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1. Population Needs 
1.1 National / local context and evidence base 
The National Framework for Children and Young People’s Continuing Care (DH 2016) provides guidance for clinical commissioning groups (CCGs) when assessing the needs of children and young people whose complex needs cannot be met by universal or specialist health services. Use of the framework establishes where a package of additional health support may be needed to meet these needs, which may arise from a disability, accident or illness. 

Continuing Care (CC) eligible service users are likely to have a range of individual care and support needs relating to: 

· diagnosed or an undiagnosed congenital condition 
· a physical disability and/or restricted mobility 
· life limiting conditions 
· end of life 
· profound and multiple learning disabilities 
· autistic spectrum disorder
· complex and enduring mental health needs 
· progressive neurological condition, such as motor neurone disease 
· attention and conduct disorders 
· the presentation of behaviours that can challenge services 
· rare / genetic conditions

This list is indicative and is not exhaustive.

The Children and Young People’s framework applies for young people up to their 18th birthday.

Population of children and young people 
The Office of National Statistics (ONS) forecast significant growth in the Birmingham and Solihull Clinical Commissioning Group’s (CCG) population.  Table 1 shows the 2014-based projection for the Birmingham and Solihull CCGs population for the 0-18 cohort. 

Table 1: 2014 Population Projections 
	Age Group
	Base Year
	Projection Year
	Population Change

	 
	 
	 
	 
	2014-2020
	2014-2030

	 
	2014
	2020
	2030
	number
	percent
	number
	percent

	0 to 
18
	250,347
	261,749
	277,453
	11,401
	4.55%
	27,105
	10.83%

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


  Source: Office for National Statistics, Crown Copyright 2014

The expected rate of growth for children in England at 23.8% is more than twice that for Birmingham at 10% (0 to 18).  Of note is that the 10 to 14 population will increase between 2015 and 2020 by around 6,000 and then remain fairly static.  In contrast, the 15 to 18 population will increase between 2020 and 2025 by around 5,000 and then increase by 3,000 between 2025 and 2030. 
  

2. Outcomes 
2.1 NHS Outcomes Framework Domains and Indicators 
	Table 2
	NHS Outcomes Framework

	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, including End of Life Care

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



2.2 Local defined outcomes 
The local service outcomes are: 

· enhancing quality of life for children and young people with care and support needs including life limiting conditions to enable children and young people to retain and promote their independence, identity and sense of value
· ensuring that children and young people have a positive experience of care and support including end of life care
· supporting children and young people to be cared for in the context of their family and local community
· helping children and young people to recover from episodes of ill-health or following injury
· treating and caring for children and young people in safe environment and protecting them from avoidable harm by staff who are trained and competent to care for children and young people with highly complex health needs
· preventing children and young people from dying prematurely 
· providing child and family centred care flexible to changing needs
· providing a comprehensive multiagency care plan that ensures consistency in care across all settings, is evidence based and child and family centred and outcomes focussed.

As a minimum therefore, the Provider Support Plan shall include and not be limited to: 
· involvement of the child or young person and their family / carer(s), their circle of support and advocates as appropriate 
· Promoting independence where appropriate
· the desired outcomes identified by and with the child or young person
· the identified support needs of the child or young person and the associated tasks required to meet those needs 
· how support should be delivered in accordance with the child or young person’s wishes, needs, likes, dislikes, methods of communication, etc. 
· how the service will support the child or young person to achieve their desired outcomes 
· risk assessments and management / control measures 
· links to health, social care and education action planning 
· all relevant manual handling, restraint agreements and behaviour management plans (as appropriate) 
· medication support requirements (where children and young people are able to self-administer this should be clearly recorded and supported so that they can maintain their independence for as long as possible) 
· the timescale for the achievement of any time-bound outcomes 
· Six monthly review arrangements 
· details of the partial or full achievement of outcomes
· [bookmark: _GoBack]where appropriate the young person is to participate in and own the support plan   

3. Scope 
3.1 Aims and objectives of service 
This service specification sets out the requirements for the provision of packages of care funded by CC.  These will delivered by organisations that are registered with CQC to deliver home care.    

The provider shall undertake a comprehensive pre-assessment to ensure the needs of the child or young person can be met.  The pre-assessment must be undertaken by a suitably qualified person.


Care will be delivered in accordance with health and social care policy relevant to those under 18 with eligible CC needs and other children with complex needs funded by the CCG. This includes those with complex health needs, the presentation of behaviours that challenge services, mobility needs and physical disabilities; sensory impairment (including acquired brain injury); cognitive impairment; multiple and profound learning disabilities and / or autism; and organic mental health needs.

The Commissioners will expect the service to provide: 

· a personalised and responsive service
· assessment of children and young people and their family’s needs by an appropriately trained nurse/professional/clinician
· care and support that enables autonomy and independence and provides safe and effective services through recruitment, development and supervision of a skill mix of staff.  These staff should be trained in meeting the highly complex needs of children and young people requiring CC.
· a range of stimulation to meet the child or young person’s needs and wishes
· activities that are meaningful for children and young people 
· equality of opportunity
· choice and the fulfilment of personal ambitions
· protection, dignity and respect
· the meeting of religious, cultural and spiritual needs and wishes
· a collaborative approach to working with appropriate adult services to ensure that transition for young people from CC to CHC funding (as appropriate) is a planned and purposeful process 

This will be achieved by enabling the child or young person to acquire, reacquire and maintain skills in line with their agreed outcomes so that they are able to achieve and maintain their potential in relation to physical, intellectual, emotional and social capacity. For the avoidance of doubt, the new ‘principle of well-being’ as defined within the Care Act 2014, recognises that everyone’s needs are different and personal to them and assumes that the individual is best placed to judge their own wellbeing. We believe this principle is relevant whatever your age or complexity of need.

The provision of outcome based services may require changes to working practices and we will support Providers to develop new methods of providing this way of working. 

The Provider will deliver care in accordance with the following care principles and approach to services:

· Person centred care: The child or young person’s goals, targets and objectives should remain the focus of care at all times 
· Respect for capacity: Each child or young person should be supported where possible to make their own decisions. The principles within the Gillick competency (1985) will apply
· Equality of opportunity: The service will be organised and provided in such a way which does not discriminate against service users and staff in respect of their protected characteristics 
· Individuality: Each child or young person will be recognised and respected as an individual person
· Rights: The child or young person maintains all entitlements associated with UK citizenship
· Choice: The child or young person and their families or representative has the opportunity to select independently from a range of options if possible
· Autonomy: The child or young person has the opportunity to act and think without reference to another person, including willingness to incur a degree of risk
· Independence: Promotion of independence and quality of life in order to enable children and young people to be cared for safely in their home environment 
· Fulfilment: The realisation of personal aspirations and abilities in all aspects of daily life 
· Privacy: The right of children, young people and their families to be left alone undisturbed and free from intrusion of public attention to their affairs
· Dignity: The Provider recognises the intrinsic value of people, regardless of circumstances, by recognising their uniqueness and their personal needs and treating them with respect, in line with Department of Health (DoH) ‘Dignity in Care’ Policy and End of Life guidelines, e.g. Gold Standards Framework
· Information Sharing: Supply family/carers with relevant information that is in the best interests of the child or young person, which does not breach confidentiality wishes. The sharing of any and all kinds of information concerning a service user will always be consistent with the principles of consent as well as choice and privacy
· Protection: All children and young people will be cared for in a safe environment and not put at unnecessary risk by carers with the relevant knowledge and skills to meet the highly complex needs of children and young people
· Service Users Engagement: The Provider should actively engage with children and young people, their families or representatives so that they are consistently contributing, where possible, to the structuring and delivery of their care
· Relationships: Children and young people maintain their care in all settings and ensure that the care is family centred
· Cultural Awareness: Providers shall ensure that the religious, cultural and spiritual needs and wishes of all children and young people are identified, respected and wherever possible met

3.2 Service description / care pathway 

Care packages may involve long term care or short term interventions and should be tailored to meet individual need. This will include but not be limited to:

· care and support delivered in accordance with the agreed healthcare requirements commissioned by a CCG 
· This may be a tripartite arrangement
· ensuring all children and young people have an individualised care and support plan
· ensuring individual care packages are subject to ongoing review and performance management through an Individual Placement Agreement
· use of the Accessible Information Standard[footnoteRef:1]   [1:  https://www.england.nhs.uk/ourwork/accessibleinfo/] 

· access to any NHS care that is mandated as part of long term conditions e.g. dental care, physiotherapy or occupational therapy
· The care package may be delivered via a personal health budget (PHB)


