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1 introduction
1.1 Purpose of the Guide
This is the second in a series of three inter-connected papers being developed by the Care Service Improvement Partnership (CSIP), which are intended to provide guidance and promote models of good practice concerning; contract terms, service specifications, and tendering/market development.
· Part 1 of this work was completed in December 2005, and dealt with standard terms and conditions for contracts between the local authority and the service provider
.  
· This Part of the guide focuses on service specifications.  It gives a brief overview of the background and context to the current commissioning environment, explores the key issues around different models and approaches, and provides practical framework documents, with examples of suggested headings and wording, via which service specifications may be streamlined or modified as part of achieving a fairer approach to contracting.
· Part 3 is now in preparation and will appear early in 2008 and will look at the market development, tendering and selection process.
It is hoped to encourage widespread take-up by all those engaged in purchasing across residential and domiciliary care. The guides are intended as much for the use of providers as LA employees.  The work excludes Primary Care Trust purchasing of Intermediate Care, Registered Nursing Care Contribution to care homes with nursing, and full NHS funded continuing care. However, the principles behind the guides are transferable, and those contracting for services other than care homes and domiciliary care may also find the guide helpful.
In this part of the guide the specifications discussed, and for which the frameworks are provided, are those for pre-placement agreements; that is they describe what a service should be offering to all and any service user who will receive a service under the terms of that contract.  Within this overall framework an individual placement agreement would then be made to specifically address the needs of an individual
.
It is intended that this work will assist those in local authorities and their partners, who are charged with drawing up service specifications, by providing shared reference points and potentially enabling a more standardised approach.  
1.2 Why the Guide is needed

The guide is addresses the issues of fairness and of consistency.  It is rooted in the national agenda and strategic drivers, relevant legislation, and specialist guidance from a wide range of sources which together represent a shift towards fairer, more transparent and partnership-based approaches for the commissioning of services.

Currently, local authority contracts for purchasing residential and domiciliary care vary enormously, as do the pattern and quality of service provision.  Whilst there are often similarities in standard terms and conditions; as described in Part 1 of the Guide; when it comes to specifying the services that service users are to receive there are significant differences concerning their style, content and length.  Such differences are wasteful when a more standardised approach could be of benefit, they also impose burdens (and costs) on those who supply services across local authorities, but above all else they promote inequalities in the services and the quality that users and carers may expect.
1.3 Methodology
This document has been shaped by:

· A search of national legislation, policy and guidance, and of research and best practice literature.

· A review of a sample of current contracts and specifications in use.
· Consultation via a number of reference groups.
A three tier model of consultation was adopted, comprising:

· A representative group of commissioning authorities from across the country provided the Institute of Public Care (IPC) with copies of service specifications currently in use for both service-types, and commented on a final draft document towards the end of the process, including how they might implement it.
· A reference group of service providers helped in identifying both issues and problems they have experienced with service specifications and contracts, and also offering examples of effective practice.  They also played a key role in commenting on penultimate drafts for service-types relevant to themselves, (ie care homes or domiciliary care).

· A multi-agency group, including service providers for both service types, local authority representatives, and service user bodies, looked at the key issues arising, and bodies offering legal expertise, Office of Fair Trading, Office of Government Commerce, and Commission for Social Care Inspection (CSCI) participated in arriving at a final version of the guide.

2 BACKGROUND
2.1 Current national agenda on commissioning and purchasing
See Part One of the Guide to Fairer Contracting for a broad introduction to the relationship between commissioning and purchasing and a review of the relevant national agenda to December 2005.
Since the publication of Part One of the Guide there have been a number of legislative and research publications with implications for commissioning and purchasing, particularly the former.  These include:
· Our Health, Our Care, Our Say, DH 2006.
· Health reform in England, Update and commissioning framework, DH 2006.
· Strong and Prosperous Communities, local government white paper, DH 2006.
· The Business of Caring, Kings Fund 2005.
· Time to Care, CSCI 2006.
· Relentless Optimism – creative commissioning for personalised care, CSCI, September 2006.
· Increasing the Uptake of Direct Payments, CSIP 2006.
· National Procurement Strategy for Local Government Two Years On, DCLG 2006.
· The Economics of Self Directed Support, In Control 2006.
· The Report of the Third Sector task force, DH 2006.
· A Guide to Procuring Care and Support Services, DCLG 2007.
· The State of Social Care in England 2005-2006, CSCI, December 2006.
· Outcomes-focused Services for Older People, SCIE, December 2006.
· Guidance on contracting for services in the light of the Human Rights Act DCLG, November 2005
The remit of Part 2 of this Guide to Fairer Contracting is contracts for the purchase of residential and domiciliary care, and particularly service specifications.  From the publications mentioned, the main themes to take account of in developing specifications are:
· An emphasis on the importance of taking an outcome based approach.
· The further strengthening of the direction of travel toward Direct Payments and Individual Budgets.
· A common view on the value of fairness and transparency in procurement.
2.2 The Legislative and Regulatory Basis of Domiciliary Care and Residential Care
There is a variety of legislation which relates to domiciliary and residential care, and which has shaped the way in which these services have evolved and are regulated.
Essentially this gives context to four aspects of specifying services:
· What services does a local authority have a duty or power to purchase?
· Who is eligible to receive those services?
· What is the process by which they should be purchased?
· What is the relationship between the setting and monitoring of contract standards and the regulation, inspection and performance assessment functions of the Commission for Social Care Inspection?
National Assistance Act 1948

Sections 21 and 47 placed a duty on local authorities to provide residential accommodation for people in need of care and attention ‘otherwise not available to them’ and obliged local authorities to charge for this accommodation.  Section 29 covered the statutory regime governing the provision of a range of non-residential services, including domiciliary and other community-based services.

The Chronically Sick and Disabled Persons Act 1970
.
The Act required councils to make arrangements for the provision of certain services to individual chronically sick and disabled people, who were ‘ordinarily resident’ in their area.  The council only had to do this if it was satisfied that they were necessary to meet the needs of the person. However, this legislation did begin to specify a range of needs and tasks and to attach statutory duties to them, the most relevant for the purposes of specifying domiciliary care being:
· Provision of practical assistance in the home.
· Provision of meals at home or elsewhere.
· Provision of, or assistance in, taking advantage of educational and recreational facilities both inside and outside the home, including provision of, or assistance with, transport to and from the facilities.
NHS and Community Care Act 1990

A key aim of the Act was a shift from resource led (fitting people into existing services) to needs led assessments; focusing on individual needs rather than available services.  From this time, the care planning process was to determine the needs to be met, the services to be provided, the outcomes to be achieved and the means by which to measure the outcomes.  It was also the start of separating the purchasing and providing functions of local authorities.
Fair Access to Care Services guidance

Fair Access to Care Services (FACS) guidance was published in 2002 and provided councils with a framework for determining eligibility for adult social care.  The fundamental characteristic of this guidance was that individual councils should use one set of eligibility criteria for all adults who seek social services, and base their eligibility criteria on a national framework focusing on needs and associated risks to independence.  Of most significance, in terms of statutory duties, and with implications for commissioning, is that once a council has assessed that an individual’s needs fall within its eligibility criteria, it has a responsibility to meet those needs.  The FACS guidance says that councils, when setting their eligibility criteria and determining eligibility in individual cases, should prioritise not only those in greatest need, but also those whose needs would significantly worsen if they did not receive timely help.
Care Standards Act 2000

