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Items for Decision 
 

1. Declarations of Interest  
 

See guidance below. 
 

2. Questions from County Councillors  

 
Any county councillor may, by giving notice to the Proper Officer by 9 am two working 

days before the meeting, ask a question on any matter in respect of the Cabinet 
Member’s delegated powers. 

 
The number of questions which may be asked by any councillor at any one meeting is 
limited to two (or one question with notice and a supplementary question at the meeting) 

and the time for questions will be limited to 30 minutes in total. As with questions at 
Council, any questions which remain unanswered at the end of this item will receive a 

written response. 
 
Questions submitted prior to the agenda being despatched are shown below and will be 

the subject of a response from the appropriate Cabinet Member or such other councillor 
or officer as is determined by the Cabinet Member, and shall not be the subject of further 

debate at this meeting. Questions received after the despatch of the agenda, but before 
the deadline, will be shown on the Schedule of Addenda circulated at the meeting, 
together with any written response which is available at that time. 

 

3. Petitions and Public Address  

 
Members of the public who wish to speak at this meeting can attend the meeting in 
person or ‘virtually’ through an online connection. 

 
Requests to speak must be submitted by no later than 9am four working days before the 

meeting.  Requests to speak should be sent to 
committeesdemocraticservices@oxfordshire.gov.uk . 
 

If you are speaking ‘virtually’, you may submit a written statement of your presentation to 
ensure that if the technology fails, then your views can still be taken into account. A 

written copy of your statement can be provided no later than 9 am 2 working days before 
the meeting. Written submissions should be no longer than 1 A4 sheet.  
 

4. Minutes of the Previous Meeting (Pages 1 - 2) 

 

5. Dimensions - Henley. Oxford, Wallingford, Didcot, Abingdon, 
Banbury lot 1, 2, 4 and 5 contract replacement (Pages 3 - 8) 

 
Cabinet Member: Adult Social Care 
Forward Plan Ref: 2024/359 

Contact: Jordan Marsh, Commissioning Officer 
Jordan.marsh@oxfordshire.gov.uk 

 
Report by Director of Adult Social Care (CMDASC). 

mailto:committeesdemocraticservices@oxfordshire.gov.uk
mailto:Jordan.marsh@oxfordshire.gov.uk
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The Cabinet Member is RECOMMENDED to: 

 
a) agree to the re-tender of the supported living services currently provided by 

Dimensions under four separate service contracts – Henley, Oxford, 
Wallingford, Didcot, Abingdon, Banbury (HOWDAB) lot 1, 2, 4 and 5 
(“Current Service Contracts”); 

 
b) agree to separating the services provided under the Current Service 

Contracts into two different contracts based on the needs of the people 
supported (“New Contracts”); and 

 

c) delegate the completion of New Contracts to the Director of Adult Social 
Care following the selection of a provider or providers under the mini-

competition process of the Live Well Supported Services Framework 
Agreement under Lot 1. 

 

 
Report by Director of Adult Social Services. 

 

6. Short Stay Hub Beds (Pages 9 - 64) 

 

Cabinet Member: Adult Social Care 
Forward Plan Ref: 2024/289 

Contact: Ian Bottomley, Lead Commissioner – Age Well 
Ian.bottomley@oxfordshire.gov.uk 
 
Report by Director of Adult Social Care (CMDASC). 

 
The Cabinet Member is RECOMMENDED to: 
 

a) approve the procurement and commitment of budget to purchase the 

new Short Stay Hub Bed (SSHB) model; and 

 
b) delegate to the Director of Adult Social Services authority to award call 

off contracts under the Light Touch Care Homes Framework further to 
procurement.  

 

Councillors declaring interests  
General duty  

You must declare any disclosable pecuniary interests when the meeting reaches the item 

on the agenda headed ‘Declarations of Interest’ or as soon as it becomes apparent to 

you.  

 

What is a disclosable pecuniary interest?  

Disclosable pecuniary interests relate to your employment; sponsorship (i.e. payment for 

expenses incurred by you in carrying out your duties as a councillor or towards your 

election expenses); contracts; land in the Council’s area; licenses for land in the 

Council’s area; corporate tenancies; and securities. These declarations must be 

mailto:Ian.bottomley@oxfordshire.gov.uk
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recorded in each councillor’s Register of Interests which is publicly available on the 

Council’s website.  

 

Disclosable pecuniary interests that must be declared are not only those of the member 

her or himself but also those member’s spouse, civil partner or person they are living with 

as husband or wife or as if they were civil partners. 

 

Declaring an interest  

Where any matter disclosed in your Register of Interests is being considered at a 

meeting, you must declare that you have an interest. You should also disclose the nature 

as well as the existence of the interest. If you have a disclosable pecuniary interest, after 

having declared it at the meeting you must not participate in discussion or voting on the 

item and must withdraw from the meeting whilst the matter is discussed.  

 

Members’ Code of Conduct and public perception  

Even if you do not have a disclosable pecuniary interest in a matter, the Members’ Code 

of Conduct says that a member ‘must serve only the public interest and must never 

improperly confer an advantage or disadvantage on any person including yourself’ and 

that ‘you must not place yourself in situations where your honesty and integrity may be 

questioned’.  

 

Members Code – Other registrable interests  

Where a matter arises at a meeting which directly relates to the financial interest or 

wellbeing of one of your other registerable interests then you must declare an  interest. 

You must not participate in discussion or voting on the item and you must withdraw from 

the meeting whilst the matter is discussed.  

 

Wellbeing can be described as a condition of contentedness, healthiness and happiness; 

anything that could be said to affect a person’s quality of life, either positively or 

negatively, is likely to affect their wellbeing. 

Other registrable interests include:  

a) Any unpaid directorships 

b) Any body of which you are a member or are in a position of general control or 

management and to which you are nominated or appointed by your authority. 

c) Any body (i) exercising functions of a public nature (ii) directed to charitable 

purposes or (iii) one of whose principal purposes includes the influence of public 

opinion or policy (including any political party or trade union) of which you are a 

member or in a position of general control or management. 

 

Members Code – Non-registrable interests  

Where a matter arises at a meeting which directly relates to your financial interest or 

wellbeing (and does not fall under disclosable pecuniary interests), or the financial 

interest or wellbeing of a relative or close associate, you must declare the interest.  

 

Where a matter arises at a meeting which affects your own financial interest or wellbeing, 

a financial interest or wellbeing of a relative or close associate or a financial interest or 
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wellbeing of a body included under other registrable interests, then you must declare the 

interest.  

 

In order to determine whether you can remain in the meeting after disclosing your 

interest the following test should be applied:  

Where a matter affects the financial interest or well-being:  

a) to a greater extent than it affects the financial interests of the majority of 

inhabitants of the ward affected by the decision and;  

b) a reasonable member of the public knowing all the facts would believe that it 

would affect your view of the wider public interest. 

