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WOLVERHAMPTON CITY PRIMARY CARE TRUST

NHS CONTINUING CARE

TERMINAL PHASE CARE - FAST TRACK FORM

This form is to be completed for each patient considered against the eligibility criteria for
NHS Continuing Care -Terminal Phase (end of life stage).

The form must be signed by the Consultant or Clinical Nurse Specialist in Palliative Care, Ward Sister or Qualified
District Nurse

1 Patient Details (complete or fix 2 | Contributors to Contact
hospital label) fast track Details
decision (Tel: No)
NAME: ..ot AdAIess: .o..eeveeieieiieeeeee e Hospital Doctor
NHS NO: ciiiiiinescctctctntnnncsesereieeee ettt sttt sttt Nurse
HOSPItAl NUMDEL: ..ovviciiiiiiieiciceseiriieiiiee eertteieete st ea et esseenaesseeseessesseeseessesseenseenns Occupational
Therapist
DOB: ..o A i e ettt b e nnaens Physiotherapist
X ittt ettt ns eeuestestesteste ettt h e bbb bbb b bbb e Social Worker
WATA: oo et e Patient
IMH ACE SEATUS: ..eevveeiieiiiieeeieresiererteseeies eerteetesee bt eeesbee s bt satesbee bt entesbe e bt et e sbeenseeane Family/Carers
Ethnic OTIgIN: coooiiiiiiieieciccesieesteerieieees eertteteste e eaesteesseensesseeseessesseeseensesseenseenns General
Practitioner
Consultant: .........cceceveveerenenieinenenereseneen Post Code: ....coevueriiieiiieieieiee Clinical Nurse
Specialist
Other please state

3 Eligibility Criteria:

An individual with a rapidly deteriorating condition which may be entering a terminal phase with an increasing level of
dependency. They may need NHS Continuing Care funding to enable their needs to be urgently met (e.g. to allow them to
go home to die or to allow appropriate end-of-life support to be put in place. They have a primary health need because of
the rate of deterioration.

(Please tick)
Meets the criteria Yes No
4 Brief outline of reasons for the fast-tracking decision: This may include triggers such as diagnosis, prognosis in

the minority of cases where this is available, and immediate or imminent needs.
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5 Confirmation

I have assessed the patient and found that he/she meets the Terminal Phase Care criteria and requires fast-
tracking for NHS Continuing Health Care provision.

Date of assessment

Consultant /Clinical Specialist Nurse/Ward Sister Signature
Speciality NAME

(To be printed)
Date

Contact Telephone Number:

6 Placement Decision (delete as appropriate)

Placement agreed YES /NO. TfYES, WHETE .....eeiiiieiiieiiee ettt st 2 eneeseeeeeenes
Expected date of transfer/MOVE ........cooiiiiiiiie ettt ettt e ettt e e et h bt et teenteeneeeee

Remaining as an inpatient until arrangements have been made for placement YES/NO

Completed Form:

1 Send original to Administrative Support Officer(s), Wolverhampton City Primary Care Trust.
2 Retain a copy on case records

Tel: 01902 444858
Tel: 01902 445900

FAX: 01902 575197

NSF CC/3 October 2007
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The National Framework for NHS Continuing Healthcare and NHS funded Nursing Care

Executive summary

1. The National Framework. This sets out the principles and processes of the National
Framework for NHS Continuing Healthcare and NHS funded Nursing Care. We will also
issue Directions in time for an implementation date of 1 October 2007. Until that date, we
are encouraging Strategic Health Authorities (SHAs), Local Authorities (LAs), Primary Care
Trusts (PCTs) and NHS Trusts to use the Framework and associated tools to prepare for
implementation.

2. Legal Framework. We set out the main responsibilities for the NHS and LAs that are in
primary legislation, and explain the influence of key court cases. The Coughlan judgment
examined the responsibilities of NHS and LAs, particularly in the provision of nursing care.
The Grogan judgment examined the interaction between NHS Continuing Healthcare and
NHS funded Nursing Care.

3. Primary Health Need. We describe how the phrase a ‘primary health need’ has developed
and how this idea helps to make the decision about when someone should receive NHS
Continuing Healthcare.

4. Core Values and Principles. We set out the main things to remember when assessing
somebody and deciding whether they should receive NHS Continuing Healthcare. The
individual, the effect their needs have on them, and how they would prefer to be supported,
should be kept at the heart of the process. Access to assessment and provision should be
fair, consistent and free from discrimination

5. Eligibility Considerations. At the heart of this document is the process for deciding
whether someone is eligible for NHS Continuing Healthcare or NHS-funded Nursing Care.
Assessments should be carried out by a multi-disciplinary team in line with the Core Values
and Principles section and taking into account other existing guidance.

6. Links to other policies. We point to other areas of law and policy that may be relevant to
this Framework, especially around Mental Health.

7. Care planning and provision. The PCT should identify and arrange all services required
to meet the needs of all individuals who qualify for NHS Continuing Healthcare, and for the
health care part of a joint-care package. We set out the key principles in both cases.

8. Review. Regular reviews should be carried out, no later than three months following the
initial decision, and then at least once a year after that. Some people will need more
frequent reviews. We describe this in more detail.

9. Dispute Resolution. If there is a disagreement about a decision, or about who pays for
necessary care, the PCT’s “local resolution” process will usually be the first step. We also
describe the other possible steps, if this does not provide a satisfactory solution, or if the
person wants to complain separately using the relevant Complaints procedure.

10.Governance. Both PCTs and SHAs have roles in overseeing the process, as they do in
other areas, and we indicate this in this final part.
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The National Framework

Summary

1.

This guidance sets out the principles and process of the National Framework for NHS
Continuing Healthcare and NHS funded Nursing Care. It concentrates mainly on the
process for establishing eligibility for NHS Continuing Healthcare and principles of care
planning and dispute resolution relevant to that process, rather than specifying every
aspect of planning NHS Continuing Healthcare. Directions under the National Health
Service Act 2006 and the Local Authority Social Services Act 1970 in relation to the
National Framework will be issued in October 2007. Until that time, this guidance and
associated tools can be regarded as good practice and used to prepare for
implementation. In this interim period, we would encourage the efforts of Strategic
Health Authorities (SHAs), Local Authorities (LAs), Primary Care Trusts (PCTs) and
NHS Trusts to move towards practice that more closely reflects the processes set out
here.

Action

2.

PCTs should consider how the principles and process in this guidance relate to what is
currently in place and prepare to align their processes with this guidance.

SHAs should help facilitate this process. The obligations of SHAs to operate review
panels (directions 4 to 8 of the Continuing Care (National Health Service
Responsibilities) Directions 2004 as modified by the Continuing Care (National Health
Service Responsibilities) Modification Directions 2006) continue.

NHS Trusts will wish to consider those sections of this guidance which are relevant with
a view to reviewing current review and discharge processes.

LAs should read this guidance and consider how their current practice fits with the
responsibilities outlined below.

NHS bodies and LAs are encouraged to work together in a partnership approach when
reviewing existing processes.

Background

7.

“Continuing care” means care provided over an extended period of time to a person
aged 18 or over to meet physical or mental health needs which have arisen as the result
of disability, accident or iliness. “NHS Continuing Healthcare” means a package of
continuing care arranged and funded solely by the NHS. The actual services provided
as part of that package should be seen in the wider context of best practice and service
development for each client group.

An individual who needs “continuing care” may require services from NHS bodies and/or
from LAs. Both NHS bodies and LAs therefore have responsibilities to ensure that the
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assessment of eligibility for, and provision of, continuing care takes place in a timely and
consistent fashion. If a person does not qualify for NHS Continuing Healthcare, the NHS
may still have a responsibility to effectively contribute to that person’s health needs. This
is sometimes known as a “joint package” of continuing care (set out in paragraphs 78-81
below). The most obvious way in which this is provided is by means of the Registered
Nursing Care Contribution, in a care home setting, but there are many other models.

9. In December 2004, we announced our intention to develop a National Framework to
improve consistency of approach in relation to, and ease of understanding of, NHS
Continuing Healthcare. The White Paper Our Health, Our Care, Our Say: A New
Direction for Community Services, published in January 2006, reaffirmed this formal
commitment to develop a National Framework and to simplify the interaction between
NHS Continuing Healthcare and NHS-funded Nursing Care.

10.The major changes proposed in the draft National Framework, published for a three
month consultation on 19 June 2006, were:

a. Instead of each of the 28 SHAs in England having its own rules, tools and
processes for determining eligibility for NHS Continuing Healthcare, there should
be one national approach on determining eligibility, with a common process and
national tools to support decision making, for the NHS in England.

b. Rather than having a separate nursing determination to assess an individual's
need for registered nursing care in a nursing home, and which places recipients
into three bands, there should be one single band for NHS-funded Nursing Care
in a nursing home. The determination of eligibility for NHS-funded Nursing Care
should be integrated into the same framework as eligibility determination and
care planning for NHS Continuing Healthcare.

11.This guidance is based on statutory responsibilities, case law, input from the Health
Service Ombudsman, and responses received in the consultation (please refer to the
response, published alongside this document). It sets out a process for the NHS,
working together with LA partners wherever possible, to assess health needs, decide on
eligibility for NHS Continuing Healthcare, and provide that care. It is to be read in
conjunction with the national tools to support decision-making: the “Decision Support
Tool”, and the “Fast Track” and “Checklist” tools. Separate user notes, to clarify how to
apply the tools, are attached to the tools themselves.

12.This guidance cancels the following previous guidance and circulars:-
e HSC2001/15 and LAC2001(18): Continuing Care: NHS and local councils'
responsibilities
¢ NHS Continuing Care: action following the Grogan judgment (2006)

13.From 1 October 2007, the following previous guidance and circulars are cancelled:
e HSC 2001/17 and LAC(2001)26: Guidance on free nursing care in nursing homes
e NHS Funded Nursing Care: Practice Guide & Workbook
e HSC2003/006 and LAC(2003)7: Guidance on NHS funded nursing care

14.The current, three-tiered system of NHS-funded Nursing Care funding remains in place
until 30 September 2007. Directions will be issued in due course which will cancel the
current system and introduce a single band, operational from 1 October 2007.
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15.This document will be reviewed on 30 September 2008.
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Legal framework

Legislation

16. Primary legislation governing the health service does not use the expressions
“continuing care”, “NHS Continuing Healthcare” or “primary health need”. However,
section 1 of the National Health Service Act 2006 requires the Secretary of State to
continue the promotion in England of a comprehensive health service, designed to
secure improvement in (i) the physical and mental health of the people of England and
(i) the prevention, diagnosis and treatment of illness'. Furthermore, the Secretary of
State is under a duty to provide services for “the care of persons suffering from illness”
throughout England to such extent as she considers necessary to meet all reasonable
requirements (section 3, particularly section 3(1)(e) of the National Health Service Act
2006). This includes accommodation for the purposes of health services provided under
that Act. SHAs and PCTs (amongst others) carry out this function on behalf of the
Secretary of State. What is appropriate to be provided as part of the health service
therefore has to be considered in the light of the overall purpose of the health service to
improve physical or mental health or prevent, diagnose or treat iliness.

17.Each LA is under a duty to assess any person who appears to it to be in need of
community care services (section 47 of the National Health Service and Community
Care Act 1990). Community Care services can include residential accommodation for
persons who by reason of age, illness or disability are in need of care and attention
which is not otherwise available to them (section 21 of the National Assistance Act
1948) as well as domiciliary and community-based services enabling people to continue
to live in the community. The LA, having regard to the result of that assessment, must
then decide whether the person’s needs call for the provision of community care
services. The LA must also notify the relevant PCT if, in carrying out the assessment, it
becomes apparent to the authority that the person has needs which may fall under the
National Health Service Act 2006, and invite them to assist in the making of the
assessment (see section 47(3)(a) of the National Health Service and Community Care
Act 1990).

18.LAs also have the function of providing services under section 29 of the National
Assistance Act 1948 (which includes functions under section 2 of the Chronically Sick
and Disabled Persons Act 1970). Section 29(6)(b) of the National Assistance Act 1948
only prohibits LAs from providing services under section 29 which are “required” to be
provided under the National Health Service Act 2006 so excludes only those services
which can, as a matter of law, be provided under the National Health Service Act 2006.

19.Section 49 of the Health and Social Care Act 2001 prohibits LAs from providing, or
arranging for the provision of, nursing care by a registered nurse in connection with the
provision by them of community care services. “Nursing care by a registered nurse” is
defined as “services provided by a registered nurse and involving either the provision of
care or the planning, supervision or delegation of the provision of care other than any

" “Illness” is defined in the NHS Act 2006 as including any injury or disability requiring medical or dental treatment or
nursing

10
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services which, having regard to their nature and the circumstances in which they are
provided, do not need to be provided by a registered nurse”.

