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1. Introduction
Enhanced Sheltered Housing is a specialist type of housing provision designed to offer a safe, private and secure environment. People are able to retain the independence of having their own home whilst enjoying the benefits of having support staff on hand to provide care and support when required throughout the day.
The care and support services covered by this specification are to assist people living within the scheme with essential activities of daily living. Services will also provide opportunities for social activities to minimise the risk of social isolation. Services will be provided to enable people to live a full life, as independently as possible, for as long as possible, whilst living in their own home. 

This document also sets out the individual outcomes and quality standards which apply to the provision of the care and support service. It describes the key features of the service being commissioned and the expectations of the Service Provider. This service specification should be read in conjunction with the terms and conditions of the contract. 

The following service values are required to underpin all activities undertaken by the care and support provider: 

· People feel empowered to have the greatest possible choice and control over their lives. 

· People are treated with courtesy, respect and dignity. 

· People are involved in and direct any decision making that has an impact on their lives. 

· People are recognised for and encouraged to use their strengths and abilities. 

Scheme Information
Whites Close is a Cornwall Council owned, ex Sheltered Housing Scheme in St Agnes, near Truro which is currently being upgraded to become an Enhanced Sheltered Scheme. The scheme has 31 flats (30 x 1 bed flats and 1 x 2 bed flat). Some of the flats are Pathways Flats (see section 6.5 for more details).  

The scheme has a communal area, office facilities and gardens.
The Landlord for the scheme is Cornwall Housing Ltd. They will provide a full range of housing management services at the scheme. 

The Service Provider will work in partnership with the landlord of the scheme and enter into a Co-Operation Agreement that will detail the way in which both parties will provide services to the scheme ensuring that the needs of service users are met efficiently and without unnecessary duplication.
The Service Provider shall lease space from the landlord within the main building of the scheme for use as office space and staff rest areas.
The roles and responsibilities of the landlord and care provider are set out in the Co-Operation Agreement and the Roles and Responsibilities Matrix. 
Local and National Policy Context
The Care Act 2014: From 1 April 2015, the Care Act made care and support more consistent across the country.  The national changes were designed to help people plan for the future and put people more in control of the care they receive. Any decisions about people’s care and support consider their wellbeing and what is important to them and their family, so that they can stay healthy and remain independent for longer. 

 The Act makes care and support clearer and fairer, for example it: 

· outlines a single national eligibility threshold for care and support

· requires local authorities to provide all local people with information and advice, related to care and support, to help them understand their rights and responsibilities, and plan for their future needs 

· includes protections so that people do not go without care if their provider fails, regardless of who pays for their care

· sets out local responsibilities for people in prison who have needs for care and support so that they can access the care they need.

· allows for care and support plans to be ‘portable’ so people can take their plan with them when moving to another local authority area.

The Act attempts to rebalance the focus of social care on postponing the need for care rather than only intervening at crisis point.

Suitable housing is a vital part of wellbeing, as defined by the Care Act. It offers positive solutions for  those with care needs who want to continue living in and potentially owning their own property, remaining as independent as they can for as long as possible in an environment suited to their changing needs.

The Care Act 2014 has highlighted the role of Housing in supporting social care. A fundamental component of the Care Act is the “suitability of accommodation” in meeting the at-home care and support needs of older and vulnerable people. The Act and its accompanying regulations and guidance outline how housing can support a more integrated approach. Key points from the Care Act are:  

· A general duty to promote wellbeing which makes reference to suitable accommodation 

· Housing is not just the “bricks and mortar” – it also includes housing-related support or services

· Housing must be considered as part of an assessment process that may prevent, reduce or delay any adult social care need 

· Information and advice should reflect housing options, as part of a universal service offer 

· Care and support should be delivered in an integrated way with co-operation with partner bodies, including Housing 

In Cornwall the development of age-appropriate, care-ready housing will make a significant contribution to achieving the objectives of these interlinked strategic approaches. The delivery of integrated care and health is underpinned by the availability of the right accommodation with the right facilities to support continued independence.   

The Community Based Support and Housing Commissioning Framework 2017-2025 aims to:

‘Improve outcomes for vulnerable people through enabling choice, personalisation and independence’.

