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1.    Introduction  

 
Outcome Based and Partnership Approach  

 
1.1 The Care at Home Service will provide personalised care, including social 
 and emotional support, to people aged 65 and over and enable them to 
 continue or resume residing in their own home with a good quality of life. 
 
1.2     The Council intends, in partnership with Service Users and Providers, to 
 operate an outcome based approach to the purchase and provision of 
 support at home. To make this happen there has to be a change in the 
 traditional relationship between the service user, Provider and the Council. In 
 future, at the end of a period of Reablement, Council staff will agree with the 
 service user (and unpaid carer where appropriate) whether any ongoing 
 support is needed and if so, what outcomes this is intended to achieve and 
 what budget  the Council can provide to meet these needs. It will then be for 
 the Provider to agree with the service user (and unpaid carer) the activities 
 and tasks and the time frames in which these are to be carried out. 
 
1.3 These changes are significant for all concerned and this service specification 
 sets out what will be required to achieve the agreed outcomes for all service 
 users who are referred to the service from 4th April 2016. 
 
1.4 The Provider shall deliver the Service in localities or neighbourhoods of the 
 City of Edinburgh Council area as designated in the Contract. 
 
1.5 This contract is for Option 3 under Self Directed Support, namely where the 
 Council arranges the support. 
 
1.6 “Live Well in Later Life”, Edinburgh’s Joint Commissioning Plan for Older 
 People 2012-2022, provides relevant contextual information. 
 
2 Context 
 
Partnership Working 
 

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

2.1.1 By signing up to a “partnership approach”, the Council and Providers are 
 making a commitment to: 
 

 Share key objectives; 

 Collaborate; 

 Communicate with each other clearly and regularly; 
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 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 (e.g. 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; 

 Personalisation of services 

2.1.2   The Council will hold regular Provider meetings inclusive of Provider forums 
 and we expect all Providers, including the Council’s in-house service to be 
 active participants with regular attendance of senior representatives. 
 

2.2 Scope of the Service 
 

Who is the Service for? 
 
2.2.1 The Service shall normally be provided for people aged 65 years and over in 

the City of Edinburgh Council area, but not those who are resident in 
Sheltered  Housing. 

 
2.2.2 People using the Service may or may not have an unpaid carer. 
 
2.2.3 Provision of the Service will be subject to assessment of the service user as 

having critical and substantial needs and requiring support with personal care, 
social and/or emotional needs that cannot be met by other services or by 
other means. 

 
2.2.4 Assessment and referral will be the responsibility of the Health and Social 
 Care Department of the Council, which will consider and prioritise 
 assessments and referrals on an individual basis, with recognition that 
 individual needs may change.   
 
2.2.5 If the Council determines that a service user receiving the Service no longer 
 meets the above criteria, the Provider shall liaise with the service user, 
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 unpaid carers and others as may be appropriate and shall arrange  
 termination of the Service and transition, if appropriate, to other sources of 
 support. 
 
What is required? 
 
2.3 The Service will support older people to have a good quality of life in their 
 own homes, by providing personal care, social and emotional support 
 that will:  

 help the service user remain resident in his or her own home for as long as 
possible 

 help the service user return to his or her own home after a hospital 
admission 

 reduce and prevent unplanned and / or avoidable hospital admissions and 
re-admissions 

 promote  the reablement ethos, supporting the service user to gain or 
regain daily living skills and confidence 

 engage the service user with preventative services and social 
opportunities delivered by the third sector 

 provide skilled end of life care where appropriate 
 
2.3.1 For the purpose of this Service Specification, personalised care is defined as 
 personal care tasks and social/emotional support associated with ordinary 
 living that a person might usually perform for himself or herself or might be 
 provided by a competent and caring friend or relative. 
 
2.3.2 The Service shall undertake personal care tasks and social/emotional 
 support as required, which may include, but is not confined to: 
 

 Personal care support, such as assistance with getting up / going to bed, 
personal hygiene, bathing, showering, nail filing, continence management, 
toileting, dressing, catheter / stoma care and bed changing 

 Dementia care: appropriate interventions which support people with 
dementia  or other mental health support needs 

 Assistance with food / diet, such as food preparation, special diets, 
encouragement and motivation to eat / drink, management of meal 
services 

 Assistance with mobility, such as moving and transfer (hoist), advice / 
personal support, reminding and safety devices 

 Administration of  medication such as tablets, eye / ear drops, application 
of creams / lotions, simple dressings, and have policies in place to support 
this 

 Social care and social integration, involving help in communicating with 
others 

 Actions to ensure that a service user is safe and secure 

 Shopping and laundry services, but only as part of a larger package of 
care 
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2.3.3  The service user is free to purchase additional services themselves from a 
provider of their choosing. 

 
Why is it required? 
 
2.4 The purpose of the Service is to support older people to have a good 
 quality of life in their own homes for as long as possible. 
 