20.Deciding on the balance between LA and PCT responsibilities with respect to continuing
care has been the subject of key court judgments.

Case law

21.The decision of the Court of Appeal in R v North and East Devon Health Authority ex
parte Coughlan [1999] considered the responsibilities of health authorities and LAS’
social service provision, in particular the limits on the provision of nursing care (in a
broad sense, i.e. not just registered nursing) by LAs. This case was decided before the
enactment of section 49 of the Health and Social Care Act 2001. The key points from
this judgment are set out at Annex B. The Court referred to a very general indication of
the limit of LA provision in the context of a person living in residential accommodation,
saying that if the nursing services are:-
i. merely incidental or ancillary to the provision of the accommodation which a LA is
under a duty to provide pursuant to section 21; and
ii. of a nature which it can be expected that an authority whose primary
responsibility is to provide social services can be expected to provide,
then they can be provided under section 21 of the National Assistance Act 1948.

22. After the enactment of the Health and Social Care Act 2001, care from a registered
nurse cannot be provided by the LA as part of community care services. Nevertheless,
the extent of care supported by the registered nursing care contribution is still to be
considered as “incidental and ancillary” in the sense described in Coughlan. The
interaction between NHS Continuing Healthcare and NHS funded Nursing Care was
further considered by the High Court in R v. Bexley NHS Trust, ex parte Grogan [2006].
The key points from this judgment are set out at Annex C.

11
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Primary health need

23.To assist in deciding which treatment and other health services it is appropriate for the
NHS to provide under the National Health Service Act 2006, and to distinguish between
those and the services which LAs may provide under section 21 of the National
Assistance Act 1948, the Secretary of State has developed the concept of “a primary
health need”. Where a person’s primary need is a health need, the NHS is regarded as
responsible for providing for all their needs, including accommodation, if that is part of
the overall need, and so they are eligible for NHS Continuing Healthcare. The decision
as to whether this is the case should look at the totality of the relevant needs.

24.There should be no gap in the provision of care, such that people might be in a situation
where neither the NHS nor (subject to the person meeting the relevant means test) the
relevant LA, separately or together, will fund care. Therefore, the “primary health need”
test should be applied so that a decision of ineligibility for NHS Continuing Healthcare is
possible only where, taken as a whole, the nursing or other health services required by
the individual:
i. are no more than incidental or ancillary to the provision of accommodation which
LA Social Services are under a duty to provide; and
ii. are not of a nature beyond which a LA whose primary responsibility is to provide
Social Services could be expected to provide.

25.There are certain limitations to this test, which was originally indicated in Coughlan:
neither the PCT nor the LA can unilaterally dictate what the other agency should
provide, and the Coughlan judgment itself focused only on general and registered
nursing needs.

26. Instead, a practical approach to eligibility is necessary, which will apply to a range of
different circumstances, including situations in which the “incidental or ancillary” test is
not applicable. This will include, for example, cases where people are cared for at
home, or currently fund their own care in a care home. Certain characteristics of need,
and their impact on the care required to manage them, may help determine whether the
“quality” or “quantity” of care required is more than the limits of LAs’ responsibilities as
outlined in Coughlan:

e Nature: the type of needs, and the overall effect of those needs on the individual,
including the type (“quality”) of interventions required to manage them;

¢ Intensity: both the extent (“quantity”) and severity (degree) of the needs, including
the need for sustained care (“continuity”);

e Complexity: how the needs arise and interact to increase the skill needed to monitor
and manage the care;

e Unpredictability: the degree to which needs fluctuate, creating difficulty in managing
needs; and the level of risk to the person’s health if adequate and timely care is not
provided.

Each of these characteristics may, in combination or alone, demonstrate a primary

health need, because of the quality and/or quantity of care required to meet the

individual's needs.

12
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27.0ne or more of these characteristics may well apply for those people approaching the
end of their lives. There may also be circumstances where an individual not previously
awarded NHS Continuing Healthcare on the basis of need does have a rapidly
deteriorating condition, which may be entering a terminal phase. They may need NHS
Continuing Healthcare funding to enable their needs to be urgently met (e.g. to allow
them to go home to die or to allow appropriate end-of-life support to be put in place).
This would also be a primary health need because of the rate of the deterioration. Good
practice in end-of-life care is currently supported through the End-of Life Care
Prog3ramme2. The national End-of Life Care strategy will be published at the end of this
year-.

28.To minimise variation in interpretation of these principles and to inform consistent
decision-making, we have developed the national Decision Support Tool in conjunction
with stakeholders. The Decision Support Tool supports practitioners in obtaining a full
picture of needs and by indicating a level of need which could constitute a primary
health need. The Decision Support Tool, combined with practitioners’ own experience
and professional judgement, should therefore enable them to apply the primary health
need test in practice in a way which is consistent with the limits on what can lawfully be
provided by a LA, in accordance with the Coughlan and Grogan judgments.

29.Further details about the Decision Support Tool, and its application, are set out below
(paragraphs 56-61) and in the notes accompanying the tools. Before using the Decision
Support Tool, practitioners should ensure that they have obtained evidence from all the
necessary assessments (comprehensive and specialist), in line with the core values and
principles outlined here.

2 hitp://www.endoflifecare.nhs.uk/eolc/Tools/
3 hitp://www.dh.gov.uk/en/Policyandguidance/Organisationpolicy/Endoflifecare/index.htm
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Core values and Principles

30.The process of assessment and decision-making should be person-centred. This means

31

placing the individual, their perception of their support needs and their preferred models
of support at the heart of the assessment and care-planning process. The individual's
wishes and expectations as to how and where the care will be delivered should be
documented and taken into account, along with the risks of different types of provision
and fairness of access to resources, when deciding how their needs will be met.

.Access to both assessment and provision should be fair and consistent. There should

be no discrimination on the grounds of race, disability, gender, age, sexual orientation,
religion or belief, or type of health need (for example whether the need is physical or
mental). PCTs are responsible for ensuring that discrimination does not occur by means
of effective auditing (please see the section on Governance below).

32.Assessments, and the consideration of eligibility for, and delivery of, NHS Continuing

Healthcare and NHS-funded Nursing Care should be organised so that the person who
is undergoing an assessment and their family and/or carers understand the process,
and receive advice and information to enable them to participate in informed decisions
about their future care. Decisions and rationales relating to eligibility should be
transparent from the outset: for individuals, carers, family, and staff.

33.As with any examination or treatment, the individual’s informed consent* should be

obtained before the process of determining eligibility for NHS Continuing Healthcare
begins. If there is a concern that the individual may not have capacity to give their
consent, this should be determined in accordance the Mental Capacity Act 2005 and the
associated code of Eractice, which, for the purposes relevant to this guidance, is in force
from October 2007. In fulfilling the requirements of the Mental Capacity Act 2005, PCTs
may also need to consider the appointment of an independent mental capacity advocate
in certain circumstances especially when deciding on long-term care provision: again,
further guidance can be found in the code of practice.

34.Any person may elect a family member or other person (who should be independent of

LA or NHS body) to advocate on their behalf. Even where this is not the case, the views
and knowledge of family members may be taken into account, where consent has been
given to seek these views.

35.PCTs and LAs should bear in mind that a carer providing regular and substantial care

has a right to an assessment of their needs as a carer (Carers and Disabled Children’s
Act 2000 as amended by the Carers (Equal Opportunities) Act 2004).

36. Eligibility for NHS Continuing Healthcare is based on an individual’s assessed health

needs. The diagnosis of a particular disease or condition is not in itself a determinant of
eligibility for NHS Continuing Healthcare.

* Further guidance on consent can be found at www.dh.gov.uk/consent.
> http://www.opsi.gov.uk/acts/en2005/ukpgaen_20050009_en_cop.pdf
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37.NHS Continuing Healthcare may be provided by PCTs in any setting (including, but not
limited to, a care home, hospice or the person’s own home). Eligibility for NHS
Continuing Healthcare is therefore not determined or influenced by either the setting
where the care is provided nor by the characteristics of the person who delivers the
care. The decision-making rationale should not marginalise a need because it is
successfully managed: well-managed needs are still needs. Only where the successful
management of a healthcare need has permanently reduced or removed an ongoing
need will this have a bearing on NHS Continuing Healthcare eligibility.

38.Financial issues should not be considered as part of the decision about an individual’s
eligibility for NHS Continuing Healthcare, and it is important that the process of
considering and deciding eligibility does not delay treatment or appropriate care being
put in place.

39. Establishing that an individual’s primary need is a health need requires a clear,
reasoned decision based on evidence of needs from a comprehensive assessment
framework. The evidence and the decision making process should be accurately and
fully recorded. A number of models are already in place, for example:

i. Single Assessment Process (SAP) for Older People (extends to other care groups in
some regions)

ii. Care Programme Approach (CPA) for Mental Health patients

iii. Person-Centred Plans for Learning Disability

These will be developed into a common assessment framework following on from the
White Paper: Our Health, Our Care, Our Say: A New Direction for Community Services.

40.A person carrying out an assessment for NHS Continuing Healthcare should always
consider whether there is further potential for rehabilitation and regaining independence,
and how the outcome of any treatments or medication may affect ongoing needs.

41.The risks and benefits to the individual of a change of location or support (including
funding) should be considered carefully before any move or change is confirmed.
Neither the PCT nor LA should unilaterally withdraw from funding an existing package
without appropriate reassessment and identification of the body responsible for funding.

42.The reasons given for a decision on eligibility should not be based on:
— the setting of care,
— the ability of the care provider to manage care,
— the use (or not) of NHS employed staff to provide care,
— the need for/presence of ‘specialist staff * in care delivery,
— the existence of other NHS-funded care, or
— any other input-related (rather than needs-related) rationale.

43.The NHS’s responsibility to provide or commission care (including NHS Continuing
Healthcare) is not indefinite as needs might change. This should be made clear to the
individual and their family. Regular reviews are built into the process to ensure that the
care package continues to meet the person’s needs.

15
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Eligibility Considerations: Process

44. Figure 1 illustrates the process of determining eligibility for NHS Continuing Healthcare.

45.Occasionally, individuals with a rapidly deteriorating condition, which may be entering a
terminal phase, will require “fast-tracking” for immediate provision of NHS Continuing
Healthcare because they need an urgent package of care. In this case, the “Fast Track
Pathway” tool may be used by a senior clinician such as a ward sister, consultant or a
GP to outline the reasons for the fast-tracking decision. This may be supported by a
prognosis if available, but strict time limits are not relevant for end-of life cases and
should not be imposed: it is the responsibility of the assessor to make a decision based
on the relevant facts of the case. If possible and appropriate, the initial fast-tracking
decision should be followed by a full assessment of need. Careful decision making is
essential, to avoid undue distress that might result from a person moving in and out of
NHS Continuing Healthcare eligibility within a very short period of time.

Fast:Track Discharge planning, review or other trigger.

Other MHS- ¥#®  Could NHS services enable improvements which could alter the
funded servicesl outcome of an eligibility decisionin the short term?

~

Screening: consider possible eligibility for NHS CHC t—

Fossible eligibility Mo eligibility

Full consideration fo/ _ 1 . _
MNHS CHC Care Planning, including determination of

requirement for registered nursing care

i
Establish primary health Pl

need. qualify for NHS CHC g funded Nursing Care:  Other care package

l MHS contribution to services MHS and Local
of a registered nurse Authority contributions
Care planning
; |

Written rationale for decision — communicated to individuals,
families and carers

* Care Package provided and funded

Review >

Figure 1. Overall process for determining eligibility for NHS Continuing Healthcare (CHC) and
NHS funded Nursing Care. Please see main text for explanation.

46.The first step in the process for most people to the system will be a screening process,
using the NHS Continuing Healthcare Needs Checklist. The purpose of the Checklist is
to encourage proportionate assessments, so that resources are directed towards those
people who are most likely to be eligible for NHS Continuing Healthcare, and ensure
that a rationale is provided for all decisions regarding eligibility.
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Before applying the Checklist, it is necessary to ensure that the individual, and their
representative where appropriate, understand that the Checklist does not indicate the
likelihood that the individual will be found to be eligible for NHS Continuing Healthcare.
The threshold at this stage has been set deliberately low, to ensure that all those who
require a full consideration of their needs do get this opportunity.

47.A nurse, doctor, other qualified healthcare professional, or social worker could apply the
Checklist to refer individuals for a full consideration of eligibility for NHS Continuing
Healthcare from either a community or hospital setting. Whoever applies the checklist
will need to be familiar with, and have regard to, the content and principles of this
guidance and the Decision Support tool (see paragraphs 55-60).

