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Tameside Council 
INVITATION TO TENDER FOR:
Support at Home Service
CONTRACT REF: 
DN632408
APPENDIX B
SPECIFICATION

Specification for a Contract Agreement for the Provision of: Support at Home Service
 

SCHEDULE 1A – GENERAL Support at Home Service SPECIFICATION
1. Collaborative Commissioning Arrangements

1.1 Whilst this procurement is for procuring Services for the Council and NHS Greater Manchester Integrated Care Tameside, the Council will be contracting and managing on behalf of both parties. 
1.2 In the context of this Contract Agreement, the Council is acting as an agent for the NHS Greater Manchester Integrated Care Tameside, in making payments for Complex Care.
1.3 It is anticipated that contract monitoring meetings will be the responsibility of Tameside Council for referrals relating to this Contract Agreement.
2. allocated neighbourhood
2.1 The Service Provider has been allocated [to be inserted Neighbourhood or Extra Care]. This means they have entered into this Contract with the Council and will provide Services within one of the geographic zones, north, east, south and west, and are referred to as a Zoned Service Provider.
3. CONDITIONS PRECEDENT

3.1 The Service Provider shall deliver to the Council on or prior to the Service Commencement Date the following documents, or where appropriate copies of them:

3.1.1 the Regulator’s registration of the Service Provider;

3.1.2 any Consents required for the provision of the Service by the Service Provider;

3.1.3 a Business Continuity Plan;

3.1.4 confirmation that all Indemnity Arrangements (acceptable to the Council) required under clause 42.1 Insurances - Appendix A – Conditions of Contract Agreement;

3.1.5 written details of the Service Provider’s Caldicott Guardian, Information Governance lead and Mental Capacity Act/Deprivation of Liberty/Prevent lead.

4. NATURE OF SERVICE

4.1 The provision of a person and community centred Support at Home Service that enables Service Users to remain in their own home, living as independently as possible, achieving and maintaining their potential in relation to their physical, intellectual, emotional and social capacity. The Service is key part of the Council’s wider Living Well at Home programme.

4.2 People achieve better outcomes when they are supported to retain their dignity and have choice and control over the support they receive; a person and community centred approach will be at the heart of service provision.

5. CORE SERVICE REQUIREMENTS

5.1 Care and support will be person and community centred.

5.2 Care and support will be coproduced with the Service User with a focus, wherever possible, on meeting outcomes via a combination of community based unpaid support and/or paid support. 
5.3 To achieve this, the Service Provider must have a workforce that is recruited and trained to meet the understand needs, values and customs of the people they support. The Service Provider will promote and facilitate person-centred teamwork and have in place quality assurance processes that enable Staff to feel confident in focussing on outcomes and ensuring that these happen.
6. KEY SERVICE AIMS AND OBJECTIVES

6.1 To provide a good quality outcome focused Service appropriate to the needs identified in a Service User’s Support Plan including assistance with personal, practical and social/emotional tasks associated with ordinary living. 

6.2 The aims of the Service are to ensure Service Users can:

6.2.1 Live as independently as possible in comfort in their own home, maintaining safety and unnecessary admission to longer term support.

6.2.2 Expect to be treated with dignity respect with regards to their way of life paying particular attention to ethnic and cultural issues.

6.2.3 Coproduce their own care and support that considers and engages with a range of paid for and non-paid for support by way of meeting their outcomes

6.2.4 Be supported with a range of practical and social tasks that maintain and improve a Service Users quality of life, dignity, wellbeing and sense of belonging as specified in their individual Support Plan.

6.2.5 Receive the Service in a safe, practical, reliable manner acceptable to the Service User/Carer which promotes positive risk taking. 

6.2.6 Retain as high a level of self-care as possible and maintain/re-engage with local support networks. 
6.3 In order to deliver on these aims, the Service Provider will:

6.3.1 Foster relationships that respect human dignity and promote human rights, mutuality and well-being and develop and nurture an attitude of empathy, interest and regard for people

6.3.2 Recognise the inherent resourcefulness and potential of human beings to bring about change

6.3.3 Be open to, and informed by, good practice and new ways of working

6.3.4 Develop an attitude of professional curiosity and critical self-reflection

6.3.5 Understand issues relating to the protection of vulnerable individuals, groups and communities

7. OUTLINE OF THE SERVICE

7.1 The Service shall be available seven days per week, fifty-two weeks per year and operate over a twenty-four hour day.  The standard hours of the Service will operate between 7.00am to 10.00pm.

7.2 Other than the standard service delivered between the hours noted in paragraph 7.1 above, the Service Provider will also provide the following:

7.2.1 A daytime Sitting and Support service to provide respite to a Carer by supporting a Service User within their own home as outlined their Support Plan
7.3 The Service will be commissioned through specified outcomes to be achieved for the individual Service User as outlined in their Support Plan.  This will identify the personal budget and the number of care and support hours required per week to deliver their Service. 
7.4 Classification of tasks, where support with tasks is identified, is provided in SCHEDULE 2.
8. WHO WILL RECEIVE A SERVICE

8.1 The Service will be provided for Service Users of Tameside who are 18 years or over and who are eligible for publically funded care and support.

9. HOW PERSON AND COMMUNITY CENTRED CARE AND SUPPORT WILL BE DELIVERED

9.1 The Service is based on the premise that each person has inherent potential, is valuable, resourceful and can make a meaningful contribution to their wider community if we find ways of including them. By helping support and nurture our communities so that people can better support those most disadvantaged members, with individuals taking responsibility for wider society, each person can grow and become more independent and integrated.

9.2 A person centred approach recognises the importance of interdependence alongside independence and supports individuals to gain a sense of meaningful belonging in their networks and communities.

9.3 As we move increasingly towards strengths-based practice, thinking positively about people who need care and support, we will need to further engage with communities to reduce isolation and draw those with care and support needs into local voluntary and mutual aid networks. Such a strengths-based approach is about reducing dependency and enabling self-care and about protecting and promoting the person’s independence, resilience, choice and wellbeing.

9.4 In order to achieve this, services must recognise, regard and respond to the knowledge and expertise individuals have in their own lives. Essentially, a strength-based approach requires engaging in meaningfully conversations with people to understand and enable individuals to live their best life possible.

9.5 As the Council adopts a more asset-based approach – a ‘what’s strong’ not ‘what’s wrong’ ethos - the dominant deficit-based mind-set of services aimed at ‘fixing people’s problems, but that often achieve the complete opposite, will, increasingly, be challenged. Hence, the Service will:

9.5.1 Ensure people achieve their vision of a ‘good life’;
9.5.2 Reduce service reliance, loneliness and isolation;
9.5.3 Connect communities and prioritise opportunities for people to maintain and build relationships with family and friends;
9.5.4 Use and encourage community building;
9.5.5 Keep economic activity local;
9.5.6 Via engagement with, and use of, local community-led ‘hubs’ – The Together centre, Grafton Centre and 4C for example - provide space for communities to connect and access information and advice;
9.5.7 Avoid crisis.
9.6 Within the context of a developmental contract and Service Specification, Service Providers will work with Service Users, and with Neighbourhoods and Councils, to deliver person and community centred care and to continue to embed outcomes focussed support.
9.7 Central to this, all concerned – the Service Provider, the Neighbourhood Team and the Council – will actively seek to create connections and conversations and to understand what matters to people.  By bringing these insights together we can begin to act on what is important. True change happens when we start to notice, and act on, the little things of significance.
9.8 In practice, this means that everyone supported will have clear outcomes developed from assessment, an assessed amount of hours of support and flexibility regarding how to meet their outcomes.  Co-production throughout the process is absolutely central to this so that people choose when, where, how and who supports them, within the available resources.

9.9 Service Providers, Service Users and, where appropriate the Service Users family, will take the Support Plan as a starting point to coproduce a person centred Care Plan. Service Providers will take the lead in this, facilitating a conversation based on the support sequence which starts with self-care, and looks at assistive technology, friends and family and makes the best use of all the community resources and information available. This makes for person centred support and ensures the Tameside pound goes as far as possible:

9.9.1 What can you do to help yourself and how can family and friends help?

9.9.2 How can we reconnect you with your local community?

9.9.3 How might technology help?

9.9.4 How can homecare help?

9.10 This approach encourages both Service Provider and Service User to consider and explore options other than paid support and hence, through the duration of the contract, Service Providers will ensure they are aware of, and engaged with, resources and activities in the borough generally and their neighbourhood specifically that could be of relevance when supporting people to meet their assessed outcomes. To this end, Service Providers will be expected to engage with, amongst other things, Action Together’s Community Wellbeing Programme https://www.actiontogether.org.uk/node/4994 and the Service Provider forum by way of keeping abreast of voluntary, Community and social enterprise organisations and groups. This approach, one of ten GM Health and Social Care Partnership trailblazers, is outlined here: https://vimeo.com/368759639.
9.11 Flexible approaches to the use of hours are encouraged to help people engage with options other than homecare where possible. Arrangements are in place for Providers to put in additional support, potentially over and above a Service Users assessed hours, for short periods of up to four weeks, by way of supporting people into community activities, for example to attend a coffee morning at the local community centre. Additional support should be discussed with the Service User’s social worker/Neighbourhood Team before progressing, working with an increase of up to 20% of the total commissioned hours as a guide and any additional hours required on a longer term/permanent basis will be authorised by the Social Worker.
9.12 Service delivery will be able to flex up and down as necessary to allow for the changing needs of Service Users and demand for the Service from the Council.
9.13 The coproduced Care Plan will record and share what people think, feel and say in a positive and constructive way, recognising the impact deeply listening to someone and capturing their words and feelings with care and attention can have. It might be the first time this has ever happened for them.
9.14 The Service Provider will ensure the Care Plan documents the agreements identified to meet the specified outcomes within the allocated care and support hours.  Where appropriate, and recognising that these can change according to need and to circumstances, this will include the agreed call times and the detail of the support required to meet the Service Users outcomes.  Service User’s Care Plans will be open to inspection by the CQC and the Council to ensure appropriate delivery of the Service.
9.15 The Service Provider is responsible for ensuring that any perceived changes in the health and wellbeing of the Service User or Carer will be responded to accordingly and appropriately in the first instance before being reported to the Council as soon as possible.

