENDICES

Reference | Document title

| Document location

1. Contractual Arrangements and Patient Placement

Flow Chart

Appendix A - Flow chart.docx

Contract Offer Letter 1

Appendix B - Contract offer letter 1.docx

Contract Offer Letter 2

Appendix C- Contract offer letter 2.docx

Checklist Waiver

Appendix D - Checklist waiver.docx

mo0|m >

Assessment Waiver

Appendix E- Assessment waiver.docx

Section 2: Additional Services contracts

between care providers and patients

(or families) for patients in receipt of NHS Continuing Healthcare

F Mills and Reeve summary Appendix F - Mills and Reeves
Summary.docx

G Contract Variation Appendix G - Contract Variation.docx

H List of Additional Services Appendix H - List of Additional

Services.docx

Section 3: Standard Decision Making Framework and Governance

Arrangements for CCGs when commissi

oning and reviewing CHC packages

| Central and West Norfolk
Procedures for Staff on NHS
CHC V11 (Final)

.\..\..\CHC Policy Development\Central
and West Norfolk Procedures for Staff on

NHS CHC V 11 (Final).docx

J Guidance Sheet for
Consideration of Human
Rights in Complex Case
Review Panel Decision
Making

Appendix J- Guidance Sheet for
Complex Case review Panels.docx

K Consideration of Domains in
Complex Case Review Panel
Decision Making

..\..\..\CHC Policy Development\Complex
Cases Panels\2016.03.09 CCRP - Decision
MakingTemplate for Complex Case Review
Panels (FINAL).docx

L Central and West Norfolk
Guide to NHS CHC for
patients V 21 (Final)

..\..\..\CHC Policy Development\Central and
West Norfolk Guide to NHS CHC for patients
V 21 (Final).docx
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Invoicing instructions

CCG Commissioner Invoicing Procedure

All invoices must be sent to our shared services centre in Tingley but it is important that you
also include the name of the organisation that you are invoicing and the unique
organisational ID and payables code that we have assigned that organisation to ensure that
your invoice is accurately processed.

A detailed list of full organisational names, ID’s and payables codes is below

Organisation Name Payables Code | Invoice Invoice City Post Code
(Address line 1) (Address line Address Address (Address line | (Address line 6)
2) (Address (Address line | 5)
line 3) 4)
NHS NORTH 06V PHOENIX TOPCLIFFE WAKEFIELD | WF3 1WE
NORFOLK CCG PAYABLES HOUSE LANE
K875
NHS NORWICH CCG | 06W PHOENIX TOPCLIFFE WAKEFIELD | WF3 1WE
PAYABLES HOUSE LANE
K885
NHS SOUTH 06Y PHOENIX TOPCLIFFE WAKEFIELD | WF3 1WE
NORFOLK CCG PAYABLES HOUSE LANE
K895
NHS WEST NORFOLK | 07J PAYABLES | PHOENIX TOPCLIFFE WAKEFIELD | WF3 1WE
CCG K905 HOUSE LANE

Please ensure that the address field of all invoices contain the following information:
[Insert the Commissioner organisational name]

[Insert the Commissioner organisational ID and payables code]

Phoenix House

Topcliffe Lane

Tingley

Wakefield

WF3 1WE

An example for one of the Norfolk CCGs would be:
NHS NORWICH CCG

06W PAYABLES K885

Phoenix House

Topcliffe Lane

Tingley

Wakefield

WF3 1WE

To ensure swift payment of your invoices, please ensure the following information is
included:
For CHC patients: Patient unique NFK number

Calendar period that the invoice relates to

Dates of actual care provided

Weekly rate, as per Individual Care Arrangement (ICA)

Any additional care must firstly be authorised and have an ICA in place before payment will
be made.
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CCG Commissioner Invoicing Procedure

Further information

Patient references - Under section 251 of the Health and Social Care Act, 2006, patient identifiable
information should not be used for anything other than clinical purposes. Thus any invoices containing
patient names or NHS numbers must be rejected if received by any NHS body. CCGs use an
electronic database which creates a unique reference number for each CHC patient (known as the
‘NFK’ or ‘PP’ number). You should already have in your possession the reference number for the
patients for whom you provide care, if not; it will be available from the CHC team. Please use these
numbers as the patient reference for all invoices as failure to do so will result in needless payment
delays.

Invoicing in advance - The NHS is not permitted to use public funds to pay for services which have
not yet been delivered. Only invoices which are due for payment, for services already delivered, will
be approved; prospective invoices slow this process down.

Frequency of invoicing - Please provide a single invoice per patient for four week or calendar month
periods. Failure to do this will result in needless payment delays due to the need to ensure there are
no overlaps or duplications of fees.

Multiple patient invoices - Incorporating care costs for more than a single patient on one invoice
causes unnecessary payment delays if there is a query with any one of the relevant patients. As well
as this, reconciliation time is extended and slows the process down.

To this end, unless the invoice is supported by a pre-agreed schedule of care, only single patient
invoices will be accepted for onward processing.

Credit notes - Frequently we receive documents which are combined invoices and credit notes. These
slow the payment process down. We would appreciate it if this practice was discontinued and if
appropriate credit notes and separate invoices issued when applicable.

Additional Care - Should a patient need any additional care to that agreed on the ICA, the Continuing
Healthcare team should be contacted. Only once we have approved this increase, whether temporary
or permanent, can the care be provided (please note there is a separate process for the provision of
Emergency 1:1 Care).

If a patient or family member asks that you provide any care over the contracted amount, please
contact the CHS team on 01603 257243. We will aim to provide an answer as soon as possible and, if
necessary, raise a new ICA to reflect this addition. Similarly, if whilst at a patient’s home you feel
there may be a need to provide a longer stay than usual, please try to contact us in the first instance.

Individual Care Arrangements (ICA) - ICAs should be signed and returned by Providers within 48
hours of receipt. Without receipt of a signed ICA, it is not be possible for the invoice validation team to
approve the associated invoices for payment.
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SGA Contractual Framework

Safeguarding Adults Contractual Framework 2015/16
for Continuing Healthcare Providers

Safeguarding Requirement

Method of Measurement

Examples of evidence to
demonstrate compliance.

1. Leadership 1.1 | An Executive/Management Lead is identified to take Evidence of an organisational
responsibility for all aspects of Adult Safeguarding. structure which identifies Named
There is a clear leadership Individuals, their safeguarding
structure in place which responsibilities, their accountability
promotes the safety and well and accessibility.
being of adults, identifies
levels of organisational 1.2 | There is agreed format and frequency of reporting to the Evidence of quarterly reports for
responsibility and has a organisations management team, in order to raise issues and adult safeguarding that reflect
system in place of reporting offer assurances on progress being made around Adult awareness of safeguarding activity.
to the organisational Senior Safeguarding activity.
Management/Board
1.3 [ An operational lead/contact is identified in relation to Adult
Safeguarding
1.4 | The safeguarding responsibility structure shall be recognised by
staff and embedded within the organisation.
2. Policies and Procedures 2.1 | Policies and procedures shall be part of a network of strategies Availability of policies, framework

There is relevant up to date
policy and procedure
outlining a framework that
will ensure an appropriate
response from staff and the
organisation to all adults who
may be at risk.

reflecting the range of potential risks and Safeguards associated
with adults who may be in danger of abuse or neglect. These
policies shall include:

e Adult Safeguarding (including reference to Mental Health
Act, Mental Capacity Act, Deprivation of Liberty
Safeguards, Domestic Abuse/Sexual Violence, Honour
Based Violence and Hate Crime, Prevent)

and audit outcomes.

May 2015 - V1
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Safeguarding Adults Contractual Framework 2015/16
for Continuing Healthcare Providers

Safeguarding Requirement

Method of Measurement

Examples of evidence to
demonstrate compliance.

2.2

2.3

2.4

2.5

2.6

2.7

e A standalone policy and/or set of procedures that outline
the responsibilities of the organisation and individual staff,
in relation to the Mental Capacity Act and Deprivation of
Liberty Safeguards

Strategies shall be based upon National and Local Legislation
and Guidance such as Care Act 2014, the Mental Health and
Mental Capacity Acts.

Strategies shall reflect the locally agreed multi-agency
partnership policy, systems and protocols.

Palicies shall set out the responsibility of all workers to operate
within it and that a system exists to evidence that Staff have been
made aware of the requirements of the policy and their individual
role in supporting Adult Safeguarding.

There shall be a process to ensure that new staff are made
aware during induction of the expectations, systems and contacts

relating to adult safeguarding

There shall be an organisational policy in place to support staff
who may be experiencing domestic violence

There shall be a robust audit process in place to monitor

May 2015 - V1

Page 2 of 7








Safeguarding Adults Contractual Framework 2015/16
for Continuing Healthcare Providers

Safeguarding Requirement

Method of Measurement

Examples of evidence to
demonstrate compliance.

adherence to policy that includes a yearly review process to
ensure policy remains up to date

3. Accountability

There is evidence that all
aspects of Adult
Safeguarding are at the
forefront of service delivery
& development and are
integral within the
organisation.

3.1

3.2

3.3

3.4

3.5

There is evidence that staff are proactively encouraged to reflect
upon their own actions and practice along with that of others to
identify safeguarding risks and areas of poor practice or neglect
that might constitute abuse

Services shall be set up with clearly identified resource levels and
associated contingency plans in order to safely and effectively
deliver the contracted service. A process for audit should be in
place to monitor this.

A robust incident reporting system shall be in place, which
ensures an objective investigation process and supports learning
and improvements from outcomes. There is evidence that staff
report incidents appropriately.

Root Cause Analysis (RCA) shall be undertaken appropriate to
the level of the incident or complaint, plus there will be a process
for monitoring that actions identified are implemented within the
agreed time frame.

Staff shall be confident of when and how to raise a concern or
incident regarding safeguarding with a clear pathway to identify

Staff Supervision statement and
evidence of delivery.

Records detailing frequency and
guantity of staff appraisals

Access to resource levels and
contingency plans.

RCA’s indicate staff involved in
process, change in practices, access
to action plans

May 2015 - V1
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Safeguarding Adults Contractual Framework 2015/16
for Continuing Healthcare Providers

Safeguarding Requirement

Method of Measurement

Examples of evidence to
demonstrate compliance.

3.6

3.7

3.8

via which route this should be directed e.g. internal incident
reporting, Adult Safeguarding referral, Whistle-blowing, Serious
Untoward Incident alert.

External complaints shall be positively managed to ensure that
adult safeguarding issues where identified, are managed through
the most appropriate route i.e. through internal process or
onward referral via adult protection pathway

There shall be a “whistle blowing policy” in place which is cross-
linked to adult safeguarding and provides a positive statement
regarding support which can be expected from the organisation
for all staff who may raise a concern.

The Provider shall have an audit programme in place to monitor
compliance with all procedures and a process to monitor adult
safeguarding activity and systems within this.

Access to policy

Position statement relating to audit
outcomes for Adult Safeguarding.

4. Training

There is a clear, up to date
and proactive education
system in place which will
raise awareness and ensure
that staff have clarity of their
role in recognising and

4.1

4.2

The organisation shall have a clear internal process for staff and
volunteers to gain information, support, advice and training
commensurate with their levels of responsibility regarding
safeguarding adults.

Development of staff training that provides an appropriate level of
awareness, of the signs and symptoms of abuse/neglect,
knowledge of what immediate actions should be taken, how to

Clearly defined record of the training
type and level required by each staff
member.

Evidence of the training programmes
and attendance statistics.

May 2015 - V1
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Safeguarding Adults Contractual Framework 2015/16
for Continuing Healthcare Providers

Safeguarding Requirement

Method of Measurement

Examples of evidence to
demonstrate compliance.

dealing with all types of adult
safeguarding concerns

4.3

4.4

make an onward referral, and who (internal to the organisation) to
contact for advice/support. All training should be relevant to the
role and responsibilities of the staff member and the client
group(s) they are working with. Any training should be developed
in line with recommendations from National Guidance, and the
County Safeguarding Adults Board. This will incorporate a basic
awareness of Adult Safeguarding and should include references
to the MHA, MCA and DoLS, Domestic Abuse & Sexual Violence,
Honour Based Violence and Hate Crime.

Training shall be mandatory for all staff whose roles require them
to be registered through the vetting and barring scheme and is
received/evidenced by 100% of staff on induction minimum. In
addition it should be evident that a minimum of 95% receive
updated training on a three yearly cycle.

