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Definitions and Interpretation


CONTRACT
[bookmark: _Hlk60677343]
[bookmark: _Hlk64117761]Contract title: Continuing Healthcare

Contract ref: ……………………………………………………..….

This Contract records the agreement between the Commissioners and the Provider and comprises 

1. these Particulars;

2. the Service Conditions (Shorter Form);

3. the General Conditions (Shorter Form),

as completed and agreed by the Parties and as varied from time to time in accordance with GC13 (Variations).


IN WITNESS OF WHICH the Parties have signed this Contract on the date(s) shown below


	
SIGNED by
	
……………………………………………………….
Signature


	

Louis Kamfer for
and on behalf of
CAMBRIDGESHIRE  PETERBOROUGH CCG

	
……………………………………………………….
Title

……………………………………………………….
Date






	
SIGNED by
	
……………………………………………………….
Signature


	
[INSERT AUTHORISED
SIGNATORY’S
NAME] for
and on behalf of
[INSERT PROVIDER NAME]
	
……………………………………………………….
Title

……………………………………………………….
Date





	SERVICE COMMENCEMENT AND CONTRACT TERM
	

	Effective Date

	6th April 2021

	Expected Service Commencement Date

	6th April 2021

	Longstop Date

	N/A

	Service Commencement Date

	6th April 2021

	Contract Term
	4 years

	Option to extend Contract Term

	YES

	Notice Period (for termination under GC17.2)

	One months’ notice is required if either party wishes to terminate this contract 

	SERVICES
	

	Service Categories
	Indicate all that apply

	Continuing Healthcare Services (including continuing care for children) (CHC)

	X

	Community Services (CS)

	

	Diagnostic, Screening and/or Pathology Services (D)

	

	End of Life Care Services (ELC)

	

	Mental Health and Learning Disability Services (MH)

	

	Patient Transport Services (PT)

	

	Co-operation with PCN(s) in service models

	Enhanced Health in Care Homes

	NO

	Service Requirements
	

	Essential Services (NHS Trusts only)

	NO


	Is the Provider acting as a Data Processor on behalf of one or more Commissioners for the purposes of the Contract?





	YES

	PAYMENT

	

	National Prices apply to some or all Services (including where subject to Local Modification or Local Variation)

	NO

	Local Prices apply to some or all Services

	YES

	Expected Annual Contract Value agreed

	NO

	GOVERNANCE AND REGULATORY
	Provider should have completed separate template and uploaded.

	Provider’s Nominated Individual 
	[                ]
Email:  [                    ]
Tel:      [                     ]

	Provider’s Information Governance Lead
	[                ]
Email:  [                    ]
Tel:      [                     ]

	Provider’s Data Protection Officer (if required by Data Protection Legislation)
	[                ]
Email:  [                    ]
Tel:      [                     ]

	Provider’s Caldicott Guardian
	[                ]
Email:  [                    ]
Tel:      [                     ]

	Provider’s Senior Information Risk Owner
	[                ]
Email:  [                    ]
Tel:      [                     ]

	Provider’s Accountable Emergency Officer
	[                ]
Email:  [                    ]
Tel:      [                     ]

	Provider’s Safeguarding Lead (children) / named professional for safeguarding children
	[                ]
Email:  [                    ]
Tel:      [                     ]

	Provider’s Safeguarding Lead (adults) / named professional for safeguarding adults
	[                ]
Email:  [                    ]
Tel:      [                     ]

	Provider’s Child Sexual Abuse and Exploitation Lead
	[                ]
Email:  [                    ]
Tel:      [                     ]

	[bookmark: _Hlk32482514]Provider’s Mental Capacity and Liberty Protection Safeguards Lead
	[                ]
Email:  [                    ]
Tel:      [                     ]

	Provider’s Freedom To Speak Up Guardian(s)
	[                ]
Email:  [                    ]
Tel:      [                     ]

	CONTRACT MANAGEMENT

	

	Addresses for service of Notices
	Up to 15th May 2021
NHS Cambridgeshire and Peterborough CCG (06H)
Lockton House, Clarendon Road, Cambridge CB2 8FH

From 16th May 2021
NHS Cambridgeshire and Peterborough CCG (06H)
Gemini House, 1 Bartholomew’s Walk, Ely, CB7 4EA

Email: capccg.communitycontractsteam@nhs.net

Provider: 

Address: 

Copy to: 


	Commissioner Representative(s)
	Name: Martin Niven, Head of Operations, CHC and Complex Cases

Address: 
Lockton House, 
Clarendon Road, 
Cambridge, 
CB2 8FH

Email:martin.niven@nhs.net  


	Provider Representative
	
Provider:

Address:

Email: 
Tel: 




SCHEDULE 1 – SERVICE COMMENCEMENT
AND CONTRACT TERM

A. [bookmark: _Toc428907601]Conditions Precedent

The Provider must provide the Co-ordinating Commissioner with the following documents and complete the following actions:

	
1. Evidence of appropriate Indemnity Arrangements including Employers Liability Insurance and Public liability insurance

2. [Evidence of CQC registration 


3. [Copies of the following Sub-Contracts signed and dated and in a form approved by the Co-ordinating Commissioner] [LIST ONLY THOSE REQUIRED FOR SERVICE COMMENCEMENT AND NOT PROVIDED ON OR BEFORE THE DATE OF THIS CONTRACT]

4. Business Continuity Plan for the home and the organisation. This needs to be updated to reflect Covid 19 pandemic outbreak. 





C. Extension of Contract Term

To be included only in accordance with the Contract Technical Guidance.


[bookmark: _Toc428907602]NOT USED

SCHEDULE 2 – THE SERVICES

A. [bookmark: _Toc428907603]Service Specifications
01 - Care Homes
02 - Domiciliary Care 

[bookmark: _Hlk26198113]
	Service Specification No.
	Care Homes 01

	Service
	Care Homes and Care Homes with Nursing

	Commissioner Lead
	Complex Cases Team

	Provider Lead
	

	Period
	1st April 2021

	Date of Review
	March 2022 or mandated by NHS E under National framework




	1.	Population Needs

	
1.1 	National/local context and evidence base

This document sets out the care specification and patient focused outcomes in line with the National Minimum Standards for Care Homes Older People 2003 which apply to the provision of care for adults and older people in a care home with nursing. It specifically identifies key indicators of quality care.

This specification reflects national policy advice and guidance and sets out the philosophy and care standards to be adhered to in the provision of the care for adults and older people in a care home with nursing.

All standards produced by the registration authority inspection report (to be the Care Quality Commission report from April 2009) will be considered in conjunction with this document.

The Commissioners will only contract with organisations that are registered, if they are required to do so, with the CQC and meet any other legal requirements relating to the services they provide. The Commissioners expect that all Providers that it commissions will meet CQC regulations and standards, or the standards of another equivalent regulator. If a service is judged by the regulator not to meet its standards or regulations, the Provider will be expected, upon request, to share with the Commissioners any action plan they have put in place to meet the regulators requirements and the Commissioners may, in their absolute discretion, deem this failure to meet standards and regulations to be a material breach of contract.

Providers must meet the requirements detailed in the Department of Health Code of Practice on the prevention and control of infections related guidance published Dec 2010, Health and Social Care Act 2012, NICE Infection Control guidelines (2014) and Nursing and Midwifery Council Clinical Codes of Conduct.

This document will be reviewed annually and information concerning any changes will be circulated to all Providers. 

Providers are expected to deliver End of Life Care (EOLC) and will be guided by the National End of Life Care Strategy, quality markers for EOLC and the Social Care Framework for EOLC. They will develop a policy (“EOLC Policy”) and a plan (“EOLC Plan”) covering each stage of EOLC pathway. Providers shall provide a copy of their EOLC Policy and EOLC Plan to Commissioners. They are expected to ensure Individuals (or their nominated representative) are as fully involved as possible in making choices and decisions, and fully document needs and communicate with others involved in the Individual’s care.

This contract covers Cambridgeshire and Peterborough CCG registered patients.


	2.	Outcomes

	
2.1	NHS Outcomes Framework Domains & Indicators

	Domain 1
	Preventing people from dying prematurely
	

	Domain 2
	Enhancing quality of life for people with long-term conditions
	

	Domain 3
	Helping people to recover from episodes of ill-health or following injury
	

	Domain 4
	Ensuring people have a positive experience of care
	

	Domain 5
	Treating and caring for people in safe environment and protecting them from avoidable harm
	



The Provider must comply with:

· Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 (Part 3)
· Care Quality Commission (Registration) Regulations 2009 (Part 4) 

2.2	Local defined outcomes

The key service outcomes below are based on the NHS Outcomes Framework[endnoteRef:2] and Adult Social Care Outcomes Framework[endnoteRef:3]: [2: 
]  [3: 











] 

· People with care and support needs have an enhanced quality of life. 
· People have a positive experience of care and support. 
· People are helped to recover from episodes of ill health or following injury.
· People are treated and cared for in a safe environment and protected from avoidable harm
· People are treated to minimise pain, discomfort and anxiety, whilst maximising quality of life
· Health-related quality of life for people with long-term conditions
· Enhancing quality of life for people with mental illness
· Enhancing quality of life for people with dementia
· Reducing time spent in hospital by people with long-term conditions
· Proportion of people feeling supported to manage their condition
· Patient safety incidents reported
· Proportion of people who use services to have control over their daily life



	3.	Scope

	
3.1	Aims and objectives of service

The service objective is to deliver care in a Care Home with Nursing environment for those Service Users, that are the full funding responsibility of the NHS or who have needs that meet the eligibility criteria for NHS Funded Nursing Care. The provider shall deliver an appropriate level of care as defined in the Individual’s Care Plan and accommodation to ensure that the Service Users health and social care needs are met within the regulatory requirements of the Care Quality Commission. 
The service will be provided for people (Service Users) who have been determined by the Commissioner as having NHS-funded continuing healthcare or Funded Nursing Care entitlement.
The Provider will ensure that the services can be provided 365 days per year, 24 hours a day and in accordance with a Service User’s Care Plan.
The aim is to commission care that is of a high quality and is person-centered, working with Care Providers who comply with the fundamental standards for quality and safety and who are pro-active in continuously improving the services they provide. As part of this service, Care Workers are expected to look beyond the commissioned tasks and consider what assistance the Service User requires to leave them safe, comfortable and in a clean environment.
3.2	Service description/care pathway

Eligibility for NHS funded continuing healthcare places no limits on the settings in which the package of support can be offered or on the type of service delivery. 

Consideration of primary health need includes consideration of the characteristics of need and their impact on the care required to manage them.  In particular, to determine whether the quantity and quality of care is more than the limits of responsibilities of Local Authorities, consideration is given to the following:

· Nature and type of need
· Intensity
· Complexity
· Unpredictability of need

The applicant for CHC funding, including a ‘fast track’ patient, will have had their eligibility assessed and agreed in accordance with the current National Framework for NHS Continuing Healthcare and NHS Funded Nursing Care.

NHS continuing healthcare may be provided 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 either by the setting where the care is provided or by the characteristics of the person who delivers the care. The decision-making rationale should not marginalise a need just 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, such that the active management of this need is reduced or no longer required, will this have a bearing on NHS continuing healthcare eligibility.
End of Life Care (EoLC) is not a separate Service User group but where required is part of the care given for all Service User groups.
The services provided shall include the quality of care covered by the NHS Funded Nursing Care contribution.
3.3	Service User/Care Groups covered

· Adults (Age 18 and over)/Older Peoples Residential/Nursing
· Acquired Brain Injury
· Physical Disability
· Learning Disabilities 
· Respite Care
· Adults/Older Peoples Mental Health Care
· Dementia Care
· End of Life Care

3.4	Any acceptance and exclusion criteria and thresholds

This contract includes:

· Patients eligible to Continuing Healthcare funding (CHC)
· Patients eligible to Funded Nursing Care (FNC)

This contract excludes: 

· Care Homes without Nursing Care
· Forensic Care
· Community based care (e.g. Home Based Care)
· Care Homes for those under 18 years old
· Acute and Community NHS Hospitals

3.5	Interdependence with other services/providers

The Services should be seen as part of wider integrated adult health and social care services working in partnership with GPs, Primary Health Care teams, acute providers, local authorities, community mental health teams, the voluntary sector, community, faith and independent sector providers.
The Provider must demonstrate how it will work with these other organisations to support individuals and their Carers to successfully manage the individuals’ need for support. They should as a minimum have a well-developed and audited pathway for communication with commissioners, GPs and the wider health, voluntary and social services environment.

The Provider shall communicate with the CHC team in relation to a patient’s condition, change in care needs including improvement.  The Provider will be expected to engage in the review process, MDT discussions and DST.  To establish a full overview of a patient’s condition and presentation the Provider will supply all relevant upto date information prior to a review sent via secure email.  The Provider will also communicate with the CHC Team to work with families and patients to achieve best outcomes.


	4.	Service Delivery

	
4.1        Choice of Home

4.1.1 Admission to a Care Home

Patients registered with a Cambridgeshire and Peterborough General Practitioner for whom the CCG has agreed meet the eligibility criteria for fully funded health care will be referred to the provider by the CCG for assessment of suitability against the Provider’s admission criteria.  An assessment by the Provider should be completed within 24 hours of a referral being made, 5 days a week or where possible accept the Trusted Assessor assessment.  The expectation is that this will be 6 days a week in the second year of the contract. The admission to the care home should take place within 24 hours of the assessment. There will always be exceptions that will be agreed as long as the care home provides a reasonable explanation.

Some patients may already be resident and will only require a transfer of funding responsibility from the date the CCG determines the patient meets the eligibility criteria for fully/partially funded healthcare. The Provider should complete and submit a checklist for a decision on CHC/FNC eligibility to funding.
 
An introductory visit for individuals, their families or friends shall be facilitated where requested and take place prior to assessment whenever practical.
Requests for CHC eligible admissions may arrive from several areas including – community (patient at home), transfer form Nursing home to new provider, out of area transfer, existing patient within the home (i.e FNC) or in some cases a patient deemed CHC eligible whilst in the Acute environment.
The Provider will ensure each Service User is to be accommodated in their own single room unless they request otherwise and this is agreed with the Commissioner.
4.1.2 Needs Assessment
New patients are admitted based on a full assessment being undertaken by people trained to do so, and to which the prospective Service User, his/her representatives (if any) and relevant professionals have been party.
The Provider will be notified that a patient is required to transfer to the home via CHC Brokerage.
The Provider is required to complete an assessment or where possible use the Trusted Assessor assessment and agree transfer suitability within 24 hours of receipt of written information from the Commissioner.  The assessment should consider factors including clinical presentation, suitable environment, staffing levels and skill set of care team.  Also giving consideration of needs of other residents. 
Following admission the Provider will develop within 24 hours an Individual care plan and associated risk assessment with the patient and family where appropriate, with a full “person centred” care plan to be completed within 7 days of admission and sent to the Complex Cases Management Team via capccg.chc@nhs.net. 

The Commissioners will review the provision of social and nursing care within 3 months of admission followed by an annual review, as minimum. Where, during the period of stay a significant change in the level of nursing care needs occurs for an individual patient, the provider shall inform the Commissioner. A re-assessment of the individual’s care needs shall then be undertaken by the CCG.

4.1.3 Service User needs

The Level of Need will be determined through MDT discussion and referenced in the DST.  The CCG and Provider will refer to the Clinical indicators document, see Appendix 1, to agree the Tier assignment based on the clinical presentation as described in the document.   This will be agreed prior to admission.

In agreeing to a care package the Provider is expected to meet all the Service User needs included in the care package.

The Care Plan is a living document.  The Commissioner will be responsible for identifying the Service User’s care needs and developing an initial plan for the needs to be met.  The Provider will review, edit and develop the Care Plan and its contents will be reviewed on an on-going basis.  The Provider will maintain a record of Care Plan reviews.

4.1.4 Person-centered care

The Care Plan person-centered contents:
· Record the Patient’s needs and the corresponding Provider requirements to meet those needs
· Record the Patient’s preferences, as informed by the Care Consultant or life story tolls eg “patient passport”
· Include a description of the Patient’s personal outcomes for the care package
· Include any relevant deprivation of liberty (DoL) statement or mental capacity statement.

Indicative activities to support Patients in achieving the required outcomes are also detailed in Appendix 2.

4.2      Advocates

The Provider will:
· Support the Service user to use Advocates, where appropriate
· Have links to local advocacy services where available
· Make a referral to an independent Advocate when a conflict arises in the Service User’s life and the Service User has no family or Carers, or is particularly frail or vulnerable.  In these instances, the Provider will also notify the Commissioner
· Inform any Advocate representing a Service User of major changes in the Service User’s life.

4.3    Carers

The Commissioner has a duty of care to the Service User’s Carers as per the Care Act 2014.  As part of the Service the Provider will:
· Work cooperatively with Carers to deliver care to the Service User
· Meet the support needs of Carers as agreed in the Care Plan
· Provide Guidance to Carers, including referring Carers to the Local Authority or local carers’ organisation, as required.

4.4     Visitors

The Service User’s relatives and friends are able to visit without being unnecessarily restricted.  The Service User can refuse to see a visitor and the Provider will support the decision.

The Provider will not permit any persons to enter the Service User’s room without the Service User’s knowledge and permission, except in cases of emergency.

The Provider will agree visiting guidelines with the Service User, Carers and family upon commencement of care.  The Provider will maintain a signing in and out system for all visitors.

4.5     Service User possessions

All references to the Service User below also refer to Carers where appropriate.

4.5.1 General

The Provider will comply-

Care Workers will not:
· solicit or accept any gratuity, tip, or any form of money taking or reward, collection or charge for the provision of any part of the Services, other that the payment as agreed under the contract
· accept any gift of cash or vouchers and any other gift over the value of £25.  All gifts will be reported to the Provider for approval.  The Provider will report any concerns regarding the acceptance of gifts to the Commissioner and appropriate authorities such as CQC/Local Authority if required
· become involved with the making of the Service User’s will or with soliciting any form of bequest or legacy
· agree to act as a witness or executor of the Service User’s will
· become involved with any other legal document, except in circumstances pre-agreed with the Commissioner
· offer or give advice to the Service User with respect to investments or personal matters.

4.5.2 Property

Care Workers will respect the fact that the care environment is the Service User’s home.  Care Workers will be sensitive to that environment and its contents.

Care Worker will not:
· consume the Service User’s food or drink without appropriate permission or invitation
· use the Service User’s possessions e.g. computer or telephone
· use furniture or possessions in a way that the Service User would not want
· take responsibility for looking after valuables on behalf of the Service User.

Any loss of or damage to the Service User’s property should be immediately reported to the Service User.  In the event that Care Workers are responsible for damage or loss the Provider will be responsible for compensating the Service User.

The Service User’s possessions will only be disposed of with the permission of the Service User.

4.5.3 Equipment

The Provider will provide and maintain any equipment appropriate to meet the needs of the Individual either through their equipment suppliers or a GP if on FP10, at no additional cost to the Commissioner. The provider will ensure that all staff are trained in the use of equipment as appropriate.
 If following a clinical review, it is identified that the Individual requires bespoke equipment, the Provider must contact the Commissioner to discuss and agree purchasing arrangements prior to supply. Purchasing arrangements must be agreed in writing by the Provider and the Commissioner, failing which the Commissioner shall not be liable for the cost.
4.5.4	Equipment provided by the Commissioner
The Commissioner expects the Provider to provide all necessary equipment for Patients that have been accepted against the Provider’s admission criteria.

The Commissioner will only consider requests to pay for specific equipment where a Service User’s needs have substantially changed during their placement and are bespoke in nature. Requests will be considered based on the Individual’s needs, by the Commissioner

In the exceptional event that equipment is provided for the Individual by the Commissioner it must be: 
· Managed safely and securely;
· Operated in line with the manufacturer’s instructions;
· Made available for maintenance; and
· Only used in relation to the named Individual.

In the event of the equipment no longer being required for the Individual for whom the equipment was identified, the Provider must advise the Commissioner within 24 hours (or first working week day) in order that arrangements can be made and agreed for the equipment’s collection.

4.6     On-going care
4.6.1 Care Plan Review
The objective of the Care Plan review is to check that the care package meets the Service User needs and outcomes.  The Care Plan review incorporates input from the Service User, Service User’s family and Carers.  The consent of the Care Plan will be reviewed and amended as necessary.  Where changes are made, the updates will be shared with the Commissioner.
The Provider will review as a minimum the Care Plan:
· Every six months
· At the request of the Service User, Carers, family, Commissioner or Care Worker
· As Service user changing needs require it
· As prompted by an incident or complaint

Where there is a significant change in needs, i.e. clinical determination requiring increased intervention, the Provider will notify the Commissioner in writing to enable a joint discussion on agreed intervention and management plan.  This may also include transfer of care setting where it is recognised that the patient’s clinical needs may no longer be met in the home.  The Provider will work with the Commissioner, patient ad family to ensure that the patient is kept safe until suitable alternative care can be arranged.
If a patient’s condition improves the expectation is that the Provider will also notify the Commissioner to enable a review of care to be undertaken to ensure eligibility criteria is maintained.
Where the MDT decision determines that the eligibility criteria is no longer upheld The Provider will work with the Commissioner to ensure that the Responsible Commissioner of Care transfer process is engaged.  In some cases, it is with recognition that the patient may be deemed to be the commissioner of care (self-funder).
The Provider will work with the Commissioner and Local Authority to ensure that a transfer of care provider where required is timely and all parties are engaged to ensure that the patient is transferred to an appropriate care setting. This includes sharing of information to new providers for example.
4.6.2    Additional Needs
If a patient requires additional support during care (in exceptional circumstances only), the Provider will obtain written agreement from the Commissioner in advance of the additional support being put in place. Authorisation will be sought in writing, supported by evidence and a clinical rationale and must be for an agreed fixed duration. Please email capccg.chc@nhs.net for authorisation.

The Commissioner will not be liable for the cost of additional care that was not agreed in advance.

In situation where urgent additional care is required for a rapidly deteriorating Service User, where it is not possible to seek advance agreement from the Commissioner, authorisation will be sought the next working day.  The Provider may be asked to provide evidence of the emergency or sudden significant change.

Where a patient’s presentation changes and requires intense care interventions, 1:1 support will be considered as part of a short term plan.  In exceptional cases where patient safety is compromised a maximum of 16 hours will be considered. The Commissioner considers that 8 hours of a 24 hour period Service Users will have core clinical intervention and supervision. 

A regular record of dependence and behaviour will be required as per schedule 6A – Reporting Requirements of the contract.


4.7 Medicines management
The Cambridgeshire and Peterborough Clinical Commissioning Group (CCG) requires that organisations establish, document and maintain an effective system to ensure that medicines are handled in a safe and secure manner and in accordance with Cambridgeshire and Peterborough CCG’s Medicines Standards for Providers. See separate standards document in the contract schedules. 

The Provider will have a clearly written policy for the management of medicines (“Medicines Management Policy”) which is in accordance and adheres to the Cambridgeshire and Peterborough CCG Medicines Standards and also the following current national guidance,
· Current NICE guidelines
· Managing Medicines in Care Homes: The Royal Pharmaceutical Society of Great Britain (2014)
· Professional advice documents produced by CQC (including but not limited to administration of Medicines in Care Homes, medicine administration records In Care Homes and Domiciliary Care, the Safe management of Controlled Drugs in Care Homes etc.)
· The Misuse of Drugs Act 1971 (amended). The Medicines Act 1968 and the Human Medicines Regulations 2012 and any subsequent amendments
· Nursing and Midwifery Council (NMC) standards for Medicines Management and administration of medicines.

The Provider is responsible for ensuring that all staff adhere to the policy, associated standards etc and all individuals resident in the Care Home (Nursing and Residential homes with nursing) receive a review of medications by the GP every 6 months or more frequently as required.
4.8     Infection Control
The Provider will:
· Have evidence based policies and procedures in place reflecting Public Health England/Health Protection, Department of Health, NICE and Royal College of Nursing guidance for standard infection prevention and control
· Co-operate with and support screening procedures, in particular for Individuals at high risk of contracting healthcare associated infections, e.g. Individuals who will need hospital admissions because of chronic conditions, are going to be having surgery or have pressure sores or leg ulcers
· Work effectively with other organisations to reduce the risk of healthcare associated infections (for instance, when transferring an Individual with methicillin-resistant staphylococcus aureus (MRSA) between a hospital and the Care Home (Nursing))
· Work with the NHS Infection Control Nurse and/or the Health Protection Agency to undertake root cause analysis of all healthcare associated infections and take action to prevent further incidences.

4.10	Transport and Escorts  
Transport
· The cost for organised trips and outings will be met within the agreed weekly fee 
· The cost of personal transportation for non-NHS trips and outings are not covered by this contract and are not the Commissioners’ responsibility.
· In circumstances where a change of accommodation is agreed and the patient does not meet the eligibility criteria for Non-Emergency Patient Transport the cost should be agreed with the patient, family and the Providers.