 

You may speak on the matter only if members of the public are also allowed to speak at 

the meeting. Otherwise you must not take part in any discussion or vote on the matter 

and must not remain in the room unless you have been granted a dispensation. 
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DELEGATED DECISIONS BY CABINET MEMBER FOR ADULT SOCIAL 
CARE 

 
MINUTES of the meeting held on Tuesday, 17 December 2024 commencing at 9.00 

am and finishing at 09.05 am 
 
Present: 

 
 

Voting Members: Councillor Tim Bearder  – in the Chair 

 
Officers: 

 
Jack Nicholson (Democratic Services Officer) 

Izzie Rockingham (Commissiong Manager – Improve 
Enable)  

 

The Cabinet Member considered the matters, reports and recommendations 
contained or referred to in the agenda for the meeting and decided as set out 

below.  Except as insofar as otherwise specified, the reasons for the decisions are 
contained in the agenda and reports, copies of which are attached to the signed 
Minutes. 

 

26 DECLARATIONS OF INTEREST  
(Agenda No. 1) 

 

There were none. 
 

27 QUESTIONS FROM COUNTY COUNCILLORS  
(Agenda No. 2) 

 
There were none. 

 

28 PETITIONS AND PUBLIC ADDRESS  
(Agenda No. 3) 

 

There were none. 
 

29 MINUTES OF THE PREVIOUS MEETING  
(Agenda No. 4) 

 
The minutes of the meeting held on 17 September 2024 were approved and signed 

by the Chair as a correct record. 
 

30 TECHNOLOGY ENABLED CARE  
(Agenda No. 5) 

 
The Chair agreed to the recommendations in the report.  
 
RESOLVED to:  
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a) approve the proposal to deliver a new Telecare Monitoring and Response 
Service, by deployment of the Buckinghamshire Framework from April 

2025; 
 

b) note the changes from the current Telecare Monitoring and Response 
Service for existing users and the mitigating actions to support this; and 
 

c) note the opportunity to develop how the Council uses Technology 
Enabled Care (TEC) to support our residents to live independently at 

home as part of this service. 

 
 
 in the Chair 

  

Date of signing   
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Delegated Decision by Cabinet Member for Adult Social Care 

21 January 2025 
 

Dimensions – Henley, Oxford, Wallingford, Didcot, Abingdon, 
Banbury lot 1, 2, 4 and 5 contract replacement 

 

Report by Director of Adult Social Care 
 

RECOMMENDATION 

 
The Cabinet Member is RECOMMENDED to: 

 
a) agree to the re-tender of the supported living services currently provided 

by Dimensions under four separate service contracts – Henley, Oxford, 

Wallingford, Didcot, Abingdon, Banbury (HOWDAB) lot 1, 2, 4 and 5 
(“Current Service Contracts”); 

 

b) agree to separating the services provided under the Current Service 
Contracts into two different contracts based on the needs of the people 

supported (“New Contracts”); and 
 

c) delegate the completion of New Contracts to the Director of Adult Social 

Care following the selection of a provider or providers under the mini-
competition process of the Live Well Supported Services Framework 
Agreement under Lot 1. 

Executive Summary 

 

1. A range of supported living contracts exist within the Council to ensure quality of 
life standards for people whose care and support needs require more specialist 
services. These contracts enable people to live as independently as possible 

within Oxfordshire. 

 

2. This paper focuses specifically on the HOWDAB (Henley, Oxford, Wallingford, 

Didcot, Abingdon, Banbury lot 1, 2, 4 and 5) contract replacement.  

 
Background  

 
3. The start date of the HOWDAB Dimensions contract was 7th September 2020. 

The end date of the contract is 6th September 2025. 
 

4. There are 102 people supported over 31 properties. 

 
5. There is an option to extend the current contract for a maximum of five years, 

the recommendation is to not utilise this extension, which will allow for a 
replacement contract to transform services. The replacement contracts will 
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include key performance indicators with a focus on quality-of-life outcomes and 
greater efficiencies for the council. 

 

6. The projected annual value for Contract 1 is £3,041,744 at an hourly rate of 

£22.94. 

 

7. The projected annual value for Contract 2 is £4,687,742 at an hourly rate of 

£23.50. 

 

8. There will be 51 people supported within each contract.  

Council Priorities & Policies 

 
9. The prevention and relief of homelessness and achievement and maintenance 

of independent living continues to be a priority for Oxfordshire County Council. 

These Supported Living contracts contribute to this priority.   
 

10.  Accommodation based support services adopt a person-centred and outcomes 
focused approach to secure and maintain a sustainable housing tenancy with 
the opportunity to maximise independence and potentially step down / move on 

as assessed.  

Financial Implications  

  
Supported Living Contract Costs   

 
11. Financial assumptions have been made with the supported living contracts in 

terms of support delivery and existing hours of support individuals require.   The 
supported living contracts are set up with core shared hours and 1 to 1 hours 

that can increase or decrease dependant on individual needs. Estimates on the 
level of core hours of support and the 1:1 hours have been predicted from 
previous spend on existing contracts including input from Social Workers, 

Brokerage and Commissioning. Care Act assessments will determine the level 
of support each person requires. Models to determine how to maximise the core 

support within and between properties (core and cluster) has been developed 
for each scheme.    

 
Hourly Rates & Uplifts  

 

12. The price will be set based on the Live Well Supported Services Framework 
(Lot 1), market tested rates of £22.94 for lot 1 and an enhanced rate of £23.50 

for lot 1 where needs are more complex (previously supported at key decision 
for the recommended hourly price range for the framework). These rates will 

feature within the annual fee review mechanism which considers inflationary 
changes, changes to National Minimum Wage and the National Living Wage, 
local market factors in Oxfordshire and affordability. 

 

Page 4



   

 

   

 

Comments checked by: Stephen Rowles, Strategic Finance Business Partner – 
Stephen.Rowles@oxfordshire.gov.uk 

Legal Implications 

 
The legal implications section should be completed by a member of the legal 

service 
 

 

13. The Council’s statutory powers and duties to provide the supported living 
services which are to be re-tendered are set out at Part III of the National 

Assistance Act 1948, the National Health Service and Community Care Act 1990 
and the Care Act 2014. 
 

14. To comply with procurement law the proposed call-off contracts must be 
procured in accordance with the award mechanism set out in the Live Well 

Supported Services (Adults) Framework Agreement. Providers on such 
framework agreement were themselves selected competitively under the 
Council’s Contract Procedure Rules and the Public Contract Regulations 2015 

(as amended). 
 

Comments checked by: Jonathan Pool, Solicitor (Contracts) –  
Jonathan.Pool@oxfordshire.gov.uk 

Staff Implications  

  

15. The current contract/new contracts do not involve services or staff directly 

provided by the Council. Therefore, there is no impact on the Council’s workforce 

as a result of these recommendations.   

 

16.  It is anticipated that the workforce directly connected to the current contracts 

would transfer across with the new contracts via TUPE, with expectations built 

into the contracts to work with staff to transform services. 