2.4.1 The Service is intended to support service users and help them to achieve 
 personal outcomes that are directly or indirectly related to that purpose. The 
 overarching service  outcome required is therefore that Providers support 
 service users, and where appropriate their unpaid carers, to identify and work 
 towards the outcomes that are important to them. 
 
2.4.2 This personal outcomes-based approach will be used to monitor and 
 measure delivery and performance of the Service. 
 
2.4.3 Where the service user’s capacity to participate in their support is limited, the 
 Service Provider shall engage with unpaid carers, friends or advocates in 
 regard to day to day support arrangements and practicalities. 
 
2.4.4 Where appropriate, the Council will also seek the views of unpaid carers, 
 friends or advocates when assessing delivery and performance of the Service 
 as part of contract monitoring.  
 
2.4.5   A secondary benefit of the Service may be to alleviate high levels of stress 
 experienced by people who have related caring responsibilities. The 
 Service is not intended primarily to provide carer respite, which is available as 
 a separate service for carers. 
  
When is it required? 
 
2.5 The Provider shall make the Service available flexibly between the hours of 
 07:00 and 22:00 every day. 
 
How is it required to be delivered? 
 
2.6    Successful delivery of the Service involves putting the person at the centre of 
 decisions about the way they want to live and the support they want to 
 receive.  The Service shall be provided in a way that reflects a strong 
 commitment to the principles set out in the National Care Standards for Care 
 at Home Services: dignity; privacy; choice; safety; realising potential; and 
 equality and diversity.  The Provider shall treat all service users equally with 
 fairness and respect, regardless of race, age, gender, gender identity, sexual 
 orientation, religion, language or culture. 
 
2.6.1 The Provider shall work in partnership with individuals, unpaid carers, other 
 Providers and agencies to ensure that delivery of the Service is co-ordinated 
 with other services as may be necessary or advisable to meet the needs 
 identified in individual care and support plans. 
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2.6.2 The Provider shall dedicate a core team of workers to ensure that consistency 

of service is provided for the service user.   
  
2.6.3 The Provider shall provide a named member of staff to work closely with the 

Council’s Reablement coordinators and Intermediate Care Service and / or 
other Council staff to plan delivery of the Service and ensure that any related 
transitions of service users from one service to another are managed 
efficiently and safely. 

 
2.6.4   The Provider shall take account of the recommendations and the ten key 
 points for providers to consider that are contained in the Care Inspectorate’s 
 2014 publication, ‘Caring for People at Home’ (www.careinspectorate.com) 
 
2.6.5 The Provider shall follow guidance provided in this Specification and guidance 
 that may be issued from time to time by the Scottish Government and / or the 
 Care Inspectorate and is relevant to these Services. 
 
3. Responsibilities 
 
3.1 Referrals  
 
3.1.1 The Provider shall accept all referrals from the Council of people who are 

resident in the localities or neighbourhoods of the City of Edinburgh Council 
area as designated in the Contract.  

 
3.1.2   Unless otherwise agreed by the Council, the Provider shall only accept 

referrals from the Council’s Reablement or Intermediate Care Teams or from 
the Step–down service, and prioritise such referrals, in accordance with the 
referral procedure established by the Council. If a person is referred who has 
not had an assessment completed by the Council’s Health and Social Care 
Department, the Provider shall direct the referrer to Social Care Direct. 

 
3.1.3 The Council’s Reablement  and/or Intermediate Care coordinator will meet 

weekly with the Provider’s named person to track the progress of service 
users within Reablement and Intermediate Care to allow advance planning of 
capacity for all parties and to allow at least one week’s advance notice of the 
planned handover date.  

 
3.1.4 In advance of the planned handover date, the Council’s lead assessor will 

give the Provider an accurate summary of the support needs and required 
outcomes and commissioned budget. 

 
3.1.5  The commissioned budget will be based on an indicative number of hours of 
 direct contact time priced at £15.00 per hour. This commissioned budget will 
 cover all service costs including travel time between visits, service 
 administration and management.  
 

http://www.careinspectorate.com/
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3.1.6  Within the boundaries of the commissioned budget, the Provider shall develop 
 a Personal Plan which will be reviewed by the lead assessor in accordance 
 with the Councils review process. 
 
 
3.2  Personal Plan 
 
3.2.1 Working with the service user and any unpaid carer(s), the Provider shall 

agree the activities, tasks and the time frames in which support will be 
delivered to achieve the required outcomes in the Personal Plan. 

 
3.2.2 The Provider shall ensure that the service user and/or their unpaid carer is 

fully involved in the development and regular review of their Personal Plan 
and that they have their own copy that they have signed.  

 
3.2.3 The Personal Plan should reflect an outcome focused approach to the 

delivery of the service, and detail all agreements and decisions made with the 
Service and their unpaid carer(s) on this delivery.  

 
3.2.4 Agreements on the direct contact time within the Personal  Plan should reflect 

an explicit understanding that the start time and length of the direct contact 
time may vary from day to day to accommodate flexibility and variability in 
service users’ daily preferences, abilities and needs. Such flexibility will 
remain within the performance parameters set out in Section 4. 