It sets high expectations around maximising independence; supporting adults of all ages to take part in purposeful activity and live in a home of their own; and working age adults to take part in paid employment. To achieve these aims there will need to be a substantial increase in the provision of suitable self-contained accommodation as well as a change in support provision to focus on promoting independent living skills and community resilience. The framework supports the challenge of managing demand for those with eligible unmet care needs through including an element of preventative support for people with low levels of need that will avoid or delay the need for care and support. 
Legislation

All services set out in this specification must be delivered in line with all relevant legislation. This includes all Acts and Regulations, and associated Codes of Practice and Statutory Guidance that cover the provision of care and support services and includes but is not limited to:
· The Mental Health Act 1983 (amended 2007)

· The Mental Capacity Act 2005

· Public Interest Disclosure Act 1998

· Equality Act 2010

· Autism Act 2009

· Data Protection Act 1998

· Care Act 2014

· Public Services (Social Value Act) 2012
2.
Strategic Objectives 

Through the provision of the service, the Service Provider will support the Council in delivering key strategic objectives for the Adult Social Care  directorate and will:

· enhance the quality of life for people with care and support needs

· delay and reduce the need for care and support

· ensure people have a positive experience of care and support

· safeguard adults whose circumstances make them vulnerable and protecting them from avoidable harm

How commissioners will monitor the strategic outcomes:

· Sample case studies

· Annual surveys to obtain feedback from people who use the service

· Annual surveys to obtain feedback from carers and advocates

· Consultation events held with people who use the service

· Inspection of Service Provider’s safeguarding policies and procedures

· Submitted case evidence of safeguarding policies in action   

3.
Service Aims and Objectives

3.1 Service Aims
The aim of the care and support service is to develop or maintain a persons ability to live independently thus preventing loss of their home or tenancy and the otherwise unnecessary use of more institutional forms of care. 

The Service Provider is required to develop a vibrant and diverse community that maximises the use of the communal facilities by providing a range of activities and events that will benefit and be informed by the wishes and needs of the people living in the scheme. 
3.2 Service Objectives
Person Centred Outcomes

The Service Provider will take a person centred approach to supporting and enabling people to achieve their individual outcomes. Outcomes will enable the person to: 

Enjoy an improved quality of life 

· People who use this service feel part of their local community (both geographical and of interest); be able to participate in a meaningful way, paying particular attention to racial identity, cultural heritage, sexual orientation and religious practice.

· People who use this service are enabled to nurture the relationships they have with other people who matter to them and to whom they matter; and be supported to express their emotional and physical feelings, and their sexuality.

· People who use this service are treated with respect and dignity and encouraged to feel confident in seeking increased opportunities for social interaction and growth.

Delay or reduce the need for care and support

· People who use this service are enabled to make decisions that directly affect their quality of life, and are supported and encouraged to access leisure, social and community activities and so reducing their dependence on more intensive forms of care and support.

· People who use this service will be enabled to maintain good physical, mental and emotional wellbeing for as long as possible, paying particular attention to addressing individual dietary, health and physical needs. 
· People who use this service will, for as long as possible, be enabled to manage their own tenancies and have control over how their home is maintained. 

· People who use this service will be supported to maximise their income and manage their expenditure effectively.   

· People who use this service are assisted to increase their confidence and self-respect through maintaining an acceptable level of personal and environmental hygiene.
Have a Positive Experience for Care and Support

· People should be able to plan their own care and support and choose when and how they are supported.

· People who use this service should feel confident that arrangements that have been put in place will allow them to access care, support and treatment to manage their long term conditions effectively and secure access to urgent care if necessary. 
Stay Safe

· People who use the service should be supported to stay safe from abuse, neglect, discrimination and harassment

· People who use the service should feel in control of their own safety through risk management  crisis management and knowing who to contact for help
4.
Eligibility and Access
The Council is committed to achieving a ‘balanced community’ in the scheme. This means that people should have a balance of need for care and support. 
In order to achieve a balanced community of need in the scheme the following levels will be used as a guide:
	% Allocation
	Levels of need
	Care hours per week

	30%
	High
	10+

	30%
	Medium
	5-10

	40%
	Low
	<5


Allocations to the scheme will based on the principle that 30% of flats will be occupied by people with weekly care needs of 10 hours or more, 30% of flats will be occupied by people with weekly care hours between 5-10 and 40% of flats will be occupied by people with weekly care hours of below 5. 

All applications to the scheme will be considered by a Joint Assessment Panel. The role of the Joint Assessment Panel will be to recommend allocations to the scheme on the basis of the eligibility criteria which will address the housing, support and care needs of applicants.

The Panel will include representatives from the Council, The Housing Provider and the Care Provider.
In order to be considered for enhanced sheltered housing, people must meet the following eligibility criteria:
· Be aged 55 years upwards on referral. Other people may be considered in exceptional circumstances e.g. they are at risk of entering residential care, becoming homeless or they are at risk of abuse. 

· Be resident in Cornwall or be the housing responsibility of Cornwall under the Care Act (2014).

· Be able to live alone in their flat for periods of time, with care given on a domiciliary support model. It will be possible to vary the level of care, depending on the needs of the person. 