NHS STANDARD CONTRACT 2017/18 and 2018/19 PARTICULARS (Short Form) 


NHS Standard Contract 2017/18 and 2018/19 BSOL CCG 
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3.2.1 Defined Outcomes
- The assessment of a child’s continuing care needs must consider the outcomes necessary to enable the child or young person to get the best from life, and outcomes relating to transition (where the child is 14 years or older), identifying unmet need. 
They should be specific, deliverable and linked directly to the child’s wishes. They should include where appropriate, outcomes for transition, through key changes in a child or young person’s life, such as changing schools, moving from children’s to adult care and / or from paediatric services to adult health, or moving on from further education to adulthood. 
Key issues would include (but this list in not exhaustive): 

	· Maintaining a safe environment
	· Learning

	· Communicating
	· Expressing individuality

	· Breathing
	· Sleeping

	· Eating and drinking
	· Employment 

	· Elimination
	· Independence 

	· Personal cleaning and dressing
	· Further education 

	· Controlling body temperature
	· End of life

	· Mobilising
	· Pain management

	· Playing
· Tissue viability
	· Cultural considerations


















Table 3.  Needs and Required Outcomes
	
Area of need
	Outcomes
	Indicative Activity

	Breathing
	Airway integrity is maintained and breathing is optimised

Respiratory risk is minimised

Negative impacts of respiratory dysfunction on daily living are minimised
	· Ensure a breathing assessment is completed. Monitor and review monthly and as appropriate.  Being mindful of any complexities and LTC that impact on respiratory function e.g. heart failure, COPD, kidney failure etc.

	
	· 
	· Utilise appropriate equipment to support Service user breathing as prescribed, e.g. nebulisers, tracheotomy and ventilator equipment. This should be a minimum staff level of a registered nurse

	
	· 
	· Development of individualised person centred care plan which is review monthly or as required

	
	· 
	· Where service users have tracheotomies registered staff must be updated annually on management of service users with tracheotomies and are skilled in managing to care holistically for the service users physical and emotional needs.  This includes oral and/or deep suction and any associated emergencies.

	
	· 
	· The provider must ensure an escalation process is in place for such service users and staff must be aware of this

	
	· 
	· Where service users require care for any respiratory LTC such as asthma or COPD, all staff must be skilled and trained in identifying differences to the norm that require review or intervention or escalation

	
	· 
	· Ensure all staff are able to manage the choking service user and the interventions or escalation required in these eventualities

	
	· 
	· Ensure all required equipment is available (with surplus) along with suction machines (that are maintenance checked), oxygen masks, suction catheters, tubing etc. 

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

	Eating and drinking

	

	· Ensure care plans and records accurately promotes best care progress

	
	
	· Monitor Service user changes, such as swallowing difficulties or weight loss/ gain and seek GP/ dietician advice when change occurs

	
	
	· Manage the use of naso-gastric and PEG feeds with the minimum staffing level of a senior carer (if delegated task). Ensuring maintenance of the PEG such as rotation, cleanliness, flushing etc. In particular being aware that naso-gastric tubes carry a significantly high risk for displacement and aspiration

	
	
	· Ensure fluids are encouraged and recorded throughout the day. 

	Mobility

	Mobility is maximised at a level which is appropriate relative to the ability of the Service user
	· Ensure a mobility assessment (including a falls and frailty risk assessment) is completed. Monitor and review monthly or if changes are noted

	
	
	· Ensure care plans and records accurately prompt best care progress

	
	
	· Enable safe service user moving and handling provision. Ensuring that where aids and hoists used they are safe to use before doing so and are used appropriately

	
	
	· Ensure polypharmacy aspects are considered and regular reviews of medication take place in respect of identifying risks. Care plans should reflect this with regular updates and communications to all care workers with clear direction of any specific observations required in the event of medication alterations

	
	
	· Any falls or frequent fallers should be logged in the provider’s incident book and serious incidents ‘falls with harm’ reported to the relevant health commissioner serious incident (SI) inbox 

	
	
	· All immobile service users or those on anticoagulants or risk of VTE’s should have a VTE assessment and relevant care plan with monthly (or more frequent) review

	Continence or elimination

	Continence is promoted and optimised 
Privacy and dignity is maintained at all times
Skin integrity – risk of skin breakdown is identified and monitored
Risk of infection is minimised

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

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

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

	
	
	· Provide appropriate management supervision e.g. in relation to catheterisation, bowel management (including manual evacuation where applicable) etc. and ensure access to specialist Tissue Viability services and refer as appropriate in line with local access criteria

	
	
	· Ensure catheter changes are completed as per policy and output documented on fluid balance chart.  Colour, odour, should also be noted. http://www.urinecolors.com/themes/uctheme/assets/dehydration-chart.pdf

	
	
	· Ensure bowel movements are charted along with type https://static1.1.sqspcdn.com/static/f/1451532/22180508/1363249562587/bristol_stool_chart.pdf

	
	
	· Complete full and regular continence assessments and reviews as appropriate. (To be considered alongside tissue viability awareness)

	Skin and tissue viability

	Skin integrity is optimised with active Service user input as appropriate
	· Ensure an assessment of skin integrity and management is completed, which indicates the frequency of repositioning and frequency of review. Monitor and review at least monthly but if high risk may be more than monthly may be indicated.

	
	
	· Development of individualised person centred care plan which is reviewed monthly or as required

	
	
	· All measures of care to be delivered demonstrating pressure relief has taken place and clearly documented with any changes documented and escalated for action. This will include documentation of pressure relieving equipment in use.

	
	
	· Ensure all staff are trained to recognise, action and escalate any signs of skin breakdown factoring in any changes to risk factors

	
	
	· Manage skin conditions and utilise appropriate interventions as appropriate e.g. creams.  All creams should be prescribed and stored securely and signed as given as per protocol

	Communication

	Optimisation of verbal and non-verbal skills

	· Ensure a communication assessment is completed Monitor and review as appropriate

	
	
	· Ensure staff have communication skills relevant to meeting Service user needs such as PEC (Picture exchange communication) and / or ESL (English as second language)

	
	
	· Ensure referral is made to the appropriate statutory services e.g. ACT, Speech and Language Therapy

	
	
	· Ensure staff are able to respond to verbal and non-verbal cues and make best use of relevant communication aids. There will be a clearly defined process for recording care information and communicating the child/ young person’s needs, wishes and responses to team members and family ensuring that the requirements of the Accessible Information Standards are met

	Drug therapies and medication 

	Medication is provided in a safe and timely manner in order to optimise the care and clinical condition of the service user.
Service users are advised of the purpose of medication and actively engaged in the decision making and review of it
Medication management is optimized to reduce the amount of  medication wasted
	· Development of individualised person centred care which is reviewed monthly or as required. This will include an acknowledgement of allergies and sensitivities

	
	
	· Maintain prompt access to all required medication

	
	
	· Ensure appropriate recording of medication administration including homely remedies and escalation of non-compliance

	
	
	· Monitor the side effects of medication and refer to the appropriate prescriber if  contraindications present

	
	
	· Ensure specific medication needs are managed as per policy and individualised care plan. This will be aligned to the LTC requirement e.g. BM/Insulin, alertness/anti-epilepsy medication

	
	
	· Ensure a robust monitoring system is in place for the administration and observing impact of medications.  Monitoring of vital signs is required e.g. when on antihypertensive medication and should form part of an escalation process


	
	
	· Ensure the correct equipment for delivery of medication is in use eg enteral feeding syringes

	Psychological and emotional needs

	Service users are engaged in meaningful activities, that are tailored to meet their individual needs
Service users maintain a sense of self and are able to optimise and meet his/her potential
Rights to expression of sexuality are upheld (where applicable)
There is opportunity for meaningful occupation and engagement
	· Support Service users with life changing events as required

	
	
	· Provide protected opportunities for meaningful conversation with service users that addresses the “loneliness” agenda

	
	
	· Ensure staff have the skills to recognise depression and its effects on behaviour and refer to GP or other appropriate health care professional including an advocate

	
	
	· Support and promote Service users existing and new relationships, including partners, families and friends, whilst maintaining professional boundaries.

	
	
	· Recognise symptoms of  illnesses such as depression, psychosis, autism, mood disorder and eating disorders” Where concerns are recognised the relevant referrals/contact   should be made to the care co ordinator, GP, and advocate.  Relapse signatures/ Early warning signs should be clearly documented and in place to support this process. 