Under the CSA, in April 2002 responsibility for the regulation of services provided by all care homes (whether independent, local authority or nursing) in England became the responsibility of the National Care Standards Commission (NCSC) and for the first time regulation was also extended to domiciliary care agencies, where registration also became mandatory from 2003.  In April 2004 the Commission for Social Care Inspection (CSCI) took over the responsibilities of the NCSC in England as a result of the enactment of the Health and Social Care (Community Health and Standards) Act 2003
.
Regulations and National Minimum Standards (currently under review)
Section 23 of the Care Standards Act gave the Secretary of State powers to publish statements of National Minimum Standards (NMS) that the CSCI (then NCSC) must take into account when making its decisions.  CSCI uses the regulations in assessing whether services and those who run them are fit for purpose in making registration decisions, and considers the degree to which a regulated service complies with the standards when determining what improvement action a service should take, whether or not a service should have its registration cancelled, or whether to take any other enforcement action for breach of regulations.
The standards are service specific and set out under a series of ‘outcomes’.  While they are primarily written from the perspective of the service user, they are a mix of what might better be described as outcomes, aspirations, inputs, outputs and processes (see section 3.3.1 below).  This has been recognised by DH in their current review of NMS and regulations, which is partly to address concerns that the “existing suite of performance indicators is insufficiently focussed on outcomes for service users, with too much emphasis on input measures”.  The review is also intended to achieve a more targeted, proportionate and cost effective system of regulation.
Key Lines of Regulatory Assessment (KLORA)
 have been developed by CSCI in consultation with people who use care services, providers of services and inspectors and other key stakeholders.  KLORA has been designed to support inspectors’ judgements and help them form an overview of the service. They will provide inspectors with examples of evidence that may be found in ‘excellent’, ‘good’, ‘adequate’, or ‘poor’ services. They will provide a benchmark for inspectors to judge each outcome group when assessing care home and domiciliary care services, which will inform the Quality Rating. The proposed approach links the assessment of quality of provision to the key outcomes identified in Our Health, Our Care Our Say.
· Exercising Choice and Control.
· Improved Health and Emotional Wellbeing.
· Personal Dignity and Respect.
· Quality of Life.
· Freedom from Discrimination and harassment.
· Making a Positive Contribution.
· Economic Wellbeing.
· Leadership and Management.
This approach also seems to offer the potential for a single framework for providers, across requirements owed to commissioners of their services and requirements owed to the national regulators of their services.
Other Legislation Affecting Specifications

There is a range of other legislation which impacts on the way in which services should be provided, and hence specified. The framework specifications provided within this document take the approach that the provider should be operating in line with these, rather than rehearsing the specific requirements within the documents.
Specifically in relation to the Human Rights Act, at the time of writing there is case law exploring whether a private company operating under contract to a public body is covered by the Act. Guidance from ODPM (now DCLG) recommends that such users can obtain protection equivalent to the Human Rights Act through specifying in the service contract the levels of performance required.

3 KEY ISSUES FOR SERVICE SPECIFICATIONS
The following are usually seen as key functions of a service specification:

· To describe the nature and parameters of the service to be bought.
· To define the people for whom that service should be provided.
· To set the value base within which the service should be provided.
· To set the outcomes that are required.
· To set standards to which the service should be delivered.
· To describe the monitoring arrangements to determine whether or not all the requirements are being met.
The fundamental questions for those writing service specifications for domiciliary services and care homes are:
· Who should be involved in developing them?

· What responsibility does the purchaser have to ensure the quality of service provision for those users who purchase their own care via a Direct Payment or individual budget?

· What should be the focus for describing what is to be bought; outcomes or outputs and processes?
· What is required by way of service standards and monitoring arrangements given that CSCI regulates and monitors these services?

3.1 Who should be involved in developing specifications
In brief, specifications should be developed with the involvement of all the key stakeholders in the provision of the service:

· Commissioning partners.
· Service users/potential users.
· Service providers.
Further attention will be given to this topic in Part Three of the Guide. This will look at tendering processes within the wider picture of market development and processes for ensuring the right providers are in the right place to deliver the right service.

3.1.1 Commissioning partners

The purchasing process, including letting contracts, should fall out of a commissioning strategy, drawn up with commissioning partners.  In purchasing domiciliary care and care home places, such partners are likely to be at least the Primary Care Trust and the housing department but ideally the wider group of agencies involved in local strategic partnerships.  In so far as contracts should then be delivering the aims of the strategy, those partners have a contribution to make to the specification, particularly in ensuring that it is likely to deliver joint outcomes, and to dovetail appropriately with the services for which they are directly responsible.
3.1.2 Service users

Service users should also have an active role in specifying preferences in the way their care is delivered.  While this is most obvious in individual care planning, existing and potential service user input should also be sought in the development of specifications for tenders and for subsequent pre-purchase agreements.  “Systematically and rigorously finding out what people want and need from their services is a fundamental duty of both the commissioners and the providers of services.  It is particularly important to reach out to those whose needs are greatest but whose voices are least often heard”
. There are a number of ways of doing this and each has a place:
· Specific involvement of users in tender processes.
· Reference to existing local user surveys and consultations.
· Use of the literature/existing research into what older people say they want.
When planning for the specific involvement of service users it is vital for the authority to be clear on which of the four main types of engagement it is using, ie:
· Communication – providing information.
· Consultation – ideas, suggestions and feedback.
· Negotiation – securing agreement.
· Participation – working together.
Authorities should be clear themselves, and with participants, on the objectives of service user involvement and the influence it will have.  Whichever process is used it should make sense and feel worthwhile to the user group, allow for good representation, be appropriate to the types of engagement (as set out above), is cost effective to the authority and of course likely to deliver usable results.
If using existing local information that has recorded service user/potential service user views, it is important to take account of:
· The specific purpose of that consultation, and the ways in which people were asked for their views, to ensure that you are not inappropriately extrapolating views in one area to an unrelated area.
· A common difficulty (where the material being considered was developed from user satisfaction surveys) is of the questions being broadly based and of older people having low expectations (although this is gradually changing).  To interpret a high rate of ‘satisfaction’ with a service as signifying that a service specification was meeting all requirements, is likely to be inaccurate.
Nationally there is already a large body of research relating to key service quality issues identified by service users from a range of studies, such as those by Help the Aged
, Social Policy Research Unit
,Joseph Rowntree Foundation
. It is important and cost effective for commissioners to consider such national source material before embarking on any specific local consultation.
3.1.3 Service providers
While it is necessary to take account of EU and council own standing orders around procurement and to ensure fairness within a tendering process, it is possible and valuable outside that process to engage with existing providers, or potential providers through open forums, in considering the development of specifications.  One area where this may be necessary is where commissioners are moving away from a cost and volume approach to service purchase and into purchasing provision based on the outcomes it is desired the contract should achieve..