All staff shall be able to signpost any person seeking information
about living life free of abuse and neglect, make appropriate
action and referrals in relation to adult safeguarding, domestic
violence and hate crimes, recognise risks from different sources
and in different situations e.g. risks from other service users,
colleagues, relatives and carers.

All staff shall be able to accurately record fact,
contemporaneously with any concerns of abuse or neglect and
actions taken as a result.

Records on Number of ongoing
referrals made to Adult
Safeguarding, DoLS.

May 2015 - V1
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Safeguarding Adults Contractual Framework 2015/16
for Continuing Healthcare Providers

Safeguarding Requirement

Method of Measurement

Examples of evidence to
demonstrate compliance.

4.5

There is a commitment to cooperate with the Safeguarding Adults
Board, should they wish to ensure that any training delivered
meets with locally agreed outcomes and competencies.

5. Safer Staffing

All actions will be taken to
ensure that staff are
recruited and monitored for
their suitability to work and
continue to work with Adults
within a Healthcare setting.

5.1

5.2

5.3

5.4

There shall be a recruitment policy and processes in place which
supports scrutiny of individuals through:
¢ Robust application, short listing and interviewing
processes
e Acceptable references from previous employers which
includes a statement on the individuals suitability to work
with adults in a health setting.
¢ Identification of roles relevant for registration under
“Regulated” or “Controlled” activity within the Disclosure
and Barring system.
e To declare "an interest” with the Disclosure and Barring
Service (DBS) regarding the individual

Verification that the individual is registered with DBS for
appropriate activity.

Verification of professional qualifications and notice of
outstanding investigations relating to professional conduct.

Declaration of criminal offences or pending prosecutions.

Appropriate risk assessment is made prior to any of the above

Access to Policies and audit
outcomes

RCA action plans

May 2015 - V1
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Safeguarding Adults Contractual Framework 2015/16
for Continuing Healthcare Providers

Safeguarding Requirement

Method of Measurement

Examples of evidence to
demonstrate compliance.

5.5

outcomes not being available before commencing in post.

To act within the requirements of the DBS including:

e A clear processes to identify and deal with concerns
regarding members of staff who may provide a potential
risk to Adults or children.

e A clear process to ensure that where any individual, who
has caused or is suspected of harming or risking harm of
a vulnerable adult or child, a full investigation is made
appropriate to the incident i.e. Internal, referral to
adult/child protection unit and upon the outcome a referral
is made to the DBS if pertinent risks are identified.

May 2015 - V1
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SGC CHC Contractual Framework

Safeguarding Children Contractual Framework 2015/16
for Continuing Healthcare Providers

Safeguarding Requirement

Method of Measurement

Examples of evidence to
demonstrate compliance

1. Leadership

There is a clear leadership structure
in place which promotes the safety
and well being of children, identifies
levels of organisational responsibility
and has a system in place of reporting
to the organisational Senior
Management/Board

The Provider shall demonstrate accountability for
safeguarding by nominating a senior manager or lead director
for safeguarding children

The safeguarding responsibility structure shall be recognised
by staff and embedded within the organisation

Evidence of an organisational
structure which identifies named
individuals, their safeguarding
responsibilities, their accountability
and accessibility.

Evidence that safeguarding reports
are received at boards or equivalent
which reflect safeguarding children
duties and responsibilities

2. Policies and Procedures

There is relevant up to date policy
and procedure outlining a framework
that will ensure an appropriate
response from staff and the
organisation to all children who may
be at risk.

The Provider will actively seek, and
ensure awareness of any changes to
legislation throughout the organisation

The Provider will ensure that they have policies and
procedures in place that meet national statutory and local
requirements for Safeguarding Children and Young people as
described in Local Safeguarding Children Board (LSCB)
procedures; and all relevant national statutory legislation and
guidance: (this list is not exhaustive)

= Safeguarding Children and Young People: roles and
competencies for health care staff Intercollegiate
Document’ (Royal College of Paediatrics and Child
Health (RCPCH), March 2014.

=  ‘Working Together to Safeguard Children — A guide to
inter-agency working to safeguard and promote the
welfare of children’ (The Department for Children

Schools and Families (DCSF), March 2015.

Availability of policies and procedures
evidence of an audit programme that
monitors compliance

May 2015 — V1
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Safeguarding Children Contractual Framework 2015/16
for Continuing Healthcare Providers

Safeguarding Requirement

Method of Measurement

Examples of evidence to
demonstrate compliance

=  Statutory Guidance for promoting the Health and
Wellbeing of Looked After Children and Young People
(DCSF), March 2015.

= NICE Guidance 89 — When to Suspect Child
Maltreatment, August 2009, modified March 2013.

3. Accountability

There is evidence that all aspects of
safeguarding children are at the
forefront of service delivery &
development and are integral within
the organisation.

The Provider shall ensure that the needs of Looked After and
vulnerable children are identified and met as a priority group.

There is evidence that staff are proactively encouraged to
reflect upon their own actions and practice along with that of
others to identify safeguarding risks and areas of poor practice
or neglect that might constitute abuse

Services shall be set up with clearly identified resource levels
and associated contingency plans in order to safely and
effectively deliver the contracted service. A process for audit
should be in place to monitor this.

Evidence of implementation of recommendations from Serious
Care Reviews and other local and national case reviews (e.g.
domestic homicide, MARS, single agency reviews)

A robust incident reporting system shall be in place, which
ensures an objective investigation process and supports
learning and improvements from outcomes. There is evidence

The legal status of paediatric patients
is known and documented.

Staff Supervision statement and
evidence of delivery.

Records detailing frequency and
quantity of staff appraisals

Access to Resource levels and
contingency plans.

Evidence of compliance with
recommendations and attendance at
multi agency workshops where
applicable

RCA'’s indicate staff involved in
process, change in practices, access
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Safeguarding Children Contractual Framework 2015/16
for Continuing Healthcare Providers

Safeguarding Requirement

Method of Measurement

Examples of evidence to
demonstrate compliance

that staff report incidents appropriately.

Root Cause Analysis (RCA) shall be undertaken appropriate
to the level of the incident or complaint, plus there will be a
process for monitoring that actions identified are implemented
within the agreed time frame.

Staff shall be confident of when and how to raise a concern,
report an incident or make a referral regarding safeguarding
children with a clear pathway to identify via which route this
should be directed e.g. internal incident reporting, Child
Safeguarding referral, Allegations against staff working with
children, Whistle-blowing, Serious Untoward Incident alert.

External complaints shall be positively managed to ensure that
safeguarding children and young people’s issues, where
identified, are managed through the most appropriate route
i.e. through internal process and/or onward referral via
safeguarding children referrals for Norfolk or Local Authority
Designated Officer (LADO)

There shall be a “whistle blowing policy” in place which is
cross-linked to safeguarding and provides a positive statement
regarding support which can be expected from the
organisation for all staff who may raise a concern.

to action plans

Referrals to Multi agency
safeguarding Hub (MASH)

Referral to Local Authority
Designated Officer

Access to policy

May 2015 — V1

Page 3 0of 5








Safeguarding Children Contractual Framework 2015/16
for Continuing Healthcare Providers

Safeguarding Requirement Method of Measurement Examples of evidence to
demonstrate compliance
The Provider shall have an audit programme in place to Position statement relating to audit
monitor compliance with all procedures and a process to outcomes for Child safeguarding.
monitor child safeguarding activity and systems within this.
4. Training The Provider shall ensure that any in-house training materials | Clearly defined record of the training
used for Child Safeguarding training are compliant with type and level required by each staff
There is a clear, up to date and e Safeguarding Children and Young People: roles and | member.
proactive education system in place competencies for health care staff Intercollegiate
which raises awareness and ensures Document’ (Royal College of Paediatrics and Child
that staff have clarity of their role in Health (RCPCH), (March 2014) and Looked after Evidence of the training programmes
recognising and dealing with child children Knowledge, skills and competence of health and attendance statistics.
safeguarding concerns care staff Intercollegiate Role Framework (RCPCH,
March 2015) Attendance a multi-agency training

Evidence of implementation of recommendations and learning | via Norfolk Safeguarding Children
from Serious Case Reviews and other local and national case | Board where identified above.
reviews (e.g. domestic homicide, MARS, single agency

reviews)

5. Safer Staffing There shall be a recruitment policy and processes in place Access to Policies and audit
which supports scrutiny of individuals through: outcomes

All actions will be taken to ensure that e Robust application, short listing and interviewing

staff are recruited and monitored for processes

their suitability to work and continue e Acceptable references from previous employers which

to work with children within a includes a statement on the individuals suitability to

Healthcare setting. work with children in a health setting.

¢ Identification of roles relevant for registration under

May 2015 - V1
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Safeguarding Children Contractual Framework 2015/16

for Continuing Healthcare Providers

Safeguarding Requirement

Method of Measurement

Examples of evidence to
demonstrate compliance

Appropriate risk assessment is made prior to any of the above

“‘Regulated” or “Controlled” activity within the
Disclosure and Barring system.

To declare "an interest” with the Disclosure and
Barring Service (DBS) regarding the individual
Verification that the individual is registered with DBS
for appropriate activity.

Verification of professional qualifications and notice of
outstanding investigations relating to professional
conduct.

Declaration of criminal offences or pending
prosecutions.

outcomes not being available before commencing in post.

To act within the requirements of the Children Act 1989 and
2004 when allegation are made in relation to the suitability of
staff working with children and DBS :

Follow LADO processes to identify and deal with
concerns regarding members of staff who may provide
a potential risk to children.

Attendance and cooperation at LADO strategy
meetings and investigations

May 2015 — V1
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Oral health for adults in care homes
NICE guideline

Draft for consultation, December 2015

This guideline covers interventions to maintain and improve oral health and
ensure timely access to dental treatment for adults in nursing and residential

care homes. This includes providing daily mouth care where needed.
Who is it for?

e Care home managers

e Residential and nursing care home staff who provide daily personal care to
residents

e People who provide oral health services to care homes (for example,
community dental services, general dental practices, oral health promotion
teams)

e Local authorities, the NHS and service providers with a remit for the health
and care of adults who live in care homes

e Organisations concerned with the quality of care in care homes (for

example, local authorities, the health and wellbeing board and healthwatch)

It will also be of interest to people who live in care homes, or stay for short or

long periods of time, their families, carers and friends.

Commissioners of care home services should ensure any service
specifications take into account the recommendations in this guideline when it

is finalised.

This guideline contains the draft recommendations, information about
implementing the guideline, context, the guideline committee’s discussions
and recommendations for research. Other information about how the guideline
was developed is on the guideline’s page on the NICE website. This includes

the evidence reviews, the scope, and details of the committee and any
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Recommendations

The recommendations in this guideline should be considered alongside the

advice in Public Health England’s Delivering better oral health.

People have the right to be involved in discussions and make informed

decisions about their care, as described in your care.

Making decisions using NICE guidelines explains how we use words to show

the strength (or certainty) of our recommendations, and has information about
prescribing medicines (including 'off-label’ use), professional guidelines,

standards and laws (including on consent), and safeguarding.

1.1 Providing residents with support to access dental services

1.1.1 Be clear about your duty of care in relation to residents' oral health needs

and access to dental treatment.

1.1.2 Be clear that only dentists registered with the General Dental Council may

diagnose and treat dental disease or refer someone for specialist care.

1.1.3 Link oral health assessments to a referral for dental care, when necessary

(see recommendation 1.3.1).

1.14 Find out what dental services are available locally and develop links with

them. This includes:

e general dental practice

e community dental services

¢ oral health improvement teams
e emergency dental care

e specialist home care.

1.15 Tell local directors of public health, healthwatch and the health and
wellbeing board about any concerns you have about local dental service

provision.

Oral health for adults in care homes: NICE guideline DRAFT (December 2015)
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1.2
121

1.2.2

123

1.3

Care home policies

Ensure mouth care is included in existing care home policies covering

residents' health and wellbeing.

Ensure all care home staff, new and existing residents and their families
or friends are aware of care home policies to promote health and

wellbeing, including mouth care.

Ensure care home policies set out plans and actions to promote and
protect residents' oral health. Include information about:

¢ l|ocal general and emergency dental services
e specialist home care, including community dental services (see the

NHS Choices information on NHS dental services)

e assessment of residents’ oral health
¢ plans for caring for residents’ oral health
e daily mouth care and use of mouth care products (such as denture

cleaning solutions).