	Seizures
	Medication is provided in a safe and timely manner in order to optimise the care and clinical condition of the service user.
Privacy and dignity is maintained at all times
Seizure risk is minimised
	· The provider must ensure an escalation process is in place for such service users and staff must be aware of this

	
	
	· Ensure all staff have training and skills to manage the service user with seizures

	
	
	· Ensure a robust monitoring system is in place for the early identification of the onset of seizures 

	Challenging behaviours
	Service users are supported to reach the best of their potential through strong behaviour recovery models
Individual behavioural plans are in place and implemented through an accredited methodology
	· Ensure a strategic prevention approach to behaviour deterioration

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

	
	
	· Ensure care is provided in the least restrictive way

	
	
	· Ensure all staff have training and skills to manage the service user with behavioural complexities

	
	
	· Facilitate appropriate referral to the Multidisciplinary team

	
	
	· This could include the use of ABC charts

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

	
	
	· Ensure that care planning will take account of cultural and religious needs including End of Life

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

	· If a Do Not Attempt Resuscitation (DNAR) status has been recorded in the Service user’s medical notes and validated by the Service user or their representative, ensure that staff are aware of and act in accordance with the DNAR status 

	
	
	· Where applicable, ensure the End of Life Care Advanced Care Plan (including preferred place of death) has been completed 

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

	
	
	· Ensure families and representatives are informed of the expectations of the end of life process, symptoms and how these will be managed

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

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

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

	
	
	· Manage care of Service users with syringe drivers. This should be a minimum staff level of a registered nurse

	
	
	· Ensure appropriate clinical supervision, consistent with occupational standards

	
	
	· Ensure familiarity with and understanding of preferred Place Of Care 

	
	
	· Signpost relatives and other service users to appropriate after death support

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

	
	
	· Development of an individualised person centred care plan which is reviewed monthly or as required

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

	
	
	· Administer analgesia as prescribed and monitor effect using pain assessment tool and non-verbal cues.  Ensure care plan reflects need and impact of analgesia is documented

	
	
	· Utilise appropriate non-pharmacological methods to reduce pain and discomfort (including distraction) and ensure that appropriate referrals are made for guidance with pain and symptom management



3.3 Population covered 
This service specification will only apply to those who have been assessed as having CC eligible needs in line with the National Framework for Continuing Care 2016 (and any subsequent revision).  Eligibility will have been determined by use of the pre assessment checklist and the Decision Support Tool.  
  
3.4 Any acceptance and exclusion criteria and thresholds
Currently referrals will be accepted for all children and young people under the age of 18 including those on a planned transition to CHC funding (16+).  This may change in line with national policy or guidance.  
 
3.5 Interdependence with other services/providers 

Whole system relations hip working is essential to providing high quality care to the child/young person. It is likely that the child/young person will be known or actively engaged with one or more statutory agencies. These may include:
· Community health services (community paediatricians, specialist children’s nursing services (special school nurses, children’s community nursing and palliative care services)) and paediatric therapy services.
· Acute hospital services
· CAMHS services (FTB for Birmingham and SOLAR for Solihull). 
· Education (schools and SENAR/START)
· Social care (Birmingham Children’s Trust (BCT) and Solihull Metropolitan Borough Council (SMBC)
· Primary care
· Hospice/Respite services

The Provider shall advise the Commissioner at any point that it appears that a service user may require a deprivation of liberty safeguard assessment (over 16) or an advocacy service.  Not least is this relevant for a ‘looked after child’.  The Provider shall provide all reasonable assistance and cooperation to the advocacy service or, if one is appointed via the Court of Protection, a litigation friend or Court appointed advocate.

4. Applicable Service Standards 
4.1 Applicable national standards (e.g. NICE) 
National Framework for Continuing Care 2016 (and any subsequent revision) 
National Health Service Act 2006 
NICE guidelines regarding Infection, Prevention and Control[footnoteRef:2] [2:  http://www.nice.org.uk/
3 http://www.wmqrs.nhs.uk/ ] 

The Handling of Medicines in Social Care (Royal Pharmaceutical Society)
Standards of Medicines Management (The Nursing and Midwifery Council)
Health and Safety at Work Act 1974 
Health and Safety (First Aid) Regulations 1981
Equality Act 2010 
Provision and Use of Work Equipment Regulations 1998
Employers’ Liability (Compulsory Insurance) Regulations 1998
Control of Substances Hazardous to Health 2002
Chronically Sick and Disabled Persons Act 1970 
Human Rights Act 1998
Health and Social Care Act 2001
The Children and Families Act 2014
Special Educational Needs and disability code of practice – 0-25 years (2015)
The Governments Child Health Strategy – ‘Healthy Lives, Brighter Futures’ DH/DCSF 2009
Together for Short Lives – A guide to the Development of Children’s Palliative Care 2004
Every Child Matters (DCSF 2004)
Working Together to Safeguard Children 2013
Equality Act 2010
Freedom of Information Act 2000
Care Act 2014 (including. final affirmative regulations 1st April 2015) 
The Mental Capacity Act 2005 
Mental Capacity Act Deprivation of Liberty Safeguards 2007 
Mental Capacity Act Deprivation of Liberty Appointment of Relevant Persons Representative Regulations 2008 
Putting People First 2007 
The Mental Health Act 1983 and 2007 
The NHS and Community Care Act 1990 
The Data Protection Act 1998 
Asylum and Immigration Act 1996 (Employment Provisions) 
Nursing and Midwifery Standards for Professional Practice 2010 
NHS Constitution 

4.2 Applicable standards set out in Guidance and/or issued by a competent body (e.g. Royal Colleges) 
WMQRS Quality Standards for services providing long term ventilation for children and young people 20153 
RCN – Meeting Health Needs in Educational and Other community settings https://www.rcn.org.uk/professional-development/publications/pdf-006634
NMC Standards and code of practice
Together for Short Lives http://www.togetherforshortlives.org.uk/professionals/resources
DfE  SEND code of practice: 0-25 https://www.gov.uk/government/publications/send-code-of-practice-0-to-25
DFE Working together to safeguard children (2018) https://www.gov.uk/government/publications/working-together-to-safeguard-children--2
Delegated tasks http://www.nhs.uk/NHSEngland/keogh-review/Documents/quick-guides/background-docs/7-Delegatedtasksprotocol.pdf
4.3 Applicable local standards: The Service Model  
4.3.1 Safeguarding, Serious Incidents and Never Events 
The Commissioners will expect the Provider to understand the difference between quality concerns and safeguarding, serious incidents and never events and to follow the appropriate actions for each including reporting routes.  

Safeguarding concerns include:
 
· physical abuse / hitting of patient by any party (including friends, family, visitors, staff)
· neglect and failure to deliver appropriate care
· sexual abuse/exploitation of patient by any party
· humiliation and degrading behaviour toward the patient by any party  

These safeguards remain reportable through safeguarding routes as per safeguarding guidance for your local service provision for Birmingham on BSCB website http://www.lscbbirmingham.org.uk/ or for Solihull http://solihulllscb.co.uk/
 

4.3.2 Serious Incidents
Serious incidents are acts and / or omissions to act occurring as part of NHS-funded healthcare in the community.
Any serious incidents and / or never event that has caused or is determined to have caused harm are reportable.  Serious incidents and never events should be reported to the CCGs inbox nhsbsolccg.patientsafety@nhs.net  

4.4 Risk management and incident recording
Any incident that is not classified as a Serious Incident should be documented by the provider in an Incident log book and an investigation completed.  Any improvements required should be implemented and monitored for effect.  Repeated themes should be investigated with any further improvements being embedded.  Health commissioners will be informed of themes and improvements made on a quarterly basis through the generic quality inbox nhsbsolccg.qualitychc@nhs.net .

Known and predictable risks will be explained to children and young people and their parents or representative(s) in an understandable manner and recorded in their Care Plan. All information and plans proposed will be written in a non-jargonistic manner using language that the young person can understand.

Risks shall be periodically reviewed, recorded and reported to the Commissioner together with agreed strategies for addressing them. Reviews will include consultation with the child or young person, their families or their representative and all other relevant professional and organisational representative(s).

The Commissioner recognises that situations of risk may arise where a child or young person, their families or representative’s decision to exercise their rights may result in a threat to the health and safety of either themselves or others.  In such circumstances, the Provider must discuss concerns with the child or young person, their families or representatives and contact the Commissioner within 24 hours where this is not resolved.  The Provider must record all concerns and outcomes in the child or young person’s records.

The Provider will have in place formal written policies and procedures to ensure that an “assessment of risk” is conducted on all aspects of tasks to be carried out by care staff.  This will lead to the production of clear guidance for all care staff on safety precautions to be taken. This will form part of the staff induction process.

Where the care provided to a child or young person requires manual handling or hoisting the Provider will ensure that risk assessments are reviewed regularly in accordance with the regulations contained within the Care Standards Act.  