48.In a hospital setting, before an NHS body gives notice of a individual’s case to a social
services authority, it "must carry out such an assessment as it considers appropriate of
the individual’s need for continuing care, in consultation, where it considers it
appropriate, with the relevant social services authority” (the Delayed Discharges
(Continuing Care) Directions 2004). This is to comply with its duty under section 2(2) of
the Community Care (Delayed Discharges etc) Act 2003.

49. Assessments in acute settings can sometimes poorly represent an individual's capacity
to maximise their potential. To help avoid this problem but to ensure that unnecessary
stays on acute wards are avoided, it should be considered whether further NHS-funded
therapy and/or rehabilitation might make a difference to the potential of the individual in
the following few months, and if so, transfer the patient to the appropriate NHS service.
Where NHS-funded care, other than on an acute ward, is the next appropriate step after
hospital treatment, this does not trigger the responsibilities under the Community Care
(Delayed Discharges etc) Act 2003.

50.1f the Checklist is used at the point of discharge from hospital, and indicates either

i. aneed for a full eligibility consideration, or

ii. aninconclusive result,
a decision should be made, and recorded, to undertake a full consideration of eligibility
once all treatment and rehabilitation has been completed. This full consideration should
be completed in the most appropriate setting, whether it is another NHS institution, the
individual’'s home, or other care setting. In the interim, the PCT retains responsibility for
funding appropriate care.

51.In many cases, whether in a hospital or community setting, a full consideration of NHS
Continuing Healthcare will be inappropriate. If the outcome of the screening assessment
is that a referral for a full consideration for NHS Continuing Healthcare is unnecessary,
this decision, together with the reasons for it, should be communicated clearly to the
individual, and their carers or representatives where appropriate. They may still request
a full assessment from the PCT, and the PCT should give this request due
consideration, taking into account all the information available including additional
information from the individual or carer. Care planning for those individuals with ongoing
needs, including the consideration of need for registered nursing care, will still be
necessary (see the section on care planning, below).

52.1f the outcome of the screening assessment is that a referral for a full consideration for
NHS Continuing Healthcare is necessary, the result and the reasons for it should be
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communicated clearly to the individual, and their carers or representatives where
appropriate, as soon as reasonably practicable. In line with the assessment models
mentioned above, once an individual has been referred for a full consideration for NHS
Continuing Healthcare, an individual, or individuals should be identified by the PCT to
co-ordinate the process. This role will involve taking responsibility for the whole process
until the decision about funding has been made and a care plan has been written.

53.A comprehensive, multidisciplinary assessment of an individual’s care needs, including
all relevant specialist and non-specialist assessments, should be carried out by a
multidisciplinary team in line with the Core Values and Principles outlined above, and
other existing guidance, particularly about the Single Assessment Process®, Care-
Programme Approach (under review7) and Person-Centred Planningg.

54.Involving social services colleagues as well as health professionals in the assessment
process will streamline the process of care planning and make decision making more
effective and consistent. Some form of joint working could be made mandatory in future
by virtue of directions under the National Health Service Act 2006 and section 7A of the
Local Authority Social Services Act 1970. As with assessments which they are carrying
out individuallyg, LAs should not allow an individual’s financial circumstances to affect a
decision to participate in a joint assessment.

55.Wherever possible, the person coordinating the assessment process and eligibility
consideration will liaise with the multidisciplinary team members themselves to complete
the Decision Support Tool, matching, as far as possible, the individual’s level of need
with the description that most closely relates to their specific needs. As a general
principle, LAs should work with PCTs to complete the tool wherever possible. As set out
above, consideration is being given to appropriate Directions to both PCTs and LAs to
require joint working in this area.

56.The Decision Support Tool is designed to ensure that the full range of factors which
have a bearing on an individual's eligibility are taken into account in making this
decision. The tool provides practitioners with a framework to bring together and record
the various needs in eleven ‘care domains’, or generic areas of need. The domains are
sub-divided into statements of need representing low, moderate, high, severe or priority
levels of need, depending on the domain. The care domains are:

Behaviour

Cognition

Communication

Psychological/Emotional Needs

Mobility

Nutrition — Food & Drink

Continence

Skin (including tissue viability)

. Breathing

10. Drug Therapies & Medication: Symptom Control

11. Altered States of Consciousness

CoNoaRWON =

% http://www.dh.gov.uk/en/Policyandguidance/Healthandsocialcaretopics/Socialcare/Singleassessmentprocess/index.htm

7 http://www.dh.gov.uk/en/Consultations/Liveconsultations/DH_063354

¥ http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicy AndGuidance/Browsable/DH_4098013
® LAC(2002)13 - Fair Access to Care Services — Guidance on Eligibility Criteria for Adult Social Care.
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57.The result of completing the tool should be an overall picture of the individual's needs,
which captures their nature, and their complexity, intensity and/or unpredictability and
thus the quality and/or quantity (including continuity) of care required to meet the
individuals’ needs. Figure 2 indicates how the domains in the Decision Support Tool can
illustrate the complexity, intensity and unpredictability of needs. The overall picture, and
the descriptors within the domains themselves, also relate to the nature of needs.

P P Il P | P
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; | L L L L L L L L L L L
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E All Cognition S.kln& Drug_
L| gl T 3 Tissue | Therapies
S| 1 | Y Behaviour Mebility Viability etc
L
| Psychological Cantinence
T & Emotional . Altered states of
Y Needs Nl;t:'.t:l“: - Consciousness
Communication Drink Breathing
. COMPLEXITY -
INTENSITY

DOMAINS

Figure 2. How the domains in the Decision Support Tool help to build up a picture of
complexity, intensity and unpredictability. The letters N, L, M, H, S and P refer to No, Low,
Moderate, High, Severe and Priority levels within the eleven care domains.

58.There may be circumstances, on a case-by-case basis, where an individual may have
particular needs which are not easily categorised by the care domains described here.
In this situation, it is the responsibility of the assessors to determine and record the
extent and type of this need, and take that need into account when deciding whether a
person has a primary health need according to paragraphs 24-30.

59.As described in the Decision Support Tool, the multidisciplinary team should use it to set
out the evidence to allow them to consider not just the overall needs, but also the
interaction between the needs, and evidence from relevant risk assessments. Although
the tool supports the process of determining eligibility, and ensures consistent and
comprehensive consideration of an individual’s needs, it cannot directly determine
eligibility. Indicative guidelines as to a threshold are set out in the tool (for example, if
one area of need is at priority level, then this demonstrates a primary health need) but
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these are not to be viewed prescriptively. Professional judgement should be exercised
in all cases to ensure that the individual’s overall level of need is correctly determined.

60.0Once the multidisciplinary team has reached agreement, they should make a

61.

recommendation about eligibility to the PCT.

PCTs should be aware of cases which have indicated circumstances where a finding of
eligibility for NHS Continuing Healthcare should have been made, and where the same
outcome would be expected if the same facts were being considered in an assessment
for NHS Continuing Healthcare under the National Framework (e.g. Coughlan, and
those in the Health Service Ombudsman’s report NHS funding for long term care of
older and disabled people). However, they should be wary of trying to extrapolate
generalisations about eligibility for NHS Continuing Healthcare from the limited
information they may have about those cases. There is no substitute for a careful and
detailed assessment of the needs of the individual whose eligibility is in question.

62.Many PCTs use a panel to ensure consistency and quality of decision-making.

Processes which are already in place, have suitable governance and are working well
do not need to be altered. However, panels should not be used as gate-keeping function
nor as a financial monitor. Only in exceptional circumstances, and for clearly articulated
reasons, should the multidisciplinary team’s recommendation not be followed. A
decision to overturn the recommendation should never be made by one person acting
unilaterally. Because the final eligibility decision should be independent of budgetary
constraints, finance officers should not be part of a decision-making panel.

63.The time between referral for a full consideration of need and communication of the

funding decision to the individual, and their carers or representative where appropriate,
should not exceed two weeks in most cases. However, if the referral has taken place
and NHS care is still ongoing, the process may take longer. When there are valid and
unavoidable reasons for the process taking longer, time scales should be clearly
communicated to the person and their carers.
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Links to other policies

Links to Mental Health legislation
64.PCTs and LAs should be familiar with relevant sections of the Mental Health Act 1983.

65.Under section 117, PCTs and LAs have a duty to provide after-care services for
individuals who have been detained under certain provisions of the Mental Health Act
1983 until such time as they are satisfied that the person is no longer in need of such
services. Section 117 is a free-standing duty and PCTs and LAs have been advised to
have in place local policies detailing their respective responsibilitiesm.

66. There are no powers to charge for services provided under section 117, regardless of
whether they are provided by the NHS or LAs. Accordingly, the question of whether
services should be “free” NHS services rather than potentially charged-for social
services does not arise. It is not therefore necessary to assess eligibility for NHS
Continuing Healthcare if all the services in question are to be provided as after-care
under section 117.

67.However, a person in receipt of after-care services under section 117 may also have
needs for continuing care which are not related to their mental disorder and which may
therefore not fall within the scope of section 117. An obvious example would be a
person who was already receiving continuing care in relation to physical health
problems before being detained under the 1983 Act and whose physical health
problems remain on discharge. Where such needs exist, it may be necessary to carry
out a consideration for NHS Continuing Healthcare.

Bournewood

68. The Mental Health Bill, currently going through Parliament'’, contains provisions in
response to the ECHR case of HL v UK in October 2004 ("the Bournewood judgment").
This would introduce new procedures into the Mental Capacity Act 2005 that will apply
to a person who lacks capacity and who needs to be deprived of their liberty in a care
home or hospital in their own best interests in order to receive necessary care or
treatment. The fact that a person who lacks capacity does need to be deprived of his or
her liberty in these circumstances does not affect the assessment of whether the person
is eligible for NHS Continuing Healthcare. Therefore, the same process outlined above
to determine eligibility for NHS Continuing Healthcare should be undertaken Pending
the enactment of the provisions in the Bill, PCTs should be aware of existing guidance
published in December 2004 ',

" HSC 2000/003 and LAC (2000)3: After-care under the Mental Health Act 1983: section 117 after-care services.
11

http://www.dh.gov.uk/en/Policyandguidance/Healthandsocialcaretopics/Mentalhealth/DH_0734
90

2 Advice on the Decision of the European Court of Human Rights in the Care of HL v UK (The Bournewood Case)
- Gateway Reference 4269.
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Other existing commitments to NHS funded care

69.There may be other circumstances, aside from a PCT’s responsibilities for NHS
Continuing Healthcare and under the Mental Health Act 1983, when the NHS will be
expected to take responsibility for a person’s long term care. An example might be
people with learning disabilities, where there may be an existing commitment to fund
ongoing care to individuals following the closure of long stay hospitals or campuses.
These responsibilities arise independently of the PCT’s responsibility to provide
continuing care and there should not be any assumption that these responsibilities
equate to eligibility for continuing care or vice versa.

Links to Children’s Policy

70.This guidance does not cover under 18s (children). Whilst similar principles and values
apply, there are different legislative drivers for younger people’s services, including their
need for education, and guidance on this topic is currently under consideration.

71.However, regulations’ state that a child in receipt of Children’s Continuing Care should
be reassessed for their eligibility for Adult NHS Continuing Healthcare, and that until
they have been assessed, the current package of care should be maintained. It is
therefore in the child/young person’s and the PCT and LA’s interests to monitor those
recipients of continuing care who are aged 16 or 17, to ensure continuity of care
provision (not necessarily funding) once the individual reaches 18. The transition from
childhood to adulthood is thus a trigger for a full review (see section on Reviews,
below).

13

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance
/DH 073109
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Care planning and provision

72.Whether a person is eligible for NHS Continuing Healthcare or not, if he has ongoing
care needs, the care planning process decides on how to best meet those needs.

73. 1t is the responsibility of the PCT to identify, commission and contract for all services
required to meet the needs of all such individuals who qualify for NHS Continuing
Healthcare, and for the health care part of a joint care package (see Care planning for
other Care packages, below).

74.To enable efficient commissioning, it may be appropriate for LAs to share information
and databases in order to assist PCTs with their commissioning responsibilities. NHS-
funded care can be commissioned from the full range of providers. NHS commissioning
includes an ongoing case management role in addition to regular reviews. PCTs should
try and have a strategic rather than a case-by-case approach to fulfilling their
commissioning responsibilities, and be aware of the principles of the draft
Commissioning Framework for Health and Wellbeing, published for consultation earlier
this year™.

Care planning for NHS Continuing Healthcare

75.Where a person qualifies for NHS Continuing Healthcare, the package to be provided is
that which the PCT thinks is appropriate for the individual’s needs. Although the PCT is
not bound by the views of the LA as to what services the individual needs, the LA’s
assessment under section 47 of the National Health Service and Community Care Act
1990 or contribution to a joint assessment will be important in identifying the individual’s
needs and in some cases the options for meeting them.