Escorts
The Provider will arrange appropriate transport for Individuals attending secondary and tertiary care service appointments and appointments with other statutory authorities regarding assessed care needs. The Provider should liaise with the appointment provider regarding return transportation.
For patients, not already receiving 1 to 1, escorting to planned hospital appointments or other essential appointments the Provider will not be required to accompany patients.  Where required, arrangements can be made in advance with the Transport Provider and receiving Service to meet the needs of the Service User. 
4.11	Planned and Unplanned Absences 
4.11.1	General Principles
Where the patient is hospitalised and expected to return to the nursing home, the patient’s placement with the Provider will remain open to the patient for a period of two weeks on hospital admission – this is the standard retention period. Full payment of at the usual rate will be made for the standard retention period but any additional care such as 1 to 1 will not be paid.  However, in circumstances where it can be identified at admission or early on that returning to the placement is not suitable the Provider is to discuss with the Commission reducing the termination period in order for the Provider to release the bed.  The Provider must inform the Commissioner by telephone on the day of admission/absence.
Once the standard or extended retention period has expired, the placement will cease and the Provider will, with the agreement of the Commissioner, contact the patient’s representatives so they can collect the patient’s personal effects. No further payment will be made following the agreed standard or extended retention period. Where there are no representatives for a patient, the Provider will follow legal requirements and any established procedures in order for the necessary arrangements to be made for removing the patient’s possessions.
Where a reassessment of the patient is necessary prior to returning to the care home, the Provider will conduct this within 24 hours (or next working day) of the patient being declared “medically stable” or accept the Trusted Assessor assessment.
The Commissioner may negotiate the extension of the Individual’s placement longer than the standard six week retention period as required and any extension must be in writing.
4.11.2 Accessing Unscheduled care / avoiding unnecessary admission to hospital
Where clinically appropriate, before a call is made to the GP / Out of Hours /111 service the person-in-charge should assess the need for the call.
Where clinically appropriate, before a call is made to the ambulance service (unless a medical emergency) an attempt should be made to discuss the request with the GP / Out of Hours service/111/JET service. The person-in-charge should make both calls.
4.11.3	Activity supporting Individual admission into hospital
If possible an Individual should be escorted to hospital by a member of staff or if an ambulance has been called a handover to ambulance staff should be made. 
The provider will ensure that a document, e.g. “This is Me” document, containing an Individual’s healthcare needs including diagnosis, medications and all relevant data accompanies the Individual to hospital.
Upon admission into hospital or another provider the Provider will inform:
· the Individual’s next of kin/ a named representative as soon as possible;
· the Commissioner verbally and via email/letter within 24 hours; 
· the Individual’s GP within 24 hours; and
· in addition the Provider shall provide a written Transfer of Care and/ or Body Map to hospital and maintain a copy for their own records
· The Provider will maintain daily contact with the hospital throughout the patient’s stay
.
4.11.4	Activity supporting Individual discharge from hospital 
Prior to the Individual’s discharge from hospital the Provider will review the patient’s clinical needs and confirm in writing they accept the patient returning to the placement.
If the Provider can continue to meet the patient’s needs, upon re-admission to the Care Home (Nursing) the Provider will inform:
· the patient’s next of kin/ a named representative of the re-admission as soon as possible;
· the Commissioner of the re-admission verbally/email/in writing within 24 hours;
· the Commissioner of any revisions to the Care Plan within 48 hours of re-admission; and
· the Commissioner and CQC of any changes to the Transfer of Care and/ or Body Map since admission.
In exceptional circumstances where the Provider can no longer meet the clinical needs of the patient the Provider must inform the CHC Team via capccg.chc@nhs.net within 4 hours of readmission.
4.11.5 Planned trips / Holiday / Agreed extended leave without Provider Staff
An Individual may take a planned trip / holiday / agreed leave and go out of the home (for instance, with family and friends).
On these occasions the Provider will:
· Complete a risk assessment in conjunction with the Individual (and the person or persons accompanying them) prior to the outing. The risk assessment should address the care the Individual should receive (including timely administration of medication) and when the Individual is due to return to the Home
· Agree the risk assessment with the Commissioner in advance of the period of leave; and negotiate a retention period and rate with the Commissioner as required via capccg.chc@nhs.net

4.11.6	Unplanned absence/absconsion 
If an Individual does not return to the Care Home (Nursing) as planned following agreed leave, the Provider will try to contact the Individual and those accompanying them to establish if there is a problem. If the Individual cannot be contacted, the Provider should instigate escalation procedures based on the risk assessment, which could include calling the police and raising a safeguarding alert, and also follow the Missing Persons Protocol.
If the Individual leaves the Care Home (Nursing) without notifying the Provider, the Provider should instigate escalation procedures based on the risk assessment, which could include calling the police and raising a safeguarding alert.
The Provider will notify the Commissioner of the unplanned absence within 24 hours.
The Provider will adhere to the reporting requirement for Individuals receiving care under any section of the Mental Health act as appropriate.
The Provider will hold the Individual’s room for a period of seven days which the Commissioner will fund. If the Individual does not return within seven days the individual placement will cease unless the Commissioner and Provider negotiate an extended retention period. The patient’s belongings will be placed in storage and the next of kin contacted to arrange collection within 28 days at which point the belongings will be disposed of.
4.12    Death 
In the event of the death of a Patient, the Provider must comply with Care Quality Commission (Registration) Regulations 2009 (Part 4), regulation 16 notification of death. The Provider will also notify:
· the Patient’s next of kin/a named representative as soon as is reasonably practicable, so that suitable arrangements (including burial/cremation) can be made;
· The commissioner via  email to  capccg.chc@nhs.net on the first working day after death
· the Patient’s GP within 48 hours
· The Provider will ensure that the patient’s medicines are retained for a period of seven days in case there is a coroner’s inquest.

The Provider will at all times treat carers/relatives sensitively and with privacy and dignity. The Provider will ensure that the Patient’s medicines are managed in accordance with CQC Essential Standards. In the cases of a suspicious death the Provider will notify the Commissioner as soon as is reasonably practicable. 
The Commissioner will pay for up to 2 days after the confirmed date of death.
4.13 Discharge

In the event of a planned discharge the Commissioner will pay up to the day of discharge.
4.13.1   Patients no longer eligible for NHS CHC
If the patient is no longer eligible for NHS CHC, 7 days’ notice will be given to the Provider. The Local Authority will be notified to undertake an individual assessment. 
4.13.2 [bookmark: _Ref255216480] Notice Periods for Individual Patients

Where the Commissioner gives notice:
· In the event of a safeguarding or patient safety issue, the Commissioner may transfer a patient or patients to another Provider without notice to the Provider.  In these circumstances, Commissioners will not be liable for any further payment from the date of discharge. 
· In all other circumstances, if the Commissioner decides to transfer a patient to another Provider, the Commissioner will provide minimum 7 days’ notice of such transfer in writing or e-mail to the Provider.
· [bookmark: _Ref255217486]In the event the Commissioner transfers the patient to another Provider prior to the end of the Transfer Notice Period: The Provider shall receive payment, for the transferred patient for the period up to the end of the notice period.
· [bookmark: _Ref255217397]If the Commissioner is unable to safely transfer the patient before the end of the notice period, a further period will be applied to the date of transfer at the earliest opportunity. The NHS CHC Team shall regularly update the Provider regarding the anticipated date of transfer.
· In the event that the patient, their representative, family or Carer informs the Provider that he or she wishes to change their care provision, the Provider must inform the NHS CHC Team. 

Where the Provider gives notice:
· If the Provider wishes to give notice to the Commissioner regarding a patient, a minimum of 7 days’ notice shall be given in writing via the NHS CHC Team and the patient, their representative, family or carer. 
· If the Commissioner is unable to safely transfer the patient before the end of the notice period, the Provider shall continue to provide the Services to the patient until such time as the Commissioner transfers the patient.  The Provider shall be paid for each day in excess of the notice period that the Provider provides Services to the patient. The NHS CHC Team shall regularly update the Provider regarding the anticipated date of transfer.
· Where the Provider wishes to give notice on provision of Services to three or more patients, an extended notice period will be agreed in order that safe and appropriate alternative placements may be sourced.  The period of notice will be agreed between the Commissioner and Provider or as defined in the NHS Standard Contract.

4.14       Staffing

4.14.1	Staff Recruitment, Retention, Training and Management
Staff are recruited, trained, and supervised in a manner, which ensures consistently high standards for Patients. The provider has a clear policy and procedures in relation to staff recruitment, induction and ongoing supervision.

The provider shall operate a staff recruitment and selection procedure based on equal opportunities which takes all reasonable steps to ensure that individuals employed are in all respects appropriate persons to work with vulnerable people.
The provider shall require applicants to complete an appropriate application form which includes full employment history including any gaps in employment and the reasons why. The provider will have two written references including, where applicable, a reference relating to the person’s last period of employment which involved working with children or vulnerable adults of not less than three months’ duration.

The provider shall ensure that an enhanced Disclosure and Barring Service check is undertaken for all staff within the home (including volunteers) prior to commencing duties and a copy of the result is kept on file.

Trained staff NMC pin numbers are checked prior to employment by the Provider and on an annual basis thereafter and evidence of revalidation records are maintained.

The ratios of care staff to Patients must be determined according to the assessed needs of Patients, and a system operated for calculating staff numbers required, in accordance with guidance as defined in Registered Homes Act, 1984 or via the use of researched skill mix and number tools be permitted i.e. NMC (Rhys Hern 1970) Cambridgeshire Health Authority Minimum staffing notice Section 23 (3), RCN Directive
4.14.2	Staff Competence, Training and Supervision
Patients enjoy the benefit of professionally trained and competent staff providing care and support.
The care home staff training and development programme meets National Training Organisation (NTO) workforce training targets/national training certificate standards and ensures staff fulfil the aims of the home and meet the changing needs of Patients. 
All members of staff receive induction training to NTO specification within 6 weeks of appointment to their posts, including training on the principles of care, safe working practices, the organisation and worker role, the experiences and particular needs of the Service User group, and the influences and particular requirements of the service setting
The provider ensures that there is a staff training and development programme, which meets the Skills for Care standard and NMC of the Code -Professional standards of practice and behaviour for nurses and midwives 
Indicators: of competence training and supervision include:
· A learning culture exists within the home.
· The provider has a clear policy and procedure for induction and training.
· Staff display the confidence of competent work practices.
· Areas of specialist training are provided to staff when necessary.
· Registered nurses are facilitated in fulfilling their professional statutory requirements for updating to maintain their registration with the NMC.
· Managers and providers display a commitment to ensuring consistency in work practices and quality care.
· The provider shall ensure that all care staff receive regular supervision at least 6 times per year under their policy and procedure for appraisal.

4.15       Management and Administration 

4.15.1	Day to Day Operations/Ethos

Patients live in a home that is well run and managed by a person who is fit to be in charge, of good character and able to discharge his or her responsibilities fully.
Patients benefit from the ethos, leadership and management approach of the home.
The Care Home Manager shall have the skills, leadership and competence to effectively manage the home on a daily basis.

The Care Home manager has at least 2 years’ experience in a senior management capacity in the managing of a relevant care setting within the past five years; nursing care is provided by the home the manager has a relevant management qualification and current clinical qualification or has a clinical lead or deputy with a current clinical qualification.

The Care Home Manager shall maintain personal and professional competence in line with current practice and will ensure they delegate appropriately with clear lines of accountability.

4.15.2	Quality Assurance

Continuous quality improvements systems are in place to ensure the home is run in the best interest of the Patients for the provision of nursing care.
The provider has quality assurance and monitoring systems in place, based upon seeking the views of Patients, to measure success in meeting the aims, objectives and statement of purpose of the home. This information is made available to the Commissioner as defined in the Contract schedules.
Providers are required to assist the Commissioner in evaluating the quality of effectiveness, not only of the care to the individual Service User but also contract compliance.
Indicators of good quality assurance are:
· Services are provided having been subject to audit and evaluation processes.
· Communications should be robust and appropriate to Patient’s needs.
· Quality assurance and improvement will be supported by staff appraisals, clinical supervision and individual learning needs analysis.
· The significance of audit processes in improving quality is recognised by Patients, relations and friends.
· Quality services are recognised as a motivating force and staff strive for continuous improvement.

4.15.3	Record Keeping
The Patients health, personal and social care needs are set out in an individual plan of care which they have actively been involved in preparing and which includes their wishes.
Patients benefit from records that demonstrate effective communications which support and inform high quality care, are shared with patients and relatives and demonstrate treating people with dignity and respect.

Individual records and home records are secure, up to date and in good order; and are constructed, maintained and used in accordance with the Data Protection Act 1998 and other statutory requirements.
Security and confidentiality is safeguarded through explicit measures.

All Care plans and medical notes are made available on request to the Continuing Care / Funded Nursing Care Assessor/CCG.

4.16    Key Areas for Trained Nurse
· Clinical skills
· Team Work
· Personal/Professional Development
· Accountability
· Management
· Research & Evidence Based Practice
· Clinical Leadership
· Training/mentorship
· Clinical supervision
· The 6 C’s: Care, Compassion, Competence, Communication, Courage and Commitment. (Department of Health Dec 2012)
· Clinical Governance

The following skills listed under each area are indicative, not exhaustive.[footnoteRef:2] [2:  Transition to Care Home Nursing: https://www.qni.org.uk/nursing-in-the-community/transition-community-nursing/care-home-nursing/ ] 

4.16.1 Clinical Skills
Venepuncture
Ear Care
Female & Male Catheterisation
Suprapubic Catheterisation
Care & management of Syringe Drivers
Wound Management
Leg Ulcer Management
Nutritional Care including PEG
Mentoring of Students
End of Life Care

4.16.2 Team Work
Effective & appropriate communication with a variety of staff, and other agencies i.e. GP’s
Effective management of workloads
Team working

4.16.3 Personal & Professional Development
Responsibility for own professional development
Practices and participates in clinical supervision and personal reflection
Update with mandatory & statutory training through own organisation 
Committed to continuing own learning beyond registration
Practices evidence based practice
Aware of organisations agendas and that of health service
The NMC Code, Standards of conduct, performance & ethics for nurses and midwives
4.16.4 Accountability
Individuals practice in line with the NMC Code 
Demonstrates accountability and responsibility and how to apply it to their nursing practice
Acknowledge own limitations but take steps to remedy any deficits
Patients interests are always safeguarded and issues reported and discussed with line manager/matron

4.16.5 Management
Able to perform full holistic assessment and record this assessment
Be financially aware i.e. of cost of wound dressings and continence products and use best practice

4.16.6 Research & Evidence
Understand and practice evidence based practice
Evidence based practice is an approach to making quality decisions and providing nursing care based upon personal clinical expertise in combination with the most current, relevant research available on the topic. Evidence based practice implements the most up to date methods of providing care, which have been proven through appraisal of high quality studies and statistically significant research findings and NICE guidance.
4.16.7 Clinical leadership
Clinicians have an intrinsic leadership role within health and care services and have a responsibility to contribute to the effective running of the organisation in which they work and to its future direction.
4.16.8 Training and Mentorship
Training and Mentorship is defined as a professional relationship in which an experienced person (the trainer/mentor) assists another (the trainee/mentee) in developing specific skills and knowledge that will enhance the less experienced person’s professional and personal growth.
4.16.9 Clinical supervision
An activity that brings skilled supervisors and practitioners together in order to reflect upon their practice. Clinical supervision aims to identify solutions to problems, improve practice and increase understanding of professional issues (1996).
The Six Cs
· Care
· Compassion
· Competence
· Communication
· Courage
· Commitment



	5.        Applicable Service Standards

	
5.1	Applicable national standards (eg NICE)

The Care Standards Act 2000 made provision for the creation of a registration authority, an independent non-government public body, to regulate social and health care services previously regulated by local councils and health authorities. The Care Standards Act 2000 and its regulations set out a broad range of powers covering, amongst other matters, the management, staff, premises and conduct of social care establishments.

The Health and Social Care Act 2001 (Section 49) removes local authority responsibility for funding nursing care with effect from 1st April 2003 for Patients entitled to local authority support and with effect from 1st October 2001 for clients who were previously self-funding in nursing care. 
The Disability Discrimination Act 2005 brings in rights and measures, which are aimed at ending the discrimination which many disabled people face.

‘No Secrets’ Multi-Agency Adult Protection Policy 2008 and the Care Act 2014
 
Compliance with the Mental Capacity Act (MCA 2005), incorporating Deprivation of Liberty Safeguards (DoLS 2007) 
- The MCA/DOLS legislation provides a statutory framework for decision making regarding patients who may lack capacity to consent or make decisions for themselves.
- Failure to comply with the MCA/DOLS legislation denies patients of their right of choice and involvement, which is central to quality improvement and patient experience
         - The MCA introduces a criminal offence of ill-treatment and wilful neglect of a person 
            who lacks capacity, which practitioners could be liable to

         - The NICE (2018) guideline (108) on Decision-Making and Mental Capacity reinforces
            the ethos of the principles upon which the MCA/DOLS legislation is based and offers
           a step-by-step guide to its implementation.
  
         - Deprivation of Liberty Safeguards (DOLS) are based on Article 5 of the European   
           Convention on Human Rights (ECHR), which confers the right to liberty
 
         - It is illegal to deprive someone of their liberty unless authorised by due legal
           process and for those who reside in care homes, DOLS authorisation is processed by
           the relevant Local Authority    
        - NHS England mandates CCGs to ensure that the services that are commissioned on
         behalf of the population it serves are compliant with MCA/DOLS legislation 

        - As Commissioners, we should seek evidence of an embedded cultural shift within
          Provider Organisations which reflect that rights of patients and compliance with
         the Act are being recognised and actioned within care planning, guidance and training

       
Health and Safety Legislation including:
· Management of Health and Safety at Work Regulations 1999
· Manual Handling Operations Regulations 1992
· Control of Substances Hazardous to Health Regulations 2002 (COSHH)
· Reporting of Injuries, Diseases and dangerous occurrences Regulations 1995 (RIDDOR)

Any person who manages a care home providing nursing care is registered with the Care Quality Commission (CQC) in accordance with the Care Standards Act 2000 Section 23 (1). This person is required to comply with all requirements of the Care Standards Act 2000 and its regulations.

All nursing staff will be registered with the Nursing and Midwifery Council a regulatory professional body. In line with Health Service Guidance (95) 21, any practitioner supplementary to medicine (i.e. occupational therapist, physiotherapist, orthoptist, dietician, chiropodist) employed by the provider must be state registered practitioners and appropriate checks are undertaken prior to employment (e.g. DBS check).                                                                                                    
           
This Specification applies the full legislation contained in these Acts and Regulations, which should be referred to in full.
Any reference in this document to any statutory provision includes any modification, re-enactment or replacement of it.
Providers should adhere to the following guidance from NICE, including but not limited to:
· NICE CG161 – Falls: assessment and prevention of falls in older people
· NICE SC1 – Managing medicines in care homes
· NICE CG176 – Head Injury Guidance
· NICE NG 48 – Oral Health for Adults in Care Homes

Definitions of Pressure Ulcers grades will be in line with the guidance issued by the NPUAP – Pressure Injury Stages (2016)[footnoteRef:3] [3:  NPUAP Pressure Injury Stages: https://www.npuap.org/resources/educational-and-clinical-resources/npuap-pressure-injury-stages/] 


· Stage 1 Pressure Injury: Non-blanchable erythema of intact skin
· Stage 2 Pressure Injury: Partial-thickness skin loss with exposed dermis
· Stage 3 Pressure Injury: Full-thickness skin loss
· Stage 4 Pressure Injury: Full-thickness skin loss and tissue loss
· Unstageable Pressure Injury: Obscured full-thickness skin and tissue loss
· Deep Tissue Pressure Injury: Persistent non-blanchable deep red, maroon or purple discoloration.
5.2	Applicable standards set out in Guidance and/or issued by a competent body 
Care Quality Commission (CQC) ‘Fundamental Standards’[footnoteRef:4].  These are the standards everyone has a right to expect when they receive care.  [4:  CQC Standards: www.cqc.org.uk/content/fundamental-standards] 


Providers are expected to provide Nursing Care to evidence based standards, which are in line with the Nursing Midwifery Council ‘The Code Professional Standards of Practice and Behaviour’.


5.3	Applicable local standards

The Commissioner and Provider agree to adhere to the local multi-agency policy and procedures on adult protection.
References: -
· ‘A Better Home Life – A Code of Good Practice for Residential and Nursing Home Care’ (1996);
· Care Homes Regulations 2001 and National Minimum Standards 2000;
· Framework for Nursing Care, Evaluation and Development;
· Guidelines for Good Practice on the Use of Restraint in Residential and Nursing Homes for Adults;
· NHS Funded Nursing Care Practice Guidance (December 2018);
· Essence of Care 2010 (Department of Health);
· Nursing Midwifery Council – The Code Professional Standards of Practice and Behaviour
· Care Quality Commission
· National Framework for NHS Continuing Healthcare and NHS-funded Nursing Care (Department of Health, October 2018 Revised); 
· National Service Framework older people 2001 (Department of Health);
· The Food Safety and Hygiene (England) Regulations 2013

Where additional resource is required (eg 1:1 care) to meet a patient’s needs.  This will be met by the Provider and not sub-contracted via an agency. 


	

	7.	Individual Service User Placement

	
The contract price payable by the Commissioner to the Provider for the provision of Residential Care Services shall be the sum specified in Section 3A Local Prices of the NHS Standard Contract.  

The Provider and the Commissioner acknowledge that in some circumstances an Individual or a third party acting on behalf of the Individual may choose to pay additional contributions in order for an Individual to stay in more expensive accommodation in the Care Home (Nursing) than the Commissioner considers that Individual requires. In such circumstances the Provider shall enter into a separate third party agreement with the Individual or the third party as appropriate (providing a copy to the Commissioner) and collect such agreed additional contributions from the Individual or third party directly. 

For the avoidance of doubt the Commissioner shall not be liable to pay any additional contributions which are detailed in the agreement between the Individual or a third party acting on behalf of the Individual and the Provider.  The CCG will pay for services relating to the assessed clinical needs as detailed in the agreed care plan. Service users should never be requested to pay for any service relating to clinical needs or charged for NHS care as this would contravene the founding principles and legislation of the NHS.  Further guidance can be found section 270 – 278.

Access to NHS services depends upon clinical need, not ability to pay. The CCG will not charge a fee or require a co-payment from any NHS patient in relation to the assessed needs. The principle that NHS services remain free at the point of delivery has not changed and remains the statutory position under the NHS Act 2006. The CCG is not able to allow personal top up payments into the package of healthcare, where the additional payment relates to core services assessed as meeting the needs of the individual and covered by the fee negotiated with the service provider (e.g. the care home) as part of the contract.

However, where service providers offer additional services (Lifestyle Choice) which are unrelated to the person’s identified health care needs, the person may choose to use personal funds to take advantage of these services. 

Examples of such services falling outside NHS provision include hairdressing, enhanced TV package, Wi-Fi, share of enhanced facilities pool, gym, library, garden room, difference for an enhanced room over and above the standard accommodation the CCG pays for. Any additional services which are unrelated to the person's primary healthcare needs will not be funded by the CCG as these are services over and above those which the service user has been assessed as requiring, and the NHS could not therefore reasonably be expected to fund those elements.

The provider will only be able to invoice the CCG for the care costs and reasonable accommodation costs associated with the person’s primary healthcare needs and will have to contract with and invoice the client separately for any services unrelated to those needs. The CCG will require a copy of the contract with the patient detailing/itemising what is being charged for sent by secure email (encrypted and password protected to capccg.chc@nhs.net).   










































Service Specification 02 – Domiciliary Care



	Service Specification No.
	Domiciliary Care 02

	Home Care (Domiciliary Care) Service
	

	Commissioner Lead
	

	
	

	Period
	1st April 2021 – 31st March 2022

	Date of Review
	1st April 2022 or as required following mandated regulation



	1. [bookmark: _Toc504057061]Population Needs 

For population by commissioner

	
National/local context and evidence base

In this context, Home Care (Domiciliary Care) refers to care for people living in their own homes. The person is visited at various times of the day or, in some cases, care is provided over a full 24-hour period. The needs of people using the services may vary greatly and packages of care are designed to meet individual circumstances. Where there is good quality care, provided throughout the day, the person may live independently of any continuous support or care between the visits[footnoteRef:5]. [5:  Adapted from: CQC, 2017. What can you expect from a good home-care agency? Available at: https://www.cqc.org.uk/help-advice/what-expect-good-care-services/what-can-you-expect-good-home-care-agency ] 


The Service Specification covers commissioning of specialist and non-specialist Home Care (Domiciliary Care) services by CCGs for NHS CHC Service Users; however this document may be useful in commissioning for Service Users including those who are jointly funded with the Local Authority, S117 and ad hoc placements.

A growing number of Service Users wish to remain within their own homes. Supporting Service Users within their own homes promotes community-based, person-centered care and choice. 


	[bookmark: _Toc504057062]2.	Outcomes

	
2.1	NHS Outcomes Framework Domains & Indicators

	Domain 1
	Preventing people from dying prematurely
	

	Domain 2
	Enhancing quality of life for with long-term conditions in accordance with person-centered care plans, including any end of life plans
	

	Domain 3
	Helping people to recover from episodes of ill-health or following injury
	

	Domain 4
	Ensuring people have a positive experience of care
	

	Domain 5
	Treating and caring for people in safe environment and protecting them from avoidable harm
	



2.2	Local defined outcomes

The key service outcomes below are based on the NHS Outcomes Framework[footnoteRef:6] and Adult Social Care Outcomes Framework[footnoteRef:7].  [6:  NHS Outcomes Framework 2016 to 2017. Available at: https://www.gov.uk/government/publications/nhs-outcomes-framework-2016-to-2017  ]  [7:  The Adult Social Care Outcomes Framework 2018/19 Handbook of Definitions- Available at: https://www.gov.uk/government/publications/adult-social-care-outcomes-framework-handbook-of-definitions  ] 

•	People with care and support needs have an enhanced quality of life. 
•	People have a positive experience of care and support. 
•	People are helped to recover from episodes of ill health or following injury.
•	People are treated and cared for in a safe environment and protected from avoidable harm
•	People are treated to minimise pain, discomfort and anxiety, whilst maximising quality of life
•	Health-related quality of life for people with long-term conditions
•	Enhancing quality of life for people with mental illness
•	Enhancing quality of life for people with dementia
•	Reducing time spent in hospital by people with long-term conditions
•	Proportion of people feeling supported to manage their condition
•	Patient safety incidents reported
•	Proportion of people who use services to have control over their daily life

Performance indicators for the outcomes are outlined in Schedule 4 of the Particulars. The outcomes depend on other services that are complementary to Domiciliary Care services in some cases. The Provider should work co-operatively with the relevant services to meet outcomes.

2.3 Individual’s Outcomes

Consider people around Personal Health Budgets  (PHB) and how outcomes could be linked to PHB and support ploan. Starting point would be the outcomes defined in the care plan.


	[bookmark: _Toc504057063]3.	Scope

	
3.1	Aims and objectives of service

The service will be provided for people (Service Users) who have been determined by the Commissioner as having an adult NHS-funded continuing healthcare entitlement.

The Provider will ensure that the services can be provided 365 days per year, 24 hours a day and in accordance with a Service User’s Care Plan.

The CCG commission care that is of a high quality and is person-centered, working with Care Providers who comply with the fundamental standards for quality and safety and who are pro-active in continuously improving the services they provide.  As part of this service, Care Workers are expected to look beyond the commissioned tasks and consider what assistance the Service User requires to leave them safe, comfortable and in a clean environment.

The objective of the service is personalised care that is safe and promotes a good quality of life, meets assessed needs and contributes to the outcomes identified for each individual Service User. Also to contribute to the reduction of inappropriate hospital admissions where patients have expressed a wish to be cared for within their own home.

The aim of the service is to deliver Domiciliary Care that: 
· puts the health, safety, quality of life and preferences of the Service User at the centre of care provision; 
· supports the Service User to make informed choices about their care, as per the NHS Constitution; 
· supports the health, safety and quality of life of Carers as outlined by the Care Act and National Framework for NHS Continuing Healthcare and NHS-funded Nursing Care[footnoteRef:8];  [8:  Department of Health, 2018. National Framework for NHS Continuing Healthcare and NHS-funded Nursing Care. https://www.gov.uk/government/publications/national-framework-for-nhs-continuing-healthcare-and-nhs-funded-nursing-care ] 

· meets the outcomes outlined in section 2 through effective working partnerships; 
· strives to continuously improve the quality of care for the Service User; and 
· provides continuity of care for the Service User, wherever possible.
· explanation and apology from Providers when services are not delivered to plan
· care Workers that arrive on time, carry out the commissioned activities, interact with Service Users and stay for the full time that is set out in the Service Users care plan
· that two Care Workers arrive together on time when this is required
· that Care Workers have the required skills to meet their needs, including for Service Users receiving end of life care
· that the care provided is carried out in a way that shows an understanding of and a concern for the Service Users and their family’s emotional wellbeing

Receiving NHS Continuing Healthcare Funded Domiciliary Care should not automatically be seen as being longterm and Service Users will be subject to ongoing review to determine whether the care packages still meet their needs.  It is expected that a number of care packages will reduce.