The Provider will ensure all incidents and accidents are investigated and recorded. ‘Notifiable Events’ will be reported immediately to the relevant authorities, e.g. Police, CQC / HCC, and Coroner (Death on DOLs). 

4.5 Clinical governance 
The Provider shall ensure there is effective case coordination and case management provided by a qualified RSCN / RN Children’s Nurse for each individual child or young person. This will involve the following requirements:

a) Ensuring that a suitable care plan has been developed / is in place

b) Ensuring that record keeping is in line with appropriate guidance
b) Ensuring that the care/support package meets the child or young person’s assessed needs and agreed outcomes, and is appropriate to achieve the identified intended outcomes in the care plan
c) Ensure the care plan is consistent with care prescribed by primary, secondary and tertiary care services
d) Monitoring the quality of the care and support arrangements and responding to any difficulties/concerns about these in a timely manner
e) Ensuring that any changes in the child or young person’s needs are addressed
f) Reviewing the situation on a regular planned basis, and if necessary undertaking additional unplanned reviews where circumstances require
g) Co-ordination of care audits to inform the continuing care assessment and package reviews
h) Where applicable Ensuring that a robust process for clinical supervision and task delegation is in place 
Children and young people receiving continuing care support have needs that are usually unpredictable, complex and intense in nature. Therefore the child or young person shall also receive services from specialist health care professionals in addition to the care package. The Provider must work collaboratively with these services.
The Provider shall ensure the clinical risk assessments and management plans are developed by a qualified RSCN / RN Children’s Nurse which will be central to service delivery. These should take account of:
· clinical audit
· clinical effectiveness
· clinical risk management
· quality assurance
· staff and organisational development.

4.6 Information Governance
All organisations that have access to NHS patient data must complete the DSP (date, security and protection) to evidence practising good information governance, achieving and maintaining compliant with the GDPR requirements.

Information in relation to this can be found within 



Providers complete the GDPR and DSP to entry level and support and training can be sought from NHS England (see within slides for contacts), and it is important to be compliant for one or two purposes: 

· to provide IG assurances to the Department of Health or to the Commissioners, often linked to contractual obligations
· to provide IG assurances to HSCIC as part of the terms and conditions of using national systems and services including N3, E-Referrals, and NHS Mail etc.
4.7. Quality Assurance
“Quality[footnoteRef:3] is looking at a whole-system perspective, and reflects a concern for the outcomes achieved for Children and young people and whole communities. The six areas or dimensions of quality assured are: [3:  WHO 2006
] 

 
effectiveness: delivering health care that is adherent to an evidence base and results in improved health outcomes for individuals and communities, based on need
efficient: delivering health care in a manner which maximizes resource use and avoids waste
accessible: delivering health care that is timely, geographically reasonable, and provided in a setting where skills and resources are appropriate to medical need 
acceptable/patient-centred: delivering health care which takes into account the preferences and aspirations of individual children and young people and the cultures of their communities
equitable: delivering health care which does not vary in quality because of personal characteristics such as gender, race, ethnicity, geographical location, or socioeconomic status 
safe: delivering health care which minimizes risks and harm to children and young people”

Some examples of clinical / quality care issues are (but not exhaustive): 

· poor discharges
· medication errors
· concerns around nutrition and hydration
· poor personal care 
· poor staff attitude
· splashes and sharps injuries

All quality concerns and incidents will require the Provider to undertake an internal investigation which will be reviewed by the respective Commissioner as part of the annual quality assurance framework process.  During this process a report on themes and trends will be expected from the Provider on a quarterly basis with related actions taken.  The provider will be expected to learn from the investigations undertaken as part of their own internal incident and investigation policies, providing feedback to the Commissioners within the themes and trends report to nhsbsolccg.qualitychc@nhs.net  

The Commissioners reserve the right not to place children and young people if where applicable the outcome of the quality assurance framework (QAF) process demonstrates a poor or inadequate rating or if any identified and actioned improvements cannot be sustained as per the QAF framework audit and cycle.  

[bookmark: _Toc220306067]4.8. Complaints 
Complaints, concerns, and comments should be viewed as a means of improving service quality.

The Provider will have an accessible complaints policy and procedure available to all Provider staff, Service users and their representative(s). 

The Provider’s complaints policy and procedure will be implemented fully and will be consistent with the requirements of the Care Standards Act 2000 and the NHS and Community Act 1990.

The complaints procedure will encourage the early discussion and resolution of any problems identified by Provider staff, child or young person their family or their representative(s). The Provider will attempt to achieve a resolution that is satisfactory to the complainant.
[bookmark: _Toc220306077]
4.8.1 Raising concerns  
The Provider shall encourage and enable staff to raise bona fide concerns about the care and service provided to child or young person without fear of disciplinary action or reprisal.

The Provider is responsible for ensuring that the provision of care is satisfactory and any concerns relating to poor practice by clinical staff are addressed.  Where concerns about poor clinical practice are not resolved, the Provider must report these concerns to the relevant registration authority, and the Commissioner to determine an appropriate course of action.

4.9 Staffing requirements 
The Provider will:

· [bookmark: OLE_LINK4]ensure the cultural and clinical needs of Service users are met, in line with good practice and ensure clinical staff hold recognised qualifications as specified by the Registering / professional bodies e.g. RSCN
· ensure the registration status of staff required to hold a registration e.g. registered nurse or therapist, is current and appropriate for the service provided and that the staff abide by their code of conduct at all times
· ensure all registered staff are compliant with their professional accountabilities and revalidation processes; supported by their employer.
· ensure all non-registered staff practise under the supervision of, and have access to, a registered nurse on a 24-hour basis, 7 days a week, 365/6 days a year, where applicable
· optimise the continuity of staff and minimise use of temporary staff.  Where temporary staff are used the provider must assure themselves of the competencies and that safe checks of the staff are conducted by third party contract
· identify, through a Clinical Assessment, the needs to be reviewed monthly (or more frequently) and make required changes to meet a child or young person’s assessed needs
· systematically assess and monitor workloads (daily/weekly) against the skills mix/grading of staff to ensure the needs of the child or young person are met
· where a child or young person’s needs have changed, the appropriate referrals are made for reassessment of the package of care
· use a system that details input hours and staff duties required and keep a record of actual input hours and attendance times
 
[bookmark: _Toc220306068]4.9.1 Recruitment
The Care Standards Act 2000 (the “Act”) contains definitions of “care worker” (see section 80(2)), “care position” (section 80(3)), “employment” (section 80(4)), “supply worker” (section 80(5)), “care provider” (section 80(7)) and other terms. Providers of care, employment agencies and businesses and other interested parties are advised to acquaint themselves with these definitions. 

Annex A of the Act, sets out how phased implementation will be commenced with respect to these definitions of the Act. Further reference can also be made to the definition of “employment” in paragraph 32. For example, the definition of “employment” in the Act is intentionally wide and includes both paid and unpaid work, including voluntary work.  For clarity this will include any student placement. 

The Provider will recruit staff in accordance with a recruitment procedure that reflects equal opportunity principles and as far as possible, supports the Provider in running a service where the workforce is reflective of the local population.

The Provider will:
· Comply with the Equality Act 2010 
· only employ individuals with appropriate qualifications (as regulated by the Care Standards Act 2000[footnoteRef:4]) and experience [4:  http://www.opsi.gov.uk/acts/acts2000/ukpga_20000014_en_1] 

· conduct an enhanced Disclosure and Barring Service (DBS) check (previously known as CRB check) on all staff upon offer of appointment. The Service Provider will then re-check the DBS status of staff every three years thereafter

The Provider will have a robust system in operation for the verification and checking of staff prior to the offer of appointment. Such verification will include, but not be limited to:

· checking essential qualifications directly with the awarding body, college of university
· checking work history with previous employers to confirm applicant’s identity, identify the reason employment ended and checking the veracity of their references
· accounting for gaps in work histories for the previous ten years
· checking personal details are correct by reviewing identification documents, such as birth certificate, passport etc.
· checking that potential staff have the appropriate authorisation to work in the UK.  If a work permit or sponsorship is required, the Provider will carry out the procedures required by the Home Office UK Border Agency

[bookmark: _Toc220306069]4.9.2 Staff Training
The Provider will:

· ensure that all staff receive training to National Training Organisation (NTO) specification and are supported in attendance to these and any other work related training
· ensure that all new staff receive a thorough induction prior to working with families. Health and safety and Child Protection responsibilities should be explained to new staff on their first attendance for duty.
· ensure care staff are competent and where appropriate, qualified to carry out care and treatment interventions and activities, e.g. management of epilepsy, tracheostomy care, ventilator management, enteral feeding, ability to deliver basic life support, oral and nasal suction, and play activities appropriate to the child’s developmental needs.
· ensure all staff have undertaken training on equality and diversity, cultural awareness, death and dying, dignity and privacy
· ensure all care staff attend ‘End of Life Care’ training, including communication skills training, where appropriate. 
· ensure appropriate care staff have received End of Life Care training, to include the appropriate assessment and management of symptoms and the use of syringe drivers in the last days of life.
· accept that training is an integral part of quality service provision and will develop and implement a training and development policy that complies with the requirements of the relevant minimum standards
· develop a training profile for each staff member, supervise and appraise their training needs regularly and revise their training plans accordingly as part of an annual PDR (performance development review) programme
· ensure that learning processes and opportunities for training exist to support the acquisition of specialist nursing care skills, knowledge and experience to meet frequently identified needs and good practice guidelines as suggested above. This opportunity should be provided to both registered nursing care staff and healthcare staff (as appropriate) 
· all specific training should be evidence with follow-up rolling programme of competency checks for all care professionals
· ensure that care staff receive training in the concept of service user advocacy in partnership with families.
· ensure that care staff are competent in clinical emergency procedures e.g. basic life support (in line with clinical/NICE guidelines) and competent in the use of the emergency equipment 
·    ensure all equipment is easily accessible and checked daily to ensure working, along        with annual safety checks and appropriate maintenance
· ensure all care staff have received child and adult safeguarding training that is commensurate to their role 
· ensure that care staff are trained in local Safeguarding of Vulnerable Adults and Children procedures and are fully aware of their responsibilities within the legislative framework
· facilitate and encourage care staff to achieve National Vocational Qualifications levels 2 or 3 in Care or other relevant qualifications specified by the relevant national minimum standards
· all care staff are to work towards achieving a care certificate qualification and for those newly entering the profession this will be achieved as part of the induction
· support staff training in the application of best practice models, e.g. complex care and long term conditions management, detecting and managing the deteriorating child or young person, and management of the challenging behaviour


[bookmark: _Toc220306070][bookmark: _Toc220306071]4.9.3. Responsibilities of staff
4.9.3.1 General 
All staff will conduct themselves in a manner which supports the principles and approach outlined in this document in supporting the rights and dignity of the child or young person. 
The staff will work in partnership with families towards a shared approach to care, and as appropriate with social care (eg where the child is Looked After)

The Provider will have in place systems to ensure that any changes in the child or young person’s needs are promptly identified, Care Plans revised accordingly and that those needs are met. 

The Provider will monitor the child or young person’s health / social care needs irrespective of whether they are in scope of the service being provided. The Provider will notify the GP and / or Commissioner (as appropriate) of any child or young person’s health, social care or educational needs that they identify as not being met (through the Provider’s service or otherwise).  Robust clinical individualised escalation criteria for deteriorating service users should inform such processes.

All staff (registered and non-registered) involved in nursing care must also have the necessary skills, knowledge and experience to carry out delegated care responsibilities in relation to common nursing needs, e.g. recognition of any signs of tissue damage, prevention strategies and understanding of NICE Guidelines.

All clinical staff will have an up to date immunisation record that will be available to the commissioners should this be requested. 

Wherever the provider’s staff go onto a hospital ward e.g. for shadowing / learning and development, all should act in accordance with professional standards including appropriate dress code and National infection, prevention and control measures, in accordance with the National Standards. 


[bookmark: _Toc220306072]4.9.3.2 Registered nurses 
All clinical staff should be aware of and guided by their professional responsibilities to those they care for, as set out in their relevant code of conduct and by the registering body such as the NMC and compliance to the revalidation regulations.

The Provider will ensure that the registered nurses within their employment understand their responsibility and accountability to:
· Manage staff competencies, including reviews and mange competency issues in a timely fashion 
· assess nursing needs on an on-going basis
· plan nursing care provision to meet the assessed need
· monitor Care Plans to ensure they meet the needs of child or young people and that they are sufficiently detailed and reviewed and revised on a monthly basis (at a minimum) or when a change in need is identified
· implement the nursing care either directly or indirectly with an appropriate level of supervision
· ensure that care staff, such as health care assistants, are alerted to changes in Care Plans in order that a child or young people’s needs are appropriately met
· ensure timely referrals are made to other health professionals such as the General Practitioner (GP) or specialist nurse/therapist. This responsibility will also include:
· ensuring referrals are to NHS health professionals where possible, unless expressly agreed with the Commissioner
· following up or escalating concerns to a senior clinician, in a timeframe guided by Service user need, when a referral has not been accepted or actioned
· clearly documenting communications with health colleagues when circumstances arise in which Service user’s needs are at-risk of being unmet
· alerting the Commissioner in instances when escalation requests do not succeed and the Service user is placed at increased risk
· the referrer is responsible in following-up any referral made to ensure receipt and action
[bookmark: _Toc220306040]
4.10. Medication 
The Provider will ensure that (a) there are policies and procedures in place and (b) staff adhere to those policies and procedures, for the receipt, recording, storage, handling, administration and disposal of medicines in accordance with:

· The Handling of Medicines in Social Care Settings by The Royal Pharmaceutical Society of Great Britain 2007 or subsequent revisions; and
· Professional advice documents from registration authorities and Care Standards, including, but not limited to: The Administration of Medicines in Care Homes, Medicine Administration Records (MAR) In Care Homes and Domiciliary Care, and the Safe Management of Controlled Drugs in Care Homes or subsequent revisions.
· The Code, NMC 2015 http://www.nmc.org.uk/standards/code

Prescribed medication will be administered in a format suitable for the child or young person and all Staff administering medications must be suitably trained and competent.  The Provider must ensure that there are processes in place to ensure continued competency and clinical supervision.

The Provider’s policies and procedures for medicines management will, wherever possible, by agreed by all GP's providing services. 

The Provider will seek information and advice from a pharmacist regarding medicines policies and medicines dispensed.

The Provider will have a system in place to ensure that anticipatory end of life drugs can be prescribed and stored in the home for a child or young person who has reached the last days of life.

The Provider will ensure that staff monitor the condition of the child or young person on medication and will prompt a medication review with the GP if there are concerns relating to use of medicines.  This will include any homeopathic remedies and Over the Counter Medicines.

The Provider will ensure that its staff have access to a paediatrician for the delivery of any controlled drugs.  Where appropriate delegated authority is in place, the Provider will ensure that its staff adhere to the procedures as defined by the Misuse of Drugs Regulations 2015 (and any revision).

The Provider will make the necessary arrangements in accordance with regulatory requirements for the disposal of medical waste including swabs, soiled dressings, incontinence pads, used needles, instruments and similar substances and materials.

4.11. Challenging behaviour 
Challenging behaviour must be considered in the context of the environment in which it occurs, the way the Service is organised and the needs of the child or young person.  Clear documentation of adverse behaviour using appropriate observational charts should be used to aid in the CC assessment process.

The Provider must have a policy to positively engage and support Service users who show challenging behaviour. This policy will take account of all relevant legislation and guidance and good practice.  

Continuing behaviour of a disruptive nature will require a consistent response by staff. The Provider must be aware of and have plans for known behaviour that challenges in the Care Plan. 

It is not acceptable to use any form of restraint, verbal abuse or isolation as punishment for behaviour that challenges. 