3.2 People who use Direct Payments or Individual Budgets

Direct Payments (DP) were set up under the Community Care (Direct Payments) Act 1996 and currently over 40,000 people use them. They were extended to people over 65 in 2000.  Individual Budgets (IB) have been heralded in Improving the Life Chances of Disabled People, and the governments commitment to them was confirmed in Opportunity Age (DWP 2005) and Our Health, Our Care, Our Say.  They bring together a number of income streams beyond social care, including Independent Living Fund, Disabled Facilities Grant, and Supporting People.  IBs are currently being piloted in 13 local authorities with results expected in April 2008.
In forecasting demand for the future, commissioning strategies will need to take account of the extent to which DPs and IBs and other evolving services may be taken up (As a guide some of the results from the pilot processes may be helpful here although it is likely they will have received greater resources and attention than when these policies become more mainstream).  There is a responsibility on commissioning bodies to ensure that appropriate provision will be available for all users (including self funders) and not just those for whom the authorities purchase provision.
People receiving DPs/IBs for care at home, IBs for care home provision, or DPs for up to 4 weeks residential care in any one year, may choose to:
· Directly employ an individual care worker, which could leave them without formal protection (such as CRB checks or the regulator’s scope), which could be a choice some people wish to make.
· Purchase from a domiciliary care agency with whom the council has no contractual relationship, which would be regulated by CSCI.
· Ask the council to contract with a chosen service on their behalf.
· Purchase their care from an agency with which the council also already has a contract.
In purchasing and contracting for services, authorities will need to consider how far their service specification offers protection for independent purchasers within this fourth category.  
3.3 Focus – Outcomes or outputs
In recent years increasing attention has focussed on the outcomes to be achieved in commissioning services
. This has primarily centred on specifying overall strategic aims that commissioners wish to deliver, eg, more people helped to live at home. However, in the last couple of years interest has also grown in exploring how contracts can be more outcome focussed. Basically, outcome based contracting is designed to: 
"...shift the focus from activities to results, from how a programme operates to the good it accomplishes."

The distinction between this and current practice is in defining the funding for a service not in terms of outputs achieved, eg, how many places have been supplied or processes to be followed, eg, ‘we will develop a specialist domiciliary care service’ but instead on what outcomes have been delivered. For example, have there been improvements in defined physical symptoms and behaviour or improvements in physical functioning and mobility amongst the population receiving services.
This kind of approach has attracted increasing attention in the USA over the last decade perhaps encouraged by the greater distance between federal contracts and the agencies delivering services, primarily in the voluntary or faith based sectors, than in the UK.
3.3.1 Why move toward an outcome based approach?

Adopting an outcomes based approach may mean some fairly radical changes in the ways that services are contracted for and hence the service specification that they include. For example adopting a full outcomes based contract to domiciliary care may mean changes in the:
· Boundaries that are placed around that service ( a new ‘home care service’ based around outcome objectives  may incorporate current home care, supporting people services, care and repair, health services such as podiatry, continence eservices, mobility services, etc).

· Way in which services are funded and charged for.

· Balance of relationship between provider and commissioner and between both parties and service users and carers (the provider may need to become much more expert in arguing why a particular approach should be adopted and what it will achieve, there may need to be much more negotiation with service users and carers about what outcomes are desired and are achievable).

· Level of creativity needed in providing a response (the new emphasis is on solutions, on delivering good outcomes, rather than in saying ‘we have done our hours’ or ‘the service has been delivered to standard’; therefore we have fulfilled our contract).

· Care planning and assessment processes. This may herald a move away from documents which lead to defining service provision and on to defining outcomes to be achieved and why they are appropriate and deliverable.

· Understanding by service users and carers of when, how and what service may be delivered. The relationship between greater flexibility and certainty need to be explored with each service user.

· Legal contract document that may not always fit traditional local authority expectations of purchasing.
Despite the above potential obstacles there are some clear advantages to the approach:

· A focus on outcomes should mean a better service for the user.  At the moment it is possible to deliver the volumes of service required, in the manner agreed, at the right time, to high quality standards, but still not achieve the desired outcomes.

· It makes the commissioning contracting body focus on exactly what they want the provider to achieve and why.  This may be of particular help where services are to be jointly commissioned.

· For both commissioner and provider it encourages a knowledge driven approach to practice.  Both sides need to know and understand the rationale behind each outcome and to identify methods of practice that can achieve the right demonstrable results. 

· It can help to focus providers on the purpose of the task, both at a general level and at that of individual workers.  Overall outcomes can link into personal targets and appraisal systems, eg, what are you doing to achieve the outcomes the agency is required to meet?

· Achieving outcomes can be both collectively and individually motivating, particularly where the absence of clear achievements, goals and targets in the past has tended to produce an approach which spurns the concept of success. 

· Commissioners and providers working together to arrive at good set of measures can be a beneficial approach to both raising the quality of the service and for enhancing working relationships.

3.3.2 Outcomes for individuals
There are two ‘layers’ of outcome associated with specifications:

· General outcomes to be achieved for all users/carers for whom the contract applies.

· Specific outcomes that would be individually tailored to users / carers.

The first level is about the overall award of a contract or preferred supplier status. This involves the local authority and one or more providers agreeing overall outcomes to be delivered, the approach by which these will be achieved, the funding involved and how such contracts will be measured or monitored. Given that these decisions involve a much greater time commitment from providers than under a cost and volume contract the likelihood is that his would be broken down into two stages. First, a broad based exercise which allows commissioners to specify what is required and providers to make an initial response. At this point it is likely a preferred supplier would be identified. From then on the details of the specification would need to be agreed and measures put in place for monitoring the delivery of outcomes. 

The second tier involves the individual determination with service users and carers of the types of actual provision to be offered, their frequency and potential for change and flexibility within the overall commissioner-provider agreement. There would need to be consensus that the outcomes the services provided were intended to achieve were accessible and agreeable to the service user and carer. This approach could involve; changing the care planning and assessment process for care managers, developing new skills in tripartite negotiation and developing a charging policy based around the key outcomes to be achieved rather than around the services to be delivered.  
Where a less than full outcomes approach is to be used for individual packages within domiciliary care, the care manager may form a view on the overall amount of input likely to be needed to achieve the outcomes for an individual, whether this is described in terms of the overall cost of a package or a maximum /minimum amount of time.  
Within residential care, unless the service user has needs for a particular registration category, or is clearly assessed as having needs that cannot be met at the authority’s usual maximum price, a standard amount per week will normally be paid.  The expectation would then be that over the total stay of each resident, and over the total resident group, input would vary to reflect need and agreed outcomes to be met. Where the price and payment terms are based on a ‘care needs/dependency level’ scale, the price paid may vary over time, as described in Part One of the Guide.

An increasing proportion of people entering residential care and receiving domiciliary care are doing so due to some cognitive impairment.  This can lead to an assumption about their inability to participate in decision making about aspects of their care.  The principles of the Mental Capacity Act
 make clear than an assumption of capacity rather than incapacity should be made,  that a person must be helped to make a decision in a way that best reflects their abilities and that if the person cannot make a particular decision any action must be in the person’s best interests and using the least restrictive alternative. These principles should inform purchaser and provider activities, for example in relation to determining with a service user how outcomes for them are to be met.
3.3.3 Current development of outcome based contracts
Most existing specifications reviewed in the development of this guide at least attempt an outcome based approach, although because many directly quote National Minimum Standards (often without making this explicit), they actually contain a mix of outputs and processes alongside outcomes.  These refer to ‘populations’ of service users, see next section for outcomes for individual service users.
A number of specifications describe activities as outcomes when they are purely processes, ie, they do not include the user centred purpose of the process as National Minimum Standards do.  Examples of this include; ‘there is effective management and delivery of services’.  ‘Service users have summaries of agencies policies and procedures on confidentiality’. Sometimes outcomes are actually represented in specifications but called ‘vision’ or ‘principles’, such as ‘service users will be more independent’.

Most specifications have a combination of different elements all described as outcomes, from those that are clearly so, ‘service users feel valued as individuals’ ‘people are enabled to maintain existing and to form new, relationships.’ to those that clearly are not ‘service users are enabled to access legal services as required’.
Despite there being some examples which show both how outcome based contracting can begin to work and how some of the pitfalls and problems can be overcome
, in terms of this document it needs to be recognised that the development of outcome based contracting in mainstream services is still very much in its infancy.  Consequently, much of this document will still look at how outcome, outputs and processes can best be married rather than setting up a purely outcome based approach.