3.2 Service description/care pathway 

Eligibility for NHS funded continuing healthcare places no limits on the settings in which the package of support can be offered or on the type of service delivery. 

Consideration of primary health need includes consideration of the characteristics of need and their impact on the care required to manage them.  In particular to determine whether the quantity and quality of care is more than the limits of responsibilities of Local Authorities, consideration is given to the following:

· Nature and type of need
· Intensity
· Complexity
· Unpredictability of need 

The applicant for CHC funding, including a ‘fast track’ patient, will have had their eligibility assessed and agreed in accordance with the current National Framework for NHS Continuing Healthcare and NHS Funded Nursing Care.

NHS continuing healthcare may be provided 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 either by the setting where the care is provided or by the characteristics of the person who delivers the care. The decision-making rationale should not marginalise a need just 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, such that the active management of this need is reduced or no longer required, will this have a bearing on NHS continuing healthcare eligibility.

End of Life Care (EoLC) is not a separate Service User group but where required is part of the care given for all Service User groups. 

3.3 Population covered 

The Service Specifications describe the Domiciliary Care services provided to adults (over 18 years of age) who have been assessed as eligible for NHS Continuing Healthcare.: This service is for any patient registered with a Cambridgeshire and Peterborough GP Practice.
Any other individual for whom the CCG has a responsibility to commission care.

3.4	Any acceptance and exclusion criteria and thresholds

The purpose of the Decision Support Tool (DST) is to support the application of the National Framework and inform consistent decision making. The DST should be used in conjunction with the guidance on the National Framework for NHS Continuing Healthcare. 

The DST should be completed by a multidisciplinary team (MDT) which will be inclusive of Service User, their representatives and current care staff from the Provider, following a comprehensive multidisciplinary assessment of an individual’s health and social care needs and their desired outcomes. The DST is not an assessment in itself.
MDTs are then asked to make a recommendation as to whether the individual should be entitled to NHS continuing healthcare.

This service does not apply to individuals who are presently living in NHS funded or self-funded residential and/or nursing care.

3.5	Interdependence with other services/providers

The Services are part of wider integrated adult health and social care services. The Provider and Commissioner will work in partnership with GPs, primary healthcare teams, acute providers, Local Authorities, community mental health teams, the voluntary and community sector, and independent providers (this is not an exhaustive list). 

Contact with relevant services will vary according to the needs identified in each Service User’s specific case. The Provider shall co-ordinate all relevant services such as medical, specialist nursing, social services, chiropody, primary care services and ensures relevant and accurate communication is maintained. The Service shall be integrated into the end of life care pathway adopted by the Clinical Commissioning Group. 

The Provider shall ensure that Service User referrals to primary and community care are made in a timely manner and are followed up when a referral is not accepted or actioned. 

The Provider shall advise the Commissioner at any point that it appears that a Service User may require an advocacy service, or an Independent Mental Capacity Advocate. The Provider shall give all reasonable assistance and cooperation to the advocacy service or Independent Mental Capacity Advocate appointed in respect of any Service User including access to all information held in regard of that Service User and access to that Service User at all times. 
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4.1 Eligibility 

The Commissioner will ensure the CCG will assess the Service User’s care package and if there has been a change in need their eligibility via an MDT process at three months after initially being deemed eligible and at a minimum, annually thereafter. The Service User will be asked if they want family, Carers or Advocates to attend the assessment and outcome discussion. 

If, as a result of the assessment, the Service User no longer meets the eligibility criteria for Continuing Healthcare the Commissioner will formally notify the individual and the Local Authority in order if required for a needs assessment and (where applicable) a carer's assessment to be conducted. 
Care may have been commissioned whilst a patient is on a discharge to assess (D2A) pathway from hospital. This care is funded for up to 6 weeks until eligibility for CHC is established.

4.2 Service User needs 

In agreeing to a care package the Provider is agreeing to provide a care package to meet the assessed needs of the Service User.

The Care Plan is a living document. The Commissioner will be responsible for identifying the Service User’s care needs and developing an initial health care plan for the health care needs to be met. The Provider will review, edit and develop the Care Plan to meet the identified needs and submit to CHC within 7 days of accepting the Service User. The efficacy of the Care Plan and its contents will be reviewed on an on-going basis. The Provider will maintain a record of Care Plan reviews and submit to the Commissioner at the 3 month review.

4.2.1 Care and Support Plan Contents 

4.2.2 Medical contents 

The Care Plan medical contents: 

· include the Service User’s diagnosis summary and relevant medical history; 
· record the Service User’s medication, and administration details for medication, including the dosage and frequency
· include clear instructions on medication management, i.e. prompt the Service User, administer
· are informed by discharge documents and mobilisation plans (e.g. transport, equipment, continence) and existing medicines administration records (MAR). 

4.2.3 Person-centered contents 

The Care Plan person-centred contents: 

· record the Service User’s needs and the corresponding Provider requirements to meet those needs; 
· record the Service User’s preferences, as informed by the Care Consultation or life story tools e.g. “patient passport”; 
· include a description of the Service User’s personal outcomes for the care package; and 
· include any relevant deprivation of liberty (DoL) statement or mental capacity statement. 

4.2.4 Carer related contents 

The Care Plan includes the roles and needs of any Carers associated with the care package. 

4.2.5 Risk Assessment record 

The Care Plan includes a Risk Assessment record of risks to the Service User, Carers, Care Workers and others persons associated with the care package. Risks may include (but are not limited to): 
· risks from the care environment; 
· safeguarding risks; 
· risks related to Service User behaviour; and
· risks assessments for nutrition (Malnutrition Universal Screening Tool – MUST), pressure ulcers, falls etc.

The Risk Assessment record also includes any specific requirements for managing and mitigating risks. 

4.2.6 End of Life Care (EoLC)  

The Care Plan includes Advance Care Plans and Do Not Attempt Cardiopulmonary Resuscitation (DNACPRs)/Advance Decision to Refuse Treatment (ADRTs) where applicable. This is in line with ReSPECT.

4.2.7 Additional care 

The Provider will notify the Commissioner and agree additional care in advance, any revision of funding will occur 28 days post notification. The Commissioner will not be liable for the cost of additional care that was not agreed in advance. 
Additionally should there be a reduction required in a care package the care provider is to notify the CCG within 24 hours. If the notification is not received by the CCG, the CCG reserves the right to review appropriate time sheets and invoices as claimed for by the provider. If it is noted that the provider has claimed for work not undertaken then the CCG will claim the funding back. 

In situations where urgent additional care is required for a rapidly deteriorating Service User but there is insufficient time for advanced agreement, the Commissioner will cover the cost of the care. The Provider will notify the Commissioner  by phone call and follow up by confirmation email by the next working day. Such situations include emergencies or sudden significant changes in the Service User’s condition. The Provider will be asked to provide evidence of the emergency or sudden significant change. 

Any deviations from the NHS Standard Contract Terms & Conditions will be agreed in advance and documented in either a Contract Variation notice. The agreement, including any variations, will be reviewed as part of the Service Users review.


4.2.8. Contact details 

The Care Plan includes contact information for family, Carers and Advocates in case of emergency. 

4.2.9. NHS email encryption system 

The Provider must ensure adherence to registering and using NHS mail 

The Provider will ensure there are always sufficient staff that are suitably trained and available to access and acknowledge receipt of all secure emails within one operational day of the email being sent by the Commissioner.


4.3 Care Package

The Provider will agree to deliver a care package in which every Service User will receive an individual, person-centered care package that is within the scope of the services that the Provider can deliver. The appropriateness of the care package will be decided by the Commissioner, informed by input from the MDT and the Provider.

If the Provider fails to deliver the care commissioned, payment will be withheld.

4.4 Cooperating with healthcare professionals and other providers

The Provider will:

· ensure the Service User has access to the full range of primary healthcare services via their GP. The Provider will refer the Service User to their GP in a timely manner;
· enable the Service User to access secondary and tertiary care service appointments, including accompaniment appropriate to the level of risk and care need associated with the activity undertaken by the Service User; and
· alert the appointment provider of any Service User interpretation and communication requirements prior to the appointment.

Service Users are intended to have appropriate access to other primary and community health services commissioned by the Commissioner; where any difficulty is experienced in arranging such access for a Service User, the Provider will raise this with the Commissioner, so that the latter can seek to resolve the issue.

4.5 Care Worker continuity

The Provider will maximise Care Worker continuity wherever possible.

4.6 Care Tiers

Service User needs vary widely and the services shall deliver care as defined within the defined Care Tier  And in accordance with an agreed care plan clearly identifying care needs and interventiosn required. This should also details length of calls and frequency.
See appendix 2. 
4.7 Advocates

The Provider will:

· support the Service User to use Advocates, where appropriate;
· have links to local advocacy services where available;
· notify the Commissioner should a conflict arises in the Service User’s life and the Service User has no family or Carers for a referral to an independent Advocate, 

4.8 Informal Carers

The Commissioner has a duty of care to the Service User’s Informal Carers as per the Care Act 2014. As part of the Services the Provider will:

· work cooperatively with Carers to deliver care to the Service User;
· meet the support needs of Carers as agreed in the Care Plan; and
· provide Guidance to Carers, including referring Carers to the Local Authority or local carers’ organisation, as required.

4.9 Visitors

The Service User’s relatives and friends are able to visit without being unnecessarily restricted. The Service User can refuse to see a visitor in their own home, and the Provider will support this decision.

The Provider will not permit any persons to enter the Service User’s home without the Service User’s knowledge and permission, except in cases of emergency.

The Provider will agree visiting preferences with the Service User, Carers and family upon commencement of care. 

4.10 Service User’s home

The Provider is responsible for ensuring a safe working environment for Care Workers. As part of the Risk Assessment, the Provider will minimise and mitigate risks. The Provider will enable Care Workers to make informed choices about risks.

In cases where the Service User’s home is not smoke-free, the Provider will take steps to minimise Care Workers’ exposure to smoke. Additionally Care Workers may choose not to work in a smoking environment and the Provider will support this decision without penalty.
Where the Service User’s home compromises the ability to deliver safe and appropriate care the Provider will report this to the Commissioner.

4.11 Service User possessions

All references to the Service User below also refer to Carers where appropriate.

4.11.1 General

The Provider will comply:

Care Workers will not: 

· solicit or accept any gratuity, tip, or any form of money taking or reward, collection or charge for the provision of any part of the Services, other than the payment as agreed under the contract;
· accept any gift, monetary or otherwise. All gifts will be reported to the Provider for approval. The Provider will report any concerns regarding the acceptance of gifts to the Commissioner;
· become involved with the making of the Service User’s will or with soliciting any form of bequest or legacy;
· agree to act as a witness or executor of the Service User’s will;
· become involved with any other legal document, except in circumstances pre-agreed with the Commissioner;
· offer or give advice to the Service User with respect to investments or personal financial matters.

4.11.2 Care Worker Conduct & Performance

If a Care Worker is repeatedly late to a care session, the Service Provider will consider replacement of the Care Worker as long as this is not to the detriment of the Service User’s.The CCG will undertake audits as per the Quality Reporting Requirements within the year. 


If the Care Worker does not attend a care session, the session will not be paid for by the Commissioner.

4.12 Property

Care Workers will respect the fact that the care environment is the Service User’s home. Care Workers will be sensitive to that environment and its contents.

Care Workers will not:
· consume the Service User’s food or drink without appropriate permission or invitation;
· use the Service User’s possessions e.g. computer or telephone;
· use furniture or possessions in a way that the Service User would not want; and
· take responsibility for looking after any valuables on behalf of the Service User.

Any loss of or damage to the Service User’s property should be immediately reported to the Service User. In the event that Care Workers are responsible for damage or loss the Provider will be responsible for compensating the Service User.

The Service User’s possessions will only be disposed of with the permission of the Service User. Where the Service User’s home compromises the ability to deliver safe and appropriate care the Provider will report this to the Commissioner.

4.13 Equipment

For all Equipment funded by the Commissioner, the Provider will use equipment only for its intended purpose and in relation to the named Service User.

4.13.1 Provider supplied equipment

The Provider will supply as to COSHH- personal protective equipment and ensure:

· Suitability for the conditions of the job
· Ensue it offers the right level of protection
 
The equipment will be supplied at no additional cost to the Commissioner. The cost of the equipment will be built into the cost of care. This equipment will include:

· single use disposable gloves;
· single use disposable aprons; and
· eye protection
· alcohol hand rub.

The Provider will safely and appropriately dispose of the above items and clinical waste in the Service User’s home.


4.13.2 Commissioner supplied Equipment

All specialist equipment specified in the Care and Support Plan will be supplied and funded by or via the Commissioner.

If the Service User requires further specialist equipment, the Provider must contact the Commissioner to discuss purchasing arrangements prior to supply.

The Provider will:

· check if Equipment needs to be maintained/serviced;
· arrange required maintenance/servicing or alert the Commissioner to this need; and
· not be responsible for the cost of maintenance
· notify the Commisioner of Service User death so that the appropriate arrangements can be made to collect the equipment

If the Provider has mistreated or adapted equipment in any way the Provider will be liable for the replacement cost, cost of repairs and/or any other incurred costs. Mistreatment includes but is not limited to unauthorised removal or use of Equipment for another person.

4.14 Medication

The Provider will:
· agree policies and procedures for medicine management with relevant CCG Medicines Management teams;
· seek information and advice from a pharmacist regarding medicines policies (including the management of over the counter medicines and alternative medicines);
· store medicines correctly in the Service User’s home, dispose of them safely 
· not control Service Users’ behaviour with inappropriate use of medicines, 
· not give medicines prescribed for individual Service Users to any other person.

The Provider’s medicines management policies will:

· include procedures for achieving the Service User’s preferences and ensuring that the Service User’s needs are met, in accordance with regulation;
· include clear procedures for giving medicines 

The Provider will seek information and advice from the pharmacist, where appropriate, in relation to administering, monitoring and reviewing medication. 

The Provider will ensure that Service Users’ medication is reviewed with their General Practitioner six monthly or more frequently as required. 
. 
4.15 Records management 

In addition to the Care Plan and the complaints log, the Provider will maintain the following records. 

4.16 Service User Guide 

The Provider will make the Service User Guide available and accessible to the Service User. The Service User Guide as a minimum includes: 

· the Provider’s complaints and feedback procedures; 
· contact details for the Provider (including out of hours); 
· contact details for the CQC; 
· Service User rights and Provider obligations; 
· Care Worker procedures and policies; 
· safeguarding contact details for LA; 
· NHS Commissioner contact details; and 
· explanation of how personal information will be used 

4.16.1 Care activity log 

The care activity log details, in English, the delivery of the Care Plan through all care provided to the Service User during each care visit. This record is standardised and includes as a minimum: 
· the date and time care was provided; 
· the type and frequency of care provided; 
· any relevant observations; 
· any actions to be taken and the name of the person responsible; and 
· the signatures of the Care Workers providing the care. 

The Provider will complete the care activity log each occasion that care is delivered. A Provider supervisor or manager will review the care activity log as required. 

4.16.2 Care Worker training log 

The Care Worker training log records of all qualifications, training and induction sessions received by Care Workers. Records will show the date training was completed, any relevant evidence, and the signature of the trainer confirming that the training was completed satisfactorily. The Provider will complete the Care Worker training log as per the quality dashboard requirements and share it with the Commissioner as requested. Care Workers must be trained to deliver the support tasks required, with the list of all appropriate training specified in the training log.

In order to safeguard the health, safety and welfare of Service Users, the Provider must ensure at all times there are sufficient members of staff with the appropriate competencies, knowledge, qualifications, skills and experience to meet the needs of the people who use the service. The Provider will ensure that there is a staff mix that reflects the needs of this Contract and the levels of experience of the Care Workers should at least be consistent with the CQC National Standards.  This includes the provision of a Registered Manager who is aware of and meets the requirements of the duties and responsibilities of a Registered Manager under these standards. 

The competency of care staff employed is the responsibility of the Registered Manager and should be maintained by regular participation in training, personal development activities and supervision.
 
The Provider will ensure all staff undertake and successfully complete an induction programme for Care Workers, which incorporates the Care Certificate and its standards. Care Workers must not work alone with Service Users until they have successfully completed the Provider’s staff induction programme. All staff shall receive initial and on-going training in relation to the specific assessed needs of the Service User. 

All staff shall receive initial and on-going training in relation to the specific assessed needs of the Service User e.g. End of Life Care, Dementia care, Mouth care, Skin care, Catheter care, Safeguarding, Infection Prevention Control, Confidentiality, Basic Life Support etc. This list is not exhaustive.

In the case of End of Life Care, all staff will have received the appropriate training in how to care for the Service User and be responsive to the family of Service Users who are rapidly approaching the end of their life.

The Provider will ensure continuity of care and Care Worker to the Service User whenever this is possible. The Provider will also ensure that whenever regular care workers who are already known to the Service User are unable to attend they will inform the Service User and their family of such a change. The Provider is responsible for ensuring the replacement Care Worker is fully aware of any specific routines and preferences contained within the care plan. Replacement carers should have been introduced to the Service User and their family before they work alone with that Service User for the first time.  The Provider will ensure that care workers are provided with appropriate items of Personal Protective Equipment (PPE) to promote good infection control standards and to comply with Health and Safety requirements of the tasks they will be expected to perform under this contract.  This may include but is not limited to disposable gloves and aprons.  Any representative of the Provider who visits a Service User’s home shall wear a form of photographic identification that shows their name and the name of the Provider.
4.16.3 Incident log 

The Provider will comply with the NHS Contract Service Conditions and maintain a record of all Patient Safety Incidents (PSIs). The Provider will notify the Commissioner of all PSIs as soon as is reasonably practicable. This notification will include actions taken by the Provider to mitigate further harm. The Provider and the Commissioner will develop an action plan to prevent further PSIs. 

4.16.4 Safeguarding

The provider must report safeguarding concerns via the protocols agreed by the Commissioner.

4.16.5 Challenging Behaviour

Challenging behaviour must be considered in the context of the environment in which it occurs, the way the Service is organised and the needs of the Service User.

The Provider shall have a policy to positively engage and support Service Users who show challenging behaviour. This policy will take account of all relevant legislation and guidance and good practice. The policy should be regularly reviewed to ensure it conforms to all current legislation and good practice. All behaviour monitoring forms should be submitted to the complex cases team weekly.
Provider staff shall demonstrate a consistent response to any continuing behaviour of a disruptive nature. The Provider shall be aware of and shall have plans for known challenging behaviour in the Service User’s Care Plan.

It is not acceptable to use any form of restraint, verbal abuse or isolation as punishment for challenging behaviour.

The Provider shall take all reasonable endeavours to mitigate Service User removal from the package. The Provider will work with the Commissioner to take steps to resolve issues as and when they arise. Removal of the placement will only occur if all other demonstrable efforts to resolve issues have been unsuccessful.

4.16.6 24 Hour Service
In some cases there may be a need for the provision of 24-hour care. The 24-hour service is likely to include the personal care tasks list in the above categories.  In addition, the Provider will comply with the following provisions:
· The Provider shall ensure that their staff provide their own food and drink whilst on duty, and shall not use the Service User’s supplies.  However staff may, with the consent of the Service User, make use of food and drink preparation equipment.
The Provider will be responsible for covering the breaks required and the CCG will only22 hours of the 24 hour care service. 

4.16.7 Sleeping and Waking Nights
In certain circumstances, there may be a requirement for the provision of a night service to ensure the needs of particularly frail or vulnerable Service Users are met and /or to support carers. The requirements for these services will be identified during assessment and will be outlined in the Care and Support plan. Depending on the needs of the Service User and/or their carer, the night service may require the staff member to remain awake throughout the night or to sleep and only be disturbed as and when assistance is required.

The night care service is likely to include the personal care tasks listed in the above categories.  In addition, this may require the staff member to remain in the same room as the Service User to ensure his/her specific needs are met throughout the night. A sleeping night means a caer may be disturbed up to twice a night for assistance with personal care needs

A full description of these services is in Appendix 1.
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5.1.1 Referral acceptance 

By accepting the referral, the Provider confirms that they can meet the Service User’s needs. If the Provider cannot meet the Service User’s needs, they must reject the referral. The Provider may also reject the referral in accordance with clauses within the NHS Contractual Service Conditions.

5.1.2 IPA agreement 

In principle, the price for delivery of the service is set out in the IPA and not in the service specification. The IPA can then either describe which care package the service user is receiving (and which agreed price therefore applies) or, if necessary, describe a bespoke package and price.

5.1.5 Transfer to Provider 

The Provider will assign a named Provider representative to the Service User. The Provider representative’s contact details will be provided to relevant partners (e.g. the Commissioner’s CHC team, District Nurse, GP). 

The Commissioner’s CHC team will be notified by the Provider of any changes to the discharge arrangements and receive written confirmation on the day the Services commence. 

5.2 Commencement of care 

5.2.1 GP registration 

The Provider will check that the Service User is registered with a local GP upon commencement of care. Where the Service User is not registered with a local GP the Provider will inform the Commissioner within 30 calendar days.

5.2.2 Care Worker introduction 

A Provider representative who has met the Service User will introduce Care Workers to the Service User. Where care packages are to commence within 24 hours as detailed in section 5.1.2 this may not be possible.

A qualified Provider representative will supervise the initial delivery of care. 

5.2.3 Service User Guide and Care Plan 

At the commencement of care, the Provider will review the Service User Guide and Care Plan with the Service User and Service User’s family and Carers. The care plan and associated risk assessments will be completed within 48hrs of the care commencment

The Provider will make the Service User Guide available and accessible to the Service User. The Service User Guide as a minimum includes: 

· the Provider’s complaints and feedback procedures; 
· contact details for the Provider (including out of hours); 
· contact details for the CQC; 
· Service User rights and Provider obligations; 
· Care Worker procedures and policies; 
· safeguarding contact details for LA; 
· NHS Commissioner contact details; and 
· explanation of how personal information will be used 

As part of the Service User Guide and Care Plan review, the Provider will: 

· provide a welcome pack about the service in an accessible format, including but not limited to the following information: a statement of the aims and objectives of the services provided, how the Provider operates on a day to day basis, how the service user may contact the manager.
· provide a statement that the Provider does not discriminate on the grounds of race, gender, disability, age, sexual orientation, religion or belief, either in service delivery or recruitment of staff.
· detail any additional services to those described within this specification offered by the Provider.
· make the Care Plan available in a format that the Service User can understand; request the Service User or their representative to sign the Care Plan; the frequency of re-assessment of the Care Plan
· leave a copy of the Care Plan with the Service User unless there are clear and recorded reasons not to do so; 
· give instructions on how to use the Service User Guide; 
· explain how feedback can be submitted;
· check that the Service Users, and Service User’s family and Carers have confidence in the Provider’s procedures for collecting and acting on feedback; and
· provide an outline of the Provider’s process around patient death, including the processing time and any associated costs 

Information should be available in appropriate languages, jargon free and readily understandable by the Service User.

5.2.4 Initial care plan 

Care Workers and a qualified Provider representative will conduct an initial review within the 48 hours of care commencement. The initial review assesses the suitability of the care package to meet the needs of the Service User. 

The Care Plan will be adjusted to reflect the changes from the initial review. All changes will be agreed by the Service User and Service User’s family or Carers. The Provider will communicate proposed significant changes to the Commissioner in writing. The Commissioner will review the proposed changes and implement clinical review, where appropriate. All significant changes must be authorised by the Commissioner in writing and funding changes adopted after 28 days from notification. 

5.3 On-going care 

5.3.1 Care Plan review 

The objective of the Care Plan review is to check that the care package meets the Service User needs and outcomes. The Care Plan review incorporates input from the Service User, Service User’s family and Carers. The content of the Care Plan will be reviewed and amended as necessary. Where changes are made, the updates will be shared with the Commissioner. 

Significant Changes to the Care Plan will be confirmed with the Commissioner before implementation, as per initial review (section 5.2.4). If the Provider changes the care package without explicit, written consent from the Commissioner, the Provider will be solely liable for any additional costs incurred.

The Provider will review as a minimum the Care Plan: 
· as Service User changing needs require it; or 
· every six months; 
· at the request of the Service User, Carers, family, Commissioner, or Care Worker; 
· as prompted by an incident or complaint. 

5.3.3 Resuscitation and medical emergencies 

If a Care Worker identifies a medical emergency (this can include but is not limited to suspected heart attacks, significant falls, or overdoses) they will call an ambulance. 
Where Care Workers are qualified and confident in the undertaking, they should administer CPR when appropriate, being mindful of applicable DNACPRs/ADRTs.
Providers should ensure that all care workers follow internal escalation processes and escalate to appropriate care manager 

Following this, the Provider will contact the Service User’s family or advocate. The Provider should report the outcome to the Commissioner as soon as is reasonably practicable. 

5.3.4.2 Interruption to care – Provider default 

The Provider is responsible for informing the Commissioner when care has not been delivered. In these cases, the Provider will provide an explanation; this may lead to formal action on the part of the Commissioner. 

The Commissioner will not be liable for the cost of planned care that was not delivered due to Provider fault. The Provider is responsible for accurate invoicing. 

5.3.4.3 Interruption to care – no Provider default 

Where the Provider receives more than 24 hours’ notice no payment will be made for interruptions to care for reasons outside the Provider’s control. In these instances, the Provider will inform the Commissioner. 

Additionally no payment will be made if the Provider could reasonably have known that care would not take place (e.g. following Service User hospitalisation or death). 

Where an interruption to planned care is beyond the control of the Provider, and the Provider has not received 24 hours’ notice, the Commissioner may pay the cost of care for that day, but not for subsequent days. 


5.3.5 Activities outside the Service User’s own home 

The Provider will support the Service User to participate in activities of the Service User’s choosing, accompanying the Service User as required during the hours defined within the Care Plan. 

5.3.5.1 Transport and Travel 

In order to promote person centered solutions to transport which maximise independence, choice and control, the Provider is required to support the Service User to make arrangements to meet their transport and travel requirements to and from hospital visits, however there is also the Hospital Travel Costs Scheme, under which Service Users can recover costs. A variety of transport and travel methods should be considered by the Provider in supporting suitable and safe transport. 

5.3.6 Refusal of care 

The Service User may decline or  refuse care or participate in activities that prevent the delivery of care if they have the mental capacity to do so. The Provider will respect the Service User’s right to make these decisions. 

