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1. Introduction and Context 

1.1 Nature of specification

1.1.1 Norfolk County Council is seeking Care and Support services within Housing with Care schemes that empower residents to maintain their independence and enjoy a fulfilling lifestyle.  We currently have fifteen schemes across Norfolk that will require a new care contract starting on or before 27th June 2026.  To ensure a balanced distribution of schemes, care needs, and contract value, the schemes have been grouped into lots.  Please refer to Appendix 1 for further details.

1.1.2 [bookmark: _Hlk73030286]Care and Support in Housing with Care is the delivery of an agreed package of care for adults who are resident in their own home within a Housing with Care scheme who have been assessed as having a social care need because they are living with ill health, disability, physical frailty or a learning disability and/or with autism.  The care may be arranged on behalf of the service user and funded through several routes: fully funded care, partially funded care, direct payment, and/or as a self-funded arrangement.  

1.1.3 This specification sets out the Council’s requirements for Care and Support within Housing with Care. 

1.1.4 Care and Support within Housing with Care provision will work in a way which meets the Council’s statutory duties as outlined in the Care Act 2014.

1.1.5 Care and Support within Housing with Care schemes aligns with Norfolk County Council’s Promoting Independence Strategy, which focuses on enabling and empowering individuals to build on their existing strengths in maintaining their health and wellbeing.  The support commissioned will therefore consider the following:  


Securing, supporting and sustaining an individual’s independence

 Enablement Potential
Assessed against a person’s potential to undertake personal, domestic and social tasks/activities by themselves, perhaps following a period of support and guidance

Aspirations
An individual’s aims and goals at home and in the community, that maximise their independence and enable them to live fulfilling lives

Capacity 
An individual’s ability to undertake tasks and activities for themselves by 
 drawing on support around them: family, friends, community
 
Strengths
An individual’s potential to undertake tasks and activities for themselves, following a period of support and guidance 

Local opportunities
Local and sustainable facilities available at a community level that support independence and wellbeing

Care and Support within Housing with Care 
 Tailored packages of support which promote and encourage an individual to maintain and/or maximise their independence through managing their own care, or with minimal assistance. 

1.2  Service Introduction

1.2.1	Norfolk is a large geographical area, and the Provider will understand the diverse cultural background of service users from across Norfolk, together with knowledge of the needs and capacity available within the community as these will be a significant enabler in delivering person-centred, strength based and outcome focused services.  

1.2.2	Care and Support within Housing with Care will be characterised by flexible service provision that is designed to reflect each service user’s circumstances and potential, and by services which are delivered by a skilled and competent workforce that can meet these needs.

1.2.3	The Provider is required to deliver services of a high quality which focus on enabling a service user to achieve independence, where appropriate, through adopting an enabling approach, as well as providing high quality core care provision for those whose potential for reablement/change is limited, as defined by the agreed Support Plan.  

1.2.4	The level of care required will vary according to the individual’s needs and potential. Elements to be provided by the Service will include, but will not be limited to: 
	
· Personal care
· Meal preparation
· Medication monitoring
· Care Planning, which is person, centred
· Promotion of health and wellbeing
· Multidisciplinary and integrated working
· Conducting risk assessments and managing risks
· Adherence to safeguarding procedures 
· Support to relatives and Carers 
· Infection control procedures 
· Palliative and end of life care 
· Maintaining records and recognising change in care needs
· Arrange food shopping, online/delivery for tenants without family support or tech confidence

1.3	Service Aim

Deliver Care and Support services within Housing with Care that support Service Users to achieve outcomes that keep the individual independent and well for longer and enable the person to gain/regain skills that will prevent, reduce, or delay the need for additional care and support. 

1.4	Service Objectives

Care and Support within Housing with Care will deliver high quality, appropriate and safe packages of care and support in an individual’s home within a Housing with Care scheme, in accordance with Care Act 2014, Health and Social Care Act 2008 and related statutory provisions.

	Care and Support within Housing with Care will:
	Enable the Service User to:  

	Promote Individual Wellbeing
	· Receive high quality care and support in their own home within Housing with Care Schemes.
· Gain increased confidence in undertaking activities and accessing local provision to achieve their agreed, personal health and care outcomes and goals 
· Manage their own health and care as much as possible through making informed decisions.
· Build physical confidence through participation in coordinated activities that enhance mobility, strength and overall wellbeing.

	Prevent need for further care and support
	· Contribute to their care arrangements, including self-care and management for those with Long Term Conditions (LTC). 
· Gain encouragement and build confidence to continue and undertake activities related to living in the home.
· Remain in their home for as long is safe, affordable and appropriate for their needs, and reduce the need for residential care or hospital admissions.
· Be safely discharged from hospital or other Health or Social Care setting at the earliest opportunity to a home setting. 
· Feel assured that when a change in condition requires a revision in support, that this will be managed in a professional and timely manner. 
·  Make use of Assistive Technology solutions where appropriate 


	Promote integration of care and support with health services and other services
	· Receive timely, high-quality care, including palliative and end of life care.
· Receive proactive care management for those with long-term conditions, and chronic life limiting conditions including end of life care needs.
· Be supported in accessing appropriate local provision, and facilitated during the transition to other service provision, where required.  


	Provide information and advice
	· Be informed and kept informed of any change in service delivery and consulted on any matters where there is a potential impact on the individual’s own or their family carer’s life and well-being.
· Know where to access relevant and easy to understand information and advice to make choices about their care, wellbeing, independence, including those who are funding their own care. 


	Promote diversity and quality in provision of services 
	· Trust that services are safe, will be effective, and delivered by skilled, competent, courteous staff who are enabled to achieve positive results. 
· Be involved and provide feedback to inform future service developments.
· Be assured that their support is planned and agreed as defined by the Care and Support Plan. 
· Have their agreed aims and actions planned and outcomes sought/achieved, recorded and stored in a safe and confidential manner.  
· Receive a consistent, but sufficiently flexible service which makes clear any change in circumstances, such as varying times, use of time allocated, and support provided.
· Exercise choice and control over their lives.


	Foster Social Inclusion
	· Access, sustain, and benefit from support available within their local community.
· Make effective use of local networks for information, advice, and advocacy to ensure holistic support and efficient use of resources.
· Reduce isolation by attending events that promote social interaction within the scheme or wider community.
· Feel empowered to connect with friends, family, and their local community.



1.5	Service Outcomes

Outcome focussed services which aim to achieve the individual goals, aspirations or priorities of people receiving the Service in accordance with Section 3 of the Specification. 

1.6	Care Model

The provider will deliver both Planned Care and Unplanned Care.

1.6.1	Planned Care

· The Provider will deliver planned care hours to support a person’s care plan and delivery of outcomes.  Payment is made on the basis of delivered hours of care  (including temporary variations), with the following exceptions:
a) For unexpected cancellation of visits where 24 hours’ notice has not been provided and the cancelled visit is not the fourth (or more) consecutive visit to be cancelled, the Council shall pay the full price.  If it is the second or third visit to be cancelled, the Provider shall notify the Council’s Social Care Community Engagement Team (SCCE) immediately on 0344 800 8020
b) For Service Users who have been absent from the Service for:
(a) 7 days or less (or such longer period as agreed in writing by the social worker), Commissioned Hours for this period multiplied by the Price (this includes occasions where Service Users are in hospital or on holiday);
(b) for days 8-14 of an absence, 50% of the Commissioned Hours.  Where this retainer is paid the expectation is that the Provider will be available to promptly provide care to the Service User when they return home; and
For Aborted Visits, the Council will provide full payment for the number of Aborted Visits or scheduled visits reduced in duration through individuals’ preference.  If it is the second or third visit to be aborted or reduced in duration through the individual’s preference, the Provider shall notify Social Care Community Engagement Team (SCCE) immediately on 0344 800 8020

1.6.2 	Unplanned Care 

· The Provider will deliver a 24/7 unplanned care and support service to meet an individual’s unplanned care and support needs during the day or night.  In addition to covering emergency situations e.g. the need to evacuate the scheme. 

· The Provider has to ensure there are adequate staffing levels at the scheme to provide waking overnight cover, enabling the Provider to respond to emergencies related to the Service Users’ care or support needs.  The Provider will be responsible for responding to Emergency Alarm calls raised by Service Users in a timely and safe fashion. 

· Where appropriate, the Provider will make all efforts to contact a family member or friend to support the Service User when unplanned care is required.

· This will be paid automatically ever four-week period in addition to the payment for the delivered hours of care. 

2. Overarching Service Framework

2.1	Service Design

2.1.1	The Provider will develop and deliver a confidential service for individuals who require assistance with daily living tasks within their own home and will act responsibly with courtesy, dignity, privacy and respect.

2.1.2 The Provider will adopt a flexible and innovate approach so that services are delivered in an appropriate, safe and timely manner and are able to adapt responsively to changes.

2.1.3 [bookmark: _Hlk205193297]High-quality care provision will be delivered by a competent workforce which is achieved through compliance with the Unison Ethical Care Charter Unison Ethical Care Charter ) including the use of employment conditions that offer sustainable pay, conditions and training levels. 

2.1.4 Service delivery will be equitable in access, quality and outcomes, and developed with local pathways and Service User needs in mind. 

2.1.5 The ethos of the Service shall be underpinned by the principles of enabling Service Users to:
· reach their full potential for independence, as outlined in their Care and Support Plan and subsequent care plans.
· secure, sustain and benefit from support available within their local community.
· benefit from flexible packages of high-quality provision that is tailored to meet individual need. 

2.1.6 Care and Support within Housing with Care will be provided to a Service User for as long as is directed by the Council through an Individual Service Order (ISO) (also known as a Contract Purchase Line Item (CPLI)) using the Council’s Social Care Systems, Liquidlogic and ContrOCC.  The provider will promptly raise with the Council any identified need for review of the support including reductions or increases to the care. 

	2.2
	Partnership Working 


	2.2.1
	The Provider will work in partnership with other services (including, but not limited to those listed below) to provide a seamless service to Service Users:
 
· Adult Social Services
· Acute Hospital Discharge Teams 
· Integrated Operational Locality Teams 
· Care Quality Commission (CQC)
· Clinical Commissioning Groups (CCGs)
· Community Health Teams / Services (Norfolk Community Health and Care and East Coast Community Healthcare)
· General Practitioner (GP) Practices
· Norfolk Escalation Avoidance Teams (NEAT
· Housing Services 
· Informal Community Support
· Specialist health and social care organisations
· Voluntary and community sector organisations

	
	

	2.2.2          
	The Provider shall make appropriate use of local networks and voluntary organisations for activities, information, advice and advocacy to ensure that a Service User’s needs are met holistically, and resources are used effectively.

	
	

	2.2.3

	The Provider may be required to facilitate any transitional arrangements for people moving into or out of:
· the County  
· residential / nursing care and requiring Care and Support within Housing with Care.

	
	

	2.3
	Eligibility 

	
	

	2.3.1
	The Service is primarily provided to individuals who are aged 55 years or over who are assessed as needing Care and Support within Housing with Care with the council organising and wholly or partially funding these services.  
Where building covenants permit, services may also be provided to individuals under 55 who meet the eligibility criteria and for whom Housing with Care offers the best outcome, as agreed through the nomination panels.