· Be able to agree to accept the level of services offered and agree to enter into a support plan and periodic reviews.  
5.
Service Requirements
The Service Provider must be registered with the Care Quality Commission (CQC) or any organisation that may replace them and all services will be provided in accordance with the requirements of the CQC, the Regulation of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2010 and Regulation of the Care Quality Commission (Registration) Regulations 2009, complying with all relevant regulations, and best practice guidelines. Reports, assessments, statutory notices and quality ratings issued by the Commission or any other regulatory body (e.g. H&S executive) should be copied to the Department and will be taken into account for monitoring and compliance purposes.
6.
Description of the service

The objectives of the service will be achieved through the provision of an on-site staff team with the necessary skills to provide care and support to meet the needs of individuals in the scheme. The staff team will also respond flexibly to temporary and unpredictable fluctuations in need, and to emergencies as these arise.
The Service Provider shall ensure that every day between 8am and 4pm at least one member of staff is on site, including on all bank holidays. 
Support services will be provided to all tenants to assist them to develop or maintain their independence within the community through prevention, enablement and supporting reablement. 
6.1 Service Requirements
In addition to planned and non-planned care and support the service is also required to provide a core service that facilitates the following actions at the scheme throughout the day:

· Activities in the communal lounge. This will develop a vibrant scheme and add social value by using the communal lounge facility to create a social area that provides opportunities to engage the wider community and partners. This will include engaging volunteers and other organisations to help achieve this.  Activity in the communal lounge facility will be co-produced with people living at the scheme. 
· Assistance for the person prior to moving in to the scheme (where appropriate); to move into the scheme; to orientate the building and surrounding area; to support the use of onsite facilities; establish social networks and to encourage/facilitate individuals to interact with each other. This includes new individuals to the reablement Pathways Flats. 
· Support and encourage peer support opportunities where appropriate.
· Temporary increase in support for the person as required, including emergencies and more intensive support to prevent admissions to residential care or hospital.
· Well-being checks as appropriate in line with assessed need. 

· Advice, information and guidance to access other services and amenities on and off site.

· Opportunities to take part in social, recreational and educational activities. These activities should be provided and/or accessed in a variety of ways. The person should be encouraged to access mainstream/universal services from community sources where possible.

· The Service Provider will offer/facilitate a variety of activities and services to help the person to achieve their personal goals and minimise social isolation. The Service Provider will work with people living at the scheme to design, develop and deliver these activities. 

· The Service Provider will support people to form relationships between the scheme and the broader community. This may involve community groups, religious organisations, primary care services, voluntary organisations, shops and other service providers. Positive engagement with the local community is to be highly prioritised and the communal facilities within the scheme are to be made available for community groups to use where this benefits the people who live at the scheme.

· Where identified as part of the Person’s outcomes, the Service Provider will support the person to apply for rehousing through the Housing Register and assist the person to bid for vacancies. 

· The Service Provider will liaise with Adult Social Care Hospital Discharge Team and manage new referrals to the Pathways Flats.
6.2 Collection of the core service charge for households that do not meet the social care threshold
For new service users entering the scheme the Service Provider will be required to charge each household that is not eligible for social care for the core service and to collect such charges at regular intervals. The weekly charge will be agreed by the Council and the Service Provider as part of the contract between them. 
The Service Provider will issue information about the core service charge and what services it covers and what it does not cover to each household.  The Service Provider will also agree a service contract with each household that is not eligible for social care in order to secure such payments and provide a clear and timely system of invoicing and collecting such charges.
Where there are Service Users already in situ who do not have eligible social care needs, the core service charge for these individuals will be paid for by the Council until their tenancy ends. The Service Provider will be required to inform the Council, within one month, when a person who does not have eligible social care needs vacates the scheme and when a new tenancy will start. Once a new service user starts their tenancy, if they do not have an eligible social care need, the Council will then cease the funding for the core service and this will be deducted from the block payment amount.
6.3 Private Care and Support Hours
The Service Provider is required to provide planned care and support for people with eligible social care needs. People with non-eligible social care needs may also wish to purchase such services from the provider in their private capacity. The Service Provider will need to invoice the people for these charges and collect them. 
6.4 Indicative care hours
There are already Service Users in situ at Whites Close who have varying levels of needs. The existing planned support hours at the scheme are approximately 150 hours per week.  The core hours total 56 hours per week.  Wherever possible planned hours should be picked up within the core hours, these tasks should not be time specific or mean staff are unavailable to respond to emergency calls.
The total core and estimated planned hours will be incorporated in the financial schedule of the care and support contract.  In the event that these hours are not sufficient to deliver the assessed care and support needs of service users additional hours may be purchased at the agreed hourly rate submitted in the financial schedule of the tender documentation. The provider will not be paid for planned hours that have not been delivered.
6.5 Pathways Flats 
The Council commissions Pathways Flats at the scheme which will be leased by the Council from the Housing Provider and will be subject to a separate lease agreement with them.
The Pathways Flats provide intermediate and reablement support which is targeted at people who would otherwise face unnecessary prolonged hospital stays or inappropriate admission to acute in-patient care and long term residential care.