76.The LA is, however, not prevented from providing services, as it sees fit. Indeed in some
cases, there may have to be individual arrangements reached between LAs and PCTs
with respect to the provision of services. This may be particularly relevant where the
person is to be cared for in a community setting.

77.NHS services cannot be provided as part of an Individual Budget or through Direct
Payments, and Our Health, Our Care, Our Say: A New Direction for Community
Services makes it clear that these will not be extended to NHS healthcare in the near
future. This means that when an individual begins to receive NHS Continuing
Healthcare they may experience a loss of control over their care which they had
previously exercised through Direct Payments or similar. It should be emphasised that
PCTs can commission to maximise continuity of care, i.e. to maintain a similar package
of care to that already in place, and in determining whether to maintain an existing
package, the PCT should take into account the individual’s preferences wherever
possible.

Care planning for other care packages

' http://www.dh.gov.uk/en/Consultations/Liveconsultations/DH_072622
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78.Where a person is not found to be eligible for NHS Continuing Healthcare, they may

receive a package of health and social care (rather than being fully funded by the NHS).
As part of the care planning process, the NHS determines its responsibility for the
services required from a registered nurse in a care home providing nursing care, which
the LA cannot provide, according to Section 49 of the Health and Social Care Act 2001.
Please see Annex D for further information.

79.Additional health services apart from registered nursing may also be funded by the NHS

if these are agreed as part of a care plan. The range of services which the NHS is
expected to arrange and fund includes but is not limited to:

- Primary health care

- Assessment involving doctors and registered nurses

- Rehabilitation and recovery (where this forms part of an overall package of NHS
care as distinct from intermediate care)

- Respite health care

- Community health services

- Specialist health care support

- Palliative care

80.According to each LA’s Fair Access to Care criteria, they will be responsible for

81

providing such social care, including personal care, as can lawfully be provided
following the Coughlan limits set out in paragraph 22 (see also Annex B).

-With respect to other types of joint packages, the extent to which each service should

provide care is for NHS and LA partners to agree. LAs can provide some health
services. Section 21(8) of the National Assistance Act 1948 states that nothing in
section 21 authorises or requires a LA to make any provision authorised or required to
be provided under the NHS Act 2006 (formerly the NHS Act 1977). This was considered
by the Court of Appeal in Coughlan:
“[Section 21] should not be regarded as preventing a local authority from providing
any health services. The subsection’s prohibitive effect is limited to those health
services which, in fact, have been authorised or required to be provided under the
1977 Act. Such health services would not therefore include services which the
Secretary of State legitimately decided under section 3(1) of the 1977 Act it was not
necessary for the NHS to provide.”
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Review

82.If the NHS is providing any part of the care, a case review should be undertaken to
reassess care needs and eligibility for NHS Continuing Healthcare and to ensure those
needs are being met no later than three months following the initial assessment
(including those who did not receive a full consideration for NHS Continuing Healthcare
eligibility following application of the Checklist), and then as a minimum standard on an
annual basis. This also ensures that full NHS responsibility can be reconsidered at
review, if the person did not meet the eligibility criteria for full funding at the first
assessment. Some cases will require a more frequent case review in line with clinical

judgement and changing needs. There is also the right to request a review if a individual
or their representative considers that the wrong decision was made (please refer also to

the paragraphs on dispute resolution).

83.When reviewing the need for NHS funded nursing care, potential eligibility for NHS
Continuing Healthcare should always be considered and a full assessment carried out
where necessary. Using the Checklist should enable proportionate assessments.

84.The outcome of the case review will determine whether the individual’s needs have
changed, which will then determine whether the package of care may need to be
revised or the funding responsibilities altered. The outcome of a review does not
necessarily indicate the same outcome should have been reached with a previous
assessment, provided that the previous assessment was properly carried out and the
decision taken on the basis of that assessment was based on sound reasoning.

85.From October 2007, all individuals entering the system will be assessed using the
National Framework and Decision Support Tool. Routine reviews (paragraph 82),
should also be carried out in this way.

86.If a person was assessed as not needing NHS Continuing Healthcare under a previous
system, and when reassessed under the National Framework is found to be eligible for
NHS Continuing Healthcare, assuming that the previous decision under the old system
was properly taken (i.e. the criteria at the time were lawful, the criteria were properly
applied, there are sound reasons for the decision taken and the process was properly
documented), that should not entitle the person to be reimbursed from the date they
were previously refused NHS Continuing Healthcare. However, if their needs have not
changed, it should be considered whether their funding should be back-dated to the
implementation date of the National Framework.

87.Neither the NHS nor LAs should unilaterally withdraw from an existing funding
arrangement without a joint reassessment of the individual and without first consulting
one another and the individual about the proposed change of arrangement. Any
proposed change should be put in writing to the individual by the organisation that is
proposing to make such a change. If joint agreement cannot be reached upon the
proposed change, the local disputes procedures (see below) should be invoked and
current funding arrangements should remain in place until the dispute has been
resolved.
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88.In reviewing decisions made before implementation of the Framework, PCTs should use
the most relevant, lawful criteria. These may therefore be pre-National Framework
criteria, as long as they are Coughlan- and Grogan-“compliant”.
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Dispute resolution

Challenges to individual decisions

89.Under direction 3(2) of the Continuing Care (National Health Service Responsibilities)

Directions 2004, PCTs are responsible for informing the individual as to the
circumstances and manner in which he may apply for a review of the decision about a

person’s need for Continuing Healthcare: it is intended to make Directions with a similar

content to continue the review procedures on and after 1 October 2007 at which point
the 2004 Directions will be revoked.

90.Primary Care Trusts should deal promptly with any request to review decisions about
eligibility for either NHS Continuing Healthcare or NHS-funded Nursing Care. The PCT’s

91.

local resolution process will be the usual first step, unless it will add unnecessary delay

in resolution. This process will usually take the form of a PCT review panel, though local

procedures may be adapted to include reference to the review panel of a neighbouring
PCT to provide greater patient confidence in the impartiality in decision-making.

Once local procedures have been exhausted, the case should be referred to the SHA’s
Independent Review Panel (IRP) (details in Annex E), who will consider the case and
make a recommendation to the PCT (currently directions 4-8 of the Continuing Care
(National Health Service Responsibilities) Directions 2004. The panel’s key task is to
assess whether the PCT has correctly applied the National Framework for NHS
Continuing Healthcare or NHS-funded Nursing Care, and has followed the processes
set out in this guidance. Based upon its review of the circumstances surrounding the
case, the IRP can then make a recommendation on the validity of the PCT’s decision.

92.The IRP will seek information from the patient’s family or carer, and appropriate

professional advice from relevant staff involved with the case (hospital, community
health and social services staff, the patient's GP).

93.The key principles for the IRP, and indeed for any dispute resolution process for NHS

Continuing Healthcare are:
» Gathering and scrutiny of all available and appropriate evidence, whether written or
oral, including that from the GP, hospital (nursing, medical, mental health, therapies
etc), community nursing services, care home provider, Social Services records etc, as
well as any information submitted by the individual concerned.
» Compilation of a robust and accurate identification of the care needs.
* Audit of attempts to gather any records said not to be available.
* Involvement of individual/carer as far as possible, including the opportunity for
individuals to input information at all stages.
» There should be a full record of deliberations at all review panels.
* Clear and evidenced written decisions to the individual setting out rationale for the
panel’s decision on their eligibility for NHS Continuing Healthcare on the basis of their
needs only. This should include appropriate rationale related to this guidance. The
rationale should not be based on:

— the inputs currently being provided rather than the care needs,

— the setting of care,

— the ability of the care provider to manage care,

27





The National Framework for NHS Continuing Healthcare and NHS funded Nursing Care

— the use (or not) of NHS employed staff to provide care,
— the need for/presence of ‘specialist staff * in care delivery,
— the existence of other NHS-funded care, or
— any other input-related (rather than needs-related) rationale.
 Consistency between the panel deliberations and the recommendation/decision letter.

94.The panel’s IRP’s role is advisory, but. the decisions of the IRP should be accepted in
all but exceptional circumstances by the PCT.

95.1f the original decision is upheld and there is still a challenge, the case should currently
be referred to the Healthcare Commission. It should be noted that the Government has
announced its intention to merge the Healthcare Commission, Commission for Social
Care Inspection and the Mental Health Act Commission by 2009 and, as part of the
merger, to review the functions of the new regulatory body. The role of the Healthcare
Commission — or rather its successor body — in relation to NHS Continuing Healthcare
disputes may therefore change. Where the criteria for such a referral are satisfied, a
complaint may finally be made to the Health Service Commissioner (Ombudsman).

96. The individual’s rights under the existing NHS and Social Services Complaints
procedures, and their existing right to refer the case to the Health Service
Commissioner, remain unaltered by the panel arrangements.

97.The White Paper, Our Health, Our Care, our Say: a new direction for community
services contained a commitment to establish a comprehensive single complaints
system across health and social care. A formal, three-month public consultation on
proposals for reform of the NHS and social care complaints procedures was launched
on 18 June 2007. As part of these reforms, it will be considered whether the dispute
resolution procedures for NHS Continuing Healthcare should align with other NHS
complaints within the same complaints procedure. Until the new procedures come into
effect, SHAs should deal quickly with any request to review decisions about eligibility for
either NHS Continuing Healthcare or NHS funded nursing care.

Disputes regarding the responsible body

98.For cases where there is a dispute between NHS bodies, or between LA and PCT about
responsibility, the bodies should put in place a local dispute resolution process, which
proceeds in a robust and timely manner. Disputes should not delay the provision of the
care package and the protocol should make clear how funding will be handled during
the dispute. The process could operate in a similar way to the panels established under
the Community Care (Delayed Discharges etc) Act 2003, and similar panels may be
implemented by Directions at a future date.
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Governance

99.Both PCTs and SHAs have roles is establishing and maintaining governance
arrangements for NHS Continuing Healthcare eligibility considerations and
commissioning, as they do in other areas (please refer to existing guidelines about the
roles of PCTs and SHAs™).

100.PCTs are responsible for:
i. Ensuring consistency in the application of the national policy on eligibility for NHS
Continuing Healthcare,
ii. Promoting awareness of NHS Continuing Healthcare,
ii. Implementing and maintaining good practice,
iv. Ensuring quality standards are met and sustained,
v. Providing training and development opportunities for practitioners,
vi. Identifying and acting on issues arising in the provision of NHS Continuing
Healthcare, and;
vii. Informing commissioning arrangements, both on a strategic and individual basis.

101.PCTs may therefore find it helpful have in place a system to record the assessments
undertaken and their outcomes, and the costs of NHS Continuing Healthcare packages.
This will help PCTs commission care more efficiently and to ensure that the data fed
back to the Department and SHA is accurate and consistent.

102.SHA functions include providing strategic leadership and organisational and workforce
development, and ensuring local systems operate effectively and deliver improved
performance. SHAs, rather than the Department directly, hold PCTs accountable. SHAs
should therefore engage with PCTs to ensure that they discharge these functions, for
which they are accountable to the Department.

15

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance
/DH 4134649.
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Annex A: Glossary

Assessment
A process whereby the needs of an individual are identified and their impact on daily living and
quality of life is evaluated.

Care

Support provided to individuals to enable them to live as independently as possible, including
anything done to help a person live with ill health, disability, physical frailty or a learning
difficulty and to participate as fully as possible in social activities. This encompasses health
and social care.

Care co-ordination

The process of coordinating the tasks needed to enable a person to live independently. This
will involve the individual, their family and carers, health and social care workers, and any
additional support network.

Care coordinator

A person who coordinates the assessment and care planning process where a person needs
complex and/or multiple services to support them. Care co-ordinators are usually the central
point of contact with the individual.

Care package
A combination of services designed to meet an individual’s assessed needs.

Care planning

A process based on an assessment of an individual's assessed need that involves determining
the level and type of support to meet those needs, and the objectives and potential outcomes
that can be achieved.

Care plan
A document recording the reason why services are being provided and the outcome that they
are seeking to achieve;

Carer
Carers look after family, partners or friends in need of help because they are ill, frail or have a
disability. The care they provide is unpaid.

Cognition
The higher mental processes of the brain and the mind, including memory, thinking,
judgement, calculation, visual spatial skills and so on.

End of Life Care

Care which helps all those with advanced, progressive, incurable iliness to live as well as
possible until they die. It enables the supportive and palliative care needs of both patient and
family to be identified and met throughout the last phase of life and into bereavement. It
includes management of pain and other symptoms and provision of psychological, social,
spiritual and practical support.
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Multidisciplinary
Multidisciplinary refers to when professionals from different disciplines - such as social work,
nursing, occupational therapy, work together.

Multidisciplinary assessment

Multidisciplinary assessment is an assessment of an individual's needs that has actively
involved professionals from different disciplines in collecting and evaluating assessment
information.

Multidisciplinary team
A team of at least two professionals, usually from both health and social care backgrounds.