Where the Service User has detrioriation or is lacking mental capacity to make an informed decision to either give or refuse consent to care, a decision must be made in the Service User’s ‘best interests’. The best interests decision should be recorded 

5.3.7 Hospital stays 

5.3.7.1  Payments during unplanned hospital stay
The Service User’s care package with the Provider will remain open to the Service User for a period of up to 7 days on admission to hospital. The Commissioner will consider a negotiation of a reduced funding agreement (IPA) if carers cannot be temporarily reallocated to another care package whilst the Service User is in hospital.
Payment during planned hospital stay
The Service User’s care package with the Provider will remain open to the Service User for a period of 1 day admission to hospital. The Commissioner will consider a negotiation of a reduced funding agreement (IPA) if carers cannot be temporarily reallocated to another care package whilst the Service User is in hospital. The Provider will cease to provide the Services to the Service User during the Service User’s hospital stay, unless agreed otherwise with the Commissioner in advance.
Upon admission into hospital the Provider will inform: 

· the Service User’s family or Carers within 24 hours; 
· the Commissioner verbally or by email within 24 hours; and
· the Service User’s GP within 24 hours

5.3.7.2 Activities supporting hospital discharge 

At the invitation of the Commissioner, the Provider will review the Service User’s needs to ensure they can still be met by the Provider, prior to the Service User’s discharge from hospital. If the Provider can continue to meet the Service User’s needs the Provider will agree any necessary revisions to the Care Plan with the Commissioner. The Provider will, as far as is practical and reasonable, maintain continuity of Care Workers. 
In circumstances where the Provider can no longer meet the needs of the Service User, the Provider will notify the Commissioner and Service User as soon as possible explaining the rationale for no longer being able to care for the Service User. Then work with the Commissioner and Service User to source an alternative provision of care.

5.3.8 Discharge from care 

The Service User will be discharged from care in accordance with the NHS Contractual Service Conditions. 

Note: where the Service User is transferred from the Provider to a new Provider the outgoing Provider will produce and share a Care Transfer Plan. 

The Service User will not be discharged from care without prior approval from the Commissioner. All reasonable efforts will be made to prevent termination of the care package. The Provider will work with the Commissioner to take steps to resolve issues as and when they arise. Termination of the care package will only occur if all other demonstrable efforts to resolve issues have been unsuccessful. 

If, despite all reasonable endeavours to resolve issues, the Provider cannot meet the Service User’s needs then the Provider and Commissioner will work to discharge the Service User to a service that can meet their needs in accordance with the NHS Contractual Service Conditions. 

5.3.9 Service User death 

The Provider will maintain and operate a Death of a Service User Policy as per NHS Contractual Service Conditions. 

Where the Provider is notified of the death of the Service User, the notification will serve as effective notice of discharge from care under section 5.3.8. 
	

	[bookmark: _Toc504057066]6.	Care Worker Management 

	
6.1 General 

The Provider will: 

· ensure that Care Workers understand their responsibilities and are aware of standards; 
· schedule Care Workers’ work to provide continuity and fairness in the timing and duration of tasks; 
· enable Care Workers to raise concerns, and action those concerns; and 
· have a clear, written description of Care Worker roles and decision-making ability regarding the care of a Service User. 











Appendix 1
Live-in care / 24 hour live in care / sleeping night care
and waking night care

1.     Definition of the Service
 Delivery of Live-In Care / 24 hour Live in Care /sleeping night care and waking night care services shall comply with the requirements of The Home Care Services Specification (Schedule 2) and with the additional requirements of this appendix. 
It includes the range of care and support services provided by Care Worker(s) living or staying on the Service Users’ premises for extended periods. 
The Service will provide support and care to enable Service Users to remain in their own home, individually or with their own family, partner or friends. 
2.   Scope of the Service 
The service will be available to adults in the Cambrdigeshire and Peterborpugh CCG population who have been assessed as meeting the eligibility criteria, needing community care services and intensive live in care/24 hours live in care or sleeping and waking night care services. 
3.   Services to be provided
This Service will be delivered in accordance with the Home Care Services Specification and Conditions of Contract. 

Ongoing Live In Care 
a) Live in Care is where the carer or carers live within the Service User’s residence for agreed periods and meet the identified needs as described within the agreed care plan, but not providing waking night support.  
b) Carer Worker(s) also have agreed time off during the day.  The Care Worker(s) is expected to be available and “on-call” during the night and can be called once or twice at night for a short period.  This however should be reviewed should it become a regular event for extended periods.
c) The Provider will ensure that continuous and adequate care and cover is provided, using the same Care Worker(s) whenever possible to ensure continuity of care.

Short term 24 hour Live-in Care 
a) 24 hour Live in Care differs from live in care in that the package is for a short term only.  The Care Worker(s) live within the Service User’s residence for agreed periods and meet the identified needs as described within the agreed care plan, but not providing waking night support. 
b) The Provider will ensure that continuous and adequate care and cover is provided as required including coverage of the Care Worker(s) time off and breaks.  

       Sleeping Night Care
a) Where a sleep-in or on-call service is commissioned by the CCG, the Provider will provide a Care Worker(s) to work 9 hours usually between 10.00pm and 7.00am.
b) The Care Worker(s) should be able to use a separate bedroom in the Service User’s home.  If this is not possible, the Provider will supply a portable bed for use in the living area.
c) The Provider is responsible for ensuring that bedding is available and laundered at no additional inconvenience or cost to the Service User.
d) The Care Worker(s) may be called once or twice during the night for limited periods.  If night time support occurs on a regular basis this will be reviewed by the CCG and the Provider.

      Waking Night Care
a)    Where a waking night service is commissioned by the CCG, the Provider will provide a Care Worker(s) to work 9 hours usually between the hours of 10.00pm and 7.00am.b)    The Care Worker(s) will remain awake throughout the night and perform any such duties as may be needed by the Service User and/or specified on the care plan.
      
4. 		Principles and Values       
a) Service Users have the right to be alone or undisturbed. Workers should enable Service Users to retain privacy within their homes with due regard to the Service User’s wishes.
b) Care Worker(s) must ensure care tasks are carried out in private. 
c) If working within a family environment, the Care Worker(s) must take due regard to minimise the disturbance to normal family life and relationships. 
d) If working within households with children, the worker must be clear of the parental relationships and responsibilities and not impede these in any way.
e) The Care Worker(s) should be briefed and trained in the correct use of the Service User’s property and equipment.
f) As the Service User’s home is the temporary or semi-permanent home of the Care Worker(s), sharing space and allowing for periods of solitude are important for both the Service User and the Care Worker(s), if required.
g) The provider must ensure that for any live in care arrangement that the Care Worker(s) is provided with food. The Service User will not be expected to contribute towards the cost of food for live in Care Worker(s). 
h) The Care Worker(s) may be required to accompany the Service User when attending day or social opportunities to assist with agreed tasks such as personal care or enabling.
i) The Provider must ensure the Care Worker(s) will be enabled to be off-duty for at least two hours each day. Any off duty periods are to be mutually agreed between the Provider, Service User and Care Worker(s).


















SCHEDULE 2 – THE SERVICES


B. Indicative Activity Plan

Not Applicable

D. [bookmark: _Hlk59020899]Essential Services (NHS Trusts only)

	Not Applicable






G. [bookmark: _Toc428907605]Other Local Agreements, Policies and Procedures

	Policy
	Data
	Weblink

	Business Continuity Management Policy

	
	
If not already done so please upload to Adam.

	Complaints
Policy
	
	Please upload to Adam

	Duty of Candour Policy
	
	Please upload to Adam

	Clinical Policies 
	As published to the 
Website http://www.cambsphn.nhs.uk/Home.aspx

	Polices may be reviewed and developed at any time during the year and if that is the case, commissioners and providers are notified of such policies and are required to implement the policies within the required timescales.

All CCG clinical policies are available and will be updated on the following web site:
http://www.cambsphn.nhs.uk/CCPF.aspx



 

	Clinical Thresholds




	
	


	Code of Conduct for Trust Visits

	October /November 2016
	


[bookmark: _MON_1543305086][bookmark: _MON_1543730845]   

	Invoicing Details

	
	Will automatically be completed through provisions on Adam CMS

	Prescribing Framework
	November 2017
	





J. Transfer of and Discharge from Care Protocols

	
  





K. Safeguarding Policies and Mental Capacity Act Policies

	

      






SCHEDULE 3 – PAYMENT

A. Local Prices

	Cambridgeshire & Peterborough CCG - Indicative Rates April 2021

The Adam DPS will enable the CCG and Providers to have greater confidence that the prices agreed for care packages will be the market rate. To assist providers to respond to package offers, the CCG is sharing below indicative prices, which are based on the prices agreed for care packages, for each Care Tier, since 1st September 2020.


	
	Cambridge City; East Cambridgeshire; South Cambridgeshire

	Fenland; Huntingdonshire; Peterborough


	


Care Tier 1

Care Tier 2

Care Tier 3

	Care Home
£/week

900

1,050

1,250
	Domiciliary Care
£/hr

20.00

21.50

22.50
	Care Home
£/week

850

1,000

1,200
	Domiciliary Care
£/hr

19.50

21.00

22.00




B. Local Variations

[bookmark: _Hlk64562728]For each Local Variation which has been agreed for this Contract, copy or attach the completed publication template required by NHS Improvement (available at: www.england.nhs.uk/pay-syst/national-tariff/locally-determined-prices) – or state Not Applicable. Additional locally-agreed detail may be included as necessary by attaching further documents or spreadsheets.

	Not Applicable







C. Local Modifications

For each Local Modification Agreement (as defined in the National Tariff) which applies to this Contract, copy or attach the completed submission template required by NHS Improvement (available at: www.england.nhs.uk/pay-syst/national-tariff/locally-determined-prices). For each Local Modification application granted by NHS Improvement, copy or attach the decision notice published by NHS Improvement. Additional locally-agreed detail may be included as necessary by attaching further documents or spreadsheets.

	Not Applicable







D.	Expected Annual Contract Values

	
Not Applicable
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SCHEDULE 4 – QUALITY REQUIREMENTS

A. [bookmark: _Toc428907609]Operational Standards and National Quality Requirements
*Greyed out areas are not applicable

	Ref
	Operational Standards/National Quality Requirements
	Threshold
	Guidance on definition
	Period over which the Standard / Requirement is to be achieved
	Applicable Service Category

	E.B.4
	Percentage of Service Users waiting 6 weeks or more from Referral for a diagnostic test
	Operating standard of no more than 1%
	See Diagnostics Definitions and Diagnostics FAQs at: https://www.england.nhs.uk/statistics/statistical-work-areas/diagnostics-waiting-times-and-activity/monthly-diagnostics-waiting-times-and-activity/
	Month
	CS
D

	E.B.S.3
	The percentage of Service Users under adult mental illness specialties who were followed up within 72 hours of discharge from psychiatric in-patient care

	Operating standard of 80%
	See Contract Technical Guidance Appendix 2
	Quarter
	MH

	
	Duty of candour
	Each failure to notify the Relevant Person of a suspected or actual Notifiable Safety Incident in accordance with Regulation 20 of the 2014 Regulations
	See CQC guidance on Regulation 20 at:
https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-20-duty-candour
	Ongoing
	All

	E.H.4
	Early Intervention in Psychosis programmes: the percentage of Service Users experiencing a first episode of psychosis or ARMS (at risk mental state) who wait less than two weeks to start a NICE-recommended package of care
	Operating standard of 60%
	See Guidance for Reporting Against Access and Waiting Time Standards and FAQs Document at: https://www.england.nhs.uk/mental-health/resources/access-waiting-time/
	Quarter
	MH

	E.H.1
	Improving Access to Psychological Therapies (IAPT) programmes: the percentage of Service Users referred to an IAPT programme who wait six weeks or less from referral to entering a course of IAPT treatment
	Operating standard of 75%
	See Annex F1, NHS Operational Planning and Contracting Guidance 2020/21 at:
https://www.england.nhs.uk/operational-planning-and-contracting/
	Quarter
	MH

	E.H.2
	Improving Access to Psychological Therapies (IAPT) programmes: the percentage of Service Users referred to an IAPT programme who wait 18 weeks or less from referral to entering a course of IAPT treatment
	Operating standard of 95%
	See Annex F1, NHS Operational Planning and Contracting Guidance 2020/21 at:
https://www.england.nhs.uk/operational-planning-and-contracting/
	Quarter
	MH



The Provider must report its performance against each applicable Operational Standard and National Quality Requirement through its Service Quality Performance Report, in accordance with Schedule 6A.

SCHEDULE 4 – QUALITY REQUIREMENTS

C. Local Quality Requirements

*The CCG are currently undertaking a review of the previous quality dashboard and a revised quality monitoring report listing all the metrics below will be completed during April 2021 and will be uploaded to DPS for completion. All providers will be advised through the portal when full reporting will be in place. The metrics which are being identified will be reportable on monthly and quarterly submission as detailed within the portal.

	Quality Requirement

	Question sub category
	Method of Measurement
	Applicable Service Specification

	1. What is the total occupancy over the reporting period (Record this as a number)?

	Occupancy

	
	All

	2. How many times did EMAS/EEAST attend for an unplanned/emergency call in the reporting period? 

	Hospital Admissions

	
	All

	3. How many residents attended A&E or an Emergency Department and were admitted as an inpatient? 

	Hospital Admissions

	
	

	4. How many residents attended A&E and were not admitted in the reporting period?
	Hospital Admissions

	
	All

	5. How many residents were discharged from another setting without full patient information in the reporting period?

	Hospital Admissions

	
	All

	6. How many Quality Issues Report (QIR) forms did you log during the reporting period? 

	Hospital Admissions

	
	All

	7. Have you undertaken a monthly care plan audit in the reporting period?

	Audit

	
	All

	8. Have you undertaken a monthly audit in medicines management in the reporting period?

	Audit

	
	All

	9. Have you undertaken an annual training needs analysis?

	Audit

	
	All

	10. Have you completed a monthly training review of staff competancies and mandatory training that is outstanding?

	Audit

	
	All

	11. Have you undertaken a monthly audit in falls in the reporting period?

	Audit

	
	All

	12. Have you undertaken a monthly audit in infection prevention and control, including health care acquired infections (HCAI's) in the reporting period?

	Audit

	
	All

	13. Have you undertaken a monthly equipment audit (including medical devices) in the reporting period?

	Audit

	
	All

	14. Have you undertaken a monthly audit in nutritional screening and support in the reporting period?

	Audit

	
	All

	15. Have you undertaken a monthly audit in tissue viability in the reporting period?
	Audit

	
	

		
16. Have you undertaken a monthly audit in wound care practice in the reporting period?
	Audit

	
	All

	17.  Have you undertaken a monthly audit in incidents/accidents for residents in the reporting period?

	Audit

	
	All

	18. Have you undertaken a monthly audit in incidents / accidents of staff in the reporting period?

	Audit

	
	All

	19. Have you undertaken a monthly audit in hospital admissions in the reporting period?

	Audit

	
	All

	20. Have you undertaken a monthly audit of health and safety in the reporting period?

	Audit

	
	All

	21. Have you undertaken a monthly audit for environmental infection control in the reporting period?

	Audit

	
	All

	22. Have you undertaken a monthly audit in response times to call bells in the reporting period?

	Audit

	
	All

	23. Have there been any outbreaks in the reporting period? 

	IPC


	
	

	24. Please provide further information related to these outbreaks (including type of outbreak and duration)

	IPC

	
	All

	25. Have these outbreaks been reported to Public Health England? 

	IPC

	
	All

	26. In the reporting period, how many Urinary Tract Infections (UTI) were diagnosed?

	IPC

	
	All

	27. In the reporting period, how many residents were diagnosed as having UTI with a catheter?

	IPC

	
	All

	28. Of those UTI diagnosed, how many are a recurrence of an infection reported in the previous 3 months?

	IPC

	
	All

	29. State any changes made in relation to IPC in view of above? 

	IPC

	
	All

	30. Have you had any residents admitted/returned with hospital acquired pressure ulcers?

	Preventable Harms


	
	All

	31. In the reporting period, how many new Care Home Acquired Pressure Ulcers Graded 1-2 have there been?

	Preventable Harms

	
	All

	32. In the reporting period, how many new Care Home Acquired Pressure Ulcers Graded 3-4 have there been?

	Preventable Harms

	
	All

	33. How many new Care Home Acquired Pressure Ulcers Ungradable care home pressure have there been?

	Preventable Harms

	
	All

	34. What changes to care delivery for these services users have you undertaken?

	Preventable Harms

	
	All

	35. In the reporting period, what were the total percentage of falls?

	Preventable Harms

	
	All

	36. In the reporting period, what were the number of falls resulting in moderate or above harm?

	Preventable Harms

	
	All

	37. Of those identified as having a falI in this reporting period, how many residents have had 2 or more falls in the previous 3 months?

	Preventable Harms

	
	All

	38. How many face to face/virtual ward rounds have been held during the reporting period?

	Preventable Harms

	
	All

	39. How many MDT meetings with more than one professional agency have been held in the reporting period?

	Preventable Harms

	
	All

	40. How many medication incidents (errors or near misses) have occurred during the reporting period?

	Medicine Management

	
	All

	41. How many of the above related to Controlled Drugs incidents have occurred in this reporting period?

	Medicine Management

	
	All

	42. Are you currently ordering medication through proxy ordering processes?

	Medicine Management

	
	All

	43. Number of residents on antipsychotics / sedatives for challenging behaviour / behavioural and psychological symptoms in Dementia (BPSD)?

	Medicine Management

	
	All

	44. In the reporting period how many times was the fridge temperature found to be outside of optimum range?

	Medicine Management

	
	All

	45. How many safeguarding referrals have been initiated by the home in the reporting period?

	Safety

	
	All

	46. How many safeguarding referrals have been initiated by external agencies in the reporting period?
	Safety

	
	All

	47. How many serious incidents have been reported in the reporting period?

	Safety

	
	All

	48. Have there been any low/no harm incidents in relation to behaviours that challenge in the reporting period.

	Safety

	
	All

	49. For each of the above incidents, how many resulted in 

	Safety

	
	All

	50. How many residents have you assessed as having unexpected weight loss in the reporting period?
	Nutrition & Hydration

	
	All

	51. Has your Care Home had a change in manager since the last reporting period?

	Management

	
	All

	52. How many residents died in the reporting period?

	End of Life Care

	
	All

	53. How many of these deaths were unexpected (including hospital deaths)?

	End of Life Care

	
	All

	54. How many of the expected deaths were able to die in their preferred place of care?

	End of Life Care

	
	All

	55. Please state the number of hours required to deliver direct care during the reporting period (as established through your process for determining staffing levels).

	Care Staffing

	
	All

	56. Please state the number of hours required to deliver direct nursing care during the reporting period (as established through your process for determining staffing levels).

	Care Staffing

	
	All

	57. How many residents are receiving 1:1 care? 

	Care Staffing

	
	All

	58. Of the residents receiving 1:1 care, is this care being delivered by

	Care Staffing

	
	All

	59. In the reporting period, overall how many hours were delivered by agency nurses? 

	Care Staffing

	
	All

	60. Please provide details around your rationale for agency usage in the reporting period.

	Care Staffing

	
	All

	61. In the reporting period, how many care hours were delivered by agency carers?
	Care Staffing

	
	All

	62. Please state the number of hours that are delivered in an activity coordinator role. 
	Ancillary Staffing

	
	All

	63. Please state the number of hours that are delivered in a Housekeeping/cleaning role.
	Ancillary Staffing

	
	All

	64. Please state the number of hours that are delivered in any other role. 

	Ancillary Staffing

	
	All

	65. How many Care Staff do you employ?

	Care Staffing

	
	All

	66. How many care staff left during the reporting period?

	Care Staffing

	
	All

	67. How many vacancy hours in the reporting period did you have for Nurses?

	Vacancies

	
	All

	68. How many vacancy hours in the reporting period did you have for Carers?

	Vacancies

	
	All

	69. How many vacancy hours in the reporting period did you have for Catering?

	Vacancies

	
	All

	70. How many vacancy hours in the reporting period did you have for House keeping/Cleaning?

	Vacancies

	
	All

	71. How many vacancy hours in the reporting period did you have for Maintenance?

	Vacancies

	
	All

	72. How many vacancy hours in the reporting period did you have for Business support/administration?
	Vacancies

	
	All

	73. How many vacancy hours in the reporting period did you have for other?

	Training

	
	All

	74. In the reporting period, please provide the total % of staff that have completed mandatory training.

	Training

	
	All

	75. For any training areas which are under 75% compliant, please provide details of actions planned to address.

	Training

	
	All



SCHEDULE 6 – CONTRACT MANAGEMENT, REPORTING AND INFORMATION REQUIREMENTS

A. [bookmark: _Toc428907617]Reporting Requirements
*All greyed out areas are not applicable 

	
	
Reporting Period

	
Format of Report
	
Timing and Method for delivery of Report

	National Requirements Reported Centrally
	
	
	

	1. As specified in the DCB Schedule of Approved Collections published on the NHS Digital website at https://digital.nhs.uk/isce/publication/nhs-standard-contract-approved-collections
where mandated for and as applicable to the Provider and the Services
	As set out in relevant Guidance
	As set out in relevant Guidance
	As set out in relevant Guidance

	National Requirements Reported Locally

	
	
	

	1. Activity and Finance Report (note that, if appropriately designed, this report may also serve as the reconciliation account to be sent by the Provider under SC36.22)
	Monthly
	

	On or before the 10th working day of the month following the month being reported to the email address below:
CAPCCG.ceff@nhs.net

	2. Service Quality Performance Report, detailing performance against Operational Standards, National Quality Requirements, Local Quality Requirements, Never Events and the duty of candour
	Monthly
	Word/Excel
	On or before the 10th working day of the month following the month being reported to capcgg.communitycontracts@nhs.net

	3. Capacity Tracker
All relevant areas to be updated daily.

	Daily
	CCG will review daily
	
Daily




	4. Summary report of all incidents requiring reporting
	Monthly
	Word/Excel
	On or before the 10th working day of the month following the month being reported to capccg.bi@nhs.net





NHS STANDARD CONTRACT 2020/21 PARTICULARS (Shorter Form)

SCHEDULE 6 – CONTRACT MANAGEMENT, REPORTING AND INFORMATION REQUIREMENTS

C. [bookmark: _Toc428907618]Incidents Requiring Reporting Procedure

	Procedure(s) for reporting, investigating, and implementing and sharing Lessons Learned from: (1) Serious Incidents (2) Notifiable Safety Incidents (3) Other Patient Safety Incidents

	Insert text locally








SCHEDULE 6 – CONTRACT MANAGEMENT, REPORTING AND INFORMATION REQUIREMENTS

[bookmark: _DV_C481][bookmark: _Toc481407389][bookmark: _Toc501377339][bookmark: _Toc506993472]F.	Provider Data Processing Agreement


	Where the Provider is to act as a Data Processor, insert text locally (mandatory template drafting available via http://www.england.nhs.uk/nhs-standard-contract/).
If the Provider is not to act as a Data Processor, state Not Applicable








SCHEDULE 7 – PENSIONS

	Not Applicable







SCHEDULE 8 – TUPE*

1. The Provider must comply and must ensure that any Sub-Contractor will comply with their respective obligations under TUPE and COSOP in relation to any persons who transfer to the employment of the Provider or that Sub-Contractor by operation of TUPE and/or COSOP as a result of this Contract or any Sub-Contract, and that the Provider or the relevant Sub-Contractor (as appropriate) will ensure a smooth transfer of those persons to its employment. The Provider must indemnify and keep indemnified the Commissioners and any previous provider of services equivalent to the Services or any of them before the Service Commencement Date against any Losses in respect of:

1.1 any failure by the Provider and/or any Sub-Contractor to comply with its obligations under TUPE and/or COSOP in connection with any relevant transfer under TUPE and/or COSOP;

1.2 any claim by any person that any proposed or actual substantial change by the Provider and/or any Sub-Contractor to that person’s working conditions or any proposed measures on the part of the Provider and/or any Sub-Contractor are to that person’s detriment, whether that claim arises before or after the date of any relevant transfer under TUPE and/or COSOP to the Provider and/or Sub-Contractor; and/or

1.3 any claim by any person in relation to any breach of contract arising from any proposed measures on the part of the Provider and/or any Sub-Contractor, whether that claim arises before or after the date of any relevant transfer under TUPE and/or COSOP to the Provider and/or Sub-Contractor.

2. If the Co-ordinating Commissioner notifies the Provider that any Commissioner intends to tender or retender any Services, the Provider must within 20 Operational Days following written request (unless otherwise agreed in writing) provide the Co-ordinating Commissioner with anonymised details (as set out in Regulation 11(2) of TUPE) of Staff engaged in the provision of the relevant Services who may be subject to TUPE. The Provider must indemnify and keep indemnified the relevant Commissioner and, at the Co-ordinating Commissioner’s request, any new provider who provides any services equivalent to the Services or any of them after expiry or termination of this Contract or termination of a Service, against any Losses in respect any inaccuracy in or omission from the information provided under this Schedule.

3. During the 3 months immediately preceding the expiry of this Contract or at any time following a notice of termination of this Contract or of any Service being given, the Provider must not and must procure that its Sub-Contractors do not, without the prior written consent of the Co-ordinating Commissioner (that consent not to be unreasonably withheld or delayed), in relation to any persons engaged in the provision of the Services or the relevant Service:

3.1 terminate or give notice to terminate the employment of any person engaged in the provision of the Services or the relevant Service (other than for gross misconduct); 

3.2 increase or reduce the total number of people employed or engaged in the provision of the Services or the relevant Service by the Provider and any Sub-Contractor by more than 5% (except in the ordinary course of business); 

3.3 propose, make or promise to make any material change to the remuneration or other terms and conditions of employment of the individuals engaged in the provision of the Services or the relevant Service;

3.4 replace or relocate any persons engaged in the provision of the Services or the relevant Service or reassign any of them to duties unconnected with the Services or the relevant Service; and/or

3.5 assign or redeploy to the Services or the relevant Service any person who was not previously a member of Staff engaged in the provision of the Services or the relevant Service. 

4. On termination or expiry of this Contract or of any Service for any reason, the Provider must indemnify and keep indemnified the relevant Commissioners and any new provider who provides any services equivalent to the Services or any of them after that expiry or termination against any Losses in respect of:

4.1 the employment or termination of employment of any person employed or engaged in the delivery of the relevant Services by the Provider and/or any Sub-Contractor before the expiry or termination of this Contract or of any Service which arise from the acts or omissions of the Provider and/or any Sub-Contractor; 

4.2 claims brought by any other person employed or engaged by the Provider and/or any Sub-Contractor who is found to or is alleged to transfer to any Commissioner or new provider under TUPE and/or COSOP; and/or

4.3 any failure by the Provider and/or any Sub-Contractor to comply with its obligations under TUPE and/or COSOP in connection with any transfer to any Commissioner or new provider. 

5. In this Schedule:

COSOP means the Cabinet Office Statement of Practice Staff Transfers in the Public Sector January 2000

TUPE means the Transfer of Undertakings (Protection of Employment) Regulations 2006


*Note: it may in certain circumstances be appropriate to omit the text set out in paragraphs 1-5 above or to amend it to suit the circumstances - in particular, if the prospect of employees transferring either at the outset or on termination/expiry is extremely remote because their work in connection with the subject matter of the Contract will represent only a minor proportion of their workload. However, it is recommended that legal advice is taken before deleting or amending these provisions.
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Form for Exceptional and Individual Funding Requests





Please complete the applicable referral proforma for funding for interventions covered by a clinical policy – click here to access the CCG policies and referral proforma:





		· This form is to be completed by the GP and/or Consultant/Specialist Practitioner in the particular specialty relevant to this funding request.