Equality & Inclusion Implications 

 

17. These supported living contracts are designed to meet the specific needs of 
people with a learning disability, autism, complex health, and physical 
disabilities. The expectation of care providers is to deliver person centred 

support which ensures: 
 

a) Provision of in-county accommodation so people with Care Act needs are 
not moved away from their networks.  

b) The least restrictive care to support greater independence for people.  

People are integrated into their local communities, with their individual needs 
and preference are met.  

c) Their cultural and religious beliefs are supported to be observed, specific 
dietary requirements.  
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d) People can become economically sufficient by supporting people to access 
training, learning, voluntary and employment opportunities.  

e) People are supported to have better access to universal services. 

f) Competition in the market to support people to have choice in their care 
provider.  

 
These Supported Living contracts include the requirement for the provider to 
have an Equalities Policy.  Providers are required within the replacement 

contracts to self-certify that their organisation has an active Equality & Diversity 
Policy in keeping with the Equality Act 2010 (a requirement under the Live Well 

Supported Services Adults Framework).   

Sustainability Implications 

 

18.  At present a Climate/Environmental Policy is not required by providers.  
 
Recruitment  

 

19. Recruitment for care and support mostly attracts a local workforce, therefore 

limiting the amount of extensive travel time.   

 

Staff Travel  

 

20. These supported living contracts are for existing accommodation-based 
services. These are static workplaces unlike domiciliary care calls to multiple 

locations.   
 

21.  People living in supported living are unlikely to attend day centres as support is 

generally provided by the main supported living contract and therefore are less 
likely to access vehicles which transport people to and from the day services. 

Instead within the course of supporting someone staff will be required to travel 
alongside the individual often on public transport both for accessing the 
community and for travel training where this is part of an individual’s support 

plan.   
 

Staff Training 

  

22.  Many of the support providers contracted offer training online so their staff are 

not having to travel.  

  
Medical & Health Appointments  

 

23. Where possible support staff will work with an individual to access online 
appointments. If a face-to-face appointment is required then staff will use public 

transport, unless this is not possible e.g. risks posed to travel.  
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Shopping  

 
24. Where possible support staff will work with an individual to access their shopping 

online. Where it is practical to do so they will carry out online shopping for several 
people to limit the number of deliveries. Where online shopping is not possible 

staff will endeavour to use public transport unless it is unsafe to do so. This will 
be embedded into skills training maximising the persons independence long 
term. 

 

Risk Management 

 
Risks in agreeing this recommendation 

 

25.  There are no risks to agreeing this recommendation. This recommendation will 
allow for a competitive tendering process involving support providers who have 

obtained a place on the Live Well Supported Services Framework. 
 
Risks in not agreeing this recommendation 

 
26.  If this recommendation is not agreed this would not allow for the Council to 

undertake a competitive tendering process between support providers who have 
obtained a place on the Live Well Supported Services Framework. Allowing the 
existing contracts to end without procuring replacement contracts will leave 102 

vulnerable adults in shared supported accommodation where they have their 
own tenancies without support. Not providing adequate support would mean the 

council were not fulfilling its duties under the Care Act 2014. 

Consultations 

 

27.  People who use support and family members have been involved in feeding 
back on quality through quality monitoring processes. The current provider, 

Quality Improvement Team and Operational Social Work have also had the 
opportunity to feedback on the existing provision.  

 

 
 

 
 
 

 
 

Karen Fuller  
Corporate Director of Adult Social Care 
 

Contact Officer:  

 

Name – Jordan Marsh  
Title – Commissioning Officer, Adult Social Services 
Email – jordan.marsh@oxfordshire.gov.uk  
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ANNEX  

  
Annex 1 

 

Replacement contracts for tender for supported living schemes requiring procurement 

of support provider.  

 
Number  Title Description Contract 

Length 

Hourly  

rate  

Predicted 

Annual 

Value  

 

1 Contract 1  

 

Replacement 

contract 

Learning disability 

with autism 

supported living – Lot 

1 

5-years, plus 

5-years 

extension  

£22.94 £3,041,744 

2 Contract 2  Replacement 

contract 

Learning disability 

with autism 

supported living – Lot 

1 enhanced rate 

5-years, plus 

5-years 

extension 

£23.50 £4,687,742 

 

 
21st January 2025           

         [END]  
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Delegated Decision by Cabinet Member for Adult Social Care 

21 January 2025 
 

Short Stay Hub Beds 
 

Report by Director of Adult Social Care 
 

RECOMMENDATION 
 
The Cabinet Member is RECOMMENDED to: 

 
a) approve the procurement and commitment of budget to purchase the 

new Short Stay Hub Bed (SSHB) model; and 

 
b) delegate to the Director of Adult Social Services authority to award call 

off contracts under the Light Touch Care Homes Framework further to 

procurement.  

 
Executive Summary 
1. The Integrated Care Board [ICB] and the Council purchase Short Stay Hub beds 

[SSHB] in line with NHS Hospital Discharge to Assess policy to support people 
who cannot be discharged directly home under Home First Discharge to Assess 
[D2A]. The current beds have been partly procured under the Council’s former 

Pseudo Dynamic Purchasing System and partly delivered by alignment of former 
intermediate care beds supplied by Order of St John Care Trust [OSJ] from the 
Oxfordshire Care Partnership [OCP] agreement. Bed numbers have ranged 

between 90-100 since 2019 in response to operational demands and pressures on 
the acute hospital.  

 
2. Since the implementation of the Home First D2A programme more people are 

being supported to go home after a hospital stay. This was discussed in detail in 

Cabinet in Paper 2024/346 approved on 17/12/2024. The progress of Home First 
D2A and the impact on the need for and costs of SSHB is discussed at full in that 

paper at paragraphs 15-23 (pages 31-34 of the public pack) and at Annex 4 to the 
paper (pages 49-50 of the public pack). See Annex 1.  

 

3. The development of Home First D2A has led to an opportunity to revise the model 
and the bed capacity within the SSHB pathway. The Council has worked with 

clinicians and partner organisations across the health and care system to develop 
a new model focussed on providing a discharge route for people who are not able 
to go home directly after a hospital stay but do not need medically supervised 

rehabilitation in a community hospital setting. For the most part the target 
population for this new model for SSHB will be either people who are very frail and 

need a further period of assessment and recovery in a bed-based setting before a 
long-term decision can be made on their onward pathway or people who have 
resolving delirium and/or complex dementia presentations where it would not be 

safe for them to go home at the point of discharge. In the current SSHB model 66% 
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of people go home after a stay in a bed and the Council does not expect that figure 
to change significantly in the new model. But more people will have the opportunity 

to go home as the SSHB will be able to accept more frail and complex people who 
hitherto may have been placed directly in a care home for long-term care directly 

from hospital.  
 
4. The current SSHB contract expires on 31 March 2025. The Council will deliver the 

new model by procuring a block call off contract for SSHB under the Care Homes 
(Light Touch) Framework. 