Mouth care assessments and personal care plans

Appropriately trained staff

13.1

Assess the mouth care needs of all residents within a week of their
admission (or sooner for short stays), regardless of the length or purpose

of their stay. Use the Oral Health Assessment Tool. Record the results in

their personal care plan. Ask:

¢ How the resident usually manages their daily mouth care (for example,
toothbrushing and type of toothbrush, removing and caring for dentures
including partial dentures). Check whether they need support.

e If dentures, including partial dentures are marked or unmarked. If
unmarked, ask whether they would like to arrange for marking and offer
to help.

e The name and address of their dentist or any dental service they have

had contact with, and where and how long ago they saw a dentist or

Oral health for adults in care homes: NICE guideline DRAFT (December 2015)
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received dental treatment. Record if there has been no contact or they
do not have a dentist, and help them find one (see recommendation
1.1.3).

1.3.2 Consider involving family or friends in the initial assessment, with the
residents’ permission, if help is needed to understand their usual oral

hygiene routine.

1.3.3 Regularly review and update residents' mouth care needs in their personal
care plans.

1.4 Daily mouth care

1.4.1 Provide residents with daily support to meet their mouth care needs and

preferences as set out in their personal care plan after their assessment.
This includes:

e brushing natural teeth twice a day with fluoride toothpaste

e daily oral care for full or partial dentures (such as daily brushing,
removing food debris and removing dentures overnight)

e using their choice of cleaning products for dentures if possible

e using their choice of toothbrush, either manual or electronic

e daily use of mouth care products prescribed by dental clinicians (for
example, high fluoride toothpaste or mouth rinse containing
chlorhexidine)

¢ daily use of over-the-counter products such as mouth rinses containing

chlorhexidine, or sugar-free gum containing xylitol.

1.4.2 Ensure care home staff know which member of staff they can ask for
advice about getting or helping someone to use prescribed mouth care

products.

1.4.3 Ensure care home staff know how to respond to changes in a resident's

mouth care needs.

1.4.4 Ensure care home staff know how to respond if a resident does not want

daily mouth care or to have their dentures removed.

Oral health for adults in care homes: NICE guideline DRAFT (December 2015)
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1.5

151

15.2

1.6

16.1

1.6.2

1.6.3

Care home staff knowledge and skills

Regularly assess the oral health knowledge and skills of all care home
staff.

Ensure care home staff who provide daily personal care to residents:

e Understand the importance of residents’ oral health.
e Know that only a qualified dentist registered with the General Dental
Council may diagnose and treat dental disease, or refer someone for

specialist care (see NICE’s guideline on suspected cancer: recognition

and referral).

e Understand the potential impact of untreated dental pain or mouth
infection on the behaviour of people who cannot articulate their pain or
distress or ask for help. (This includes, for example, residents with
dementia or communication difficulties.)

e Know how and when to reassess residents’ oral health using the Oral
Health Assessment Tool (see recommendation 1.3.1).

e Know how and when to report any oral health concerns for residents,

and how to respond to a resident's changing needs and circumstances.

(For example, some residents may lose their manual dexterity over

time.)

e Understand the importance of denture marking and how to arrange this

for residents, with their permission.

Oral health promotion services

Provide care homes with oral health educational materials and training to
meet the oral health needs of all residents.

Provide care homes with regular support and advice about oral health to

meet the needs of residents, especially those with complex needs.

Help care home managers find out about local oral health services, create

local partnerships or links with general dental practice and community

dental services.

Oral health for adults in care homes: NICE guideline DRAFT (December 2015)
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164

1.7
1.7.1

1.7.2

1.8

18.1

1.8.2

1.9

19.1

1.9.2

Act as a link between local authority public health services and dental
public health leads to advocate for accessible oral and dental health

services on behalf of residents of care homes.

General dental practice

Provide residents in care homes with routine preventive care and

treatment as necessary (see NICE’s guidelines on dental checks: intervals

between oral health reviews and oral health promotion: general dental
practice).

Refer residents in care homes for specialist care as needed (for example,

(see NICE’s guideline on suspected cancer: recognition and referral).

Community dental services

Provide care for residents with complex oral health needs in a clinical

setting or a care home, as necessary.

Make referrals to other specialist dental services as necessary (for

example, for dental care in hospital).

Strategic planning for local oral health services

Ensure the local oral health needs assessment or the joint strategic needs
assessment considers the oral health needs of people who live in care
homes. (See recommendation 1 in NICE’s guideline on oral health:

approaches for local authorities and their partners to improve the oral

health of their communities.)

Ensure the local oral health strategy or the health and wellbeing strategy
set out how the oral health of residents with different needs will be met by

oral health prevention and care services. This includes:

general dental practices

community dental services

oral health promotion services

training to support care homes.

Oral health for adults in care homes: NICE guideline DRAFT (December 2015)
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(See recommendation 1 in NICE’s guideline on oral health: approaches

for local authorities and their partners to improve the oral health of their

communities.)
Terms used in this guideline

Care home

This covers 24-hour accommodation with either non-nursing care (for example, a

residential home) or nursing care.

Mouth care

Mouth care is a term used in care homes to describe activities such as removing and

cleaning dentures, toothbrushing and use of fluoride toothpaste.

Residents

This includes all adults aged 18 years upwards who live in care homes.

For other public health and social care terms see the Think Local, Act Personal Care

and Support Jargon Buster.

Implementation: getting started

This section will be completed in the final guideline using information provided by
stakeholders during consultation.

To help us complete this section, please use the comments form to give us your

views on these questions:

1. Which areas will have the biggest impact on practice and be challenging to

implement? Please say for whom and why.

2. What would help users overcome any challenges? (For example, existing practical

resources or national initiatives, or examples of good practice.)

Oral health for adults in care homes: NICE guideline DRAFT (December 2015)
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Context

Oral health is important to everyone’s health and wellbeing. Poor oral health can

affect people’s ability to eat, speak and socialise normally (Dental quality and

outcomes framework Department of Health). Tooth decay and gum disease are the

most common dental problems in the UK, despite being largely preventable (Levine
and Stillman-Lowe 2009). They can be painful, expensive to treat and seriously

damage health if left unchecked (‘Dental quality and outcomes framework’).

The Adult dental health survey 2009 (Health and Social Care Information Centre)

reports that the proportion of adults in England without natural teeth has dropped
from 28 to 6% in the past 30 years. But less than 17% of adults with natural teeth
have healthy gums, only 10% report excellent oral health and the incidence of root
decay is increasing. Older adults may have experienced a lifetime of poor oral
health: teeth can often have large fillings, be covered by crowns or bridges or be
badly broken down (Thomson 2004%).

The prevalence of oral cancer is rapidly increasing (Oral cancer — UK incidence

statistics Cancer Research UK).

There are an estimated 3836 nursing homes and 10,445 residential care homes in
the UK. These care for around 431,500 people, 414,000 of whom are over 65.

Around 43% of adults living in care homes have dementia (The changing role of care

homes Bupa and Centre for Policy on Ageing). Adults with dementia may find it more
difficult to maintain good oral health or access dental services (Preston 20062).

Some younger adults aged 18-65, also live in residential care because their physical
or mental health stops them from living independently. In addition, the number of
adults with learning disabilities in residential care in England at 31 March 2012 was
over 36,000, of whom just under 6000 were aged 65 or over (Emerson et al. 2013%).

! Thomson WM (2004) Dental caries experience in older people over time: what can the large cohort
studies tell us? British Dental Journal 196: 89-92

% Preston A (2006) The oral health of individuals with dementia in nursing homes. Gerodontology 23
(2): 99-105

® Emerson E, Hatton C, Robertson J et al. (2013) People with learning disabilities in England 2012.
Learning Disabilities Observatory: Lancaster.
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A 2012 survey by the British Dental Association (Dentistry in care homes research —

UK) says the way care homes provide oral health care is inconsistent. It also says
that many residents have oral health problems, and that staff are reluctant to help
and lacked training in oral health care. Interviews with care home staff showed little

or no understanding about the importance of oral health.

The relationship between oral health, general health and a range of risk factors (for
example, mouth cancer, cardiovascular disease, aspiration pneumonia) was
reported as poorly understood by care home staff, if at all. Poor oral health (leading
to pain or infection) also plays a role in precipitating crises in residents with

dementia.

So itis highly likely that many people living in care homes will have complex oral
health needs. Poorly trained care home staff, lack of access to dental services,
existing oral health problems, medicines that decrease salivary flow, and treatments
for chronic medical conditions (including dementia) make it difficult to meet those

needs.

More information

To find out what NICE has said on topics related to this guideline, see our web

pages on care homes and oral and dental health.

The committee’s discussion

For an explanation of the evidence statement numbering, see the evidence reviews

section.

Background

The committee discussed the fact that oral health care may be a low priority for
many residential care and nursing homes. They also discussed the range of factors
affecting residents' access to dental services and the need to provide them with high
quality daily mouth care that meets their preferences and needs. The committee also
highlighted the important role care home managers have in improving people’s oral
health.

Oral health for adults in care homes: NICE guideline DRAFT (December 2015)
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It agreed that there is an urgent need for guidance in this area and the committee

hoped this guideline will raise the national profile of oral health in care homes.

The committee acknowledged that the population of adults living in care homes
reflected a wide age range (18 upwards) and that they come into residential care for
a variety of reasons (Evidence paper [EP] 2). Many residents are vulnerable and
need the support of others to help with their daily care. Some enter for shorter
periods either for respite care or to recover from illness, then return home to continue
an independent life in the community. The committee also discussed that many older
adults in care homes have poor physical health that means their life expectancy

could be between 18 and 24 months.

The committee considered recent initiatives to help older people to live
independently in their own homes for longer. It also noted that such initiatives may
take time to have an impact. In addition, members thought they might lead to an
increase in the number of people needing more complex care once they are in a

care home.

The committee was aware that most older people living in, or likely to move into, a
care home may have various factors in common that could affect their oral health.
For example, they may not have benefitted from the introduction of fluoride
toothpaste in the 1970s. In addition, they may have been brought up in a time when
both patients and dentists regarded it as the norm to have teeth removed and

dentures fitted as young adults.
The committee recognised that many care home managers:

¢ may lack knowledge about local dental services and where to go for reliable
information

e are uncertain about the costs of dental care

e are unclear about who is responsible for supporting residents so they can use
dental services

e are concerned about the availability of care home staff to take people to the

dentist.

Oral health for adults in care homes: NICE guideline DRAFT (December 2015)
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The committee was aware of the lack of nationally agreed occupational standards for
delivering oral health in care homes. However, this was outside the scope for this

guideline.

The committee commended the independent review team for the quality of their work
on 3 reviews of a range of evidence. Members noted that oral health research tends
to use clinical dental indices as outcome measures. However, there is no accepted
mechanism for converting the resulting ‘scores’ into outcomes that matter to patients

or carers, such as improved self-esteem or quality of life.

The committee considered that a reliance on clinical outcomes (such as the plaque,
gingival and denture plaque indices) often leads to marginal improvements that have
little meaning for patients. Members also noted that this may make interventions,
such as those containing chlorhexidine, appear reasonable and cost effective without
giving due consideration to the impact on the person (adverse outcomes in evidence
statement [ES] 1.15).

The committee agreed that an overreliance on such outcomes in the past may have
resulted in a lack of research that could have developed more innovative and

standardised patient-reported outcomes.

The committee discussed the need for measures and study designs to capture the
perspective of the full range of residents living in care homes. This would include
how much importance they, or those who care for them, place on having a clean,
pain-free, healthy mouth. It would also include how poor oral health may affect the
care they receive, in terms of their dignity and individuality being respected and

understood (especially with regard to dentures).

Section 1.1 Providing residents with support to access dental

services

The committee noted the absence of effectiveness evidence on access to dental
treatment and regular check-ups in care homes in England (ES1.14). This was
despite the comprehensive approach taken by the review team and the amount of
national and international evidence they evaluated. The committee will consider

making research recommendation on this.
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The committee noted that a key theme in review 2 (which appraised guidelines and
reports of best practice), was the need for residents to have access to dental care to
maintain good oral health. This was highlighted in 18 documents, including 13
guidelines from the UK, US, Australia and Canada (ES 2.6).

The need for regular check-ups at appropriate intervals was a key aspect of 11 best-
practice documents (ES 2.6). In addition, 4 guidelines highlighted the need for
collaboration among a range of health and care home professionals.

The committee was aware of NICE's guideline on suspected cancer: recognition and

referral. This emphasises the role of dentists in identifying head and neck cancers,
including mouth cancer. The committee also noted that NICE's guideline on dental
recall had a maximum recall period of 24 months for those over 18, with shorter

intervals for those with ongoing treatment or disease management needs.