[bookmark: _Toc220306033]4.12. Infection Prevention and Control 
The Provider will:

· meet the requirements detailed in Standards for Better Health and National Health Service Act 2006 and Health and Social Care Act 2012. 
· registered providers should ensure that they have assessed the risks to service users relating to infection prevention and control
· ensure that Infection Prevention policies are readily available and are understood by all staff
· ensure that all policies and procedures comply with current NICE guidelines regarding Infection Prevention[footnoteRef:5][1] Prevention and control of healthcare-associated infections in primary and community care (March 2012) Clinical Guideline 139, which can be accessed at www.nice.org.uk/nicemedia/live/13684/58656/58656.pdf [5: [1] http://www.nice.org.uk] 

· all staff are aware of the escalation procedures for outbreaks/infection prevention incidents to Public Health England
· the nursing staff are aware of  local resources/arrangements for accessing advice on the prevention and control of infection via Public Health England.
· ensure there is zero tolerance of avoidable healthcare associated infections which will require inter-organisational communication and ownership of causes of infection
· report any notifiable disease to Public Health England
· develop a process for Quality Improvement for infection Prevention Standards. A number of audit tools can be accessed by the following link http://www.ips.uk.net/professional-practice/quality-improvement-tools/quality-improvement-tools/
· appropriate Occupational Health provision and policies should be available to ensure that service users are protected from staff with communicable diseases. 
· the provider needs to ensure it complies with the current Waste regulations as described in the guidance document: Health Technical Memorandum 07-01 Safe management of healthcare waste
· collaborate with the Commissioners to undertake root cause analysis of all healthcare associated infections and take action to prevent further incidences. RCA tools available on the following link http://www.nrls.npsa.nhs.uk/resources/?entryid45=59847
· comply with decontamination procedures in line with national requirements

[bookmark: _Toc220306034]4.13. Tissue viability 
The Provider will:

· ensure that all policies and procedures comply with current NICE guidelines regarding tissue viability
· ensure all staff are aware of their role in wound care prevention and treatment
· Report all stage 3 and 4 pressure ulcers to the health commissioner as an serious incident and collaborate with the Commissioner/Community Tissue Viability Nurse to undertake root cause analysis of all pressure care and wound care clinical incidents and take preventative action with all clients
· Any child or young person from another care setting with stage 3 and 4 pressure ulcers should also be notified to the health commissioner in order to decipher the responsible provider for conducting the RCA investigation  
· All other stage (1 or 2) of pressure ulcers should be logged in the providers own incident book and investigated to identify, implement and embed early prevention strategies
[bookmark: _Toc220306035]
[bookmark: _Toc220306036][bookmark: OLE_LINK1]4.14. Clinical and care programme reviews
The child, young person, their family or representative, the Commissioner or the Provider may request a review of the child or young person’s care needs at any time. If there is a significant change in the child or young person’s needs (increased or decreased) or if the requirements of the existing Care Plan are not being met, the Provider will notify the Commissioner as soon as is reasonably practicable.

The review should be held by the Commissioner in conjunction with the Provider where required. The review findings will be presented at CYP continuing care panel.

If, as a result of the review the child or young person no longer meets the eligibility criteria for CC, the child or young person may be referred to universal or specialist services and the Local Authority (if appropriate) and the package discontinued.  

[bookmark: _Toc220306037]4.15. Equipment 
The Commissioner will ensure that supplied equipment is subject to regular safety checks and maintenance / replacement as necessary.  

The Commissioner will have oversight responsibility to ensure all equipment is serviced and checked annually (or more frequently) as being safe for use.  A service log should be available for confirmation.

In the event of the child or young person’s condition changing and the equipment no longer being necessary, the Provider must advise the Commissioner within 24 hours in order that arrangements can be made for the equipment’s collection.  


[bookmark: _Toc220306038][bookmark: OLE_LINK2]4.15.1 Clinical equipment
The Provider will ensure that any clinical equipment provided for the child or young person by the Commissioner is:

· managed safely and securely
· operated in line with the manufacturer’s instructions, training and competency checks must be rolling to evidence update
· kept clean and decontaminated as per infection control policies and procedures. Where necessary, when items of equipment need to undergo specialist decontamination, the Commissioner will provide instructions to the Provider
· made available for maintenance by the Commissioner (maintenance will be managed by the Commissioner only)
· only for use in relation to the named child or young person
· only used with approved ancillaries for the specific equipment, including batteries. 

[bookmark: _Toc220306039][bookmark: OLE_LINK3]
4.16 Providers and Hospital
4.16.1 Initial Discharge from a hospital
When a child or young person is initially in hospital, once commissioned and as part of the process to facilitate discharge, the Provider may be asked to undertake learning and development for clinical tasks specific to the individual e.g. use of bespoke equipment. For all future learning and development, the Provider will be expected to fund themselves unless there are exceptional circumstances the CCG need to consider.

This learning and development may either be within the hospital or within the child or young person’s home environment dependent upon the stage within the clinical discharge pathway.     

 Where a carer is required to undertake the learning and development in hospital the Provider Agreement to Work (PAW) in Host Organisations will need to be completed.  In line with CQC registration and NHS Standard Contract, all Providers are required to confirm all care personnel are approved and checked against the NHS standards for employment and mandatory training.  The PAW document ensures that contractually the Provider is verifying this process has been completed for all care personnel that are delivering care to all CYP packages. The forthcoming BSol CCG Domiciliary Provider quality assurance programme would verify that the provider has a robust system in place to meet these contractual requirements.

[bookmark: _Toc220306050]4.16.2 Activity supporting Service user admission into hospital
When a child or young person requires a hospital visit, the Provider where applicable will will accompany the Service User up until the point of admission; and share any relevant DNACPRs/ADRTs. 

Upon admission into hospital the Provider will inform the Commissioner verbally/via email within 24 hours and in writing within five days

All CYP Individual Placement Agreements (IPAs) will clearly state that in the case of hospital admission, the Provider will cease to provide the Services to the Service User during the Service User’s hospital stay, unless agreed otherwise with the Commissioner in advance. The likeIy exceptions to this are a small number of complex children (LTV) where they are admitted to a ward or unit that does not normally care for ventilated children There may be other circumstances but this would be agreed by the commissioner on a case by case basis. 

In the event that the Commissioner has agreed for Providers staff to be on site to assist, all requirements detailed in this specification including Section 5 will be complied with. 

The Provider will maintain contact with the hospital throughout the child or young person’s admission. The Provider will not invoice the Commissioner for Services that are not delivered, which means that payments will stop for this period. 


[bookmark: _Toc220306051]4.16.3 Activity supporting children and young people on discharge from hospital
Prior to discharge from hospital the Provider will review the child or young person’s clinical needs to ensure they can be met by the Provider. In exceptional circumstances when the Provider can no longer meet the clinical needs, the Provider will notify the Commissioner as soon as possible justifying the rationale for no longer being able to care for the child or young person

4.17. Referral, Access and Acceptance Criteria
[bookmark: _Toc216092927][bookmark: _Toc220306026][bookmark: _Toc202060570]4.17.1 Transfer of individuals to Provider care  
Individuals may be entering CC from a range of locations, e.g. acute hospital, hospice or other Providers. Alternatively, the service user may be an existing service user and require an increased / decreased level of nursing care.

Children and young people will be transferred into the care of the Provider with relevant clinical assessment documentation including, but not limited to:

· multi-disciplinary Healthcare Assessment, including therapy report	
· any clinical discharge notes or summaries
· care plans, care prescription and care transfer form
· all other documentation which will assist the Provider in caring for the child or young person

[bookmark: _Toc202060571][bookmark: _Toc216092926][bookmark: _Toc220306025]This should also include any documentation for the ‘to take out’ medication, as well as the medication itself.  

4.17.2 Prior to commencement of package of care  
The Provider will have the opportunity to talk to the potential child, young person, their family or representative and relevant clinical staff prior to commencement of the package of care. 

The Provider will be confident that care staff can communicate with the child or young person as appropriate.

Where requested by the individual and appropriate to provide, the Provider will offer an introductory visit to the individual and/or their representative(s). 

[bookmark: _Toc219023570][bookmark: _Toc219023959][bookmark: _Toc219024350][bookmark: _Toc219024741][bookmark: _Toc219025133][bookmark: _Toc219025530][bookmark: _Toc219025927][bookmark: _Toc219026324]The Commissioner will inform the Provider, child, young person, their family or representative of the appropriate contacts within the CCG/CSU, to enable effective management of the child or young person’s package of care.
[bookmark: _Toc202060572][bookmark: _Toc216092928][bookmark: _Toc220306027]
4.17.3 Activity upon commencement of package of care
Where applicable will:

· develop a preliminary Care Plan (including risk assessment) for, and in conjunction with, the child, young person, their family or representative, including identification and integration of rehab and re-enablement potential. This will be made available to the Commissioner within 48 hours of a request being made. A copy of the Care Plan (and any subsequent iteration) should also be shared with the child, young person, their family or representative. Care Plans must be holistic, family centred, address preventative care such as health promotion and include the meaningful occupation activities the child or young person will engage in. The Care Plan will identify, in detail, the care required. The Care Plan will indicate the:

· named Registered Nurse or, where appropriate, Key Worker, responsible for writing the Care Plan and supervising care delivery
· named staff responsible for the delivery of care
· frequency of interventions
· date when the Care Plan will next be reviewed/evaluated
· all interventions or changes delivered or suggested by the GP or any other associated professional 
· documented communications conducted with all provider care staff and interventions that have taken place in relation to all changes or modifications to care (including medication, behavioural etc.)
· relevant escalation pathways and actions required to manage immediate emergencies

4.17.4 Exclusion criteria   
This care specification does not cover the care requirements for anyone over the age of 18.

It does not include children and young people who are not registered with a General Practitioner associated with a Commissioner within BSOL CCG. The exception to this is where a Birmingham or Solihull CYP is in care but was registered with a BSOL CCG GP at the time of going into care. In these circumstances BSOL CCG remains the responsible commissioner.