· It should be used to apply for exceptional and individual funding requests to the CCG as defined in Section 4.

· Ensure sections 1 - 2 are fully completed before submitting the form.  Complete section 3 for high cost interventions.

· Pay particular attention to the patient consent section (section 1) and share the patient leaflet with your patient.

· Requests can only be considered based on the information provided.  Incomplete forms providing insufficient information will be returned;  this may delay the decision making process.

· Complete the form electronically as a Word document;  the spaces given for answers can expand to fit any amount of information.  Please do not submit hand written forms.

· Completed forms should be sent electronically, by email, to the CCG Exceptional Cases Team confidential nhsnet email address: cpccge-ifr@nhs.net
The team acknowledge receipt of forms and allocate a unique identifying number for the request.







Additional guidance to help in the completion of this form is available in Section 4 of this form.

		For information



		This form and the Exceptional and Individual Funding Requests Policy are available on the following web page:

		http://www.cambsphn.nhs.uk/CCPF/ExcptnalandIFR.aspx.



		The CCG clinical policies and associated referral proforma are available on the following web page to help when considering if a patient meets policy criteria: 

		http://www.cambsphn.nhs.uk/CCPF/PHPolicies.aspx









For further information about completion of the form the Exceptional Cases Team can be contacted on:

	Peterborough Office:	01733 776182

	Cambridge Office:	01223 725334




SECTION 1:  Contact Details and Patient Consent

		Date of application:

		







PATIENT DETAILS

		Name of Patient:

		



		Date of Birth:

		



		NHS Number:

		



		Address:

		



		Tel No (optional):

		









GP DETAILS

		Registered GP:

		



		Address:

		



		Tel No:

		



		Email (please provide secure nhs.net email address):

		









REFERRING CLINICIAN DETAILS (if not GP)

		Name:

		



		Position:

		



		Tel No and Bleep:

		



		Email (please provide secure nhs.net email address):

		



		Organisation Name and Address:

		







Delete as appropriate

		Is this an urgent request? 1

ie decision needed within 5 working days as the patient’s life may be in danger.

		YES/NO



		All other requests will be considered at the next available Review Panel if all the paperwork is complete.





1 For treatments that are urgently required, where significant harm may occur through delay, it must be provided to the patient and retrospective approval for funding should be sought.





PATIENT CONSENT	Mark or tick boxes below to confirm

		I confirm the patient has consented to sharing of personal and clinical information contained within this proforma with clinical staff involved in their care and for the Exceptional Cases Team or Panel, as part of the exceptional cases process or Group Prior Approval processes, to request further information, clarify data and communicate where applicable with the patient, and for future audit purposes.

		



		By submitting this request you are confirming that you have reviewed this request against the relevant policy and believe the patient meets the relevant threshold criteria or exceptionality criteria.  You have fully explained to the patient the proposed treatment and they have consented to you raising this referral on their behalf.

		Enter date of request



		

		



		I confirm that it is clinically appropriate for the patient to be copied into all correspondence.

		



		Please confirm that you have brought the CCG patient leaflet on the collection and use of patient data for the funding request process to the patient’s attention:  ‘Why we need to collect your personal confidential information and your rights’.  The leaflet is available on the following web page:  http://www.cambsphn.nhs.uk/CCPF/ExcptnalandIFR.aspx

		









SECTION 2:  Funding Request and Relevant Case Details

To be completed for all cases



		1

		What is the funding request for?

		



		2

		Brief History

Include the patient’s diagnosis, co-existing conditions, current health status and any other relevant health problems.

		



		3

		Previous interventions

Summarise the previous interventions the patient has received for this condition.  When did they occur?  What were the outcomes of these interventions?  What was the reason for stopping?

		



		4

		Outcomes

What are the specific goals and expected outcomes of this treatment for this patient?  What happens if the intervention is unsuccessful?  Include in your answer the criteria for discontinuing this intervention.

		



		5

		Impact of refusal

What are the implications of not providing the proposed intervention for the patient or carer, eg potential future illness or disability or costs?

		



		6

		Alternatives

What other treatment options are available for this condition?  Please provide details and state reasons why they are considered inappropriate in this case.  Are any alternatives commissioned by the CCG?

		



		7

		Cost Effectiveness

Please state the estimated duration and total costs (cost of drug/procedure and service costs).

		



		8

		Please state any cost savings to be gained from this procedure such as likely downstream procedures/admissions avoided.  When would you expect these savings to be realised against current treatment costs?

		



		9

		Evidence and policies

Are there any local or national policies for the use of the proposed treatment? (Please include local policies, NICE, SIGN, Royal College guidance if any).

		



		10

		Applicability

How is the evidence/policies quoted above applicable specifically to this patient?  Does the patient meet the relevant inclusion criteria and if so how?

		



		11

		Is this request made because the case is regarded an exception to a policy mentioned above?

· Please explain why the benefit from this treatment for the patient in terms of health gain and/or improvement in the quality of life would be significantly greater than would be expected for a typical patient with a similar condition.

· Why is this patient or their clinical condition significantly different when compared with a similar group of patients who are suffering from the same condition.

		Yes/No. Please explain.







		12

		Governance

Please set out by whom treatment effectiveness will be reviewed.

		



		13

		Location of proposed intervention, (eg which hospital, treatment centre).

		



		14

		Is the location accredited for providing this treatment and are there appropriate clinical governance systems in place?

		



		15

		Any additional information relevant to the case?

		



		Smoking statement:



		16

		Patient is a non-smoker.

		



		or

		Patient has been advised of the surgical and post-surgical risks associated with smoking and referred to stop-smoking services – see stop smoking policy

		














SECTION 3:  High Cost Interventions and Drugs 



		Standard treatment and proposed new treatment:



		17

		What would be the standard treatment at this stage?

		



		18

		What would be the expected outcome from the standard treatment?

		



		19

		Is the requested treatment additional to the standard interventions(s) or a deviation from the standard?

		



		20

		What are the circumstances that make standard treatment inappropriate for this patient?

		



		21

		What is the anticipated benefit of the new treatment as compared to the standard treatment or best supportive care?

		



		22

		What is the anticipated risks/harm of this new treatment as compared to the standard?

		



		23

		Are there any other patient factors that you would like to be considered?

		



		Further evidence and policies



		24

		Is there further evidence denoting decision/approval status for this treatment?  Please attach relevant policies, minutes or guideline documents.

		



		24a

		Clinical Policies Forum or Cambridgeshire and Peterborough Joint Prescribing Group Policies/Minutes or other local commissioning policies.

		



		24b

		Specialised Commissioning Group or other regional policies.

		



		24c

		Drugs and Therapeutics Committee or Chairman’s action.

		



		24d

		Peer Review – with other consultants or MDT:

Date of peer review:

Consultants present/MDT:

Recommendations:

		



		25

		Is there any other evidence for the effectiveness of the intervention proposed?  (This can include peer-reviewed articles and internal audit). 

It is vital to provide electronic copies for the evidence provided to prevent delay in decision making.

		



		26

		Applicability

What is the rationale for use of the proposed treatment and relevant clinical evidence?

How is the evidence/policies quoted above applicable specifically to this patient?  Does the patient meet the relevant inclusion criteria and if so how?

		







		Clinical severity and quality of life (QoL):



		27

		What is the clinical severity – using standard scoring systems where possible?

		



		28

		How does the current disease status affect abilities of independence and self-care, QoL, etc and is the proposed treatment going to have any effect on this?

		



		Drug treatment details:

If the treatment forms part of a regimen, please document full regimen.



		29

		Dose, frequency and route of administration:

		



		30

		Planned duration of treatment:

		



		31

		Is the treatment likely to be repeated? How often?

		



		32

		What is the anticipated total number of treatments for this patient?

		



		33

		Give details of the full regimen if relevant (including concomitant therapies).

		



		34

		What would you consider to be a successful clinical outcome for this treatment, eg QoL life expectancy, etc?

		



		35

		Is this treatment likely to facilitate subsequent treatment?

		



		36

		How will you monitor the effectiveness of this treatment, after how many doses and how frequently?  What are the criteria for continuing treatment?

		



		37

		What are the stopping/exit criteria for this treatment?  Define fully using objective measurements or recognised assessment scales.

		



		38

		If this is a drug that is secondary care initiated and then prescribing might be continued in primary care, have appropriate shared care protocols been agreed?  If yes, please provide details.

		



		39

		Is the treatment licensed for use for the requested indication in the UK?

		



		40

		Please give information about NNT, NNH – ask your pharmacist if the data is required.

		



		41

		Is the requested intervention part of a clinical trial, and what does the trial protocol say about continuation of treatment after the trial ends?

		



		42

		Has private funding previously been provided?  If yes, why is NHS funding now being sought?

		



		43

		Are there any arrangements with the manufacturer regarding provision of the requested treatment, eg the drug is being provided free or under favourable terms?

		



		44

		Please state the number of cases submitted for funding of this intervention by the Trust in the last 12 months and how this patient differs from others with the same condition.



How many other similar patients you may see over the next 12 months?



Note:  If there are other similar patients (more than 2), please submit a business case or seek ‘group prior approval’.

Your pharmacist and/or commissioning manager can advise you on this.

		



		45

		Please declare any potential conflict of interest.  See guidance on last page.

Support in research projects should also be declared.

		



		46

		In the case of drug treatments only: All information checked and supplemented where required and application approved by Chief Pharmacist or nominated deputy, eg directorate pharmacist, after checking that all the questions are completed.

		Name:



		

		

		Contact details:



		

		

		Signature or email confirmation:







Signature of requesting clinician:

(electronic signature)




SECTION 4:  Additional Information



The Exceptional and Individual Funding Requests Panel considers whether funding should be granted for individual patients who are being considered for a treatment (procedure or drug) that:



· does not fall within existing contracts;  and/or

· is a low priority procedure and/or is a threshold treatment, but the patient does not meet the threshold and there are extenuating circumstances where treatment should be considered. See:  http://www.cambsphn.nhs.uk/CCPF/PHPolicies.aspx for the full list of current policies;  and/or

· is not funded for routine prescribing, eg drugs outside secondary care contracts which practices may be asked to prescribe or support for their patients.  Drugs on the primary care Red List should normally be discussed with your local area Pharmacist Team Manager, who will refer primary care expensive drug requests to the panel if necessary.



Individual funding:  is a request which seeks funding for a single identified patient for a specific treatment.  There is no policy and not more than 2 patients are expected in a year for this request.  These are usually new or emerging treatments where the CCG has not yet produced a policy or commissions that treatment.



Exceptional funding: is a request to fund healthcare that falls within an existing policy for lower priority treatments that the CCG has agreed, and, both patient and clinician believe that, in this case, the policy is not applicable and hence should be funded.



Oxford Definition of Exceptionality

Definition of ‘exception’:  A particular case which falls within the application of a rule, but to which the rule is not applicable.



Definition of ‘exceptional’: of the nature of or forming an exception; unusual or special.





Criteria for Exceptionality:

· The benefit from the treatment for the patient in terms of health gain and/or improvement in the quality of life would be significantly greater than would be expected for a typical patient with a similar condition.

· The patient or their clinical condition is shown to be significantly different when compared with a similar group of patients who are suffering from the same condition.



Exceptional clinical circumstances refers to a patient who has clinical circumstances which, taken as a whole, are outside the range of clinical circumstances presented by a typical patient with the same medical condition and at a similar stage of progression as the patient.



Application for Exceptional and Individual Funding Requests

Referrals to the Panel can only be made on an individual, named patient basis and should be made by an appropriate referring clinician prior to referral for treatment.  For treatments that are urgently required, where significant harm may occur through delay, it must be provided to the patient and retrospective approval for funding should be sought if the cost of the drug is not already in the contract/tariff.  Requests for secondary care drugs or therapeutics must have approval by the relevant secondary care committee prior to this referral. 



The fact that the diagnosis is rare, or that the treatment might be effective for the patient is not in itself grounds for exceptionality.  If a patient’s clinical condition matches the ‘accepted indications’ for a treatment that is not funded, they are by definition not exceptional.






Only evidence of clinical need is taken into consideration.  Factors such as gender, ethnicity, age, or other social factors such as occupation or parenthood are not normally considered (on grounds of equality and equity).



Before you request funding for a treatment, please ensure that you have checked the policy position for this treatment with your commissioning department or your pharmacist (where relevant) and by referring to the website given above.



Decisions made by the Panel will relate to the individual patient only and are not an indication of the CCG’s policy for the provision of this treatment for other patients.  Neither are positive decisions an absolute approval for the treatment to go ahead.  A decision to treat is a clinical decision and responsibility for this rests with the clinician to whom the patient is referred in consultation with the patients themselves.



It is worth remembering that marginally better clinical effectiveness by using new treatments is frequently associated with disproportionately higher costs, thus representing poor value for money.  There are many competing demands on the CCG’s limited financial resources.  Thus, disproportionately expensive treatments can threaten the viability of other routine healthcare services that may have greater patient and population benefit.  The Panel is required to consider the anticipated health gain and justify the extra cost for the treatment.





Potential Conflict of Interest

A competing interest exists when professional judgement concerning a primary interest (such as patient’s welfare or the validity of research) may be influenced by a secondary interest (such as financial gain or personal rivalry).  It may arise when they have a financial or other interest that may influence – probably without their knowing – their interpretation of their decisions or those of others. (BMJ)





Appeals process

An appeal process exists to allow the patient, if they wish to have their case re-considered and allows the CCG to examine its own processes to check that they are legally, ethically and clinically robust.  If the clinician or patient does not agree with the Panel’s decision, the first step should be to phone or email at the address given on page 1, to get more details about the appeals process.  If you wish to proceed further, you need to apply in writing setting out the reasons for the appeal (there are no forms to be completed to appeal).



The Exceptional and Individual Funding Requests Policy is available on: http://www.cambsphn.nhs.uk/CCPF/ExcptnalandIFR.aspx
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Document Control Sheet 


Development and 
Consultation: 


Policy developed: 


• to ensure a clear and transparent approach is in place for 
exceptional/individual funding request decision making; 


• provide reassurance to patients and clinicians that decisions are made 
in a fair, open, equitable and consistent manner. 


The Fortnightly Review Panels and Integrated Performance and Assurance 
Committee were involved in the revision and approval of this document.  


Dissemination 


The policy is available to all CCG staff, independent contractors and 
members of the public via the CCG web site.  Information about the policy 
is provided by email notification to GP Practices and secondary care 
commissioners and is also available as documentation associated with the 
main provider contracts. 


Implementation 
This policy is implemented by the Exceptional Cases Team and Funding 
Request Panels, and all clinicians, primary and secondary care, submitting 
an exceptional or individual funding request on behalf of their patient. 


Training 


Training on: 


• Equality and Diversity 


• Information Governance 


• Case Law and European Community Law 


Monitoring 
A record of policies is maintained by the Corporate Affairs Directorate, 
including details of when a policy is due for renewal. 


Review 
Fortnightly Review Panels will review this policy every 2 years or sooner if 
significant amendments are made. 


Links with other 
documents 


The policy should be read in conjunction with: 


• CCG Clinical Policies - drug and non drug interventions: 
https://www.cambridgeshireandpeterboroughccg.nhs.uk/health-
professionals/clinical-policies-and-thresholds/clinical-policies/ 


https://www.cambridgeshireandpeterboroughccg.nhs.uk/health-professionals-
homepage/prescribing-information/ 


• Exceptional and Individual Funding Request Form – see Appendix 1 
and available on the following web site: 
https://www.cambridgeshireandpeterboroughccg.nhs.uk/health-
professionals/clinical-policies-and-thresholds/exceptional-and-individual-
funding/ 


• The NHS Constitution (July 2015): 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/
480482/NHS_Constitution_WEB.pdf  


• Cambridgeshire and Peterborough CCG Constitution March 2019: 
https://www.cambridgeshireandpeterboroughccg.nhs.uk/EasySiteWeb/Gatewa
yLink.aspx?alId=4360 


• EoE Prescribing Advisory Committee (PAC) Commissioning Policies: 
https://www.prescqipp.info/headline-areas/priorities-advisory-committee-pac 
(Note: not all policies are available unless registered and will shortly be 
reviewed.) 


• Ethical Framework to Support the Development of Clinical Policies:  
https://www.cambridgeshireandpeterboroughccg.nhs.uk/health-
professionals/clinical-policies-and-thresholds/ 


Equality and 
Diversity 


The CCG is committed to meeting its duties under the Equality Act (2010) 
by having due regard in all they do to the need to eliminate unlawful 
discrimination; advance equality of opportunity and to foster good relations 
across all protected groups. 


The Exceptional Cases Clinical lead and Team Manager have carried out 
an Equality Impact Assessment and concluded the document is compliant 
with the CCG Equality and Diversity Strategy. 
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Revisions 


Version Page/Para No Description of Change Date Approved 


2 Whole document Consistency with Panel titles:  Fortnightly Review 
Panels for Drugs and Non Drugs, Monthly Panel 
Meeting. 


December 2013 


 Page 2, para 1.8 Clarification that only clinicians are entitled to 
make a funding request on behalf of the patient to 
the Commissioning Authority 


 


 Page 5, para 7.2 Note to reflect that the Fortnightly Review Panels 
have no lay membership. 


 


 Page 8 and 9, 
section 11 


Clarification of the appeals process.  


 Page 10, para 
12.1 


Amendment to confirm NHS England are now 
responsible for administering the application 
process for patients seeking treatment abroad. 


 


3 Whole document Document converted to CCG policy style.  
Equality Impact Assessment and flow chart of IFR 
process added to document 


January 2014 


4 Whole document Process review. September 2015 


5 Whole document Process review September 2017 


6 Page 8, Para 
5.1.5  


Added reference to the NHSE definition of 
‘exceptional’ 


November 2019 


6 Page 8, Para 
5.1.6 


Increase of approval limit. November 2019 
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5.4.1 


Membership update November 2019 


6 Page 16, Para 
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Change to third stage appeal process to review by 
CCG Chief Nurse and Medical Director 
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submitting the requests. 


November 2019 
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Flow Chart of the Management of Exceptional and Individual Funding 
Requests 
 


 


  


 
 


FR Panel decision upheld:  patient may put in a formal complaint to the Commissioning Authority and is also 
entitled to make a complaint to the Parliamentary and Health Service Ombudsman. 


Request considered by Triage 
Team (non drug requests 


only) or FR Panel as 
appropriate to request for drug 


or non drug intervention. 


Appeal against decision 
received.  Reconsidered by 


FR Panel if additional 
information provided. 


Funding application 
received. 


Declined or Approved letter sent – Panel decision notified 
within 5 working days. Referring clinician and/or patient if 


appropriate notified of next step in Appeals process. 
 


Request logged on  
database. 


Request to proceed to second 
stage appeal received from 


referring clinician and/or 
patient. 


Acknowledgement letter sent 
within 3 days of receipt of 


request - 
information complete. 


First Stage Appeal 


Second Stage Appeal 


Funding request information 
incomplete - further 


information requested. 


Second stage: 1-1 meeting 
between patient and Chair of 


FR Panel arranged. 


Referred to FR Panel to 
reconsider appeal if previously 


undisclosed information 
provided. 


Declined or Approved letter 
sent – Panel decision notified 


within 5 working days. 


Third Stage Final Appeal 


FR Panel/Triage Panel 
request further information. 


Declined or Approved letter sent – Panel decision notified 
within 5 working days.  Referring clinician and/or patient if 


appropriate notified of next step in Appeals process. 


Request to proceed to third 
stage appeal received from 


referring clinician and/or 
patient. 


The role of the Chief Nurse and Medical Director is to 
determine whether the FR Panel has followed its own 
procedures, applied CCG policy appropriately, has properly 
considered the evidence presented to it and has come to a 
reasonable decision upon the evidence. 


They may uphold the patient’s appeal and refer the case for 
reconsideration by FR Panel. 


Or 


Or 
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1. Introduction 
 
 Note:  this policy uses the following terms: 
 


• ‘Commissioning Authority’ to denote Cambridgeshire and Peterborough CCG. 


• ‘Funding request’ to denote an individual funding request or exceptional funding 
request. 


• ‘Applicant’ to denote the clinician providing NHS services making the funding 
request. 


• ‘Panel’ to denote the Exceptional/Individual Funding Request Panel described in this 
policy as Fortnightly Review Panels (Drug and Non Drug). 
 


1.1 The NHS Constitution for England (Updated March July 2015) informs patients of the 
following: 


 


‘Nationally approved treatments, drugs and programmes 
Your rights 


You have the right to drugs and treatments that have been recommended by NICE for 
use in the NHS, if your doctor says they are clinically appropriate for you. 


You have the right to expect local decisions on funding of other drugs and treatments to 
be made rationally following a proper consideration of the evidence.  If the local NHS 
decides not to fund a drug or treatment you and your doctor feel would be right for you, 
they will explain that decision to you.’ 


 
1.2 This Policy, applies to all patients registered with a Cambridgeshire and Peterborough 


GP in the CCG geographical area and covers those treatments and services which are 
within the commissioning responsibility of the CCG.  It sets out: 


 


• The arrangements to consider funding requests that do not fall within existing 
contracts or are considered low priority. 


• The processes in place to respond to these requests and appeals. 


• The structure and function of the Exceptional and Individual Funding Team. 
 


1.3 A doctor or other health care professional directly involved in the care of a patient can 
make a request for funding to support a health care intervention which is outside of the 
CCG’s established policies on one of two grounds, namely: 


 


• Individual Funding Request; or 


• Exceptional Funding Request. 
 
 


2. Equality Statement 
  
2.1 Cambridgeshire and Peterborough CCG is committed to meeting its duties under both: 


The Equality Act 2010 and The Equality Act Public Sector Duty 2011.  This means we 
will have due regard to eliminating unlawful discrimination, advancing equality of 
opportunity and fostering good relations for people who share characteristics protected 
by The Equality Act. 
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2.2 NHS Cambridgeshire and Peterborough CCG consider each individual within our 


populations to be of equal value.  We will not discriminate between individuals or groups 
on the basis of any protected characteristics.  However, where treatments have a 
differential impact as a result of age, disability, sex or other characteristics of the patient, 
it is legitimate to take such factors into account. 


 
 


3. Purpose and Scope 
 
3.1 Requests for such non-commissioned care usually come under Exceptional and 


Individual Funding Requests and this policy is designed to provide assurance that the 
Commissioning Authority processes are compatible with the requirements in the NHS 
Constitution. 


 
3.2 The Commissioning Authority has adopted the East of England Priorities Advisory 


Committee commissioning policies to inform processes for handling Exceptional and 
Individual Funding Requests consistently. 


 
3.3 Monitoring and reporting on Exceptional Funding Requests is as follows: 
 


• Bimonthly reporting to the Integrated Performance & Assurance Committee (IPAC). 


• Reporting by IPAC to the CCG Governing Body. 
 
 


4. Duties and Responsibilities 
 
4.1 This policy applies to any patient for whom the Commissioning Authority is the 


Responsible Commissioner.  As such, the Commissioning Authority is responsible for 
commissioning services to meet the health needs of its population and is required to 
commission services which are evidence based, clinically and cost effective, improve 
health outcomes and reduce health inequalities whilst representing value for money. 


 
4.2 Patients will be considered on the grounds of exceptionality if routinely commissioned 


treatments would not be appropriate. 
 
4.3 This policy will ensure a clear and transparent process is in place for decision making 


and provide reassurance to patients and clinicians that decisions are made in a fair, 
open, equitable and consistent manner. 


 
 


5. Guidance 
 
5.1 Definitions 
 
5.1.1 An individual funding request (IFR) is a request to a CCG to fund healthcare for an 


individual who falls outside the range of services and treatments that the CCG has 
agreed to commission. 


 
5.1.2 In IFR cases, the patient is suffering from a presenting medical condition and the 


Commissioning Authority has no policy for the treatment requested. 
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5.1.3 An exceptional funding request (EFR) is a request where a patient is deemed to have 


exceptional clinical circumstances, ie a patient who has clinical circumstances which, 
taken as a whole, are outside the range of clinical circumstances presented by a patient 
within the normal population of patients with the same medical condition and at a similar 
stage of progression as the patient. 


 
5.1.4 In EFR cases, the patient is suffering from a presenting medical condition for which the 


Commissioning Authority has a policy for the medical condition and/or its treatment, but 
where the patient’s particular clinical circumstances fall outside what the Commissioning 
Authority has agreed to fund (‘an exceptionality request;  an exception to the policy’). 


 
5.1.5 NHSE (Commissioning Policy: Individual Funding Requests 2017) describe 


‘Exceptional’ in funding request terms to mean a person to whom the general rule 
should not apply. In this context the ‘general rule’ might be a policy that describes those 
patients who can access the intervention (EFR) or it may be that there is no policy 
governing the treatment (IFR), in the interests of fairness to all patients, the position is 
that it will not be commissioned ahead of policy development.  This implies that there is 
likely to be something about their clinical situation which was not considered when 
formulating the general rule.  Very few patients have clinical circumstances which are 
genuinely exceptional. 


 
5.1.6 The Exceptional and Individual Funding Request Panel (the Panel) is a committee 


of the Commissioning Authority that has been authorised by the Commissioning 
Authority’s Governing Body to take decisions on its behalf on exceptional and individual 
funding requests up to a delegated amount of £20,000, per treatment within any  
12-month period.  Funding requests over the delegated amount will be referred to the 
CCG’s Chief Nurse and Medical Director to consider the Panel’s recommendations.  
Any requests exceeding £25,000 will also need to be approved by the CCG’s Chief 
Finance Officer.  


 
5.1.7 In considering the funding requests, the Panel will aim to: 


 


• Promote consistency, fairness and equity. 


• Ensure effective use of resources, but also ensure that the decisions are based on 
clinical evidence and not solely on budgetary constraints. 


• Improve the rigour of the processes ensuring decisions are rational, reasonable and 
transparent. 


 
5.2 Structure and Membership of the Exceptional Cases Office Team 
 
5.2.1 The Exceptional Case Office Team will be managed by the Clinical Policies Programme 


Manager and staffed as follows: 
 


• Exceptional Cases/IFR Manager. 


• Exceptional Cases/IFR Specialist Officer. 


• Exceptional Cases/IFR Senior Administrative Support Officer. 


• Exceptional Cases/IFR Team Administrator 
 
5.2.2 The Exceptional Cases Office Team will be responsible for the administration of funding 


requests that are presented to Panel, eg managing the funding request database, 
preparing the paperwork for various Panel meetings, dealing with correspondence, etc. 
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5.3 Structure and Membership of the Non Drugs Triage Team 
 
 Triage of applications will be conducted by the following at all times 
 


• Clinical Policies Programme Manager or Exceptional Cases/IFR Manager. 


• Clinical Lead for EC/IFR. 


• GP Member.   
 