The committee agreed that both these guidelines strengthened the need for this
current piece of work. But they do not overcome the problem of how to identify

residents' oral health needs in the first place.

The committee reflected on the consistency of these themes across multiple
guidelines, as well as their applicability to UK practice, as summarised in review 2.
This, combined with the expertise and knowledge of the committee, resulted in a

number of recommendations.

The committee noted there were resource implications for care home managers,
community dental services and commissioners of services (EP1). But it agreed that
these activities should be happening as part of the duty of care to vulnerable adults
living in care homes. Members also agreed that this is within the remit of the

organisations identified in the recommendations.

Members also agreed that implementing these recommendations would lead to
systematic, less variable access to dental care at an earlier stage, so improving
residents' quality of life and reducing avoidable oral health problems. The committee

believed that this, in turn, could lead to potential health and social care cost savings.
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Collaborative working

The committee recognised the importance of collaborative working by a range of
dental services to improve oral health in care homes. Members noted that 4 UK
guidelines (appraised in review 2 and rated moderate to high quality using AGREE)
also emphasised this — and the central role of care home managers. The committee
also acknowledged the lack of effectiveness research (review 1). But, based on best
practice (review 2) and expert testimony (EP1, EP2), expert members considered
collaborations and links could be developed between dental services and care home

managers.

The committee heard evidence from review 3 (ES3.6) on the views of general dental
teams about providing routine dental care or treatment for adults in residential care
(including 8 studies conducted in the UK). The dental practitioners interviewed were
unwilling to provide services in care homes for several reasons. These included a
lack of time, funding, suitable equipment, or training to meet residents’ particular

needs.

Although the committee acknowledged these findings, it also considered expert
testimony that suggested the limitations of the current dental contract may also be
part of the difficulty in England.

Members agreed that access to dental services to identify oral health needs was a
basic right and should be highlighted. They agreed that the lack of good quality
research reflected a general lack of understanding of the importance of mouth care
(and oral health generally) for people in residential care homes.

The committee recognised that making recommendations for regulators was outside
of the scope of this work. But it wanted to ensure the audiences for this guideline
recognised there is a duty of care for managers in these settings to meet the general
oral health needs of their residents. Of particular concern were circumstances in
which vulnerable people may not be able to tell anyone that they have pain or

discomfort in their mouth.
Committee members agreed that recommending that care home managers identify

and link with local services would be a minimum first step to improving or maintaining
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residents' oral health and quality of life. Even if this simply helps residents maintain
their oral health, the committee considers it is likely to be cost saving to both the

NHS and care systems.

These potential savings would be made from the opportunity costs of supporting
residents to gain access to multiple treatments if their oral health declines. It would
also avoid the knock-on effects that lack of treatment may have on residents. (Such
as their ability to maintain an appropriate nutritious diet and other basic needs as
described in the economic evidence section.)

The committee also felt it was important to ensure care home managers know what
local general or specialist dental services are available and where to find out about

any service costs.

The committee agreed that it was important to tell care home managers which
organisations they could raise concerns with if there is a lack of local dental service
provision, to whom needs of local residents could be expressed, and whose role it

was to support service development based on identified needs.

Section 1.2 Care home policies

The committee considered the evidence reported in review 3 about the barriers and
facilitators to promote oral health in nursing and residential care homes. This
systematically identified and synthesised 63 studies, with 16 rated good quality, 37
moderate quality, and 10 weak.

Evidence from 37 studies in review 3 (including 12 good quality and 12 moderate
guality) showed that organisational policies on oral health are a key factor in
improved oral care. This included 2 controlled and 1 uncontrolled before-and-after
study of moderate-to-good quality (ES3.4, ES3.5).

The evidence also showed that care home policies that included regular mouth care
routines and dental checks, supported by good communication and accountability to
ensure those routines were followed, were associated with improved oral health and

better mouth care. Not having these elements reduced the likelihood of benefits.
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The committee recognised that this type of evidence may be at risk of bias. But
members noted the considerable amount of research and, along with their own

expertise and experience, agreed it was important to make a recommendation.

Only 8 studies were conducted in the UK, but the others were considered

transferable because the care system or settings were similar.

The committee recognised that some additional resources may be needed, for
example to implement regular mouth care routines. But this is likely to be more than
offset by the benefit to residents in terms of quality of life. Identifying problems early

will also reduce the likelihood of future treatment costs.

The committee also noted evidence from 2 moderate- to good-quality interview
studies in Australia and Canada. This showed that support from friends, family and
other residents helped residents maintain or improve their oral health, and improved

access to dental services.

During a number of meetings, the committee debated whether to recommend that
care homes appoint a member of staff as an oral health champion. Members
decided not to in the end because it might then become the sole responsibility of the

‘champion’.

Section 1.3 Mouth care assessments and planning care

The committee was concerned about the potentially large number of vulnerable
residents aged over 18 who may have unmet oral health needs in nursing and

residential care homes.

Poor oral health may occur before people come to live in residential care. For
example, as someone's dementia or physical illness worsens, they often find it

increasingly difficult to look after themselves properly.

The committee noted that short- as well as long-stay residents could experience a
deterioration in their oral health as a result of poor daily mouth care. For example,
not removing or cleaning dentures, for whatever reason, can lead to a build up of

food debris in the mouth. This, in turn, could lead to an increase in life-threatening

conditions such as aspiration pneumonia.
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Members, including topic experts, acknowledged that the admission process, even at
its very best, could be an overwhelming experience for anybody. This is particularly
true for people coming into a new environment that could become their permanent
home. Adding an oral health assessment to this process might be difficult, but the
committee agreed it is important. It recommended conducting the assessment within
a week of the person being admitted, or possibly sooner for people on short stays.
The committee also agreed that whatever was recommended, it should apply to all
adults coming into a care home, not just long-stay residents. This includes those

coming in for respite care or to recover from an illness or fall.

The committee considered it imperative that care home staff who conduct a mouth
care assessment should have the skills, knowledge and confidence needed,
including the ability to treat residents with sensitivity. The committee also discussed
the importance of care planning in relation to daily mouth care, oral health
improvement and access to dental care. Members felt strongly that any assessment
was of little value unless it resulted in actions that were written into the resident’s

care plan, delivered, regularly monitored and updated.

Committee members noted the strength and consistency of the guidelines and best
practice evaluated in review 2 . This supported the need for an oral health
assessment on entry to a care home, 'as a gateway to ensure unmet dental
treatment needs are identified'. This was conveyed in 13 guidelines from specialist
professional bodies and 14 other guidelines. Some of the latter (for instance, the
work of Chalmers et al. in collaboration with the Australian Government see the Oral

Health Assessment Tool) were considered to be of high quality.

Assessment tools

The committee acknowledged the value of 3 assessment tools described in the
review of best practice reports and guidelines (ES2.1): the Brief Oral Health Status
Examination (BOHSE), Revised Oral Health Assessment Guide (ROAG), and the
Oral Health Assessment Tool (OHAT). But members acknowledged that nursing
skills may be needed to use the BOHSE and ROAG.

The committee recognised the complex needs of residents, with many having long-

term chronic conditions or needing the support of others for their daily care. The

Oral health for adults in care homes: NICE guideline DRAFT (December 2015)
18 of 34




http://www.thinklocalactpersonal.org.uk/Browse/Informationandadvice/CareandSupportJargonBuster/





A 0w N -

© 00 N O O

10

11
12
13

14
15
16

17
18
19
20
21

22
23
24
25

26
27
28

29

DRAFT FOR CONSULTATION

committee was also aware of the high staff turnover in some care homes. It agreed
that using the OHAT is likely to result in a more consistent, improved approach to
mouth care in all care settings and by all relevant care staff. In addition, staff
changes or shift rotations would not affect the way it is carried out.

The evidence set out in review 2 about OHAT (ES2.1) and the validation and
standardisation work undertaken by the authors of the OHAT were acknowledged
(ES1.1, 1.2, 1.3). In addition, the testing for ease of use by a range of care home
staff and residents added further weight to the committee's deliberation. This
included evidence that it had been tested with residents who have dementia or

communication difficulties.

In addition, the committee heard of emerging research on its use in other settings
and groups — the results of which could be transferable to a residential care home

setting.

The committee reflected on qualitative evidence about the concerns and views of
care home staff. It agreed this was an important opportunity to increase care home
staff's oral health knowledge and skills.

The qualitative evidence confirmed that having a standardised, validated oral health
assessment tool along with any associated training, was likely to lead to
improvements in residents’ oral health. (This was also identified in 1 moderate-
guality controlled before-and-after study.) This evidence also confirmed it would

remove barriers to accessing dental care where needed (ES3.3).

The committee acknowledged that carrying out an initial oral health assessment may
be a new process for some care home managers, and acknowledged the time and
resources that may be involved. Nevertheless, it believed this to be an essential

component in promoting oral health for this population.

So the committee agreed that OHAT should be recommended for use in all care
settings, by any trained care home staff, at admission and also on a regular basis to

maintain residents' oral health because OHAT:

e s fit for use with any care home resident
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e does not require specialist training

¢ is standardised, validated, and has good test-retest reliability

e would support care home managers in implementing the recommendations
consistently

e would reduce variation in practice across the care sector.
Section 1.4 Daily mouth care

Chlorhexidine

The committee noted good quality evidence from 14 studies about the effectiveness
of mouthrinse containing the antiseptic chlorhexidine alone, or compared with other
types of mouth rinse. Nine studies reported improvements in a range of clinical
outcomes (ES1.8-11, 1.13, 1.14).

The committee recognised that the evidence for using a mouthrinse containing
chlorhexidine alone appeared to be compelling. But review 1 also raised concerns
about its adverse effects (ES1.15) for some residents. These included: involuntary
gagging response, impact on taste and staining of the tongue, teeth, dentures and
gums. In addition, there have been reports of an anaphylactic reaction to
chlorhexidine and a drug safety notice about hypersensitivity has been issued by the

Medicines and Healthcare Requlatory Authority.

The committee was concerned that promoting a single product such as chlorhexidine
may be regarded as promoting the medication of vulnerable people, some of whom
will already receive many medicines or drugs. In addition, committee topic experts
said that although chlorhexidine is used to combat a range of mouth infections, it is
not a substitute for effective tooth brushing of natural teeth or dentures.

Taking these issues into account, the committee agreed that the use of chlorhexidine
in isolation was unlikely to be the most effective intervention. But members did
suggest including it as part of a range of good quality oral health interventions after
an oral health assessment, and taking into account the resident’s needs and
preferences (ES1.10-14).
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Sugar-free chewing gum containing xylitol

The committee considered review 1 evidence for using sugar-free chewing gum
containing xylitol (ES1.11, 1.16). It noted good evidence from a UK study that this
improves oral health outcomes for older people in residential care, compared with
usual care. It was agreed that it may offer some benefit for adults with natural teeth.
Members also agreed that it could be included as part of a range of good quality oral
health interventions, after an oral health assessment and taking into account the

resident’s needs and preferences.

However, the committee agreed that it may not be suitable for all residents, including
those with dentures and any who may have difficulty swallowing. In addition,
members agreed that it may not be practical for general use in all care homes. One
topic expert member pointed out that some service providers may find it difficult to

get.

Links between daily mouth care and health and wellbeing

The committee noted evidence from studies in review 2 that families and carers of
people in care homes may not understand the links between good quality daily
mouth care and health and wellbeing. (This includes the value of using routine dental

visits to detect early signs of mouth cancer.)

Section 1.5 Care home staff knowledge and skills

The committee discussed evidence from 46 studies in review 3 (ES3.1, ES3.2) on
how knowledge about oral health and skills to perform daily mouth care affects the
oral health care of residents. Six of these studies also reported that sufficient or
improved oral health knowledge and skills also enable access to dental care

services.

Two studies (1 good quality and 1 moderate quality) reported that if the care home
had a positive attitude to oral health care this tended to lead to dental team

involvement (ES3.6).

The committee agreed that it was important to tackle the lack of knowledge, skills or
understanding about the importance of oral health among care home staff, care

home managers and dental teams.
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Section 1.7 General dental practice

The committee noted that general dental practice should act as a first point of call for
routine and preventive care and dental treatment in care homes. However, it also
recognised that practitioners may be limited in what they can do and that dental care
carried out in a clinic may be safer and more effective (EP1). There was discussion
about the potential lack of specialist equipment or what equipment is portable. It may
also be more difficult to maintain appropriate levels of infection control, which may

lead to safety issues.