	2.3.2
	[bookmark: _Hlk205197425]Eligibility for tenancies within a scheme are defined by a nomination’s agreement between Norfolk County Council and the landlord.  The nominations panel, comprised of Norfolk County Council, Landlord, Care Provider and District Council oversees and jointly agrees nominations into a scheme.  Priority is often given to residents of the local district, and the panel has the discretion to unanimously agree exceptions as appropriate.


	2.3.3 
	The Service will be available to all eligible Service Users, regardless of diagnosis, disability, sex, ethnicity or culture and in accordance with the Equalities Act 2010[footnoteRef:1]. [1:  http://www.legislation.gov.uk/ukpga/2010/15/contents ] 



	2.4
	Exclusions 

	
	

	
	In the unlikely event that a referral is found to be inappropriate, the Provider will contact the Council’s allocated practitioner, and a decision will formally be made at Panel.

	
	

	2.5
	Service access, delivery times and settings


	
	The provider will have staff on site to provide a 24/7 service, but the individual care plan will indicate when the personal care is needed. 

	
	

	2.6
	Service User and Carer involvement


	2.6.1
	Service Users will be at the heart of the Service, and the Provider will have in place and be able to evidence:
· A range of ways to gather the views of Service Users and their family carers who use services. 
· A clear compliments and complaints procedure that all people will be made aware of at the start of their care. 
· A robust approach to Service Users and their family carers being instrumental in discussing, planning, agreeing, consulting, monitoring and revising their Care Plan.  
· Opportunities to involve people in decision making and influence future service development at an organisational level. 
· Where the Service User is supported by an advocate, that provision is made for the involvement of that advocate. 


	2.6.2
	[bookmark: _Hlk205197595]The Provider will plan and respond appropriately to individual circumstances, for example the Service User may also be a Carer, a Carer and a disabled person, or have a Carer who is working.


	2.7
	Information and Communication


	2.7.1
	Information about the Provider’s services will be available in a variety of formats and take account of the diverse needs of all users, including different languages and pictorial supported information. INTRAN or an equivalent service will be used for all translation, telephone, one to one and British Sign Language interpretations.


	2.7.2
	The Provider will have a clear plan which will outline how the expectations and communication needs of all stakeholders will be met.  Stakeholders will be made aware of, understand and know how to access the Service and communicate with the Provider

	
	

	2.8

	Value for Money 

	
	The Provider shall work with the Council to improve the efficiency and effectiveness of the Service to ensure value for money and consistent and reliable service provision of high quality.  Please refer to the ‘Appendix 4 Housing with Care Key Performance Indicators (KPIs) and Performance monitoring’ for details on the expected outcomes. 

	
	

	2.9
	Service Registration


	2.9.1
	In providing the Service the Provider is required to be registered with the Care Quality Commission (CQC) and to maintain that registration.  All Providers must meet CQCs  Fundamental Standards,” in order to comply with the Health & Social Care Act 2008, The Health & Social Care Act 2008 (Regulated Activities) Regulations 2014, the Care Quality Commission (Registration) Regulations 2009 and any relevant subsequent legislation.  The CQC will conduct inspections and publish ratings of all services as required by law.  Providers are expected – at the point of bidding on this tender – to  be rated 'Good' or 'Outstanding' by CQC or to be rated Good or Excellent by Norfolk County Council’s Integrated Quality Service under the Provider Assessment and Market Management Solution (PAMMS), whichever is more recent.


	2.9.2
	For all Housing with Care schemes, the minimum CQC specialisms they will be expected to register for are as follows:

Over 65; Under 65; Physical Disability; Dementia; Learning Disability; Mental Health.  


	2.10
	Provision for Self-funders


	
	This Service Specification relates to the provision of Services to those people for whom Norfolk County Council is organising and/or paying for services.  The Provider will offer the same standard of Service to those who enter a contract with the Provider for the provision of a service to them, including those:
· The Council have a responsibility to provide a service for. 
· Who have asked the County Council to arrange a service on their behalf. 
· Self-funders who contract directly with the care provider.


	2.11
	Enquiries


	
	The Provider’s Customer Care Service standards shall meet or exceed the Council’s Customer Care Service Standards: 

https://www.norfolk.gov.uk/what-we-do-and-how-we-work/have-your-say/compliments-and-complaints/customer-care-standards-and-performance

The Provider’s standards will be publicly accessible so that Service Users, family carers, advocates and partner organisations are clear what to expect from the Provider.




3. Service Requirements 

3.1 	Care and Support within Housing with Care Service Overview

Care and Support within Housing with Care will be provided in a way that enables Service Users to achieve their individual person-centred outcomes and supports their independence, health and well-being as well as their social, spiritual, emotional and healthcare needs.

This care is delivered by Care and Support within Housing with Care workers who are trained and routinely monitored against the appropriate level of competence to administer the care under the direction, instruction or supervision of suitably trained professionals and managers. 

The Provider will focus on providing services or acting in relation to each of the following:

1. Referral for Care and Support within Housing with Care / revision of Care and Support within Housing with Care, following assessment/review.
2. Allocation of consistent, dedicated workers.
3. Development and review of Care Plans. 
4. The provision of high-quality care and support in accordance with the agreed Care Plan.
5. Management of safety and risks, including safeguarding and falls.  
6. Monitoring of person-centred outcomes.

3.2	Service Parameters
3.2.1	The assessment of need(s), prior to care, and throughout the Service User’s care will be overseen and conducted by the Council. If, at any time, the Provider recognises a change in the Service User’s condition and need, this will be brought to the attention of the Council’s Social Care Customer Engagement Team (SCCE) which is the Council’s front door customer services centre.  

3.2.2	The Council has the responsibility for ensuring that:
· An assessment of need is completed. 
· A Financial Assessment is completed.
· For those assessed as in need of care and financially eligible, a Personal Budget Questionnaire may be completed, resulting in the cost of their care to be calculated and allocated through a Personal Budget, which may also be taken as a Direct Payment.
· A Service User led Care and Support Plan, which contains the outcomes to be achieved, is agreed, completed and shared with the Provider before commencement of the support. 
· Where appropriate, agreed packages of Care and Support within Housing with Care is commissioned.
An annual planned review, or unplanned review in the event of unforeseen circumstances / change in condition, is carried out.

3.2.3	Care and Support within Housing with Care needs will be indicated and commissioned via the completion and submission of a range of documents which will be issued by the Council’s Brokerage Service via the Council’s Provider Portal.  These documents will form the basis on which the Provider will be required to meet each Service User’s Care and Support within Housing with Care needs.  However, the Service User’s individual requirement for care, in some circumstances, may be time limited and subject to variation at short notice. 

3.2.4	The Provider will be commissioned to provide Care and Support within Housing with Care services to Service Users with a wide range of conditions and support needs and the Provider will be required to have a skilled and competent workforce that can deliver services in line with the Provider’s CQC Registration.  The Service Users referred by the Council may include, but not limited to individuals who are affected by the following conditions:

· Acquired brain injuries 
· Dementia
· [bookmark: _Hlk111623560]Physical and sensory support needs 
· Mental health needs
· Learning disabilities
· Spinal injuries
· Substance misuse 
· Be a victim-survivor of Domestic Abuse

3.2.5	Care and Support within Housing with Care workers will deliver Services, in accordance with each person’s Care and Support Plan and ISO.

3.2.6	In delivering a person-centred service the Provider must ensure they respect the sex, disability, sexual orientation, condition, ethnic and cultural background of the person receiving the Service.

3.2.7	Care and Support within Housing with Care will be commissioned from Providers using an allocated hours approach, which will be used flexibly to achieve the Service User’s identified outcomes.  To ensure delivery of person-centred and flexible Care and Support within Housing with Care, the allocated hours can fluctuate by up to 20% on a weekly basis.  If the allocated hours have been exceeded consistently for a period of 4 weeks and the need for added time is expected to continue, the Provider must bring this to the attention of the allocated operational locality worker or SCCE, so a change to the care plan and ISO can be discussed and any agreed change in time approved. 

3.2.8	Packages of support will be commissioned on outcomes sought, and based on the principles and service elements outlined below:




	Service element
	Definition
	How activity will be identified

	Enabling potential
 
	There is potential for a positive change in outcomes and opportunities exist to maximise a Service User’s independence. The Service User has potential to:
· Regain skills. 
· Reduce dependence on care and support.
· Maximise independence. 
· Utilise assets and capacity in the local community.  
· Ability to successfully complete programme of enablement and exit service provision, where appropriate.
	Via the Care and Support Plan the ‘Potential for greater independence?’ will indicate: Yes.

Person centred outcomes will be recorded in the care and support plan and will be captured under one or more of the following outcome category headings: 
· Managing and maintaining nutrition. 
· Maintaining personal hygiene; managing toilet needs.
· Being appropriately clothed.
· Maintaining a habitable home environment.
· Being able to make use of the home safely.

	Maintenance/  sustainability

	Outcomes are maintained, and arrangements are put in place that prevent a Service User’s condition / situation from deteriorating and requiring additional care and support, where appropriate. The Service User’s: 
· Condition requires ongoing care and support.
	Via the Care and Support Plan the ‘Potential for greater independence?’ will indicate: No
 
Person centred outcomes will be recorded in the Care and Support Plan

	Personal Community aspirations
	Wellbeing at home and in the community is enhanced. The Service User has potential to: 
· Regain or maintain confidence. 
· Reduce isolation. 
· Benefit from engagement in community activities. 
· Reduce dependence on care and support. 

	Person centred outcomes will be recorded in the Care and Support Plan and will be captured under one or more of the following outcome category headings: 
· Developing and maintaining family or other personal relationships. 
· Making use of necessary facilities or services in the local community.




3.2.9	The Provider must have a face-to-face meeting with the Service User before the start of the Service to produce a person-centred care plan, detailing how their outcomes will be achieved and how their support will be delivered, except in emergency situations when this must be done within the first 48 hours.  This meeting may involve the Service User’s family carer or advocate.

3.2.10	During the initial meeting, the Provider will conduct a health and safety check/risk assessment.  Any identified risks will be referred through to the relevant organisation/department, including but not limited to: Operational Locality team, SCCE, Norfolk Escalation Avoidance Team (NEAT) or Norfolk Fire and Rescue Service.

3.2.11	The Provider will have in place a clear decision-making framework in relation to care and support for Service Users.  This framework will enable Care and Support within Housing with Care workers in understanding how flexible service delivery will operate and be applied to deliver Service User centred care.

3.2.12	The Provider will have effective and person-centred ways to work with people, to monitor needs, review support and manage risks.  This will include robust risk assessment, and mechanisms that promote the person’s health and wellbeing – including enabling the person to take appropriate risk to lead as full and independent life, as possible.

3.2.13	The Provider will ensure that each Service User will know who their dedicated Care and Support within Housing with Care workers are and how to contact the Provider at any time. 

3.2.14	The Provider will facilitate Service Users to access other appropriate services, for example in respect of information, advice and advocacy provision.

3.2.15	The Provider will also be aware of an individual’s rights and act in relation to: 
· Carers’ assessment: Carers are entitled to an assessment of needs by the Council and to advice and support. Access to this assessment will be facilitated through signposting or referral to mainstream services. 
· Safeguarding: Please refer to the Terms and Conditions of Contract. 