NHS Continuing Healthcare

A complete package of ongoing care arranged and funded solely by the NHS, where it has
been assessed that the individual’'s primary need is a health need. It can be provided in any
setting. In a person’s own home, it means that the NHS funds all the care that is required to
meet their assessed health needs. In care homes, it means that the NHS also makes a
contract with the care home and pays the full fees for the person’s accommodation as well as
all their care.

Palliative care

The active holistic care of patients with advanced, progressive illness. Management of pain
and other symptoms and provision of psychological, social and spiritual support is paramount.
The goal of palliative care is achievement of the best quality of life for patients and their
families.

Registered Nurse
A nurse registered with the Nursing and Midwifery Council.

Rehabilitation
A programme of therapy and re-enablement designed to maximise independence and
minimise the effects of disability.

Social care

Social care refers to the wide range of services designed to support people to maintain their
independence, enable them to play a fuller part in society, protect them in vulnerable situations
and manage complex relationships Our Health, Our Care, our Say: a new direction for
community services, paragraph 1.29). It is provided by statutory and independent
organisations and can be commissioned by a LA’s Social Services Department on a means-
tested basis, in a variety of settings.

Social services

Social services are provided by 150 LAs in England through their Social Services
Departments. Individually and in partnership with other agencies they provide a wide range of
care and support for people who are deemed to be in need.

Specialist assessment
An assessment undertaken by a clinician or other professional who specialises in a branch of
medicine or care e.g. stroke, cardiac care, bereavement counselling.
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Annex B: The Coughlan judgment

R v. North and East Devon Health Authority ex parte Pamela Coughlan

Pamela Coughlan was seriously injured in a road traffic accident in 1971. Until 1993 she
received NHS care in Newcourt Hospital. When the Exeter Health Authority wished to close
that hospital and to move Miss Coughlan and other individuals to a new NHS facility at Mardon
House the individuals were promised that Mardon House would be their home for life. In
October 1998, the successor Health Authority (North and East Devon Health Authority)
decided to withdraw services from Mardon House, to close that facility, and to transfer the care
of Miss Coughlan and other disabled individuals to LA Social Services. Miss Coughlan and the
other residents did not wish to move out of Mardon House and argued that the decision to
close it was a breach of the promise that it would be their home for life and was therefore
unlawful.

The arguments on the closure of Mardon House raised other legal points about the respective
responsibilities of the Health Service and of Social Services for nursing care. The Court of
Appeal’s judgement on this aspect has heavily influenced the development of continuing care
policies and the National Framework. The key points in this regard are as follows:-

1. The NHS does not have sole responsibility for all nursing care. LAs can provide nursing
services under section 21 of the National Assistance Act as long as the nursing care
services are capable of being properly classified as part of the social services’
responsibilities

2. No precise legal line can be drawn between those nursing services which are and those
which are not capable of being provided by a LA: the distinction between those services
which can and cannot be provided by a LA is one of degree which will depend on a
careful appraisal of the facts of an individual case

3. As a very general indication as to the limit of LA provision, if the nursing services are:-
i. merely incidental or ancillary to the provision of the accommodation which a LA is
under a duty to provide pursuant to section 21; and
ii. of a nature which it can be expected that an authority whose primary
responsibility is to provide social services can be expected to provide,
they can be provided under section 21 of the National Assistance Act 1948.

4. By virtue of section 21(8) of the National Assistance Act a LA is also excluded from
providing services where the NHS has in fact decided to provide those services

5. The services that can appropriately be treated as responsibilities of a LA under section
21 may evolve with the changing standards of society

6. Where a person’s primary need is a health need, the responsibility is that of the NHS,
even when the individual has been placed in a home by a LA

7. An assessment of whether a person has a primary health need should involve
consideration not only the nature and quality of the services required but also the
quantity or continuity of such services
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8. The Secretary of State’s duty under section 3 of (what is now) the National Health
Service Act 2006 is limited to providing the services identified to the extent that she
considers necessary to meet all reasonable requirements: in exercising her judgement
the Secretary of State is entitled to take into account the resources available to her and
the demands on those resources

9. In respect of Ms Coughlan, her needs were clearly of a scale beyond the scope of LA
services.
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Annex C: The Grogan judgment

R v. Bexley NHS Care Trust ex parte Grogan

Maureen Grogan had multiple sclerosis, dependent oedema with the risk of ulcers breaking
out, is doubly incontinent, is a wheelchair user requiring two people for transfer, and has some
cognitive impairment. After the death of her husband her health deteriorated, she had a
number of falls and was following an admission to hospital with a dislocated shoulder, it was
decided that she was unable to live independently and she was transferred directly to a care
home providing nursing care. Subsequent assessments indicated that Mrs Grogan’s condition
was such that she did not qualify for fully funded NHS Continuing Healthcare. She was initially
determined to be in the medium band of NHS-funded nursing care, and remained in this band
with the exception of one determination which placed her in the high band from April to
October 2004. Mrs Grogan argued that the decision to deny her full NHS funding was unlawful,
since the eligibility criteria put in place by South East London SHA were contrary to the
judgment in the Coughlan case. She also submitted that the level of nursing needs identified in
the RNCC medium and high bandings (in which she had been placed) indicated a primary
need for health care which should be met by the NHS.

The Court concluded that in assessing whether Mrs Grogan was entitled to NHS Continuing
Healthcare, the Care Trust did not have in place or apply criteria which properly identified the
test or approach to be followed in deciding whether her primary need was a health need. The
Trust’s decision that Mrs Grogan did not qualify for NHS Continuing Healthcare was set aside
and the question of her entitlement to NHS Continuing Healthcare was remitted to the Trust for
further consideration. There was no finding, or other indication, that Mrs Grogan in fact met the
criteria for NHS Continuing Healthcare.
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Annex D: Determining the need for
registered nursing care.

1.

There are currently two stages to a decision about registered nursing care: assessment
of need sufficient to make a decision about the requirement for registered nursing care
in a nursing home, and a determination of which “band” should apply.

In all cases, the decision about eligibility for NHS Continuing Healthcare should precede
the decision about the need for registered nursing care (refer HSC 2003/006). In most
cases, therefore, the individual will already have had a full consideration for NHS
Continuing Healthcare, which will provide sufficient information to judge the need for
registered nursing care in a nursing home. In certain circumstances, an individual who
has been found not to be eligible for NHS Continuing Healthcare at the Checklist stage
may still need to be considered for registered nursing care. In these cases, it may,
therefore, be appropriate to use elements of the Single Assessment Process or similar
process, to ensure that the decisions reached are proportionate, reasoned and
recorded.

From October 2007, when the single band is implemented through Directions, the
outcome of this process should provide the PCT with sufficient information to establish a
contract with the care home in respect of registered nursing services, and will trigger the
PCT'’s responsibility to fund the care from a registered nurse through a single rate of
payment. Until then, once it has been decided that the individual requires a placement in
a care home providing nursing care to manage their needs, but their primary need is not
a health need, the determination of which “band” should apply will still be necessary.

Until October 2007, PCTs should be very clear that the criteria used for assessment for
high band RNCC are clearly distinct from those for NHS Continuing Healthcare. It may
be helpful to benchmark the need for care, monitoring and review by the registered
nurse against the average nurse involvement (i.e. provision of care or the planning,
supervision or delegation of care) in care homes providing nursing care, on which the
funding linked to the medium band is based.

To the extent that the descriptions of the high band and of the medium band in the
“‘workbook” (NHS Funded Nursing Care: Practice Guide and Workbook) use similar
wording to the criteria for NHS Continuing Healthcare, and might appear to describe a
need for nursing care beyond that which could be deemed incidental and ancillary, they
should be disregarded. The workbook will be reviewed before implementation of the
single band.

The RNCC bandings are not relevant to, and should not influence, the assessment of a
person’s eligibility for fully funded NHS Continuing Healthcare; in particular, there should
be no concept that the nursing needs contained within the bandings represent a further
criterion which has an impact on fully funded NHS Continuing Healthcare (National
Health Service (Nursing Care in Residential Accommodation) (England) Directions
2001, paragraphs 3(2) and 5(2)).
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Annex E: Independent Review Panel
procedures

The purpose and scope of review panels

1. The purpose of the SHA Independent review procedure is:

o to check that proper procedures have been followed in reaching decisions about
the need for continuing NHS health care and the NHS services contributing to
continuing health and social care;

e to consider the application of the eligibility criterion for NHS Continuing
Healthcare to the facts of an individual case.

A review should not proceed if it is discovered that the individual has not previously

received a comprehensive assessment of needs.

2.  The review procedure does not apply where individuals or their families and any
carer wish to challenge:
¢ the content of the eligibility criteria
¢ the type and location of any offer of NHS funded continuing care services;
¢ the content of any alternative care package which they have been offered;
¢ their treatment or any other aspect of the services they are receiving or have
received (this would properly be dealt with through the complaints procedure).

3. Individuals and their carer or representative where appropriate should be given clear
information about the review procedure, the situations it does and does not cover
and how it operates locally (paragraphs 90-98 in the main text). Advocates should be
provided where this will support the individual through the review process.

4. Itis particularly important that before a panel is convened, all appropriate steps have
been taken by the SHA in discussion with the relevant PCT or Trust to resolve the
case informally. Each organisation should have a named contact who is the first port
of call for queries from partner organisations.

5. If the case cannot be resolved by local resolution, the individual or their carer or
representative may ask the appropriate SHA (i.e. the SHA in whose area the
decision-making PCT is situated) to review the decision that the individual’'s needs
do not meet the eligibility criteria for continuing care. The normal expectation is that
the SHA in reaching a view will seek advice from an independent panel, the IRP.
Before doing so it should ensure that none of the conditions listed at paragraph 2 of
this annex apply.

6. Each SHA should designate an individual to maintain the review procedure and
collect information for the IRP. Clear and timely communication is very important.
Each SHA needs to identify clear timeframes for the process which should be made
explicit, especially to individuals and carers.

7. The SHA does have the right to decide in any individual case not to convene a
panel. It is expected that such decisions will be confined to those cases where the
individual falls well outside the eligibility criteria or where the case is very clearly not
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appropriate for the panel to consider. Before taking a decision the SHA should seek
the advice of the chairman of the panel, who may require independent clinical
advice. In all cases where a decision not to convene an IRP is made, the SHA
should give the individual, their family or carer a full written explanation of the basis
of its decision, together with a reminder of their rights under the NHS complaints
procedure.

While this review procedure is being conducted, the PCT should continue to fund
appropriate care Any existing care package, whether hospital care or community
health services, should not be withdrawn under any circumstances until the outcome
of the review is known.

Establishment of review panels

9.

10.

11.

12.

13.

Every SHA should maintain a standing panel, according to their responsibilities
under any relevant Directions (currently the Continuing Care (National Health
Service Responsibilities) Directions 2004 but a new set of Directions will revoke and
replace these from October 2007).

The chair should be selected by the SHA following an open recruitment process. The
person chosen should have a clear understanding of the IRP’s purpose and be able
to communicate this to the individual, their family and any carers concerned. On the
basis of the evidence received and the advice given at the panel, the chair should be
able to determine whether eligibility criteria have been correctly applied. Chairs
should have the capacity to make balanced decisions in sometimes difficult
circumstances, whilst taking a sympathetic view of the concerns of individuals, their
family and any carers.

Selection of the right person as Chair, who is capable of securing the confidence of
all parties, will be a crucial factor in the success of the panel. Current non-executive
Directors of SHAs, PCTs or council members should not be considered, but people
who have formerly held such a position are eligible for consideration. SHAs are
strongly advised to involve lay people in the selection process.

The appointment of representatives of PCTs and local council(s) will be on the basis
of the nomination of those organisations. They should take account of the
professional and other skills which will be relevant to the work of the panel.

Authorities should make arrangements to appoint an alternative Chair and members
to cover absences, or to make a reciprocal arrangement for cover with a
neighbouring authority. The Chair and members of the panel should receive
reasonable expenses.

Operation of the panels

14.

The designated SHA individual (paragraph 6 of this annex) is responsible for
preparing information for the panel. The panel should have access to any existing
documentation which is relevant, including the details of the individual’s original
assessment. They should also have access to the views of key parties involved in
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15.

16.

17.

18.

19.

20.

the case including the individual, his or her family and any carer, health and social
services staff, and any other relevant bodies or individuals. It will be open to key
parties to put their views in writing or to attend.

An individual may have a representative present to speak on his or her behalf if they
choose, or are unable or have difficulty in presenting their own views. This role may
be undertaken by a relative or carer or advocate acting on the individual’s behalf.
The IRP should be satisfied that any person acting on behalf of the individual
accurately represents their views and that their interests or wishes should not conflict
with those of the individual. The IRP should respect confidentiality at all times.