9.16 In terms of facilitating close, integrated working with the neighbourhood team and ensuring effective communication, the Service Provider will attend a weekly team huddle – alternatively known as safety huddles or team meetings – once a week. This is also an integral element of the blended roles work (see SCHEDULE 3).
9.17 It is the statutory responsibility of the Council to re-assess the needs of Service Users and Carers where the Service User, Carer, Service Provider or the Council itself reports that there may be a need to do so. This will, wherever possible and appropriate, be undertaken as per the process described in Clause 10, below.
9.18 The Service Provider must ensure that all Staff are fully briefed of the needs and outcomes – as identified in their Care Plan - of Service Users they will be working with, and how these outcomes are to be met.  As far as is practicable, support will be provided in accordance with the wishes and choices of the Service User. 

9.19 Service Providers will utilise a Keyworker system or similar so that each Service User has a named worker; usually the worker who supports them most regularly. This will help facilitate blended roles as described in SCHEDULE 3, and is an integral part of a person centred approach; keyworkers are invariably best placed to take the time to listen and understand people's lived experiences of receiving care and to bring about the small changes that can make a difference.

9.20 Celebrate and communicate these achievements. The Service Provider will be actively encouraged to ‘shine a light’ on the impact of their work and the many and varied moments of humanity in care and support therein. What have you seen, heard and felt? What differences have you made? As a Service Provider, do not underestimate the importance of sharing some of these changes with the Neighbourhood Team; what feedback have you heard from Service Users, their families and your staff about the difference this work made to them? What difference did it make to the Service User to be listened to, and involved, in the first place? The performance management process, outlined in Clause 16 Quality Standards and Performance below, would be a good opportunity to showcase good practice and positive outcomes.

10. ASSESSMENTS

10.1 The level and nature of the support will be determined through the Council’s assessment and Support Planning procedures on an individual basis for all Service Users.

10.2 The Council will ensure that every Service User has undergone an assessment.  This assessment will be undertaken with the Service User and a Support Plan identifying the outcomes to be achieved will be completed.

10.3 To achieve the identified outcomes, the indicative number of care and support hours to be delivered each week will be agreed by the Council and recorded in the Service Users Support Plan as part of their personal budget. 

11. ON-GOING AND STATUTORY REVIEWS

11.1 There is recognition that Service Providers, seeing and supporting Service Users on a regular, often daily basis, establishing rapport and building close, person centred relationships are invariably best placed to review an individual’s care and support and to flex accordingly. Good communication with the Service User, family and Neighbourhood colleagues about if, when and how support needs change over time are key and the Service Provider will ensure that the appropriate conversations happen and are documented.
11.2 Service Providers can undertake day-to-day changes in support as required without recourse to, or notification of, the Neighbourhood duty team. The Service Provider will notify Duty of any longer term or sustained changes – increases or decreases – which will require authorisation as these potentially have implications for how much the Council charges the Service User. Neighbourhood teams will undertake authorise any changes as soon as possible, working from the starting point that Service Providers are best place to review and flex support, but acknowledging also that they will need to contact the Service User, and their Carer where appropriate, to check and confirm the proposed change.
11.3 The Service is in the process of adopting an arrangement whereby Service Providers have responsibility for arranging and undertaking the joint six-weekly review (or equivalent) and the annual review. The aim is to have the following arrangement in place for all four neighbourhoods:

11.3.1 The Service Provider schedules in all reviews for that month and notifies their Neighbourhood team who, in turn, inform the social worker/assessor if there is one, or allocate a social worker/assessor if not. 

11.3.2 Where there is any degree of complexity – sizeable packages, learning disability, mental health, dual diagnosis, housing/environmental issues, conflicts of interest, family concerns etc – the Service Provider and the social worker will be in regular contact anyway and the social worker/assessor would attend the review as convened by the Service Provider. 

11.3.3 Where the Package of Care (POC) is more straightforward, the social worker may attend or may contact the Service User before and/or following the review to check how things are. Either way, the Service Provider then up-dates the Care Plan review paperwork, including their 1-page profile and their weekly planner (which details all scheduled homecare contacts), and sends it through to the neighbourhood team to be logged on LAS.

11.3.4 The Service Provider will ensure that, throughout the duration of the contract they are using person centred paperwork that is informed by local and national best practice and by CQC and commissioning expectations. 

11.3.5 Statutory responsibility for reviews remains with the social worker and the final review/re-assessment will be authorised by them.

11.4 The nature and experience of the Service is that Service Users’ needs may reduce over time.  The Council wishes to move towards ensuring the Service is delivered within a re-ablement culture.  The Service Provider will therefore deliver the Service on the following basis:
11.4.1 Recognition of the principles of re-ablement in supporting Service Users to appropriately minimise the ongoing support required.

11.4.2 An approach that seeks to assist Service Users in maximising their skills and independence.  The amount of encouragement and assistance given to each Service User may vary from day-to-day and therefore shall be agreed with the Service User and Service Provider.

11.5 Where a Service User is unable to receive the Service, for any reason including but not limited to that Service user being admitted to hospital, the Council shall be entitled to suspend the provision of Services to the Service User.  

11.6 For hospital admissions, the Service Provider shall use the weekly spreadsheet to notify the Council’s Brokerage Team, that they have been admitted to hospital, including the date they last provided care and support. For a period of up to three weeks from that date the Service Provider must be able to recommence care and support to facilitate discharge. Thereafter, the package of care will end. Should the Service User return home after that 3 (three) week period it will be considered a new package and be processed and commenced accordingly.

12. service delivery
12.1 The Service Provider will ensure a mechanism for recording information regarding calls is available for all Service Users’ and that family, neighbourhood staff and, as required, other staff including District Nurses and NWAS have access to this should it be required and notwithstanding any issues regarding confidentiality; this could be via a secure portal on an electronic care management system or a care record book. 

12.2 The Service Provider will be responsible for ensuring the information within the care records, (including information provided by the Council), is secure, up-to-date and appropriate and that when recording and sharing what people think, feel and say this is done in a positive and constructive way.

12.3 The Service Provider will ensure they have in place a clear, comprehensive written medication policy and procedure in accordance with CQC guidance.  The Service Provider will be required to administer medication covering the following three levels:

12.3.1 Level 1: The person takes responsibility for their own medication – self managing/verbal prompt. 

12.3.2 Level 2: It is considered that the person cannot take responsibility for their medicines and that care staff will need to do this – assisted/managed/administered 

12.3.3 Level 3: Exceptional circumstances where medication needs to be given by specialised techniques – managed/administered.

12.3.4 The Service Provider will ensure its Staff receive regular support, supervision and training in the safe handling and administration of medication.  The Service Provider will administer medication as outlined in the Service Users Care Plan.

12.3.5 The Service Provider must ensure that all Staff assisting with personal needs are aware of any illness the Service User has and the effect this has on the Service User to enable the Staff to help without causing discomfort.

12.4 Individual Service User’s Commissioning Process

12.4.1 The Service User’s assessment and Support Plan is completed with the Service User and Carer(s) by the Neighbourhood Team.

12.4.2 The Neighbourhood Team forwards all relevant information / documentation to the Brokerage Team.

12.4.3 The Brokerage Team will contact the relevant Service Provider to inform them a new request, the request will include all basic details for the Service User, total hours being requested and the outcomes identified for the Service User.

12.4.4 The Service Provider will respond to the request within 4 (four) hours of receiving the new commission from the Brokerage Team (this response may be: to accept the request, refuse or just an update to allow the Brokerage Team to keep the care co-ordinator involved up to date).  The Service Provider will commence the care and support within a maximum timescale of 48 (forty eight) hours from point of initial request.

12.4.5 Once the care and support is accepted the Brokerage Team will issue the Service Provider with an ISC detailing start date.

12.4.6 The Service Provider will check the Individual Service Contract (ISC) and if in agreement with its contents will sign the ISC and return back to the Brokerage Team as soon as possible (before the care and support commences).

12.4.7 The Brokerage Team will inform the Service Provider of any suspensions/recommencements relating to individual Service Users.  If the Service Provider is aware of any suspensions that they have not received confirmation they will contact the Brokerage Team as soon as they become aware to ensure the Service User records are up to date.

12.4.8 All information sent from the Brokerage Team will be sent via an encrypted email using the Councils approved software.

12.4.9 If a Service Users care and support is suspended for more than 21 (twenty-one) days the ISC will automatically terminate in accordance with clause 11.6.

12.4.10 Where a Service User is unable to receive the Services, for any reason including but not limited to that Service User being admitted to hospital, the Council be entitled to suspend the provision of Services to the Service User.  For the duration of any suspension, the Service Provider shall ensure that the Service can recommence immediately however the Council shall have no obligation to pay for hours where the Service has been suspended.  
12.4.11 Where the Service Provider has not been notified that the Service User will be absent from their home the Service Provider may claim for the duration of that scheduled visit. Where it can be evidenced that the Service Provider knew the Service User would not be present, having been given 24 (twenty-four) hours notice, then no charge can be levied by the Service Provider.

12.5 Reassessments
12.5.1 A reassessment of a Service User’s needs to ensure the Service is appropriate, such a reassessment will be compliant with the eligibility for publically funded care and support.
12.5.2 In the event of a significant change in the Service User’s needs or if the requirements of the existing Support Plan change significantly, the Service Provider shall notify the Council as soon as is reasonably practicable and take any immediate necessary action in order to ensure the safety of the Service User. 
12.5.3 Notwithstanding the above, the Service User or their representative or the Council or the Service Provider may request a Reassessment of the Service User’s needs at any time with such Reassessment being held within 7 (seven) days of the request being made or in the case of “end of life”, this shall be within 1 (one) day. 
12.5.4 Any changes to the needs and outcomes of the Service User must be reflected in the Council’s updated Support Plan and in the Service Provider’s revised Care Plan, clearly noting how the Service Provider will meet these needs and outcomes.

12.5.5 Where the Service Provider disagrees with the outcome of a Reassessment and wishes to challenge the decision, recourse must be made in the first instance to the Council representative’s direct line manager.  Should the issue remain unresolved then the matter shall be treated as a Dispute and resolved in accordance with Clause 51 Dispute Resolution of the Contract.
12.5.6 Where the Service Provider has, for a period of four consecutive weeks provided 10% more/less time than the commissioned hours to meet the Service User’s care and support needs and outcomes, the Service Provider shall contact the Council and request a Reassessment.  The Council will hold such Reassessment within 7 (seven) days of the request being made.