3.3	Referral and Service Access

3.3.1	Where a need for a package of Care and Support within Housing with Care arises having been provisionally confirmed at a nomination panel, the Provider shall accept referral confirmation from the Council subject to one of the following:

· the Provider has capacity where relevant.
· the Service purchased is in accordance with the registration requirements.
· the Service purchased is in accordance with this Contract; and
· the person requiring the Service accepts the Service from the Provider.

3.3.2 The Council’s Brokerage Service will make a referral confirmation using the following process:
 
· Issue relevant documentation, such as the Assessment, Care and Support Plan and ISO to the Provider via the Provider Portal. 
· The Provider will accept and confirm the ISO via the Provider Portal.  

Please note: The Council’s secure email service means that personal or sensitive data can be shared securely between other organisations and the Council.

3.3.3 Individual circumstances may require a shorter timescale to be agreed to ensure the health, wellbeing and safety of the Service User.  The Provider shall ensure there is a process and provision for short notice referrals. 

3.3.4 Individual circumstances may require a shorter timescale to be agreed to ensure the health, wellbeing and safety of the Service User.  The Provider shall ensure there is a process and provision for short notice referrals. 

3.3.5 As a minimum the Provider will have the ability to start new packages from Monday to Friday and restart packages from Monday to Sunday for 52 weeks of the year. 

3.3.6 Once agreed, and other than in exceptional circumstances of confidentiality, a copy of the Care and Support Plan will be forwarded to the Provider. In any event, the Council will provide sufficient information about the Service User, their needs and agreed outcomes and the expected service response, to enable the Provider to deliver the appropriate service.

3.3.7 The Provider must be able to communicate via secure email and the Council’s Provider Portal.

3.4 Emergency support

The Provider will ensure that:
· There are robust arrangements in place to ensure that the contracted service is delivered in accordance with the Care and Support Plan.
· For each Service User, the Provider will have in place an agreed clear contingency plan which will immediately be put into place should a crisis occur which means the support cannot be delivered as agreed.
· They are available via accessible means.
· Staff who support the person in a crisis are familiar with the circumstances of the person.
· There is a smooth transition from crisis arrangements to regular support arrangements.
· They have enough staff to cover an unexpected crisis.
· They follow up to make sure that the contingency plan was followed satisfactorily and capture any lessons learnt.
· The Service User is not left alone whilst waiting for an ambulance to arrive by either finding a family member, friend or neighbour to wait with them or arrange for a care worker to stay until the ambulance arrives.

3.4.1	The Provider will immediately notify the Council's Procurement Team of any significant changes in the Provider's operation.  This includes, but is not limited to, change of legal entity through an event such as takeover or restructuring, change of address or contact details of registered office, change of branch manager.

3.5	Case Management 

3.5.1	If a case management review need arises this will be the responsibility of the appropriate Council Social Work Team. Providers will refer any query relating to the case management of Service Users to the Council’s Social Care Community Engagement Team (SCCE).

3.5.2	If there is a need for clinical case management review, the Provider will alert the responsible organisation to the Service User’s need/condition. 

3.5.3 The Social Work Team will undertake case reviews annually, as a minimum. 


3.6 Care Planning and Management

3.6.1 When allocating a worker to a Service User, the Provider will endeavour to appropriately match the person with a member of staff, and every effort will be made to maintain the continuity of the Care and Support within Housing with Care worker.

3.6.2 Care and Support Plans will be Service User led, based on the agreed,
 personalised  Support Plan and may be time specific and/or task specific based on need. 
	
3.6.3	The care for Service Users will be provided in a way that reflects their strengths, abilities and interests and enables them to meet their needs and maximise their independence.  The Care and Support Plan will contain clear goals and identify how the outcomes will be achieved within a specified timeframe, where appropriate. 
	
3.6.4 The Service User will be informed of the purpose of the Care and Support Plan, and the Provider will involve the Service User and/or family in the design, implementation and regular monitoring of their Care Plan.  

3.6.5 An up-to-date copy of the Care Plan, which meets CQC standards, will be provided to the Service User and an appropriate audit trail will be kept proving this has been done.

3.6.6 The Provider will manage appropriate changes in the Care Plan on an ongoing basis to suit the Service User. 

3.6.7 Throughout the duration of the care package, feedback on the quality of service as viewed by the Service User will be sought on a periodic basis and timed to coincide with the review of the Care and Support Plan.

3.6.8 Providers will know, through prior and regular discussion with the Service User, when their needs are predicted to fluctuate, and for the Staff who support them to be able to adapt to this, and for the Provider to plan for such eventualities. 

3.6.9 The Provider will have systems in place to ensure that staffing levels allow for some flexibility to accommodate changes and fluctuations in needs, which are often related but not limited to: unpredictable changes in need/condition, and hospital discharge arrangements. 

3.6.10 The Provider will have in place a mechanism that assists the Service User and the worker to regularly review and monitor progress against the outcomes, as set out in their Support Plan.  The achievement of these outcomes will contribute towards determining the effectiveness of the Service.

3.6.11 The Provider will regularly monitor, with the Service User, that their outcomes are being achieved. Records will be maintained to evidence progress and provision over time.  

3.6.12 The Care Plan will be used to enable the Service User to see their progress over time and clearly signals when the outcome(s):

· Is being managed effectively and requires ongoing support.
· Has been achieved and support ends in an agreed and planned way.
Is not being achieved and require a change in provision. 

3.6.13	The Provider shall ensure: 
  
· Staff will have enough time allocated for each visit to carry out the functions required. 
· Staff are allocated enough time between visits and that staff stay with the person for the allocate time as specified.
· All time critical visits are provided at the time specified. 
· All other services shall be provided at the time agreed between the Service User and Provider, or whereas specified in specific circumstances.
· A system in place to ensure that people are advised in advance of any changes to either the time of visit of the Care and Support Worker.
3.6.14	There may be occasions where two or more Care and Support within Housing with Care workers will be specified and required to undertake specific tasks(s).  In these instances, it is important that both Care and Support within Housing with Care workers arrive at the same time and carry out the task(s) together.

3.6.15	It is not anticipated that missed visits will occur, however if they do, they shall be reported to the Council’s Social Care Community Engagement Team (SCCE) immediately on 0344 800 8020, with an explanation and action for remedy, within 24 hours of the time of the missed visit. 

3.6.16	For unexpected cancellation of visits by Service Users, where 24 hours’ notice has not been provided and the cancelled visit  is the second or third visit to be cancelled in a payment period, the Provider shall notify the Council’s Social Care Community Engagement Team (SCCE) immediately on 0344 800 8020
 
3.6.17	The Provider shall ensure that proactive contingency plans will be in place, and agreed with the Service User, should a member of Staff be delayed in the home of the person due to an emergency, or any other unforeseen circumstance.  The contingency planning should cover the impact on other Service Users who may be affected by the delay, ensuring continuity of care across the service.

3.7	Management of Risk
We require our support providers to take managed risks to create an environment that is open to change, that helps drive strategic planning going forwards and helps create the energy and direction for future commissioning with providers that can deliver them.  Assessment and support planning procedures place the service user/client’s views at the centre, are managed by skilled staff and involve other professional and/or carers as appropriate, including support providers leading in the management of risk. 
The Provider will have in place a mechanism to assess any risks associated with each Service User and engage with relevant partners to identify and manage these risks.  This will include risks related but not limited to; their safety at home, using equipment, fall prevention, safeguarding, management of medication.  The Provider will ensure that actions plans are in place to manage and mitigate against the likelihood of the risk(s) occurring. 

3.8	Review and Change of Need

3.8.1	The Provider will monitor progress against a Service User’s goals in the Care and Support Plan and feedback to the Council, information relating to any change of circumstance in the Service User’s health and well-being.

3.8.2	When a Service User’s enabling outcomes have been achieved, any ongoing maintenance support to prevent any deterioration should be reflected in the Care Plan, in consultation with and agreement from the Service User and any family members, where appropriate.

3.8.3	The Provider and their staff will be required to take part in or provide information for reviews of the Care and Support Plan which will be monitored and reviewed as a person’s needs change, at least once a year.

3.8.4	The Provider will contact the Council if:

· They believe that an ongoing change in the Care and Support within Housing with Care package (outside the 20% tolerance level outlined in the Pricing Methodology) would be of benefit to the Service User.  This must be done as soon as is practicable and no change in Service should be delivered unless and until authorisation is received from the Council.  If extra hours of Service are delivered which exceed the tolerance agreed as part of this contract, then the Provider must obtain authorisation as soon as possible by contacting the Council’s allocated worker or SCCE Service; the process will be included as part of planned KPI development.
 
· There are any concerns, significant improvement or deterioration in the Service User’s condition the Provider shall report this to the Council’s allocated worker or SCCE Service except in cases of emergency when the Care and Support within Housing with Care worker shall contact emergency services.

· A Service User refuses care on a regular basis.  Please refer to Schedule 6 Payment Schedule for how refused visits will be paid. 

3.8.5	If, for any reason, a change in Provider is required, the current Provider will support a transition to the new service to ensure that disruption to the Service User is kept to a minimum. 

3.9	Services provided to Service Users

3.9.1	In line with the development of personalised services, the Provider will deliver services that are flexible and adaptable to the changing needs and demands of Service Users.

3.9.2	The Provider shall provide everything necessary for delivery of the service except for equipment which has been assessed as necessary and consequently provided by specialist assessors, such as Social Care Occupational Therapists or NHS Occupational Therapists.

3.9.3	Skilled and competent staff will deliver appropriate functions and services to achieve the identified and agreed outcomes for Service Users, in accordance with the Care and Support Plan. 

3.9.4	In some cases, these functions and services will require providing direct assistance to the Service User while in others it will require regular encouragement and oversight for the person to undertake the task themselves to meet the Service User outcomes.

3.9.5	In order to deliver an outcome focused, person-centred service, the Provider will be required to be in a position to undertake and support a variety of activities and functions that are most likely to meet agreed outcomes in accordance with the agreed Support Plan i.e. to support Service Users to make healthy choices and lead healthy lifestyles, including providing access to information about healthy and balanced diet.

3.9.6	Where nutritional needs are required; the Provider will ensure that Service Users have access to a choice of food and drink that considers their preferences and dietary needs.
 
3.9.7	Where appropriate, the Provider will assist the Service User to access specialist services, guidance and advice and support the use of assistive technology to help a person be as independent as possible. 

3.9.7.1	Providers will support Service Users with dementia care in dementia care units, which are a fixed number of designated flats across 5 schemes specifically for individuals with dementia.  These units have restrictive access via a keypad and code.  The Provider will deliver an enhanced level of support and care supporting both prevention and independent living. Please refer to Appendix 1 for details of sites, including their locations and the number of units available.

3.9.7.2	Where appropriate, the Provider will support individuals with Mental Health needs, Learning Disabilities, or Autism, ensuring they receive the same level of support and access as all other residents within the scheme.

3.10	End of Life Care
For a Service User who has been in the care of the Provider and is now in the last stages of their life, or for a new Service User with end-of-life care and support needs, the following requirements shall be met, in addition to those listed in other sections of this specification: 
· The Provider will contribute to the preparation and delivery of the Service User’s End of Life care in line with NICE Guidelines for end-of-Life Care for Adults (NICE 2017) and where relevant adhere to the Gold Standards Framework or an agreed alternative. 
· The provider should refer to the Recommended Summary Plan for Emergency Care and Treatment (ReSPECT), which is designed to document a person's preferences and clinical recommendations for emergency care and treatment.
· The Provider shall work with the health care professional to ensure the Advance Care Plan is followed.  
The Provider will work collaboratively with specialist End of Life care teams, GPs and other healthcare professionals to identify support and resources required to meet the Service User’s needs, to anticipate changes in their condition.

