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Service Specification for Care Homes with Nursing Review Team

1. Purpose

The Government White Paper, Our health, our care, our say (DH 2006) highlighted that the over-85 year old population in England is projected to increase by 75 per cent by the year 2025 and that this would inevitably be accompanied by a much greater prevalence of people living with long-term conditions. The paper further highlighted the need "to move from fragmented to integrated service provision, from an episodic focus to one of continuous relationships - relationships that are flexible enough to respond to changing needs." 

Furthermore, Lord Darzi's report (2008) High Quality Health For All identifies that primary care trusts must commission comprehensive wellbeing and prevention services, in partnership with local authorities, with the services offered personalised to meet the specific needs of their local populations.

1.1 Evidence of Need
Evidence in Sandwell denotes that Care Homes with Nursing have highly dependent residents with multiple long term conditions, on multiple medications and with high psychotic morbidity. Furthermore, high rates of admission to acute hospitals, with longer than average stays, some potentially avoidable. The support to care homes staff in often non regulatory with unsympathetic erratic inspections.

A neighbouring PCT undertook an 18 month pilot project with a Care Homes with Nursing Review Team which included a Consultant Geriatrician, Nurse and Pharmacist undertaking medical, nursing and pharmacy reviews on Nursing Home residents. The findings show that there was an increase in quality of care within a supportive model , cost savings and increased communication and partnership working between sectors . Furthermore, there is some evidence that ultimately this model of care reduced activity in secondary care services.

On reviewing these findings, Smethwick and Oldbury PBC Commissioning Alliance (SOCA) were awarded funding from the Mini LDP to replicate the pilot within the Cluster. The Cluster Clinical Advisary Group (CAG) and PBC Goverence Board agreed the Pilot Care Pathway and service model to be implemented on a pilot basis until a full evaluation had been established.  

The Nursing Home Review Team undertook a pilot scheme from January 2009 – January 2010. Results show that the Nursing Home Review Team undertakes a crucial function in ensuring that this approach is carried out as part of the wider strategy to provide holistic and joined up health care to its resident care home with nursing population. The Review Team provides highly specialised review, guidance, and support to the independent sector providers that run the care homes with nursing within the Cluster to encourage a high standard of health care for their associated residents. The team also provides support to facilitate care homes' attainment of the standards required by the regulatory body the Care Quality Commission (CQC).

The team have reviewed 6 Care Homes with Nursing covering 296 beds. One home has now been decommissioned removing 36 beds so there are now only 260 beds. 
The major changes have been in stopping/starting medications. The team have found Inappropriate repeat prescription ordering, unnecessary re-ordering and supplies of medicines leading to overstocking and leading to significant waste management problems

Due to their input there has been a reduction in stock piling for medications, sip feeds and lotions and creams.  There has further been a reduction in inaccurate recording of current administration and incomplete audit trails with issues of incorrect storage. Usage of medication for residents other than those for which it was supplied has now stopped. 

The estimated annual savings are - £ 39, 090 in medicines management Savings varied between nursing homes, however, it was noticeable that most savings were made in homes where residents were registered with multiple GP practices, rather than those which were looked after by one or two practices. 

15 clinical incidents and 2 vulnerable adult procedures were raised during visits. 

Vulnerable adults. 

One case where chair legs had been cut to make them into “tip back” chairs. These were not removed until several demands for their removal had been made. Ironically, the team identified this issue and not the Care Quality Commission, who had been into review the home some weeks earlier.

One case was made where a patient claimed that she had been assaulted in the home. 

Appreciation of the role of capacity was frequently lacking, the team found that most care plans did not address the issue of mental capacity. Those that did, tended to see capacity as an “all or nothing” concept, with no appreciation of that capacity may vary according to the decision which is being taken. Awareness of what constitutes restraint and restriction also varied between care homes with nursing.