 
3.2.5   Although planned direct contact time with care staff will be the core element of 

the Personal Plan, the Provider shall actively pursue, with the service user 
and any unpaid carer(s), alternative support to help achieve the required 
outcomes. These may include services such as the LOOPS (Local 
Opportunities for Older People) network and other preventative services. 

  

3.2.6   During the lifetime of this contract the Provider will be expected to agree with 
the Council its plans to invest in Technology Enabled Care (TEC) and 
increase its use as a means of enhancing or replacing direct contact time by 
carers.  For its part the Council will in turn agree a means by which any 
evidenced investment made in TEC systems by the Provider can be 
recovered from savings made by the Provider as a result of enhancing or 
reducing direct carer contact time through the use of TEC. Following the 
recovery of initial investment funding made by the Provider, the Council will 
also agree a longer term arrangement in respect of how savings achieved 
through the ongoing use of TEC will be shared between the Council and the 
Provider. 

 
3.2.7  When appropriate, the Provider shall make direct referrals to COMPASS (see 

Glossary)  and/or Technology Enabled Care to access timely, additional 
support for the service user to enable them to remain resident at home for as 
long as possible and/or avoid an unnecessary hospital admission.   

 
 3.2.8 When undertaking personal planning or gathering service user feedback as 

part of the monitoring and Service development processes, the Provider shall 
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develop skills and methods to consult appropriately with service users who 
have dementia, sensory impairment or communication difficulties arising from 
strokes and other conditions. 

 
3.3 Service Delivery and Payment 
 
3.3.1 The Provider shall deliver the service as agreed in the Personal Plan and shall 

ensure good communication with the service user and their unpaid carer(s) at 
all times, but especially in relation to anything which impacts on the 
agreement for support, such as delivery delays or change of scheduled 
worker.  

 
3.3.2 The Provider shall record the planning and delivery of all direct contact time 

via an electronic call monitoring system in accordance with the requirements 
set out in Section 4. 

 
3.3.3 The Provider shall not change planned service delivery, whether an increase 

or a decrease, without agreement of the service user, their unpaid carer(s) 
and the Council.  

 
3.3.4 The Council shall pay the Provider 90% of a service user’s commissioned 

budget via automatic payment every four weeks in arrears without the need 
for invoice submission. This payment will increase to 92% if the Provider 
meets the criteria for a Quality Award as set out in Section 4.  

 
3.3.5 The Provider shall continue to receive automatic payments for the first ‘x’ days 

of any service user absence from service delivery. [NB retainer period ‘x’ to be 
confirmed]  If the absence is due to a hospital admission, the Provider shall be 
expected to retain contact with the service user while in hospital both to 
enhance continuity of care and to facilitate a planned and supported early 
discharge in consultation with the hospital. 

 
3.3.6 The Provider shall restart services directly, within this ‘x’ day absence 

payment period, whenever the service user is available. [NB retainer period ‘x’ 
to be confirmed] 

 
3.3.7 The Provider shall restart services directly for service users who have agreed 

a planned absence from service delivery for more than seven days, e.g. a 
holiday or elective hospital admission. 

 
3.3.8 For unplanned absences longer than seven days e.g. an unplanned hospital 

admission, the Provider shall discuss with Reablement whether a further 
period of Reablement is necessary. 

 
3.3.9 The Provider shall provide the Council with notification every four weeks of 

those service users who have been absent from service delivery for more than 
seven days or whose service has ended permanently. Delay in submission of 
this notice may result in delays to payments.  
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3.5  Procedure for Reviews  
 
3.5.1 The Provider shall undertake six monthly reviews as appropriate to the 
 circumstances and the needs of the individual service user and in 
 accordance with the requirements of the Care Inspectorate. 
 
3.5.2   Should the review indicate a substantial change in need, whether a reduction 
 or an increase that cannot be met under the current commissioned budget, 
 the provider shall refer the service user to Social Care Direct for a 
 reassessment. 
 
3.5.3 The Provider shall also contribute to the annual review by the Council’s  
 Health and Social Care Department or its partners. 
 
3.6  Changes to Service Delivery 
 
3.6.1 The Provider shall take action to avoid disruption of delivery of the Service to 

individual service users and shall not unilaterally withdraw provision of the 
Service to any individual service user.  

 
3.6.2   If an individual service user is unable or unwilling to accept the Service for 

four consecutive weeks and / or the Provider believes that the Service is no 
longer able to meet the changing needs or outcomes of the service user, the 
Provider shall contact Social Care Direct to request a review. 

 
3.6.3 The Provider shall immediately advise Social Care Direct if the Provider 

determines that an individual service user requires significant changes to their 
support; increased levels of support; or urgent temporary support that cannot 
be provided by the Service.  The Provider shall keep a written record of any 
such advice to Social Care Direct. 