4. Enabling Support
4.1	Overview 

Some Service Users, especially those who are recovering from a short-term illness, or exacerbation of a health condition, will have a good chance of recovering daily living skills.  The Provider will utilise their skills and expertise to maximise a Service User’s independence and reduce, as far as possible, the person’s dependence on care and support provision. 

In delivering an enabling service, the Provider will focus on overseeing, providing guidance, developing confidence, offering supervision and encouragement to the Service User, to achieve outcomes that are personal to the Service User; support them to take appropriate risks whilst helping them to stay safe and well; maintaining independence and preventing needs from increasing.

4.2	Service objectives

The Provider will utilise their strengths and expertise to provide support that enables the Service User to:
· Gain/Regain confidence to manage at home. 
· Regain skills and reduce the need for on-going care and support. 
· Maximise their independence and reduce their dependence on care and support.
· Utilise assets and capacity available to them in the local community, to reduce dependence on care and support.
· Successfully complete a programme of enablement because of achieving independence and exit service provision, where appropriate.
· Remain safe at home.
Feel able to connect with friends, family and local community. 

4.3	Service description 

As identified through the Care and Support Plan and agreed via the Provider’s Care Plan, to provide guidance, promote independence and oversee the Service User when carrying out: 
· Personal tasks
· Health care tasks
· Domestic tasks
· Social Care tasks
Deliver support to Service Users and family/carers to increase confidence in undertaking tasks, as well as using specified equipment.

Provide guidance, encouragement, supervision and overseeing tasks/activities which continues to increase confidence for Service Users and enables people to do things for themselves, e.g. moving and handling, using equipment and/or assistive technology.

The Provider will ensure that all Housing with Care workers have access to information and receive appropriate guidance and supervision from a designated lead within the organisation.  This lead should be responsible for obtaining and sharing information, training, and supervision related to the specific conditions of the Service Users.  All of this will be supported by service agreements, policies and/or protocols as appropriate.

To achieve independence, it may be appropriate to link Service Users to other services, for example, a community-based supplier of hot, chilled or frozen meals. 

The Provider will work with family carers to establish an ‘enabling’ ethos to the support that is being delivered and will work with families to help them understand the new enabling way of working.

The Provider will, where required, continue with the therapeutic Care Plan, which may include rehabilitation exercises and techniques for mobility. 

The Provider will signpost family carers (family members or friends), to appropriate information or support based provision, including assistive technology, Carers Matter Norfolk (Support, Advice & Education for Carers | Carers Matter Norfolk), Carer’s Voice (Carers Voice – With Carers at the heart of everything we do).

5.  Maintenance and Sustainability

5.1 	Overview 

For some Service Users their potential for regaining skills and previous level of independence will be significantly or very significantly reduced, and therefore the focus of this service element is to provide care and support aimed at preventing a Service User’s condition / situation from deteriorating and maintaining the greatest possible degree of independence.  

5.2	Service objectives

The Provider will utilise their strengths and expertise to provide support that enables the Service User to:
· Receive person centred, flexible provision
· Successfully achieve their desired outcomes as expressed in their Care and Support Plan.
· Remain safe at home.
· To retain their personal dignity.
· To have maximum choice and control.

5.3	Service Description 

The Provider will deliver a range of care-related activities and functions, which are tailored and agreed with the Service User, to achieve their identified outcomes, including:

· Personal care tasks.
· Health care tasks. 
· Domestic tasks. 
· Social Care tasks. 
· Carer support. 
· Therapeutic care. 
· Signposting Carers to appropriate provision. 
· Breaks for Carers. 
A list of possible functions is provided in Appendix 2.

6. Personal Community Aspirations

6.1 	Overview 

This service element will focus on supporting the person to stay connected with, or make new relationships with, family, friends, social and community groups and activities in a person's local area.  

The Service will support the Service User in accessing local activities and/or services to address needs, such as improved wellbeing and relationships, with a focus on raising awareness regarding options, maximising their independence and leading more fulfilling lifestyles.  This  could include the Provider facilitating or supporting Service Users in organising events within the schemes.

6.2	Service Objectives  
The Provider will deliver services which support the Service User to access services and activities that reduce social isolation and enable the individual to:

· Feel empowered – increasing the ability and confidence of Service Users to assess and make choices over the activities and elements that maintain and/or enhance their wellbeing.
· Participate – take part in social and/or in local community activities, and networks that provide support.
· Feel included – recognising that some Service Users may need additional support to overcome the barriers they face.
· Establish positive networks – have opportunities to contact other people in similar circumstances to learn/share experiences /socialise; support to find out about local activities and events.

6.3	Service Description
6.3.1	For the Service User to regain or gain confidence, reduce isolation and benefit from engagement in local activities, the Provider will provide a range of services, including facilitation and linkage to Voluntary Sector, information, guidance, encouragement, and support.  The Provider will utilise existing provision and networks to support Service Users in achieving their personal community aspirations, and therefore the Provider will:  

· Develop and agree plans, using an enabling approach, which support a Service User to take up wellbeing opportunities and overcome any perceived barriers. 
· Provide appropriate support to Service Users so that they can enjoy a variety of activities and social opportunities based on their preferences and strengths as part of everyday life.
· Facilitate access to organisations and projects that could help improve wellbeing in the home environment.
· Ensure that Service User can maintain relationships with family, friends and the community in which they live and will support Service Users to play an active role in their local communities as far as they are able and wish to do so.
· Implement and maintain methods that monitor a Service User’s wellbeing, such as monitoring behaviour, interest and engagement.
· Facilitate access to a range of information regarding the Services and the support available to Service Users.
· Wherever possible and appropriate, Service Users will be encouraged to obtain information they need themselves, particularly for routine information/services, to further maximise a Service User’s potential for independence.

7. Partnership Working
7.1 	Overview

The Provider will work closely with local organisations, across the health and social care system to continually improve services to Service Users, in accordance with identified needs and considering changes in national and local guidance and policy. 
This may involve working with a range of statutory, voluntary and community sector organisations to deliver the required outcomes, developing information sharing protocols to enhance partnership working where needed.

Care that meets the specific specialist needs of a Service User may include multiple staff input and the care package may require the coordination of a health professional.  In such cases the Provider may be required to assist the health professional to undertake this.

7.2.1 Objectives
The Service shall work jointly with local partner agencies to: 
· Contribute to the reduction of unplanned admissions of Service Users to hospital and care homes. 
· Develop and enhance local service provision based on local needs and feedback from previous users of the service. 
· Reduce the needs for additional care and support through providing a prevention-based approach. 
· Support the provision of high-quality health and social care services in Norfolk.
· Identify and meet the needs of vulnerable Service Users at the earliest possible stage.
· Report any observed poor and/or unsafe care.

7.3	Service Requirements
7.2.2 The Provider will be expected to attend local meetings about service provision and operational developments within localities/Norfolk.
7.2.3 The Provider will work in partnership with Providers of similar services across England to support Service Users who move in to/out of County. 
7.2.4 The Provider will liaise with Social Services, Community Nursing and Therapy teams, Voluntary Agencies, Acute Trusts and other professionals and agencies to ensure seamless nursing and personal care provision to Service Users. 
7.2.5 The Provider will be aligned with the Integrated Care Board, GP Practices and the development of local Primary Care Networks to provide integrated health and care services to Service Users and contribute to local development plans and strategies.  This may require the Provider to adapt provision to meet locality-based plans for Out-of-hospital services and community assets. 
7.2.6 The Provider will work in accordance with the relevant local integration plans, which may include but not be limited to sharing Care Plans, localised information and advice-based solutions, undertaking preventative health-care tasks.
7.2.7 The Provider will set in place protocols, policies and other appropriate arrangements with specialist organisations that will provide access to information, guidance, training, and supervision in order to support members of staff who are providing care to Service Users with conditions that require specialist knowledge, such as, but not limited to: over 65; under 65; physical disability, learning disability, mental health, autism spectrum disorder, dementia, diabetes, Chronic Obstructive Pulmonary Disease (COPD), palliative and end of life care. 

8 Service Standards, Governance and Workforce

8.1	Service Standards 

8.1.1	The Provider must provide the Service in accordance with the terms of this specification and the Policy and Quality Statements. 

8.1.2 	The Provider will have appropriate mechanisms in place to monitor compliance with required standards of practice. 

8.1.3 	The Provider will comply with all standards and regulations relevant to the Service.  The Provider will ensure that the Service adapts where necessary to ensure compliance with any new standards and regulations which are relevant to the Service.

8.1.4	The Provider will work with the Norfolk Integrated Quality Service (IQS), which has a statutory remit to engage with all Care Quality Commission registered providers in Norfolk and works to effectively promote improvement and conduct PAMMS audits as set out in the Integrated Quality Service Improvement and Escalation Policy

8.1.5 	An up-to-date list of the relevant standards and legislation for Providers and Managers can be found here: Related legislation - Care Quality Commission

8.1.6	 Staff involved in face-to-face service delivery will have current immunisations and vaccinations in accordance with current infection control standards.

8.1.7 	The Provider shall promptly inform the Council of the outcomes from a CQC inspection and provide a copy of any resulting report within 24 hours of being received by the Provider.  Copies of any associated correspondence between the CQC and Provider will also be shared. 

8.2 	Critical Incident Policy and Reviews

8.2.1 The critical incidents policy shall define and set out the procedure for reporting and investigating critical incidents.  The Provider will have in place a policy that ensures any incident is considered with the expected outcome and that improvement will be made to services or practice that needs to be remedied.  This policy will reflect the requirements of relevant bodies, i.e. CQC.

8.2.1.1 The Provider will have policies and procedures in place to undertake a review if serious harm has occurred or nearly occurred that is associated with the provision of Services to a Service Users or member of staff. Where appropriate the Council will be sought at any such review.

8.2.2   The Provider will notify the Council’s allocated operational locality worker or SCCE of the commencement and outcomes of all reviews.

8.2.3 Statutory and Other Regulations, Policies and Procedures 

8.2.4 The Provider will have in place, policies and procedures, which promote the wellbeing and safety of staff and of those that staff come into contact with.

8.2.5 All policies and procedures will be dated, have clearly stated objectives and have a named person with responsibility for the implementation of the policy/procedure and arrangements for monitoring, review and development.

8.2.6 Policies and procedures will support operational best practice and reflect new and revised legislation.

8.2.7 The Provider will be responsible for assessing risks, as well as compiling and maintaining the Service risk register and ensuring that there are systems in place to bring any strategic risks, or risks to business continuity to the attention of the Council. Plans, including the assessment of risks, escalation and continuity will be in place and available for review by the Council.

8.2.8 Consent

8.2.9 The Provider will be responsible for giving enough information about the service to be provided and the way in which it will be delivered and any charges for it to enable the Service User and their family carers to make an informed decision about receiving the service.  The information must be provided in a timely, accessible and easy way to aid the Service User's decision making.

8.2.10 Services will be delivered based on informed consent.  Where they are able, the Service User will give valid consent to the care and support they receive.  The person giving the consent must understand the reason for care and support, what is likely to happen without it, the range of alternatives, the benefits, and any negative consequences.