End of life care was addressed in a number of cases, however, no care home addressed it systematically. In those cases where it was addressed, it was usually at the request of the relatives and did not sadly translate into a care plan. 
The team have been well received by the homes and there has been true collaborative working

The team have driven up quality and have identified clinical governance issues which have been acted upon by the PCT. 

Work has been undertaken with the PCTs informatics department to identify trends in admissions/acute hospital usage for patients coming/going into a care home. It has been extremely difficult to ascertain information as this is not recorded by providers for commissioners. Some initial work has been undertaken with Sandwell and West Birmingham Hospitals Trust databases using NHS numbers. This has been time consuming and laborious and it is difficult to be certain of the accuracy of the data collected.

Nevertheless, in the data of the two homes researched, there is some evidence to suggest that acute admissions have been reduced, comparing year on year data. In one case, admissions were reduced by 16% and occupied bed days by 43%, in another case there was a 29% decrease in admissions, with a 71% decrease in occupied bed days. 
Lessons Learnt

The team have written a number of recommendations for the cluster to review and endorse in relation to the issues outlined above.  Furthermore, more collaborative working is needed with Sandwell Metropolitan Borough Council in relation to sharing information. The PCTs Associate Director of Clinical Governance is leading on this with the team. 
1.2 Current service costs 

	Community Geriatrician 
	Community Nurse
	Elderly Care Pharmacist

	4 Hours per week
	X Hours per week
	X Hours per week 

	2009 – 2010 £
	2009 – 2010 £
	2009 – 2010 £

	2010 – 2011 £
	2010 – 2011 £
	2010 – 2011 £


1.3 Savings associated with the service

The estimated annual savings are - £ 39,090 in medicines management alone

1.4  Aims of the Service

· To undertake detailed multi-disciplinary, medical, nursing and pharmaceutical reviews of identified SOCA care home with nursing residents. 
· To improve health outcomes by reviewing medications, assessment of current medical conditions and history, review of current nursing input.
· To work with the care homes with nursing providing a supportive environment for driving up standards in care homes within the SOCA Cluster.
· To act as a co-ordinating body for other health and social care services associated with the provision of care for SOCA's care home with nursing residents
· To provide guidance and support to care homes with nursing and other associated professionals in continually improving and helping to maintain the standards of health and social care for SOCA's care home with nursing residents
· To provide guidance and support to care homes with nursing in meeting the quality standards laid down by the Care Quality Commission (CQC).
· To undertake physical examinations on residents including venepuncture where necessary.

· To review care plans and risk assessments and advise of changes where necessary.

· To undertake a medicines review on each patient informing the GP practice of any changes. 

· To provide a service which supports Care Home with Nursing staff in the care of residents, including advice and identification of training needs

· To avoid duplication where necessary

· To reduce the number of referrals, so far as clinically appropriate, to secondary care. 
· To manage patient care along agreed pathways (Map of Medicine).
· To provide comprehensive information to the patients GP and the care home with nursing , to enable them to resume the care of the patient.
· To provide education and information for patients and their carers on their condition and how to manage it 
· To involve patients and the public in any decision making regarding service delivery and changes 
· Refer and liaise appropriately with other services/agencies for the best patient care.
·  The team will comment/report on other standards in the Homes –e.g. evidence of policies and protocols, record keeping, staffing levels, lifting & handling ,evidence of risk assessments and report any concerns to the relevant manager/ service/PCT safeguarding staff.
1.5  Objectives

· Patients are seen by the right person, in the right place, at the right time. 

· Pathways are compliant with the 18 week Referral to Treatment (RTT) pathway and evidence-based practice.

· Report on standards of homes to the PCT. 
· Recognize the diversity of the population of Sandwell and utilize appropriate resources. 

1.6  Procurement Process

The existing Providers will be commissioned to deliver this service. The PCT reserves the right to give three months notice in writing in order to de-commission the service.