 
5. The new SSHB model is aligned to the Care Homes (Light Touch) Framework 

[CHF] which defines the inputs required and price point for different needs across 

5 “care bands”.  It is proposed that 36 Nursing beds are procured under the CHF 
with a mixture of Nursing Specialist beds at care bands 4 and 5 which manage a 

level of complexity and intensity seen and expected in this cohort.  The contract for 
the new model will include flexibility to increase beds in times of sustained higher 
demand and to reduce these or end the contract with notice if no longer required.  

 
6. To support transition and deliver effective procurement the Council will need to 

vary the existing SSHB contracts to provide cover in the interim until the new model 
contracts are in place from July 2025. 

 

7. The care model for the revised SSHB has been agreed across the health and care 
system and endorsed by the Oxfordshire Urgent and Emergency Care Board. The 

funding for the SSHB comes from the Oxfordshire Better Care Fund and the 
business case for the model and the procurement has been agreed by both the  
Director for Adult Social Services in the Adult Social Care Directorate Leadership 

Team for the Council on 23 December 2024 and the Integrated Care Board (ICB) 
Executive Management Committee on 13 January 2025 as joint funders of the 

future contract. This is a system initiative that builds on existing joint commissioning 
approaches, supports integration between health and social care and will support 
delivery of the Better Care Fund Plan for the benefit of our population and in 

partnership with the provider market.  
 

8. The Council’s commissioning team has been working with colleagues and system 
stake holders to develop the model and to prepare for the procurement from 
February 2025.  

 

Exempt Information 
Not applicable. 
 

Background 
9. Detail on the history and development of the SSHB model is set out in Paper 

2024/346 which was approved by Cabinet on 17 December 2024. This also sets 

out the impact of Home First D2A and the case to reduce reliance on bed-based 
discharge pathways from acute hospital. See page 29 ff of the Cabinet public 
reports pack at Annex 1. 

 
10. The Council and the ICB has a duty to plan and deliver services that will enable 

timely and effective discharges from the hospitals when the patient is medically 
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optimised for discharge and no longer requires an acute bed. The Council provides 
residential care home services pursuant to its powers under section 21 of the 

National Assistance Act 1948 and the Care Act 2014. The Council purchases short 
stay hub beds on behalf of the Buckinghamshire, Oxfordshire, and Berkshire West 

Integrated Care Board pursuant to a delegation of functions under sections 75, 
65Z5 and 65Z6 of the National Health Service Act 2006 as amended. 

 

11. Broadly, the expectation of the NHS Hospital Discharge Policy guidance is that 
assessment of long-term needs should not happen in hospital and that people 

should be discharged to one of the following pathways: 
 

Pathway 0 Patient returns home with no support or with informal support 
from a voluntary and community group. The Counci l 

commissions the Age UK Urgent Care Community Links service 
to support that. 

This may also include people returning to previous care where 
there has been no change to their needs. The Counci l 
commissions Oxfordshire Association of Care Providers to 

deliver a Trusted Assessor intervention to support this return to 
prior care setting 

Pathway 1 Patient returns to usual place of residence with support. The 

Council commissions Discharge to Assess from within the Live 
Well at Home Framework to deliver this. It can be short-term 
assistance, reablement and/or long-term care.  

 
It can also include people who can go straight home from hospital 

but need community therapy services to support their medical 
rehabilitation needs. Oxford Health is leading on a pilot to divert 
patients to this homebased intervention rather than be 

discharged via a community hospital bed 
Pathway 2a-
reablement 

Patients need assessment and therapeutic support prior to 
long-term care decision. This can be delivered in a nursing 

home environment and is what is delivered by the short stay 
hub beds 

Pathway 2b-

rehabilitation 

Patients need medically supervised bed-based rehabilitation 

delivered in a community hospital bed. There may be an option 
to take more of these people home under Pathway 1 in the future. 

Pathway 3-
long-term care 

Patients need a new long-term care placement normally in 
residential or nursing home. This does not include people 

returning to a previous placement. The guidance states very 
clearly that we should use Pathway 3 only in exceptional 

circumstances and instead people should go into Pathway 2a for 
assessment and to maximise recovery.  

 

12. The SSHB deliver pathway 2a. The work of the system Transfer of Care [TOC] Hub 
has developed a clear distinction between pathway 2a and pathway 2b in most 
cases where previously these pathways may have been used more 

interchangeably. SSHB play a key role in reducing waiting times for those 
individuals that no longer require an acute bed but who are unable to go directly 

home via D2A.   
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13. Oxfordshire has sought to drive the change to Home First D2A by proactively 

shifting to the new model in 2023-24 and 2024-25.  In April 2023 there were 82 
SSHB in place. The number of beds were reduced initially to support the change 

and then in response to the impact of the D2A model. SSHB have further been 
reduced to 56 from 01/12/2024. 

 

14. Data from Oxford University Hospitals NHS FT [OUH] shows: 
a) 90-100 people per day are ready for discharge from hospital at any given 

time. 
b) Referrals to SSHB has reduced from 82 pcm to 63 in the past 18 months.  
c) Average LOS (Length of Stay) in the current model is 25 days since April 

2025. 
d) Average no of people waiting for a SSHB is 20 at any given time. 

 
15. Patients discharged into SSHB in 2024 were audited in full by the TOC hub. It was 

found that these individuals were not able to return home under D2A but neither 

did they need alternatively community hospital beds. 
 

16. SSHB are non-permanent care homes beds with nursing. Part of the current SSHB 
were procured by the Council through the Pseudo Dynamic Purchasing System 
(DPS) in 2019 for a period of 5 years with the option to extend for 1 year. The 

Council is within the extension period and the contracts are due to end in March 
2025. 

 
17. The SSHB have been commissioned and contract managed by the Council but are 

funded jointly by the Council and the ICB via the Better Care Fund.  

 
18. The ICB commission a SSHB Hub multidisciplinary team that support admissions, 

therapy, assessment and discharge planning for people placed in the SSHB. This 
is provided by OUH with social work input from the Council.  The ICB also 
commissions medical cover from GPs that otherwise support the provider homes 

and OUH provides gerontology advice and support via the Hub team as indicated.  
These dedicated inputs have enabled individuals referred to the SSHB to recover 

back to their “base level” as far as possible and enable most people to go home 
following an intensive period of bed-based reablement. This model is consistent 
with the national best practice models for Intermediate Care.  

 
19. The other part of the SSHB bed stock has been provided by OSJ from within the 

OCP agreement. This was for former “intermediate care beds” that were aligned to 
the SSHB model when that contract commenced in Nov 2019. The Hub team and 
GP inputs to the OSJ beds are the same.  

 
20. It has been agreed with OSJ that it would not be able to work into the new SSHB 

model, and so the Council is in discussions with OSJ to make best use of these 
beds and to re-purpose these for use to meet long-term needs in line with the Care 
Homes (Light Touch) Framework. These beds might be purchased by the Council, 

by the ICB for people qualifying for NHS Continuing Healthcare or by self-funders.  
 