 
3.7 Support for Carers 
 
3.7.1 Where service users have an unpaid carer providing care on a substantial and 

regular basis, the Provider shall encourage the carer to contact Social Care 
Direct to request a Carer’s Assessment.  

 
3.8 Guidance 
 
3.8.1 The Provider shall adhere to guidance on procedures for engagement, 
 assessment, referrals, planning and implementation, review and termination 
 of the Service as required by the Council and as may be amended from time 
 to time by agreement with the Council. 
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4. Service Quality, Monitoring and Key Performance Indicators 
 
General Requirements 
 
4.1  The Provider shall allow the Council’s contract monitoring officers’ full access 

to all information relating to the Service, as required, for the Service to be 
monitored. 

 
4.2 The Provider shall achieve a minimum Care Inspectorate grade 4 (Good) in 

the themed inspection area of Quality of Care and Support. Concern over 
Care Inspectorate grades in any theme and or significant negative feedback, 
complaints or Adult Protection concerns, will result in a referral to Health and 
Social Care’s Quality Assurance process. This may result in a suspension of 
referrals pending improvement.  

 
4.3 The Provider shall monitor and measure outcomes that are important to 

people using the Service as agreed within each individual service user’s 
Personal Plan. The Provider shall use a range of quantitative and qualitative 
data sources, such as surveys, focus groups, care plans, one to one 
discussions, observation and case studies, to measure the evidence required 
to show how outcomes are being achieved.  

 
4.4 The Provider shall gather evidence to demonstrate how service user feedback 

and reviews are used to improve the Service, e.g. “You said: We did”. Such 
improvements shall be noted in the personal support plan. 

 
4.5 The Provider shall keep a record of the following performance information and 

make this information available to the Council on request: 
 

 Evidence of how the individual outcomes of service users have been met, 
with the use of relevant tools 

 Results of all consultations with service users, their representatives and 
unpaid carers 

 Personal Plans and related risk assessments 

 Service level activity 

 Records required by or associated with this Service for the purpose of 
monitoring financial and other audit activity 

 Grading decisions made by the Care Inspectorate that are relevant to the 
Service and any related statutory notices issued by the Care Inspectorate 

 Details of staff qualifications 

 Details of staff turnover and changes, including details of any use of 
agency staff 

 Where recruitment is unsuccessful or staffing levels have meant a reduced 
level of Service is provided 

 Records to evidence that structured supervision sessions and annual 
appraisals for staff are in place 

 Serious incidents or accidents related to the provision of the Service 

 Complaints related to the provision of the Service 

 Policies and procedures 
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4.6      Electronic Call Monitoring System (ECMS) 
 
4.6.1 The Provider shall use an electronic call monitoring system (ECMS) to 
 monitor all actual service delivery against that planned at service users 
 homes. All planned and corresponding actual service visits must be recorded 
 on this system either captured electronically in real time or by manual 
 recording. 
 
4.6.2 The  Provider shall ensure that the ECMS  meets the broad requirements set 

out in Appendix XX (A) including being able to electronically capture arrival 
and departure times at each visit from within the service user’s home. 

 
4.6.3 The Provider shall provide the Council access to their ECMS, and all data 

held in it relating to the Service, as required.   
 
4.6.4 The Provider shall provide standard reports from their ECMS to the Council as 

set out in Appendix XX (B1-4) every 12 weeks or within any other specified 
date range. The Provider shall also provide any raw system data in .csv 
format as set out in Appendix XX (C) within any specified date range.  

 
4.7     Key Performance Indicators 
 
4.7.1 The Council shall monitor Service performance every 12 weeks against the 

following indicators for every actual service visit occurring within that period.  
The Council shall publish the performance information on the Council website. 

 
A. ECMS Compliance  

 
 The percentage of actual service visits, including both arrival and departure 

time, captured electronically without manual input or alteration. 
 

Expected            >=70% but <80%    
High Level >=80%   

 
B. Punctuality 

 
  The percentage of actual visits starting within 30mins, before or after, of the 

planned start time. 
 

Expected            >=80% but <90%    
High Level >=90%   
 
C. Visit Duration 

 
   The duration of actual visits compared with planned time. Measure is the 

average (median) percentage actual visit time compared to planned visit time 
for each service user 

 
Expected            >=80% but <90%    
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High Level >=90% 
 

D. Consistency of Care 
 
 Number of different care workers visiting each service user. Measure is the 

average (median) ratio of visits per care worker for each service user 
 

Expected >=15 but <20 visits per care worker  
High Level  >=20 visits per care worker 

 
  The above performance indicators may be reviewed by the Council at any 

time and changed by mutual agreement. The responsibility to meet or exceed 
the expected performance levels rests solely with the Provider.  

 
Quality Payment Award 
 
4.8 Providers achieving a High Level in all four Key Performance Indicators for 

any given 12 week period and who meet all the general quality requirements, 
will be eligible for a quality payment award. This award will raise the fixed 
percentage payment on all individual service contracts from 90% to 92%. 