12.6 Involvement of Carers (Formal and Informal) and Other Organisations

12.6.1 The Service Provider will liaise with, and encourage the involvement of, relatives and Carers with Service Users and the Service they receive where appropriate and with consent of the Service User.  The only exception is where this is in conflict with the needs and outcome of the Service User as identified through the Council’s assessment, Support Planning and care co-ordination procedures, and their own wishes.

12.6.2 The Service Provider must ensure that its Staff liaise effectively with the other agencies and organisations involved with Service Users and their Carers.

12.6.3 The Service Provider must inform the Council of any situation where another party to the care and support is failing to undertake their expected role or function.

12.7 Risk Management

12.7.1 The Service Provider must have in place policy and procedures to ensure that management can complete an “assessment of risk” on all aspects of tasks to be carried out by Staff.  This will lead to the production of clear guidance for all Staff on safety precautions to be taken.

12.7.2 There must be mechanisms to identify particular hazards.  This can be achieved by the Service Provider carrying out an assessment to identify such hazards and agree control mechanisms.  If it is not possible to rectify or control the hazard to an acceptable level, the Service Provider must refer back to the Council.

12.7.3 Whilst always ensuring the safety and well-being of Service Users, the Service will seek to support positive risk taking in Service Users daily lives.  Where there is a conflict of risk in meeting a Service Users cultural preference, the Service Provider will work with the Council to resolve these in the best interests of both Staff and Service Users.

12.7.4 The Council recognises that situations may arise where a Service User’s decision to exercise their rights may result in a risk to the health, safety or comfort of, themselves, other Service Users or Staff.  The Service Provider must ensure that Staff do not endorse or engage in such activities.  The Service User must be made aware that Staff will not be participating in such activities. 

12.7.5 Potentially hazardous situations found by Staff in the Service User’s home must be reported to the Council immediately and the details documented.
12.8 Provision of Materials

12.8.1 It is the responsibility of the Service Provider to ensure its Staff are issued with Equipment/ appropriate protective clothing to carry out the tasks within the Service.  However, the type of clothing must have regard to the need to maintain the dignity and self-respect of the Service User.

12.8.2 All equipment belonging to the Service User and used by the Staff must be maintained in a safe condition at the Service Users’ expense.  Equipment that appears in anyway to be faulty must not be used until it has been checked and if necessary repaired, by a qualified person.  If the Service User refuses to have the equipment repaired, this should be reported back to the Council.
13. TERMINATION OF AN ISC

13.1 The Council, may give notice to terminate an ISC or ISC Variation provided such notice is in writing and that no less than 7 (seven) days notice is given.

13.2 The ISC, or ISC Variation, will terminate immediately on the date of the death of a Service User.

13.3 The ISC, or ISC Variation, will automatically terminate after the Service has been suspended for 21 (twenty-one) days.

13.4 The Service User may, at any time and for any reason, terminate the ISC or ISC Variation without giving any notice period to the Council or the Service Provider. In this eventuality, the ISC or ISC Variation will be deemed to terminate on the next day.

13.5 The Service Provider may give notice to the Council to terminate the Service provided such notice is in writing and, except in exceptional circumstances as are detailed below, not less than 7 (seven) days notice is given, unless:

13.5.1 the Council, has persistently and seriously failed to comply with this Contract; or

13.5.2 in the opinion of the Service Provider, which has been confirmed by a relevant Care Professional or Healthcare Professional, being a person duly qualified and authorised by the Council, the Service User’s:

13.5.2.1 condition has deteriorated to a point where the Service Provider can no longer meet the assessed needs; or

13.5.2.2 behaviour is so persistently anti-social as to seriously affect the health, safety or general well-being of Staff;

13.5.3 Then in the instances detailed in clause 13.5.2 above, with the agreement of both Parties, such notice can range from immediate effect up to 7 (seven) days.

13.6 Notwithstanding clause 13.5 the Service Provider shall not cease providing the Service to the Service User until a Successor Service Provider has been identified and able to commence the service.  The Council shall use all reasonable endeavours to identify a Successor Service Provider within the notice period.

14. ELECTRONIC CALL MONITORING (ECM) AND ELECTRONIC CARE MANAGEMENT SYSTEMS
14.1 The Service Provider will have in place ECM for the commencement of the Contract.

14.2 The Council is not prescriptive about the ECM system the Service Provider will use, but the system must be able to deliver the following:

14.2.1 The actual times of service delivery (per Service User); 

14.2.2 Whether the actual calls times of service delivery are at the agreed times (with a 30 minutes tolerance either way - except for those calls that are deemed time specific for certain services, e.g. medication where a 15 minute tolerance is required);

14.2.3 The system must also be able be able to calculate the consistency of care Staff for each Service User;  
14.3 Missed calls to be automatically reported to the Brokerage Team and care-co-ordinator.
14.4 The Service Provider will ensure, if they are not already, that they adopt the use of an electronic care management system (or equivalent), over the course of the contract and sooner rather than later.

15. STAFFING REQUIREMENTS

15.1 General

15.1.1 The Service Provider shall provide sufficiently trained appropriate qualified and competent Staff to meet Service Users’ needs and outcomes, having regard to the number, age, sex, abilities and needs of the people who use the Service.

15.1.2 The Service Provider will ensure consistency of the Service to all Service Users/Carers.  This will include taking steps to minimise the number of Staff employed to meet the needs of a single Service User.

15.1.3 The Service Provider shall restrict the number of Staff providing care to a particular Service User in order to:

15.1.3.1 Support person centred continuity of care and support and so the Service User does not have to relate to too many individuals.

15.1.3.2 Minimise the number of people holding confidential information.

15.1.3.3 Access to Key holding information/security.

15.1.3.4 Enable Staff to acquaint themselves with Service Users’ needs, outcomes and preferences, so far as is reasonable and practicable.

15.1.4 The Service Provider must have in place a mechanism to ensure that information can be passed effectively and securely to Staff and throughout the organisation.

15.1.5 Staff shall not be accompanied in their duties by any family members or friends. 

15.1.6 In the event of additional assistance being required Staff must contact their line manager immediately.  In cases where assistance is required, such provision is the responsibility of the Service Provider.  The Council must be informed of any such changes.

15.2 Conduct of Staff

15.2.1 It is the responsibility of the Service Provider to ensure the conduct of its Staff.  Any misconduct, dishonesty or behaviour, which is detrimental to the welfare or wellbeing of the Service Users, will be thoroughly investigated, initially by the Service Provider, and may result in the termination of the Contract.

15.2.2 Misconduct includes but is not limited to the following:

15.2.2.1 Fraud or theft.

15.2.2.2 Physical verbal and/or mental abuse.

15.2.2.3 Any type of sexual abuse or exploitation.

15.2.2.4 Neglect of the agreed Service User requirements.

15.2.3 Staff must not in any way represent and/or recommend other services to the Service User, e.g. admission to residential care or a particular adaptation.

15.2.4 Conduct in Service User’s homes (These issues must be expressed in a policy/procedure which addresses the following):

15.2.4.1 The personal use by Staff of the Service User’s appliances (e.g. telephones, etc.) must only be with the prior consent of the Service User and the Council, or as a direct consequence of the provision of the Service.  Under no circumstances must be used for the Service Providers personal business. Staff must not make arrangements to receive personal calls on a Service User’s telephone. 

15.2.4.2 It is the responsibility of the Service Provider to ensure that Staff do not smoke or consume, or be under the influence of, alcohol whilst on rota, in a Service User’s home or engaged in activities with Service Users in the community.

15.2.4.3 The Council expects all Staff make their own arrangements for refreshments when undertaking tasks within the terms of the Service.  Refreshments in the Service User’s home must only be consumed at the invitation of the Service User.

15.2.4.4 The Service Provider must ensure that Staff do not visit Service Users outside of the specified task; this includes visiting socially within or outside of their working hours.

15.2.4.5 The Service Provider must ensure that Staff do not discuss other Service Users, their personal circumstances or management of the organisation within Service Users homes.

15.3 Finance related issues

15.3.1 Staff must not handle any money belonging to the Service User unless appropriate tasks requiring the handling of money have been identified their Support Plan.  In these circumstances, the Staff must have a written record of monies received from the Service User and provide a form of receipt to the Service User.  Receipts must be obtained for all transactions made on behalf of the Service User and, on completion of the tasks; the receipts with any remaining monies must be reconciled in writing with the Service User and a confirmatory signature obtained.

15.3.2 Where identified in their Support Plan that a Service Users requires support to access monies, then, if a Service User agrees Staff can have access to the Service Users bank card and pin number. The Service Provider must ensure there are written policies and procedures regarding the handling of Service Users monies and these will include:

15.3.2.1 Safe keeping of the card and the pin number (which is to be kept separate from the card);

15.3.2.2 Receipts are obtained on every transaction;

15.3.2.3 Written records and financial reconciliation.

15.3.3 Should the Staff in the course of his/her work recognise concern in relation to the Service User’s household/daily finances, they must relay this information to their manager as soon as possible who should inform the Council as soon as possible.

15.4 Access to Service Users Property

15.4.1 Access arrangements are included within the assessment of need and the Support Plan will reflect the outcome of this.  Often key pads or key safes are fitted to Service Users homes to ensure appropriate access.

15.4.2 The Service Provider must demonstrate that they have an effective procedure that identifies and keeps to a minimum the number of Staff who have access to Service Users’ homes.

16. QUALITY STANDARDS & PERFORMANCE

16.1 The Council will have the right to monitor the service delivered by the Service Provider.
16.2 The Service Provider will have to show that they have and maintain a clear approach to quality management. The Service shall, upon written request from the Council, provide such evidence as the Council may require to verify and audit information supplied by the Service Provider.

16.3 The Council will be allowed to examine all relevant documentation, including personnel files relating to the Services.  It is a requirement of this Contract that the Service Provider uses it best endeavours to obtain the necessary consent from Staff to enable such examination to be undertaken and comply with the Law.  For the sake of clarity the Council will have no right to view supervisory records that contain personal information, but will require evidence that the Service Provider undertakes regular supervision with Staff.

16.4 Initially, the Council will undertake at least two performance meetings and two validation visit per annum, however, the number of meetings/visits to the Service Provider may be amended following Council’s risk assessment of the Contract and the Service delivery.  Validation visits may be either announced or unannounced.  The Council will additionally require performance information to be submitted four times per year, with respect to this Contract during the quarter ending with the following reporting dates each year:

16.4.1 30 June, 30 September, 31 December and 31 March
16.5 The Service Provider will supply the Council with the under-mentioned monitoring information quarterly: 

16.5.1 The number of complaints and compliments received about the Service, with a record kept about the nature of the complaints and how they were resolved.