No alternative medicine therapies will be funded unless provided directly through NHS commissioned services and must be recognised as clinically effective.

Children and young peoples and informal carer’s holiday costs will not be funded by a Commissioner unless part of a respite break as detailed within the Choice and Resource Allocation Policy.

The Commissioner will not fund transport costs that fall outside NHS provision.

4.17.5 Response time and detail and prioritisation   
Before admission to the Provider, the Commissioner will provide the Provider with copies of clinical assessment and legal documentation as required. 

The outcome of the Provider’s assessment will be reported back to the Commissioner as soon as is reasonably practicable. This assessment will detail any additional care/equipment required which is not covered by this specification and therefore the ‘standard’ weekly rate. Additional care/equipment will only be required in exceptional circumstances and will be agreed with the Commissioner prior to a child or young person’s package of care, and where agreed by the Commissioner will be charged at cost.

If the Provider assesses that they can meet the individual’s needs then the Commissioner will confirm the package arrangements with the Provider. 

If, in exceptional circumstances, the Provider assesses that they cannot meet the child or young person’s needs, the Provider must clearly identify to the Commissioner why they are unable to meet those needs to help prevent incorrect future placement requests.

4.17.6 Discharge and transfer of Service users   
Children and young people will not be transferred to any other Provider without prior approval from the Commissioner.

The Provider will not discharge a child or young person where their discharge would not be in accordance with Good Health and Social Care Practice and Good Clinical Practice.

4.18. Child or young person’s death
In the event of the death of a child or young person, the Provider where applicable will notify:

· the Commissioner verbally/email within 24 hours and confirm it in writing within 48 hours
· the child or young person’s GP within 24 hours

In the cases of a suspicious death the Provider will notify the Commissioner as soon as is reasonably practicable.  If the Service user has a Deprivation of Liberty Safeguard in place (16+), the Provider will also notify the Coroner using the appropriate forms and within the relevant statutory timeframes.  

The Provider will ensure that the child or young person’s medicines are retained for a period of seven days in case there is a coroner’s inquest. After the seven day period the medicines must be appropriately disposed of. 


[bookmark: _Toc220306079]4.19 Record keeping  
The Provider will ensure that all staff complies with all applicable statutory and legal obligations concerning information recorded in relation to service users.  

The Provider will have appropriate technology and a computerised database where records can be maintained safely and effectively. 

The Provider will have policies and procedures for making, maintaining and securing Service user records. The policies and procedures will detail the standards for recording client information, internal audit and quality monitoring, storage, archiving and destruction; in accordance with GDPR.

The Provider where applicable will maintain adequate records including, but not limited to:

· health, education and social care support and clinical records (assessments, care needs support plan, risk assessment etc.) which if not recorded at the time but documented contemporaneously should be done within 24 hours of an ‘event’ in line with NMC Code 2015 guidance on record keeping
· records of pre-employment checks including DBS records
· risk assessments on clinical condition e.g. mobility 
· documentation to show that identified risks have been reduced and how this is measured and monitored to reduce recurrence 
· incident and accident book
· control measures for hazards and assessment of risk that must be implemented after a serious incident while longer term solutions are organized
· any complaints received and how they were addressed / actions taken
· fire safety checks conducted as tests and actual events

Staffing
· personnel employed and basis of employment (permanent/agency)
· staff turnover and log of exit interviews
· timesheets
· signature register
· clinical staff registration and revalidation status
· staff training records – mandatory and role specific
· staff clinical supervision records
· sickness – long and short term
· maternity / paternity leave

[bookmark: _Toc216092939][bookmark: _Toc220306080]4.20. Child and Young People’s Health Records
The Provider will maintain and operate a policy that complies with Good Clinical Practice, Good Healthcare Practice and the Law which details the procedures that it will follow for the effective management of Children and Young People’s Health Records, including without limitation Children and Young People’s Health Records that are:

· held by the Provider
· shared by the Provider and relevant providers of social care services
· held by Service users

The Provider will, at the reasonable request of the Commissioner, promptly transfer or deliver a copy of the Children and Young People’s Health Record for any Service user to a third party provider of healthcare or social care services designated by the Commissioner.
[bookmark: _Toc202060609][bookmark: _Toc216092980][bookmark: _Toc220306081]

4.21. Payment
Where a child or young person has been assessed as eligible for CC, the commissioning CCG will pay the rate detailed within the IPA 

The commissioning CCG will pay the care Provider direct including any agreed annual uplifts.   

The CC payment can be broken down as follows: 

Direct Nursing Care 
This is care provided on an individual basis to children and young people eligible for CC, for example wound care, catheter care. This list is not exhaustive 

Indirect Nursing Care 
These activities are for all children and young people eligible for CC.  These activities include: 

· Planning, supervision and delegation time, for example delegating to and supervising the work of junior / unregistered staff,, giving clinical supervision and training
· Planning, supervision and delegation time for nursing staff taking into consideration any links to the career framework
· Care planning, liaising with other health , education and  social care professionals, GP visits, liaising with relatives, ordering medication / prescriptions
· Logging training received, for example mandatory training, receiving clinical supervision, induction / orientation for temporary staff, monitoring and reviewing delegated skill competencies

Direct healthcare assistant care
This is care provided on an individual basis to children and young people eligible for CC.  This may include delegated healthcare tasks that the healthcare assistant has been trained and competency assessed to deliver.

Indirect healthcare assistant care
These activities are for all service users eligible for CC.  These activities include:

· Planning, supervision and delegation time, for example delegating to and supervising the work of less senior staff, shift handover, giving supervision and training
· Care planning, liaising with other health, education and social care professionals, GP visits, liaising with relatives, activities, social outings, service user meetings
· Logging training received, for example mandatory training, receiving supervision, induction / orientation for temporary staff, monitoring and reviewing delegated skill competencies

Management and Administration 
This category of activity has been excluded from the calculation on the basis that following the legal and policy framework definitions, these activities do not need to be performed by a registered nurse, and can be delegated tasks to a band 3 or 2 as appropriate

4.21.1 Payment upon death of a child or young person
Following the death of a child or young person who is in receipt of CC payment, the health commissioner will cease payment on date of death, unless in exceptional circumstances and previously agreed by the commissioner. 
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4.21.2 Additional charges
Additional charges will only be incurred on an exceptional basis as a result of services being required, in addition to those detailed in the care specification, to meet the child or young person’s care needs. 

If the Provider is unable to meet these additional needs within the standard weekly rate then they will agree the additional cost with the Commissioner, prior to any cost being incurred. Failure to agree this with the Commissioner will result in the Provider incurring the cost and not charging it to the Commissioner. 

If there are additional services that are required by the child or young person immediately/in an emergency, e.g. enhanced observation, the Provider will seek authorisation from the Commissioner, in writing supported by a clear rationale and cost breakdown, within 24 hours of the service being put in place. The Provider will also telephone the Commissioner. If the Provider can demonstrate that it has requested authorisation from the Commissioner and no written response has been received within 72 hours of the written request being made, requests for funding will be deemed to have been authorised. 

All additional charges will be charged to the Commissioner at cost.  

The Provider will not provide or offer to a child or young person any clinical or medical service for which any charges would be payable by the child or young person, their family or representative.

5. Applicable quality requirements and CQUIN goals 
5.1 Applicable Quality Requirements (See Schedule 4A-C) 
Schedule 4 – A: Quality Requirements
Schedule 4 – B: National Quality Requirements
Duty of candour
Schedule 4 – D: CQUIN
5.2 Applicable CQUIN goals (See Schedule 4D) 
Not applicable.

6. Location of Provider Premises 
The Provider’s Premises are located at: 

7. Individual Placement Agreement (IPA)
[bookmark: _Toc356551328][bookmark: _Toc356551374]An individual placement agreement will be issued for every child or young person funded by Continuing Care.  The IPA is an agreement between the Commissioner and the Provider for the provision of care to the child or young person.  This agreement is issued with reference to the current NHS Standard Contract and the National Framework for Children and Young People’s Continuing Care.