Section 1.7 Oral health promotion services

The committee recognised that oral health promotion services could offer local care
homes support and advice. This includes providing educational materials and
training and help to link up with dental and public health services. It also includes
providing advice and support to help meet residents' oral health care needs.

Section 1.8 Community dental services

The committee acknowledged that it may be difficult for many residents, not just
those with mobility issues, to use off-site dental services. Community dental services
can provide specialist dental care to residents who have complex oral health needs,

a disability or medical condition (see NHS Choices information on NHS dental

services). This includes people:

e with moderate and severe learning and physical disabilities or mental health
problems
e with medical conditions who need additional dental care

e who are housebound or homeless.

Members recognised that practitioners may be limited in what care and treatment
they can safely deliver in a care home (see section 1.6).

Section 1.9 Strategic planning for local oral health services

The committee discussed the fact that many people in care homes have unmet oral
health needs and that commissioners of NHS and public health services have a duty

of care to ensure those needs are met.
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It agreed that current funding structures for dental services provided for care homes

were poorly understood and confusing.

The committee felt it was important to ensure the recommendations in this guideline

are linked to NICE's guideline on oral health: approaches for local authorities and

their partners to improve the oral health of their communities.

Economic evidence

There is very limited published economic evidence on interventions to improve the
oral health of care home residents. In the absence of such evidence, a bespoke
model would usually be developed to estimate cost effectiveness, ideally using

NICE’s preferred method of cost utility analysis.

NICE explored this approach after identifying evidence that poor oral health may be
associated with cardiovascular disease and respiratory disease (utility values are
available for these health states, so a cost utility analysis would be possible).
However, on further examination and in discussion with the committee, the evidence
was considered insufficient to demonstrate that poor oral health directly causes

these diseases. So a cost-utility model was not developed.

Based on the evidence available, it was apparent the economic analysis would be
limited to measures of oral health. Moreover, given the lack of evidence on health-
state utility values related to oral health, the committee supported development of a
cost—consequences analysis (Economic report). It favoured this approach because it
can capture a wide range of benefits. However, in the event, the outcomes of the
source studies were limited to clinical measures and so it could not report a wide

range of benefits.

The committee agreed that the effectiveness review had identified the best available

evidence to inform the analysis and 2 interventions were included:

e direct education of care home staff and oral health care (based on Frenkel et al.
20014

* Frenkel HF, Harvey |, Newcombe RG (2001) Improving oral health in institutionalised elderly people
by educating caregivers: a randomised controlled trial. Community Dentistry and Oral Epidemiology
29: 289-97
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e direct education of care home staff, and use of a protocol for planning and
delivering oral care and compliance checking (based on Samson et al. 2009°).

These interventions mirrored the types of approaches the committee was

considering making recommendations about.

The perspective of the cost—consequences analysis was a single nursing home. The
time horizon was 2 years, based on the average length of stay for a resident

reported in the literature. The inputs included:

e number of residents

e percentage of residents who need help with daily oral care

e whether residents use manual or electric toothbrushes

e roles of staff carrying out the interventions

e whether the time of staff who attend oral education training is ‘back filled’

e number of education sessions to ensure all relevant staff are trained.

The first intervention cost £15,154 (£379 per resident) over 2 years. Of this, the
education programme (1 hour in year 1, 1 hour in year 2) cost £299 (£7.50 per
resident). The remaining £14,855 (E371 per resident) was the cost of providing

residents with oral care over 2 years.

The second intervention cost £30,241 (£756 per resident) over 2 years. Of this, the
education programme (4 hours in year 1, 2 hours in year 2) cost £719 (£18 per
resident). The cost of oral care was the same as in the first intervention. The generic
care plans cost £178 to create and performing a 20-minute oral health assessment
on every resident cost £391 (£9.80 per resident).

Monitoring the care home's compliance was a substantial cost. The base case
assumes this takes the care manager 2 minutes per resident, per day, costing a total
of £14,275 (E357 per resident) over 2 years.

® Samson H, Berven L, Strand GV (2009) Long-term effect of an oral healthcare programme on oral
hygiene in a nursing home. European Journal of Oral Sciences 117: 5759
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One-way sensitivity analyses showed that the largest effect on total cost was
determined by parameters using up a large amount of staff time, such as providing

daily oral care (if a lot of residents need help) and monitoring compliance.

The committee considered both training and oral care to be relatively low cost but
was reluctant to make any judgments about whether the interventions represent
good value for money. This was partly because the significance of the changes in
clinical indices reported in the intervention studies (such as the gingival index) were
difficult to interpret. But it was also because the opportunity costs — that is, the value
of different activities carried out by the care home, such as treating pressure sores —

were unknown.

The committee considered the use of clinical indices in studies of oral health to be a
serious limitation. It developed an evidence statement that it believes better captures

the benefits of good oral health:

‘There is evidence that oral health affects overall quality of life and
wellbeing (Naito et al. 2006; Marino et al. 2008). et al. 2006; Marino et al.
2008). It seems self-evident that having a comfortable, pain-free mouth,
with enough teeth to be able to enjoy food and adopt a healthy diet, would
be important for the person and their close family and associates. This
would be the case regardless of the person's age or other impairments.
This observation is supported by research (Sheiham et al. 1999, Locker D
2002).

In addition, having an acceptable appearance would be considered a
social norm (Hassal 2006) and an acceptable level of cleanliness in the

mouth would be considered by most to be normal social behaviour.

All of these important outcomes are potentially compromised if daily
plaque removal is neglected. If the mouth is not adequately cleaned, gum
inflammation and its associated condition, irreversible periodontitis (gum
disease), can cause bad breath, tooth loss, abscesses and pain. Tooth
brushing with a fluoride toothpaste also helps prevent the development of

dental caries (decay).
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The effectiveness of plaque removal for slowing disease progression can
be measured using plague, periodontal, gingival and caries indices. These
indices are measures of conditions that are known to affect speech, taste,
pain and discomfort, chewing ability, self-confidence, ability to socialise,
and sometimes dalily life, particularly among older people. But the indices

do not capture the other consequences of poor oral health.

The extent to which this occurs can be assessed using psycho-social
indicators such as the oral health impact profile (Locker and Jokovic
1996).'

The committee noted that apart from the clinical impacts, many of the benefits
captured in the statement above are not included in the cost—consequences analysis
due to an absence of data, and should therefore be considered additional benefits.

Evidence reviews

Details of the evidence discussed are in evidence reviews, reports and papers from

experts in the area.

The evidence statements are short summaries of evidence. Each statement has a

short code indicating which document the evidence has come from.

Evidence statement number 1.1 indicates that the linked statement is numbered 1
in review 1: ‘Effectiveness’. Evidence statement number 2.1 indicates that the
linked statement is numbered 1 in review 2: ‘Best practice’. Evidence statement
number 3.1 indicates that the linked statement is numbered 1 in review 3: ‘Barriers
and facilitators’. EP1 indicates that expert paper 1 ‘NHS dental services
commissioning: oral health for adults in care homes’ is linked to a recommendation .
And EP2 that expert paper 2 ‘Oral health in residential and nursing homes younger
adults’ is linked.

If a recommendation is not directly taken from the evidence statements, but is
inferred from the evidence, this is indicated by IDE (inference derived from the

evidence).
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Recommendation 1.1: evidence statements 1.3, 1.14, 2.6; 3.3, 3.5, 3.6, 3.7, 3.11;
EP1, EP2; IDE

Recommendation 1.2: evidence statements 2.5, 3.2, 3.4, 3.5; EP1; IDE

Recommendation 1.3: evidence statements 1.1, 1.2, 1.3, 2.1, 2.2, 2.5, 3.2, 3.3, 3.5,
3.8; EP1, EP2; IDE

Recommendation 1.4: evidence statements 1.7, 1.8, 1.10, 1.11, 1.12, 1.13,1.14,
1.15,1.16, 2.1, 2.2, 2.3; EP1, EP2; IDE

Recommendation 1.5: evidence statements 1.1, 1.3, 1.5, 1.6; 2.4, 2.5, 3.1, 3.2;
EP1, EP2; IDE

Recommendation 1.6: evidence statements 2.6, 3.6, 3.7; EP1, EP2; IDE
Recommendation 1.7: evidence statements 2.6, 3.6, 3.7; EP1, EP2; IDE
Recommendation 1.8: evidence statements 2.6; 3.6, 3.11; EP1, EP2; IDE
Recommendation 1.9: evidence statements 2.4, 2,5, 2.6, 3.3; EP1; IDE

Recommendations for research

The guideline committee has made the following recommendations for research.

1 Access to dental services in England for adults in care homes

How does improving access to dental services for adults in residential and nursing

care homes improve their oral health?

Why this is important
No research studies were identified that look at care homes in England to determine

what interventions are effective and cost effective at improving access to dental

services and the impact on resident's oral health.

Providing access to dental services may have resource implications for care homes
and it is not clear how the various approaches compare in terms of costs and

benefits. For example, treatment or routine care offered by general dental services
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could be compared with community dental services. Or dental care offered in general

practices could be compared with home care.

2 Measuring improvements in care home residents’ oral health

How can interventions to improve oral health and wellbeing, or to prevent dental
disease, be measured using a patient-centred approach that can also be used to

judge cost effectiveness?

Why this is important

Oral health research tends to use clinical dental indices (such as the plaque, gingival
and denture plaque indices) to provide a measure of statistical relevance. This
approach often fails to recognise the difference between what clinicians value in
research and what patients or carers may value more generally. In addition, clinical

dental indices cannot be used as the basis of a cost-utility analysis.

A range of person-centred measures and study designs are needed that can also be
used to determine cost effectiveness. These measures would capture the views of all

residents living in care homes and could include:

e how much they value having a clean, pain-free, healthy mouth
e how poor oral health may affect their self-esteem and general quality of life
e whether or not their dignity and individuality is respected and understood

(especially in regard to dentures).

3 Effectiveness and costs of oral health interventions for care home
residents

How effective and cost effective are oral health interventions in residential and

nursing care?

Why this is important

There is a lack of good quality data on the effectiveness of oral health interventions
and the costs of delivering them to residents in care homes in England. These data
are needed for evaluation purposes to inform future guidance and commissioning
decisions. Moreover, this information is vital for informing efficient use of limited

resources.

Oral health for adults in care homes: NICE guideline DRAFT (December 2015)
28 of 34







SN

© 00 N o O

10

11
12

13

14
15
16

17

18
19

20

21
22
23
24

25

26
27

DRAFT FOR CONSULTATION

4 Daily mouth care for residents

Does routine daily mouth care in residential and nursing care homes improve adult
residents' oral health and their ability to eat, speak and socialise without pain or

embarrassment?

Why this is important

There is a lack of evidence on the delivery of daily mouth care for adults in care
homes in England. Research is needed to find out whether this improves residents'
oral health and any other aspect of their physical health and wellbeing, including

their language, reasoning and judgement.

5 Care home groups and settings

Do different groups in different residential and nursing care settings get different

benefits from oral health interventions?

Why this is important

There is little research about the oral health needs of adults with poor physical health
and a short life expectancy. It is important to understand the impact of oral health

interventions on these groups to ensure equitable access to oral health services.

6 Including oral health in health passports

What are the practical benefits and difficulties of including oral health data in health

passports?

Why this is important

Including oral health in health passports for all adults in care homes (not just younger
adults) may help ensure consistency of access to dental services and treatment.
This is particularly important if a resident has to move to a different care home a

distance away from their previous location.

7 Reducing demands on health and social care services

Do oral health interventions in residential and nursing care homes reduce demands

on other health and social care services?

Oral health for adults in care homes: NICE guideline DRAFT (December 2015)
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Why this is important

No research has been conducted in England that demonstrates a reduction in
demand on other resources, such as hospital admissions, as a result of oral health
care interventions. This is particularly important if limited resources are to be used

efficiently.

8 Offering fluoride varnish to adults in care homes

How effective and cost effective is fluoride varnish in preventing oral health problems

among adults in residential and nursing care homes?

Why this is important

This is a high priority because research with children suggests that applying fluoride
varnish helps prevent tooth decay. On that basis, it may also benefit some care
home residents, but there is a lack of evidence on its use in adults who may need
support with daily mouth care. Older adults, in particular, may be more susceptible to
root caries, which fluoride varnish may help prevent. Studies in adults, including
older adults, would help to establish the benefits of fluoride varnish for people living

in care homes.

9 Barriers to carrying out daily mouth care and oral health

assessments for adults in care homes

What are the barriers to delivering daily oral care and conducting oral health

assessments in residential and nursing care homes?