8.2.11 The Provider will ensure: 
· Informed consent will be taken from each Service User prior to the Service and noted on their record. 
· Staff know and understand when to obtain consent, when to take verbal or implied consent and how to document records of consent.
· Staff know what to do if there is a concern regarding a Service User’s capacity to consent.
· The Service User’s capacity to consent is assessed and reviewed regularly, at least annually.
· Information relating to consent is made available and explained. 
· Service Users have access to advocacy services to help make informed decisions, where appropriate.
· Decisions are taken in line with the Mental Capacity Act 2005. 
· Restrictions in line with the Deprivation of Liberty Safeguards are considered. 
· Appropriate policies, training and arrangements are in place to monitor practice.
· Appropriate mechanisms are in place to monitor compliance with required standards of practice.

8.5	Compliments and Complaints Procedure

8.5.1	The Provider shall ensure that Service Users, Carers and members of the public are aware that the Service is being provided on behalf of the Council.

8.5.2	The Provider will have a complaints procedure in place which complies with or exceeds the Council’s standards:

https://www.norfolk.gov.uk/what-we-do-and-how-we-work/policy-performance-and-partnerships/policies-and-strategies/corporate/compliments-and-complaints/compliments-and-complaints-policy

The Provider’s procedure will be made available to Service Users at commencement of the Service.

8.5.3	The Provider shall ensure that all appropriate staff are trained and supported in responding to and dealing with complaints in accordance with the Complaints Procedure and encouraged to view criticism and complaints as opportunities for developing the Service and not as personal criticism.

8.5.4	Where a Service User has made a complaint, the Provider will make every effort to address the issue as soon as possible.  If the issue is not resolved to the satisfaction of the complainant, the Provider shall assist them to make a complaint via the Council, or other appropriate routes. 

8.5.5	Where a Service User submits a formal complaint to the Council, the Provider will return all requested information to the Council within 10 working days from the date of request.  The Provider will allow the Council reasonable access to data relevant to the complaint as required.

8.5.6	The Provider will log all complaints and compliments and will return a monthly report of the complaints received and resulting actions taken, in accordance with local reporting requirements. 

8.5.7	Following a complaint, the Provider shall ensure lessons learned are taken forward and shared to improve the experience of Service User.

8.6.1 Workforce 

8.6.1	Workforce planning: The Provider will have in place a workforce plan, which includes: 
· Providing appropriate staffing levels to meet needs. 
· Recruitment and retention strategies. 
· Providers must demonstrate their commitment to the UK’s Modern Slavery Act, particularly when engaging in international recruitment. Evidence of compliance should be available and aligned with regulatory expectations, such as those outlined by the Care Quality Commission.
· Compliance with stages 1 and 2 of the Unison Ethical Care Charter with the expectation that Compulsory Zero Hours contracts will not be used in place of permanent contracts. 
· Achieving an appropriate skill-mix whilst meeting the required quality standards.
· Ensuring workers are appropriately trained and are competent to deliver holistic and sometimes specialist care, including the safe use of equipment, where relevant.
· Developing workforce capacity that is sustainable, realistic and affordable.
· Meeting the requirements of the Care Certificate for workers across health and social care.
· Providing continuity of care, ensuring that Service Users receive care from the provider’s staff team of Care and Support workers, and providing evidence of workforce continuity planning for the benefit of Service Users.
· Business Continuity Planning including contingency planning arrangements, with an escalation/contingency policy to prioritise need, which will be implemented in extreme circumstances for example but not limited to fire, severe weather, sickness and cyber-attacks.
· A process for gathering competence related information from specialist leads. 
· Designated and named leads, which the Council will be informed of, with responsibility for implementation of and overseeing compliance against policies and procedures including but not limited to:
· the appropriate induction and training of staff, 
· working with Service Users with specialist conditions, and healthcare professionals to identify support and resources required,
· Safeguarding, End of Life Care, Business Continuity, service governance, information management, health and safety, standards of practice, moving and handling, lone working, risk management, suitability of staffing/workforce, staffing levels, Norfolk Medication Management, transitions, bullying and harassment, infection prevention and control, hygiene, waste disposal, travel, conduct, whistleblowing, food preparation, hygiene, manual handling. 
· Providing safe working conditions for staff and ensuring their health and welfare needs are met.
· Cultural development activities that promote an outcomes-based service model, through which staff feel empowered in maximising independence for the Service Users they are supporting. 
· Providing support and facilitating access to experience and knowledge regarding specific conditions so that staff can deal effectively in their work with Service Users.

8.7	Apprenticeships

8.7.1 	The Provider will be committed to offering and recruiting to Apprenticeship opportunities within the Service where appropriate. 

8.7.2 Within 4 months of having recruited an Apprentice the Provider will join the local Apprenticeship Norfolk Network (Home | Apprenticeships Norfolk), which includes a range of Employers, Training Providers, and other representative bodies who are influential in directing Apprenticeships in Norfolk. 

8.7.3 The Provider will work proactively with the Council to promote care as a career to local people, including but not limited to working in schools and colleges to liaise with Health and Social Care students and professionals. 

8.7.4 The Provider will conduct a 12-week review with each Apprentice in conjunction with the Training Provider. Details on progress from this review will be shared with the Council as appropriate.	

8.8 Identification

All operational staff must be issued with formal identification (worker’s name, photo of worker and telephone number of Provider) which must be carried and used whenever staff are operating on behalf of the Provider. 

8.9 Occupational standards & Staff competence 

8.9.1	The Provider shall have in place job descriptions and person specifications for all roles. Workers will hold any relevant qualifications, receive appropriate training and be registered, where appropriate, to fulfil their duties effectively and in accordance with any relevant compliance. 

8.9.2	The Provider will demonstrate a commitment to maintaining and delivering high quality services for adults with a variety of needs and / or conditions and provide a service where all aspects of a person’s care are met. 

8.10	Supervision/Appraisal

Supervision for staff will be provided regularly and will aim to enhance the quality of the Service by: 
· Supporting staff to carry out their role function effectively and safely, including any healthcare, assistive technology arrangements and safeguarding matters.
· Checking that caseloads are manageable.
· Identifying training and development needs in individual workers.
· Forming the basis for reflective practice and learning.
· Verifying that workers are performing effectively.
· Ensuring workers are supporting Service Users to achieve planned goals.
· Discussing how to best support Service Users using a tailored approach.  
· Enabling staff to raise concerns openly and without fear of retribution.  

8.11	Workforce development

The Provider shall have a workforce development strategy that will ensure workers are effective, compliant, competent and enabled in their roles, and will include: 
· Annual staff training needs analysis and development programmes.
· Updates on new legislation and developments in practice.
· Maintaining knowledge about local services and supporting partnership working.
· Workforce activities; induction, continuing professional development and training plans.
· Performance supported through regular supervision.
· Reviewing the effectiveness of practice, assessing the competence of staff when undertaking their actual tasks and case audits.  

8.12	National Minimum Data Set
Providers are required to have and complete a current Skills for Care Adult Social Care Workforce Data Set (ASC-WDS)  

https://www.skillsforcare.org.uk/NMDS-SC-intelligence/NMDS-SC/Adult-Social-Care-Workforce-Data-Set.aspx 

The Provider will grant approval to share data, at establishment level only, with the Council   This data will be reviewed by the Council at Contract commencement and at regular intervals.  This account will enable to the Provider to meet with Skills for Care workforce developing funding requirements.  

8.13	Service User and Information Management System
	
The Provider will have a data collection and information management system, which will ensure:  
· Each Service User has a single case file, and the information is stored securely.
· Effective system performance management and monitoring.
· Any auditing procedures are facilitated.  
· All reporting requirements are collated and adhered to.
· Regular review of Care Plans in line with national requirements.

8.14	Monitoring

A system of monitoring of contact time will be used by the Provider and will include but not be limited to:
· Recording the start, end and duration of visits.
· Raising an alarm immediately where a visit does not start within the agreed timeframe.
· Identification of high-risk time critical calls.
· Production of reports as identified by the Council. 

8.15	Performance and Management
To have in place a performance management system that will give timely data to: 
· Manage performance against agreed outcomes for each scheme within the Lot. 
· Support service delivery and development. 
Comply with all reasonable requests to return the data and information outlined in Contract Monitoring & Key Performance Indicators.
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Appendix 1

Lot Structure and Scheme Breakdown

There are 15 Housing with Care schemes located across Norfolk. To support effective commissioning and ensure a balanced distribution, we have considered factors such as:

· Geographical location
· Scheme size
· Type and level of support provided
· Stakeholder feedback.
Based on this analysis, the schemes have been grouped into five lots, to include a mix of contract values, scheme locations, and lot sizes:

· Lot 1 – Covering 4 schemes in the Norwich area
· Lot 2 – Covering 2 schemes in North Norwich and North Norfolk
· Lot 3 – Covering 4 schemes across North and East Norfolk
· Lot 4 – Covering 2 schemes in West Norfolk
· Lot 5 – Covering 3 schemes in South Norfolk
The table below provides a breakdown of each scheme, including:

· Location
· Registered Social Landlord (RSL)
· Number of units
· Estimated projected care hours required
· Estimated contract value
[image: ]Lot Map
	[bookmark: _Hlk209005662]Lot 1 - NORWICH​
	Scheme and Landlord​
	Standard Units​
	Dementia Care Units​
	Unplanned​
Care Hours per week​
	Unplanned Care Hours ​
per year​
	Est. ​
Planned ​
Care Hours per week​
	Est. ​
Planned ​
Care Hours ​
per year​
	Est. Lot Value p.a.*​

	Beechcroft, New Costessey, Costessey, Norwich NR5 0RJ​
	​
Barley Court - Saffron Housing  Trust ​
	​
​
60​
	​
​
-​
	​
​
98​
	5109.72​
	792.00​
	41,294.88​
	£1,241,007.92​

	Northfields, Norwich NR4 7EL ​
	Dell Rose Court - Broadland Housing​
	​
36​
	​
12​
	​
98​
	5109.72​
	847.20​
	44,173.01​
	£1,318,855.53

	Lakenfields, Lakenham, Norwich NR1 2DG​
	Harriet Court - Broadland Housing​
	
31​
	​
9​
	​
98​
	5109.72​
	730.20​
	38,072.63​
	£1,153,852.45

	Ladysmock Way, Norwich NR5 9BF​
	The Meadows ​
-Saffron Housing Trust
	
83​
	
9​
	
147​
	7644.58​
	1366.02​
	71224.11​
	£2,112,080.13

	​
Lot Total​
	​
​
	​
210​
	​
30​
	​
441​
	22973.74​
	3735.42​
	194764.6​
	£5,825,796.12​



* Est Lot Values are calculated as follows: 13.2 Hours care per week for standard care, 17 hours care per week for dementia with an additional staff member at £23.52 per hour per dementia setting, Unplanned Care (Peace of Mind) charge at 98 hours per week at£24.28 (plus TUPE pension contributions for LGPS staff).