5.4 Structure and Membership of Fortnightly Review (FR) Panels 
 
5.4.1 Membership of FR Drugs and Non Drugs Panels: 
 


FR Non Drugs Panel FR Drugs Panel 


• Chair of the Panel – Clinical Lead for 
EC/IFR Requests - GP Member 


• Deputy Chair - GP Member 


• Public Health Research Officer 


• Clinical Policies Programme Manager 


• Exceptional Cases/IFR Manager 


• Exceptional Cases/IFR Specialist Officer 


• Exceptional Cases/IFR Senior 
Administrative Support Officer 


• Exceptional Cases/IFR Team 
Administrator 


• Chair of the Panel – Clinical Lead for EC/IFR 
Requests - GP Member 


• Deputy Chair - GP Member 


• Public Health Research Officer  


• Specialist Pharmacist (Medicines 
Optimisation representative) 


• Clinical Policies Programme Manager 


• Exceptional Cases/IFR Manager 


• Exceptional Cases/IFR Specialist Officer 


• Exceptional Cases/IFR Senior Administrative 
Support Officer 


• Exceptional Cases/IFR Team Administrator 


 
5.4.2 Quorum - FR Drugs and Non Drugs Panels 
 
 Non Drug Panel 


As a minimum the Panel should have four members in attendance; at least two clinically 
qualified. 
 
Drug Panel 


 As a minimum the Panel should have four members in attendance; at least two clinically 
qualified, one of which will be a GP member (Chair or Deputy Chair) and a 
pharmaceutically qualified member (Specialist Pharmacist or representative). 


 
5.5 One to One Appeal Meeting 
 
 One to One Appeal Meetings are held between the Chair or Deputy Chair of the 


Fortnightly Review Panel (Clinical Lead or GP Member) and the patient – the patient 
may be accompanied by a family member or representative.  The EC/IFR Manager or 
EC/IFR Specialist Officer will be in attendance to take notes. 


 
5.6 Applications to the Exceptional and Individual Funding Request Panel 
 
5.6.1 The application must be made by a clinician providing NHS services and the funding 


request should be in support of a treatment by that clinician or an onwards referral by 
that clinician.  The responsibility to make an application sits with the clinician who 
identifies that a patient needs a procedure requiring exceptional funding.  


 
5.6.2 All applications to the Panel must be on an approved request form:  


 


• exceptional and individual funding requests using the Exceptional and Individual 
Funding Request Form – see Appendix 1; or 


• exceptional request using the relevant policy referral proforma – see Appendix 2. 
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Details on completion and on where to send the form/referral proforma are available on 
the front of each.  It is important that Applicant’s ensure that the patient consent section 
of the form is fully completed, acknowledging that the patient is fully aware of a request 
for funding being raised on their behalf and the appropriateness for the patient to be 
informed of the Panel decision by the Panel Office Team.  Where it is not appropriate, it 
is the responsibility of the Applicant to inform the patient of the outcome.  
 


5.6.3 Written support and evidence should be provided by the clinical team treating the 
patient using the request form and explaining: 


 
a. Whether the request is an individual funding request or an exceptional funding 


request. 
 
b. The clinical circumstance of the patient. 
 The Clinical Team are required to present a full report to the Panel which sets out a 


comprehensive and balanced clinical picture of the history and present state of the 
patient’s medical condition, the nature of the treatment requested and the 
anticipated benefits of the treatment. 


 
c. The planned treatment and the expected benefits and risks of treatment. 


The Clinical Team should describe the anticipated clinical outcomes for the 
individual patient of the proposed treatment and the degree of confidence of the 
Clinical Team that the outcomes will be delivered for this particular patient. 


 
d. The evidence on which the clinical opinion is based. 
 The Clinical Team should refer to, and include, copies of any clinical research 


material which supports, questions or undermines the case that is being made that 
the treatment is likely to be clinically effective in the case of the individual patient. 


 
e. The Costs of Treatment. 
 The Clinical Team should set out the full attributable costs and connected costs of 


the treatment.  The Panel should be entitled, but not obliged, to commission its own 
reports from any duly qualified or experienced clinician or other duly qualified person 
concerning the full attributable costs of and connected to the treatment. 


 
f. Are there likely to be similar patients within the local population? 


For exceptionality requests the Applicant must also provide the case for treating this 
patient and no other apparently similar patients. 


 
g. Any other clinical information to support the case. 


 
5.6.4 Information that is immaterial to the decision, including information about the social or 


personal circumstances of the patient which does not have a direct connection to the 
patient’s clinical circumstances, shall not be considered by the Panel. 


 
5.6.5 The Commissioning Authority and/or the Panel shall routinely screen individual funding 


requests to see whether they represent a service development.  The key question used 
to screen out as a service development will be ‘are there likely to be other similar 
patients in the Commissioning Authority or East of England?’  If there is evidence that 
this patient is representative of other similar patients, the individual funding request will 
be sent back to the provider with a request to follow normal procedures for introducing 
new services, in line with the Commissioning Authority Commissioning Principles. 


 
5.6.6 Retrospective exceptional/individual funding requests (requests from providers made 


after an episode of care has commenced) and approved by Panel will be funded from 
the date of Panel approval. 
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5.6.7 Requests from patients for reimbursement of costs of a treatment which has been 
purchased privately will not be accepted for retrospective funding. 


 
5.7 Co-operation of Provider Trusts 
 
5.7.1 The Commissioning Authority requires provider trusts and clinicians to take the 


commissioning policies of the Commissioning Authority into account in the advice and 
guidance given to patients prior to making the decision to treat a patient, as set out in 
the NHS Contract. 


 
5.7.2 The Commissioning Authority expects the provider trusts to have oversight of this 


process.  The Commissioning Authority would expect every exceptional and individual 
funding request to be sanctioned by a provider authorised clinician before sending it to 
the Commissioning Authority and reserves the right to refer recurrent inappropriate 
funding requests to the Chief Executive of the relevant provider trust. 


 
5.7.3 The CCG expects consultants to refer patients for specialist care using established 


pathways covered by contract agreements and in line with national guidance on patient 
choice.  Request for referrals to specialist providers for treatment outside the normal 
patient pathway will usually only be considered after an assessment by an appropriate 
specialist clinician.  Should the specialist clinician decide that a referral outside the 
normal pathway is a priority for a particular patient, then the specialist must submit a 
funding request form to the EC Panel for consideration. 


 
5.8 Process for Considering Funding Requests 
 
5.8.1 On receipt of the funding request, the case is recorded on the exceptional/IFR cases 


administrative database and an acknowledgement is sent to the Applicant within three 
working days. 


 
5.8.2 The Exceptional Cases Office Team will verify whether sufficient information is included 


in the request form and ask the Applicant for more information if required. 
 
5.8.3 Once it is clear that all necessary clinical information on the case is available, in the 


interests of confidentiality of patient information, the office staff will prepare an 
anonymised case summary file of the funding requests to be considered by the Panel.  
Case summary files are sent to FR Panel members on the Friday before the regular 
Panel meeting.  The deadline for receipt of requests from applicants is 12 noon on the 
Friday before the Panel meeting. 


 
5.9 Clinical Triage Panel (Non Drug Requests) 
 
 Note:  Drug funding requests are not subject to initial clinical triage and are referred to 


FR Drug Panel for consideration unless notified as urgent – see 5.10. 
 
5.9.1 The purpose of triage is to determine if the application is eligible to go the FR Panel or if 


a decision can be made without recourse to the full panel.  The Clinical Triage Panel will 
consider the cases via the online database portal.  GP and EC Team representation will 
be required to confirm decisions for quoracy. 
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5.9.2 The Clinical Triage Panel will consider the following options: 
 


• Approve the request based on the clinical evidence provided without reference to 
the FR Non Drug Panel. 


• Decline the request without reference to the FR Non Drug Panel. 


• Refer to the FR Non Drug Panel. 


• Request further information. 
 
5.9.3 Triage approved non drug funding requests will be reported at each non drug FR Panel 


for governance purposes. 
 
5.10 Fortnightly Review (FR) Panel Meetings for Drugs (High Cost Drugs) and 


Non Drugs 
 
5.10.1 Funding requests will be considered fortnightly by the non-drugs and the high cost drugs 


review panels.  The cases will be reviewed and decisions taken using the same 
methodology as detailed in this policy, and will make one of the following decisions: 


 


• Approve the funding request. 


• Decline the funding request. 


• Defer the funding request and ask for more information from the referring clinician. 


• Reassess the funding request on appeal. 
 
5.10.2 The case summary file and additional notes taken at the Panel meeting will form the 


minutes for these cases. 
 
5.10.3 The Commissioning Authority expects and empowers the FR Panels to make decisions 


and act on most cases (see 5.1.5).  The FR Panel decisions will be sent to the 
Applicant, and/or the GP, and/or the patient - providing consent has been provided by 
the clinician - within 5 working days of the meeting.  If the FR Panel decides not to fund 
a drug or treatment the decision letter will include an appropriate explanation. 


 
5.11 Approval of Funding Requests 
 
5.11.1 The FR Panel shall be entitled to approve individual funding requests where all the 


following conditions are met: 
 


• The FR Panel concludes that there are likely to be no similar patients to the 
requesting patient.  The FR Panel is not authorised to make case by case decision 
making for service developments. 


• There is sufficient enough evidence to show that, for the individual patient, the 
proposed treatment is likely to be clinically effective and cost-effective.  


 
5.11.2 The FR Panel is not required to accept the views expressed by the patient or the clinical 


team concerning the likely clinical outcomes for the individual patient of the proposed 
treatment.  The FR Panel is entitled to reach its own views on the likely clinical 
outcomes for the individual patient of the proposed treatment; and the quality of the 
evidence to support that decision and/or the degree of confidence that the FR Panel has 
about the likelihood of the proposed treatment delivering the proposed clinical outcomes 
for the individual patient. 


 
5.11.3 The FR Panel shall be entitled, but not obliged to commission its own reports from any 


duly qualified or experienced clinician, medical scientist or other person having relevant 
skills concerning the case that is being made that the treatment is likely to be clinically 
effective in the case of the individual patient.  
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5.11.4 The FR Panel shall be entitled to approve exceptional funding requests where the 
following condition is met: 


• The FR Panel concludes that the criteria for exceptionality in the context of the 
relevant commissioning policy/policies and guidance note(s) have been met. 
 
Note:  All applications will be reviewed against the relevant policy in place at the 
time the application was received. 


5.11.5 In determining whether a patient is able to demonstrate exceptional circumstances the 
FR Panel shall compare the patient to other patients with the same presenting medical 
condition at a similar stage of progression.  The applicant needs to demonstrate that 
the patient is likely to gain significantly more benefit from the intervention than might 
normally be expected for patients with that condition.  The FR Panel shall determine, 
based upon the evidence provided to the panel, whether the patient has demonstrated 
exceptional clinical circumstances.  The evidence to show that, for the individual 
patient, the proposed treatment is likely to be clinically effective may be part of the 
case that the patient’s clinical circumstances are asserted to be exceptional.  


 
5.11.6 In deciding whether to approve funding, the FR Panel shall remind itself that the 


policies of the Commissioning Authority provide that medical treatment is made 
available to patients generally on the basis of their presenting medical conditions and 
on the likely benefits anticipated to accrue to a patient from a proposed treatment. 


 
5.11.7 The Commissioning Authority does not discriminate on grounds of sex, age, sexual 


orientation, ethnicity, educational level, employment, marital status or religion.  The 
Commissioning Authority does not generally make treatment for patients under its 
policies dependent on the patient’s social or personal circumstances.  Accordingly, 
when making decisions as to whether treatment should be provided to a patient which 
is not provided to patients generally, the Panel shall adopt the same approach. 


 
5.11.8 The Panel shall take care to avoid adopting the approach described in the ‘the rule of 


rescue’.  The fact that a patient has exhausted all NHS treatment options available for 
a particular condition is unlikely, of itself, to be sufficient to demonstrate exceptional 
circumstances.  Equally, the fact that the patient is refractory to existing treatments 
where a recognised proportion of patients with the same presenting medical condition 
at this stage are, to a greater or lesser extent, refractory to existing treatments is 
unlikely, of itself, to be sufficient enough to demonstrate exceptional circumstances. 


 
5.11.9 The FR Panel will consider whether treating the patient is higher priority than other 


unfunded developments and the treatment can be afforded. 
 
5.11.10 The FR Panel shall have a broad discretion to determine whether the proposed 


treatment is a justifiable expenditure of the Commissioning Authority resources.  The 
FR Panel is, however, required to bear in mind that the resources requested to 
support the individual patient will reduce the availability of resources for other 
investments. 


 
5.11.11 The FR Panel may make such approval contingent on the fulfilment of such conditions 


as it considers fit.  Very occasionally an individual funding request presents a new 
issue which needs a substantial piece of work before the Commissioning Authority can 
reach a conclusion upon its position.  This may include wider consultation.  Examples 
in the past have included surrogacy and aspects of genetic testing.  Where this occurs 
the FR Panel may adjourn a decision on an individual case until that work has been 
completed. 
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5.11.12 The Panel will not consider requests for interventions that would be provided under 
the NHS England Specialised Commissioning arrangements.  This policy operates in 
line with the NHS England Standard Operating Procedures:   


NHS England Standard Operating Procedures:  Individual Funding Requests 
Publication date 22 May 2018. 
(https://www.england.nhs.uk/wp-content/uploads/2017/11/ifr-standard-operating-
procedure-v4.pdf);  and  


NHS England Manual for Prescribed Specialised Services 2018/19 
(https://www.england.nhs.uk/publication/manual-for-prescribed-specialised-services/).  
Publication date 17 September 2018. 


 
5.11.13 Patients who are entitled to NHS funded treatment, but are receiving care privately 


have a right to revert to NHS treatment at any point during their private care.  In these 
circumstances the Commissioning Authority expects their treatment to follow local 
NHS treatment pathways.  Funding for an individual to continue care in a private 
facility or to transfer to an NHS provider where the privately consulted clinician has a 
link will not be routinely authorised.  Where individual clinical circumstances may 
make such funding appropriate, the case will require consideration under the IFR 
process.  The Commissioning Authority will not reimburse costs for private treatment 
undertaken without prior Commissioning Authority approval. 


 
5.11.14 A patient can ask their GP, consultant or hospital unit for a second opinion or further 


opinion (an opinion about your health condition from a different doctor).  Although 
patients do not have a legal right to a second opinion, a healthcare professional will 
consider the patient’s circumstances and whether a second opinion is needed. 


 
5.11.15 Where a patient moves into the Commissioning Authority locality from another area 


and is receiving a package of care or treatment which has been approved by their 
previous CCG, but which would not normally be funded for the Commissioning 
Authority patients, the Commissioning Authority may honour such decisions, providing 
the care pathway has been initiated, eg an appropriate referral has already been 
approved.  In matters of this nature the Panel will take into account and adhere to the 
principles set out in NHS England guidance:  Who Pays?  Determining Responsibility 
for Payments to Providers.  August 2013:  http://www.england.nhs.uk/wp-
content/uploads/2014/05/who-pays.pdf 


 
5.12. Safeguarding 
 
 Throughout the EC/IFR process all those involved will bear in mind their duties under 


safeguarding.  At any stage of a submission the Panel may seek advice on the case 
from the CCG safeguarding leads. 


 
5.13 Urgent Treatment Decisions 
 
5.13.1 The Commissioning Authority recognises that there will be occasions when an urgent 


decision needs to be made to consider approving funding for treatment for an 
individual patient outside the Commissioning Authority policies.  In such 
circumstances the Commissioning Authority recognises that an urgent decision may 
have to be made before the FR Panel can be convened.  The following provisions 
apply to such a situation. 


  



https://www.england.nhs.uk/wp-content/uploads/2017/11/ifr-standard-operating-procedure-v4.pdf

https://www.england.nhs.uk/wp-content/uploads/2017/11/ifr-standard-operating-procedure-v4.pdf

https://www.england.nhs.uk/publication/manual-for-prescribed-specialised-services/

http://www.england.nhs.uk/wp-content/uploads/2014/05/who-pays.pdf

http://www.england.nhs.uk/wp-content/uploads/2014/05/who-pays.pdf
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5.13.2 An urgent request is one which requires urgent consideration and a decision because 
the patient faces a substantial risk of significant harm if a decision is not made before 
the next scheduled meeting of the FR Panel.  The FR Panel Chair and Deputy Chair 
are responsible for agreeing whether a case requires urgent decision after considering 
the nature and severity of the patient’s clinical condition.  Urgency under this policy 
cannot arise as the result of a failure by the clinical team expeditiously to seek funding 
through the appropriate route and/or where the patient’s legitimate expectations have 
been raised by a commitment being given by the provider trust to provide a specific 
treatment to the patient.  In such circumstances the Commissioning Authority expects 
the provider trust to go ahead with the treatment at its own risk. 


 
5.13.3 Provider trusts must take all reasonable steps to minimise the need for urgent 


requests to be made through the FR Panel process.  If clinicians from any provider 
trust are considered by the Commissioning Authority not to be taking all reasonable 
steps to minimise urgent requests to the FR Panel, the Commissioning Authority may 
refer the matter to the provider Trust Chief Executive. 


 
5.13.4 Where an urgent decision needs to be made to authorise treatment for an individual 


patient, the FR Chair will request the office staff to initiate a virtual discussion on the 
case.  The time period within which the decision needs to be taken will be 5 working 
days of receiving the case request, or earlier depending on the individual case. 


 
5.13.5 The urgent decision will be made by virtual discussion via email or phone between the 


FR Panel members.  In exceptionally urgent circumstances the FR Chair and Deputy 
Chair will decide on the case if urgent input from other panel members is not possible.  
The virtual discussion will, as far as possible within the constraints of the urgent 
situation, follow the policy set out above in making the decision.  The Exceptional 
Cases Office Team shall collect as much information about both the patient’s illness 
and the treatment as is feasible in the time available. 


 
5.13.6 The FR Chair and Deputy Chair shall be entitled to reach the view that the decision is 


not of sufficient urgency or of sufficient importance that a decision needs to be made 
outside of the usual process. 


 
5.13.7 The FR Chair and Deputy Chair shall be entitled to reach the view, after the request is 


properly analysed, that the request is for a service development and so should be 
refused and/or appropriately referred for policy consideration. 


 
5.13.8 The FR Panel decisions will be sent to the Applicant, via the provider’s designated 


personnel and/or the GP and patient within 5 working days of receiving the case 
request for a Virtual Panel meeting.  If the FR Panel decides not to fund a drug or 
treatment the decision letter will include an appropriate explanation. 


 
5.14 Appeals 
 
 The patient or Applicant shall be entitled to lodge an appeal against the decision of the 


Panel.  Any such appeal in relation to the stages detailed below should be submitted 
within 6 weeks (30 working days) of the date of the Panel decision letter.  Appeals will 
be considered at three stages as follows: 


 
5.14.1 First Stage - Reconsideration of the Decision (Appeal by FR Panel) 
 
 a. If the FR Panel declines funding for a treatment or approves it subject to 


conditions and the Applicant and or the patient is not satisfied with the outcome, 
the Applicant may have the option of having the request reconsidered.  The 
request for reconsideration must be supported by new clinical information. 
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 b. The EC/IFR Manager and Chair of the FR Panel will screen the additional 
information submitted to support the reconsideration request to determine whether 
it significantly alters the nature or strength of the evidence originally submitted to 
the Panel.  If it does the request will be resubmitted to the next available FR Panel 
meeting which will consider the new information alongside the original request.   


 
5.14.2 Second Stage - One to One Meeting 
 
 a. For a patient who wishes to appeal further, a one to one meeting will be offered 


between the Panel Chair/Deputy Chair and the patient.  The Chair/Deputy Chair 
will attend the meeting with a member of the Panel Office Team.  The patient is 
entitled to bring along a family member or representative for this meeting.  The 
purpose of the meeting is for the Chair/Deputy Chair to explain the Commissioning 
Authority policy and process, and the reasons that the FR Panel reached its 
decision not to approve funding.  It also allows the Chair/Deputy Chair to listen to 
the concerns of the patient and answer any queries they may have.  In rare 
circumstances it also gives an opportunity for the patient to provide any new 
information that was not presented to the FR Panel before. 


 
 b. Following the one to one meeting, the case will be referred back to the next 


available Fortnightly Review Panel meeting to acknowledge the One-One meeting 
held and to reconsider any new information that may have been provided.  The 
applicant will be advised of the decision by FR Panel. 


 
5.14.3 Third Stage – Chief Nurse and Medical Director Review  
 
 a. A request for review of the decision can be made by the Applicant, the patient or 


their carer or relative.  The request must be supported by the referring clinician 
who must explain the reasons for the review. 


 


• that the decision of the panel was procedurally improper; and/or 


• the decision of the panel was not based on the use of the correct policy; and/or 


• that the decision of the Panel, was in the opinion of the referring clinician, one 
which no reasonable Panel could have reached (if this challenge and its 
reasoning has been put to the panel after the initial assessment, appeal or one 
to one meeting and the panel disagrees in its reconsideration). 


 
 b. The Chief Nurse and Medical Director Review forms part of the CCG’s corporate 


governance process.  They will consider the grounds for the review request and 
will examine all the documentation considered by the FR Panel, the case file of the 
meeting at which the decision was made and the decision letter.  No new written 
or oral information will be considered and there will be no representation by either 
the Applicant, the patient or their carer or relative.   


 
 c. In reviewing the decision, the Chief Nurse and Medical Director will consider the 


following: 
 


• Whether the process followed by the FR Panel was consistent with the CCG’s 
Corporate Governance Arrangements. 


• Whether the decision reached by the FR Panel: 


• was taken following a process which was consistent with the policies of the 
CCG; 


• had taken into account and considered all the relevant evidence; 


• had not taken into account irrelevant factors; 


• was a decision which a reasonable FR Panel was entitled to reach.  
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 d. The Chief Nurse and Medical Director will make one of the two following decisions: 
 


1. To uphold the decision made by the FR Panel. They will be able to choose this 
option even if they consider there have been procedural errors or 
inconsistency with applying commissioning policy, if they believe that there 
would not be a prospect of the requested treatment being approved by the FR 
Panel, if it were to reconsider the case. 


 
2. To refer the case back to the FR Panel with detailed points for 


reconsideration. The case will then be considered at the next scheduled 
meeting of the relevant FR Panel. 


 
 e. The Chief Nurse and Medical Director will write to the Applicant and the patient or 


their carer or relative informing them of the outcome and the reasons for the 
decision.  If the FR Panel decision has been upheld, the letter will provide details 
of the right of the Applicant or patient or their carer or relative to complain to the 
CCG about the policy, but any complaint about the process or the decision should 
be made to the Parliamentary and Health Service Ombudsman. 


 
 f. Any challenges to the Clinical Priorities Policies or statements will be referred to 


the Clinical Priorities Forum via the Forum Secretary to review the policy and 
request a report once the policy is reviewed. 


 
5.15 Guidance Notes 
 
5.15.1 Seeking Treatment Abroad 
 


NHS England is responsible for administering the application process for patients 
seeking funding for healthcare in the European Union, European Economic Areas or 
Switzerland ('cross border healthcare').  The CCG is responsible for making guidance 
available to referrers and patients and for handling associated issues arising from 
such requests. 


When applying for cross border healthcare, there are two funding routes that patients 
may be able to access;  they are known as the 'S2' (formerly 'E112') route and the 'EU 
Directive' route.  NHS England is responsible for administering the application process 
for both. 


Further information on seeking medical treatment in Europe is available on the NHS 
web site:  
http://www.nhs.uk/nhsengland/healthcareabroad/plannedtreatment/pages/the-s2-
route.aspx 


 
5.15.2 East of England Priorities Advisory Committee Policies 
 


Where relevant, the Panel will apply the relevant East of England Priorities Advisory 
Committee commissioning policies, adopted by the CCGs in the East of England.  
Some important points from these policies are given below: 


  



http://www.nhs.uk/nhsengland/healthcareabroad/plannedtreatment/pages/the-s2-route.aspx

http://www.nhs.uk/nhsengland/healthcareabroad/plannedtreatment/pages/the-s2-route.aspx
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Commissioning Policy PAC 2 - Ongoing Access to Treatment Following 
Completion of Non-Commercially Funded Trials 


 
The Commissioning Authority will not pick up funding of treatments, at the end of 
clinical trials or when company sponsored funding is withdrawn, without prior 
agreement of an NHS commissioning organisation (past or present).  Providers trusts 
will need to provide evidence of any such agreement. 


 
The responsibility for providing ongoing access to a treatment is the responsibility of 
those individuals or parties that have initiated and sponsored treatment. 


 
It is the clinician’s responsibility to ensure that patients are fully informed of and agree 
to their management plan at the end of the trial.  This includes making patients aware 
of this commissioning policy and, where relevant, any unsuccessful request for post-
trial funding.  The patient’s consent should be documented.   


 
Should the Commissioning Authority agree to pick up funding, in this context, it does 
not represent a policy decision in relation to that treatment and, as such, sets no 
precedent for the funding of other patients.  The treatment in question will be 
assessed and prioritised as a service development in the normal way. 


 
Commissioning Policy PAC CP05 - Defining the Boundaries between NHS and 
Private Healthcare 
 
A patient’s entitlement to access NHS healthcare should not be affected by a decision 
by a patient to fund part or all of their healthcare needs privately.  
 
An individual who is receiving treatment that would have been commissioned by the 
Commissioning Authority, but who has commenced that treatment on a private basis, 
can at any stage request to transfer to complete the treatment within the NHS.  In this 
event, the patient will, as far as possible, be provided with the same treatment as the 
patient would have received if the patient had had NHS treatment throughout.  
However, at the point that the patient seeks to transfer back to NHS care, the patient 
should:  be reassessed by the NHS clinician;  not be given any preferential treatment 
by virtue of having accessed part of their care privately;  and be subject to standard 
NHS waiting times. 
 
The Commissioning Authority will not reimburse the patient for any treatment received 
as a private patient before a request is made to move back into the NHS. 
 
If a patient commences a course of treatment that the Commissioning Authority would 
not normally fund, the Commissioning Authority will not pick up the costs of the patient 
either completing the course of treatment or to receive ongoing treatment. 


Commissioning Policy PAC CP06 - Experimental, Uncertain and Unproven 


Treatments 
 
Treatments which are judged experimental, uncertain or not to be of proven 
effectiveness will not routinely be funded. 
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Commissioning Policy PAC CP07 - Orphan Drugs 
 
An orphan drug is one that could treat a disease with a prevalence of less than five 
per 10,000 of the population.  The Commissioning Authority will, in the absence of 
Direction made by the Secretary of State, commission both existing and new orphan 
drugs using the same decision-making principles and processes as are applied to the 
commissioning of other treatments. 


Commissioning Policy PAC CP08 - Choice 
 
The Commissioning Authority will offer choice only within services normally 
commissioned by the Commissioning Authority. 
Commissioning Policy PAC CP10 - In-year Service Developments and the 
Commissioning Authority’s Approach to Treatments not yet Assessed or 
Prioritised 
 
Until a service development has been assessed and a policy decision has been taken 
as the result of prioritisation, whether in-year or during the annual commissioning 
round, the Commissioning Authority default policy will usually be not to fund a 
treatment unless otherwise stated. 