Why this is important

Understanding more about the barriers to these activities is a high research priority
because it could inform the development of an evidence-based, practical mouth care

and assessment manual for care home workers.
Glossary

General dental practices

General dental practices are commonly known as ‘high street dentists’ and provide

primary care dental services.
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Oral health

Oral health is essential to general health and quality of life. It means being free from
mouth and facial pain, oral and throat cancer, oral infection and sores, gum disease,
tooth decay, tooth loss, and other diseases and disorders that limit a person’s ability

to bite, chew, smile and speak.

The Oral Health Assessment Tool

With kind permission of the Australian Institute of Health and Welfare.

Source: Australian Institute of Health and Welfare Caring for oral health in Australian

residential care (2009). Modified from Kayser-Jones et al. (1995) by Chalmers
(2004).
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Resident:

Completed by:

Date:——/-

-

Scores — You can circle individual words as well as giving a score in each

category

(*if 1 or 2 scored for any category please organise for a dentist to examine

the resident)

Category 0 = healthy 1 =changes* 2 = unhealthy* Category
scores
Lips Smooth, pink, Dry, chapped, or red | Swelling or lump,
moist at corners white, red or
ulcerated patch;
bleeding or ulcerated
at corners
Tongue Normal, moist Patchy, fissured, Patch that is red
roughness, pink | red, coated and/or white,
ulcerated, swollen
Gums and Pink, moist, Dry, shiny, rough, Swollen, bleeding,
tissues smooth, red, swollen, 1 ulcer | ulcers, white/red
no bleeding or sore spot under patches, generalised
dentures redness under
dentures
Saliva Moist tissues, Dry, sticky tissues, Tissues parched and

watery and free
flowing saliva

little saliva present,
resident thinks they
have a dry mouth

red, little or no saliva
present, saliva is
thick, resident thinks
they have a dry
mouth

Natural teeth

No decayed or

1-3 decayed or

4+ decayed or
broken teeth or

Yes/No broken teeth or | broken teeth or roots
roots or very worn down roots, or very worn
teeth down teeth, or less
than 4 teeth
Dentures No broken areas | 1 broken area or More than 1 broken
Yes/No or teeth, tooth or dentures area or tooth,
dentures only worn for 1-2 denture missing or
regularly worn, hours daily, or not worn, loose and
and named dentures not named, | needs denture
or loose adhesive, or not
named
Oral Clean and no Food particles, tartar | Food patrticles, tartar
cleanliness | food particles or | or plaque in 1-2 or plague in most
tartar in mouth areas of the mouth areas of the mouth
or dentures or on small area of or on most of
dentures or halitosis | dentures or severe
(bad breath) halitosis (bad breath)
Dental pain | No behavioural, | There are verbal There are physical

verbal, or
physical signs of
signs of dental
pain

and/or behavioural
signs of pain such as
pulling at face,
chewing lips, not

pain signs (swelling
of cheek or gum,
broken teeth, ulcers),
as well as verbal

Oral health for adults in care homes: NICE guideline DRAFT (December 2015)
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eating, aggression and/or behavioural
signs (pulling at face,

not eating,
aggression)
_ Organise for resident to have a dental examination by a dentist TOTAL
_ Resident and/or family or guardian refuses dental treatment SCORE:
_ Complete oral hygiene care plan and start oral hygiene care interventions for 16
resident
_ Review this resident’s oral health again on Date: / /
1
2 ISBN:
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Complaints Monitoring Report Template V2 270416.docx

NHS CHC - Annual Complaints Monitoring Report





[bookmark: _GoBack]The Complaints Monitoring Report outlines the number of complaints received, the key themes in the content of complaints and actions taken to address them.  Completion and submission of this form is required under Schedule 6 – Contract Management, Reporting and Information requirements: National Reporting Requirements Reported Locally (item 4) of your NHS Standard Contract for CHC services.





If you have an internal document which satisfies this requirement, please attach to this template.





			Provider Name





			





			Reporting period


e.g. 1 October 16 to 30 September 17


			





			Total number of formal complaints during reporting period


			





			Did all complainants receive a written response to their complaint?


			











			Trends and themes





			Please summarise the themes of any formal complaints received e.g. standard or choice of meals, standard of care provided, environment (this list is not exhaustive) and the number of complaints received regarding each theme.


























			Actions taken





			Please state the actions taken to address any formal complaints particularly where more than one complaint was received about the same issue.


























			Any other relevant information





			Please advise of any other relevant information you wish to share with us regarding complaints handling




















Please email to NELCSU.CHCcontracts@nhs.net within one month of the end of the reporting period 
1
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Serious Incidents Report Template

NHS CHC – Annual Summary Report of All Incidents Requiring Reporting





[bookmark: _GoBack]The Annual Summary Report of All Incidents Requiring Reporting outlines all incidents requiring reporting, key themes and trends as well as actions taken to address them.  Completion and submission of this form is required under Schedule 6 – Contract Management, Reporting and Information requirements: National Reporting Requirements Reported Locally (item 5) of the NHS Standard Contract for CHC services.





If you have an internal document which satisfies this requirement, please attach to this template.





			Provider Name





			





			Reporting period


e.g. 1 October 16 to 30 September 17


			





			Total number of incidents requiring reporting during reporting period


			











			Trends and themes





			Please summarise any trends or themes identified as a result of a reportable incident.


























			Lessons learned and actions taken





			Please summarise actions taken/lessons learned following report of any reportable incidents.  In particular for those where a theme or trend emerged.


























			Any other relevant information





			Please advise of any other relevant information you wish to share with us regarding reportable incidents




















Please email to NELCSU.CHCcontracts@nhs.net within one month of the end of the reporting period 
1
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Quarterly Reporting Tool - Nursing Homes.xls

Introduction


			


			In order to monitor and evidence the systems and processes that enable safe and quality experiences for the residents, you are required to completed the following information. Please complete the blank boxes in the form. This will fulfil the Reporting Requirements set out in Schedule 6, Section B of the Particulars of your Contract.


			Purpose of this Quarterly Reporting requirement															Nursing Care Reporting 2016-17 Qtr 1


			Commissioners require assurance that providers are delivering a high quality service, which achieves personal outcomes and customer satisfaction for residents, as well as building personal resilence and greater independence through prevention and enablement. This report will help monitor and record your achievements. Each section within this report will evidence the quality and safety indicators that Commissioners  require you to achieve. Commissioners and their CSU representatives (NELCSU Contract team and Clinical Quality and Patient Safety Team) reserve the right to see records to ensure the expected requirements are being met.


			Should Commissioners require further assurance, a retrospective audit or other appropriate evidence may be requested in order to demonstrate compliance. If Commissioners are still not assured, a Performance Notice may be issued.


			For advice and information:


			NELCSU Continuing Healthcare Contracts Team


			NELCSU.CHCcontracts@nhs.net												01603 257024/01603 257097


			Please return the completed form to: NELCSU.CHCcontracts@nhs.net by 11th July 2016
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NELCSU.CHCcontracts@nhs.net





Q1


			


			Name of Provider


						Number of beds (enter total number of beds)						Please Provide a Number


			Months:			April-May-June 2016 - Quarter 1


			1a			Total residents at end of this quarter (all residents)						Please Provide a Number


			1b			Number of CHC funded residents at end of this quarter						Please Provide a Number


			1c			Number of FNC residents at end of this quarter						Please Provide a Number
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Q2


			


			Workforce establishment


			2a			Total number of care hours  covered by permanent Registered Nurse (RN) staff - this quarter						Please Provide a Number


			2b			Total number of care hours covered by permanent care assistants - this quarter						Please Provide a Number


			2c			Total number of care hours  covered by agency Registered Nurse (RN) staff - this quarter						Please Provide a Number


			2d			Total number of care hours  covered by agency care assistant staff - this quarter						Please Provide a Number
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Q3


			


			Falls


			3a			Number of falls during this quarter						Please Provide a Number


			3b			Number of residents who have fallen more than once - during this quarter						Please Provide a Number





&CContinuing Healthcare - Nursing Homes: Quarterly Reporting Requirements


Page &P of &N





Q4


			


			Hospital admissions


			4			Number of unplanned hospital admissions - this quarter						Please Provide a Number


			4a			Number of residents who have had more than one unplanned hospital admission - this quarter						Please Provide a Number
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Q5


			


			Infection Control


			5a			Number of residents who acquired a Urinary Tract Infection (UTI) in the nursing home - during this quarter						Please Provide a Number


			5b			Number of residents who acquired more than one UTI - during this quarter						Please Provide a Number


			5c			Number of confirmed cases of Novo virus - during this quarter						Please Provide a Number


			5d			Number of residents with MRSA in the nursing home - during this quarter						Please Provide a Number


			5e			Number of residents with C-Diff in the nursing home - during this quarter						Please Provide a Number
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Q6


			


			Pressure Ulcers


			6a			Number of residents who acquired Grade 2 Pressure Ulcers in the home during this quarter						Please Provide a Number


			6b			Number of residents who acquired Grade 3 Pressure Ulcers in the home during this quarter						Please Provide a Number


			6c			Number of residents who acquired Grade 4 Pressure Ulcers in the home during this quarter						Please Provide a Number
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Q7


			


			Audits undertaken as per the listing below: 
(all to have been completed by Year End)


			7a			Medicine management (i.e. MARS) (monthly)


						April						Please complete as Yes or No


						May						Please complete as Yes or No


						June						Please complete as Yes or No


			7b			Infection Control (monthly)


						April						Please complete as Yes or No


						May						Please complete as Yes or No


						June						Please complete as Yes or No


			7c			Care Plans (monthly)


						April						Please complete as Yes or No


						May						Please complete as Yes or No


						June						Please complete as Yes or No


			7d			Food Hygiene (monthly)


						April						Please complete as Yes or No


						May						Please complete as Yes or No


						June						Please complete as Yes or No


			7e			Health and Safety (monthly)


						April						Please complete as Yes or No


						May						Please complete as Yes or No


						June						Please complete as Yes or No


			7f			Risk Assessments (monthly)


						April						Please complete as Yes or No


						May						Please complete as Yes or No


						June						Please complete as Yes or No
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Q8


			


			Percentage of permanent staff who are compliant with the following mandatory training requirements - this quarter (relevant to their roles)


									%


			8a			Health and Safety						Please Provide a Percentage to the nearest whole amount


			8b			Moving & Handling						Please Provide a Percentage to the nearest whole amount


			8c			Infection Control						Please Provide a Percentage to the nearest whole amount


			8d			Safeguarding Adults						Please Provide a Percentage to the nearest whole amount


			8e			Medicine Management (both RN/Senior Care Assistants)						Please Provide a Percentage to the nearest whole amount


			8f			Mental Health Capacity/DOLS						Please Provide a Percentage to the nearest whole amount


			8g			First Aid (basic life support)						Please Provide a Percentage to the nearest whole amount


			8h			Equality and Diversity						Please Provide a Percentage to the nearest whole amount


			8i			Fire Safety procedures						Please Provide a Percentage to the nearest whole amount


			8j			Information Governance						Please Provide a Percentage to the nearest whole amount


			8k			Food Safety and Nutrition (MUST)						Please Provide a Percentage to the nearest whole amount
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Q9


			


			Staff Development


			9a			Percentage of staff who have received an annual appraisal in last 12 months						Please Provide a Percentage to the nearest whole amount


			9b			Percentage of staff who  recevied bi-monthly supervision sessions this quarter in line with home’s supervision policy						Please Provide a Percentage to the nearest whole amount





&CContinuing Healthcare - Nursing Homes: Quarterly Reporting Requirements


Page &P of &N





Transfer Sheet


																		No of beds			1a			1b			1c			2a			2b			2c			2d			3a			3b			4			4a			5a			5b			5c			5d			5e			6a			6b			6c			7A - Mth 1			7A - Mth 2			7A - Mth 3			7B - Mth 1			7B - Mth 2			7B - Mth 3			7C - Mth 1			7C - Mth 2			7C - Mth 3			7D - Mth 1			7D - Mth 2			7D - Mth 3			7E - Mth 1			7E - Mth 2			7E - Mth 3			7F - Mth 1			7F - Mth 2			7F - Mth 3			8a			8b			8c			8d			8e			8f			8g			8h			8i			8j			8k			9a			9b


																		0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0%			0%			0%			0%			0%			0%			0%			0%			0%			0%			0%			0%			0%


																		4			Q1 has BLANKS


																		4			Q2 has BLANKS


																		2			Q3 has BLANKS


																		2			Q4 has BLANKS


																		5			Q5 has BLANKS


																		3			Q6 has BLANKS


																		18			Q7 has BLANKS


																		11			Q8 has BLANKS


																		2			Q9 has BLANKS








NHS

the Clinical Commissioning Groups
for North Norfolk, South Norfolk
Norwich and West Norfolk
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Self Assessment Template.xls

Letter


			


			Dear Provider


			Self-Assessment Tool


			We would appreciate if you could complete and return this self-assessment questionnaire.