16.5.2 Record of incidents and/or accidents and the responses made.

16.5.3 Arrangements for, and record of, frequency of supervision.

16.5.4 Training/Development programme for each Staff member and record of action taken to achieve this.

16.5.5 Numbers of new starters during the identified period.

16.5.6 Number of Staff leaving during this period and reasons if known

16.5.7 Sickness levels during the identified period including reasons 

16.6 Validation Visits

16.6.1 The Council, will arrange a visit in order to:

16.6.1.1 Validate the information provided for the two previous quarters.

16.6.1.2 Check the Service Provider is recruiting and selecting staff in accordance with Good Industry Practice, including completion of the Skills for Care care certificate.

16.6.1.3 Any areas of non-compliance that are identified during the validation visit will be transferred into an action plan, with clearly defined timescales for compliance.  The action plan will be forwarded to the Service Provider for resolution.

16.7 Six-monthly performance meetings

16.7.1 Representatives from the Council and the Service Provider will meet twice yearly to review the progress of the Service.  These meetings will consider:

16.7.1.1 The quarterly performance information provided for the two previous quarters.

16.7.1.2 Feedback from the validation visit and action plan (if applicable)

16.7.1.3 The level of current purchasing.

16.7.1.4 Feedback from the Service Provider on current commissioning practice. 

16.7.1.5 Feedback on quality/performance from the Council.

16.7.1.6 The recommendations of the most recent CQC report and action taken by the Service Provider.

16.8 Annual Information

16.8.1 One of the six-monthly performance meetings will be in the format of an annual performance review and improvement plan, which will include:

16.8.1.1 A review of the performance and delivery of the Service during the period of the past twelve months of the Contract.

16.8.1.2 Proposals to improve the performance and delivery of the Service during the forthcoming year.

16.8.1.3 An annual report completed by the Service Provider on Service User and Carer views of the Service provided (an annual consumer satisfaction survey may inform this).
16.9 The performance requirement will be reviewed by the Council on an ongoing basis and is subject to change.
SCHEDULE 1B – additional specification for EXTRA CARE HOUSING.  The following are additional to the requirements detailed in Schedule 1A and are specific to the Service Provider delivering the Extra Care Housing Service.
1.
CORE SERVICE REQUIREMENTS

1.1
The service will deliver personalised support that promotes independent living to Service Users residing at:
1.1.1
Beatrix House, Gorse Hall Road, Dukinfield, SK16 5HF

1.1.2
Fairfield Court, Fairfield Road, Droylsden, M43 6AZ

1.1.3
Hurst Meadow, Vicarage Crescent, Ashton-under-Lyne, OL6 8DW

1.1.4
Melbourne Court, Trinity Street, Stalybridge, SK15 2BL
1.2
A fifth Extra Care scheme in Hattersley, Hyde is due to come on-line during the initial years of this Contract which the Service Provider will be expected to take on.

1.3
The Service will be provided for Service Users who are ordinarily resident in Tameside and are aged 55 (fifty five) or over.  The Service User must have been assessed by the Council as requiring the Service in accordance with its eligibility criteria as identified in clause 6.1. 

2.
OUTLINE OF THE SERVICE
2.1
The Block contract includes 1496 hours and 28 Waking Nights per week across the 4 (four) properties.  The service will have a flexible approach to delivery, dealing with fluctuating need and demand, within the specified contract price.

2.2
The Service Provider will be available 365 days per year with access to 24 hour support delivered as required.
2.3
The service will be delivered from a building base provided by the Council through a Registered Social Landlord.  There may be charges to the support Housing Provider for access and utility costs.
3.
DEVELOPMENT AGENDA
3.1
The Council is looking to work with the provider to develop innovation within the contract that can adapt a variety of approaches depending for example, on the Service User’s changing level of needs, outcomes and personal choice. This will be delivered within the agreed contract price.
3.2
The Council is looking to expand their extra care housing offer over the contract term. The Council will work in partnership with the Service Provider and Procurement Partners (STaR), to identify options for the delivery of care and support at any new extra care housing schemes.
4.
HOUSING MANAGEMENT

4.1
The Provider will undertake some housing management functions and is required to work in conjunction with Landlords.  The Provider shall be required to sign an operational agreement with the Landlord.
4.2 

The Provider will be required to work with the Landlord of the Premises to ensure Service Users comply with the terms and conditions of their tenancy.

4.3

The Provider will not make any internal or external structural alterations or additions to the Premises.
4.4

The Provider shall take all reasonable precautions to prevent anything that amounts to nuisance or causes damage to the Premises, other Service Users or occupiers of any of the adjoining properties. 

4.5

The Provider shall report any known defects to the Landlord in order that the Landlord can keep the Premises in good repairs and condition.
4.6

The Provider will be required to link into the call system provided by the relevant Landlord.
4.7
The Provider shall notify the Landlord immediately of any defects in any fire alarm system, firefighting equipment or call system at the Premises of which it becomes aware.
4.8
The Provider and Landlord shall be responsible for ensuring regular fire alarm test and fire drills are carried out at the Premises in accordance with good practice.
4.9
The Provider will put in place the relevant personal evacuation plans and provide a copy to the Council and Landlord (if requested).
4.10
The Provider shall undertake a fire risk assessment and a health and safety inspection at the Premises annually, or following a significant event.  Any issues identified as part of the assessment or inspection must be communicated to the Landlord and the Council the next Calendar Day, this is in addition to any building risk assessments undertaken by the Landlord annually
5.
NOMINATIONS 

5.1

Nominations to the service will be identified through the Council Extra Care Housing panel. The panel meet monthly to discuss the nominations received in the period.  Panel members include;

5.1.1
Adult Services Team Manager (Chair)

5.1.2
Housing Association representative

5.1.3
Care Provider representative

5.1.4
Adults Commissioning Team representative
5.2
Presentations to the panel will include (but not limited to);

5.2.1
Local Authority comprehensive assessment

5.2.2
Local Authority Support Plan

5.2.3
Completed nomination form

5.3
The Extra Care Housing panel will consider the application, if agreed, the Service User details will be securely shared with the Housing Provider and Care Provider.

5.4
Unsuccessful applicants may be considered at subsequent allocation panel(s), as there may be a waiting list in operation. 

6.
Eligibility Criteria

6.1
The Provider is aware that Service Users must meet all the following criteria to be eligible to receive the Service:

6.1.1
The individual is ordinarily resident in Tameside and aged 55 (fifty-five) or above.

6.1.2
The individual must be eligible for publically funded care and support.

6.1.3
The individual is in need of community based services, as identified by the Council.

6.1.4
The identified needs and outcomes are greater than practical household tasks (e.g. shopping and cleaning).

6.1.5
There is likely to be existing or potential need for 24 (twenty-four) hour on-call services.

6.1.6
There is need for a move to more appropriate housing.

6.1.7
The provision of extra care housing meets identified needs in order to support community living and promote independence.

6.1.8
Have had an assessment which identifies extra care as a suitable option for meeting identified needs, or be willing to undergo such an assessment.

6.2

An individual will not be eligible if they have nursing needs which cannot be met by community medical/nursing services.
6.3
Although it is necessary for any vacancies within the scheme to be filled as soon as is practically possible, primary consideration is to be given to existing Tameside residents.
6.4
It is recognised that in exceptional circumstances an individual may be considered for extra care housing when they do not meet all the criteria.  A final decision would be made by the allocation panel.
SCHEDULE 2 - CLASSIFICATION OF TASKS
	TASKS
	CARE SUPPORT
	COMPLEX CARE

	DOMESTIC CARE
	
	

	House Care
	
	

	Heating
	*
	

	Make/change bed
	*
	

	Cleaning (including internal windows)
	*
	

	Washing floors
	*
	

	Cleaning Surfaces
	*
	

	Empty/cleaning commode
	*
	

	Changing curtains
	*
	

	Defrosting and cleaning of refrigerator
	*
	

	Washing up
	*
	

	Cleaning of baths, sinks, toilets
	*
	

	Assisting the Service User to carry out house care tasks themselves
	*
	

	Laundry
	
	

	Ironing
	*
	

	Hand washing small items of clothing
	*
	

	Using washing machine
	*
	

	Taking wash to launderette
	*
	

	Bagging up items for laundry
	*
	

	Taking clothes to dry cleaner
	*
	

	Motivating Service User
	*
	

	Training/teaching Service User
	*
	

	Tasks Away from the 
	
	

	Shopping assistance
	*
	

	Paying bills in person
	*
	

	Bank transactions
	*
	

	Collecting prescription
	*
	

	Delivery of aids/to daily living
	*
	

	Motivating Service User
	*
	

	Training/teaching Service User
	*
	

	Pet Care
	
	

	Feeding or giving animals access to outdoors
	*
	

	Diet and Food Preparation
	
	

	Preparing meal
	*
	

	Cooking meal
	*
	

	Making drinks
	*
	

	Dietary advice
	*
	

	PERSONAL CARE


	
	

	Eating/Feeding
	*
	

	Feeding Assistance
	*
	

	Motivating Service User
	*
	

	Peg Tube Feeding (trained staff only)
	*
	

	Administration of medication
	*
	*

	Washing and Dressing


	
	

	Dressing/undressing/assistance
	*
	

	Washing assistance face/hands
	*
	

	Strip washing
	*
	

	Assisting to shower
	*
	

	Assisting with bathing
	*
	

	Bed/blanket bathing
	*
	

	Rehabilitation in respect of above
	*
	

	Motivating Service User
	*
	

	Teaching/training Service User
	*
	

	Personal Care


	
	

	Getting up/putting to bed
	*
	

	Hair – wash/brush/comb
	*
	

	Nail care – feet/hands
	*
	

	Teeth care/oral hygiene
	*
	

	Shaving – wet/electric
	*
	

	Washing/dressing and personal care with

specific skill that without would could cause

significant harm
	*
	*

	Moving Service User


	
	

	Regular timely pressure relief
	*
	

	Assisting mobility (indoors)
	*
	

	Assisting mobility (outdoors)
	*
	

	Positioning in bed
	*
	

	Positioning/transferring to and from: bed/toilet/commode/bath
	*
	

	Use of moving and handling equipment
	*
	

	Escorting to GP, Hospital, etc.
	*
	

	Clinical assessment indicates skilled positioning

is required, without which serious physical

harm would be caused
	
	*

	Toilet

	
	