Proposed Model for SSHB 
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21. Since the introduction of the D2A model individuals with less complex needs are 
returning home after a hospital admission. Provider and operational staff feedback 

has confirmed that a greater proportion of more complex people are being referred 
for the SSHB. Care Homes providing SSHB have been unable to admit people with 

complex needs where these exceed the scope of the current contract. 
 

22. The people now being referred to SSHB after the introduction of D2A generally 

have needs that are described in care band 4 under the Care Homes (Light Touch) 
Framework (Please refer to Annex 2 for details of the care bands). The current 

model for SSHB does not cater for these complex needs therefore we need to 
procure beds that can meet the needs of individuals as described in care band 4. 
 

23. A small number of the people currently considered for SSHB have more complex 
needs than care band 4. Their needs fall within care band 5. Care band 5 is not 

described in detail within the Care Homes (Light Touch) Framework Specification, 
and therefore, the SSHB Service Specification will confirm expectations for this 
group. People in this group will include those with resolving delirium, challenging 

behaviour of severity and/or frequency that poses a significant or risk to self, others 
or property, or multiple wounds which may not respond to treatment, or require 

complex tracheostomy management. This group will need significant monitoring 
and management 24/7 and present complexity and intensity in care delivery. In 
2024 the Council and the ICB have commissioned some Band 5 beds funded from 

the Better Care Fund to inform the new model. This has confirmed that local 
providers can meet these needs, and that some of these people are able to return 

home after a period of recovery. This step also provides assurance to unpaid 
carers and family members that a return home is manageable.   
 

24. In the new model the SSHB will be procured under the following care bands as set 
out in the CHF and the SSHB service specification:  

 
a) Band 4: Nursing Specialist- A) Complex Physical Needs & B) Complex Mental 

Health Needs/ Complex Dementia 

b) Band 5: Specialist Plus care A) Physical Needs & B) Needs arising from Mental 
Health and/or Complex Dementia. 

 
Proposed SSHB capacity 

25. The number of beds required in the new model has been derived from reviewing 

the admissions into the SSHB, the length of stay in the beds and the number of 
referrals waiting for this service. In developing the model and the bed numbers, 

officers have taken account of learning from the small trial of beds under care band 
5 with an existing provider of SSHB. This has confirmed the specification for the 
care band 5 beds and confirmed that a longer length of stay may be required for 

more complex needs.  
 

26. The number of beds to be procured will be 36 with a split between Band 4 and 
Band 5. The number of beds has been reviewed as part of the Business Case for 
procurement and by the system Urgent and Emergency Care Board. There are 

some unknowns and potential challenges in moving to the new model but the 
Council and ICB view is that the system should move to the new model at this level 

of capacity for the following reasons 
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a) The TOC process and the development of Home First D2A (particularly to 

support people with live-in and nighttime care) will continue to identify people 
who can be diverted from the SSHB pathway to Home First. Also, the new model 

will enable some people who would otherwise go directly into long-term care to 
be diverted to a SSHB 

i. Both features improve outcomes for the individual, reduce lengths of 

stay in the acute hospital and improve practice and responsiveness 
across the system, including with independent providers 

b) In the new model there will be further opportunity to improve efficiency through 
partnership working with providers in the way that has been achieved in Home 
First D2A.  

c) In the new model the Hub team support to the beds will move to 7 days 
increasing throughput through therapy input and timely discharge planning 

d) Current lengths of stay in SSHB are extended in some instances owing to 
sourcing delays for homecare or care home placement. There is scope for the 
Council to reduce these in partnership with the Hub team and providers: there 

is ample capacity both within the Live Well at Home Framework and the Care 
Homes (Light Touch) Framework 

e) The contract will have provision to scale up and down the number of beds 
procured by +/- 50% of the original contracted bed numbers with an upper ceiling 
of 54 beds. In the case of short-term pressures or shifts in Demand and Capacity 

planning within the Better Care Fund it would be possible to increase capacity 
and potential providers of the SSHB will be asked to evidence this as part of the 

bids.  
 

Approval for Business Case for SSHB 
27. The Business Case to proceed with a procurement of 36 SSHB in the new model 

as a call-off to the Care Homes (Light Touch) Framework was approved by Adult 

Social Care Leadership Team for the Council on 23/12/2024 and by the ICB 
Executive Management Committee on 13/1/2025. The funding for the SSHB is 
shared by both partners within the Better Care Fund. Approval for the Business 

Case to proceed to procurement of the SSHB is delegated to the Director of Adult 
Social Care under the Council’s scheme of delegation.  

 
28. The Business case set out the key benefits and risks of the SSHB. In summary the 

model: 

 Works to the national NHS Hospital Discharge Policy guidance and is in line 
with the national model of Intermediate Care 

 Supports people to get the best possible experience of discharge by reducing 
length of stay in acute hospital and giving them the best chance of returning 

home  

 Supports flow from acute hospital and reduces bed occupancy and the risks of 
readmission 

 Increases capability in our discharge pathways and engages the market of 
providers registered within the Care Homes (Light Touch) Framework  

 Delivers to a high specification and promotes person-centred, strengths-based 
care and support 

 Reduces long-term financial exposure by supporting more people away from 
long-term care home placement, whilst also reducing costs in the acute hospital 
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29. Within the Business Case the Council and the ICB are asked to commit funding 

from the Better Care Fund to purchase the new SSHB model. The reduction in 
SSHB delivers savings within the Better Care Fund which are needed and will be 

recycled to support the significant increase in Home First D2A as well as more 
“upstream” services that support independence, hospital avoidance and the 
Oxfordshire Way. These savings will be reallocated as part of the Better Care Fund 

plan for 2025/26. 
 

30. The funding within the Better Care Fund required to purchase the new SSHB model 
is as follows: 

 

Full year budget based on potential fee uplifts  

 3% uplift 4% uplift 5% uplift 6% uplift 

OCC £715,300 £722,200 £729,200 £739,600 

ICB £2,352,100 £2,375,000 £2,397,800 £2,432,100 

Total  
£3,067,400 £3,097,200 £3,127,000 £3,171,700 

 
a) The SSHB will be purchased using the Light Touch Care Home Framework  

banding for Band 4 beds and a set figure for Band 5 beds. The Framework now 

represents an understood and agreed currency between the Council and the 
marketplace and effectively matches the price paid to the needs of the 

individual. In the procurement the Council will stipulate the fee and will seek to 
evaluate the bids on quality and ability to deliver the model. 

b) The final budget will be subject to the agreed fee uplift applied to Light Touch 

Care Homes Framework bandings in 2025/26. The Council is currently seeking 
views from providers on its proposals and so budgets across the likely range is 
set out here. 

c) For the Council, the purchase of 36 SSHB in the new model will cost between 
£715,300 and £739,600 per annum subject to the final agreed uplift. 

d) For the Council to proceed with the procurement, the ICB needs to confirm its 
commitment of the required budget. This was confirmed by the ICB Executive 
Management Committee on 13 January 2025.  