			The information you provide will form part of the Quality Framework together with the quarterly reporting requirements and quality visits. 
This will give the Clinical Commissioning Groups some assurance that the care they are commissioning is safe, effective, caring, responsive and well led.


			Please return this completed document to


			nelcsu.CHCcontracts@nhs.net


			or


			The CHC Contract Team


			Lakeside 400,Old Chapel Way  Broadland Business Park


			Norwich, NR7 0WG


			Within 10 working days of receipt


			Should you require any further information please do not hesitate to contact the CHC Contract team.
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Please return this completed document to


nelcsu.CHCcontracts@nhs.net





Part A


															11


			Name of Provider


			Address


			PART A			GENERAL


			A1			Do you employ more than 50 staff						Please complete as Yes or No			1


			A2			Do you have a turnover of more than £130k						Please complete as Yes or No			1


			A3			Annual Quality Account attached with the return						0


			A4			Manager's CQC Registration Number						Please complete as N-NNNNNNNNN			1


			A5			Managers CQC Registration Certificate attached with return						Please complete as Yes or No			1


			A6			Date of last CQC Inspection						Please complete as DD/MM/YYYY			1


			A7			CQC Outcome Rating						Please complete as Per Drop Down Box			1


			A8			Any CQC Inspection action or enforcement as a result of the inspection						Please complete as Per Drop Down Box			1


			A9			How long has the current manager been in the post						Please complete as Per Drop Down Box			1


			A10			Percentage of agency staff in relation to number of Permanent Staff 
(in the last 12 months)						Please Provide a Percentage to the nearest whole amount			1


			A11			Percentage of sickness taken by Permanent Staff 
(in the last 12 months)						Please Provide a Percentage to the nearest whole amount			1


			A12			Percentage of Permanent Staff leaving
(in last 12 months)						Please Provide a Percentage to the nearest whole amount			1
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Part B


																					36


			PART B			POLICIES


			Do you have the following policies?						YES / NO			Date of Policy


			B1			Infection Prevention and control which has an Infection Control champion									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B2			Incident Reporting									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B3			Risk Management									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B4			Complaints									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B5			Equality, Diversity & Inclusion									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B6			Safeguarding Adults & Children									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B7			Information Governance									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B8			End of Life & Pallative Care									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B9			Sickness/Absence									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B10			Duty of Candour									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B11			Health & Safety									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B12			Quality Assurance									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B13			Dignity									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B14			Use of equipment									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B15			Medicine Management									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B16			Falls									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B17			Fraud & Bribery									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1


			B18			Lone Woker (Dom care only)									Please complete as Yes or No			Please complete as DD/MM/YYYY			1			1
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Part C


															7


			PART C			STAFFING


			C1			Are all staff DBS Checked						Please complete as Yes or No			1


			C2			Are all Professional Staff (e.g. RN) Registered						Please complete as Yes or No			1


			C3			Are all staff employed after April 2015 working towards or hold the new care certificate						Please complete as Yes or No			1


			C4			Do you have a 12 month training programme						Please complete as Yes or No			1


			C5			Do you use assistve technology						Please complete as Yes or No			1


			C6			Are you accredited for the 6 step programme/EOL programme						Please complete as Yes or No			1


			C7			Do you inform service users / families on how to make complaints /compliments						Please complete as Yes or No			1
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Part D


															18


			PART D			AUDIT


			D1			Do you have an annual audit Plan						Please complete as Yes or No			1


			D2			Is the audit plan attached with the return						Please complete as Yes or No			1


			Indicate for the following areas that you have audit plans in place:


			D3			Medicine Management						Please complete as Yes or No			1


			D4			Infection control & Prevention						Please complete as Yes or No			1


			D5			Care Plans						Please complete as Yes or No			1


			D6			Nutrition & Hydration						Please complete as Yes or No			1


			D7			Falls						Please complete as Yes or No			1


			D8			Continence						Please complete as Yes or No			1


			D9			Pressure Ulcers						Please complete as Yes or No			1


			D10			End of Life						Please complete as Yes or No			1


			D11			Communication needs						Please complete as Yes or No			1


			D12			Dementia Care						Please complete as Yes or No			1


			D13			Manual Handling						Please complete as Yes or No			1


			D14			Equipment						Please complete as Yes or No			1


			D15			Food Hygiene						Please complete as Yes or No			1


			D16			Record Keeping						Please complete as Yes or No			1


			D17			Harms free						Please complete as Yes or No			1


			D18			Bed rail						Please complete as Yes or No			1
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Part E


															7


			PART E			GENERAL


			E1			Do you screen for pressure ulcers prevention using the Waterlow risk assessment tool						Please complete as Yes or No			1


			E2			Do all patients have access to pressure ulcer relieving equipments						Please complete as Yes or No			1


			E3			Are all staff aware how to report a Serious Incident						Please complete as Yes or No			1


			E4			Do you screen using the MUST tool						Please complete as Yes or No			1


			E5			Do you have an activities co-ordinator						Please complete as Yes or No			1


			E6			Do you have an activity schedule						Please complete as Yes or No			1


			E7			Do all residents having enhanced 1:1 have individual activity schedules						Please complete as Yes or No


			E8			Are residents (adult/children) taken out in to the community						Please complete as Yes or No			1


						For Childens Care providers only


			E9			Do you screen using Pain Tool/Communication Aids			N/A


			E10			Do you have access to play/music therapy			N/A


			E11			Do you consider the child's education needs			N/A


			E12			Do the children attend school or activites			N/A


						Document completed by


						Position


						Email contact


						Date completed			DD/MM/YYYY
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Transfer sheet


																		Start Point for data entry is cell F3 - This must not be moved from this reference point
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		Type		Number		Title		Description

		Section		1		Section 1 - Part 1: Supplier Information		Please answer the following questions in full. Note that every organisation that is being relied on to meet the selection must complete and submit the Part 1 and Part 2 self-declaration.

		Sub-Section		1.1		1.1 - Potential Supplier Information		Please note: A criminal record check for relevant convictions may be undertaken for the preferred suppliers and the persons of significant in control of them.

		Question		1.1.1		1.1.1 - Full name of the potential supplier submitting the information		

		Question		1.1.2		1.1.2 - Registered office address (if applicable)		

		Question		1.1.3		1.1.3 - Registered website address (if applicable)		

		Question		1.1.4		1.1.9 - Registered VAT number		

		Question		1.1.5		1.1.5 - If applicable, is your organisation registered with the appropriate professional or trade register(s) in the member state where it is established?		

		Question		1.1.6		1.1.6 - If you responded yes to the above question, please provide the relevant details, including the registration number(s).		

		Question		1.1.7		1.1.7 - Is it a legal requirement in the state where you are established for you to possess a particular authorisation, or be a member of a particular organisation in order to provide the services specified in this procurement?		

		Question		1.1.8		1.1.8 - If you responded yes to the above question please provide additional details of what is required and confirmation that you have complied with this.		

		Question		1.1.9		1.1.9 - Trading name(s) that will be used if successful in this procurement		

		Question		1.1.10		1.1.10 - Relevant classifications (state whether you fall within one of these, and if so which one)		a) Voluntary Community Social Enterprise (VCSE)b) Sheltered Workshopc) Public service mutuald) None of the above

		Question		1.1.11		1.1.11 - Are you a Small, Medium or Micro Enterprise (SME) ?		

		Question		1.1.12		1.1.12 - Details of Persons of Significant Control (PSC), where appropriate:		- Name;
- Date of birth;
- Nationality;
- Country, state or part of the UK where the PSC usually lives;
- Service address;
- The date he or she became a PSC in relation to the company (for existing companies the 6 April 2016 should be used);
- Which conditions for being a PSC are met;   
- Over 25% up to (and including) 50%,
 - More than 50% and less than 75%,  
- 75% or more. 
(Please enter N/A if not applicable)

		Question		1.1.13		1.1.13 - Details of ultimate parent company:		- Full name of the ultimate parent company
- Registered office address (if applicable)
- Registration number (if applicable)
- Head office DUNS number (if applicable)
- Head office VAT number (if applicable)
(Please enter N/A if not applicable)

		Sub-Section		1.2		1.2 - Bidding Model		Please provide the following information about your approach to this procurement.

		Question		1.2.1		1.2.1 - Are you bidding as the lead contact for a group of economic operators?		If yes, please provide details listed in questions 1.2.2, 1.2.3 and to 1.2.4,1.2.5, 1.2.6, Section 2 and 3.
If no, and you are a supporting bidder please provide the name of your group at 1.2.2 for reference purposes, and complete 1.2.6, Section 2 and 3.

		Question		1.2.2		1.2.2 - Name of group of economic operators (if applicable)		

		Question		1.2.3		1.2.3 - Proposed legal structure if the group of economic operators intends to form a named single legal entity prior to signing a contract, if awarded. If you do not propose to form a single legal entity, please explain the legal structure.		

		Question		1.2.4		1.2.4 - Are you or, if applicable, the group of economic operators proposing to use sub-contractors?		

		Question		1.2.5		1.2.5 - If you responded yes to 1.2.4 please provide additional details for each sub-contractor in the attached table: we may ask them to complete this form as well.		

		Question		1.2.6		1.2.6 - Please complete and upload the attached contact details and declaration form.		

		Section		2		Section 2 - Part 2: Exclusion Grounds. Grounds for Mandatory Exclusion.		Please answer the following questions in full. Note that every organisation that is being relied on to meet the selection must complete and submit the Part 1 and Part 2 self-declaration.

		Sub-Section		2.1		2.1 - Conviction of the following offences within the past five years. 		Regulations 57(1) and (2) The detailed grounds for mandatory exclusion of an organisation are set out on this web page (https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/551130/List_of_Mandatory_and_Discretionary_Exclusions.pdf), which should be referred to before completing these questions.
Please indicate if, within the past five years you, your organisation or any other person who has powers of representation, decision or control in the organisation been convicted anywhere in the world of any of the offences within the summary below and listed on the webpage.
Please Note: The authority reserves the right to use its discretion to exclude a potential supplier where it can demonstrate by any appropriate means that the potential supplier is in breach of its obligations relating to the non-payment of taxes or social security contributions.

		Question		2.1.1		2.1.1 - Participation in a criminal organisation.		If Yes please provide details at 2.1.7.

		Question		2.1.2		2.1.2 - Corruption.		If Yes please provide details at 2.1.7.

		Question		2.1.3		2.1.3 - Fraud.		If Yes please provide details at 2.1.7.

		Question		2.1.4		2.1.4 - Terrorist offences or offences linked to terrorist activities.		If Yes please provide details at 2.1.7.

		Question		2.1.5		2.1.5 - Money laundering or terrorist financing.		If Yes please provide details at 2.1.7.

		Question		2.1.6		2.1.6 - Child labour and other forms of trafficking in human beings.		If Yes please provide details at 2.1.7.

		Question		2.1.7		2.1.7 - If you have answered yes to any of the above questions (2.1.1-2.1.6) , please provide further details.		Date of conviction, specify which of the grounds listed the conviction was for, and the reasons for conviction,
Identity of who has been convicted
If the relevant documentation is available electronically please provide the web address, issuing authority, precise reference of the documents.

		Question		2.1.8		2.1.8 - If you have answered Yes to any of the points above have measures been taken to demonstrate the reliability of the organisation despite the existence of a relevant ground for exclusion ? (Self Cleaning)		

		Question		2.1.9		2.1.9 - Regulation 57(3). Has it been established, for your organisation by a judicial or administrative decision having final and binding effect in accordance with the legal provisions of any part of the United Kingdom or the legal provisions of the country in which the organisation is established (if outside the UK), that the organisation is in breach of obligations related to the payment of tax or social security contributions?		

		Question		2.1.10		2.1.10 - If you have answered yes to question 2.1.9, please provide further details. Please also confirm you have paid, or have entered into a binding arrangement with a view to paying, the outstanding sum including where applicable any accrued interest and/or fines.		

		Section		3		Section 3 - Part 2: Exclusion Grounds.  Grounds for Discretionary Exclusion.		Please answer the following questions in full. Note that every organisation that is being relied on to meet the selection must complete and submit the Part 1 and Part 2 self-declaration.