	Empty catheter bag
	*
	

	Applying incontinence pads
	*
	

	Bagging incontinence pads for collection
	*
	

	Empty/clean commode
	*
	

	Assisting to lavatory
	*
	

	Promotion of continence
	*
	

	Management of incontinence
	*
	

	General catheter care 
	*
	

	Bladder washouts 
	
	*

	Insertion of catheter
	
	

	Stoma care (Training essential)
	
	*

	Appliances and Adaptations


	
	

	Utilisation and management of appliances
	*
	

	Prosthesis (straightforward)
	*
	*

	Care of nebuliser
	*
	

	Advice on above equipment
	*
	*

	Practical Life and Social Skills/Rehabilitation


	
	

	Encouraging practical skills
	*
	

	Encouraging employment skills
	*
	

	Encouraging emotional skills
	*
	

	Encouraging social skills
	*
	

	Reinforcing rehabilitation exercises
	*
	

	Social Care Tasks (collective & individual)


	
	

	Making/assisting Service User to make telephone calls
	*
	

	Reading to/for the Service User
	*
	

	Letter/email/text writing
	*
	

	Maintaining/developing social contact
	*
	

	Teaching/encouraging the basic skills of daily living
	*
	

	Teaching/encouraging social skills
	*
	

	Accompanying the Service User on outings to develop self-confidence and social skills
	*
	

	Enable, facilitate and support collective activities within the Scheme.
	*
	

	Diabetes tests
	*
	*

	Monitoring of pressure areas
	*
	*

	Respiration Management


	
	

	Care of ventilator 
	
	*

	Suction via tracheostomy 
	
	*

	Ambu bag
	
	*

	Oral suctioning (with training)
	
	*

	Cough assist management
	
	*

	Tracheostomy change routine
	
	

	Emergency tracheostomy change (training required)
	
	*

	Skin Care


	
	

	Regular timely pressure relief 
	*
	

	General monitoring and reporting of skin changes
	*
	

	Temporary safe coverage of open wounds
	*
	

	Replacement prescribed dressings
	
	

	Vac therapy management 
	
	

	Application of prescribed topical creams
	*
	


Schedule 3 – BLENDED ROLES 

17. WHAT IS BLENDED ROLES

17.1 Blended roles, otherwise known as shared care or delegated tasks, is an approach that engenders integrated, partnership working between the District Nursing Service and Service Providers. Typically, it includes low level health care tasks that District Nurses do that you don’t need to be a District Nurse to do; tasks that District Nurses routinely show Service Users, family members and informal carers to undertake.

17.2 The approach is underpinned by the responsibility and accountability for an individual’s care - and any low level health care tasks undertaken in the delivery of that persons care - remaining with the District Nurses.

17.3 Service Providers are contractually obliged to engage with the blended roles approach.

17.4 Tasks or areas of care that are, or could be, included in the blended roles approach include:

17.4.1 Pressure area care

17.4.2 Insulin administration

17.4.3 Fragmin injections

17.4.4 Nutritional Assessments

17.4.5 Eye Drops, non-post op

17.4.6 Catheter care/hydration/UTI management and prevention

17.4.7 Tracheostomy care

17.4.8 Gastrostomy care

17.4.9 Blood glucose monitoring 

17.4.10 Bladder washouts

This list is not exhaustive.

18. BLENDED ROLES PROCESS

18.1 Training. Homecare staff attend a training session on the particular task/area of care. Given the nature of these tasks, the training is, in most cases, likely to be refresher training, going over training staff will already have received as part of their induction or on-going training. Training will either be delivered by the District Nursing Service, the Service Providers in-house trainer with content agreed with/provided by the DN’s or by another, agreed, training Service Provider. The training will cover the general principles involved, and will, regardless of the subject matter, be contextualised within the blended roles model. Each task/area will have its own ‘care bundle’ of documentation including competency sign-off for each individual named keyworker.

18.2 Identify high intensity users. Working together, the Service Provider and the DN’s will identify a cohort of Service Users supported by both the Service Provider and the DN’s with this particular aspect of care. 

18.3 Identify named keyworker. Having identified high intensity users, the Service Provider will, from the cohort of staff who have had the relevant training already, identify a named keyworker for each individual – usually the worker who supports that person most regularly – and the DN’s will identify a named nurse. Arrangements will be made for the two named staff to meet at the service Users house. Usually, mobile phone numbers will be shared at this point by way of facilitating speedy, efficient communication.
18.4 Competency sign off. At this point, the named nurse will go through all the care requirements for that particular individual Service User with the named keyworker undertaking any specific training required for that individual. When the named nurse is confident that the named keyworker is competent undertaking those tasks, they will sign off the named keyworker as competent. At this point, the named keyworker is competent to undertake the low level health care tasks that the Service User needs. They are not competent to undertake the same or similar tasks for any other Service User. That is to say, competency is User specific. A homecare worker could be named keyworker for more than one Service User, but would need to be trained and signed off as competent for each individual.

18.5 Safety huddle. Service Providers must attend a minimum of one safety huddle a week with DN’s (and other neighbourhood staff) by way of facilitating effective, close and regular communication and information sharing.

SCHEDULE 4 – TECHNOLOGY AND DIGITAL INCLUSION
19. Context
19.1 Digital and assistive technologies can transform lives, enabling adults of all ages to live more independently; hence, everyone should have equal access to the digital world through affordable Wi-Fi, accessible design and assistive technology. Yet older people and people with impairments, disabilities or long-term conditions are much more likely to be digitally excluded.

19.2 Digital inclusion matters more than ever for accessing health and social care, reducing health inequalities and tackling social isolation. Communities and community organisations can be part of the solution and the Council’s five year Digital Strategy ITEM 6 - Tameside Digital Strategy Appendix FINAL.pdf (moderngov.co.uk) aims to join the dots between digital strategies and health and wellbeing strategies.

19.3 Digital options are, increasingly, part of what people being supported to live independently at home need and aspire to and a modern, comprehensive, strengths-based service needs to part and parcel of the solution. As the Covid-19 pandemic has demonstrated, superior online support and the use of social media is one key way in which communities and individuals can support each other.  The Service Providers are well placed to help ensure older people are fully engaged with the move towards digital accessibility and engagement for all.

19.4 Research by The Centre for Aging Better COVID-19-and-the-digital-divide.pdf (ageing-better.org.uk) undertaken in July 202, highlighted a number of issues pertinent to the cohort of people this Service supports:

19.4.1 There is a significant digital divide among 50–70 year olds, exacerbated by the pandemic

19.4.2 Digital inclusion is not just about being online, it is also about building skills and confidence

19.4.3 There is a lack of awareness among older adults of the support available

19.4.4 Remote support has benefits beyond the role played in the pandemic

19.5 Within the context of a developmental contract and Service Specification, Service Providers will, over the course of this contract, work with Service Users, Councils and other relevant stakeholders including, but not limited to, local 3rd sector organisations, Universities, the Council’s library service and the GMHSCP, to champion, promote and facilitate digital inclusion for people using the Service.

20. DIGITAL INCLUSION

20.1 This is, by its nature, work that will develop over time, but Service Providers will be required to actively engage with projects, initiatives and research that will, amongst other things:

20.1.1 Help Service Users access technology, Wi-Fi and the internet. This may include homecare workers becoming Digital Champions and having greater awareness of the range of digital solutions available locally

20.1.2 Offering practical support to digitally excluded people – enabling people to access goods and services including online shopping and entertainment

20.1.3 Support Service Users to adopt the use of apps and online services that could help with a range of issues including falls prevention, health appointments and prescriptions, library services, connectivity with family, friends and community activities via Facetime, WhatsApp, Zoom etc, re-engaging with pastimes and interests via YouTube, blogs and websites that may help people link up with others with similar hobbies and interests

21. DIGITALLY PRIORITIES
21.1 Key aims of the Council’s Digital Strategy of relevance include:

21.1.1 IT literate, self-sufficient workforce, confident in their use of technology through access to effective training and online support

21.1.2 Using modern digital equipment, productivity solutions and connectivity to support agile and collaborative working

21.1.3 Using technology to make our communities safer

22. ASSISTIVE/TELE-HEALTH TECHNOLOGY

22.1 As with digital solutions, assistive technology is increasingly integral to people’s packages of care, and, as outlined in SCHEDULE 7, Service Providers will be expected to engage with and utilise emerging technologies over the duration of this contract.
22.2 Encouraging Service Users to use the Council’s Community Response Service (CRS) where they do not already will be a key part of a Service Provider’s initial/early conversations with someone (see SCHEDULE 1A 6.9.3) by way of using technology to support independence.

22.3 Technology is likely to play a key role facilitating the emerging anticipatory care agenda. Service Providers see most people daily, often multiple times a day, and staff are quick to notice changes in service users presentations; soft signs, or ‘little hunches’ that, in conjunction with the likes of the RESTORE2 tool and Digital Health, can, if reported and responded to, reduce the likelihood of people’s health deteriorating. Given the sizeable cohort of people supported by the Service - all of whom live with a long term condition of one kind or another, most of whom are older, frailer and socially isolated - the outcomes, in terms of reducing ambulance call-out, A&E presentation and hospital admission, as well as tackling isolation and loneliness, fit well with a preventative, proactive approach to care.
SCHEDULE 5 - SERVICE PRINCIPLES, STANDARDS AND PROTOCOLS
23. THE SERVICE PRINCIPLES

23.1 As outlined in SCHEDULE 1A and 1B, this Service will be a person and community centred service.  The Service is fundamentally concerned with wellbeing, learning and growth. It aims to create the conditions in which each person can grow and become both more independent and integrated.  The Service will be dynamic, creative, and process-orientated, rather than mechanical, procedural, and automated.