 
 


6. References 
 
1. East of England Priorities Advisory Committee, Advisory Commissioning Recommendation Policies. 


October 2010  https://www.prescqipp.info/commissioning-policies/category/33-commissioning-policies  
Note:  this documentation is accessed via a password protected web site -:you are required to be a 
healthcare professional to access this web site.  The policies are currently under review. 


2. The NHS Constitution (July 2015): https://www.gov.uk/government/news/nhs-constitution-and-handbook-
updated 


3. Cambridgeshire and Peterborough CCG Constitution March 2019: 
https://www.cambridgeshireandpeterboroughccg.nhs.uk/EasysiteWeb/getresource.axd?AssetID=4360&typ
e=Full&servicetype=Attachment 


4. NHS England guidance:  Who Pays?  Determining Responsibility for Payments to Providers.  August 2013:  
http://www.england.nhs.uk/wp-content/uploads/2014/05/who-pays.pdf 


5. NHS web site:  http://www.nhs.uk/pages/home.aspx 


6. NHS web site information on seeking medical treatment in another European country or Switzerland: 
http://www.nhs.uk/nhsengland/healthcareabroad/plannedtreatment/pages/the-s2-route.aspx 


7. Priority setting:  managing individual funding requests.  NHS Confederation Publications 2012:  
http://www.nhsconfed.org/~/media/Confederation/Files/Publications/Documents/Priority%20setting%20man
aging%20individual%20funding%20requests.pdf?dl=1 
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Appendix 1 - Terms of Reference of the Fortnightly Review (FR) 
Panels – Drug and Non Drug 


 


 


Fortnightly Review Panel Terms of Reference 
 


 


Purpose 
 
The FR Panel is a decision-making group, responsible to Cambridgeshire and Peterborough 
CCG Governing Body for the consideration of exceptional and individual funding requests, ie 
where a treatment falls outside the established commissioning categories and is not normally 
funded. 
 
 


Responsibility 
 
The Exceptional and Individual Funding Request Panel is a committee of the Commissioning 
Authority that has been authorised by the Commissioning Authority’s Governing Body to take 
decisions on its behalf on exceptional and individual funding requests up to a delegated amount 
of £20,000, per treatment within any 12-month period.  Funding requests over the delegated 
amount will be referred to the CCG’s Chief Nurse and Medical Director to consider the Panel’s 
recommendations.  Any requests exceeding £25,000 will also need to be approved by the 
CCG’s Chief Finance Officer. 
 
 


Objectives 
 
To consider exceptional and individual funding requests for drug and non drug interventions in 
a clear, consistent and equitable manner taking into account: 
 


• Promote consistency, fairness and equity. 


• Ensure effective use of resources, but also ensure that the decisions are based on clinical 
evidence and not solely on budgetary constraints. 


• Improve the rigour of the processes ensuring decisions are rational, reasonable and 
transparent. 


 
 


Membership 
 
Membership of the FR Panels (Drug and Non Drug) is as follows: 
 
Non Drug Panel 


• Chair of the Panel - Clinical Lead for EC/IFR Requests - GP Member 


• Deputy Chair - GP Member 


• Clinical Policies Programme Manager 


• Exceptional Cases/IFR Manager 


• Exceptional Cases Specialist Officer 


• Exceptional Cases/IFR Senior Administrative Support Officer 


• Exceptional Cases Team Administrator 
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Drugs Panel 
Similar to the above Non Drug Panel except a Medicines Optimisation Specialist Pharmacist, 
will be in attendance.  
 
The following attendees will be available, as and when required, in an advisory capacity but are 
not decision-making members of the Panel: 


• Public Health Specialist or representative  


• Mental Health Specialist or representative  


 
 
Quoracy 
 
Non Drug Panel 
The Panel will be quorate if four members are in attendance;  at least two clinically qualified 
 
Drug Panel 
The Panel will be quorate if four members are in attendance;  at least two clinically qualified, 
one of which will be a GP member (Chair or Deputy Chair) and a pharmaceutically qualified 
member (Specialist Pharmacist or representative) 
 
 


Frequency of Meetings 
 
FR Panels for Drug and Non Drug funding requests shall be held every two weeks  
 
 


Voting Rights  
 
The FR Panel members will seek to reach a decision by consensus.  If this is not possible a 
decision will be made by a vote with each member having one vote and the Chair of the Panel 
will have the casting vote. 


 
 
Virtual Panels 
 
If a funding request is received that requires an urgent decision and, in the opinion of the 
referring clinician, delaying the decision on the proposed treatment until the next scheduled FR 
Panel meeting might cause significant harm to the patient’s health, the Chair, in discussion with 
the IFR Manager, will consider instigating a Virtual Panel.  The urgent decision will be made by 
virtual discussion via email or phone between the FR Panel members.  In exceptionally urgent 
circumstances the FR Chair and Deputy Chair will decide on the case if urgent input from other 
panel members is not possible. 
 
The responsible IFR Manager must ensure that all participating members of the FR Panel have 
received an anonymised summary of all available information and that there has been an 
appropriate opportunity for discussion of the case, enabling members to make an informed 
decision.  A written record will be made of the decision reached and the rationale for it.  The 
Virtual Panel decision will be reported to the next available relevant FR Panel meeting for 
formal approval.  The Virtual Panel decision will be notified to the applicant and if appropriate to 
the patient at the earliest possible opportunity. 
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Administrative Arrangements 
 
Support to the funding request process for drug and non drugs is provided by the Exceptional 
Cases Team. 
 
 


Confidentiality of Patient Information 
 
The Exceptional Cases Team operate a paperless office, therefore, all funding request 
documentation is logged, scanned and loaded to the secure funding request administrative 
database. 
 
All applications are considered on an anonymised basis.  Anonymised case summaries, known 
as the case file, and any relevant supporting documentation will be emailed to the FR Panel 
members using NHSnet encrypted email. 
 
 


Ensuring Full and Fair Consideration of Funding Requests 
 
For a full interpretation of the approval process please refer to the paragraph 5.12 of the 
Exceptional and Individual Funding Request Policy. 
 


• The FR Panel will consider each request in the context of the relevant policy, where one 
exists, or as a ‘treatment not normally funded’ where there no explicit policy. 


• The request will be considered on the basis of the submitted written evidence of the 
patient’s clinical circumstances and of the clinical and cost-effectiveness of the proposed 
treatment. 


• Panel members will be provided with the anonymised case file detailing all funding requests 
to be considered by the Panel.  The case file will be emailed to Panel Members at least 2 
working days prior to the Panel Meeting. 


• The applicant, the patient or their representative has no right of attendance at the Panel 
meeting.  All information and views expressed by the patient and their clinician(s) is made 
available to the Panel members as an integral part of the consideration of the request. 


• Where there appears to be no evidence or insufficient evidence that the clinical 
circumstances of the patient’s case are exceptional, when compared with other patients 
who have the same or a substantively similar condition, funding will not be approved. 


 
 


Service Developments 
 
The Commissioning Authority and/or the Panel shall routinely screen individual funding 
requests to see whether they represent a service development.  The key question used to 
screen out as a service development will be ‘are there likely to be other similar patients in the 
Commissioning Authority or East of England?’  If there is evidence that this patient is 
representative of other similar patients, the individual funding request will be sent back to the 
provider with a request to follow normal procedures for introducing new services, in line with the 
Commissioning Authority Commissioning Principles. 
 
 


Declarations of Interest and Conflicts of Interest 
 
Declarations of interest are requested at the beginning of Panel meetings.  Such declarations of 
interest may relate to involvement with pharmaceutical companies or membership of 
committees that may potentially conflict with Panel Member’s role on the funding request panel. 
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If an FR Panel member believes they may have a conflict of interest in a particular case, this 
must be disclosed to the Panel before that case is discussed.  Conflicts of interest may arise, 
for instance, if the member has recently been involved with the care of the patient.  In the event 
of a potential conflict of interest, the Panel will take a view as to whether the member should be 
involved in consideration of the request. 
 
 


Decision Making 
 
In reaching a decision on exceptional and individual funding requests, the FR Panel will apply 
the CCGs relevant clinical policy(s) and the Ethical Framework defined in the document: Ethical 
Framework to Support the Development of Clinical Policies: 
https://www.cambridgeshireandpeterboroughccg.nhs.uk/health-professionals/clinical-policies-and-
thresholds/clinical-policies-forum/ 
 
 


Communication 
 
A written explanation of any decision made by the FR Panel and the reasons for it will be 
communicated to the referring clinician, patient or patient’s parent or guardian if indicated on 
the funding request form, within 5 working date of the Panel meeting. 
 
Where encrypted email services are not available, letters sent to the clinician(s) will be marked 
‘Private and Confidential’.  Letters sent to patients and to places where confidentiality 
arrangements may not be in place, will be marked ‘Private and Confidential, to be opened by 
Addressee Only’ in line with the CCG’s information governance procedure.  Where the 
clinician has indicated that the patient should not be communicated with directly it is the 
responsibility of the clinician to advise the patient of the Panel decision. 
 
 
  



https://www.cambridgeshireandpeterboroughccg.nhs.uk/health-professionals/clinical-policies-and-thresholds/clinical-policies-forum/

https://www.cambridgeshireandpeterboroughccg.nhs.uk/health-professionals/clinical-policies-and-thresholds/clinical-policies-forum/
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Appendix 2 - Form for Exceptional and Individual Funding Requests 
 


Form for Exceptional and Individual 
Funding Requests 


 


 


● Sections 1 - 2 should be completed fully. 


● Complete Section 3 for high cost interventions. 


● All sections including consent should be fully completed and sent electronically as a 
word document to the CCG Exceptional Cases Team using the following secure email 
address: cpccge-ifr@nhs.net 


● Incomplete forms will be returned to you. 


● The Exceptional Cases Team will acknowledge receipt of forms and allocate a unique 
identifying number to the request. 


For information: 
Please click here for this form and further guidance on the Exceptional and Individual 
Funding Request process. 


Please click here for the CCG clinical policies and referral proforma. 


Enquiries about completion of the form can be directed to the Exceptional Cases Team on: 


Peterborough Office: 01733 847371 or 847372 


 


SECTION 1:  Contact Details and Patient Consent 
Date of application:  


 


Patient Details 
Name of Patient:  


Date of Birth:  


NHS Number:  


Hospital Number:  


Address:  


Tel No (optional):  


 


GP Details 
Registered GP:  


Address:  


Tel No:  


Email (please provide secure nhs.net email 
address): 


 


 


Referring Clinician Details (if not GP) 
Name:  


Position:  


Tel No and Bleep:  


Email (please provide secure nhs.net email 
address): 


 



mailto:cpccge-ifr@nhs.net

mailto:cpccge-ifr@nhs.net

https://www.cambridgeshireandpeterboroughccg.nhs.uk/health-professionals/clinical-policies-and-thresholds/exceptional-and-individual-funding/

https://www.cambridgeshireandpeterboroughccg.nhs.uk/health-professionals/clinical-policies-and-thresholds/exceptional-and-individual-funding/

https://www.cambridgeshireandpeterboroughccg.nhs.uk/health-professionals/clinical-policies-and-thresholds/clinical-policies/

https://www.cambridgeshireandpeterboroughccg.nhs.uk/health-professionals/clinical-policies-and-thresholds/clinical-policies/
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Organisation Name and Address:  


 


Is this an urgent request? 1 
ie decision needed within 5 working days as the patient’s life may be in danger. 


YES/NO 


All other requests will be considered at the next available Review Panel if all the paperwork is 
complete. 


1 For treatments that are urgently required, where significant harm may occur through delay, it must be 
provided to the patient.  See paragraph 5.6.6 of the EC/IFR policy 


 
PATIENT CONSENT Mark or tick boxes below to confirm 


I confirm the patient has consented to sharing of personal and clinical information 
contained within this proforma with clinical staff involved in their care and for the 
Exceptional Cases Team or Panel, as part of the exceptional cases process or Group 
Prior Approval processes, to request further information, clarify data and 
communicate where applicable with the patient, and for future audit purposes. 


 


By submitting this request you are confirming that you have reviewed this request 
against the relevant policy and believe the patient meets the relevant threshold 
criteria or exceptionality criteria.  You have fully explained to the patient the proposed 
treatment and they have consented to you raising this referral on their behalf. 


Enter date of 
request 


 


I confirm that it is clinically appropriate for the patient to be copied into all 
correspondence. 


 


Please confirm that you have brought the CCG patient leaflet on the collection and 
use of patient data for the funding request process to the patient’s attention:  ‘Why we 
need to collect your personal confidential information and your rights’.  Click here to 
access the patient leaflet. 


 


 
 


SECTION 2:  Funding Request and Relevant Case Details  
To be completed for all cases 


1 What is the funding request for?  


2 Brief History 
Include the patient’s diagnosis, co-
existing conditions, current health status 
and any other relevant health problems. 


 


3 Previous interventions 
Summarise the previous interventions 
the patient has received for this 
condition.  When did they occur?  What 
were the outcomes of these 
interventions?  What was the reason for 
stopping? 


 


4 Impact of refusal 
What are the implications of not 
providing the proposed intervention for 
the patient or carer, eg potential future 
illness or disability or costs? 


 


5 Alternatives 
What other treatment options are 
available for this condition?  Please 
provide details and state reasons why 
they are considered inappropriate in this 


 



https://www.cambridgeshireandpeterboroughccg.nhs.uk/health-professionals/clinical-policies-and-thresholds/exceptional-and-individual-funding/

https://www.cambridgeshireandpeterboroughccg.nhs.uk/easysiteweb/getresource.axd?assetid=5546&type=0&servicetype=1
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case.  Are any alternatives 
commissioned by the CCG? 


6 Cost Effectiveness 
Please state the estimated duration and 
total costs (cost of drug/procedure and 
service costs). 


 


7 Please state any cost savings to be 
gained from this procedure such as 
likely downstream 
procedures/admissions avoided.  When 
would you expect these savings to be 
realised against current treatment costs? 


 


8 Evidence and policies 
Are there any local or national policies 
for the use of the proposed treatment? 
(Please include local policies, NICE, 
SIGN, Royal College guidance if any). 


 


9 Applicability 
How is the evidence/policies quoted 
above applicable specifically to this 
patient?  Does the patient meet the 
relevant inclusion criteria and if so how? 


 


10 Is this request made because the 
case is regarded an exception to a 
policy mentioned above? 


• Please explain why the benefit from 
this treatment for the patient in terms 
of health gain and/or improvement in 
the quality of life would be 
significantly greater than would be 
expected for a typical patient with a 
similar condition. 


• Why is this patient or their clinical 
condition significantly different when 
compared with a similar group of 
patients who are suffering from the 
same condition. 


Yes/No. Please explain. 


11 Governance 
Please set out by whom treatment 
effectiveness will be reviewed. 


 


12 Location of proposed intervention, (eg 
which hospital, treatment centre). 


 


13 Is the location accredited for providing 
this treatment and are there appropriate 
clinical governance systems in place? 


 


14 Any additional information relevant to 
the case? 


 


Smoking statement: 


15 Patient is a non-smoker.  


or 


Patient has been advised of the surgical 
and post-surgical risks associated with 
smoking and referred to stop-smoking 
services – see stop smoking policy 


 


or 
Smoker was offered but declined to be 
referred to the SSS. 


 



https://www.cambridgeshireandpeterboroughccg.nhs.uk/EasySiteWeb/GatewayLink.aspx?alId=9717
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SECTION 3:  High Cost Interventions and Drugs 


Standard treatment and proposed new treatment: 


16 What would be the standard treatment at 
this stage? 


 


17 What would be the expected outcome 
from the standard treatment? 


 


17 Is the requested treatment additional to 
the standard interventions(s) or a 
deviation from the standard? 


 


19 What are the circumstances that make 
standard treatment inappropriate for this 
patient? 


 


20 What is the anticipated benefit of the new 
treatment as compared to the standard 
treatment or best supportive care? 


 


21 What is the anticipated risks/harm of this 
new treatment as compared to the 
standard? 


 


22 Are there any other patient factors that 
you would like to be considered? 


 


Further evidence and policies 


23 Is there further evidence denoting 
decision/approval status for this 
treatment?  Please attach relevant 
policies, minutes or guideline documents. 


 


23a Clinical Policies Forum or Cambridgeshire 
and Peterborough Joint Prescribing 
Group Policies/Minutes or other local 
commissioning policies. 


 


23b Specialised Commissioning Group or 
other regional policies. 


 


23c Drugs and Therapeutics Committee or 
Chairman’s action. 


 


23d Peer Review – with other consultants or 
MDT: 
Date of peer review: 
Consultants present/MDT: 
Recommendations: 


 


24 Is there any other evidence for the 
effectiveness of the intervention 
proposed?  (This can include peer-
reviewed articles and internal audit).  
It is vital to provide electronic copies 
for the evidence provided to prevent 
delay in decision making. 


 


25 Applicability 
What is the rationale for use of the 
proposed treatment and relevant clinical 
evidence? 
How is the evidence/policies quoted 
above applicable specifically to this 
patient?  Does the patient meet the 
relevant inclusion criteria and if so how? 


 


Clinical severity and quality of life (QoL): 
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26 What is the clinical severity – using 
standard scoring systems where 
possible? 


 


27 How does the current disease status 
affect abilities of independence and self-
care, QoL, etc and is the proposed 
treatment going to have any effect on 
this? 


 


Drug treatment details: 
If the treatment forms part of a regimen, please document full regimen. 


28 Dose, frequency and route of 
administration: 


 


29 Planned duration of treatment:  


30 Is the treatment likely to be repeated? 
How often? 


 


31 What is the anticipated total number of 
treatments for this patient? 


 


32 Give details of the full regimen if relevant 
(including concomitant therapies). 


 


33 What would you consider to be a 
successful clinical outcome for this 
treatment, eg QoL life expectancy, etc? 


 


34 Is this treatment likely to facilitate 
subsequent treatment? 


 


35 How will you monitor the effectiveness of 
this treatment, after how many doses and 
how frequently?  What are the criteria for 
continuing treatment? 


 


36 What are the stopping/exit criteria for this 
treatment?  Define fully using objective 
measurements or recognised 
assessment scales. 


 


37 If this is a drug that is secondary care 
initiated and then prescribing might be 
continued in primary care, have 
appropriate shared care protocols been 
agreed?  If yes, please provide details. 


 


38 Is the treatment licensed for use for the 
requested indication in the UK? 


 


39 Please give information about NNT, NNH 
– ask your pharmacist if the data is 
required. 


 


40 Is the requested intervention part of a 
clinical trial, and what does the trial 
protocol say about continuation of 
treatment after the trial ends? 


 


41 Has private funding previously been 
provided?  If yes, why is NHS funding 
now being sought? 


 


42 Are there any arrangements with the 
manufacturer regarding provision of the 
requested treatment, eg the drug is being 
provided free or under favourable terms? 
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43 Please state the number of cases 
submitted for funding of this intervention 
by the Trust in the last 12 months and 
how this patient differs from others with 
the same condition. 
 
How many other similar patients you may 
see over the next 12 months? 
 
Note:  If there are other similar patients 
(more than 2), please submit a business 
case or seek ‘group prior approval’. 
Your pharmacist and/or 
commissioning manager can advise 
you on this. 


 


44 Please declare any potential conflict of 
interest.  See guidance on last page. 
Support in research projects should also 
be declared. 


 


45 In the case of drug treatments only: All 
information checked and supplemented 
where required and application approved 
by Chief Pharmacist or nominated 
deputy, eg directorate pharmacist, after 
checking that all the questions are 
completed. 


Name: 


Contact details: 


Signature or email confirmation: 


 
Exceptional and Individual Funding Request Form Oct 2019 
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Appendix 3 - Example Policy Referral Proforma 
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Appendix 4 - Equality Impact Assessment 
 


Equality Impact Assessment - Form 
 


Name of Proposal 
(policy/strategy/function/service 
being assessed) 


Exceptional and Individual Funding Requests Policy 


Those involved in assessment: Exceptional Cases Fortnightly Review Panels for 
Drugs and Non Drugs 


Is this a new proposal? Review of policy approved by CCG Governing Body 
on XX 


Date of Initial Screening: 


Date of Screening Review 


17 December 2013 


24 August 2019 


What are the aims, objectives? To ensure a consistent and equitable approach with 
the administration of and the decision-making 
process for exceptional and individual funding 
requests. 


Who will benefit? CCG, primary care, providers, members of the 
public. 


Who are the main stakeholders? CCG, primary care, providers, members of the 
public. 


What are the desired outcomes? To ensure maximum health gain for the population 
within the CCG budgets. 


What factors could detract from the 
desired outcomes? 


Lack of awareness and/or non-enforcement of the 
policy. 


What factors could contribute to the 
desired outcomes? 


tertiary 


Awareness raising of the Policy via the CCG’s 
websites. 


Awareness through GP newsletters. 


Awareness raising at locality meetings. 


Notification of review of the policy by email to 
practices and secondary care providers through 
official email gateways. 


Who is responsible?  
Director of Transformation & Delivery:  Primary and 
Planned Care 


Have you consulted on the proposal? 
If so with whom? If not, why not? 


Policy reviewed by Exceptional Cases Panel and 
approved by IPAC, ratified by CCG GB. 


 


Which protected characteristics could be affected and be disadvantaged 
by this proposal (Please tick) 


Yes No 


Age Consider: Elderly, or young people  ✓ 
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Disability Consider: Physical, visual, aural impairment, 
Mental or learning difficulties 


 ✓ 


Gender Reassignment Consider: Transsexual people who propose to, 
are doing or have undergone a process 
of having their sex reassigned 


 ✓ 


Marriage and Civil 
Partnership 


Consider: Impact relevant to employment and /or 
training 


 ✓ 


Pregnancy and maternity Consider: Pregnancy related matter/illness or 
maternity leave related mater 


 ✓ 


Race Consider: Language and cultural factors, include 
Gypsy and Travellers group 


 ✓ 


Religion and Belief Consider: Practices of worship, religious or 
cultural observance, include non-belief 


 ✓ 


Sex /Gender Consider: Male and Female  ✓ 


Sexual Orientation Consider: Know or perceived orientation  ✓ 


 
 
What information and evidence do you have about the groups that you have selected above? 


Cambridgeshire and Peterborough CCG consider each individual within our populations to be 
of equal value.  We will not discriminate between individuals or groups on the basis of any of 
the above protected characteristics.  However, where treatments have a differential impact as 
a result of age, disability, sex or other characteristics of the patient, it is legitimate to take such 
factors into account. 


 


Consider: Demographic data, performance information, recommendations of internal and 
external inspections and audits, complaints information, JNSA, ethnicity data, 
audits, service user data, GP registrations, CHD, Diabetes registers and public 
engagement/consultation results etc. 


 


How might your proposal impact on the groups identified? For 
example, you may wish to consider what impact it may have on our 
stated goals: Improving Access, Promoting Healthy Lifestyles, 
Reducing Health Inequalities, Supporting Vulnerable People 


 


Examples of impact are given below: 


a) Moving a GP practice, which may have an impact on people with limited mobility/access to 
transport, etc. 


b) Planning to extend access to contraceptive services in primary care without considering 
how their services may be accessed by lesbian, gay, bi-sexual and transgender people. 


c) Closure or redesign of a service that is used by people who may not have English as a first 
language and may be excluded from normal communication routes. 


Please list the positive and negative impacts you have identified in the summary table on the 
following page. 
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1 Summary 


Positive impacts (note the groups affected) Negative impacts (note the groups affected) 


  


N/A N/A 


 


Summarise the negative impacts for each group: 
 


N/A 


 


 


What consultation has taken place or is planned with each of the identified groups? 
 


N/A 


 
 


What was the outcome of the consultation undertaken? 
 


N/A 


 


What changes or actions do you propose to make or take as a result of research and/or 
consultation? 
 


Briefly describe the actions then please insert actions to be taken on to the given 
Improvement Plan template provided. 


N/A 


 


Will the planned changes to the proposal:                                           Please state Yes or No 


Lower the negative impact? N/a 


Ensure that the negative impact is legal under anti-discriminatory law? N/a 


Provide an opportunity to promote equality, equal opportunity and improve 
relations i.e. a positive impact? 


N/a 


 


Taking into account the views of the groups consulted and the available evidence, please 
clearly state the risks associated with the proposal, weighed against the benefits. 


N/A 


 


What monitoring/evaluation/review systems have been put in place? 
 


Overview by Exceptional Cases Team Manager and Monthly Exceptional Cases Panel 


 


When will it be reviewed? 
 


x, or earlier if required by changes in local or national requirements. 
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Date completed: August 2019 


Signature: Charlie Miller / Nicola Miller 


Approved by: Soomitra Kawal, Equality & Diversity System Advisor, CCG 


Date of first 
approval: 
 
Date of reviewed 
approval 


August 2015 
 
 
14 August 2019 


 






image4.emf
Clinical Thresholds  Audit Process AGREED 27 4 16.docx


Clinical Thresholds Audit Process AGREED 27 4 16.docx


CLINICAL THRESHOLD COMPLIANCE AUDIT PROGRAMME



Cambridgeshire & Peterborough CCG and Cambridge University Hospitals NHSFT



Procedures for Managing the Audit Programme and Findings therefrom.





		

		CONTENTS



		Page no



		TERMS OF REFERENCE

		



		

		Background and context…………………………………….

		2



		

		Reasons for Audit……………………………………………

		2



		

		Overall Aims………………………………………………….

		3



		

		Audit Parameters…………………………………………….

		4



		

		Data Sources………………………………………………….

		6



		

		Information Governance…………………………………….

		6



		

		Management of Disputes

		6



		

		Management of Audit Programme

		8



		

		

		



		

		

		



		SCHEDULE 1

		Audit Plan :  Schedule of Clinical Threshold Compliance Audits



		9



		APPENDIX 1   

		List Of C&PCCG Clinical Threshold And Low Priority Policies



		10



		APPENDIX 2

		Audit proposal template…………………………………….



		12



		APPENDIX 3

		Example, Data Recording Template……………………….



		16



		APPENDIX 4

		Characteristics Of Audit Findings And Proposed Treatment For Contract Management Purposes………….



		17



		APPENDIX 5   

		Method For Determining Payment Adjustments………….



		18



		APPENDIX 6:  



		Log Of Outcomes & Actions……………………………….