8. Policy and Procedures  
8.1 In addition to complying with all relevant legislation and the requirements of the Core Terms and Conditions, the Provider must ensure that there are policies and procedures in place. The Provider must ensure staff adheres to those operational policies and procedures. Policies and procedures will include but not be limited to the following, dependent upon the type of service, its CQC registration and the client group(s):

· Accepting gifts 
· Access to records
· Activities
· Care and health planning including person centered plans
· Carrying out risk assessments
· Clinical governance 
· Use of own car for business purposes
· Compliments, concerns, complaints and comments
· Contingency planning and emergencies / BCP
· CQC Inspections – announced and unannounced
· Diabetes management
· Dignity and respect including privacy
· DNACPR
· DoLS / MCA
· End of life care
· Falls prevention and post falls management including head injury
· Finance including funding sources, auditing
· Fire evacuation
· Food hygiene
· Health and safety
· Human Rights Act
· Hydration and nutrition
· Incident and accident reporting including near misses
· Infection Control Hygiene Waste
· Information governance and data protection  
· Managers Inspections
· Medication Management including Medication Errors Records, Ordering Medication / MARS Sheets
· MHA
· Missing Persons
· New workers – induction and training record
· No access to SU policy
· No Secrets Policy including whistleblowing
· Personal care
· Personalisation 
· CQC inspections and standards
· Pressure ulcers – identification and what to do
· Quality assurance
· Recording visits from health professionals
· Recruitment including volunteers
· Safeguarding Vulnerable Adults and Children
· Serious untoward incidents
· Service user engagement / consultation
· Tobacco and alcohol use
· Use of / Calling emergency services
· Use of IT and other electronic media
· Use of social media
· Violence against staff including behaviour that challenges
· Reporting to National Patient Safety Association
· Specific specialist policies e.g. management and care of tracheotomies, heart failure, renal failure

8.2 Human Resources
· Annual leave / flexi / toil
· Consulting with staff
· Dress code
· Employment
· Lone working
· Maternity / Paternity / Carer’s leave
· Out of hours emergencies
· Sickness / absence
· Staff conduct
· Staff supervision and appraisals and CPD
· Staff Training Records
· Temporary agency or bank staff
· Training 
· Use of mobile and company phones
· Working time directive

8.3 Equality and Diversity Policy covering both staff and service users reflecting the following legislation:
· Equal Pay Act 1970
· Human Rights Act 1998
· Gender Recognition Act 2004
· Civil Partnerships Act 2004
· Race and Religious Hatred Act 2006
· Equality Act 2010 (specific duties and public authorities) regulations 2017

SCHEDULE 6 – CONTRACT MANAGEMENT, REPORTING AND INFORMATION REQUIREMENTS A. Reporting Requirements  
Notification table

Where applicable – where this is stated within the specification means that service provider who do not cover this within their service i.e. Home Care providers, then it will not be applicable.




image1.emf
NHSmail  programme BSOL info for Maria Kidd.pptx


NHSmail programme BSOL info for Maria Kidd.pptx
NHSmail
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NHSmail is the secure national email service for health and social care, it provides:

Email – based on Microsoft Exchange 2013, users receive a standard 4GB mailbox that is accessible via desktop email applications, Outlook Web Access (OWA) and on mobile devices

Administration Portal – the NHSmail Portal provides a number of user and local administrator tools to manage accounts including audit and reporting functions.

Directory – a single source of contact information for health and social care; searchable via a number of options including name, clinical speciality, organisation and location

Instant Messaging – enables users to quickly message other service users

Presence – using the Outlook Web App or Skype for Business, this function enables users to see whether another user is free, busy or in a meeting

The free National Offer to the care sector is 1 generic account and up to 10 individual user accounts, supported vis the National Administration Service.

Any organisation wishing to access NHS services, systems or information, must deliver appropriate annual assurance via the Data Security and Protection toolkit. Completion of this by the end of March 2019 is a contractual obligation within the standard NHS contract.
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Potential Impact of NHSmail in care sector on HIC model
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		HIC Descriptor		Impact of NHSmail

		Early Discharge Planning
In elective care, planning should begin before admission. In emergency/ unscheduled care, robust systems need to be in place to develop plans for management and discharge, and to allow an expected date of discharge to be set within 48 hours.		Enables secure communication about individuals between patient’s home/carers and discharge teams including care plans to be shared at point of admission. Removes delays due to loss of paperwork or postal delays.

		Systems to monitor patient flow
Robust patient flow models for health and social care, including electronic patient flow systems, enable teams to identify and manage problems (for example, if capacity is not available to meet demand) and to plan services around the individual.		Possible links to the Care Home Bed State Tracker, remote clinical consultations in care homes

		Multi-disciplinary / multi-agency discharge teams
Coordinated discharge planning based on joint assessment processes and protocols and on shared and agreed responsibilities, promotes effective discharge and positive outcomes for patients.		Enables secure and timely communication about individual patients. Removes need for paper based systems e.g. fax, courier

		Home First / Discharge to Assess
Providing short-term care and reablement in people’s homes or using ‘step-down’ beds to bridge the gap between hospital and home means that people no longer need wait unnecessarily for assessments in hospital. In turn, this reduces delayed discharges and improves patient flow		Enables the secure and timely sharing of assessments, discharge papers etc.

		7-Day Discharge Services
Effective joint 24/7 working improves the flow of people through the system and across the interface between health and social care meaning that services are more responsive to people’s needs		Enables 7-day working via on-call staff i.e. information can be securely accessed remotely to enable timely decision making.

		Trusted Assessors
Using trusted assessors to carry out a holistic assessment of need avoids duplication and speeds up response times so that people can be discharged in a safe and timely way.		Enables assessments to be shared in a timely way across the care sector. Combined with Bed State Tracker could enable targeted sharing of assessments.

		Patient Choice
Early engagement with patients, families and carers is vital. A robust protocol, underpinned by a fair and transparent escalation process, is essential so that people can consider their options. The voluntary and community sector can be a real help to patients in supporting them to explore their choices and reach decisions about their future care.		Provides assurance to patients, families and carers that any information exchange is being managed in a professional and secure manner equal to that within General Practice and the wider NHS.

		Enhancing Health in Care Homes
Offering people joined-up, coordinated health and care services, for example by aligning community nurse teams and GP practices with care homes, can help reduce unnecessary admissions to hospital as well as improve hospital discharge.		Enables information to be coordinated and provides the foundations for further digital solutions to help improve care.

		Red Bag
A dedicated Red Bag containing standardised information about the resident’s general health, existing medical conditions and medication, and summary of the current health concern to enable NHS staff to determine treatment more effectively.		Replaces the need for paper-based elements within the “red bag” as they can be securely exchanged via NHSmail
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NHSmail Access Process

This is a pre-requisite for accessing NHSmail or any other NHS system										3

A high-level summary of how to access NHSmail:

Care Providers register for an ODS code with the Exeter Helpdesk

Care Providers register on the DSP toolkit

Care Providers complete the DSP toolkit and provide sufficient evidence to meet the expected standard of assurance

Entry Level enables access to NHSmail

Standards Met enables implementation of other NHS systems e.g. SCR, SystmOne

Care Providers access the national NHSmail offer via the National Administration Service

Local health & care organisations transfer and embed use of NHSmail for the transfer of patient information

Systems can now begin scoping the potential for the roll out of other digital innovations (e.g. Skype consultations, access to SCR and primary care records
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Key Links / Resources
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		Resource		Link		Comment

		Data Security & Protection (DSP) Toolkit		www.dsptoolkit.nhs.uk/?AspxAutoDetectCookieSupport=1		Completion mandatory for NHS Nursing Homes or organisations wishing to receive NHS data/information or access NHS systems

		Information for Social Care Providers		www.dsptoolkit.nhs.uk/News/33		Basic advice on the DSP toolkit, GDPR and NHSmail for social care providers (applicable to the care sector)

		DSP Questions & Evidence Assertions		www.dsptoolkit.nhs.uk/News/6		Spreadsheet of all the questions on the toolkit and what evidence is expected in order to meet the standard.
Note: Care Homes are listed as “Small Organisations”

		DSP Toolkit take-up		www.dsptoolkit.nhs.uk/News/34		A list of all organisations that have registered on the toolkit and their progress towards completion is published every fortnight. NB – format of report expected to improve for October 2018.

		NHSmail		https://portal.nhs.net/Help/joiningnhsmail		Lots of information here. Care Sector organisations should read the “Registering a Social Care organisation” section, with a strong steer towards using the National Administration Service (NAS).
Leads should ensure they are familiar with the three NAS guidance documents.

		Care Provider Alliance sector resources		www.careprovideralliance.org.uk/data-security-and-protection-toolkit.html#		A number of potentially very useful guidance documents and templates developed by the CPA , NHS Digital and NHS England nationally to help support any care sector organisation complete the DSP toolkit. These are free to access/use and not restricted to member organisations.
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