23.2 This SCHEDULE should be read in conjunction with the TLAP ‘I’ statements from Making it Real 2018 TLAP "I" statements from Making It Real 2018 | Local Government Association and as referred to in People at the Heart of Care: Adult Social Care Reform White Paper People at the Heart of Care – Adult Social Care Reform White Paper (publishing.service.gov.uk)
23.3 The Service Provider will deliver the Service in accordance with the following principles:

23.3.1 Engage with others in ways that respect their equal value and human dignity, understanding the part played by personal communication in supporting this

23.3.2 Make decisions with a high degree of situation awareness, recognising the complex factors involved in different circumstances

23.3.3 Create opportunities and contexts for people to actively participate in society, express their own views and listen to those of others

23.3.4 Value the opportunities that everyday activities provide for developing relationships

23.3.5 Facilitate learning processes that enhance well-being and enable individuals to find meaning and purpose in their everyday lives

23.3.6 Work collaboratively and be willing to both support and challenge colleagues

23.3.7 Take account of the physical, intellectual, emotional, spiritual, social and cultural needs and strengths of individuals, groups and communities 

23.3.8 Practice safely and competently within legal and ethical boundaries

23.3.9 Support community development by encouraging networking and connections through participatory processes that draw on the community’s resourcefulness

23.4 In addition, the Service Provider will deliver the Service in accordance with the following principles: 

23.5 Information and Advice

23.5.1 Trusted information sources, are established and maintained that are accurate, free at the point of delivery, and linked to local and community information sources. 

23.5.2 Skilled and culturally sensitive advisory services are available to help people access support, and to think through support to think through their options and secure solutions. 

23.5.3 A range of information sources are made available to meet individual communication needs, including the use of interactive technology which encourage an active dialogue and empower individuals to make their own choices.

23.5.4 Local advice and support includes user led organisations, disabled people’s and carer's organisations, self-advocacy and peer support.

23.5.5 Local, consistent information and support that relates to legislation around recruitment, employment and management of personal assistants and other personal staff is available.

23.6 Active and supportive communities

23.6.1 People are supported to access a range of networks, relationships and activities to maximise independence, health and well-being and community connections (including Population Health).

23.6.2 There is investment in community activity and community based care and support which involves and is contributed to by people who use services, their families and carers.

23.6.3 Effective programmes are available that maximise people’s health and wellbeing and enable them to recover and stay well.

23.6.4 Longer term community support and not just immediate crisis is considered and planned for. A shift in resources towards supportive community activity is apparent.

23.6.5 Systems and organisational culture support both people and carers to achieve and sustain employment if they are able to work.

23.7 Flexible integrated care and support

23.7.1 People who use services and carers are able to exercise the maximum possible choice possible over how they are supported and are able to direct the support delivered.

23.7.2 Support is genuinely available across a range of settings starting with a person's own home 

23.7.3 Processes are streamlined so that access to support is simple, rapid and proportionate to risk.  Assessments are kept to a minimum and do not cause difficulty or distress.

23.7.4 People who access support and their carers, know what they are entitled to and who is responsible for doing what.

23.7.5 Collaborative relationships are in place at all levels so that organisations work together to deliver high quality support.

23.7.6 Support is 'joined-up', so that people and carers do not experience delays in accessing support or fall between the gaps, and there are minimal disruptions when making changes.

23.8 Workforce

23.8.1 Staff have the values, attitude, motivation, confidence, training, supervision and tools required to facilitate the outcomes that people who use services and carers want for themselves.

23.8.2 The workforce is supported, respected and valued.

23.8.3 The workforce is focused on and able to help people build and sustain community connections.

23.8.4 The workforce understands issues relating to the protection of vulnerable individuals, groups and communities and address social inequalities

23.8.5 Staff recognise the value of creativity, playfulness and adventure

23.8.6 Staff are accountable for their practice, engage in meaning-making and know when to seek advice

23.9 Risk enablement

23.9.1 Service Users and carers are supported to weigh up risks and benefits, including planning for problems which may arise

23.9.2 Management of risk is proportionate to individual circumstances. Safeguarding approaches are also proportionate and they are co-ordinated so that everyone understands their role

23.9.3 Where they want and need it, people are supported to manage their personal finances and to maximise their opportunities and manage risk in a positive way

23.9.4 People who use services and carers are informed at the outset about what they should expect from services and how to raise any concerns if necessary.

23.10 The Service Provider will deliver the Service in a way that promotes Dignity in Care as follows:

23.10.1 High quality health and social care services shall be delivered in a person-centred way that respects the dignity of the individual receiving them. The Service Provider shall sign up to this initiative (‘the dignity challenge’). 

23.10.2 The dignity challenge is a clear statement of what Service Users can expect from a Service Provider that respects dignity.  It is backed up by a series of ‘dignity tests’ to check how services are performing.

23.10.3 High quality services that respect people’s dignity shall:

23.10.3.1 Have a zero tolerance of all forms of abuse

23.10.3.2 Support people with the same respect you would want for yourself or a member of your family

23.10.3.3 Treat each person as an individual by offering a personalised service

23.10.3.4 Enable people to maintain the maximum level of independence, choice and control

23.10.3.5 Listen and support people to express their needs and wants

23.10.3.6 Respect people’s rights to privacy

23.10.3.7 Ensure people feel able to complain without fear of retribution

23.10.3.8 Engage with family members and carers as care partners

23.10.3.9 Assist people to maintain confidence and a positive self-esteem

23.10.3.10 Act to alleviate people’s loneliness and isolation

23.11 The Service Provider will also deliver the Service using the ‘six senses’ framework developed by Sheffield & Northumbria Universities:

23.11.1 A Sense of Security – to feel safe and secure. To feel free from threat or harm, but not to the extent that no risks are allowed.  And also, for example, to feel free to be able to complain without fear of reprisals;

23.11.2 A Sense of Belonging – to feel ‘part of things’, both within the Home and the wider community, and to be able to maintain existing relationships and form new ones;

23.11.3 A Sense of Continuity – so that Service Users individuality and life history are recognised and valued, and used to plan and deliver care that is consistent with their wishes and preferences;

23.11.4 A Sense of Purpose – having valued goals to aim for, the sort of things that  make it worthwhile getting out of bed in the morning, and provide a feeling of ‘I have a contribution to make’;

23.11.5 A Sense of Achievement – being able to achieve your goals and feel satisfied with your efforts;

23.11.6 A Sense of Significance – feeling that you ‘matter’ that your life has importance, and that other people recognise you and who you are.  As we age our sense of significance is threatened as we cope with losses – of work, health, a partner, friends or independence. Creating an environment in which Service Users feel they ‘matter’ is crucial.

SCHEDULE 6 - EMERGENCY RESPONSES
24. Response to Emergency Situations and Responsibility for Communication 

24.1 The Service Provider must demonstrate that they have written procedures for dealing with emergency situations.  This must include an emergency ‘out of hours’ on call system.

24.2 When any Staff, during the course of their duties, identifies an emergency or potentially hazardous situation, sufficient and appropriate action will be taken by the Service Provider to ensure the immediate health and safety and comfort of the Service User.

24.3 In the event of an emergency, or a potentially hazardous situation the appropriate emergency service must be notified immediately.  The Council must be informed as soon as is practicable.  Out of normal office hours, the Emergency Duty Team must be contacted.

24.4 In all instances relevant documentation must be completed.

25. Emergency Access Procedure

25.1 In the event of the Staff being unable to gain access to the Service User at a time previously agreed for the delivery of the Service, the Staff must:

25.1.1 Try all the doors and look through any accessible windows.

25.1.2 Check with neighbours to ascertain whether the whereabouts of the Service User is known.

25.1.3 If the Staff can see or hear that the Service User is in a “distressed” situation or is suspected to be in a “distressed” situation, they must contact the appropriate emergency services (police, ambulance) and then contact their line manager or Emergency Duty Team outside normal office hours.  The line manager must ensure that the Council is informed as soon as possible.

25.1.4 If it is suspected that the Service User is ill inside the property, the Staff must contact their line manager immediately, or the Emergency Duty Team outside normal working hours.  The line manager will determine the further action to be taken.  The line manager will contact the emergency services shall this be deemed necessary.  The Council must be informed as soon as possible.

25.1.5 Staff must familiarise themselves with local facilities in the event of an accident/emergency situation i.e. the location of telephone, prior to such a situation arising.

26. Emergency Provision

26.1 The Service may be provided at the specific request of the Council in the case of an emergency, without the provision of a Support Plan.  Written confirmation with the Service Users details will be provided as soon as is practically possible.  This emergency Service will be provided for a maximum period of forty-eight hours during which time a Support Plan will be provided.

26.2 There may be occasions where it becomes apparent that there is an urgent need to review the number of hours of Service provided to a Service User or for the addition of a specific task(s) to alleviate risk arising from an emergency situation.  When a member of Staff identifies an emergency situation, it is expected that sufficient and appropriate action will be taken to ensure the immediate health, safety and comfort of the Service User prior to their being left alone.

26.3 With specific reference to North West Ambulance Service (NWAS) wait times, the Service Provider is advised to follow SCHEDULE 13 - Checklist/process where an ambulance is required.

26.4 The Service Provider may, with the approval of the Emergency Duty Team, use their professional discretion to make a short-term additional provision (over and above the core hours of the scheme) up to a maximum of ten hours in respect of any single episode.

26.5 The Service Provider must inform the Council of the need and emergency circumstances necessitating additional Service as soon as possible on the day of such changes.  When such situations arise outside the Council’s usual working hours, the Emergency Duty Team must be contacted and authorisation sought.
26.6 Failure by the Service Provider to inform the Council and receive authority to continue the increased hours, pending a review, will remove the obligation for the Council to meet the additional costs.

SCHEDULE 7 – DEVELOPMENTAL AREAS
27. GENERAL

27.1 The nature of this service and our approach to it over the duration of the contract is such that it will evolve, develop and change over time. Integral to this, is the importance of a shared understanding that Council and Service Provider will work together, collaboratively, to introduce emerging best practice and that, as a consequence, elements of the Service Specification (SCHEDULE 1A and 1B) will change. Any such developments will be undertaken in discussion with, and the full agreement of, Service Providers and be reflected accordingly in contract variations. Some of the areas we anticipate will develop are outlined below, but the developmental nature of the contract allows for others over the lifetime of the contract.

27.2 In addition, People at the Heart of Care: Adult Social Care Reform White Paper, the Governments White Paper was published in December 2021 and its vision will shape Adult Social Care – and hence, this service – in three key strategic ways:

27.2.1 Offer people choice and control over the care they receive

27.2.2 Promote independence and enables people to live well as part of a community

27.2.3 Properly value our exemplary and committed social care workforce, enabling them to deliver the outstanding quality care that they want to provide

28. BLOCK PAYMENT AND PAYMENT OF STAFF
28.1 The Council is looking to implement an alternative payment model for the four zoned neighbourhood contracts; a block arrangement, reviewed regularly, based on the number of hour’s care workers are paid to provide care and support and to deliver outcomes rather than on the actual hours delivered.