3.4 Monitoring outcomes and outputs
User satisfaction surveys are a familiar means of assessing the quality of service from the point of view of the service user.  More specific questioning around particular aspects of service delivery can be valuable to explore general feedback in more depth.
The main means of ensuring that needs are being met/outcomes are being achieved, is by individual care management review.  However, few authorities have an effective system for aggregating the findings of these reviews up into an understanding of the performance of a service provider as a whole.  Such systems need to be developed where they do not exist.

It is easier to measure quantitative outputs and processes than outcomes.  If monitoring outputs, commissioners and providers need to have evidence that those outputs are known to be crucial to delivering the required outcomes.  Eg continuity of care worker – it is known from much research that this is crucial to service user satisfaction experience of the quality of their support.
The Care Services Efficiency Delivery group found that ‘electronic monitoring
 and its associated interfaces, such as electronic scheduling, invoicing and automated payroll makes the delivery of home care more effective, more efficient and dependable for adults who need care’
.
This type of approach is often linked to more prescriptive purchases of service by short blocks of time, rather than more flexibly.  However, it is possible to use such systems to enhance a more flexible approach that allows for varying visit times over a week depending on need while still giving confidence to the purchaser.  This was described by a local authority who use this approach as an envelope of time.
3.5 The Relationship between National Minimum Standards and Service Specifications
3.5.1 Current picture in specifications
Given that existing service specifications currently represent a range of relationships with NMS then it is legitimate to ask the question what are specifications intended to achieve over and above NMS in terms of outcomes and standards to be achieved and monitored? The following offers a representative range of examples:
· Authority A has dispensed with specifications completely for care homes and domiciliary care on the basis that they are no longer needed since the introduction of NMS.
· Authority B makes frequent references to NMS throughout and makes clear that this is the key point of reference for all aspects of the services provided, and restates this several times through the document with otherwise brief details under a series of key sections.
· Authority C states that “the service provider will at all times meet the requirements of the NMS for Care Homes” at the end of a 40+page spec but covers the same ground, in detail.
All also expressly state that providers should be registered and abide by regulations, even when they then reproduce them.

3.5.2 Suggested relationship on standards

The principle of having a service specification comes from a time before national regulation of services, and from a corporate approach to contracting that would expect to need a full description of what is to be purchased, for whom and to what quality.

NMS do not set out a description of the service to be bought and for whom, as this is not a function of the regulator for the purchaser. Therefore these two aspects clearly need to be a key part of contract specifications.

The benefits of commissioners and providers working in partnership to achieve improvement is one that is not part of NMS and may usefully be included in specifications, either in a general section on partnership working, or more specifically in the setting of systems to financially acknowledge excellent service, where funding and the local market permits.
However, for the quality elements of standards, the practice advocated in this Guide, and used within the Framework specifications, is that specifications only need contain an explicit requirement that the provider has, and keeps, registration and abides by the regulations taking NMS into account and providing the services set out in their own statement of purpose.
Linking back to section 3.2, it is probably helpful to consider describing outcomes in specifications as promoted in Our Health, Our Care, Our Say.  These reflect areas of development expected of commissioners, and will also help offer consistency to providers who are likely to be inspected against these outcomes under revised CSCI approaches.
3.5.3 Suggested Relationship on Monitoring and review

If CSCI are regulating provider services, including inspection against KLORA and NMS, what is the role of the local authority in monitoring?
CSCI will introduce a quality rating of care services from January 2008. As with ‘excellent’ local authorities, the service rating will influence the inspection frequency, with excellent services only having a formal announced visit every three years. Even so, every service will be required to complete an annual quality assurance assessment (AQAA), so that any issues of concern can be highlighted and appropriate action taken, including inspections. This information can be shared with the commissioning council, (although outside any contract terms is no legal requirement on the provider to do so).
Local authorities should not increase their contract monitoring regime to ‘compensate’ for the changes in frequency of inspection.  The government intention is to reduce what is sometimes seen as the ‘burden of regulation’.  Commissioners can require the AQAA to be made available to them, CSCI will be undertaking an annual service review on all services that have not had a key inspection in the previous 12 months, and NMS expect providers to have a quality assurance system of their own, evidence from which should be used by the commissioner. 

Even when not inspecting, CSCI will also be reviewing other evidence available on performance, which could potentially include any local authority evidence that service user needs were not being met by the provider.

CSCI see the essential difference between the role of themselves and that of local authority purchasers as follows.  CSCI register, regulate and inspect for the ‘capacity’ to meet needs and provide a quality service alongside its statutory duty of improving the quality of social care services in England.  The local authority has a responsibility to ensure that the needs of, and outcomes for, their specific service users, and potentially of self funders, and of people who have bought a service using that council’s DPs or IBs, are actually being met
. Also to obtain value for money, for taxpayers in services purchased or commissioned.
The associated interests of the local authority will be to ensure that:
· The amount of service being paid for is the amount that is being delivered.
· The service users for whom the LA is paying, either directly or via a DP/IB are satisfied with the quality of the service that they are receiving.
· Individual service users outcomes as set out in their care plans are being met.

· Services do not simply stand still, but demonstrate development and improvement.
Monitoring to ascertain progress on the last point can be about supporting provider to improve performance within the terms of the contract, about assessing whether provider is achieving performance that would attract an enhanced rate, or about working with a provider to develop capacity to deliver services in new ways, eg reconfiguring services to respond to research findings about effectiveness
.  Monitoring should also impact on policy development and future commissioning plans and the results of monitoring should always be made available to commissioning bodies to facilitate this.
4 Style and Format of Service Specifications
The overall approach of this Guide to the style of contracts was covered in Part One.  Since then, the third sector commissioning task force has reported on similar lines:

Contracts and specifications should be based on seven fundamental principles.
· “Efficiency: enabling commissioners to achieve quality services at value for money.

· Sustainability: embodying a general approach to a proper working relationship which fosters sustainable, long-term provision (where appropriate) in the interests of service users.

· Proportionality: achieving what is necessary or highly desirable in the simplest possible way.  Document length should be reduced as much as possible and the “kitchen sink” approach abandoned.

· Suitability: reflecting the service that is required and the actual agreement between parties.

· Simplicity: Plain English wherever possible, with clear explanations of jargon.
· Fairness: Reflecting a fair and proper balance between commissioner and provider, with risk properly allocated.

· Equality:  Contracts should be the same for every sector.” 

The proposed format for a specification for a care home contract, and a specification for a domiciliary care contract are set out in the rest of this document.
Framework Service Specifications

1. Domiciliary Care
	Heading/Rationale
	Suggested wording

	INTRODUCTION
	

	This section explains the purpose and status of the document and outlines the key elements:

· Relationship with National Minimum Standards (NMS)

· Partnership approach

· Direction of travel being toward outcomes
It needs to set out in brief what it contains and how it is to be used.

The approach taken in this specification is that there is no benefit to repeating in a specification the quality requirements that are already laid on providers by the Care Standards Act and Domiciliary Care regulations.

See Guide to Fairer Contracting Part One pages 31 and 37 for clauses on dispute resolution and termination.

Basing the specification as far as possible on the outcomes to be achieved should enable a joint approach to determining how they can best be met, and avoid an over reliance on the prescription of processes and outputs.  This should save time and resource for both commissioners and providers and deliver a more focused service to users.