The IRP will require access to independent clinical advice which should take account
of the range of medical, nursing and therapy needs involved in each case. Such
arrangements should avoid any obvious conflicts of interest between the individual
clinician(s) giving the advice and the organisation(s) from which the individual has
been receiving care.

The role of the clinical advisers is to advise the IRP on the original clinical
judgements and on how those judgements relate to the National Framework. It does
not have a role to provide a second opinion on the clinical diagnosis, management or
prognosis of the individual.

The members of the IRP should meet to consider individual cases. They may wish to
invite the clinical adviser(s) and the PCT Continuing care lead, or, if appropriate, the
person they have nominated to take the views of the parties concerned, to attend
their meetings. They should ensure that the panel has access to all the information it
will require and to the views of all parties..

If a SHA decides, in very exceptional circumstances, to reject an IRP
recommendation in an individual case, it should put in writing to the individual and to
the Chairman of the panel its reasons for doing so.

In all cases the SHA should communicate in writing to the individual the outcome of

the review, with reasons. All relevant parties (Trust, PCT, consultant, GP and other
clinician(s)) should also receive this information.
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APPENDIX B

Revised Jan 08

WOLVERHAMPTON CITY PRIMARY CARE TRUST
Checklist for NHS Continuing Healthcare

Personal Details

Name DOB:
NHS number:
Permanent Address Current Residence (e.g. Ward, etc)

(if not permanent address)

General Practitioner Details

Past History

Diagnosis summary: please note this is for information and should not be sole basis for
decision making

Please highlight the outcome indicated by the checklist:
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WOLVERHAMPTON CITY PRIMARY CARE TRUST

NHS Continuing Healthcare Needs Checklist

Patient’s Name: DOB: NHS No:
Address:
(Ward/Resource Centre/At Home, etc.)
A B C
Domain Description Meets/ Borderline Clearly
exceeds — nearly does not
the meets the meet the
described described described
need need need
Behaviour* “Challenging” behaviour that poses a predictable
risk to self or others. The risk assessment indicates
that planned interventions are effective in minimising
but not always eliminating risks. Compliance is
variable but wusually responsive to planned
interventions.
Cognition High level of cognitive impairment which is likely to

include marked short-term memory issues and
maybe disorientation in time and place. The
individual has a limited ability to assess basic risks
with assistance but finds it extremely difficult to
make their own decisions/choices, even with
prompting and supervision.

Psychological/
Emotional

Mood disturbance or anxiety symptoms or periods of
distress that has/have a severe impact on the
individual’'s health and/or wellbeing.

OR

Withdrawn from any attempts to engage them in
support, care planning and daily activities.

Communication

Unable to reliably communicate their needs at any
time and in any way, even when all practicable
steps to do so have been taken.

Mobility In one position (bed or chair) but due to risk of
physical harm or loss of muscle tone or pain on
movement needs careful positioning and is unable
to cooperate.

OR

At a high risk of falls.

OR

Involuntary spasms or contractures placing
themselves and carers or care workers at risk.

Nutrition Dysphagia requiring skilled intervention to ensure
adequate nutrition/hydration and minimise the risk of
choking and aspiration to maintain airway.

OR
Subcutaneous fluids that are managed by the
individual or specifically trained carers or care
workers.
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OR

Nutritional status “at risk” and may be associated
with unintended, significant weight loss.

OR

Problems relating to a feeding device (for example
P.E.G.) that require skilled assessment and review.

Continence Continence care is problematic and requires timely
and skilled intervention.

Skin integrity Open wound(s), pressure ulcer(s) with “full
thickness skin loss involving damage or necrosis to
subcutaneous tissue, but not extending to
underlying bone, tendon or joint capsule” which are
not responding to treatment and require a minimum
of daily monitoring/reassessment.

OR

A skin condition which requires a minimum of daily
monitoring or reassessment.

OR

Specialist dressing regime in place which is
responding to treatment.

Breathing * Is able to breathe independently through a
tracheotomy, that they can manage themselves, or
with the support of carers or care workers.

OR

CPAP (Continuous Positive Airways Pressure).

OR

Breathlessness due to symptoms of chest infections
which are not responding to therapeutic treatment
and limit all activities of daily living activities.

Drug Therapies & | Requires administration of medication regime by a
Medication: registered nurse or care worker specifically trained
Symptom control* | for this task, and monitoring because of potential
fluctuation of the medical condition or mental state,
that is usually non-problematic to manage.

OR - Moderate pain or other symptoms which is/are
having a significant effect on other domains or on
the provision of care.

Altered States of ASC that require skilled intervention to reduce the
Consciousness® risk of harm.

Total from both
pages

A full consideration of eligibility is required if there are:-

. two or more ticks in column A
. five or more ticks in column B; or one tick in A and four in B
. one tick in column A in one of the boxes marked with an asterisk (i.e. the domains which carry a priority level in

the Decision Support Tool), with any number of ticks in the other two columns.

There may also be circumstances where you consider that a full consideration for NHS Continuing Healthcare is necessary even though
the individual does not apparently meet the indicated threshold.

Please indicate if Palliative: Yes /No
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NHS CONTINUING HEALTHCARE NEEDS CHECKLIST

1. Referral for full consideration for NHS Continuing Healthcare is necessary
or
2. No referral for full consideration for NHS Continuing Healthcare is necessary

PATIENT’S NAME:

Rationale for decision

Completed by: Designation:

Date: Contact Details:

Name(s) and Signature(s) of any others involved in the completion of this Checklist

Name of Assessor Signature of Assessor Designation/Contact Details Date

Please ensure all eleven care domains have a tick in one of the three boxes, A, B or C before
completing the recommendation on the final page.
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APPENDIX D

Wolverhampton City NHS

Primary Care Trust
Decision-Support Tool for NHS Continuing Healthcare
Section 1 - Personal Details

Name D.O.B.

NHS number:

Permanent Address Current Residence
(if not permanent address)

General Practitioner Details

Past History

Diagnosis summary: please note this is for information and should not be sole
basis for decision making
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Wolverhampton City NHS

Primary Care Trust
Decision-Support Tool for NHS Continuing Healthcare
Section 1 - Personal Details

RISK: ALL appropriate risk assessments, which document both potential
impact and likelihood, should be carried out to consider relevant risks to the
patient, carers or care workers and society. Evidence from these assessments
should be attached to this document and considered when deciding the level
of need appropriate in each domain. Please use this box to briefly draw
attention to any immediate risks pertaining to current care or health state.

Assessors (including MDT members) name/address/contact details noting lead
co-ordinator:
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Decision-Support Tool for NHS Continuing Healthcare

Section 2: Care domains
Please refer to the user notes.

1. Behaviour: Human behaviour is complex, hard to categorise, and may be difficult to manage.
Challenging behaviour in this domain includes but is not limited to:

- Aggression, violence or passive non-aggressive behaviour

- severe disinhibition

- intractable noisiness or restlessness

- resistance to necessary care and treatment (this may therefore include non-concordance and

non-compliance, but see note below)

- severe fluctuations in mental state

- extreme frustration associated with communication difficulties

- inappropriate interference with others.
A specialist assessment of an individual with serious behavioural issues will usually be required which
includes an overall assessment of the risk(s) to themselves, others or property with specific
attention to aggression, self-harm and self-neglect and any other behaviour(s).

Description Level of
Need
No evidence of “challenging” behaviour. No Needs

Some incidents of “challenging” behaviour. A risk assessment indicates that the
behaviour does not pose a risk to self or others or a barrier to intervention. The person Low
is compliant with all aspects of their care.

“Challenging” behaviour that follows a predictable pattern. The risk assessment
indicates a pattern of behaviour that can be managed by skilled carers or care
workers who are able to maintain a level of behaviour that does not pose a risk to self Moderate
or others. The person is nearly always compliant with care.

“Challenging” behaviour that poses a predictable risk to self or others. The risk
assessment indicates that planned interventions are effective in minimising but not
always eliminating risks. Compliance is variable but usually responsive to planned High
interventions

“Challenging” behaviour of severity and/or frequency that poses a significant risk to
self and/or others. The risk assessment identifies that the behaviour(s) require(s) a
prompt and skilled response that might be outside the range of planned interventions. Severe

“Challenging” behaviour of severity and/or frequency that presents an
immediate and serious risk to self and/or others. The risks are so serious that Priority
they require access to an urgent and skilled response at all times for safe care.

1. Circle the assessed level above.

2. Describe the actual needs of the individual. Provide the evidence why that level has been
chosen, such as the times and situations when the behaviour to likely to be performed across
a range of typical daily routines and the frequency, duration and impact of the behaviour.

3. Note any overlap with other domains to avoid double scoring.
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Decision-Support Tool for NHS Continuing Healthcare

Section 2: Care domains
Please refer to the user notes.

2. Cognition - This may apply, but is not limited to, individuals with learning disability and/or
acquired and degenerative disorders which places them at risk of self-harm (including deterioration of
health), neglect or exploitation. Where cognitive impairment is indicated, active thought should be
given to referral to an appropriate specialist. If this is not considered necessary, record the reason for

the decision not to refer.

Please refer to the National Framework guidance about the need to apply the principles of the
Mental Capacity Act in every case where there is a question about a person’s capacity.

Description

Level of Need

No evidence of impairment, confusion or disorientation.

No Needs

Mild cognitive impairment for example difficulties in retrieving short-term memory,
which requires some supervision and assistance with more complex activities of daily
living, such as finance and medication.

OR

Occasional difficulty with memory and decisions/choices requiring support or
assistance, but has insight into their impairment.

Low

Moderate level cognitive impairment that requires some supervision, prompting
and/or assistance with basic care needs and daily living activities. Awareness of
needs and basic risks (for example hot water, fire, abuse) is evident. The individual is
able to make choices appropriate to needs with assistance; however, he/she is
unable to make decisions about some aspect of their lives, which would put them at
risk of harm, neglect or health deterioration.

Moderate

High level of cognitive impairment which is likely to include marked short-term
memory issues and maybe disorientation in time and place. The individual has a
limited ability to assess basic risks with assistance but finds it extremely difficult to
make their own decisions/choices, even with prompting and supervision.

High

Severe cognitive impairment which may include, in addition to lacking short-term
memory, problems with long-term memory or severe disorientation. The individual is
unable to assess basic risks, and is dependent on others to anticipate even basic
needs and to protect them from harm.

Severe

1. Circle the assessed level above.

2. Describe the actual needs of the individual providing the evidence why that level has been
chosen, including the frequency and intensity of need, unpredictability, deterioration and any

instability.

3. Where cognitive impairment has an impact on behaviour, take this into account in the

behaviour domain, so that the interaction between the two domains is clear.

Patient’s Name: Page 4 0f 25 Revised Jan 08 4






Decision-Support Tool for NHS Continuing Healthcare

Section 2: Care domains
Please refer to the user notes.

3. Psychological & Emotional Needs: There should be evidence of considering
psychological needs and their impact on the individual’s health and wellbeing. Use this domain to
record the individual’s psychological and emotional needs and how they contribute to the overall care

needs, noting the underlying causes.

Description Level of Need
Psychological and emotional needs are not having an impact on their health and No Needs
wellbeing.
Mood disturbance or anxiety, periods of distress, which is having an impact on
their health and/or wellbeing but responds to prompts and reassurance. Low
OR
Requires prompts to motivate self towards activity and to engage in care plan
and/or daily activities.
Mood disturbance or anxiety symptoms or periods of distress which do/does not
readily respond to prompts and reassurance and have/has an increasing impact on
the individual’'s health and/or wellbeing.
Moderate
OR
Withdrawn from social situations, and demonstrates difficulty in engaging in care
plan and/or daily activities.
Mood disturbance or anxiety symptoms or periods of distress that has/have a
severe impact on the individual's health and/or wellbeing.
OR High

Withdrawn from any attempts to engage them in support, care planning and daily
activities.

1. Circle the assessed level above.

2. Describe the actual needs of the individual providing the evidence why that level has been
chosen, including the frequency and intensity of need, unpredictability, deterioration and any

instability.
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Decision-Support Tool for NHS Continuing Healthcare

Section 2: Care domains
Please refer to the user notes.

4. Communication: If individuals have communication needs these should be assessed as part of
the MDT assessment. This section relates to difficulties with expression and understanding, not with

the interpretation of language.

Description

Level of Need

Able to communicate clearly, verbally or non-verbally. Has a good understanding of
their primary language. May require translation if English is not their first language.

No Needs

Needs assistance to communicate their needs. Special effort may be needed to
ensure accurate interpretation of needs or may need additional support either
visually, through touch or with hearing.

Low

Communication about needs is difficult to understand or interpret, even when
assisted. Carers or care workers may be able to anticipate needs through non-verbal
signs due to familiarity with the individual.