28.2 Whilst the details of this payment model will be discussed fully with the Service Providers following contract commencement and, consequently, are yet to be finalised, the Council is of the view that such a model will help Service Providers further embed a far more localised ‘patch-based’ approach with walking rounds predominating wherever possible. 

28.3 Central to this will be the implementation of arrangements whereby staff are paid on a shift basis, fully incorporating travel time and paid breaks, alongside, as standard, the offer of guaranteed hour’s contracts.

28.4 This, in turn, will underpin more person and community centred practice, better supporting staff to spend time with Service Users, improving job satisfaction whilst also helping with the recruitment and retention of staff.

29. LONELINESS

29.1 There is a growing body of research showing that loneliness is a serious condition which can have a harmful effect on individuals’ physical and mental health, as well as bringing costs to public finance, particularly health and social care, and to the economy.

29.2 Loneliness is associated with higher rates of depression, high blood pressure and dementia. It is said to lead to higher rates of premature mortality comparable to those associated with smoking and alcohol consumption.

29.3 Lonely individuals are more likely to visit their GP and hospital emergency departments; three-quarter of GPs say that up to five of their patients each day attend mainly because they are lonely. People who are lonely also have a higher incidence of falls, and are at increased risk of needing long-term care, including residential and nursing home care. This results in significant and potentially avoidable costs to public services.

29.4 Over the course of this contract, the Council and its partners, including Service Providers, will work to tackle loneliness and, although this fits well with the person centred, outcomes focussed nature of this service, there are likely to be developments that will affect how this Service is delivered.

30. MANUAL HANDLING
30.1 The Council anticipates changes to Manual Handling arrangements that may ultimately require Service Providers to have partial or full responsibility for Manual Handling Assessments in accordance with their responsibilities as an employer under health and safety legislation. 

30.2 The Council will progress this in full consultation with Service Providers taking into account any implications around capacity, training etc.

31. TRUSTED ASSESSOR ROLE
31.1 In addition to the likelihood that future developments in manual handling will go down a trusted assessor type route, Service Providers will be taking a more proactive role in reviewing Packages of Care and Support and, hence, there is the possibility that over time the Council will work with Service Providers to develop and integrate a more comprehensive trusted assessor approach.

32. ELECTRONIC SYSTEMS

6.1
Electronic systems, digital solutions, assistive technologies, anticipatory care approaches and alike tend to change and develop over time such that systems in use at the start of the contract may not be the same systems in use by the end of the contract. For this reason, the Council will work with Service Providers to consider and incorporate as appropriate emerging electronic systems.
SCHEDULE 8 – MECHANISM TO REVIEW THE CONTRACT PRICE AND PAYMENT PROCESS
33. REVIEW THE OF CONTRACT PRICE
33.1 The Council supports the development of a well-trained quality workforce, including good terms and conditions of employment.  The Council will therefore actively encourage Service Providers to work towards providing guaranteed hours of employment.

33.2 The Contract Price will be fixed for the duration of the contract as set out in the pricing schedule.  However, the Council will review the pricing schedule annually on or around 1 April during the term of the contract and may at its discretion increase the price payable depending on market conditions and the council’s available budget. There will be no guaranteed increase to the price payable by the Council following an annual review.

33.3 Any review of the Contract Price will take into account any changes to the Real Living Wage.

34. Payment Process

34.1 Subject to the proposal outlined in SCHEDULE 7, clause 2 being implemented, the Council will pay the Service Provider, on either a weekly or a monthly basis, whichever works best for the Service Provider, their actual hours delivered, rounded up, as outlined in the process below, for the period in question.

34.1.1 The Brokerage Team will issue a list of Service Users and commissioned hours to the Service Provider each Monday.  This will list the Services for the previous week.

34.1.2 The Service Provider will be paid for a minimum of 15 minutes for the first period of each separate call and then will be paid to the nearest 5 minutes, rounded up, thereafter. The Service Provider will adjust the ECM data accordingly on the spreadsheet and this is the figure payment will be made against.

34.1.3 The Service Provider will return this information to the Brokerage Team for checking who will, if necessary, seek further information from the Service Provider should they need any clarification.

34.1.4 The Brokerage Team will produce a summary report (based on the final agreed information) noting the amount owed to the Service Provider.

34.1.5 The Service Provider will invoice for the agreed amount and the Council shall pay this invoice amount within a period of 21 (twenty-one) days thereafter.
35. consequences of failure to provide the service

35.1 Subject to SCHEDULE 2 clause 11.5 where the Service Provider, in breach of the Zoning Protocol (SCHEDULE 10), does not accept or returns a package of care for the allocated zone, the Council may deduct from subsequent payment of the Contract Price (or recover as a debt), a one off administration fee of £100.00 per unaccepted or returned care package, on the occasion of each such breach, plus a weekly sum (pro-rata for any part thereof) which is equal to the following:

35.1.1 The additional weekly cost of alternative home support to meet the assessed needs.

35.2 The amount referred to in clause 3 above is recoverable or payable by way of liquidated damages until the breach is remedied or the Contract expires.  The parties confirm that these sums represent a genuine pre-estimate of the loss that the Council would suffer in the event that the Service Provider does not accept or returns a care package.  This provision is without prejudice to the Council’s other rights and remedies.
SCHEDULE 9 – zoning protocol
36. Zoning Protocol

36.1 The following guidelines make clear the protocol between the Council and the Service Providers within the four Neighbourhoods – North, East, South and West - across the Borough.

36.2 The Service Provider will accept all referrals made by the Council under this Contract for their allocated zone – see SCHEDULE 1A and 1B.

36.3 Where a Service Provider is unable to deliver any aspect of the Service within their allocated zone, the Service Provider will use all practical endeavours to make alternative arrangements to deliver the Service under this Contract, i.e. sub-contract.  The Service Provider will keep the Council informed of any work that is sub-contracted.

36.4 Where a Service Provider is unable to deliver any aspect of the Service within their allocated zone following consideration of the above, they will be required to meet any additional costs incurred by the Council in allocating the work to an alternate Service Provider.

36.5 In order to manage the work with their allocated zone the Service Provider will:

36.5.1 Have in place robust systems to manage the work allocation within their locality zones under this Contract.

36.5.2 Have adequate Staff to cover agreed individual service contracted (ISCs) zoned hours and need to take account of cover for holidays, sickness and training.

36.5.3 Seek to resolve any issues raised by Service Users, Carers and the Council to ensure continuity of the Service to the Service User(s).  The Council will work closely with the Service Provider to resolve any issues that may arise (this does not affect the Service Users’ rights to use the Complaints Procedure).

36.5.4 Seek to resolve any issues relating to the Service User’s or other stakeholder’s behaviour that may affect the delivery of the Service. This may be done in conjunction with the Council in some instances.

36.6 Where the Service Provider has been unable to resolve the delivery of the Service by means of the above, the Council will reallocate the work on a permanent basis with another Service Provider.

37. REALLOCATION OF WORK

37.1 The reallocation of work will be available if the Service Provider is experiencing any of the following difficulties:

37.1.1 The Service Provider cannot offer the agreed hours.  Action plans and dates of how this will be resolved must be forwarded from the Service Provider to the Council.

37.1.2 Service Provider is currently experiencing a temporary suspension of work allocation.

37.2 Reallocation of work will not be undertaken for any of the following reasons:

37.2.1 Service User preferences with a Service Provider regarding a specific service;

37.2.2 Service User dissatisfaction with the allocated Service Provider;

37.2.3 Training issues for Staff;

37.2.4 The Service Provider is unable to meet the needs of a Service User as identified in the Support Plan, e.g. moving and handling requirements, medication support.

37.3 The reallocation of work will be offered to all providers, zoned and those on the Flexible Purchasing System (FPS).
SCHEDULE 10 - KEY PERFORMANCE INDICATORS
38. data requirements

38.1 The Council has deemed the following information necessary to be able to monitor this Contract.  The Council reserves the right to amend, or add to, the following information if necessary, or as directed by the Department of Health and Social Care. 

39. Data to be reported quarterly by Service Provider for Commissioning for Quality and Innovation (CQUIN)
39.1 To be compliant with this Contract the Service Provider must supply the following CQUIN information with respect to this Contract during the quarter ending with the following reporting dates each year:

39.1.1 30 June, 30 September, 31 December and 31 March

39.2 The information must be provided to the Council in writing or in an electronic format approved by the Council to arrive no later than 1 (one) month after the reporting date.

39.3 CQUIN - Service Wide Data. The following data is to be supplied with respect to the reporting period:

39.3.1 number of unscheduled admissions to hospital

39.3.2 % of Care Plans reviewed within the last month (at the time of reporting);

39.3.3 dates of last and next planned Service User Satisfaction Survey;

39.3.4 date of last Inspection by the Regulator;

39.3.5 name of lead person at the Service Provider for Infection Prevention & Control (at time of reporting);

39.3.6 Staff turnover rates for reporting period (number of leavers divided by average number of employees x 100);

39.3.7 name of the registered manager at time of reporting;

39.3.8 name of the person responsible for completing the CQUIN returns at time of reporting;

39.3.9 whether the Service Provider is an accredited Service Provider of End of Life Care at the time of reporting.
SCHEDULE 11 – never events

40. never events

40.1 A Never Event is taken to have arisen if it happens in connection with the Services regardless of whether more than one Service User is involved.

40.2 The Service Provider must inform the Council if a Never Event occurs.

40.3 For each occurrence of a Never Event, the Service Provider shall in accordance with clause 42 of Appendix A – Conditions of Contract Agreement indemnify the Council against Losses in relation to that occurrence.

40.4 The Never Events are:

40.4.1 maladministration of potassium-containing solutions;

40.4.2 wrong route administration of oral/enteral treatment;

40.4.3 opioid overdose of an opioid-naïve Patient;

40.4.4 inappropriate administration of daily oral methotrexate;

40.4.5 entrapment in bedrails;

40.4.6 misplaced naso- or oro-gastric tubes;

40.4.7 failure to monitor and respond to oxygen saturation (based on observed breathing difficulties and taking appropriate action);

40.4.8 severe scalding of Service Users.
SCHEDULE 12 - Protocol fOR dealing with Challenging Behaviour

Zero tolerance policy

1. Tameside Council and NHS Greater Manchester Integrated Care Tameside have a ‘zero tolerance’ attitude towards violence and aggression to care staff commissioned by them to provide support to people in their own homes resulting from challenging behaviour

Challenging behaviour also known as behaviours which challenge, is defined as "culturally abnormal behaviour(s) of such intensity, frequency or duration that the physical safety of the person or others is placed in serious jeopardy, or behaviour which is likely to seriously limit or deny access to the use of ordinary community facilities". "Ordinarily we would expect the person to have shown the pattern of behaviour that presents such a challenge to services for a considerable period of time. Severely challenging behaviour is not a transient phenomenon."