The concept of a partnership relationship (although not a legal entity) informs the whole of this Fairer Contracting Guide – see Part One p. 20

	This document sets out a service specification relating to the provision of domiciliary care for [appropriate service user group] in XXXX authority.  It describes the key features of the service being bought and should be read in conjunction with the terms and conditions section of the contract.

The purpose of domiciliary care is to enable service users to remain in their own homes, living as independently as possible.

It is a requirement that all providers will be registered with the Commission for Social Care Inspection (and its successor body) and will maintain registration throughout the duration of this contract.  Therefore, the regulations required for registration (and their associated standards), and the monitoring of the achievement of those regulations and standards, are not duplicated in this specification. The authority expects all providers to operate at a ‘good’ quality rating from CSCI and strive for excellence. An ‘adequate’ rating will trigger the requirement for contract review and an agreed action plan for improvement. Contractual position on Dispute Resolution and Termination are set out under the terms and conditions section of this contract.
The commissioners wish, in partnership with service users and providers, to move towards an outcome based approach to the purchase and provision of service and this document reflects that direction of travel.

XXXXXX authority wishes to work in partnership with care providers in delivering a high quality of homecare to its service users.  The aim is to maximise the use of available resources by establishing longer-term, more integrated relationships with service providers.

By signing up to a “partnership approach”, XXXXX authority and service providers are making a commitment to:

· Share key objectives.

· Collaborate for mutual benefit.

· Communicate with each other clearly and regularly.

· Be open and honest with each other.

· Listen to, and understand, each other’s point of view.

· Share relevant information, expertise and plans.

· Avoid duplication wherever possible. 

· Monitor the performance of both/all parties.

· Seek to avoid conflicts but, where they arise, to resolve them quickly at a local level, wherever possible.

· Seek continuous improvement by working together to get the most out of the resources available and by finding better, more efficient ways of doing things.

· Share the potential risks involved in service developments

· Promote the partnership approach at all levels in the organisations (eg, through joint induction or training initiatives).

· Have a contract which is flexible enough to reflect changing needs, priorities and lessons learnt, and which encourages service user participation.



	REQUIRED SERVICE OUTCOMES
	

	A general outcome for the service may help commissioners and providers concentrate on the purpose behind commissioning it. It also helps on maintaining a focus above that of particular tasks and times.  Specific outcomes for each service user would be detailed on their care plan, and could be used to describe what is being bought for each individual.

Reference to the outcomes as set out in Our Health, Our Care, Our Say will ground the specification in the national agenda for purchasers and be helpful to providers who will be inspected against these outcomes by CSCI (and its successor body).

	Service users are able to remain in their own home and to achieve and maintain their potential in relation to physical, intellectual, emotional and social capacity.

The implementation of this contract should contribute to the following outcomes for service users which are also those sought by White Paper, Our Health, Our Care, Our Say, and to which the Commission for Social Care Inspection will be inspecting – 
· Exercising Choice and Control.
· Improved Health and Emotional Wellbeing.
· Personal Dignity and Respect.
· Quality of Life.
· Freedom from Discrimination and harassment.
· Making a Positive Contribution.
· Economic Wellbeing.



	CORE PRINCIPLES
	

	The purpose of core principles is to confirm the overall approach to be adopted in delivering the service.

For some authorities there will already be a set of values or principles that should apply to all contact with service users.  In that case they would be used in the specification.

	This set of principles should apply to all contact with Service users and their carers:
· To treat people as individuals and promote each person's dignity, privacy and independence.
· To acknowledge that all care workers are visitors in the service users home and should act accordingly.
· To acknowledge and respect people's gender, sexual orientation, age, ability, race, religion, culture and lifestyle.
· To maximise people’s self care abilities and independence.

· To recognise people’s individuality and personal preferences.

· To provide support for carers, whether relatives or friends, and recognise the rights of other family members.
· To acknowledge that people have the right to take risks in their lives and to enjoy a normal lifestyle.

· To provide protection to people who need it, including a safe and caring environment.



SERVICE DESCRIPTION
	Tasks to be carried out 

	Assuming that a non-outcomes based approach is being adopted then it is necessary to set out the type of tasks expected to be undertaken,.

However, any such list must be identified as indicative and not exhaustive, as the overriding factor should be outcomes to be achieved.

The specification is giving an overall description of the types of service that will be commissioned during the life of the contract, but the service to individuals will be commissioned through individual referrals and described on the person’s care plan.

The range of tasks described will depend on local factors.  For example, there may be agreements negotiated with PCTs about carers undertaking some limited health care tasks with appropriate training and supervision. 

The level at which the FACS eligibility criteria has been set, and how the prevention agenda is being pursued locally, will also affect the likelihood or not of practical domestic tasks being undertaken.

The possible tasks identified here are those for a broad based domiciliary care service.  Where the model is being used for a more specialist service; such as for a particular ethnic group, night sitting, or short term rehabilitation; the tasks described would need to reflect that.

Service volume
	The tasks and support to be undertaken with and for service users are likely to include the following, however this list is neither exhaustive, nor needed in all cases, and will depend on which tasks are identified as most likely to meet agreed service user outcomes:

Personal care:

· Assisting the service user to get up or go to bed;

· Washing, bathing, hair care, denture and mouth care, hand and fingernail care, foot care (but not toe-nail cutting or any other aspect of footcare which requires a state registered chiropodist);

· Catheter care (external)

· Assisting the user with:

· dressing and undressing;

· toileting, including necessary cleaning and safe disposal of waste; 

· assisting the service user with food or drink preparation; 

· eating and drinking, including associated kitchen cleaning and hygiene; 

· attending day care, hospital appointments etc;

· shopping and handling their own money, including accompanying the service user to the shops;

· on behalf of the service user shopping, collecting pensions, benefits or prescriptions, paying bills for service users or other simple errands;

· dealing with correspondence;

· caring for children or other dependents;

· taking medication which has been prescribed to them in accordance with agreed protocols
Cleaning and Housecare

Cleaning the home, which may include vacuuming, sweeping, washing up, polishing, cleaning floors and windows, bathrooms, kitchens, toilets etc and general tidying, using appropriate domestic equipment and appliances as available;

· Making beds and changing linen.
· Lighting fires, boilers etc.
· Disposing of household and personal rubbish.
· Cleaning areas used or fouled by pets.
· Assisting with the consequences of household emergencies including liaison with local contractors.

· Washing clothes or household linens, including fouled linen; drying, necessary ironing, storage and simple mending.


Skills Development

Where appropriate, assisting the service user to develop or maintain their own skills in any of the areas covered.


Visiting Services

To check on someone's continuing well-being or to alleviate isolation.

Other Services

Assisting the service users to access community-based services such as laundry, gardening, shopping, home decoration, household odd jobs, etc.

Tasks will exclude nursing care which is the responsibility of the Health Service, except where this has been specifically agreed locally.

Where it is agreed as appropriate to meet the agreed outcomes for service users, the care task may include staff spending time talking to, relating with, and understanding the lives of service users
The way in which the service is provided should respect the ethnic and cultural background of the service user. 



	Where the specification relates to a block contract, it may set out the number of hours being purchased. This can allow flexibility over the life of the contract and can instead be done in a side letter to the contract.
	XXX is purchasing xxx hours of domiciliary care over XXX time period.


	Service user groups
	

	This tells the provider who the service is for. The example is for older people.
If specialist services are to be provided, the client groups need to be specified  

The specification should note that Direct Payment/Individual Budget recipients may choose to use this service. 

	The service users will be people who meet the eligibility criteria of the local authority, and are physically frail, and/or may have learning or other cognitive difficulties, mental health problems, or disabilities. [or other descriptions as appropriate]

The service may also be used by individuals within the above categories who choose to use their direct payment or individual budget to purchase services direct from the provider.