Moderate

Unable to reliably communicate their needs at any time and in any way, even when
all practicable steps to do so have been taken

High

1. Circle the assessed level above.

2. Describe the actual needs of the individual providing the evidence why that level has been
chosen, including the frequency and intensity of need, unpredictability, deterioration and any

instability.
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Decision-Support Tool for NHS Continuing Healthcare

Section 2: Care domains
Please refer to the user notes.

5. Mobility: This section considers individuals with impaired mobility. Please take other mobility
issues such as wandering into account in the behaviour domain where relevant. Where mobility
problems are indicated, a Moving and Handling and Falls Risk Assessment should be undertaken (in
line with section 6.14 of the National Service Framework for Older People, 2001), and the impact and

likelihood of any risk factors considered.

Description

Level of Need

Independently mobile (see note above and refer to cognitive impairment/behaviour

domains, if appropriate, and include the impact of the person’s full mobility on the No Needs
level of risk).

Able to weight bear but needs some assistance and/or requires mobility equipment Low
for daily living.

Not able to consistently weight bear or completely unable to weight bear and able to

assist or co-operate with transfers and/or repositioning.

OR Moderate
In one position (bed or chair) for the majority of time and is able to cooperate and

assist carers or care workers.

In one position (bed or chair) but due to risk of physical harm or loss of muscle tone

or pain on movement needs careful positioning and is unable to cooperate.

OR

At a high risk of falls. High
OR

Involuntary spasms or contractures placing themselves and carers or care workers at

risk.

Completely immobile and/or clinical condition such that on movement or transfer

there is a high risk of serious physical harm and where the positioning is critical. Severe

1. Circle the assessed level above.

2. Describe the actual needs of the individual providing the evidence why that level has been
chosen, with reference to movement & handling and falls risk assessments where relevant.
Describe the frequency and intensity of need, unpredictability, deterioration and any instability.
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Section 2: Care domains
Please refer to the user notes.

6. Nutrition — Food and Drink: Individuals at risk of malnutrition, dehydration and/or aspiration
should be assessed and any management and risk factors supported by a management plan.

Description Level of Need
Able to take adequate food and drink by mouth to meet all nutritional requirements. No Needs
Needs supervision, prompting with meals, or may need feeding and/or a special diet.
OR Low
Able to take food and drink by mouth but requires additional/supplementary feeding.
Needs feeding to ensure adequate intake of food and takes a long time (half an hour
or more), including liquidised feed.
OR Moderate
Unable to take any food and drink by mouth, but all nutritional requirements are being
adequately maintained by artificial means for example via a non-problematic P.E.G.
Dysphagia requiring skilled intervention to ensure adequate nutrition/hydration and
minimise the risk of choking and aspiration to maintain airway.
OR
Subcutaneous fluids that are managed by the individual or specifically trained carers High
or care workers.
OR
Nutritional status “at risk” and may be associated with unintended, significant weight
loss.
OR
Problems relating to a feeding device (for example P.E.G.) that require skilled
assessment and review.
Unable to take food and drink by mouth. All nutritional requirements taken by artificial
means requiring ongoing skilled professional intervention or monitoring over a 24
hour period to ensure nutrition/hydration for example 1.V. fluids. Severe

OR
Unable to take food and drink by mouth, intervention inappropriate or impossible

1. Circle the assessed level above.

2. Describe the actual needs of the individual providing the evidence why that level has been
chosen, including the frequency and intensity of need, unpredictability, deterioration and any

instability.
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Section 2: Care domains
Please refer to the user notes.

7. Continence: Where continence problems are identified, a full continence assessment should be
undertaken, any underlying conditions identified, and the impact and likelihood of any risk factors

evaluated.

Description

Level of Need

Continent of urine and faeces. No Needs
Continence care is routine on a day-to-day basis;
Incontinence of urine managed through for example medication, regular toileting, use
of penile sheaths etc. Low
AND
Is able to maintain full control over bowel movements or has a stable stoma, or may
have occasional faecal incontinence.
Continence care is routine but requires monitoring to minimise risks, for example Moderate
those associated with urinary catheters, double incontinence and/or the management
of constipation.
Continence care is problematic and requires timely and skilled intervention.
High

1. Circle the assessed level above.

2. Describe the actual needs of the individual providing the evidence why that level has been
chosen, including the frequency and intensity of need, unpredictability, deterioration and any

instability.

3. Take into account any aspect of continence care associated with behaviour in the Behaviour

Domain.
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Section 2: Care domains
Please refer to the user notes.

8. Skin (including tissue viability): Evidence of wounds should be given by completing a
wound assessment chart or tissue viability assessment. Here, a skin condition is taken to mean any
condition which affects or has the potential to affect the integrity of the skin. Please note that the

phrases in the descriptors are taken from the Stirling descriptors/NICE.

Description

Level of Need

No evidence of pressure damage or skin condition.

No Needs

Evidence of pressure damage; and/or pressure ulcer(s) either with “discolouration of
intact skin” or with “partial thickness skin loss involving epidermis and/or dermis”; or a
minor wound.

OR

A skin condition that requires clinical reassessment less than weekly.

Low

Pressure damage or open wound(s), pressure ulcer(s) either with “partial thickness
skin loss involving epidermis and/or dermis”, or “full thickness skin loss involving
damage or necrosis to subcutaneous tissue, but not extending to underlying bone,
tendon or joint capsule”, which is/are responding to treatment.

OR

A skin condition which requires a minimum of weekly reassessment and which is
responding to treatment.

OR

High risk of skin breakdown which requires preventative intervention several times
each day, without which skin integrity would break down.

Moderate

Open wound(s), pressure ulcer(s) with “full thickness skin loss involving damage or
necrosis to subcutaneous tissue, but not extending to underlying bone, tendon or
joint capsule” which are not responding to treatment and require a minimum of daily
monitoring/reassessment.

OR

A skin condition which requires a minimum of daily monitoring or reassessment.

OR

Specialist dressing regime in place which is responding to treatment.

High

Open wound(s), pressure ulcer(s) with “full thickness skin loss with extensive
destruction and tissue necrosis extending to underlying bone, tendon or joint
capsule” or above.

OR

Multiple wounds which are not responding to treatment.

Severe

1. Circle the assessed level above.

2. Describe the actual needs of the individual providing the evidence why that level has been
chosen, including the frequency and intensity of need, unpredictability, deterioration and any

instability.
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Please refer to the user notes.

9. Breathing

Description

Level of Need

Normal breathing, no issues with shortness of breath.

No Needs

Shortness of breath which may require the use of inhalers or a nebuliser and has no
impact on daily living activities.

Low

Episodes of breathlessness which do not respond to management and limit some
daily activities.

OR

Requires any of the following:

- low level oxygen therapy (24%).

- room air ventilators via a facial or nasal mask.

- other therapeutic appliances to maintain airflow.

Moderate

Is able to breathe independently through a tracheotomy, that they can manage
themselves, or with the support of carers or care workers.

OR

CPAP (Continuous Positive Airways Pressure).

OR

Breathlessness due to symptoms of chest infections which are not responding to
therapeutic treatment and limit all activities of daily living activities.

High

Difficulty in breathing, even through a tracheotomy, which requires suction to
maintain airway.

OR

Demonstrates severe breathing difficulties at rest, in spite of maximum medical
therapy.

Severe

Unable to breathe independently, requires invasive mechanical ventilation.

Priority

1. Circle the assessed level above.

2. Describe below the actual needs of the individual providing the evidence why that level has
been chosen, including the frequency and intensity of need, unpredictability, deterioration and

any instability.
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Section 2: Care domains
Please refer to the user notes.

10. Drug Therapies and Medication: Symptom Control - The individual's experience of
how their pain and other symptoms (where these symptoms are not accounted for in other domains
such as the Altered States of Consciousness and Psychological and Emotional Domains) are
managed and the intensity of those symptoms is an important factor in determining the level of need in
this area. Where this affects other aspects of their life, please refer to the other domains especially the
psychological and emotional domain. The location of care will influence who gives the medication. In
determining the level of need, it is the knowledge and skill required to manage the clinical need that is
the determining factor. In some situations, an individual or their carer will be managing their own
medication and this can require a high level of skill.

Description Level of Need

Symptoms are managed effectively and without any problems, and medication is No Needs
not resulting in any unmanageable side effects.

Requires supervision/administration of and/or prompting with medication or may
have a physical, mental state or cognitive impairment requiring support to take
medication, but shows concordance with medication regime. Low
OR

Mild pain that is predictable and/or is associated with certain activities of daily
living. Pain and other symptoms do not have an impact on the provision of care.

Requires the administration of medication due to:

¢ Non-concordance or non-compliance,

e Type of medication (for example insulin), or

¢ Route of medication (for example PEG, liquid medication). Moderate
OR - Moderate pain which follows a predictable pattern; or other symptoms which
are having a moderate effect on other domains or on the provision of care.

Requires administration of medication regime by a registered nurse or care worker
specifically trained for this task, and monitoring because of potential fluctuation of
the medical condition or mental state, that is usually non-problematic to manage. High
OR - Moderate pain or other symptoms which is/are having a significant effect on
other domains or on the provision of care.

Requires administration of medication regime by a registered nurse or care worker
specifically trained for this task, and monitoring because of fluctuation of the
medical condition or mental state, that is usually problematic to manage. Severe
OR - severe recurrent or constant pain which is not responding to treatment

OR - Risk of non-concordance with medication, placing them at severe risk of
relapse.

Has a drug regime that requires daily monitoring by a registered nurse to
ensure effective symptom and pain management associated with a rapidly
changing and/or deteriorating condition. Priority
OR - Unremitting and overwhelming pain despite all efforts to control pain
effectively.

1. Circle the assessed level above.

2. Describe below the actual needs of the individual and provide the evidence why that level
has been chosen, including the frequency and intensity of need, unpredictability, deterioration
and any instability.

3. Note any overlap with e.g. the Behaviour and ASC Domains to avoid double scoring.
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Section 2: Care domains
Please refer to the user notes.

11. Altered States of Consciousness (ASC)

Description Level of Need
No evidence of altered states of consciousness (ASC). No Needs
History of ASC but effectively managed and is at a low risk. Low
Occasional episodes of unconsciousness that require the supervision of a carer or
care worker to minimise the risk of harm. Moderate
ASC that require skilled intervention to reduce the risk of harm. High
Coma.
OR Priority

ASC that occur on most days, do not respond to preventative treatment, and
result in a severe risk of harm.

1. Circle the assessed level above.

2. Describe below the actual needs of the individual providing the evidence why that level has
been chosen (referring to appropriate risk assessments), including the frequency and intensity

of need, unpredictability, deterioration and any instability.
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Section 2: Care domains
Please refer to the user notes.

Other significant care needs to be taken into consideration.

There may be circumstances, on a case-by-case basis, where an individual may
have particular needs which do not fall into the care domains described above. If
explanatory notes added at the end of the domains are not sufficient to document all
needs, it is the responsibility of the assessors to determine and record the extent and
type of this need here. The severity of this need and its impact on the individual need
to be weighted, in the judgement of the assessors, in a similar way to the other
domains. This judgement should be based on the risks associated with the need and
the skill needed to manage the need. This weighting also needs to be used in the
final decision.

Assessed Levels of Need

Care Domain P S H M L N

Behaviour

Cognition

Psychological Needs

Communication

Mobility

Nutrition — Food & Drink

Continence

Skin (including tissue viability)

Breathing

Drug Therapies & Medication

Altered States of Consciousness

Other significant care need (see box
above)

Totals
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Section 2: Care domains
Please refer to the user notes.

Individual’s assessment of their care needs

This may be the main carer or advocate’s summary where appropriate. Please note
whether the individual, main carer or advocate was present during the MDT
assessment of eligibility or if they were not invited or declined to attend, and whether
they have seen and agreed to the content of the completed DST.

Summary of needs by the multidisciplinary team filling in the DST (“pen
portrait”)
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Recommendation of the multidisciplinary team filling in the DST on eligibility
for NHS Continuing Health Care.

ELIGIBLE FOR NHS CONTINUING HEALTH CARE  YES/NO

Names & signature of the team Date
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Please refer to the user notes.

Where recommendation is NOT for eligibility for NHS Continuing Healthcare, please
indicate below the need for registered nursing care (COMPLETE ONLY IF A
NURSING HOME IS INDICATED)

*Delete Registered Nursing Care Needs as appropriate
*Complete Risk Factors as appropriate

Care Domains

Registered Nursing Care Needs

Behaviour

Monitoring of behaviour to assess need for therapeutic intervention and close observation.
Working together with care assistants to devise a management programme for
wandersome/aggressive behaviour.

Development of behavioural programme to address challenging behaviour.

Management of temperamental behaviour to include coping strategies.