Source: Emerson, E (1995), cited in Emerson, E (2001, 2nd edition): Challenging Behaviour:

2.    For the purpose of this protocol challenging behaviour can be, but is not limited to:

· Aggressive behaviour, hitting, shouting, swearing, screaming, scratching, spitting, biting, punching, kicking, derogatory comments about a person’s race, religion etc. as defined by the Equality Act 2010.

· Manipulation of care staff

· Making care workers job difficult to perform due to harassment whilst trying to complete tasks.

· Involving care workers in grievances/situations that are of no concern to them.

· Telling lies, being deceitful, causing upset and stress.

· Refusal of Support

· Contacting the care office and/or care staff by telephone and being abusive over the telephone

· Sending abusive emails to the care office and/or care staff

· Using social media to disparage care workers and/or the care organisation

3.    Persistent episodes of challenging behaviour towards care staff from a person in receipt of support or their representative/s may in certain circumstances lead to a termination of that support.  
Please note that for the purpose of this protocol family member/s, neighbour/s, advocate/s or anyone acting on the service user’s behalf will be referred to as the service user’s representative/s. 

4.   Process for dealing with Challenging Behaviour

4.1 The care provider commissioned by Tameside Council and/or NHS Greater Manchester Integrated Care Tameside in relation to complex care, may give notice to terminate support provided the following process has been followed.

4.1.1
On commencement of the service the care provider will issue the service user and their representative/s with an individual guide that will include information about the service and the council’s statement regarding the consequences of unacceptable behaviour (See Form 1 Behavioural Agreement).

4.1.2
The care provider must ensure that the service user (where it has been determined that the service user has capacity) and the service user’s representative (if applicable) understands the terms of the behavioural agreement and the consequences of unacceptable behaviour and has signed Part A of the Behavioural Agreement to confirm this.  Where it has been determined that the service user does not have capacity and therefore unable to understand the terms of the behavioural agreement the care provider must ensure that the relevant Health and Social care Professionals have been consulted and a joint plan is in place to manage behaviours and Part B of the Behavioural Agreement is completed to confirm this.

4.1.3
The Service Provider will ensure they retain a copy of the completed behavioural agreement on the service users care records and, where a person has capacity, a copy is given to the service user for their information.  This information must be available on request by Council.

4.1.4
Staff must ensure that incidents of challenging behaviour are recorded in the care record book, where appropriate, and that these are also reported to the care manager.  The care manager will ensure that any incidents of challenging behaviour are reported to the council’s neighbourhood team manager and/or NHS Greater Manchester Integrated Care Tameside where care and support has been commissioned by the NHS Greater Manchester Integrated Care Tameside.   

4.1.5
All complaints made in relation to any of the behaviours outlined in Schedule 2 of this protocol above must be fully investigated.  Evidence that a full investigation has been carried out will be required and provided to Commissioners on request. 

4.1.6
The care manager, the council’s neighbourhood team manager and, where applicable, the NHS Greater Manchester Integrated Care Tameside Commissioner (in relation to Complex Care where care and support has been commissioned by NHS Greater Manchester Integrated Care Tameside), must arrange a joint visit to attempt to resolve issues.  A representative from the council’s commissioning team may also be included in this meeting if parties require this.  During the meeting the service user and their representative/s should be reminded of the terms of the completed behavioural agreement and the consequences of continued challenging behaviour (refer to signed copy of the behavioural agreement).  Documentary evidence of joint visits, including dates, notes from meeting/s, and any other supporting evidence as referred to in 5.2 of this protocol, should be kept and made available on request from Commissioners.

4.1.7
Following the joint visit referred to in 4.1.6 above, the council’s neighbourhood team manager in conjunction with the NHS Greater Manchester Integrated Care Tameside Commissioner where a joint package care has been commissioned and the council’s legal department is required to send the service user a letter outlining the reason for the visit, a summary of the discussion and the council’s position moving forward.   Where NHS Greater Manchester Integrated Care Tameside are the Lead Commissioner, a manager from the council’s commissioning team will be responsible for drafting the letter in conjunction with the NHS Greater Manchester Integrated Care Tameside Commissioner and the council’s legal department.

4.1.8
Where, following a joint visit, continued episodes of challenging behaviour have been reported the care provider and the council’s neighbourhood team manager and/or NHS Greater Manchester Integrated Care Tameside (in relation to Complex Care) will need to consider whether there is a need to consider terminating the package of care.

4.1.9
If in the opinion of the care provider, which has been confirmed by a relevant care professional or healthcare professional, being a person duly qualified and authorised by the Commissioner (NHS Greater Manchester Integrated Care Tameside in relation to Complex Care), the service user/representative/s acting on behalf of the service user has persistently behaved in a challenging way as to seriously affect the health, safety or general well-being of care staff, then the care provider may wish to pursue the process of terminating support. 

5. Process for Termination of  a Package of Care – (Care Provider)

5.1
The care provider may give notice to the commissioner to terminate the service provided such notice is in writing and not less than (7) seven days’ notice is given. 

5.2 The care provider must provide the commissioner with evidence that all reasonable   endeavours to resolve issues have been exhausted prior to support being terminated. Evidence will include:-

5.2.1 Signed copy of Form 1 (Behavioural Agreement) issued to the service user and their representative/s prior to commencement of the service

5.2.2 Copies of care record logs where appropriate

5.2.3 Evidence that a full investigation has been carried out in relation to any complaints made by care staff in respect of the behaviours outlined in Schedule 2 of this protocol above.

5.2.4 Date/s of joint visit/s carried out by the care manager, the council’s neighbourhood team manager and the NHS Greater Manchester Integrated Care Tameside Commissioner (where care and support have been commissioned by NHS Greater Manchester Integrated Care Tameside)

5.2.5 Notes from joint visits

5.2.6 Evidence that a relevant care professional or healthcare professional has agreed that the service user/service user representative/s has persistently behaved in a challenging way as to seriously affect the health, safety or general well-being of staff.  

5.3 Where there is a decision to terminate support following further episodes of challenging behaviour a letter drafted by a manager from the council’s commissioning team in conjunction with the council’s neighbourhood team manager, the NHS Greater Manchester Integrated Care Tameside commissioner, where an package of care has been commissioned by NHS Greater Manchester Integrated Care Tameside, and the council’s legal department will be sent to the service user informing them of the decision to terminate support, the reason for this and the council’s options going forward, see clause 6 of this protocol.  
5.4 Notwithstanding the above the care provider shall not cease providing the service to the service user until a successor provider has been identified and able to commence the service.  The commissioner (or NHS Greater Manchester Integrated Care Tameside in relation to Complex Care) shall use all reasonable endeavours to identify a successor provider within the notice period.

5.5 There is an acknowledgement that there may be circumstances where a care provider will have to cease providing the service with immediate effect due to risk identified.  In this situation the care provider should notify the Commissioning Team to provide details of risk and evidence to support this when serving notice.

6. Termination of  a Package of Care where a successor provider cannot be identified instantly (Local Authority/CCG staff)

6.1 Where a package of care has been terminated with immediate effect due to risk identified and a successor provider cannot be identified the Local Authority and/or NHS Greater Manchester Integrated Care Tameside (in relation to Complex Care) will need to consider :-

Person has capacity – the need to invoke a multi agency risk assessment  
Person does not have capacity – the need to invoke the Adults Safeguarding policy  
SCHEDULE 13 - Checklist/process where an ambulance is required
· Wherever possible use Digital Health first; their help and advice could mean that an ambulance is not required

· Having established that an ambulance is required – either with or without Digital Health input - check whether there are family, friends, neighbours who are able to stay with the person 

· If there is not, what happens next is partially informed by the conversation with the NWAS call-taker:

· When you ring for an ambulance the call-taker is effectively triaging the situation; although all response times are currently longer than usual, if someone is acutely unwell – known as Category 1 or 2 - the wait will be shorter 

· If there is lower acuity – less urgent category 3’s and 4’s – the call-taker will advise and may even consider alternative options eg an urgent care vehicle or a non-NWAS ambulance, but if not you can expect a much longer wait time

· Either way, the call-taker will take responsibility for assigning a category; responsibility for the person is now shared with NWAS. That is to say, the person’s health, wellbeing and safety is now shared by NWAS and you

· Your key responsibility at this point is to do what you would normally do, taking into account the advice from the NWAS call-taker ie make the person as comfortable and as safe as you can, given their presentation

· NWAS will also provide an approximate waiting time to try to manage expectations and to help you make an informed decision about whether to stay or leave

· All calls into the NWAS control room are recorded so there is a log of all calls

· You need to ask “what are you providing by remaining there”?

· If there are two staff with the service user do they both need to stay?

· And “what are the risk issues for other service users who might not be supported as a result of remaining there”?

· Also, if you take the decision for the homecare worker to leave have you considered and discussed with the NWAS call-taker:

· Access; share the key-safe code where there is one or make arrangements with NWAS to leave a key or enlist a neighbour where there isn’t a key-safe ie find a workable solution

· Has the service user access to a phone? For category 3 & 4 people, NWAS will review and call people (where they can) periodically to update and check clinical risk so they are taking responsibility for managing the risk. Where possible, ensure the person has easy access to a phone

· If you decide to leave the service user, inform NWAS and the Duty Team that you have followed this checklist and made an informed decision

Essentially, if you’ve done what you can, if someone is a category 3 or 4, it will be safe for you to leave them. If someone is seriously unwell the response time will be shorter/more manageable for you and your staff member would be being advised to remain with them

All of this means that for non-urgent calls – as defined by the NWAS call-taker – where you cannot involve family or friends and where you have followed NWAS (and Digital Health) guidance, and this checklist and ensured the person is safe and comfortable, you can leave confident in the knowledge that you have acted responsibly and in-line with contractual/CQC obligations and in a way that covers any issues that might otherwise be cause to raise a safe-guarding.

This checklist was endorsed by Care Quality Commission (CQC) North Region Adult Social Care Directorate September 2021.
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