	[bookmark: _Hlk209005712]LOT 2 – NORWICH AND NORTH​
	Scheme and Landlord​
	Standard Units​
	Dementia Care Units​
	Unplanned​
Care Hours per week​
	Unplanned Care Hours ​
per year​
	Est. ​
Planned ​
Care Hours per week​
	Est. ​
Planned ​
Care Hours ​
per year​
	Est. Lot Value p.a.*​

	St Michaels Ave, Aylsham, Norwich NR11 6YA​
	​
Green Lane View - Housing 21​
	​
​
23​
	​
​
-​
	​
98​
	5109.72​
	303.60​
	15,829.70​
	£552,225.82​

	Mountbatten Drive, Sprowston, Norwich , NR6 7PX​
	​
Redmayne View - Housing 21​
	​
​
40​
	​
​
-​
	​
​
98​
	5109.72​
	528.00​
	27,529.92​
	£868,693.28​

	​
Lot Total​
	​
​
	​
63​
	​
	​
196​
	10219.44​
	831.6​
	43359.62​
	£1,420,919.10​




* Est Lot Values are calculated as follows: 13.2 Hours care per week for standard care, 17 hours care per week for dementia with an additional staff member at £23.52 per hour per dementia setting, Unplanned Care (Peace of Mind) charge at 98 hours per week at£24.28 (plus TUPE pension contributions for LGPS staff).
	 


	[bookmark: _Hlk209005771]LOT 3 - NORTH & EAST NORFOLK (COASTAL)​
	Scheme and Landlord​
	Standard Units​
	Dementia Care Units​
	Unplanned 
Care Hours 
per week​
	Unplanned
 Care Hours 
per year​
​
	Est. ​
Planned ​
Care Hours per week​
	Est. ​
Planned ​
Care Hours ​
per year​
	Est. Lot Value p.a.*​

	​
Addison Road,
Gorleston, Great Yarmouth NR31 0PA​
	Addison Road
-Great Yarmouth Borough Council
St. Augustine’s Place
-Orbit Housing Association 
	​
​
​


34​
	​
​
​


0
	​
​
​


98​
	5109.72​
	
448.8
	23,400.43​
	



£756,998.83

	Roughton Road, 
Cromer NR27 0EU​
	Benjamin Court - Broadland Housing​ Association
	​

30​
	​

0
	​

98​
	5109.72​
	396.00​
	20,647.44​
	£682,535.96​

	​
​
High Kelling, Holt 
NR25 6AE​
	​
​
Lloyd Court - Broadland Housing Association ​
	​
​
​

40​
	​
​
​

0
	​
​
​

98​
	5109.72​
	528.00​
	27,529.92​
	£868,693.96​

	Caister Road, Great Yarmouth NR30 4DQ ​
	The Lawns - Broadland Housing​ Association
	​

30​
	​

0
	​

98​
	5109.72​
	396.00​
	20,647.44​
	£682,535.96​

	​
Lot Total​
	​
	​
135​
	​
0
	​
396​
	20438.88​
	1782​
	92913.48​
	£2,990,764.03




* Est Lot Values are calculated as follows: 13.2 Hours care per week for standard care, 17 hours care per week for dementia with an additional staff member at £23.52 per hour per dementia setting, Unplanned Care (Peace of Mind) charge at 98 hours per week at£24.28 (plus TUPE pension contributions for LGPS staff).


	LOT 4 - WEST NORFOLK​
	Scheme and Landlord​
	Standard Units​
	Dementia 
Care Units​
	Unplanned ​
Care Hours ​
per week​
	Unplanned Care Hours per year​
​
	Est.​
Planned ​
Care Hours ​
per week​
	Est. ​
Planned ​
Care Hours​
per year​
	Est. Lot Value p.a.*​

	Galyon Rd, King's Lynn PE30 3FB​
	​
Lisbon Court - Broadland Housing​ Association
	​
30​
	​
​
-​
	​
​
98​
	5109.72​
	396.00​
	20,647.44​
	£682,535.96​

	Palmer Way, Downham Market PE38 9UZ​
	​
Oakes Court – Broadland Housing​ Association
	​
​
30​
	​
​
10​
	​
​
98​
	5109.72​
	734.00​
	38,270.76​
	£1,159,211.52​

	​
Lot Total​
	​
​
	​
60​
	​
10​
	​
196​
	10219.44​
	1130​
	58918.2​
	£1,841,747.48​



* Est Lot Values are calculated as follows: 13.2 Hours care per week for standard care, 17 hours care per week for dementia with an additional staff member at £23.52 per hour per dementia setting, Unplanned Care (Peace of Mind) charge at 98 hours per week at£24.28 (plus TUPE pension contributions for LGPS staff).


	LOT 5 - SOUTH NORFOLK​
	Scheme and Landlord​
	Standard Units​
	Dementia 
Care Units​
	Unplanned ​
Care Hours ​
per week​
	Unplanned Care Hours per year​
​
	Est.​
Planned ​
Care Hours ​
per week​
	Est. ​
Planned ​
Care Hours​
per year​
	Est. Lot Value p.a.*​

	48 Laburnum Grove, Thetford IP24 3HS​
	Laburnum Grove - Flagship​
	​
30​
	​
-​
	​
98​
	5109.72​
	396.00​
	20,647.44​
	£682,535.96​

	Ethel Gooch Rd, Wymondham NR18 0LH​
	​
Robert Kett Court – Broadland Housing​ Association
	​
​
30​
	​
​
10​
	​
​
98​
	5109.72​
	734.00​
	38,270.76​
	£1,159,211.52

	Mount St, Diss IP22 4QH​
	Weavers Court - Saffron Housing Trust 
	​
​
49​
	​
​
-​
	​
​
98​
	5109.72​
	686.40​
	35,788.90​
	£1,092,082.08

	​
Lot Total​
	​
​
	​
109​
	​
10​
	​
294​
	15329.16​
	1789.4​
	94707.1​
	£2,933,829.65



* Est Lot Values are calculated as follows: 13.2 Hours care per week for standard care, 17 hours care per week for dementia with an additional staff member at £23.52 per hour per dementia setting, Unplanned Care (Peace of Mind) charge at 98 hours per week at£24.28 (plus TUPE pension contributions for LGPS staff).



Scheme Breakdown

	Lot 1
	General Care
	Dementia Care
	* Respite     (Single flat)
	Bungalows 
	Total units in schemes
	Additional information 

	
	Single
	Double
	Single 
	Double
	
	
	
	

	Barley Court
	53
	6
	0
	0
	1
	0
	60
	Includes one respite and 4 Working Age Adult flats

	Dell Rose Court
	32
	4
	12
	0
	0
	0
	48
	

	Harriett Court
	29
	2
	9
	0
	0
	0
	40
	

	The Meadows
	75
	8
	7
	2
	0
	0
	92
	Includes 3 Working Age Adult flats

	TOTAL 
	189
	20
	28
	2
	1
	0
	240
	



*There is 1 respite flat located in Barley Court, where care is required to be delivered by the care provider for short-term replacement care.  An agreement with the Registered Social Landlord (RSL) allows these flats to be used for carer respite or to support individuals with short-term needs.  Access to these flats is available following a Care Act assessment completed by the Norfolk County Council Adult Social Care Operational Locality Team, where replacement or respite care is identified and can be appropriately met within a Housing with Care scheme.  The team will refer the request to the care provider who will agree the care hours the person will require in the time they are in the respite flat.


	Lot 2
	General Care
	Dementia Care
	Respite     (Single flat)
	Bungalows 
	Total units in schemes
	Additional information

	
	Single
	Double
	Single 
	Double
	
	
	
	

	Green Lane View
	18
	5
	0
	0
	0
	0
	23
	Not included in this table: there are 7 leasehold / shared ownership flats within the scheme where there are no care arrangements in place.

	Redmayne View
	32
	8
	0
	0
	0
	0
	40
	

	TOTAL 
	50
	13
	0
	0
	0
	0
	63
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Lot 3
	General Care
	Dementia Care
	Respite     (Single flat)
	Bungalows 
	Total units in schemes
	Additional information

	
	Single
	Double
	Single 
	Double
	
	
	
	

	St Augustine's Place*
	20
	0
	0
	0
	0
	0
	20
	

	Addison Road*
	
	
	0
	0
	0
	14
	14
	14 single

	Benjamin Court
	24
	6
	0
	0
	0
	0
	30
	

	Lloyd Court
	36
	4
	0
	0
	0
	0
	40
	

	The Lawns
	28
	2
	0
	0
	0
	0
	30
	

	TOTAL 
	122
	13
	0
	0
	0
	0
	134
	


*Sites are adjacent to each other with tenants in the bungalows being able to access communal facilities at St. Augustine’s Place.  GYBC is working with Orbit to develop a Service Level Agreement to formally set out access to Addison Road for Care Staff.


	Lot 4
	General Care
	Dementia Care
	Respite     (Single flat)
	Bungalows 
	Total units in schemes
	Additional information

	
	Single
	Double
	Single 
	Double
	
	
	
	

	Lisbon Court
	30
	0
	0
	0
	0
	0
	30
	

	Oakes Court
	25
	5
	10
	0
	0
	0
	40
	

	TOTAL 
	55
	5
	10
	0
	0
	0
	70
	






	Lot 5
	General Care
	Dementia Care
	*Respite     (Single flat)
	Bungalows 
	Total units in schemes
	Additional information

	
	Single
	Double
	Single 
	Double
	
	
	
	

	Laburnum Grove
	29
	1
	0
	0
	0
	0
	30
	

	Robert Kett Court
	28
	2
	10
	0
	0
	0
	40
	

	Weavers
	48
	0
	0
	
	1
	3
	52
	4 flats are designated for working age adults.   There are an additional 3 bungalows on the site where the only expectation on the care provider is to answer call alarms when rung.  The care provider does not hold a master key to these properties.

	TOTAL 
	105
	3
	10
	0
	1
	3
	122
	




*There is 1 respite flat located in Weavers Court, where care is required to be delivered by the care provider for short-term replacement care.  An agreement with the Registered Social Landlord (RSL) allows these flats to be used for carer respite or to support individuals with short-term needs.  Access to these flats is available following a Care Act assessment completed by Norfolk County Council Adult Social Care Operational Locality Team, where replacement or respite care is identified and can be appropriately met within a Housing with Care scheme.  The team will refer the request to the care provider who will agree the care hours the person will require in the time they are in the respite flat.

Appendix 2

Core Care and Support within Housing with Care Services 		
					
	Assistance with Personal Care, which may be defined as undertaking any activity which requires a degree of personal and physical contact with the Service User to assist them to undertake such bodily functions such as: 
· dressing, undressing and getting changed. 
· washing, bathing, showering, attend to hair care, shaving, denture and oral hygiene, hand and fingernail care, foot care (but not that requiring a state registered chiropodist). 
· address toileting needs and assist with continence management including necessary cleaning and safe disposal of waste.
· getting in or out of bed. 
· assistance with mobility. 
· apply prosthetics. 
· eat and drink including food and/or drink preparation and clearing, and cleaning directly associated with the task.  
· manage prescribed medication in accordance with Norfolk Medication Policy, which is currently under review. Providers will be expected to refer to the new policy once it is implemented. The expectation is that the provider fulfils their statutory and legal obligations and work with us to deliver our strategic ambitions for delivering an integrated service provision.  Additionally, providers will be expected to submit their own medication policy for information purposes only.
· achieve maximum mobility within the home and its immediate environment – using appropriate equipment where necessary.
 
This is not an exhaustive list.