2.
Service Description and Scope

2.1    Team Composition

The Review Team will comprise of medical, pharmaceutical, and nursing components of expertise. These are:

1 x Community Geriatrician

1 x Pharmacist with an interest in older people

1 x Senior Nurse 

2.2 Care Homes with Nursing in SOCA Cluster

	Nursing  Home
	Nursing Beds
	Weeks to complete

	Ash-lodge
	54
	9

	Bearwood 
	74
	13

	Gables
	50
	8

	Newbury
	47
	8

	Poplars
	35
	6

	
	260
	


The team is expected to work 50 weeks per year to allow for Christmas, annual leave, study leave etc. The Team will be expected to continue to work even when there is one of the professionals not on duty for what ever reason. The pilot has shown that the service can continue with 2 members of staff at any one time. 

During cyclical visits, the Team are allocated 4 hours on-site per week for each care 

home with nursing. There may be additional work outside of this which is concerned with co-ordinating and advising other health and social care professionals.

The day of work is dependent upon availability of the Consultant. 
If there are any concerns about Individual patients they are to be escalated for 

assessment.

The Review Team will also conduct reviews in response to issues of concern over care   

homes with nursing and associated residents as identified by the Free Nursing Care Advisors. 

The Review Team will compile its findings and recommendations into a summary report for each care home with nursing, which is also sent to the associated GP practice. A multidisciplinary meeting between the Review Team, GP, Community Pharmacy and care home with nursing management team at the beginning and end of the review ensures that any recommendations are fully understood and agreed upon. The responsibility for ensuring the implementation of recommendations is then passed to the care home with nursing management team with the support of the GP. It is the responsibility of the team to obtain consent from the GPs to assess the patients within each care home with nursing. The team will need to obtain a signature from the principle GP in the practice on the attached proforma (Appendix 1) before each visit for all patients covered by the practice. The proforma states that GPs will sign up their support for the service and agree to consider recommendations and implement as necessary, following the nurse reviews they take responsibility for the actions.
The Nurse will undertake reviews of the individual patients on a regular basis as deemed professionally required and will pull the consultant/pharmacist back into the homes as necessary.
The Team will undertake an evaluation at the end of each care home with nursing review which will be presented to the Cluster/PCT. Regular agreed audit/research to prove the efficacy of the models of care and interventions undertaken will be required. 
The Nursing Home Review Team will undertake a crucial function in ensuring that this approach is carried out as part of a wider strategy to provide holistic and joined up health care to its resident care home with nursing population. The Review Team provides highly specialised review, guidance, and support to the independent sector providers within the Cluster to encourage a high standard of health care for their associated residents. The team also provides support to facilitate care homes' attainment of the standards required by the regulatory body the Care Quality Commission(CQC).

2.3 Detailed Patient Reviews

Individual patient assessments conducted by the Review Team will undertake the following:

· Holistic multidisciplinary health assessments for individual patients comprising consultant, nurse, and pharmacist components

· Take bloods as appropriate

· Individual medication reviews

· Inspection of Medical Administration Record (MAR) sheets

· Review care plans and risk assessments

· Refer to or liaise with other health or social care professionals as appropriate

· Support and advise care home staff on care of individual patients

· Identify training needs for care home staff and bring to the attention of care home management and the PCT where necessary.

· Produce written summary for each individual patient and share with the individual care home, GP, FNCA's associated with care home, and mental health team if necessary.

· Liaise with other areas of healthcare to ensure that information flows are accurately maintained. 

2.4 Standards for Reviews for Care Homes

Overall reviews of standards within care homes conducted by the Review Team should undertake checks for the following:

· Care home compliance with CQC regulations

· Review of medicines management within the home to include review of MAR sheets and policies

· Overall standard of medical care provide by the care home

· Overall pastoral care standards within home

· Overall thoroughness and appropriateness of care plans within the home

· Care home's approach to nutritional planning and associated risk assessment

· Care home's approach to maintaining tissue viability records

· Care home's approach to maintaing pressure area care records
· Care home’s approach to infection control/prevention

· Care home’s approach to privacy and dignity
· Manual handling processes

· Maintenance and implementation of continence care plans

· Formulation and implementation of end of life care plans

· Identification of any training needs, and signposting to where this may be obtained