 
31. The new contract will be issued for a period of 3 years with an option to extend by 

up to 2 years. After procurement, the new contracts will come into effect 1 July 
2025.  

a) This timeline creates a potential gap in provision as the current SSHB contract 

terminates on 31/3/2025. To support an effective and safe transition to the new 
model for patients, providers and staff the Council will extend the current SSHB 

contracts exceptionally for 3 months from April-June 2025 in line with Contract  
Procedure Rules.  

b) The negotiations with OSJ re the repurposing of their current SSHB will be 

aligned to this timetable 
   

Page 15



8 
 

32. The providers and the location of the beds under the new SSHB contract cannot 
be confirmed until the outcome of the procurement. Broadly the Council will seek 

to source beds in the north, city and the south to reflect both the population and 
the flow out of Horton General, John Radcliffe and Royal Berkshire Hospitals 

respectively.  
 
33. As set out above at paragraph 26e, the contract will have provision to increase or 

reduce the number of SSHB in line with demand. The council and the ICB have 
agreed in the business case that  

a) Any increase to the number of SSHB which exceeds the budget set out in 
paragraph 31 will need to be funded additionally from the health and care system 
whether within the Better Care Fund or from some other source. 

b) The need for any increase will be determined by demand and capacity planning 
and reviews within the Better Care Fund plan, and be agreed by the wider 

system at Urgent and Emergency Care Board 
c) Any proposals to increase the number of beds will need to  

i. identify additional budget to fund them. Identification of resource 

would be identified with the Urgent and Emergency Care Board and 
agreed by the Council-ICB Joint Commissioning Executive which is 

accountable to Cabinet and the ICB Board for budgets, and to the 
Health & Wellbeing Board for delivery of the Better Care Fund plan  

ii. be confirmed by the Director of Adult Social Services, the Director of 

Law & Governance and Monitoring Officer and s151 Officer 
iii. be managed in accordance with the Council’s rules and procedures 

and may need a new decision 
 

Corporate Policies and Priorities 
34. The procurement aligns with the following strategic priorities identified in the 

Council’s Corporate Plan: 
a) Tackle inequalities in Oxfordshire. With the adoption of a care bandings 

approach based on need the Council has improved its ability to address 
assessed care needs and support more vulnerable people home from hospital  

b) Prioritise the health and wellbeing of residents. The SSHB model will map 

the needs of patients within the hospital to the D2A pathways so that the right 

care is delivered at the right time. The SSHB model will provide patients with 
the best opportunity to optimise their health and where appropriate return home. 

c) Support carers and the social care system. The SSHB model supports the 

care needs of the individuals that require this level of the care outside of the 
hospital and when it is not possible to return home under Home First D2A 

model. The SSHB model integrated across health and social care in partnership 
with the provider market will improve response to needs and develop the care 
inputs to meet those needs.  

d) Work with local businesses and partners for environmental, economic 
and social benefit. The SSHB model will be delivered by the Care Homes 

(Light Touch) Framework and support the business development model of local 
care home providers.  

 

Financial Implications 
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35. This will be funded from Better Care Fund managed within the Age Well pooled 
budget under the financial responsibility of both the council and the ICB. Any 

increase to this contract will be managed in line with affordability and agreement 
from both parties. 

 
These beds will feature as part of our annual fee review mechanism which 
considers inflationary changes, changes to the National Living Wage and other 

local market factors in Oxfordshire. 
 

Comments checked by:  
 

Stephen Rowles, Strategic Finance Business Partner 

Stephen.rowles@oxfordshire.gov.uk  

 
Legal Implications 
36. The Council provides residential care home services pursuant to its powers under 

section 21 of the National Assistance Act 1948 and the Care Act 2014. The Council 
purchases short stay hub beds on behalf of the Buckinghamshire, Oxfordshire, and 
Berkshire West Integrated Care Board pursuant to a delegation of functions under 

sections 75, 65Z5 and 65Z6 of the National Health Service Act 2006 as amended. 
 

37. The proposed call-off for short stay hub beds will be undertaken in accordance with 
the call-off procedures set out in the Care Homes (Light Touch) Framework which 
was established in accordance with the Public Contracts Regulations 2015. 

 
Jayne Pringle, Head of Law and LBP - Contracts and Conveyancing 
Jayne.pringle@oxfordshire.gov.uk  

 

Staff Implications 
38. There are no direct staffing implications for the Council other than the planned 

expansion of the HESC Brokerage and Quality Improvement teams resourced by 

the ICB.   
 

Equality & Inclusion Implications 
39. The SSHB model supports some of the most vulnerable patients in acute hospital 

beds to be discharged to an appropriate setting in which they may recover and be 

able to return home. This reduces the risk of elderly and sometimes disabled 
people being placed directly from hospital into restrictive long-term care 

40. As part of the procurement bidders will be asked to set out how they will meet the 

protected characteristics of people likely to be discharged to these beds and  
support the user and their family.  

 

Sustainability Implications 
41. The proposed SSHB model does not directly create any sustainability benefits or 

issues. As part of the evaluation of bids the Council will assess providers 
commitment to and plans to move to a carbon neutral model for their businesses.  

42. The OUH Hub team will be embedded in the SSHB sites, and a reduced number 
of beds and sites will reduce the need for staff to operate in a peripatetic model, 

and so should reduce journeys.  

Page 17

mailto:Stephen.rowles@oxfordshire.gov.uk
mailto:Jayne.pringle@oxfordshire.gov.uk


10 
 

 

Risk Management 
43. This is a complex area of service development and there are several key risks that 

have been highlighted above and addressed in the Business Case.  

44. These risks include:  
a) Risk of failed procurement. This is not likely: there is strong interest in the new 

SSHB model which will be procured using the fixed prices attached to care 

bands and using the care banding models and definitions that were developed 
with the marketplace. The Council anticipates a successful procurement.  

b) Medical and therapy/support to the model: the medical model is being developed 
by the ICB in partnership with local GPs and the Hub team and will be in place 
to support the new SSHB contract. The SSHB Hub team will continue and will 

move to 7-day working.  
c) Impact of a reduced number of beds. The business case has modelled efficiency 

opportunities from reducing delays at the “back door” of SSHB, and the impact 
of 7-day support and continued diversion from bed pathways for people who can 
go home. These are intended to maintain the flow out of hospital and address 

the risk of SSHB availability significantly affecting the acute hospital position. 
Discharges to SSHB currently represent about 8% of “supported discharges” 

where people cannot go home unaided. If the flow into SSHB reduced that could 
result in an increase of 1-2 additional people delayed in hospital each day. The 
Council believes that the new model will be able to manage this, but the contract 

will include provision to scale up beds in the event of sustained or short-term 
increased demand.  