		Sub-Section		3.1		3.1 - Please indicate if, within the past three years, the following situations have applied to your organisation.		Regulation 57 (8)
The detailed grounds for discretionary exclusion of an organisation are set out on this web page (https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/551130/List_of_Mandatory_and_Discretionary_Exclusions.pdf), which should be referred to before completing these questions.
Please indicate if, within the past three years, anywhere in the world any of the following situations have applied to you, your organisation or any other person who has powers of representation, decision or control in the organisation.

		Question		3.1.1		3.1.1 - Breach of environmental obligations?		If Yes please provide details at 3.1.14.

		Question		3.1.2		3.1.2 - Breach of social obligations?		If Yes please provide details at 3.1.14.

		Question		3.1.3		3.1.3 - Breach of labour law obligations?		If Yes please provide details at 3.1.14.

		Question		3.1.4		3.1.4 - Bankrupt or is the subject of insolvency or winding-up proceedings, where the organisation’s assets are being administered by a liquidator or by the court, where it is in an arrangement with creditors, where its business activities are suspended or it is in any analogous situation arising from a similar procedure under the laws and regulations of any State?		If Yes please provide details at 3.1.14.

		Question		3.1.5		3.1.5 - Guilty of grave professional misconduct?		If Yes please provide details at 3.1.14.

		Question		3.1.6		3.1.6 - Entered into agreements with other economic operators aimed at distorting competition?		If Yes please provide details at 3.1.14.

		Question		3.1.7		3.1.7 - Aware of any conflict of interest within the meaning of regulation 24 due to the participation in the procurement procedure?		If Yes please provide details at 3.1.14.

		Question		3.1.8		3.1.8 - Been involved in the preparation of the procurement procedure?		If Yes please provide details at 3.1.14.

		Question		3.1.9		3.1.9 - Shown significant or persistent deficiencies in the performance of a substantive requirement under a prior public contract, a prior contract with a contracting entity, or a prior concession contract, which led to early termination of that prior contract, damages or other comparable sanctions?		If Yes please provide details at 3.1.14.

		Question		3.1.10		3.1.10 - Please answer the following statement. The organisation is guilty of serious misrepresentation in supplying the information required for the verification of the absence of grounds for exclusion or the fulfilment of the selection criteria.		If Yes please provide details at 3.1.14.

		Question		3.1.11		3.1.11 - Please answer the following statement. The organisation has withheld such information.		If Yes please provide details at 3.1.14.

		Question		3.1.12		3.1.12 - Please answer the following statement.  The organisation is not able to submit supporting documents required under regulation 59 of the Public Contracts Regulations 2015.		If Yes please provide details at 3.1.14.

		Question		3.1.13		3.1.13 - Please answer the following statement. The organisation has influenced the decision-making process of the contracting authority to obtain confidential information that may confer upon the organisation undue advantages in the procurement procedure, or to negligently provided misleading information that may have a material influence on decisions concerning exclusion, selection or award.		If Yes please provide details at 3.1.14.

		Question		3.1.14		3.1.14 - If you have answered Yes to any of the above, explain what measures been taken to demonstrate the reliability of the organisation despite the existence of a relevant ground for exclusion? (Self Cleaning)		

		Section		4		Section 4 - Part 3: Selection Questions - Economic and Financial Standing.		

		Question		4.1		4.1 - We shall access you most recent accounts from our database of records.  If there has been further material changes to your financial position since the date of the last Accounts, please submit any interim accounts. 		

		Section		5		Section 5 - Part 3: Selection Questions - Part of a Wider Group.		

		Question		5.1		5.1 - If you have indicated in the Selection Questionnaire question 1.2 that you are part of a wider group, please provide further details below:		Name of organisationRelationship to the Supplier completing these questions

		Question		5.2		5.2 - Are you able to provide parent company accounts if requested to at a later stage?		

		Question		5.3		5.3 - If yes, would the parent company be willing to provide a guarantee if necessary?		

		Question		5.4		5.4 - If no, would you be able to obtain a guarantee elsewhere (e.g. from a bank)?		

		Section		6		Section 6 - Part 3: Selection Questions - Technical and Professional Ability.		

		Question		6.1		6.1 - Relevant experience and contract examples. If you are not a current provider of these services to the Commissioners, please provide details of up to three contracts, in any combination from either the public or private sector; voluntary, charity or social enterprise (VCSE) that are relevant to our requirement. VCSEs may include samples of grant-funded work. Contracts for supplies or services should have been performed during the past three years. Works contracts may be from the past five years.		

		Question		6.2		6.2 - Where you intend to sub-contract a proportion of the contract, please demonstrate how you have previously maintained healthy supply chains with your sub-contractor(s).  Evidence should include, but is not limited to, details of your supply chain management tracking systems to ensure performance of the contract and including prompt payment or membership of the UK Prompt Payment Code (or equivalent schemes in other countries).		

		Question		6.3		6.3 - If you cannot provide at least one example for question 6.1, in no more than 500 words please provide an explanation for this e.g. your organisation is a new start-up or you have provided services in the past but not under a contract.		

		Question		6.4		6.4 - Please provide full details of any contracts between the you and a customer which have been terminated or not renewed by the customer in the last 24 months due to your failure to perform the terms of that contract. Please provide details of any actions taken as a result of such terminations or non-renewal to prevent a similar occurrence from happening again on another contract.		

		Section		7		Section 7 - Part 3: Selection Questions - Modern Slavery Act 2015: Requirements under Modern Slavery Act 2015. 		

		Question		7.1		7.1 - Are you a relevant commercial organisation as defined by section 54 ("Transparency in supply chains etc.") of the Modern Slavery Act 2015 ("the Act")?		

		Question		7.2		7.2 - If you have answered yes to question 1 are you compliant with the annual reporting requirements contained within Section 54 of the Act 2015?		If yes, please provide relevant the url …
If no, please provide an explanation.

		Section		8		Section 8 - Additional Questions - Insurance.		Suppliers who self-certify that they meet the requirements to these additional questions will be required to provide evidence of this if they are successful at contract award stage.

		Question		8.1		8.1 - Please self-certify whether you already have, or can commit to obtain, prior to the commencement of the contract, the following minimum levels of cover:		Not applicable

		Section		9		Section 9 - Additional Questions		Suppliers who self-certify that they meet the requirements to these additional questions will be required to provide evidence of this if they are successful at contract award stage.

		Sub-Section		9.1		9A - Care Quality Commission Registration and Monitor Licence:  		

		Question		9.1.1		9A.1 - Please confirm that you:		(a)  are registered with the Care Quality Commission (CQC) for the clinical services which are the subject of the Services, if registration is required.  If registration is not yet in place, please describe how registration will be achieved and in place prior to the commencement of service mobilisation.  If registration is not required please explain the reasons for this; and
(b) have a Monitor Licence. If a licence has not yet been obtained, please describe how a licence will be in place prior to the commencement of the Services.  If you are exempt from the requirement to have a licence please explain the reasons for this. A copy of each registration and each licence must be attached to the response to this question.

		Sub-Section		9.2		9B - Professional Registration		

		Question		9.2.1		9B.1 - Please state whether any clinical staff currently employed, subcontracted or otherwise engaged by you have during the last three years had their Professional Registration removed or suspended or are subject to limitations on their practice or whether they are currently under investigation whether by their regulator or employer.		Please also describe how you have ensured that all clinical staff maintain current and appropriate registration with the appropriate professional and regulatory bodies and how you meet and maintain the Continuing Professional Development (CPD) requirements of those bodies.

		Sub-Section		9.3		9C - Regulatory Reports, Complaints, Alerts or Notices		

		Question		9.3.1		9C.1 - Please provide details of any reports/complaints/alerts/notices to and/or by any regulatory body during the past three years relating to any of your services relevant to the Services, including any such reports/complaints/alerts/notices to and/or by any regulatory body  which removes the licence for part of a practice or sets limitations thereon or makes any findings of disqualification,  inadequate or special measures, or requires approval.		If any findings have been made by any such body, please provide details of any actions taken as a result of such findings together with any other actions taken as a result of such reports, complaints, alerts or notices.
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Obligatory Undertakings Required from Bidder


Tender reference: 0AQ/ANGPROC/17/002

1. Form of Offer


I/We …………………………………………………………………………… (the offeror) 


of ………………………………………………………………………………… 


……………………………………………………………………………………


……………………..…………………………………………………………….


AGREE


1.  that this and any subsequent offer and any contract arising from it shall be bound by the conditions set out in the ITT pack document and any declarations made in this form

2.  to supply services as specified in the Service Specification embedded within the Contract set out in Annex 1 of the ITT document;

3.  that this and any resulting further aspects of the offer are made in good faith and that we have not fixed or adjusted the amount of the offer by or in accordance with any agreement or arrangement with any other person. We certify that we have not, and we undertake that we will not


(a)  communicate to any person other than the person inviting these offers the amount or approximate amount of the offer, except where the disclosure, in confidence, of the approximate amount of the offer was necessary to obtain quotations required for the preparation of the offer, for insurance purposes or for a contract guarantee bond;


(b)  enter into any arrangement or agreement with any other person that he shall refrain from making an offer or as to the amount of any offer to be submitted.


2.  Declaration


DECLARATION

Please read the declaration below. This Schedule should then be completed, signed and returned in accordance with the instructions in the ITT document.


An authorised signatory, in his/her own name, on behalf of the Bidder and each of the other Relevant Organisations, must sign a copy of this declaration.


I certify that the information supplied in response to this requirement is accurate to the best of my knowledge and belief and accords with the basic criteria of eligibility and that we have not collaborated with other Bidders in the completion of this questionnaire.


I also understand it is a criminal offence, punishable by imprisonment, to give or offer any gift or consideration whatsoever as an inducement or reward to any servant of a public body. Therefore, I hereby certify and undertake that we, and our Connected Persons (as defined below), have not canvassed or solicited nor will in the future canvass or solicit any officer or employee of NEL Commissioning Support Unit (CSU) or any Member Organisation or any person acting as an adviser to CSU or any Member Organisation in connection with the Procurement.


For the purposes of this declaration "Connected Persons" means any person connected with us within the meaning given by section 1122 of the Corporation Tax Act 2010 and any of the respective directors, officers, employees, solicitors, accountants, bankers or other financial or professional advisers of us and/or of our Connected Persons. Other expressions used in this declaration shall, unless otherwise stated, have the meanings assigned to them in the tender documentation issued by CSU.  


I agree that CSU may, if it so wishes in order to clarify the contents of this response, make inspections of other contracts which you have been awarded, the details of which will be provided if required by CSU.


I hereby declare that I am authorised by the under mentioned Bidder to supply the information given above and that, at the date of signing, the information given is a true and accurate record. 

3. Eligibility to Bid


On completion of your tender response, please read the declaration below. This Schedule should then be completed, signed and returned via the Pro-Contract (Due North) e-procurement portal with the tender Response.


Although this Procurement is for services which fall within the Light Touch Regime of Schedule 3 of the 2015 Public Contracts Regulations, and is therefore not subject to the full scope of those Regulations, the CSU reserves the right to reject a Bidder if it falls within one of the ineligibility criteria that mirror those set out in the Regulations, and specifically regulation 57, which sets out the grounds on which an economic operator must normally be deemed ineligible to tender for, or be awarded, a public contract.  


We confirm that, to the best of our knowledge, the Bidder is not in breach of the provisios that mirror those set out in the Regulations (as amended)


Conflict of Interest Declaration


A copy of the Conflict of Interest Declaration is to be completed by an authorised signatory, in his / her own name, on behalf of each bidder, and sub-contractor.


		

		Organisation Name:

		



		

		Name of authorised representative:

		



		

		Position:

		



		

		Date:

		



		

		Please identify any potential conflicts of interest that could arise if a bidder or its sub-contractor(s) were to be subsequently awarded this business, and how these will be dealt with.  

If no potential conflict of interest is identified, please state this in the response. 






		

		Response:





		

		Authorised Signature:








5. Form Completion

		I declare that to the best of my knowledge the answers submitted in this form and in the Response to ITT for Project reference 0AQ/ANGPROC/17/002 are correct. I understand that the information will be used in the evaluation process to assess my organisation’s suitability to be awarded a contract for the Commissioners, and that giving false information may result in my organisation being disqualified from the process, at this or whatever stage it becomes known to the Commissioner.





Signed:










Name: 








Position: 







Bidder
: 







Date: 
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