2.5 Co-ordination of patient records

The Review Team  must ensure that significant information on patients' personal records, such as allergies, is accurate and up-to-date where possible. This requires the correlation between the records held at patients' GP practices and those held by the care homes in which they reside. Any discrepencies between records need to be checked and rectified to ensure that both sets of records accurately reflect the patient's medical history based on the information available. Support measures should also be put into place to ensure that patient records continue to accurately reflect patient information after the Review Team has completed its review. The team will liaise with secondary care where discrepencies or uncertainties exist around medical history, diagnoses, investigations or therapies. 

Following each review the Review Team will send information to the care home, GP and any other professional as required within the patients care plan. All team members must ensure they adhere to patient confidentiality as laid down by their professional bodies and employing organisations. Furthermore, the team must ensure that any electronic shared record must be only through a secured network such as NHS Net.

2.6
Whole System Relationships

Co-ordination and guidance for care homes with nursing associated health and social care professionals

The Review Team's high level of professional experise combined with their position as essentially a reviewing and supporting body means that they are well suited to the role of co-ordinating health care services associated with care homes with nursing at an operational level. In support of the holistic range of services commissioned by Sandwell PCT, the Review Team should ensure that patterns of joined up working and communication between different teams and professionals are robust and that any identified service gaps are immediately identified, escalated and addressed as appropriate. This should be achieved through guidance and support as well as through appropriate referral to other professionals, including commissioners, where necessary.

The Care Homes with Nursing Review Team will be expected to work alongside and with the following:
· General Practitioners

· Practice teams
· Sandwell Metropolitan Borough Council Contract Monitoring Team
· Service Users

· Carers

· Other provider services 

· Commissioning leads (PBC and PCT leads)

· SWBH staff as appropriate
· Safeguarding Team at the PCT 
· Free Nursing Care Assessors
· Care Home with Nursing staff
· Community Mental Health Teams
· Palliative Care Team
· Community Diabetes Team
· Continence Specialist Team
· Tissue Viability Specialist Nurse
· Community Pharmacists
· Secondary Care Providers
· CQC
· Occupational therapy
(This list is not exhaustive and is dependent upon the care required by each individual patient).

2.7  Contributing to the vision and values of the PCT and PBC
The service will contribute to all of the visions and values of the PCT by working in partnership with the Independent Sector there by achieveing through partnership. This service will enable the organisation to celebrate success and learn from experience. The PBC Cluster and PCT encouages excellence and innovation and this is a new and innovatiove service. The Review Team will be honest, open and accountable and will undertake assessments with respect and dignity. 

2.8 Benefits for patients

· Independent multi-disciplinary health assessment with advocacy for individual patients

· Care closer to home and provided within the patients own home 

· Improved and multidisciplinary care planning

· Improved medicines management

· Improved liaison and collaboration with Primary Care Services, Social Services and secondary care services. 

· Improved end of life care planning 

· Providing the best possible outcomes for patients and their carers.

· Active management promoting better general health

· Reducing inequalities and improving access.

· Improving performance and person-centered clinical care.

· Better use of resources.
2.9
Stakeholder Engagement

Stakeholders across Sandwell have been proactively engaged in the development of this care model. Included in engagement activities are; 

· 3 PBC’s in Sandwell

· Clinical and non clinical staff from SWBH

· Sandwell Community Health Services Staff
3. 
Service Delivery
3.1 Models of care

The Care Home Review Team Service, where appropriate, will adhere to all approved care pathways (Map of Medicine) and models of care.  

The key components of the service are: -

· Identification and appropriate referral.