d) A reduced number of beds and sites might increase the risk of “blocked” capacity 
for instance in the event of a flu outbreak. This is already an issue that has to 
be managed by the OUH SSHB Hub team in partnership with the Council 

commissioners. The proposed reduction does not significantly alter this risk 
which is mitigated by normal business processes.  

e) There have been public concerns regarding the siting of SSHB to support local 
populations and especially carers. In broad terms the beds will be procured to 
provide a north-city-south profile that reflects flow out of local hospital sites. The 

beds will have to be on public transport routes. The beds are specialist, and the 
final location will be the result of rigorous quality-checking and assurance of bids 

to provide the beds.  
f) The current SSHB provided by OSJ will not proceed into the new model after 

agreement that they cannot deliver to the new specification. This creates a risk 

to the Council and to OSJ. The Council and OSJ are working to repurpose these 
beds for long-term care aligned to the Care Homes (Light Touch) Framework 

and this will be delivered against the same timetable as the procurement.  
g) The SSHB are jointly funded by the Council and the ICB from the Better Care 

Fund. There are significant pressures on the Fund relating mainly to costs 

associated with the expansion of Home First D2A. The reduction in the number 
SSHB allows the Council and the ICB to move resources to Home First D2A and 

to other “upstream” preventative models.  
 

Consultations 
45. There is no requirement on the Council to consult in this instance. The 

development of the new SSHB has been extensively discussed with system 

partners and Care Homes (Light Touch) Framework providers and has been 

Page 18



11 
 

endorsed as a model. The paper approved by Cabinet on 17/12/2024 emphasised 
the engagement that has been and will continue to be undertaken around moving 

to a Home First D2A model and more broadly supporting people in their own bed, 
rather than any other one. There will be engagement with stakeholders as part of 

a communications plan, including around the repurposing of the OSJ beds.  
 

 
Karen Fuller  
Corporate Director of Adult Social Care  

  

 
Annex 1 Cabinet report 2024/346  

  
Annex 2 - CHF Agreement including Care Bands  

 
 
 
Contact Officer: Ian Bottomley, Lead Commissioner – Age Well 

Ian.bottomley@oxfordshire.gov.uk 

07532 132975 
 
13 January 2025. 
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Care Bands-Care Homes 

Introduction  

This document sets out detail for the care bands 1-4. The care bands include: 

 Residential Care 

 Residential Specialist 

 Nursing Care 

 Nursing Specialist- Complex Physical Needs 

 Nursing Specialist - Complex Mental Health Needs/ 

Complex Dementia Needs 
 
All such settings will provide care in a person-centred, strength-based approach and 

will set goals that ensure we maximise independence where possible.  
 

 

 
 

Residential Care 

In most cases, those not requiring support at night will have their needs met in the 
community unless the care support during the day exceeds the level that can be met 

with homecare or other support. e.g., Where a person is leaving their home and 
placing themselves at risk between visits. 
 

Residential Specialist 

 
Moderate level of risk, no nursing needs. 

 

Specialist training required. 

 

Nursing Specialist 

Complex Physical Needs 
and/or 

Complex Mental Health Needs/ Dementia  

 
High level of risk, high levels of nursing and/or 

mental health needs.  

 

Registered Mental Health Nurse required, or specialist 

Professionals qualified and competent to meet needs 

of this group 

Residential Care 

 
Low level of risk, no nursing needs  

Nursing Care 

 
Nursing care required, moderate level of cognitive 

impairment 

R
is

k
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f 
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rm
 

Nursing needs 
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People in residential care will require a substantial to extensive level of assistance 
with activities of daily living over a 24-hour period. 
They will have physical care needs and/or mental health needs, but they will not 

require a qualified nurse on duty. They may receive input from external services 

such as Community Mental Health Team or District Nurses. 

Physical care needs  

These include assistance with/ or prompting for: 

 Washing and dressing 

 Using the toilet 

 Having meals 

 Bathing 

 Medication 

 Manual handling for transfers/mobility. This support may require equipment 
such as hoist and the support of 1 or 2 carers. 

 Specialist care plans for areas of significant frailty/risk. e.g., diet, manual 
handling, skin care regimes, falls management. 

 In residential homes District Nurses can undertake the nursing needs. e.g., 
catheterisation, bladder washouts, dressing leg ulcers, administering insulin, 

suppositories, and other medications. Some health tasks may be considered 
appropriate to delegate to Care Home staff. Any such tasks will be discussed 
with the Care Home in advance. 

 Compression stockings and other prescribed supports such as leg wraps, and 
splints. 

This is not an exhaustive list. 

Mental Health needs 

These needs may include an extensive degree of cognitive impairment and 

disorientation and may be subject to Dols (Deprivation of Liberty Safeguards). 
Individuals may have reduced understanding of needs/risks which requires support 
to minimise risk and improve quality of life. These may present as one or more of the 

following in addition to some the physical needs described above: 

 Evidence of low-level resistance to the delivery of care, challenging promotion 

of hygiene, safety and nutrition which requires a level of understanding and 
skilled intervention. 

 Some self-neglect which are helped by staff intervention and promoting. 

 Some risk requiring use of assistive technology for falls/disorientation for 
example door/bed sensors. 

 May require pressure relieving equipment and low-level management of 
pressure areas. 

 Episodes of restlessness including the risk of non-purposeful leaving of their 
home when in the community and risk or being lost/not road safety aware etc. 
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 Evidence of low-level agitation, irritability, or inappropriate behaviour that staff 
need anticipate and respond to.  

 Low risk of self-neglect and non- compliance 

 Low to Moderate risk of active attempts to leave the property. 

This is not an exhaustive list. 
 

Individuals in this care band should not require higher ratios of staffing i.e., are 
generally compliant with support and encouragement, and robust care planning to 
anticipate needs/triggers. 

 

Residential Specialist 

In addition to the residential care needs, people in Residential Specialist care will 
require a moderate level of support/monitoring and assistance with mental health 
needs which present with a moderate intensity. They may have high intensity and 

frequency of falls. 

 

These residents will not have nursing care needs or will have nursing needs that 

could be met via an external service such as a District Nurse. This group will not 

need the constant supervision or intervention of a Registered Mental Health Nurse. 
They may be subject to Deprivation of Liberty Safeguarding (DoLS). 

Residential Specialist is needs specific, not diagnosis-led, and requires specialist 
interventions due to the intensity of care needs. A diagnosis of dementia does not 
automatically mean the person needs this level of care. 

The person will require one or more of the following: 

 A specialist staffing environment for people needing mental health support. This 

may include a higher staffing ratio. The staff will need to have received enhanced 
training to meet the needs of the Individuals as described below. Some health 
tasks may be considered appropriate to delegate to Care Home staff. Any such 

tasks will be discussed with the Care Home in advance. 
 