The reablement service in the Pathways Flats is available for people who are ready to leave hospital but are unable to be discharged for a variety of reasons. This may include: 

· People who need complex adaptations to their home which may take time to complete;
· People who are unable to return to their current accommodation as their needs have changed. Time spent in the Pathways Flat enables them to consider options for their future both in terms of housing choices and care/support provision;

· People who need rehabilitation to build their confidence and independence in a safe, warm and comfortable domestic environment, which provides access to care and support, prior to them being ready to return to their own home;

· People awaiting complex domiciliary care packages;

· The service may also be accessed as a ‘step up’ facility to avoid acute in-patient care.

Where specific reablement  support is required for an individual then this is delivered by the Short Term Enablement and Planning Service (STEPS) through CORMAC. This service supports people for a limited period of time after a health or social care crisis at home.  The Service Provider will regularly be required to work in partnership with STEPS to deliver joint packages of Care and Support and will support any reablement guidance given in line with the persons care and support plan. 
The Service Provider will be expected to provide any unplanned/emergency care into these two flats and deliver any individual planned care and support to meet the ongoing care needs of individuals accessing the flats. The Service Provider will also be responsible for the domestic cleaning of each Pathways Flat immediately after each service user vacates the property and will be responsible for the inventory check. This will be included as part of the core hours. 
To be eligible for a stay in the Pathways Flats people must be:

· Residents of Cornwall;

· Willing to participate in, and benefit from the reablement programme;

· Able to maintain independent living with the assistance of care and support services

· Able to move on within, or shortly after, 6 weeks. Exceptions to this target may be allowed in exceptional circumstances.

6.6 TUPE

TUPE may apply to this contract; as such please find attached the relevant supporting information regarding TUPE. 

Disclaimer:  This information has been completed by the incumbent, upon the request of Cornwall Council (Commissioning Organisation). The information is given to the tenderers in confidence and only for the purposes of general information.  It is given in good faith and on the basis of the information available to the employer at the time it is given, but neither the writer nor Cornwall Council accepts any responsibility or liability for any loss or damage caused to tenderers or any third party as a result of any reliance being placed on it.    

7.
Personal Care and Support Plans

An assessment of the needs of individuals is undertaken by the Council prior to them moving to the scheme. The Council will provide a copy of the assessment and associated care and support plan before a service commences and all updates thereafter. 

The Service Provider will work with the person to draw up an individual support plan (to be reviewed not less than annually) which has been fully discussed and agreed by the person, their carer, and any other professional (as appropriate). The Support Plan will take into account the persons aspirations and personal goals, needs, choices and preferences in relation to the way in which support is provided and their own chosen lifestyle. 

The Support Plan will refer to means of empowering, facilitating choice, regaining or acquiring skills and/or maintaining existing skills. The Support Plan will clearly define the service to be provided by the Service Provider showing how the service will be delivered to meet assessed needs and how the service will promote independence and support people to live a fulfilled life making the most of their capacity and potential. 

The Provider will ensure that the care and support service is provided in line with the persons Care and Support Plan.
8.
Client Contributions

Following a needs assessment by the Council, individuals will be subject to a financial assessment by the Council in accordance with its statutory duties to determine how much each individual can afford to contribute towards the cost of the services.  The value of the service user contribution is currently deducted from the payment made by the Commissioners to the Service Provider. It is the responsibility of the Service Provider to ensure any collection of any service user contribution payments and to manage any arrears/debts incurred by the service user in respect of the service.
In the event that a service user is required to make a service user contribution in respect of the provision of the service (as described above) and a debt is incurred, the Service Provider shall use its best endeavours to collect the debt from the service user, carer or if appropriate their representative.  Only once all best endeavours have been made and documented, the Service Provider should contact the Commissioners in writing providing evidence of its attempts to recover the debt. 
9.
Flexibility of Care and Support

The Service Provider will have some flexibility within the indicative care hours to meet the short term changes in individual need. This may include an increase in care required due to ill health or a decrease in care required due to a hospital admission.

The aim for the Service is to be proactive and flexible in meeting peoples changing needs and identifying a range of ways to meet their agreed outcomes in their Personal Care and Support Plan.  If there is a change in the persons need that requires longer term intervention (longer than 4 weeks or more than two instances of significant changes in care levels over a 8 week period), the Service Provider must notify the area Social Work team via Access on 0300 1234 131 and request a reassessment.
10.
Staff Quality and Employment

The Service Provider is required to provide sufficient management cover to ensure that staff are appropriately supported to provide both planned and un-planned care and support. 