· Initial assessment, identification of treatment and management required of patients.
· Providing a high quality integrated Service. 
3.2  Facilities and Equipment 

The Provider must ensure that:-

All equipment required by the clinicians are provided as part of the service and delivered at the site.
All equipment is registered; copies of servicing and calibration certificates should be made available.
The service will ensure that where care is delivered, that the premises adhere to all standards including the core Essential Standards for Quality and Safety (ESQS), Infection Control and Cleanliness. 
3.3
Skills and Competencies 

As with any clinical intervention, it is important that the workforce carry out a sufficient volume of activity to ensure they are appropriately skilled to provide high quality care and meet appropriate standards.  The provider must ensure that any personnel involved in providing any aspect of care under this service has the necessary training, skills and competency to do so.

The Providers must ensure that Clinicians hold the relevant qualifications and must provide evidence to the PBC Cluster/PCT that the practitioners have the experience and qualifications to undertake the service. For specialist nurses this must include prescribing. The Consultant will also be expected to prescribe using a PCT FP10.  Additionally the provider must ensure that all personnel involved in providing the service are competent and are keeping their skills up to date.  The Nurse should be appropriately trained and assessed as competent taking into consideration their professional accountability. Registered nurses should act within their scope of professional practice. 
Clinicians should be competent in resuscitation and have a responsibility for ensuring that their skills are regularly updated. 

The service will be expected to conduct regular audits, undertake regular staff appraisal and initiate necessary supportive educational activities.

3.4
Service Capacity

The service can be delivered by more than one competent individual. 
3.5     Assignment, Transfer and Subcontracting
The Provider shall not transfer, subcontract or assign the whole or any part of this agreement without the prior written permission of the commissioner.
3.6.
Clinical Governance

From April 2010 the provider must show they are meeting new essential standards of quality and safety across all of the regulated activities they provide and are registered with the Care Quality Commission. On an annual basis, providers will demonstrate their compliance against the seven core domains as well as progress towards meeting the developmental aims. 

Providers must indicate a responsible lead and the processes in place for appropriate clinical governance. Providers must also be able to demonstrate a process for the accreditation of clinicians and that they hold a comprehensive risk management strategy including all relevant policies and procedures. 

The provider will have a Clinical Governance Plan that meets the requirement of an external scrutiny assessment and will include processes for;

· attaining and maintaining clinical standards

· attaining and maintaining standards in clinical audit, training, research and evaluation

· monitoring adherence to standards

· formal risk assessments

· management of complaints and clinical incidents 

All clinicians will have medical indemnity insurance covering the treatment of their, and other, registered practice populations.

All complaints against the provider service or individual clinician will dealt with according to the complaints process in place at the providers place of employment and the patient’s own GP copied into the correspondence and outcomes.

The work must be compliant with mental capacity act 2005, in relation to establishing capacity, consent and best interest decisions. The team will be commenting on other standards in the Homes –e.g. evidence of policies and protocols, record keeping, staffing levels, lifting & handling ,evidence of risk assessments and report any concerns to the relevant manager/ service

Service elements that will not be provided in this agreement

· Direct clinical care of patients

· Conditions of service availability; access, location etc
3.7
Business continuity and management of risks

The provider must provide a contingency plan in case of a disruption to the Care Home Review service. The risk management plan should consider all staff and equipment used in the delivery of the service and detail alternative arrangements in cases of illness or holiday.

3.8
Standards and Guidelines

The provider must adhere to all appropriate standards and guidelines set by the Department of Health, the General Medical Council (GMC), Nursing and Midwifery Council (NMC), Royal Pharmaceutical Society of Great Britain and the British Geriatric Society, including all professional, institutional, and training standards. Good medical practice and NICE guidelines must be adhered to at all times to assure a quality service and evidence based clinical practice.

Consent should be sought from individual patients, where possible, before conducting a review. Patients who do not provide consent will not be obliged to undergo a review. In this situation suggestions regarding essential change in medication is given to the GP. It is estimated that 80% of residents will lack the mental capacity to make an informed consent. Consequently, it will come down to best interests and the decision will be made by the person who does the most caring for them, in this case it can be the matron of the home. The homes will be notified in advance of the review team's dates to commence reviews with them and notices will be put up throughout the homes for residents and their relatives. 