 
4.9 The quality award will be applied to the payments in the 12 weeks 

immediately following the monitored 12 week period. The Award will then be 
reviewed and added and removed as appropriate depending on the 
performance in each subsequent 12 week period.  

 
5. Additional Requirements 
 
 Information 
 
5.1   The provider shall include the City of Edinburgh Council logo and associated 
 wording as provided by the Council in all publicity and promotional material 
 (print and online) for the service to reflect its involvement. The Council must 
 agree to the size and placement of the logo. 
 
5.1.1   The Provider shall provide or make the following information available to 
 service users in relevant, accessible formats: 
 

 Publicity and promotional material for the Service, including maintaining 
record on Edinburgh Choices with a link to the Care Inspectorate’s website 
http://www.edinburgh.gov.uk/edinburghchoices 

 

 A Service description including service  aims;  
 

 Information about policies and procedures relating to the provision and / or 
ceasing of the Service, including Personal Plans; confidentiality, sharing of 
information; smoking policy; Adult Protection; complaints procedure; 
advocacy; reviewing  the Service. 
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5.2 Transport 
 

All vehicles used in the provision of the Service must be fit for purpose and 
comply with all relevant legislation to such vehicles in all respect including 
vehicle safety and passenger safety requirements. Where staff or volunteers 
use vehicles not owned or leased by the provider to transport service users, 
the Provider must ensure that such staff and volunteers have appropriate 
insurance, a valid MOT Certificate and an appropriate driving licence at all 
times.  Where staff and volunteers use their own transport with a service user 
it will be road worthy and maintained to an acceptable standard of cleanliness.  
Where staff or volunteers transport service users, this must always follow a 
risk assessment to ensure that adequate form of transportation and staffing is 
provided to cover each situation. 

 
5.3 Medication 
 
 The Provider shall have a clear medication policy and procedures in place to 
 meet Care Inspectorate requirements and administer medication accordance 
 with any additional guidance from the Health and Social Care Department of 
 the Council. 
 
5.4 Equipment 
 
 The Provider shall use appropriate equipment, such as stair lifts or hoists, as 
 and when necessary to meet the needs of service users when delivering the 
 Service, and shall ensure that staff is trained to use such equipment safely. 
 
5.5 Emergencies 
 
5.5.1 Providers are required to have written procedures for dealing with emergency 
 situations and to ensure their staff is able to follow these.  Where an 
 emergency situation is identified by a care worker during the course of his/her 
 duties it is expected that sufficient and appropriate action will be taken to meet 
 the duty of care to the person and ensure they are safe and comfortable prior 
 to them being left alone.  This may involve calling the person’s named 
 contacts, General Practitioner or emergency services.   
 
5.5.2 If the Provider’s staff is unable to gain access to a person’s home, the 
 Provider will be responsible for implementing their own ‘No Entry’ policy and 
 procedure.  This should include but not be limited to: 
 

 checking the Provider’s systems for any relevant information 

 checking with a person’s emergency contacts 

 checking with a GP’s surgery 

 checking with hospitals 

 contacting the police 
 
5.5.3 The Provider is responsible for satisfying themselves as to the location and 
 safety of the service user and/or notifying emergency services and relatives of 
 any concerns as appropriate.  The Council may be able to provide information 
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 from its systems to assist the Provider in fulfilling its responsibilities but will 
 not be responsible for responding directly to the situation. 
 
5.5.4 In exceptional situations where a Provider believes there is a need for Council 
 intervention, e.g. for reasons of adult protection, the provider shall contact 
 Social Care Direct or Emergency Social Work Services. 
 
5.5.5 Once a ‘no entry’ situation has been resolved the Provider shall inform Social 
 Care Direct or the Emergency Social Work Service, advising them of the 
 situation that  occurred and its outcome. Where care and support is still 
 required, this remains the responsibility of the provider. 
 
5.5.6   The Provider shall inform the Council as soon as possible, and no later than 
 the next working day, of any increase in contracted hours spent with, or on 
 behalf of, a person as a consequence of an emergency situation arising.   
 
5.6 Business Continuity 
  
 The Provider must have a Business Continuity Policy, which sets out required 
 actions for all foreseeable circumstances, such as ‘flu’ pandemics; severe 
 weather conditions; natural disasters; disruption to power supply and 
 transport; strike action; or other occurrences. 
  
 If the Service cannot be provided for any reason, the Provider shall: 
 

 Immediately advise the Council 

 Ensure that information on websites / answer phone messages is updated 
to reflect emergency closure 

 Contact all service users who are due to receive the Service, by telephone 
or other means, to ensure they are aware of the closure and the reasons 
for closure 

 Check that any such service users are safe, warm and have basic food 
supplies / meal provision 

 Contact unpaid carers / next of kin as and when appropriate to confirm 
continuing welfare of service users 

 Where the capacity of the service user has been assessed as limited, 
contact welfare guardian to confirm continuing welfare of service users 

 Arrange staff to visit the home of service users if there are any concerns 
relating to the welfare or vulnerability of service users 

 Ensure that they fulfil their employer responsibilities to staff and volunteers 
by undertaking and addressing appropriate risk assessments 

 
5.7 Equalities 
 
5.7.1  The Provider shall positively promote the Service as being welcoming and 
 accessible to people from all protected characteristic groups. 
 