	Hours of service availability 
	

	To be effective in maintaining people at home, and to afford a reasonable quality of life, domiciliary care services need to be available flexibly. The expectations should set out to enable the provider to ensure that they are able to recruit and support care staff to deliver the service.
If services are being commissioned outside the core hours, this also needs to be stated.
	The service will be available as required 7 days a week between the hours of 7.00 to 22.00.  
Waking nights and sleep-ins from 22.00 to 07.00.


	Geographical coverage
	

	Some contracts will be for delivery of service across the whole of a local authority area, others for particular districts or zones.  The latter will often apply for example in large shire counties.  There may be differential payment for covering difficult areas such as rural, to reflect the additional travelling time or recruitment problems – any such payment issues would be covered in the terms and conditions, see Part One of the Guide.

The geographical area to be covered should be made clear to the provider.  It is also important for commissioners to make clear to care managers, or other commissioners of individual care packages, the referral route for each address to ensure that the correct provider is approached.  It should not be left to the provider to gatekeep the referral routes.

	The service provider will cover the XXX local authority area in its entirety.

OR

This service covers XXXX district only.

AND

No referrals should be accepted for service users from outside this area unless by specific agreement with the service commissioner.




	ACCESSING THE SERVICE
	

	It needs to be clear to providers from the specification where referrals will come from, the information they can expect to accompany them, and the relevant timescales and criteria around acceptance or rejection of referrals and the commencement of the service.

Referrals are likely to be via the statutory care management route.  An increasingly common alternative is through a ‘brokerage’ service. The range of potential sources need to be stated if they are likely to be wider than this.

Each local authority will have their own forms and procedures for making referrals and agreeing a service for individual service users.  The framework specification sets out the broad requirements.

It is appropriate to state the commissioning basis for the service, and to link to the terms and conditions which will be set out in more detail in the other main contract document. 
It is in the service users’ interests for the service provider to have the discretion to respond to urgent increased levels of need.

Recipients of Direct Payments or Individual Budgets may choose to purchase from this provider.  If so, they may also wish to receive their service according to the terms of this specification.  This should be noted although falling outside the formal contractual relationship between the provider and the council.
	Each service user’s individual needs will be identified through an assessment completed by a care manager from the commissioning team.

A care plan will be produced, with input from the service user, to identify how these needs will be met and the outcomes to be achieved.

Where domiciliary care is seen as an appropriate option there will be an initial telephone conversation with the provider to determine whether they can offer a service to the service user.  

Any agreed service will be confirmed by the care manager/broker in writing within XX hours.  Other than in exceptional circumstances of confidentiality, the care plan will be shared with the provider. In any event, the commissioner will provide sufficient information about the individual, their needs agreed outcomes, and the expected service response, to enable the provider to deliver the appropriate service. 

Within X days for non-emergency, or X hours for emergency referrals, the provider must notify XXX local authority whether or not it accepts the referral in question.

Communication in writing includes by electronic means.

The provider will accept referrals from the commissioner subject to:

· Capacity within the contract.

· The service commissioned being in accordance with registration requirements.

· The service commissioned being in accordance with this specification.

· The service user accepting the conditions of the service provider.

If the provider believes that the person’s needs fall outside their expertise, or outside the agreed price, this should be discussed with the commissioner.

Services shall be commissioned in the following way:

a) The specific outcomes to be achieved for the individual service user by their package of care shall be agreed between care manager, provider and service user. 

b) To achieve the outcomes, a number of hours will be agreed to be delivered during a week.  Actual tasks, delivery times and the duration of each visit shall be agreed between the service user and the service Provider in accordance with the service users care plan.  The commissioner must agree that the agreed times and tasks appear appropriate to the delivery of the outcomes set.
Service providers should signal the need for review of the arrangements to the local authority upon significant change to the service user's condition or in the way that service user would prefer to have their service provided.  In those circumstances service providers may need to deploy extra care worker time to an extent not exceeding XX% of the weekly volume of service agreed in the Individual Placement Agreement without the prior consent in writing of the local authority.
Individuals who have received Direct Payments or Individual Budgets may also approach the provider directly.  They will enter into their own contract, but this specification should be offered as an option.


SERVICE STANDARDS
	As stated in the introduction, standards will be those set by DH and inspected by CSCI (and its successor body).  The specification should reference the relevant document.
	The commissioners require the provider to meet those regulations and standards set out in Domiciliary Care, National Minimum Standards.


	MONITORING AND REVIEWING
	

	The review of individual packages against the outcomes initially expected of the placement is a key element of contract monitoring and the commissioner needs to have systems need to be in place to aggregate the result of these reviews.

In this section, it is important to note that the formal monitoring role is held by CSCI (and its successor body) and that the local authority will review all reports and provider self assessments.

This process will  link directly to issues of material breach/compliance which are dealt with in Part 1 of the guidance, p.38

Part one of this Guide addresses issues of invoicing. While standards will be addressed through CSCI regulation, commissioners may wish to assure themselves that they are receiving the service paid for. This may be done electronic monitoring, or through timesheet sampling and spot checks. The specification should reflect this.

The specification has already stated a commitment to partnership working, and there should be regular service development meetings involving commissioners and providers, as well as other points of contact with service users and carers which will provide valuable feedback on the service.   


	Formal care management reviews will be requested by the service commissioner and will be held within a reasonable time with consideration of the time commitments of the participants, the date of the last formal review, and the urgency of the need.

A formal review will be held as often as the service commissioner feels is necessary, or as requested by the service user, but at least annually.

The review will involve the service user, the service provider or designated representative and the service commissioner’s representative.

Such other people that appear necessary and are wanted by the service user may be invited by agreement.  Consideration will be given to ensure convenience and adequate notice for all participants wherever possible.

The review will address the extent to which the initial outcomes required of the placement are being met.

The service user’s care plan will be amended as appropriate following the review.

The commissioners will review all inspection reports for the agency. 

The provider should supply to the commissioner a copy of its annual self assessment produced for CSCI ( and its successor body) within one week of its submission to CSCI.
Where any issues are raised that cause concern, these will be discussed with the provider, see also the contract heads of agreement.

The commissioner will undertake occasional checks to assure themselves that the service user is receiving the service as commissioned and that the invoicing is accurate.

The commissioner’s representatives may wish to visit the agency office from time to time.  Reasonable notice will be given except where there may be any reason for concern about the welfare of service users. 



	Any requirements for data collection to enable the local authority to submit data for national monitoring needs to be stated, where possible specifying the frequency/timescales around this, to give providers adequate notice of what is required.
	The performance of the local authority is monitored against national indicators.  To facilitate this, the commissioners require the provider to submit annual data on size of care packages.  This will be required for a specific week each September.


APPENDIX 1 - LEGISLATION
	As providers of services, and as employers, domiciliary care agencies are governed by a complex range of legislative requirements and standards.  Commissioners should not need to restate providers’ obligations but it is helpful to spell out the commissioner’s expectation that providers will meet these obligations.  The spec may list the key Acts and regulations but should make clear that this is not exhaustive and that as new legislation is introduced, or existing legislation amended, that should also be taken account of by the provider.
In the spirit of partnership it can also be noted that the commissioner will also be operating within their own legislative framework.