3.9
 Review and Audit

The provider will carry out a quarterly audit and review of the service which will be distributed to the practices that have patients in care homes with nursing.  This audit and review will also be presented to local PBC commissioners as part of the quarterly review of the service. Feedback between service and GP practices will take place regularly through commissioning locality and PBC meetings.

3.10
Management of complaints

The provider must demonstrate a robust process for the management of complaints that adheres to NHS guidance.  All patients should have access to a PALs service. The management of complaints will form part of the quarterly report and will include, number of complaints received, trend analysis and evidence of learning and change.  

4.0
 Financial and Contracting Details








This will include an agreed volume of activity at an agreed cost. These costs should be inclusive of any additional investigations needed as part of the treatment of patients referred into the service e.g. ultrasound, additional blood tests and all other costs associated with equipment etc. 

4.1.
 Contract with Service Provider

A contract between the service provider and commissioning organisations will include details of:

(i) Ongoing measurement and evaluation

(ii) Future changes to the service specification 

(iii) Process for dispute resolution

(iv) Notice period for cancellation of the contract 

4.2.
 Service Commencement

The target date for commencement of the service is January 26th 2010 until January 2011

5.
Referral, Access and Acceptance Criteria

5.1
Geographic coverage/boundaries

To cover all registered patients of SOCA PBC GP Practices. 
5.2       Location, Facilities and Equipment 


The location of the service will be from the Care home with Nursing selected to receive             


the reviews. 
The service will be expected to provide a session per week to deliver the agreed level of reviews required.  The provider will be responsible for agreeing rotas with the clinicians.

The provider will be responsible for supplying all consumables required for the operation of the service. All consumables will meet quality standards and will be stored properly within the facility. Required equipment should be available for the clinician to undertake all procedures and should also include essential equipment for resuscitation.

The providers must ensure Compliance with COSHH regulations, Decontamination, Infection prevention policies, Indemnity, DDA, Risk Assessment, Data Protection Act, DOH consent to treatment policies, Medicines Control Agency, Reporting of Incidents and adherence to the Mental Health Act 2007 will be mandatory as will be the undertaking of risk assessment on practitioners, ensuring they are immunised against infectious disease and work in a safe environment. Providers must also ensure that clinicians are trained in incident reporting and safeguarding adults. They must annually at least undertake the Vulnerable Adults Protection Training.
5.3.
Service Days/Times

Dates and times to be agreed with the PCTs and provider.
5.4    Service elements that will not be provided in this agreement:

· Specialist outpatient clinics delivered in Hospital

· Direct care for patients 

6.
Discharge Criteria and Planning

Where the intervention / treatment of the episode of care for the patient has been completed the service will ensure the GP practice is notified of the clinical outcome and the ongoing care requirements of the patient within two working days. 

The patient will be referred back to the care of the GP and the practice following the successful completion of the assessment. The GP will receive a letter from the service indicating the action undertaken and any further clinical information as soon as possible after assessment and within at least one working week.  

6.1.
Patient Information

The provider will provide a care plan and/or relevant additional information to the patient / carer and will also provide appropriate support information including information relating to healthy lifestyle management and intervention.
7.
Quality, Performance and Activity

7.1   Quality

· All incidents must be reported to the PCT in accordance with the PCT incident reporting policy. Use of an alternative incident reporting policy must be approved by the Assistant Director of Clinical Governance or designated deputy.
· All untoward incidents are recorded in accordance with the provider organisations policy and reported to the PCTs as part of the quarterly report. 

· The PCTs will be informed of all serious and untoward incidents (SUIs) as soon as possible (within 12 hours). This report maybe a verbal report.

· Efficient information management systems must be place and ensure data protection.  

· Complaints should be managed through the provider organisations policies and form part of the quarterly report to commissioners. 

· The providers must meet all National Standards including Essential Standards for Quality and Safety (ESQS), requirements for safeguarding children, vulnerable adults and for the reduction of Healthcare Associated Infections. 