 The Provider shall recognise that in contracting with the Council the Provider 
 needs to respond to the public sector duties to pay due regard to the need to: 

 ensure equality of opportunity 
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 eliminate discrimination and harassment; and 
 promote good relations (reducing social isolation and promoting inclusive 

social groups/communities) 
 
5.7.2 The Provider shall ensure that any adverse event, including  complaints or 
 disagreements, which involves the gender identity, sexual orientation, race, 
 nationality, language or/and membership of a faith group, is immediately 
 reported to a supervisor, confidentially recorded and  investigated by a senior 
 manager within the provider organisation. A report of any actions to be 
 taken should be reported to the appropriate person(s) in accordance 
 with the Provider’s complaints procedure. 
 
5.8 Notifications 
 
5.8.1 The Provider shall immediately inform the Council’s designated care 
 manager or Social Care Direct and the service user’s representative and or 
 unpaid carer of any of the following:    
 a) Any significant incident, including allegations or evidence of abuse relating 
 to the service user or the carer of the service user;  
 b) Maladministration of the service user’s funds or property, or serious loss or 
 damage to the service user’s property; 

c) Significant changes in the service user’s or unpaid carers needs or 
circumstances;  

 d) Formal complaints in respect of any aspect of the service user’s care, 
 subject to the consent of the service user and / or their representative / unpaid 
 carer; 

e) Death of the service user and/or unpaid carer  
f)  Cancelled or refused visits  

 
5.8.2 Where verbal notification is given by the Provider of any of the circumstances 

as required in clause 5.12.1, the Provider shall also submit a written report on 
those circumstances to the Council within three working days of the 
circumstances occurring.    

 
5.8.3 In the event of a significant incident or accident occurring to a service user 
 with a mental health disorder, as defined in the Mental Health (Care & 
 Treatment)(Scotland) Act 2003, the Provider shall contact central Mental 
 Health Officer Team and also immediately inform the Mental Welfare 
 Commission. 
 
5.9 Transition 
 
5.9.1 The Provider shall work with the Council, NHS Lothian and any other 
 service providers as necessary, to ensure a smooth and seamless transition 
 between service providers, for service users where this occurs. This shall 
 include joint visits to service users and sharing of information (with the 
 service user’s/unpaid carers consent, unless in relation to Adult Support and 
 Protection issues) to ensure there is minimum disruption and continuation of 
 service. 
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5.9.2 The Provider shall be responsible for all transition arrangements to and from 
 any other service providers, including but not limited to: 
 a) TUPE arrangements (if relevant); 
 b) Supply of appropriate records; 
 c) Communication of transition plans to affected staff; 
 d) Regular updates to the Council on the transition process as required 
 e) Communication of transition plans to service users and unpaid carers. 
 
5.10 Invoicing and Payment 
 
5.10.1 The Provider shall submit invoices in arrears, at the end of each four weekly 
 invoicing period, to: 
 
 The City of Edinburgh Council 
 Payments Unit 
 Level 3.1 
 Waverley Court 
 4 East Market Street 
 Edinburgh EH8 8BG 
 
5.10.2 Invoices must include the relevant purchase order number and any other 
 identifying information and references that have been requested by the 
 Council to enable reconciliation with referrals to the Service. 
 
5.10.3 Invoices that are correctly constituted will normally be settled within 30 days of 
 receipt. 
 
5.11 Self Directed Support 
 
5.11.1 In line with Self Directed Support legislation (Social Care (Self-directed 
 Support) (Scotland) Act 2013), the service user/carer will have the option of 
 either: 

1. A Direct Payment to purchase support; or 
2. Individual selects support and asks the local authority or a third party 

organisation to arrange (Individual Budget or Individual Service Fund); 
or 

3. City of Edinburgh Council arranges the chosen support on their behalf; 
or 

4. A mix of the above options for different aspects of the individual’s 
support.  
 

5.11.2   This contract covers option three, when the Service User asks the Council to 
   arrange support on their behalf. 
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Appendix 1 Guidance  
 
6. Guidance for the Provider 
 
The Provider shall: 
 
6.1. deliver services to individuals using a human rights-based  approach to 
 care, supporting privacy, dignity and the right to confidentiality.  
 
6.1.1   as far as reasonably possible, allocate staff and or volunteers to deliver the 
 Service in accordance with the individual needs, cultural, religious or gender 
 preferences and gender identity of the service user. 
 