As stated in the introduction, the spec does not replicate NMS.  The requirement on providers to meet these standards does need to be made explicit.
	Legislation, and any associated case law, guidance and codes of practice which providers must take account of will include, but is not limited to:
· National Care Standards Act (2000)

· NHS and Community Care Act (1990)

· Health and Safety at Work Act (1974) and all subsequent guidance
· The Human Rights Act 1998
· Sex Discrimination Act (1975)

· Race Relations Act (1976), Race Relations Amendment Act (2001) and all subsequent guidance.

· The Data Protection Act (1998)

· Chronically Sick and Disabled Persons Act (1970)

· Disability Discrimination Act (1995) and as amended 2005
· Food Safety Act (1990)

· Carers Recognition and Services Act (1995)

· Community Care (Direct Payments) Act (1996)
· Health and Social Care Act, 2001
· Rehabilitation of Offenders Act (1974)

· Equal Pay Act (1970)

· The Working Time Regulations (1998)

· Management of Health and Safety at Work Act Regulations (1999)

· Manual Handling Regulations (1992)

· Control of Substances Hazardous to Health (COSHH)

· Reporting of Injuries, Diseases, and Dangerous Occurrences Regulations (1995) (RIDDOR)

· Lifting Operations and Lifting Equipment Regulations (1998)

· Provision and Use of Work Equipment (1999)

· Freedom of Information Act, 2000

· Mental Capacity Act, 2005

All providers of domiciliary care must meet the requirements of the Care Standards Act 2000 as reflected through the National Minimum Standards and Regulations for Domiciliary Care, published by the Department of Health 2003 (including all associated legislative frameworks, requirements, policies and documentation) and any subsequent amendments or re-enactments to them.
The commissioner should also operate within the relevant legislative requirements.


Framework Service Specifications
2. Care homes

	Headings/rationale
	Suggested wording

	INTRODUCTION
	

	This section explains the purpose and status of the document and outlines the key elements:

· Relationship with NMS

· Partnership approach

· Direction of travel being towards outcomes

It needs to set out in brief what the document contains and how it is to be used. If the contract is for care home with nursing, this specific element can be added to the ‘purpose’ paragraph.

The approach taken in this specification is that there is no benefit to repeating in a spec the quality requirements that are already laid on providers by the Care Standards Act, Care Home Regulations and the quality rating process.

Moving the specification to the outcomes to be achieved should enable a joint approach to determining how they can best be met, and avoid an over reliance on the prescription of processes and outputs. This should save time and resource for both commissioners and providers and deliver a more focused service to users.

The concept of a partnership relationship (although not a legal entity) informs the whole of this Fairer Contracting Guide – see Part One p. 20

	This document sets out a service specification relating to the provision of care homes for [appropriate service user group] in XXXX authority.  This is a pre-placement agreement.  It describes the key features of the service being bought, and should be read in conjunction with the terms and conditions section of the contract.

The purpose of the service is to provide accommodation, care, support and stimulation to those people who can no longer live in their own homes.

It is a requirement that all providers will be registered with CSCI (and its successor body) and will maintain registration throughout the duration of this contract.  Therefore, the regulations required for registration (and their associated standards), and the monitoring of the achievement of those regulations and standards are not duplicated in this specification. The authority expects all providers to operate at a ‘good’ quality rating from CSCI and strive for excellence. An ‘adequate’ rating will trigger the requirement for contract review and an agreed action plan for improvement.  

The commissioners, in partnership with service users and providers, wish to move toward an outcome based approach to the purchase and provision of service and this document reflects that direction of travel.

XXXXXX authority wishes to work in partnership with care providers in delivering a high quality of care to its service users.  The aim is to maximise the use of available resources by establishing longer-term relationships with service providers.

By signing up to a “partnership approach”, XXXXX authority and service providers are making a commitment to:

· Share key objectives.
· Collaborate for mutual benefit.
· Communicate with each other clearly and regularly.
· Be open and honest with each other.
· Listen to, and understand, each other’s point of view.
· Share relevant information, expertise and plans.
· Avoid duplication wherever possible.
· Monitor the performance of both/all parties.
· Seek to avoid conflicts but, where they arise, to resolve them quickly at a local level, wherever possible.
· Seek continuous improvement by working together to get the most out of the resources available and by finding better, more efficient ways of doing things.
· Share the potential risks involved in service developments.
· Promote the partnership approach at all levels in the organisations (eg, through joint induction or training initiatives).
· Have a contract which is flexible enough to reflect changing needs, priorities and lessons learnt, and which encourages service user participation.



	REQUIRED SERVICE OUTCOME
	

	A general outcome for the service may help commissioners and providers concentrate on the purpose behind commissioning it. It also helps to maintain a focus above that of particular tasks and times.  Specific outcomes for each service user would be detailed on their care plan, and could be used to describe what is being bought for each individual.

Reference to the outcomes as set out in Our Health, Our Care, Our Say will ground the specification in the national agenda for purchasers and be helpful to providers who will be inspected against these outcomes by CSCI (and its successor body).
	Service users have comfortable and safe accommodation in which they can maximise their potential in relation to physical, intellectual, emotional and social capacity.

The implementation of this contract should contribute to the following outcomes which are also those sought by White Paper, Our Health, Our Care, Our Say, and to which CSCI ( and its successor body) will be inspecting – 

· Exercising Choice and Control.
· Improved Health and Emotional Wellbeing.
· Personal Dignity and Respect.
· Quality of Life.
· Freedom from Discrimination and harassment.
· Making a Positive Contribution.
· Economic Wellbeing.



	CORE PRINCIPLES
	

	The purpose of these is to confirm the overall approach to be adopted in delivering the service. 

For some authorities there will already be a set of values or principles that should apply to all contact with service users. In that case they would be used in the specification. 
	This set of principles should apply to all contact with Service users and their carers:
· To treat people as individuals and promote each person's dignity, privacy and independence.
· To acknowledge and respect people's gender, sexual orientation, age, ability, race, religion, culture and lifestyle.
· To maximise people’s self care abilities and independence.
· To recognise people’s personal preferences.
· To provide support for carers, whether relatives or friends, and recognise the rights of other family members.
· To acknowledge that people have the right to take risks in their lives and to enjoy a normal lifestyle.
· To provide protection to people who need it, including a safe and caring environment.



	SERVICE DESCRIPTION
	

	This should be an overall description of the type of service being commissioned.
	The service provided in care home accommodation should include a single room (unless service users wish to share), personal toilet facilities, full board, personal care, [add nursing care where appropriate] supervision on a 24 hour basis, and day time activities. Exceptions can be made where agreed on the  service user’s care plan as prepared or agreed by the service user’s care manager/budget holder and the service user.
The care home should offer older people the opportunity to enhance their quality of life by providing a safe, manageable and comfortable environment, plus care, support and stimulation.



	It is important to set out the type of tasks expected to be undertaken, This is the detail of the service being commissioned from, and needs to be clear to, the provider.

However, any such list must be identified as indicative and not exhaustive, as the overriding factor should be the outcomes to be achieved.


	The tasks and support to be undertaken with and for service users are likely to include the following, however this list is not exhaustive, nor needed in all cases:

· To help the service user with self care when this is difficult because of his/her frailty or disability.

· To help the service user retain his/her self respect and dignity when he/she meets, sees, or is seen by others within the home (this includes the staff of the home).
· As part of an agreed programme of rehabilitation designed to assist service users to re-establish lost skills or develop new skills in personal care, this may include enabling service users to assist with tasks around the Home.

· As well as specific personal care tasks, providers should make it a clear and acceptable aspect of the work of their staff that part of the personal care task is for staff to spend time talking to, relating with, and understanding the lives of service users.