· The provider must adhere to all NICE guidance and to the PCT Prescribing Formulary 

7.2 Performance
The following performance indicators provide initial baseline requirements and will be agreed with the provider and reviewed annually.  It will enable Commissioners to understand the quality of the service and will support more appropriate and accurate quality indicators being developed in future years. 

	Performance Indicators
	Threshold
	Method of Measurement

	The Service is compliant with the Essential Standards for Quality and Safety
	100%
	Evidence from Provider

	Serious Untoward Incidents reported in accordance with the provider reporting process
	100%
	Quarterly reports from provider



	Reduction in prescribing sip feeds


	
	

	Reduction in prescribing dermatological  lotions and creams

 
	
	

	Provider compliance with Map of Medicine Care Pathways 

	100%


	Quarterly reports indentifying deviation from care pathways and rationale.



	Patient contacts – to include information about gender, age, disability and ethnic background as appropriate 
	
	

	Number of patients assessed out of 260

	Need to ascertain level due to bed vacancies

	

	Number /quality of reports written for the Cluster following the completion of assessments in each Care Home with Nursing. 


	
	

	Number of residents medically reviewed in Care Homes with Nursing.


	
	

	Reports to referring GP within 48 hours of assessment

	            < 98% 
	

	Reports to referring GP within one working week of assessment


	100%


	Quarterly reports from provider



	Number of individual patient medicine reviews
	100%
	

	Stakeholder Satisfaction


	> 95% overall satisfaction rate
	Quarterly review with local GP’s and Commissioning Manager via PBC Locality meetings



	Patient Experience


	> 95% overall satisfaction rate


	6-monthly patient satisfaction survey with responses from at least 25% of patients 

cohort

	Number of complaints received
	Baseline Required
	Quarterly reports from provider



	Number of sessions cancelled


	> 95%
	Quarterly reports from provider



	
	
	

	The expected activity is delivered within the agreed finances
	Baseline Required
	Quarterly reports from provider



	Over/under performance is avoided
	90%
	Quarterly reports from provider



	
	
	


8.
Reporting and Communication


8.1
Reporting

The Provider must submit quarterly reports to the PCT and provide the following data:

· Reports about all incidents and complaints to include any changes made as a result of the incidents/complaints and evaluation

· Patient contacts - to include information about referral patterns, inappropriate referrals and activity volume.

· Specific clinical outcomes as measures of quality

Annual reports must be completed by the Provider and must include the following:-

· Statement of compliance with Essential Standards for Quality and Safety
· Statement of compliance with Care Quality Commission and Health Care Associated Infection Standard 

· Detailed statement of compliance with C5b, C5d, C10a and b, C11 a, b and c

· Incidents/complaints

· Clinical audit 

· Patient experience (patient involvement, feedback, satisfaction, ‘critical friends’)

· Workforce report 

· Value for money

8.2  Reporting/Patient Record

Records will be electronically stored at the provider’s main storage site. If required at a later date, e.g. by primary or secondary care, providers will be expected to release and send to the relevant location. Records must be stored according to NHS Information Governance requirements and PCT policy with respect to confidentiality and data protection.
The team will provide written nursing reviews to Practices and other health care providers. They will be stored within each patient file held within the home, a copy will be sent to the Free Nursing Care nurse and kept with the Free Nursing Care records.

A report detailing the patients management plan should be sent to the referring GP and care home within 48 hours of the consultation and no later than one working week.  
If a patient receives NHS funded nursing care, a copy can be sent for inclusion in the Free Nursing Care records
8.3
Data Collection and Patient Monitoring

The provider will ensure that they:

(i) Maintain adequate records of the service provided using the agreed information systems available. 