6.1.2 comply with requirements to recruit and select staff through a process that 
 meets legal requirements and includes: 
 

 criminal records checks and recording of the results of these; 

 taking up two written references, one of which should usually be from a 
previous employer, prior to the commencement of employment; 

 cross referencing to the registers of Scottish Social Services Council or 
other bodies as appropriate; 

 actively recruiting staff and / or volunteers from groups with protected 
characteristics; 

 employment of appropriately trained and qualified staff to meet the needs 
of the service users, e.g. 

Support Worker: SVQ2 or EU equivalent  
Senior Support Worker: SVQ3 or EU equivalent 
Managers: SVQ4 and relevant management qualification or EU 
equivalent; 

 ensuring that all staff without qualification will have the opportunity to train 
for the qualification relevant to their post within three years of the 
commencement of employment. 

 
6.1.3 have a Volunteers Policy, which includes procedures for the appropriate 
 recruitment, selection, vetting, induction and training of volunteers, is 
 designed to evidence commitment to promoting quality of life and reflects 
 support for the added value that volunteering brings. 
 
6.1.4 have a planned induction and training programme for all staff designed to 
 evidence the organisations commitment to promoting quality  of life which 
 includes a mandatory requirement for all staff to undergo training in the 
 following prior to providing care: 

 
• Introduction to Organisational Values and Principles of Care 
• Medication Awareness  
• Safe Manual Handling and Use of Hoists 
• Hygiene and Infection Control Procedures 
• Adult Support and Protection Awareness 
• Child Protection Awareness 
• Rights Commission online training  
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• Food Hygiene 
• Communication Skills   
 
And when identified in the Personal Plan: 
 
• Awareness of Basic Foot Care 
• Awareness of Long Term Conditions 
• Awareness of Mental Health Conditions 
• Awareness and Basic Skills in Dealing with Sensory Impairment 
• Awareness of Acquired Brain Injury 
• Support Planning 
• Continence/Catheter Care 
• Dementia Awareness- Promoting Excellence Framework or equivalent  
• Dealing with Health Emergencies 
• Dealing with Challenging Behaviour 
• Personal Safety for Lone Workers 
• Risk Assessment  
• Safe Caring and Restraint 
• Skin Care 
• Technology Enabled Care 
 
Specialist Training, where relevant to the Personal Plan 
 
• Percutaneous endoscopic gastrostomy (PEG) Feeding  
• Use of restraint 
• Administration of Medication 
 

6.1.5 ensure that its staff understands and can implement procedures for dealing 
 with accidents, injuries and medical emergencies and ensure that for any 
 accidents, injuries or changes in medical condition that require hospital 
 admission or GP attendance, its staff has knowledge of and is made known to 
 an individual’s emergency contacts and is recorded in the appropriate 
 incidents form.  

 
6.1.6 have a written risk assessment for each person supported, which will 
 include an environmental risk assessment  related to the persons home or 
 residence. 

 
6.1.7 have a written risk assessment in place that keeps both the service user and 
 staff member safe in relation to behaviour that challenges, safe manual 
 handling and use of hoists  
 
6.1.8 ensure that its staff is familiar with the Adult Protection Policy and Procedures 
 and know how to implement those procedures. 
 
6.1.9 have procedures in place to ensure confidentiality of information and records 
 for service users in terms of level of care given, personal and financial
 matters; security of their home or residence and permission to share 
 information as necessary. 
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6.1.10 ensure that its staff and / or volunteers receive training in the use of
 communication aids, communication methods, and confidentiality standards 
 in order to ensure that service users or  unpaid carers with communication 
 difficulties are supported to express their opinions. 
 
6.1.11 adopt appropriate communication standards that support best practice 
 with communities of interest and ensure that unpaid carers and service users 
 are aware of the availability of and can avail themselves of language 
 interpretation and translation services, including BSL, Braille, etc. 
 
6.1.12 ensure that service users have a variety of opportunities to express their 
 views on the Service and are actively involved in the development of the 
 Service –through one to one conversations, group discussion and 
 questionnaires. 
 
6.1.13 make sure that service users  are supported and their property is protected; 
 have policies and procedures in place that reinforce the service user’s sense 
 of security and make sure these are understood by staff; ensure that keys  to 
 the service user’s homes are safely stored and the security of their home will 
 not be compromised 
 
6.1.14 have a written risk assessment for each service user  supported which, where 
 necessary, includes any special arrangements for safeguarding the 
 individual’s personal monies and/or auditing transactions completed on their 
 behalf and  ensure that confidential information is not retained by staff who 
 leave or change roles  
 
6.1.15 make sure their staff know that receipts are required for any purchase made; 
 that receipts must be provided to the service user and that staff loyalty cards 
 should not be used when purchasing on behalf of a service user 
 
6.1.16 make sure their staff are aware of probity issues, i.e. that staff must not 
 knowingly be the beneficiaries of a service user’s will, accept gifts from 
 service users, use contact with them for private gain, occupy any 
 accommodation owned by  the service user, witness legal documents or make 
 funeral arrangements. 
 