· Each service user should be assisted in such a way so that any distress or discomfort is avoided or minimised, paying due regard to his/her health, safety and dignity and encouraging the development of personal skills and the exercise of choice and control.

In addition, and in the context of a person-centred approach, the care home will assist with social/ spiritual/emotional needs such as:
· Orientation within the home and outside.
· Companionship.
· Games/intellectual stimulation.
· Socialising with friends/family.
· Arrangements for worship.
· Fitness activities.
The way in which the service is offered should be appropriate to the ethnic and cultural background of the service user

For each individual service user, the determining factor will be the outcomes to be achieved.  The service user, and where appropriate their relative/friend, should always be central to discussions as to how those outcomes should be achieved.


	SERVICE VOLUME
	

	Where the specification relates to a block contract, it may set out the number of hours being purchased.  This can allow more flexibility over the lifetime of a contract and is sometimes instead done in a side letter to the contract.

	XXX is purchasing xxx care home places over XXX time period

	SERVICE USER GROUPS
	

	The key eligibility criteria and groups of people for whom the service is relevant describe those for whom the service is being bought.

The examples given here are for older people, other care groups would be described as appropriate.

	XXXXX local authority has a statutory responsibility to ensure the provision of appropriate accommodation for people who are no longer able to live independently in the community due to the effects of age, disability or infirmity. 
Service users will be assessed through the care management process as requiring care in a residential setting.

Service users will have an assessed need for assistance and attention during the day and at night.



	ACCESSING THE SERVICE
	

	The commissioner and the provider both have responsibilities in ensuring an appropriate and smooth admission process.  This involves a timely process, initial checking that the home is suitable, effective communication of key information about the service user, their strength, needs and preferences, and the development of an agreed set of outcomes and ways in which they will be achieved.

It is vital that the requirement for the care plan to be the product of a mutual process, where individual preferences have been discussed, is reflected in the wording of the specification.  
Given the high proportion of care home residents with cognitive impairment it is important to make clear that capacity to make decisions is not dependent on capacity to communicate in usual ways.

	The local authority, the provider, the service user and carer (where appropriate) must be satisfied that the service user could have their needs met, and achieve the agreed outcomes by living within the home concerned.
The provider will enable the service user and carer (this includes relative, friend, advocate) to visit the care home prior to admission and to talk to existing residents to ensure the service user is satisfied with their choice.

The care manager and service user/carer will together draw up and agree a community care plan (where funding is by the local authority), and this must be forwarded to the provider.  This care plan will identify the outcomes intended to be achieved by the care home service.

Service users will be referred and the admission process commenced with minimum time delay (target – xx hours).  All admissions will be completed within x working days from the point at which the provider has informed the local authority of the vacancy occurring (unless service user circumstances require a variance).
A full care plan will be drawn up by the provider not more than X weeks after admission.  This will be drawn up with the service user.  This care plan will include the outcomes from the community care plan and will describe in detail the way they are to be met for that service user.  Attention will be given by the provider to ascertaining the special needs and interests of the service user. This care plan should also include a risk assessment.

 This care plan will be agreed by the provider, the local authority and service user.  An outline care plan will be in place from the time of placement and will be agreed by the provider, the local authority and service user.  Care plans will be reviewed annually as a minimum by the commissioner.

Where the service user has a cognitive impairment, every effort should be made to engage with them in the best way to discover their views and preferences in accordance with the Mental Capacity Act Code of Practice.
Residents should be made aware of the availability of advocacy services.



	SERVICE

STANDARDS 
	

	As stated in the introduction, standards will be those set by DH and inspected by CSCI (and its successor body). The specification should reference the relevant document.
	The commissioners require the provider to meet those regulations and standards set out in Care Homes for Older People, National Minimum Standards.


	MONITORING AND REVIEW 
	

	The review of individual packages against the outcomes initially expected of the placement is a key element of contract monitoring and the commissioner needs to have systems in place to aggregate the result of these reviews.

Monitoring of the home for its meeting of NMS will be undertaken by CSCI, (and its successor body) and the commissioners can view those reports and provider self assessments. 

This process will  link directly to issues of material breach/compliance which are dealt with in Part 1 of the guidance, p.38

The specification has already stated a commitment to partnership working, and there should be regular service development meetings involving commissioners and providers, as well as other points of contact with service users and carers which will provide valuable feedback on the service.   

Requirements for the provider to notify the commissioner on the death of a service user are set out in the terms and conditions part of the contract.  Unless the commissioner wishes to spot check that this is happening with unfamiliar providers there may be no other need to monitor that the service being paid for is the service being given.


	Care management reviews may be requested by the service user, the commissioner and by any persons involved and will be held within a reasonable time with consideration of the time commitments of the participants, the date of the last formal review, and the urgency of the need.

A formal review will be held as often as the service commissioner feels is necessary, but at least annually.

The review will involve the service user, the service provider or designated representative and the service commissioner’s representative.

Such other people that appear necessary and are wanted by the service user may be invited by agreement.  Consideration will be given to ensure convenience and adequate notice for all participants wherever possible.

The review will address the extent to which the initial outcomes required of the placement are being met.

The service user’s care plan will be amended as appropriate following the review.

The commissioners will review all inspection reports for the home. The provider should supply to the commissioner a copy of its annual self assessment produced for CSCI ( and its successor body)

Where any issues are raised that cause concern, these will be discussed with the provider.

Any compliance issues will be dealt with as set out in the contract terms.

The commissioner’s representatives may wish to visit the home from time to time.  Reasonable notice will be given except where there may be any reason for concern about the welfare of service users. 




APPENDIX 1 – Legislation 

	As providers of services, and as employers, care home providers are governed by a complex range of legislative requirements and standards.  

Commissioners should not need to restate providers’ obligations but it is helpful to spell out the commissioner’s expectation that providers will meet these obligations.  The specification may list the key Acts and regulations but should make clear that this is not exhaustive and that as new legislation is introduced, or existing legislation amended, that should also be taken account of by the provider.

As stated in the introduction, the spec does not replicate NMS.  The requirement on providers to meet these standards does need to be made explicit.


	Legislation, and any associated case law, guidance and codes of practice which providers must take account of will include, but is not limited to:
· National Care Standards Act (2000)

· NHS and Community Care Act (1990)

· Health and Safety at Work Act (1974) and all subsequent guidance
· Human Rights Act, 1998
· Sex Discrimination Act (1975)

· Race Relations Act (1976), Race Relations Amendment Act (2001) and all subsequent guidance.

· The Data Protection Act (1998)

· Chronically Sick and Disabled Persons Act (1970)

· Disability Discrimination Act (1995)

· Food Safety Act (1990)

· Carers Recognition and Services Act (1995)

· Community Care (Direct Payments) Act (1996)
· Health and Social Care Act, 2001
· Rehabilitation of Offenders Act (1974)

· Equal Pay Act (1970)

· The Working Time Regulations (1998)

· Management of Health and Safety at Work Act Regulations (1999)

· Manual Handling Regulations (1992)

· Control of Substances Hazardous to Health (COSHH)

· Reporting of Injuries, Diseases, and Dangerous Occurrences Regulations (1995) (RIDDOR)

· Lifting Operations and Lifting Equipment Regulations (1998)

· Provision and Use of Work Equipment (1999)

· Freedom of Information Act 2000

· Mental Capacity Act 2005

All care homes must meet the requirements of the Care Standards Act 2000 as reflected through the National Minimum Standards and Regulations for Care Homes for older people, published by the Department of Health 2003 (including all associated legislative frameworks, requirements, policies and documentation) and any subsequent amendments or re-enactments to them.
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