Risk Factor

Cognition

Maintenance of safe environment by identifying and addressing risk.
Assist team in developing programme for social stimulation.
Monitoring and recording fluctuation of mental state.

Maintaining regular reorientation and psychological support.

Risk Factor

Psychological and
Emotional Needs

Monitoring of mood and conversation to assess need for therapeutic intervention and close
observation.

Monitoring of mood and need for anti-depressant therapy.

Assist team in developing programme for social stimulation.

Risk Factor

Communication

Assist patient to express feelings and needs through non-verbal/impeded communication.

Risk Factor

Mobility Ensure safe transfer and regular review and manual handling risks.
Monitoring of mobility/falls prevention planning.

Risk Factor

Nutrition — Food &
Drink

Monitoring of fluid and dietary intake.

Monitoring of weight.

Encouragement and assistance when necessary to maintain dietary and fluid intake.
Management of PEG feed.

Supervision of carers whilst feeding in order to maintain nutritional status.

Risk Factor Assessment of swallowing reflex due to risk of choking

Continence Management/development of an appropriate continence programme.
Administration of enema/suppositories or prescribed laxatives to maintain bowel function.
Manual Evacuation
Catheter management programme.

Risk Factor

Patient’s Name:
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Care Domains

Registered Nursing Care Needs

Skin Regular review of skin integrity, and pressure sore risk due to high waterlow score.
Wound care management and treatment as required.
Assess need for pressure relieving equipment.
Daily redressing to wound — indicate wound, type of wound, etc.
Treatment of pressure sore — indicate grade site, etc.
Risk Factor
Breathing Monitoring of breathlessness and need for medication
Monitoring of breathlessness and need for O, therapy.
Measurement and recording of peak flow.
Risk Factor

Drug Therapies &
Medication

Administration of medication in the management of physical health and monitoring for
effectiveness and side effects.

Administration of medication in the management of mental health and monitoring for
effectiveness and side effects.

Monitoring of pain control and effect of analgesia.

Monitoring of drug levels for e.g. warfarin, carbenmazepine, phenytoin, and lithium.
Regular review of BM readings, observation of diabetic state.

Daily monitoring of pulse if on regular digoxin.

Administration of medication and close monitoring of effect on sleep pattern and
behaviour.

Risk Factor

Altered States of
Consciousness

Observation and recording type/length duration of fit.
Maintaining safety/dignity of patient during fit.

Risk Factor

Summary of Needs & Recommendation

ELIGIBLE FOR NHS FUNDED NURSING CARE

YES / NO

Patient’s Name:
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User Notes

Key Principles

1. This Decision Support Tool should support you in the application of the National
Framework and inform consistent decision-making in line with the primary health
need approach.

2. Please use the tool in conjunction with the guidance on the National Framework.
You should ensure you are familiar with the guidance before beginning to use the
tool. An individual will be eligible for NHS Continuing Healthcare where it can be
said that their ‘primary need is a health need’. The decision as to whether a
person has a primary health need takes into account the legal limits of Local
Authority provision. Using the Decision Support Tool correctly should ensure that
all needs and circumstances that might affect an individual’s eligibility are taken
into account in making this decision.

3. The aim is that the tool should be used following a comprehensive
multidisciplinary team (MDT) assessment of an individual’s care needs, as a way
of bringing together and recording the various needs in a single, practical format,
to facilitate logical and consistent decision-making.

4. Although the tool supports the process of determining eligibility, and ensures
consistent and comprehensive consideration of an individual’s needs, it cannot
directly determine eligibility. Professional judgement will be necessary in all
cases to ensure that the individual’s overall level of need is correctly determined
and the appropriate decision made.

Process

5. An individual (in many areas this is the “Care Coordinator”) should be identified to
co-ordinate the assessment and liaise with the multi-disciplinary team (MDT) to
complete the Decision Support Tool and match, as far as possible, the extent and
type of the individual’s need with the description that most closely relates to their
specific needs. This approach should build up a detailed analysis of needs and
provide the evidence to inform the decision regarding eligibility.

6. Consent should be obtained from the individual being assessed: guidance in
relation to persons who lack capacity to consent can be found in the National
Framework guidance. This should include whether the person is happy for other
family members or individuals to be involved.

7. Robust data sharing protocols, both within an organisation and between

organisations, will help to ensure that confidentiality is respected but that all
necessary information is available to complete the tool.
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The tool provides practitioners with a needs-led approach by portraying need

based on eleven ‘care domains’. The tool is in three sections:

e Section 1 — Personal information.
e Section 2 — Care domains
e Section 3 — Recommendations.

All sections, need to be filled in. The care domains should also all be completed,
but in any order. If the whole tool is not completed on a single date, each section
should be signed and dated.

9. Each domain is sub-divided into statements of need representing no needs, low,
moderate, high, severe or priority levels of need, depending on the domain (refer
Figure 1).

P P P P
s s s s S s S

H H H H H H H H H H H
M M M M M M M M M M M
L L L L L L L L L L L
N N N N N N N N N N N

Cognition Communication Nutrition — Skin & Drug
Food & Tissue Therapies &
Drink Viability Medication:

Behaviour Symptom Control

Mobility Continence Altered
Breathing states of
Consciousness

Psychological &
Emotional
Needs

Figure 1: How the different care domains are divided into levels of need.

10. The descriptions in the tool are examples of the types of need that may be
observed, and may not always adequately describe every individual’s
circumstances. In this situation, you should determine and record the extent and
type of this need in the space provided at the end of each domain. If there is
difficulty in placing the individual’s needs in one or other of the levels, you should
make every effort to find evidence and rationale to support placement in one of
those levels. If, even after considering all the relevant information, it proves
difficult to justify one or other, you should choose the higher of the levels under
consideration and note the problem: please do not score an individual as being
between domains.
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11.Assessors need to consider how different but inter-related needs across more
than one domain can complicate the individual’s overall care needs. An example
of different needs, that should be considered separately in different domains but
which may interact across domains are those in the skin integrity and continence
domains.

12.Take care to avoid duplication between the care domains. For example, if an
individual is wandering and posing a risk to themselves or other, this should be
considered within the behavioural domain and not duplicated in mobility.

13.The levels are relative to each other and to the other domains: some domains
include needs that are so great that they could reach the ‘priority’ level, but others
do not. This is because the needs in some care domains are considered never to
reach a level at which they on their own should trigger eligibility, rather they would
form part of a set of needs which could define a primary health need

14.At the end of each domain, there is space to justify why a particular level is
appropriate, based on the available evidence about the assessed needs. It is
important to describe the needs in measurable terms using clinical expertise, and
supported with the results from appropriate and validated assessment tools where
relevant. We know that, around the country, particular types of needs are
assessed using different tools: in order to avoid practitioners having to change
from tools they know well, we do not prescribe the best assessments to use.
However, regard should be given to other existing and emerging policies in each
area, for example NICE guidance.

15. There may be circumstances, on a case-by-case basis, where an individual may
have particular needs which are not easily categorised by the care domains
described here. In this situation, it is the responsibility of the assessors to
determine and record the extent and type of this need in the “additional” domain
provided on page 19 of this document, and take that need into account when
deciding whether a person has a primary health need.

Establishing a Primary Health Need

16. At the end of the Decision Support tool, there is a summary sheet to provide an
overview of the levels chosen and a summary of the person’s needs, along with
the MDT’s recommendation about eligibility or ineligibility. A clear
recommendation of eligibility to NHS Continuing Healthcare would be expected in
each of the following cases:

e A level of priority needs in any one of the four domains that carry this
level.

¢ A total of two or more incidences of identified severe needs across all
care domains.
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17.1f there is:
e one domain recorded as severe, together with needs in a number of other
domains, or

e a number of domains with high and/or moderate needs,
this can also indicate a primary health need. In these cases, the overall need,
the interactions between needs in different care domains, and the evidence from
risk assessments, should be taken into account in deciding whether a
recommendation of eligibility for NHS Continuing Healthcare should be made. It is
not possible to equate a number of incidences of one level with a number of
incidences of another level, for example ‘two moderates equals one high’.

18.If needs in all domains are recorded as “low” or “no need”, this would indicate
ineligibility. However, because low needs can add to the overall picture, influence
the continuity of care necessary, and alter the impact that other needs have on
the individual, all domains should be completed.
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Glossary

Assessment
A process whereby the needs of an individual are identified and their impact on daily
living and quality of life is evaluated.

Capacity

The ability to make a decision about a particular matter at the time the decision
needs to be made. The legal definition of a person who lacks capacity is set out in
section 2 of the Mental Capacity Act:

“ a person lacks capacity in relation to a matter if at the material time he is unable to
make a decision for himself in relation to the matter because of an impairment of, or a
disturbance in the functioning of, the mind or brain”.

Care

Support provided to individuals to enable them to live as independently as possible,
including anything done to help a person live with ill health, disability, physical frailty
or a learning difficulty and to participate as fully as possible in social activities. This
encompasses health and social care.

Care coordinator

Here, this term means a person who coordinates the assessment and care planning
process where a person needs complex and/or multiple services to support them.
Care co-ordinators are usually the central point of contact with the individual.
Regionally, different terms may be used to describe this role.

Care package
A combination of services designed to meet an individual’'s assessed needs.

Care pathway

An agreed and explicit route an individual takes through health and social care
services. Agreements between the various professional involved will typically cover
the type of care and treatment, which professional will be involved and their levels of
skills, and where treatment or care will take place.

Care planning

A process based on an assessment of an individual's need that involves determining
the level and type of support to meet those needs, and the objectives and potential
outcomes that can be achieved.

Care plan
A document recording the reason why services are being provided and the outcome
that they are seeking to achieve.

Care worker

Carer Workers provide paid support to help people manage the day to day business
of living. Support may be of a practical, social care nature or to meet a persons
healthcare needs.
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Carer
Carers look after family, partners or friends in need of help because they are ill, frail
or have a disability. The care they provide is unpaid.

Cognition
The higher mental processes of the brain and the mind, including memory, thinking,
judgement, calculation, visual spatial skills and so on.

Cognitive impairment

Cognitive impairment applies to disturbances of any of the higher mental processes,
many of which can be measured by suitable psychological tests. Cognitive
impairment, especially memory impairment, is the hallmark and often the earliest
feature of dementia.

Compliance
The extent to which a patient takes, or does not take, medicines as prescribed.

Concordance
An agreement between a patient and a health professional regarding the provision of
care. Concordance and compliance are frequently used interchangeably.

Contracture

Abnormal, usually permanent, condition of joint flexion and fixation caused by atrophy
and shortening of muscle fibres or loss of normal elasticity of skin causing muscle
contraction

Mental disorder

Mental disorder is defined in the 1983 Mental Health Act as ‘mental iliness, arrested
or incomplete development of mind, psychopathic disorder and any other disorder or
disability of mind’. The Act does not define mental iliness, which is a matter for
clinical judgement.

Multidisciplinary
Multidisciplinary refers to when professionals from different disciplines - such as
social work, nursing, occupational therapy, work together.

Multidisciplinary assessment

Multidisciplinary assessment is an assessment of an individual's needs that has
actively involved professionals from different disciplines in collecting and evaluating
assessment information.

Multidisciplinary team
A team of at least two professionals, usually from both health and social care
backgrounds. It does not refer only to a multidisciplinary team on an acute ward.

Pressure related injury

Area of damage to the skin or underlying tissue which has occurred as a result of
prolonged pressure to that area.
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Pressure ulcer
Also known as decubitis ulcer or bed sore. Area of local damage to the skin and
underlying tissue due to a combination of pressure, sheer and friction.

Registered Nurse

A nurse registered with the Nursing and Midwifery Council. Within the UK all nurses,
midwives and specialist community public health nurses must be registered with the
Nursing and Midwifery council and renew their registration every three years to be
able to practice.

Rehabilitation
A programme of therapy and re-enablement designed to restore independence and
reduce disability.

Social care

Social care refers to the wide range of services designed to support people to
maintain their independence, enable them to play a fuller part in society, protect them
in vulnerable situations and manage complex relationships ("Our health, our care, our
say: a new direction for community services", paragraph 1.29). It is provided by
statutory and independent organisations and can be commissioned by a LA’s Social
Services Department on a means-tested basis, in a variety of settings.

Social services

Social services are provided by 150 local authorities in England through their Social
Services Department. Individually and in partnership with other agencies they provide
a wide range of care and support for people who are deemed to be in need.

Social worker
Social workers are professionally qualified staff who assess the needs of service
users and plan the individual packages of care that support them.

Spasm

A sudden, involuntary contraction of a muscle, a group of muscles, or a hollow organ,
or a similarly sudden contraction of an orifice. A spasm is usually accompanied by a
sudden burst of pain.

Specialist assessment

An assessment undertaken by a clinician or other professional who specialises in a
branch of medicine or care for example stroke, cardiac care, bereavement
counselling.
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