(ii) Collect activity related to the provision of these services including: diagnosis, number of assessments/procedures carried out, secondary care referrals, referrals to other services,  ethnic monitoring and any other relevant clinical information.
9. Responsibilities



This section details the responsibilities of all parties (commissioner & providers)

The PCT on behalf of Smethwick and Oldbury Commissioning Alliance 

· Performance management of the SLA and service specification

· Day to Day management of issues when PBC sessions are being delivered

9.1 Consultant Provider

The Consultant provider is accountable to Dr Simon Mitchell, Director of Clinical Services and will report any daily clinical issues, in the first instance to ??????? and any relevant clinical issues to Dr Simon Mitchell, Director of Clinical Services

9.2
Nurse Provider

The Nurse provider is accountable to Joy Jeffrey, Head of Nursing Strategy and will report any daily clinical issues, in the first instance to Marian Long, Matron for Older People and any relevant clinical issues to Joy Jeffrey Head of Nursing Strategy.
9.3 Pharmacist Provider

The Pharmacist provider is accountable to Claire Parker, Head of Medicines Management and will report any daily clinical issues, in the first instance to Liz Walker, TITLE and any relevant clinical issues to Claire Parker, Head of Medicines Management.

The Providers will be responsible for:

· Clinical supervision and Professional Development of the contracted clinician
· Quarterly Performance Management Reports to be sent to the PCT

· Ensuring the Key Performance Indicators are met relating to each clinical component 
· Daily operational management of staff and clinical issues when sessions are being delivered.
· All issues in relation to clinical governance, risk and professional conduct. 
10.
Prices and Costs

Cost of the agreement

The commissioner will pay the provider at the current rate of pay for each Consultant/Nurse/Pharmacist for 1 session per week.

Spread of payments 

The Commissioner will reimburse the Provider Quarterly in arrears when invoiced for the services outlined in this agreement.
Financial penalty clauses

The commissioner will not pay for the service outlined in this agreement if the service is not delivered for a period of 2 weeks. 

Payment terms

The commissioner will reimburse the provider when invoiced for the services outlined in this agreement within 28 days.
If invoices for the commissioned service are not received within the financial year the service has been commissioned and agreed the commissioner will not pay the provider. The Commissioner will make 2 attempts to remind the provider that the commissioner requires invoicing for the service. 

All invoices for multidisciplinary reviews in Care Homes with Nursing must be sent to:-

Kiran Kaur , Finance Manager for SOCA PBC at the Primary Care Trust:
10.1
Value for Money 

The service provider must ensure that all face to face and non face to face activity is recorded accurately to identify what value for money it represents.  

	Basis of Contract
	Unit of Measurement
	Price
	Thresholds
	Expected Annual Contract Value

	cost per case
	
	£
	
	£

	
	
	
	
	

	Total
	
	£
	
	£


	Total Cost of Service
	Co-ordinating PCT Total
	Associate PCT

Total
	Associate PCT

Total
	Total Annual Expected Cost

	£


	£
	£
	£
	£
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Appendix A

Consultant Provider
13. Signatures
The two parties are committed to delivering the requirements of this Service Level Agreement for the period agreed.

Lead Executive Sandwell PCT (commissioner)

Andy Williams – Director of Commissioning

……………………………………………………..
Date………………………………
Lead Executive Sandwell and West Birmingham NHS Trust (provider)
Andrew Brown -  Deputy Divisional General Manager Medicine and Emergency Care
…………………………………………………….. Date …………………………….
Appendix B

Nurse Provider
Signatures
The two parties are committed to delivering the requirements of this Service Level Agreement for the period agreed.

Lead Executive Sandwell PCT (commissioner)

Andy Williams – Director of Commissioning

……………………………………………………..
Date………………………………
Lead Executive Sandwell Community Health Services (provider)
Trish Everett Associate Director Adult Services

…………………………………………………….. Date …………………………….
Appendix C

Pharmacist Provider
Signatures
The two parties are committed to delivering the requirements of this Service Level Agreement for the period agreed.

Lead Executive Sandwell PCT (commissioner)

Andy Williams – Director of Commissioning

……………………………………………………..
Date………………………………
Lead Executive Sandwell PCT (provider)
Claire Parker – Head of Medicines Management, Sandwell PCT

…………………………………………………….. Date …………………………….
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