	



	Domestic Tasks including: 
· meal preparation. 
· making the bed and changing the linen. 
· maintenance of warmth e.g. switching heaters on and off, monitoring temperatures, including reducing temperatures at times of excessive heat or cold.
· checking the operation of any assistive technology e.g. community care alarm system, fire alarm and taking remedial action as required.
· Light touch hygiene clean limited to kitchen surfaces and toilet facilities.

This is not an exhaustive list.




	Social Care Tasks, which may include: 
· assisting with phone calls. 
· ordering prescriptions. 
· liaising with family and friends.
· liaison with other agencies and Providers.
· monitoring the Service User’s wellbeing. 
· Supporting Service User with interests and hobbies where appropriate. 

This is not an exhaustive list.




	Therapeutic care which may be defined as any therapeutic activities related to the health of the Service User under the direction, instruction or supervision of registered health professionals.  This may include behavioural management, speech and language therapy and passive movements or exercises. 

This is not an exhaustive list.




	Basic health care related tasks, include:
· delegated health interventions as detailed in the Norfolk and Waveney Delegated Health Interventions Framework.
· administration of eye drops.
· stoma care.
· assisted feeding.
· preventing health related needs, such as preventing pressure ulcers. 

This is not an exhaustive list.






Appendix 3
Pricing Methodology

1. A price band has been set at an hourly rate for planned Care and Support with the Housing Care schemes at between £21.00 per hour and £23.52 per hour.  You must not bid above or below the cap, if you do so, your tender will be rejected.  Bids should clearly state the hourly rate which will be entered into the final contract.  

2. This rate shall be fully inclusive of all charges and costs necessary for the delivery of the services including but not limited to recruitment, training, supervision, management, payroll, administration and employee remuneration including weekend, evening and bank holiday allowances. 

3. Every financial year the Council seeks to review its contractual prices for core purchased care services, such as residential and home support.   The review of these prices considers material drivers of cost that are likely to increase (or decrease) the price of care in these markets in the next 12 months.   Such drivers include, but are not limited to, the National Living Wage, mandatory pension contributions and the general price of goods (as indicated by the Consumer Price Index).   The Council, via its Cabinet, then considers and agrees any fee uplift at one of its meetings before the commencement of the new financial year.

4. For Planned care there is an allowance in the contract to deliver up to an additional 20% of hours for up to four weeks without the need for a revised assessment or authorisation from Norfolk County Council to allow for fluctuations in need over short periods of time (for example returning from hospital or recovering from an injury). 

5. The cost for the Peace of Mind (unplanned care) charge is 98 hours per week per scheme, except for The Meadows, where it is 147 hours due to the larger size of the scheme.  Peace of Mind charge is set at £24.28 per hour and is subject to annual review by the Council as per above.  The Council will pay the Peace of Mind charge automatically every 4-week period. 
 
6. When calculating the number of hours where the number of hours is not a full hour, increments in periods of 15 minutes should be used. 

7. Where a retainer is paid to cover absences, the Provider will be expected to promptly provide care to the Service User when they return home.

8. Legacy Cost Reimbursement.  

The Council recognises that there are a number of legacy staff eligible under
TUPE to transfer to successful providers.  These are defined as those individuals who,
prior to the current Norse Housing with Care contract, were employed by the Council (“Legacy Staff”).  Additional finances have been allocated to support the Provider(s) with the cost of these Legacy Staff who are subject to TUPE regulations.  
The Legacy cost consists of three elements:
1. LPGS Oncosts
1. Pay Rate Terms
1. Annual Leave Terms

LPGS Oncosts

Please see Clause 5.1 of the Contract regarding the Council’s contribution to the LGPS for Legacy Staff. Clause 5.1 of the Contract applies for the remainder of each relevant individual’s employment under this Contract, except in the instance where a Legacy Staff member is promoted or transferred into a role that was not part of the TUPE list.  In these instances, the Council will cease to pay the amount due in Clause 5.1 for that Legacy Staff member as the Provider will be responsible for enrolling that individual in a private pension scheme.  

Pay Rate Terms

The difference between TUPE’d pay rates (capped at the National Living Wage level) and new pay rates for the same role.
Specific Calculation:
· Difference in hourly rate for a role of X contracted hours.
Additional hours above the contracts position are not included in this calculation.
The Council will contribute 100% toward pay rate differences with the TUPE’d rate capped at the National Living Wage level that applies from time to time during the Contract Period for Legacy Staff for the remainder of their employment under this Contract, except in the instance where a Legacy Staff member is promoted or transferred into a role that was not part of the TUPE list.  In these instances, the Council will cease to pay any difference in pay rates. 

Annual Leave Terms

The oncost for the additional days of Annual Leave under the TUPE’d Legacy Staff terms & conditions.

Specific Calculation:
· TUPED terms – staff build up to a maximum of 29 days for service Managers and below, and then 31 days for Senior Managers
· New terms – Staff build up from 20 days, up to a maximum of 25 days annual leave per year. 
· Therefore, as all TUPE’d colleagues would be on their maximum, the Council will use the difference of 4 days multiplied by their hourly contracted rates (pro rata) plus on costs.
The Council will contribute 100% toward annual leave differences for Legacy Staff for the remainder of their employment under this Contract, except in the instance where a Legacy Staff member is promoted or transferred into a role that was not part of the TUPE list.  In these instances, the Council will cease to pay any difference in annual leave.


Invoice/Payment Process for LGPS TUPE Staff
· The Council will raise a Purchase Order and the Provider(s) will submit invoices on a quarterly basis for TUPE LGPS eligible staff pension contributions. 
· First year payment process  
· The first two quarters will be based on information received from Norfolk Pension Fund.
· The third quarter will be the reconciliation point based on actual costs.
· The final quarter invoice will be issued based on the agreed calculation in quarter three.
· From the first anniversary of the Commencement Date of the Contract the following payment process will apply for pensions contributions for LGPS TUPE staff: 
· The first two quarter invoices will be based on the prior year financial amounts. 
· The third quarter will be the reconciliation point based on actual costs.
· The final quarter invoice will be issued based on the agreed calculation in quarter three.
· The Provider(s) will provide supporting data where the expectation is that the Provider will inform the council of TUPE LGPS staff, confirming their employment or employment end dates, as applicable. NCC will audit this data as part of contract management duties.

Newly Created Roles
· The roles that existed on day one of the Contract for Legacy Staff have TUPE protection.
· Where TUPE Legacy Staff move into new roles created by the Provider, the Provider will take responsibility for either, moving staff to new terms and conditions, or funding the legacy costs themselves.
· A list of the TUPE staff will be agreed and confirmed at the beginning of the Contract.  This document will be reviewed and agreed each year as part of the reconciliation in quarter three.

Management/Review Process
· The Provider must provide the Council with a forward projection as part of the planning process when so requested to do so by the Council and by the date set by the Council.
· Key updates to the forecasted oncosts to be highlighted in the Quarterly Finance Meeting.
· Quarter Three review items:
· Reconciliation of current year oncosts
· Forward 5-year forecast



Appendix 4

Housing with Care Key Performance Indicators (KPI) and Performance monitoring

	3.1
	Contract and Performance Monitoring: The Authority will require reports on performance on a regular basis. The information contained within these will be reviewed at meetings and used to support areas for discussion and development. It is anticipated that performance meetings will happen on a quarterly basis.  Additional performance reporting will be required regularly during the first six months of the contract post contract award.


	3.2
	Performance Data and Contract Review Reports – Local Requirements: The Provider will be required to comply with all reasonable requests to complete and return. 

	
	

	3.2.1
	Contract Review Meetings
Formal contract review meetings will be held between the Provider’s Authorised Representative and the Commissioning Manager responsible for Housing with Care at regular intervals specified in advance by the Authority. Monitoring visits shall also take place to monitor the Provider’s performance as a whole and against any Performance Targets. During the initial 12 months of the contract, the Council will increase or continue regular review meetings as needed.  


	3.3
	Performance and Management 


	3.3.1
	The Provider will have in place a performance management system that will give timely data to manage performance against agreed outcomes and support service delivery and development.


	3.3.2
	The Provider will act on any requests for further information, research and audits as required by the Authority or sponsored institutions, such as but not limited to:  
· Local Healthwatch organisations and Healthwatch England.
· Local Health and Wellbeing Boards.
· Government Departments, including Government inspection and audit bodies.


	3.4
	Performance Expectations: Performance in relation to the desired outcomes and objectives will be evaluated and evidenced by the Provider’s achievements against the required delivery and performance expectations. 


	3.5
	Performance Targets  


	3.5.1
	Any performance targets will be reviewed on an annual basis.  Targets will, as far as is possible, be calculated based on existing evidence.  Where this is not available, an ‘aspirational’ target will be agreed between the Provider and Authority.


	3.5.2 
	The suite of Key Performance Indicators (KPIs) is provided below.  They will be reported quarterly.  




Key Performance Indicators (Including contract monitoring requirements and scheme reporting measures to support discussions)
The following to be measured on a quarterly basis in line with the monitoring workbook returns and quarterly meetings.
[These KPIs may be changed at contract stage to reflect the requirements of the scheme]
	KPI 
	Threshold/ target (annual)
	Source of info

	Number of concerns (resolved within the scheme) and complaints (escalated and resolved by regional managers) that are upheld and actions agreed to be resolved by the provider 
	No more than 2 service users (or 2% of total service users) whichever is greater
	Provider report

	Mental Capacity Act and Deprivation of Liberty Safeguards – the Service Provider can demonstrate that staff are trained in the principles of the Codes of Practice
	90% of staff have received MCA and DoLS training within 6 months of their start date
	Provider report

	Percentage of missed Scheduled Visits by care staff (excluding calls refused or cancelled by Service Users)
	No more than 2%
	Provider report

	Performance Target Requirements
	Threshold/ target (annual)
	Source of info

	Published CQC/PAMMS* Rating of Good or Higher. *The most recent rating will be considered.
	Good or Higher for each scheme within a Lot. Failing schemes will be monitored on an individual basis. 
	Provider report

	Number of Safeguarding Incidents in any one quarter
	No target but number in last reporting period (i.e. last four months)
	Provider report

	Percentage of staff turnover in scheme
	No more than 25% of workforce
	Provider report

	Total number of planned care hours and average care hours across scheme
	Scheme is aspiring to maintain a balance of care needs across the scheme. 40% residents 13+ care hours a week; 30% residents between 9 – 12 hours care a week; 30% residents less than 8 hours care a week
	Provider report

	The service provider can demonstrate excellence in practice by providing Dementia Friends basic training 
	80% staff have taken up Dementia Friends training within 9 months of their start date
	Provider report

	Percentage of residents satisfied with their care as part of annual and quarterly surveys.  
	90% Resident satisfaction from respondents
	Provider report

	Provider discussions will be expected to always cover
	Aim
	

	Percentage of service users working towards a greater level of independence, evidenced by a reduction in care hours
	To understand how care provider is enabling independence at both a scheme and individual level.  Total number of service users per quarter identified as being eligible for greater independence and being worked with to achieve this by provider, evidence by a reduction in care hours as well as case studies from the scheme in discussion.  
	Provider discussion

	Percentage of service users who return from hospital and/or End of Life care (or proportion of service users that die in residence).  
	Most residents are supported with end-of-life care in scheme (as opposed to move to residential care or hospital). (Subject to wrap around care being provided by the system).
	Provider discussion

	Unplanned Care utilisation including overnight calls.
	To understand how care needs are changing.  No resident to be having multiple unplanned calls per night, over a sustained period. 
	Provider discussion

	Number of pending and actual voids
	To understand scheme turnover from care provider perspective.  Minimum voids and void periods always.
	Provider discussion

	Total number of potential residents who have not been accepted (tenancy declined) into scheme solely by care provider, where the potential resident has been assessed as having a housing need and a care need of greater than four hours per week.
	No more than 4 service users
	Provider discussion

	Number of times emergency response vehicles have been called out to the scheme.
	To understand how the care provider is responding to emergencies and the reasons for requiring emergency assistance.
	Provider discussion


	Number of initial complaints responses by provider made to Norfolk County Council within 10 working days of request (from Norfolk County Council).