The Service Provider shall ensure that there are sufficient numbers of staff with the appropriate ability, skill, knowledge, training and experience to provide a Service as set out in this Specification, ensuring the needs of the individuals using the Service are met.
The Service Provider shall pay their Care and Support Workers at least the current Living Wage Foundation rate rate.
Before the Service Provider engages or employs any potential employee in the provision of the Service, or in any activity related to, or connected with, the provision of the Service the Service Provider must complete:
· The relevant employment checks; and

· Such other checks as required by the Disclosure and Barring Service 
The Service Provider will endeavour to meet service user reasonable preference about the choice of staff supporting them.

The Service Provider will employ and deploy with effect from the start date and throughout the contract period:

· A Care and Support Manager to act as the responsible individual who must have an appropriate professional qualification validated by and in accordance with the Care Quality Commission (CQC) requirements. 

· Sufficient Staff to ensure compliance with the requirements of the Care Act 2014 and CQC fundamental care standards.

· Sufficient staff to provide the required levels of Support to deliver the Service outcomes identified in the Specification.

· A Staff training and development programme to ensure all Staff can deliver an individualised service consistent with the latest statutory obligations, guidance and best practice. In addition to general care training, other training shall be specifically targeted to the client group and focus on issues arising in the Service. These are likely to include but not be limited to: 

· an understanding of and ability to work in a Person Centred

way;

· the ability to use a wide range of communication techniques;

· the management of a person whose behaviour challenges;

· Safeguarding Adults;
· Mental Capacity Act
· developing local community networks to facilitate the integration of the Peoples;

· health and safety issues, e.g. moving and handling, risk assessment, first aid, the control of infection, fire prevention and evacuation, medication administration;

· all relevant policies, rules, procedures and standards as required by the Care Quality Commission (CQC) registration and the Council;

· the need to maintain the highest standards of care, courtesy and consideration; 

If any members of the staff team are unable to work due to, for example, illness, it is the responsibility of the Service Provider to make alternative arrangements and notify service users about the new arrangements.
The Service Provider will ensure that all staff have on their employment record:

a) A recorded  enhanced DBS, which has been renewed on a three yearly basis 

b) Appropriate references;
c) Evidence that the staff member is legally entitled to work in the UK
d) An induction checklist and have records of a clear induction into the organisation;

e) Evidence of regular monthly supervision, which includes a review of practice and competencies and reference to safeguarding; 

f) Evidence of an annual appraisal/ performance review;

g) Minimum Care Certificate (support worker), NVQ Minimum Level 3 Senior Support Worker or equivalent. 

The Service Provider will ensure the following policies and procedures are in place, that they are updated at least annually and any changes are effectively communicated to staff: 
a) Safer Recruitment policy and procedure;

b) Safeguarding policy;

c) Information & Governance (data protection);

d) Induction policy;

e) Health & Safety;

f) Training Matrix;

g) Whistleblowing;

h) Disciplinary Policy and procedure;

i) Capability policy and procedure
j) Lone Working Policy.
11.
Mental Capacity

The Service Provider shall at all times comply with the Mental Capacity Act (2005).

In order to empower and protect the person using the service, when delivering the Service, the Service Provider must use the five principles of the Mental Capacity Act (2005) to underpin all acts undertaken and decisions taken in relation to those who lack or appear to lack capacity.
The Service Provider will only use restrictions and physical interventions if they are in the best interests of a person who lacks capacity to make the decision themselves. In considering deprivation of liberty, the Service Provider will at all times comply with Article 5 of the Human Rights Act 1998 (Deprivation of Liberty).
The Service Provider will adopt practices which promote positive behaviour support as the preferred approach to support people whose behaviour is described as challenging. For people with learning disabilities, the Service Provider will adopt the British Institute for Learning Disability’s ‘Code of Practice for minimising the use of restrictive physical interventions’.
12.
Adult Safeguarding

Adult Safeguarding is protecting an adult’s right to live in safety, free from abuse and neglect.  It is about people and organisations working together to prevent and stop both the risks and experience of abuse or neglect, while at the same time making sure that the adult’s wellbeing is promoted.
In order to ensure that the Service User is free from abuse and appropriate action is taken where it is suspected, the Service Provider will:

a) Ensure an adult safeguarding alert is completed to notify the local authority if adult abuse/neglect of an adult with care and support needs is suspected;

b) Attend Safeguarding meetings;