 Assistance and risk planning for challenging behaviour which includes: 

o A moderate level of aggression or violence towards staff/residents, 

o Moderate disinhibition, 

o A moderate level of noisiness or restlessness,  

o A moderate level of resistance to necessary care and treatment (this 

may therefore include non-concordance moderate level of non-
compliance with care delivery/medication), 

o Moderate fluctuations in mental state, 

o Moderate levels of frustration associated with communication difficulties. 

o A low level of inappropriate interference with other residents (low risk of 

retaliation), 

o identified historical risk of suicide, 

o A moderate risk to self and others, 
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o Active attempts to leave the property, 

o Continued high risk of self-neglect and non- compliance. 

o  

This is not an exhaustive list. 

Nursing Care 

This group will require 24-hour access to a Registered Nurse on site in the Care 
Home and is likely to require daily interventions including care planning and 

supervision due to complexity of decision making and risk management. 
 

NHS Funded Nursing Care (FNC) is provided by the NHS to Care Homes wi th 
nursing staff to support the provision of care by a registered nurse for those 
individuals assessed as having higher physical dependency with regular nursing 

needs. They may also have a low level of mental health and emotional needs.  
 

It is important to note FNC is not related to diagnosis but relates to assessed health 
care needs. To receive FNC or 100% CHC, a referral will need to be made to the 
CHC (Continuing Health Care) team via a checklist. This will identify if the individual 

is eligible for FNC or a full assessment to determine eligibility for full CHC funding. 
 

 
 A person needing Nursing Care will require one or more of the following:  

 Care planning and review of health-related care, as well as social care. 

Including mental health and emotional needs. 

 Monitoring of fluctuating condition and / or administration of PRN medication 

such as psychotropics e.g., Lorazepam  

 Complex pain management  

 Administration of controlled drugs (opiates) and monitoring of effectiveness and 
side effects. This will include administration of medication via an injection. 

Medications may be scheduled or prn (none -scheduled).  

 Routine Care of PEG and naso gastric feeding tube (NG Tube) 

 Provision of appropriate pressure relieving equipment and frequent turning due 

to skin integrity,  

 Aseptic dressings 

 Complex manual handling e.g., due to pressure damage or contractures 

 Risk management e.g., for high levels of falls, nutrition, skin integrity, etc 

 Monitoring and management of diabetes  

 Monitoring and management of significant weight loss/gain  

 Specialist dressing regime in place for wounds, ulcers, and management of 
pressure damage. 

 Low level oxygen therapy (24%). 

 Room air ventilators via a facial or nasal mask. 
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 Continuous Positive Airways Pressure (CPAP) to manage obstructive apnoea 
during sleep. 

 Seizure management 

 Liaison with relevant MDT (CMHT, Physio, OT, SALT) as required. 

 

This is not an exhaustive list. Individuals in this group may require Double Handed 

Care and may be weight bearing or none weight bearing. 

Mental Health needs 

These needs may include a low to moderate degree of cognitive impairment and 

disorientation that reduces their understanding of needs/risks, which require support 
to minimise risk and improve quality of life. These may present as one or more of the 
following of the following: 

 Cognitive impairment, general confusion, or disorientation. 

 Evidence of low to moderate levels of resistance to delivery of care, challenging 

promotion of hygiene, safety and nutrition which requires skilled intervention. 

 Some self-neglect which is helped by staff intervention. 

 Some risk requiring use of assistive technology for falls/disorientation for 
example door/bed sensors. 

 Episodes of restlessness including the risk of non-purposeful leaving of their 

home when in the community and risk or being lost/not road safety aware etc. 

 Evidence of low to moderate level agitation, irritability, or inappropriate 

behaviour that staff need anticipate and respond to. 

 

This is not an exhaustive list. This group should not require higher ratios of staffing 
i.e., are generally compliant with support and encouragement, and robust care 
planning to anticipate needs/triggers. 

 

Nursing Specialist 

Nursing Specialist category is separated into Physical and Complex Mental 
Health/Dementia needs. An individual may have needs in one or both categories. 

The individuals primary need will be used to select the category they fall under. It is 
anticipated that Service Providers may have different units to accommodate these 

needs to manage the primary need. 
 
It is important to note that individuals in this category will not automatically be eligible 

for CHC funding. Any individuals that are deemed suitable will need a referral to 
CHC as per CHC guidance. Once a checklist is received the CHC team will 

determine if the individual is eligible for FNC or a full assessment to determine 
eligibility for full CHC funding. 
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Complex Physical needs 

A person with complex physical needs requiring Nursing Care Specialist care will 

require any of the interventions listed for ‘Nursing Care’ as well as one or more of the 
following management interventions including: 
 

 Multiple wounds; destruction and deep tissue wounds extending to underlying 
bone, tendon, or joint capsule, 

 Oral suction,  

 Complex PEG, 

 A non-invasive device that stimulates and maintains breathing (bipap or non-
invasive ventilation, 

 Complex bowel management; including manual bowel evacuation,   

 A consistently high risk of frequent falls requiring ongoing risk assessment and 
management, 

 Administering scheduled and prn (none scheduled) medication including 
injections. 

 Tracheostomy (trachy) where the individual is dependent on staff to assist with 
trachy care which may include shallow suctioning and/ or tube 

changing/changing dressings. This relates to none ventilated tracheostomy, 

 Administration of peritoneal dialysis. 

This is not an exhaustive list. These people may also have Complex Mental 

Health/Dementia Needs.  

Complex Mental Health/ Dementia Needs 

A person with complex mental health/ dementia needs requiring Nursing Care 

Specialist care will require any of the interventions listed for ‘Nursing Care’ and high 
levels of cognitive impairment and associated behaviours that require different 

techniques and approaches. The person’s primary need is dementia or mental health 
related. 

The person will require one or more of the following management interventions 

including: 

 A specialist staffing environment for people needing mental health support. 

This may include a higher staffing ratio. It is anticipated that a Registered 
Mental Health Nurse or other specialist professionals qualified to manage 
mental health for this group of people will be required. Staff will need to be 

trained in recognising deterioration, identifying triggers for certain behaviours, 
and can create care plans and risk assessments to manage and mitigate 

against this. 

 Assistance and risk planning for challenging behaviour which include one or 

more of the following: 

o A high level of aggression or violence, 

o Severe disinhibition, 
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o Intractable noisiness or restlessness,  

o Moderate to High levels of resistance to necessary care and treatment 
(this may therefore include non-concordance and non-compliance with 

care delivery/medication), 

o Severe fluctuations in mental state; may include hallucinations and/or 
mood disturbances that may require periods of intensive support, 

o Extreme frustration associated with communication difficulties, 

o A high risk of inappropriate interference with other residents (risk of 

retaliation), 

o An identified high risk of suicide, 

o A high risk to self, others and property, 

o Active attempts to leave the property, 

o Likely to be mobile and disoriented.  

o  

This is not an exhaustive list. 

100% CHC funding 

If a person requires ANY of the above nursing care, they may be eligible for FNC or 

100% CHC funding and the registered Care Home Nurse or other appropriately 
qualified professional (as mentioned in the CHC guidance) must complete a CHC 
checklist to determine eligibility. 
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