	100%

	Norfolk County Council






Appendix 5

Nominations panel and tenant eligibility criteria

The following information reflects the nominations agreement between the landlord of the scheme and Norfolk County Council.  Item 2.3 of Schedule 1 of the care specification also reflects tenant eligibility and process. 

Nominations panels are held monthly, and a representative of the care provider with authority is expected to attend to discuss and agree tenancies.   The nomination panel is where all parties involved in the scheme agree or decline a tenancy.  Where a tenancy is declined, it is expected that reasons are documented.  

Tenant Eligibility Criteria 

Residents of affordable units must meet the following criteria: 

General eligibility 

· Aged over 55 years 
· In receipt (or have been recently recognised as requiring) over four hours of care per week. The specific care hours will be scheme specific, as there is a requirement for a mix of banded care hours at each site: 
· The scheme will aspire to have a mix of care needs, broadly aligning to a balance of 30% Low (4-8hrs per week) / 30% Med (9-12hrs per week) / 40% High (13+hrs per week).

The panel has the discretion to unanimously agree exceptions to the general eligibility criteria were deemed appropriate 

Priority will be given to applications from (listed in priority order) 
· Current residents of [local] district 
· Current residents of Norfolk 
· Applicants who have family connections in [local] district 
· Applicants who have family connections in Norfolk 
· Other applicants 

Nominations Panel 

The nominations panel will meet monthly. 
The purpose of the panel is to agree and approve applicants based on Tenant Eligibility Criteria. 
The panel will be made up of representation from: 
· the [local] council 
· the landlord 
· the care provider (where landlord and care provider are two different organisations) 
· Norfolk County Council adult operations 
· Norfolk County Council commissioning (optional, as appropriate) 


Appendix 6

Payment Terms

Payment for this contract will be made as follows: 
 
1. Contract Price 
1.1.1 The Price for Individual Service Orders is the hourly rate, which is stated in Appendix 3 of this Specification.  It shall be fully inclusive of all charges and costs necessary for the delivery of the services including but not limited to recruitment, training, supervision, management, payroll, administration and employee remuneration including weekend, evening and bank holiday allowances. 
1.1.2 The hourly rate agreed for contract commencement will stand and will be reviewed as part of the Council’s 26/27 fee uplift process.
1.1.3 The hourly rate for Individual Service Orders will be reviewed annually by the Council, usually being applied in the April of each year 
1.1.4 The amount payable for part-hours in 15-minute increments will be pro-rata of the Price. 
1.1.5 In addition to payments for Individual Service Orders, the Council will pay the Unplanned Care automatically every 4-week period. 
1.1.6 In addition to payments for Individual Service Orders and Unplanned Care, the Council will pay 

2. Hours Amount To Be Paid 
2.2.1 When calculating the number of hours where the number of hours is not a full hour, increments in periods of 15 minutes should be used. 
2.2.2 The Council will pay Payable Hours.  Where a retainer is paid to cover absences, the Provider will be expected to promptly provide care to the Service User when they return home.  
2.2.3 There is a 20% tolerance (+/-) on the Commissioned Hours per week for each Service Users, which allows for a certain amount of flexibility in delivering the care.

3. Retainer

The Provider will deliver planned care hours to support a person’s care plan and delivery of outcomes.  Payment is made on the basis of delivered hours of care (including temporary variations), with the following exceptions where a Retainer will be paid as follows:


c) [bookmark: _Hlk211529098]For unexpected cancellation of visits where 24 hours’ notice has not been provided and the cancelled visit is not the fourth (or more) consecutive visit to be cancelled, the Council shall pay the full price. If it is the second or third visit to be cancelled, the Provider shall notify the Council’s Social Care Community Engagement Team (SCCE) immediately on 0344 800 8020
d) For Service Users who have been absent from the Service for:
(a) 7 days or less (or such longer period as agreed in writing by the social worker), Commissioned Hours for this period multiplied by the Price (this includes occasions where Service Users are in hospital or on holiday);
(b) for days 8-14 of an absence, 50% of the Commissioned Hours. (However, if this retainer is paid then the expectation is that the Provider will be available to promptly provide care to the Service User when they return home); and
e) For Aborted Visits, the Council will provide full payment for the number of Aborted Visits or scheduled visits reduced in duration through individuals’ preference. If it is the second or third visit to be aborted or reduced in duration through the individual’s preference, the Provider shall notify  the Council’s Social Care Community Engagement Team (SCCE) immediately on 0344 800 8020.
3. Method of Payment
3.1 Within ten (10) Working Days of the end of each Payment Period, the Provider shall submit the following documents to the Council for all its cases:
a. Individual call monitoring return;
b. Invoice detail schedule which will show the individual payment amount required alongside actual hours of service delivered per Service User per week.  The payment amount required will include payment for aborted visits and Service User absences.  The hours of service delivered will not include aborted visits and Service User absences;
c. Summary invoice which will show the total payment required for Payable Hours which should be equal to the total payment amounts from the invoice detail schedule.  
3.2	The Provider must use all reasonable endeavours to include all Services for the relevant Payment Period on the invoice.  Retrospective requests for additional payments will not be accepted except in exceptional circumstances.
3.3	If the Provider has delivered Services to a Service User in excess of the Commissioned Hours plus the tolerance allowed for Temporary Variations, then the relevant authorisation for this must be included with the invoice documents.  If such authorisation is not included then the Council will treat the invoice as a disputed invoice as described in Clause 4 below.
3.4	Within thirty (30) Calendar Days of receipt of an undisputed invoice (“Due Date”) the Council will arrange payment by BACS (Bankers Automated Clearing Service) of the undisputed sums due for Services provided in accordance with the Contract.  If the Council fails to make payment by the Due Date of an undisputed invoice, the Provider may charge interest at the statutory rate from the day falling fifteen (15) Working Days after the Due Date.  The Provider must raise a separate invoice in order to initiate any such payment for interest.
3.5	The Council will confirm payment electronically by sending a remittance advice note to the e-mail address provided by the Provider to the Council to facilitate this.  The Service Provider will check that the remittance advice note is correct.
3.6	Payment is deemed to have been made when the Council transmits payment for processing to its BACS Bureau and the Provider accepts that if a non-Working Day falls near the transmission of payment that this may extend the period before the payment will arrive in the Service Provider’s account.
4.	Disputed Invoices
4.1	Within thirty (30) Calendar Days of receipt of an invoice the Council may notify the Service Provider in writing that part of the amount (insofar as the Council is reasonably able to quantify it at that point in time) which the Council disputes and submit to the Provider such supporting evidence as it may have.
4.2	In the event of any dispute regarding part of an invoice the Provider shall issue a new invoice for the disputed amount and a new separate invoice for the undisputed amount.  The new invoice for the undisputed amount shall be paid under Clause 3.4 above.
4.3	The Council and the Provider shall use reasonable endeavours to resolve the dispute as quickly as possible. 
4.4	Any dispute which remains unresolved between the Parties arising from the provisions of this Clause 4 shall be resolved in accordance with Clause 38 (Dispute Resolution).  If the determination of any such dispute shows that:
a. The Council has withheld any amount which the Provider was entitled to be paid, the Council shall pay such amount to the Provider with interest on each case on that amount at the statutory rate from the date on which payment should have been made;
b. The Provider has claimed any amount which it was not entitled to be paid, the Provider shall repay such amount to the Council with interest in each case on that amount at the statutory rate from the date on which payment was made;
4.5	The Provider shall not suspend the provision of Services for failure by the Council to pay disputed charges in connection with this Contract.
4.6	No debt incurred in the delivery of this Contract may be assigned without the prior written Approval of the Council, such approval should not be unreasonably withheld or delayed.
4.7	The Provider shall not obtain payment from Service Users for any part of any Service delivered under a CPLI raised under this Contract.
5.	RECOVERY OF SUMS DUE

5.1		Wherever under this Contract any sum of money is recoverable from or payable by the Provider (including any sum which the Provider is liable to pay to the Council in respect of any breach of this Contract), the Council may deduct that sum from any sum then due, or which at any later time may become due to the Provider under this Contract or any other contract with the Provider.

5.2		Any overpayment by the Council to the Provider shall be recoverable by the Council.

5.3		The Provider shall make any payments due to the Council without any deduction whether by way of set-off, counterclaim, discount, abatement or otherwise unless the Provider has obtained the prior Approval of the Council to such deduction, such approval shall not be unreasonably withheld or delayed.


6.	VALUE ADDED TAX 

6.1   	Any consideration due in respect of taxable supplies under this Contract is exclusive of VAT.

6.2		If this Contract or anything in it gives rise to a taxable supply for VAT purposes on the production of a valid VAT invoice the appropriate Party shall pay to the other a sum equal to that VAT in addition to the relevant consideration.

6.3		The appropriate Party shall provide to the other any information reasonably requested in relation to the amount of VAT chargeable in accordance with this Contract.

6.4		A VAT invoice will not be valid for the purposes of charging VAT if more than forty-eight (48) Months have elapsed since the time of supply.

6.5		It is agreed that neither Party shall be liable for any penalties or interest arising from the accounting nor the failure of the other to account to HM Revenue and Customs at the correct time for any VAT correctly due in relation to the consideration referred to in this Clause 6.

7.	MONITORING

7.1	During the Term the Council will verify a sample of invoice claims that have been submitted on the Supplier Portal by the Provider. The purpose of this exercise is to ensure the accuracy of the claim and that the Provider Portal is operating effectively.

7.2	The Senior Monitoring Officer within the Council’s Payments Team will contact a small number of providers each month to assist with this exercise. When contacted the Provider will be expected to provide the following data and information for the selected invoice period that the Senior Monitoring Officer identifies: 

7.2.1 	Care Worker timesheets or data from the Electronic Call Monitoring System if used. The data must include the time in and time out for each visit claimed for.

7.3	This data will then be reconciled against the entries submitted on the Provider Portal for the same invoice period. The Senior Monitoring Officer will communicate and discuss the outcome of this exercise with the Provider and will request any additional information as required.

7.4	There is an expectation that the Provider will respond to such requests in a timely manner and by the timeframes communicated by the Senior Monitoring Officer. If a Provider does not respond with the required data and information within the timeframes identified this will be escalated to the Category Manager.

7.5	It is expected that if inaccuracies are found as part of the exercise the Provider will remedy these for future invoicing at the agreed timeframes discussed with the Senior Monitoring Officer. Failure to remedy and repeated inaccuracies may result in the reclaiming of funds as referred to in paragraph 5 of this Schedule.
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