c) Make representation in court as and when necessary;
d) Ensure there is a Safeguarding Adults policy available that complies with Cornwall’s Safeguarding Policy; http://www.cornwall.gov.uk/health-and-social-care/adult-social-care/safeguarding-adults/ 
e) Ensure staff are familiar with both the Cornwall Multi Agency Safeguarding Policy and Procedures and Practice Guide and also with the Service Providers’ own policy and procedures on Safeguarding Adults;

f) Work in partnership with officers of the Local Authority in line with the six principles of adult safeguarding as laid out within the Care Act 2014 Statutory Guidance.  This includes co-operating with section 42 enquiries or undertaking section 42 enquiries when these have been caused by the Local Authority; 
g) Ensure staff training is provided in Adult Safeguarding and is refreshed annually;

h) Ensure staff attend relevant Adult Safeguarding training in line with the Safeguarding Adults Board requirements appropriate to their position;

i) Take positive action to combat discrimination.  Individual’s needs arising from specific ethnic, religious, cultural, gender, sexuality, disability or age requirements must be identified in their Care and Support Plans.  The Service Provider must ensure that staff are able to meet these needs;

j) Ensure all staff and people who use the service are aware of E-Safety and are protected wherever possible from abuse, radicalisation and bullying whilst on-line. (https://www.cornwall.gov.uk/health-and-social-care/what-is-safeguarding/staying-safe-online/)
k) Comply with the requirements of the Disclosure and Barring Service;
Service Providers must be aware of the risks around sexual exploitation, modern slavery and human trafficking. Policies and practices must demonstrate how these are identified and how any concerns are acted upon. 

The Service Provider’s Safeguarding policies and procedures must reference the Care Act 2014 and types of abuse.  There must be reference to the reporting of persons in positions of trust and must follow the Commissioner’s policy at https://www.cornwall.gov.uk/media/31130998/allegations-against-people-in-positions-of-trust-april2017.pdf 
The policy must make clear that staff will not:

l) Use credit or debit cards belonging to the Service User, or have knowledge of the Service User’s PIN number;

m) Accept gifts or cash;

n) Use loyalty cards except those belonging to the Care and Support Worker;

o) Undertake personal activities during time allocated to provide care and support to the Service User;

p) Make personal use of the Service User’s property (e.g. telephone);

q) Involve the Service User in gambling syndicates (e.g. national lottery);

r) Borrow from or lend money to the Service User;

s) Sell or dispose of goods belonging to the Service User and their family;

t) Sell goods or services to the Service User and/or buy goods or services from the Service User;

u) Incur a liability for looking after any valuables on behalf of the Service User;

v) Allow any unauthorised Service User (including children) or pets to accompany them when visiting the Service User without their permission and the Case Manager’s approval;

w) Make or receive telephone calls that are personal or are regarding other individuals.  The time allocated to the Service User must be used to care and support the Service User; 

x) The Service Provider must have policies and procedures in place for staff concerning the investigation of allegations of financial irregularities and the involvement of Police, Social Care, Health and Wellbeing and other professional bodies.

y) The Service Provider shall encourage and enable staff to raise Safeguarding concerns about the care and service provided to Service Users without fear of disciplinary action or reprisal, in line with the Service Provider’s Whistle Blowing Policy.

z) The Service Provider is responsible for ensuring that the provision of care is satisfactory and any concerns relating to poor practice by staff are addressed.  Where concerns are not addressed the Service Provider must report these concerns to the relevant registration authority (Disclosure and Baring Scheme, CQC etc.) and the Commissioners to determine an appropriate course of action.

13.
Assistive Technology

An assessment for the use of assistive technology/telecare will be conducted by the Adult Social Care Directorate during the persons assessment for the scheme. This assessment will fully consider the use of a variety of Assistive Technology to support the Service Provider in helping to promote independence, and reduce risks based on the medical condition, lifestyle and outcomes of the person being supported.
For telecare equipment it is necessary to ensure an appropriate response is available in the event of an alarm being raised. It will be the responsibility of the Service Provider to provide an appropriate response when required, and ensure that staff receive appropriate training. 
Where assistive technology equipment is used, alternatives to audible alarms/alerts such as strobe lights and/or vibrating devices should be provided for a Person who is deaf or has impaired hearing.

The costs of assistive technology equipment and services will be subject to the normal charging arrangements for the person.

Any requirement for aids and adaptations within the properties will be subject to an assessment by an Occupational Therapist.

The Service Provider will promote/advocate the use of assistive technology to promote independence and reduce risks. In order to facilitate this, the Service Provider will raise awareness of assistive technology to its entire staff.

The Service Provider should ensure that staff members have appropriate training in the use of specific assistive technology equipment being used by the persons they are supporting so that staff do not interrupt or compromise the use of the equipment during the execution of their duties. 

As part of performance monitoring data, information on the use of assistive technology may be requested by the Council.