6.1.17 ensure service users or their representatives are introduced to the Provider by    
 an appointed person prior to the service starting or in the case of an 
 emergency commencement, within 48 hours  
 
6.1.18 ensure all their staff are able to speak, read and write in English 
 
6.1.19 ensure that where this is part of the Personal Plan staff can speak  the 
 first language of the service user they are working with  
 
6.1.20 maintain visit logs and make sure their staff have the competence required to 
 enter appropriate detail in service user visit/care logs in an objective manner 
 and in a way which is clear to the service user they are supporting  
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6.1.21 ensure that the Provider’s care coordinators or supervisors receive training 
 in Technology Enabled Care to enable them to make direct referral for 
 assistive technology when they identify this as a need  
 
6.1.22 ensure care coordinators or supervisors develop strong links with 
 COMPASS and know how to make referrals into this service for individuals 
 who are at risk of a hospital admission 
 
6.1.23 ensure staff engage with wider preventative programmes such as Local 
 Opportunities for Older People (LOOPS) to improve community 
 connections. 
 
6.2    Guidance for the Provider’s Staff 
 
6.2.1 No member of the Provider’s staff shall enter the service user’s home in their 
 absence, except with prior approval of an authorised officer of the City of 
 Edinburgh Council. In an emergency, if entry is required, the Provider shall 
 ensure that two members of staff are present in order to safeguard both the 
 service user and the Provider’s staff. 

 
6.2.2 Staff shall ensure that commodes and / or chemical toilets are emptied with 
 sufficient regularity to maintain a pleasant living environment for the service 
 user. 
 
6.2.3 Staff shall assist any service user who experiences incontinence to wash and 
 change into clean clothing as soon as the need becomes apparent. 
 
6.2.4 Staff shall assist unpaid carers and / or service users to obtain a supply of 
 incontinence pads/aids from the appropriate agency, sufficient to meet needs 
 for ongoing comfort, health and hygiene. 
 
6.2.5 Staff shall watch for any signs that the service user is experiencing oral 
 discomfort / mouth disorders / dental problems / deteriorating eyesight / 
 deteriorating hearing and shall assist the service user to access appropriate 
 community services. 
 
6.2.6 Staff shall provide assistance with hair washing and hair care for service 
 users who are identified as requiring it, subject to risk assessment as part of 
 the Personal Support Plan. 
 
6.2.7 Staff shall only prepare meals for service users if they have received 
 instruction regarding basic food safety to the standards required by the Food 
 Safety Act 1990 and Food Law Code of Practice (Scotland). 
 
6.2.8 Staff shall report any instances where the service user does not have 
 adequate equipment or materials required for the meeting of tasks contained 
 within their Personal Plan or for day to day living. 
 
6.2.9 Where a service user is eligible for free transport from the NHS and is 
 required to attend for a clinical appointment / medical treatment, if necessary 
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 staff shall make such transport arrangements or ensure that they have been 
 made. 
 
6.2.10 Staff shall treat the service users’ homes and property with care and respect. 
 Any item belonging to a service user or unpaid carer can only be disposed of 
 with their permission. Staff shall report to their manager any instances where 
 accumulated  property causes a hazard. 
 
6.2.11 Staff shall, whenever possible, provide the Service in a way that maximises 
 the opportunity for social interaction by the service user and / or unpaid carer, 
 provided this is in keeping with the wishes of the service user and / or unpaid 
 carer. 
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Appendix 2 Electronic Call Monitoring System (ECMS) 
 
See separate Excel File. 
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Glossary 
 

COMPASS 
 
 
 

COMPASS (COMPrehensive ASSessment) 

provides more integrated care for frail, older 

people in Edinburgh.  Each weekly meeting 

is lead by a Medicine of the Elderly 

Consultant for North and South Edinburgh 

respectively. 

 

Any health and social care professional may 

refer a patient for discussion at a COMPASS 

meeting. 

 

Weekly Multi-Disciplinary Team Meetings 

(MDTMs) are a key component of 

COMPASS, the role of the MDTM is to 

identify older people at risk of hospital 

admission and agree a joint plan of action to 

support them at home or prevent 

readmission.  

LOOPS 
 
 
 

Local Opportunities for Older People 
http://www.evoc.org.uk/partnership/loops/ 
 
LOOPS aim to improve the uptake of social 

activities and preventative services by people 

over 65 in Edinburgh. 

 

Based in each of the four sectors LOOPS 

aims  to improve communication and 

signposting between the statutory, 

independent and voluntary sectors and 

strengthen referral routes into community 

based preventative services and activities. 

 

Technology Enabled Care 
 
 
 
 
 

A term used to describe a range of 

technology.  

 

Telecare - Equipment and services that 

support people’s safety and independence in 

their own home. Examples include personal 

alarms, smoke sensors, etc. 

Telehealth - Equipment and services that 

allow people with health conditions to better 

manage these in the community. Examples 

include blood pressure or blood glucose 

monitoring, medication reminders etc. 

 

http://www.evoc.org.uk/partnership/loops/