14.
Dementia Specific Requirements

The Service Provider will have due regard to the delivery of services for people with dementia. The Service Provider shall:

· ensure that a person with dementia is treated as an individual and that they are always treated with dignity and respect;

· deliver care and support on a flexible basis, both in terms of times and tasks and plan appropriately for possible fluctuations in the behavior of the person with dementia;

· ensure continuity of care and support by minimizing the number of staff involved in a person’s care and support;

· ensure that members of staff get to know the person they are caring for and adopt a personalized approach to providing the care and support that is set out in the Care and Support plan;

· aim to achieve the best match in care and support workers in terms of ability to respond to the particular needs of the person with dementia and also to provide appropriate carer support;

· plan appropriately to respond to behavior that challenges and plan for the different needs of the person with dementia, all the way through to end of life care;

· ensure that staff have appropriate communication skills to respond to the needs of a person with dementia;

· help and enable carers to work alongside staff and ensure that they are included in planning and decision making;

· ensure that they work proactively and collaboratively with other members of the primary care team and with social care and that they are alert to visual and hearing and other physical impairments of people with dementia;

· ensure that staff are vigilant about physical health needs that the person with dementia may not be able to explain.
15.
Complaints

The Provider will have a complaints procedure which is simple, well publicised and in a format accessible to all, to enable an individual, or someone acting on their behalf to make a complaint or suggestion in relation to services they receive.

Providers will establish in advance a procedure for examining complaints which will meet the statutory requirements. People must be informed of the means of registering a complaint; the procedure will show how complaints are dealt with, how their views are taken into account, how they are informed of the outcome of a complaint and any timescales. Where the person remains dissatisfied following a complaint the Service Provider will inform the person of the Children’s, Families and Adults own complaints procedure.

The Service Provider will maintain a log of complaints and concerns showing:

· Date complaint /concern is received

· The name and address of the person.

· The name and address of the complainant (where different).

· The nature of the complaint/concern.

· The response to the complaint/concern. (If it is a complaint a response, including timescales, should be in writing, and the date of the response letter should be included in the log, with brief details of the outcome.)

· The level of satisfaction of the complainant.

The log of complaints will be available for inspection by the Department at any time. An analysis of complaints and their outcomes must be provided to the Council in a quarterly narrative report.

The Service Provider should collate the information from complaints annually to identify any trends which may impact on services, and share the results with the Department.

All staff must be aware of the complaints procedure and how to respond to a complainant. Complaints are handled promptly and courteously.

The Service Provider should welcome complaints and feedback as an opportunity to improve service delivery.
16.
Contract Compliance, Quality and Performance 

16.1 Contract Review Meetings
During the first 6 months of this contract, a minimum of bi-monthly review meetings will take place between the Council and the Service Provider. Where possible, these will take place at the scheme location to discuss the delivery of this specification.
After the first 6 months, quarterly contract review meeting will take place between the Council and the Service Provider. At each Contract Review Meeting, or earlier if required, the Council and the Service Provider shall consider the Service Provider's overall performance against its obligations under this Specification and contract. 

16.2 Contract Compliance
An annual check of all contract compliance requirements will be undertaken by the Council including but not limited to:

· Insurance policy certificates 

· Business continuity plan

· Audited accounts/financial information relating to the contract
· Health and Safety Accreditation

16.3 Quality Assurance

The Quality Assurance Team shall undertake an (at least) annual quality assurance review. The Council shall use the data gathered from each Annual Quality Assurance Review to:

· assure the local authority the service delivered meets the requirements of the specification, contract and good practice requirements

· assist the Service Provider in improving the delivery of the service
The Annual Quality Assurance Review or more frequently should the need arise shall include but not be limited to the examination of the following elements:
· the Service Provider's Compliments and Complaints Log; 

· the Service Provider's health and safety records;

· the Service Provider's risk assessments;

· evidence of the Service Providers medication/infection control policy/procedures;

· maintenance schedules for any equipment considered likely to be used at the property e.g. lifting equipment - Lifting Operations and Lifting Equipment Regulations 1998 (LOLER) and any other equipment under the Provision and Use of Work Equipment Regulations 1998 (PUWER);

· examples of fire precautions/evacuation procedures including Personal Emergency Evacuation Plans (PEEPS), if required;
· any records of incidents requiring any use of physical intervention;

· the Service Provider's Safeguarding Policy and records;

· the Service Providers policies and procedures;

· observations and/or shadowing of the Service Provider's delivery of the services, such observations or shadowing to be undertaken at the Council's absolute discretion;

· the Service Provider's staff recruitment and training files including supervision and appraisal records; and 
· any other documentation in respect of the delivery of the Services as reflected in the Quality Assurance Toolkit/Checklist at the time of the Quality Assurance Review or deemed necessary by the Quality Assurance Officer at the time of the review. Information can be found at https://www.cornwall.gov.uk/qualityassurance 
Following completion of a Quality Assurance Review, the Council shall produce a report of its findings and if required, in the reasonable opinion of the Council, produce an QA Action Plan which the Service Provider shall be required to carry out in order for improvements to be made by the Service Provider to the delivery of the Services and in order to satisfy any obligations pursuant to the Contract.  
The Council reserves the right, at its absolute discretion, to publish any data in respect of the Specific Performance Indicators Quality Assurance Review via the Community Directory. 
The Council may from time to time, but not more often than on a six monthly basis, undertake (or procure the undertaking of) a satisfaction survey for People using this service, for the purpose of:

a) assessing the level of satisfaction among people using the Service with the provision of the Services (including the manner in which the Services are provided, performed and delivered) and, in particular, with the quality, efficiency and effectiveness of the supply of those Services;

b) monitoring the performance of the Service Provider in accordance with the Specification; and

c) such other assessment as it may deem appropriate for monitoring the satisfaction of people who use this service.

16.4 Feedback 
The Service Provider will collect feedback from people using the service, Carers, families, Staff members and key stakeholders on an annual basis. They will also collect feedback at the point a person exits the Service. The report will include: 

· summary of key issues identified from the feedback 

· how it has been used to improve the Service
16.5 Key Performance Indicators (KPI’s)
A quarterly workbook will be returned to the Council detailing delivery of Key Performance Indicators.  These will be analysed and discussed at the quarterly contract review meetings according to the contract terms and conditions. 

	KPI
	Frequency
	Target

	Number of core hours delivered.
 
	Quarterly
	100% over 4 quarters

	% of people in each level (low, medium, high)


	Quarterly
	30% High

30% Medium

40% Low

	CQC rating
	Annually
	Good

	Number of people with an individual support plan completed by the Service Provider within 2 weeks of moving in


	Quarterly
	95%

	Provision of case studies that demonstrate that outcomes are being achieved for individuals using the service
	Quarterly
	Two case studies per quarter

	Number of staff trained to the levels required in this service specification


	Quarterly
	100%


16.6 Performance Indicators (PI’s)

A quarterly workbook will be returned to the Council detailing delivery of Performance Indicators.  These are for information only and to be discussed at the quarterly contract review meetings.  Performance indicators will help inform future service design.
	PI
	Frequency
	Target

	Number of hours not delivered due to hospital admissions


	Quarterly
	For information only

	Number of departures from the service and reasons


	Quarterly
	For information only

	Number of evictions and reasons
	Quarterly
	For information only

	Void levels


	Quarterly
	For information only

	Number of new people and their previous accommodation


	Quarterly
	For information only

	Number of unpaid volunteers/informal supporters providing support to the service and what activities did they provide support for?

  
	Quarterly
	For information only

	Number of complaints received 
	Quarterly
	For information only

	Number of complaints unresolved
	Quarterly
	For information only

	Number of staff leaving the service
	Quarterly
	For information only

	Number of Pathways flats void days.


	Quarterly
	For information only


17.
Counter Terrorism and Security Act 2015

Section 26 – places a duty on certain bodies, including the Local Authority to have due regard to the need to prevent people from being drawn into terrorism. Although not specified in the Care Act 2014, as a type of abuse, the Providers will have policies and procedures which address the possibility that Adults at Risk may be exploited by radicalisers who promote terrorism and violence, either via personal contact or through internet sources. 
The Provider will inform all staff of the PREVENT (2011) strategy during induction https://www.gov.uk/government/publications/prevent-strategy-2011, which seeks to prevent people being drawn into terrorist activities through:
a) Responding to the ideological challenge of terrorism and the threat faced from those who promote it;

b) Preventing people from being drawn into terrorism and ensuring they are given appropriate advice and support; and

c) Working with sectors and institutions where there are risks of radicalisation which need to be addressed. 

18.
Preventing Violent Extremism 


The Prevent strategy is part of the UK Counter-Terrorism Strategy known as Contest. Section 26 of the Counter-Terrorism and Security Act 2015 places a duty on certain authorities to give due regard to, and counter, the threat from terrorism. 
The Service Provider must comply with the requirements and principles of the act and with Cornwall Council’s approach and responsibility. 
The strategy has four key elements:

a) Pursue – to stop terrorist attacks;

b) Prevent – to stop people becoming terrorists or supporting violent extremism;

c) Protect – to strengthen our protection against terrorist attack;

d) Prepare – where an attack cannot be stopped, to mitigate its impact.

www.cornwall.gov.uk/community-and-living/cornwall-fire-and-rescue-service-homepage/keeping-safe/community-safety/crime-prevention/preventing-violent-extremism
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