		21





		

		

		









Document History

		1st Draft

		Outline from Peterborough LCG,   developed for Cambridge

		21.8.15



		2nd draft

		Update after CC&PCCG/CUHFT meeting

		20.7.15



		

		Update after CC&PCCG/CUHFT meeting 24.8.15

		26.8.15



		

		Revised proposed audit schedule

		



		

		Added Appendices 2,4 and 5

		



		3rd Draft Additions: 



		process for managing disagreement on findings

more detail on Data sources

more detail on overall aims

Management of audit programme 

Process to cover LPP as well – included list and references to LPP

		1.9.15



		4th Draft

		Amendments agreed at meeting 14.9.15

		14.9.15



		5th Draft

		Added para 5.2 -  Data selection , at least 3mths activity covered Agreed amendments to Appendix 4 from meeting 5.10.15

Added section - Application of Consequences of Breaches, incorporating Dir of Contracting Perf. &Delivery recommendations 

Updated Dates in audit program to reflect current position



		

6.10.15



26.10.15



		Final

		

		



		

		Date adopted for contract



		…xx. xx 2015



		

		

		



		

		Review Date

		….Aug 2016



		

		

		



		Authors:

		Rachel.Harrison,LCG, in consultation with 

Edward Smith,  Asst Director Commissioning, CUHFT; 

Dr John Firth, Deputy Medical Director, CUHFT

Deidre Miller, Clinical  Audit Manager, CUHFT

		



		

File Ref:

		

Clinical Thresholds Audit Process (CUFHT) DRAFT 26.10.15.docx

		









[image: ]

	





2016-17_contract_cp version 6 doc 	Page 23 of 23



CLINICAL THRESHOLD COMPLIANCE AUDIT PROGRAMME



[bookmark: ToR]TERMS OF REFERENCE





1.    Back ground and context 

Cambridgeshire and Peterborough CCG uses low priority procedure clinical and surgical threshold policies to manage the allocation of finite resources to ensure the people of Cambridgeshire have access on a consistent basis to a wide range of appropriate healthcare interventions.      Treatment is prioritised on the basis of the clinical effectiveness evidence base, safety of treatment and cost effectiveness.  

The policies are developed by local clinicians (both primary and secondary care) and public health specialists. The purpose of such a policy is to confirm the treatment criteria for a particular intervention. Each threshold policy has an evidence-based review and a checklist to document the criteria



Clinical Threshold Policies are written and maintained by the Joint Clinical Policies Forum (CPF) which is an advisory body to the Cambridgeshire and Peterborough Strategic Clinical Prioritisation Group, a sub-committee of the Cambridgeshire and Peterborough Clinical Commissioning Group Governing Body. 





2. Reason for audit

2.1.  Adherence to jointly agreed local threshold policies is a condition of service in the contract between C&PCCG as commissioner and the NHS Trust as provider.  It is monitored as a performance requirement.

NHS Standard Contract Service Conditions state:



29.4 The Provider must: 



29.4.1 require its agents, Sub-Contractors and Staff to adhere to any Referral and treatment protocols that may be agreed between the Parties; 



29.4.2 use all reasonable endeavours to manage Activity in accordance with Referral processes or clinical thresholds set out in the Service Specifications, Pathways or Prior Approval Schemes and in accordance with any Activity Planning Assumptions;



























The purpose of this audit program is to determine the level of compliance for procedures carried out at Cambridge University Hospitals NHS Trust where jointly agreed Clinical Threshold policies apply.  Specifically: 

· Carry out an audit of incidence and assessment of any inappropriate procedures undertaken (see appendix 1 link to policies)

· Where inappropriate procedures are identified the consequences will be as stated in the local NHS Contract  Performance Requirements Schedule 4 c  (see Appendix 5) 



2.2    Areas to audit are prioritised according to the following criteria:

· Annual volume of work and value of procedures

· Rate per 1000 weighted population is significantly higher than elsewhere in CCG

· Significant increases in referrals or activity

· Confusion or uncertainty in primary care about appropriate pathway (evidenced by RSS feedback)

· How recently the procedures had been reviewed by the CCG

· The status of the CCG threshold policy relating to the procedures – those policies that have recently been reviewed and are currently under consultation and about to be published will be given a period of time to allow GPs and secondary care clinicians to become aware of any changes.

· Any other factors e.g.  current pathway development or operational changes



3. Overall aims of this audit programme

The overall aim is to provide evidence of the level of compliance.  The programme should also help to identify where weaknesses exist in processes.  The CCG will use the audit results to help improve the quality of referrals and the consistency in access to appropriate treatment.



3.1. The procedures to be audited are those covered by C&PCCG Clinical Threshold policies and Low Priority Policies.  These are identified in Appendix 1.  



3.2. The programme of audits should be managed as efficiently as possible to obtain meaningful results which can be acted upon to the benefit of the local health system (consistent quality, fairness and value for money). 



3.3. A rolling programme of monthly audits will evaluate a sample of patient notes across a number of specialities against the criteria set out in clinical threshold policies.   The prioritisation of audits and scheduling will be set out in the Audit Plan (see Schedule 1).  The audit plan is detailed in Schedule 1.  



3.4. The audits will be conducted jointly between commissioner and provider.   The audit plan is based on the assumption that one day per month usually provided in two separate sessions is available from GP advisors.  The CCG will draw these GPs from the local team experienced in reviewing referrals through Referral Support Service (RSS).  More time may be resourced if the audit requires it but will be subject to budget approval.  The Provider trust will identify a clinician experienced in the field relevant to the audit to take part in the review of records.



3.5. The time period for selection of patient notes will be determined and the relevant policy in place during that time period will be applied for the purposes of the audit. 



3.6. The statistical significance of the sample size for audit will be considered when determining actions from the findings.    The method for determining the significance will be agreed with the Trust in advance of audit.    (see Appendix 4 and 5)



3.7. Regular monitoring of the programme, reporting of findings, and follow up of actions will be carried out through the contract Clinical Quality Review Group.  Any issues arising that have contract, service or performance implications will be taken through the contract Service Performance and Review Group.



3.8. The findings from the audits will be reported to the provider, the local Commissioners, contract managers and the Joint Clinical Policy Forum.  Findings will be used to inform the policy development process in future, recognising significant changes in practice or evidence base or other relevant factors.   Matters arising from the audit findings will be logged to track follow up actions.  (see Appendix 4).



4. Audit Parameters



4.1. Primary Care

	The audit will firstly determine if the referral from primary care met the criteria as defined in the threshold policy by looking at  either the referral pro-forma in the notes or where that is not available the GP referral letter.



4.2. Secondary Care

4.2.1. The audit is then to examine if the patient meets the clinical threshold as per the policy for the given procedure by looking at the patient’s medical records and case notes. Whether indicated by a complete referral pro-forma completed by primary and counter-signed by secondary care or in the detail of the patient notes. 



4.2.2. Those procedures undertaken outside of the relevant policy will be deemed as inappropriate and non-compliant 



4.2.3. Where there is uncertainty that the criteria have been met, the treating clinician or representative will be given the opportunity to explain how the criteria have been met.



4.2.4. Procedures undertaken where  there is insufficient evidence that the patient’s condition meets the threshold criteria will be deemed non-compliant – the process for adjudicating where there is difference of opinion is outlined in section 7



4.2.5. Where the procedure is deemed non-compliant payment will be with-held in accordance with Performance Schedule 4c of the NHS contract. The process to be applied is described in Appendix 4 and 5 and will commence from April 2016/17 unless otherwise agreed.



4.3. Findings

4.3.1. The audit findings will be applied as a representative example of compliance retrospectively, using the method outlined in Appendix 4 and 5.



4.3.2. A joint report of audit findings will be prepared /shared between the parties after the audit has been completed but before wider dissemination. The report should be drafted within 15 days of the final audit day and circulated for comment.



4.4. Staffing groups to be involved from both C&P CCG and Cambridge University Hospitals NHS Trust (CUFHT)



· Hospital clinicians in relevant field

· GP Commissioners from LCG

· Planned Care Managers from LCG

· Administrator to collate findings



The CCG and CUHFT may seek the assistance of a Nominated external expert to resolve differences of opinion



4.5. Support/assistance required from CUHFT



· Liaison with Trust internal clinical audit team

· Health records retrieval prior to day of audit

· Seeking patient consent if necessary (i.e. where not included on referral pro forma)

· Suitable venue booked at hospital to undertake audit, with access to e-hospital systems if required

· Nominated Trust clinical staff to be involved in undertaking audit, analysis and written report of findings,  



4.6. Audit checklists

An overall checklist (example) is attached as Appendix 3 which will be completed to record the findings during the review of records. The template will be constructed using the clinical thresholds criteria from the policies as published on the Cambridgeshire and Peterborough Clinical Commissioning Group Clinical Policies web site at the time the activity took place.



The CCG will reserve the right to include additional audit questions to explore other anomalies relating to low priority procedures and clinical thresholds or inform pathway improvement, but will seek prior agreement with the Trust.



5. Data sources

5.1. The primary source of data for selecting the cases to be reviewed will be the Contract data set received from the Trust (DSCRO).  Clinical threshold procedures are identified by procedure code in the threshold policies.  The codes are used to identify in the first instance cases that may fall within the policy being audited.  Further sub selection may be required depending on the nature of the particular threshold policy.   The method and rationale for any sub selection will be outlined in the individual audit proposals agreed before the start of each audit.



5.2.  The audit data selection will cover at least 3 months to generate the minimum usable sample size and mitigate the effect of inevitable variations in activity from month to month.  (such as holiday periods, bad weather, etc.).



5.3. Patient health records review will include electronic record and paper record where the electronic record is incomplete.



5.4. Cases to be audited should be selected without bias. These notes should be selected without regard to the referring (or receiving) Consultant or other practitioner or the patients’ personal identity.  Where paper notes need to be examined in absence of electronic record, they should be retrieved and delivered to the audit team without any other intervention or foresight from either party to the audit.  .



5.5. The auditors will need access to the following prime documents as a minimum:

· GP referral letter and/or referral pro forma

· Diagnostic reports/images

· Outpatient pre-op assessment documentation

· Hospital Clinic notes

 

6. Information Governance

6.1. NHS England’s Caldicott Guardian has advised that Quality Control, including Audit, does not constitute direct care or treatment of the patient, and should therefore be covered by the duty of confidentiality i.e. it should not be disclosed. 



6.2. From April 2015 Clinical Threshold referral pro formas have a specific section for consent to be recorded.  However, in the interim period while these are being introduced there needs to be a pragmatic agreement between CUHFT and the CCG on the most appropriate way to conduct audit while adhering to information governance principles and protecting patient confidentiality.  Suggested approaches are:

a) CCG audit through direct consent( depends on policy in place)

b)  Write to patients to gain direct consent

c)  Employ GP's already under contract with  CUHFT  (including honorary contracts) who are governed by the organisations information governance arrangements

d)  Consultant has access to patient notes, GP present to discuss but does not see patient notes.  

6.3. Any transfer of data to support the audit will be anonymised and transfers through secure NHS mailboxes to named individuals. The established contract information mailbox will be used.



7. Management of Disputes

7.1. A process for resolution of disputes will be employed.  The specific purpose is to deal with differing clinical judgements and the consequences of disagreement in the context of clinical threshold compliance, where the failure to agree renders the findings from an audit undetermined and so unusable for the purposes of quality and performance management  (i.e. determining clinical threshold and low priority procedure policy compliance and any financial consequences thereof.)

 For example,  

· The interpretation of the policy in the light of the facts of the case

· The appropriateness of the treatment

· The quality of the evidence.

A first draft report will be shared with clinicians who undertook the audit.    Two weeks will be allowed for parties to comment and correct the draft.



7.2. Where a difference of opinion arises negotiation will take place in the form of written dialogue (e-mail is an acceptable method of dialogue).   E-mail exchanges must be kept as a record for future reference.  The period of dialogue will be time limited, (2 weeks from release of draft report) unless prior notice of absence of key personnel has been given, in which case a later cut-off date will be determined.



7.3. At the end of the 2 week consultation period, the LCG will complete the report (Provisional Report) taking into consideration the comments provided and recording any remaining disagreement stating succinctly each party’s position.



7.4. Where there disagreement of a clinical nature over the audit findings that prevents actions being determined in accordance with Appendix 5 Method for Determining Payment Adjustments an expert opinion will be sought using the steps described below.



7.5. In the first instance, the Co-ordinating LCG will refer the issues where there is disagreement to the CCG Clinical Lead for Prescribing and Clinical Policies for a view.  A summary of the matters under dispute will be compiled by the LCG co-ordinator, using the information collected and reported from the audit and subsequent discussion.   Each party may compile their own position statement if they wish but both parties will agree the factual content of the briefing before it is sent for an internal opinion.    



7.6. If the parties are unable to settle the dispute after considering the internal opinion, the dispute will be referred to an independent expert by the officer co-ordinating the audit work, who will give written notice to that effect to the other parties.  



7.7. The Local LCG Co-ordinator will apply to the CCG Clinical Lead for Prescribing and Clinical Policies for the nomination of an independent expert who will fulfil the requirements, including possessing the necessary expertise and without any conflict of interest. If the Parties can agree the nominated expert is suitable and the expert has their readiness and willingness to provide the expert opinion, then that person will be appointed as the Expert.



7.8. Where the Parties cannot agree the suitability of the nominated Expert or where that person has not confirmed their willingness to act, then the Trust will be asked to nominate an alternative.



7.9. The LCG Audit co-ordinator will be responsible for contacting the nominated External Expert to confirm their willingness and ability to give an opinion.  Within 5 operational days of the appointment, the Expert will be sent :

· a statement of the case for each party

· details of the circumstances giving rise to the Dispute

· the evidence upon which each party’s position relies. 

· specific questions to answer in order to resolve the dispute. 

Each party may complete their own case.

The statement of case should be confined to the issues where there is disagreement. 

The Parties will comply with any request for clarification or information from the Expert in relation to forming the expert opinion in a timely manner (within 5 operational days)



7.10. The Expert will be asked to produce a written decision with reasons within a specified time period as agreed by the Parties.  The decision will be sent in writing to all Parties. Any requests to correct minor clerical errors or ambiguities in the decision should be submitted to the Expert and other Parties within 5 Operational Days following the date of the decision. The Expert must correct any minor clerical errors or ambiguities at their discretion within a further 5 Operational Days and send any revised decision simultaneously to the Parties.



7.11. The Parties must bear their own costs and expenses incurred in obtaining the expert opinion and are jointly liable for the costs of the Expert, which should be determined and communicated to each party in advance.



7.12. The final decision about clinical matters determining compliance or otherwise will be based on the Expert opinion.   The final decision about how to proceed thereafter will be made by the Commissioner.



8. Management of the  Audit Programme

8.1. The LCG support team for Cambridge system will organise and administer the programme of audits., including:

· Prioritisation and scheduling of audits

· Forward booking clinicians time

· Writing up audit proposals, analysing findings and writing up reports

· Communicating with other CCG departments – Quality &Governance,  Public Health other LCGs,  CCG contract leads,  CCG Performance and delivery Leads, and with member GP Practices.



8.2. The Audit programme will be monitored regularly through the Clinical Quality Review Group by means of

· Regular agenda item :  Quarterly

· Progress Report Quarterly including log of audits completed and key findings resulting in actions

· Receipt of Audit reports

· Minuting actions arising from audits.

· Follow up of Actions arising from audits

· Escalating any performance issues to appropriate forum or senior managers.





[bookmark: Sched1]SCHEDULE 1:  AUDIT PLAN



The following factors are used to prioritise the areas for audit. 

· Volume of work and annual value of procedures is significant

· Rate per 1000 weighted population is higher than elsewhere in CCG (reference dataset: CCG clinical threshold benchmarking)

· Significant increases in referrals or activity over 3 years (despite underreporting in 14/15 due to introduction of EPIC)

· Confusion or uncertainty in primary care about appropriate pathway ( evidenced by RSS feedback or other means)

· How recently the procedures have been audited by the CCG

· The status of the CCG threshold policy relating to the procedures – those policies that have recently been reviewed and are currently under consultation and about to be published will be scheduled later to allow time for the GPs and secondary care clinicians to become aware and act on changes.

· Any other factors. E.g. current pathway development or operational changes

  

		 2015/2016

		Policy/procedure

		Annual value



		Rank

		High rates/1000wp

		Activity increasing 

yr on yr

		High % returned referrals (RSS)

		Comment



		16 October

		Hernia

		£400k-£450K 

		(7)

		Above average

		YES

		n/a

		Not reviewed for some time



		November 

		Tonsillectomy/Adenoidectomy 

 

		£300k          

		(10)

		High 14/15

		YES

 

		YES (Tonsils)

		Not reviewed for some time



		24 November

		Colonoscopy (lower GI)

		£1.3m          

		(3)

		Average or above

		YES

		YES (IBS)

		Maybe 2 sessions because of no. of procedures



		December

		Hip Replacement

		£1.5m 

		(2)

		Average

		 

		 

		Ditto



		

		Knee Replacement

		£1.6m 

		(1)

		Average

		 

		 

		Ditto



		January

		Excision Gall Bladder (Cholecystectomy for Gall stones)

		£400k-£450k 

		(8)

		 

		 

		 

		Not reviewed for some time



		

		Lower Back pain surgery

		£150k 

		(13)

		 

		Significant swings

		 

		New pain mngmt pathway May15



		 February

		Dupuytrens Contracture

		£260k 

		(11)

		 

		 

		 

		 



		

		Upper GI endoscopy (Dyspepsia)

		£950k 

		(5)

		Average

		 

		YES (Dyspepsia)

		Policy amended Spring/Summer 15



		March

		Cataracts

		£1.3m 

		4)

		Average

		 

		 

		Pathway devlpmt and Policy amended Spring/Summer 15

?2 sess due to volume



		Q1 2016/17

		Hysterectomy/Heavy Menstrual Bleeding

		£450-500k 

		(9)

		 

		 

		YES 

		Policy amended Spring/Summer 15



		 

		Cystoscopy (Haematuria)

		£110k 

		(15)

		 

		 

		YES

		Policy amended Spring/Summer 15





  



[bookmark: Appdx1]APPENDIX 1:  List Of C&P CCG Clinical Threshold and Low Priority Policies





All the individual policies can be found on the Cambridgeshire and Peterborough Public Health Network website. 



Link:   http://www.cambsphn.nhs.uk/CCPF/PHPolicies.aspx



For interventions covered by a Surgical Threshold Policy (STP) - if the patient meets the relevant policy surgical threshold criteria the referring clinician should complete the applicable sections of the referral proforma and send direct to the secondary care specialist - instructions are available on referral proforma - please ensure referral proforma are completed electronically and submitted in Word format.

Where the patient does not meet the surgical threshold criteria, treatment is considered a low priority and will only be commissioned by the NHS on an exceptional case basis.  Funding through the Exceptional Cases process must be sought prior to referral to secondary care.  The referring clinician should complete the relevant sections of the referral proforma and submit the proforma to the Exceptional Cases Team.

		Surgical Threshold Policy Title

		Which Drop Down Option to Select 



		Assessment of Haematuria (presence of blood cells in urine) in Primary Care

		Cystoscopy Policies



		Assisted Conception

		Fertility Services



		Carpal Tunnel Syndrome

		Orthopaedic Surgery Policies



		Cataracts

		Eye Condition Policies



		Cholecystectomy for Gallstones

		Cholescystectomy for Gallstones



		Circumcision

		Circumcision



		Dupuytren’s Contracture

		Orthopaedic Surgery Policies



		Follow-up Diagnostic Cystoscopy Post Treatment for Bladder Cancer

		Cystoscopy Policies



		Ganglion

		Orthopaedic Surgery Policies



		Grommets With or Without Adenoidectomy

		Ear, Nose and Throat (ENT) Policies



		Heavy Menstrual Bleeding (HMB):  Diagnostic Investigations, Treatment and Surgery

		Heavy Menstrual Bleeding 



		Hernia Surgery for Adults

		Hernia Surgery in Adults



		Hip Replacement Surgery

		Orthopaedic Surgery Policies



		Knee Arthroscopy

		Orthopaedic Surgery Policies



		Knee Replacement Surgery

		Orthopaedic Surgery Policies



		Lower GI Endoscopy (Colonoscopy or Sigmoidoscopy)

		Endoscopy Policies



		Management of Dyspepsia in Primary Care and Referral for Endoscopy

		Endoscopy Policies



		Spinal Surgery for Non-acute Lumbar Conditions

		Orthopaedic Surgery Policies



		Sterilisation

		Sterilisation Policies



		Tonsillectomy

		Ear, Nose and Throat (ENT) Policies



		Trigger Finger

		Orthopaedic Surgery Policies







Lower Clinical Priority Policies 

For interventions covered by a Lower Clinical Priority Policy (LCPP) it is necessary to secure approval of funding through the CCG Exceptional/IFR funding request process prior to referral for treatment.  The referrer will need to demonstrate how the patient meets the criteria relevant to the policy or demonstrate the patient's exceptionality.  See the Exceptional/IFR Cases Funding Request Form for further information:  C&PCCG Exceptional and IFR Request Form.

 

		Lower Clinical Priority Policy Title

		Which Drop Down Option to Select



		Benign Skin Lesions

		Skin Condition Policies



		Bobath Therapy for Cerebral Palsy

		Bobath Therapy for Cerebral Palsy



		Complementary and Alternative Therapies

		Complementary and Alternative Therapies



		Cosmetic/Aesthetic Surgery

		Cosmetic/Aesthetic Surgery



		Functional Electrical Stimulation (FES) for the Treatment of Foot Drop of Neurological Origin

		Functional Electrical Stimulation (FES) for the Treatment of Foot Drop of Neurological Origin



		Laser Treatment for Skin Conditions

		Skin Condition Policies



		Reversal of Sterilisation

		Sterilisation Policies



		Scotopic Sensitivity Syndrome (Mears-Irlen Syndrome) and Coloured Filters/Tinted Lenses

		Eye Condition Policies



		Surgical and Non-Surgical Treatments for Snoring

		Snoring – Surgical and Non-Surgical Treatments



		Varicose Vein Interventions

		Varicose Vein Interventions







 NOTE:  Funding for the following policies may be sought by completing modified referral proforma rather than the Exceptional and IFR Request Form - instructions for completion are available on the proforma - please ensure referral proforma are completed electronically and submitted in Word format.

· Benign Skin Lesions 

· Cosmetic/Aesthetic Surgery 

· Laser Treatment for Skin Conditions 

· Varicose Vein Interventions





[bookmark: Appdx2]APPENDIX: 2

Clinical Audit Proposal Form





		

Title:                                  









		CCG Audit Clinical Lead(s) 

		



		CCG Audit Manager(s)

		



		Provider Organisation Clinical Lead (s)

		



		Provider Organisation Audit Manager

		



		Start Date:

		



		Estimated Finish:



		



		Committee/Group responsible for approving and monitoring project

		(this should at the very least include the appropriate clinical leads, audit managers and contracting leads)









		Project Background / Rationale 





		

This audit is one of a programme of regular audits across procedures in secondary care where clinical threshold policies apply.



The audit is proposed because (refer to prioritisation factors)



· CCG Annual Spend at CUFHT for the policy area is (£ and ranking)

· CATCH/CamHealth activity levels per 1000 wgtd population are 

· Relevant Benchmarking  information supporting audit – high rates, variable numbers, rapidly changing etc, 

· Change in practice

· Other reasons











The Audit will address the following “drivers”:

· Observance of NICE guidance

· Commissioning & Contract Requirements

· Service Evaluation

· Supporting Service Improvement

· Local Service Evaluation

· Re-audit





Objectives 



		The Objectives are:

· to determine the level of compliance for procedures carried out at Cambridge University Hospitals NHS Trust where jointly agreed Clinical Threshold policies (CTP) and low priority policies (LPP) apply.  

· To determine how consistently (CTP referral pro-forma checklists are being used

· After re-audit, to determine whether use of CTP pro forma referral forms improves over time.

· To identify weaknesses or difficulties in referral pathways where:

· there may be a training or communication need

· pathways can be improved

· To identify where threshold policies might be improved, to inform Jt clinical Policy Forum.









Method 



		

Patient Cohort and sample size:



Data drawn from:  [ source and inclusion/exclusion criteria]



Method of selection: [ e.g. period, population subset , random, in turn, every alternate record, other means]





Audit Criterion – as per the criteria set in the Threshold Policy:

·  

·  

·  

·  

·  



Process:

The steps below outline the process that will be followed during the audits:

		1













2

		Review the following documents:

· Referral letter

· Accompanying referral proformas if any

· Any diagnostic reports

· Pre op assessment notes

· Consultant clinic notes



Check through the clinical notes of patients who meet the inclusion criteria for the above cohort for the period of audit.





		3



		Record the date of the procedure





		4





5







5.1

5.2 

5.3

5.4



		· Record whether pro-forma used or not by referrer (lack of a referral proforma will not, of itself, be evidence of non-compliance with the policy)

· 

Check and record whether referral criteria have been met with reference to the threshold policy criteria, being one of the following: 

 [Insert from policy checklist]

 

·  

·  

·  

· 



		

6





7



8



		

Where no pro forma has been used check case notes for evidence of criteria being met. 



Check if BMI is recorded and or weight loss advice



Check if the smoking status and advice given is recorded.

Patient is a non-smoker

OR

Patient has been advised of the surgical and post-surgical risks associated with smoking and referred to a smoking cessation service.

OR	

Patient has been advised of the surgical and post-surgical risks associated with smoking, but does not want to be referred to a smoking cessation service.



Evidence of the above clinical conditions but lack of record in the notes of BMI, weight loss, smoking status, or smoking cessation alone will not be evidence of non-compliance with the policy.



		

9













10

		

Check whether treating clinician has positively confirmed criteria met, eg. 

· Use of pro forma checklist 

· Any other means 

(lack of a positive statement about criteria having been met will not, of itself, be evidence of non-compliance with the policy if the notes indicate that criteria have been satisfied)



If criteria are not met, check and record whether exceptional funding request has been submitted and granted or rejected.







In order to capture the information above the audit team will populate a clinical audit template, (Clinical Audit data recording template to be prepared and appended to this document)



Dispute resolution:

If there is a difference of clinical opinion during the audit or interpretation of the finding an expert opinion will be sought, using the process outlined in the Terms of Reference, Section 7.









Timescales and Resources





		Task

		Completed by:

		Additional support required (Y/N) – specify who the support is required from



		

		who

		when

		



		Methodology/TOR agreed.

		CCG/CUFHT

		

		



		Agree data collection method.

		CCG/CUFHT 

		

		



		Agree audit team and date of audit

		CCG/CUFHT

		

		



		[Honorary contracts issued].

		CUHFT

		May be in place already

		



		Audit commences.

		LCG team

		

		



		

Draft joint report completed

		LCG Team/CUHFT

		7  working days from last day of audit

		



		

CUHFT comment on draft report.

		CUHFT

		7 working days from receipt of draft report

		



		Findings reported to:-

· LCG members

· CUHFT Clinical team

· CCG contracting Team



		LCG Team/CUHFT

		

]Next available 

] mtg

Tbc

		









Any other support that may/will be required:

		

















Information Governance



The CCG will work with CUH and lead clinicians undertaking the audit to address information governance requirements. 



The GP leading this work for the CCG holds an honorary contract with the Trust and works within the Provider organisations information governance framework.

No patient identifiable information is recorded for the purposes of analysing the findings.

All transfers of information for the purposes of identifying cases to be reviewed are anonymised and transferred through secure NHS.net mail boxes to named individuals.  Receipt is tracked.







R.Harrison

Planned Care, Cambridge System

C&PCCG

4 Aug 2015
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APPENDIX 4 :    CHARACTERISTICS OF AUDIT FINDINGS AND PROPOSED TREATMENT FOR CONTRACT MANAGEMENT PURPOSES.

		

		Criteria

met

		Evidence in record

		Assessment

		Outcome

		Measured by:



		A

		Y

		Y

		Clearly met criteria or Exceptional case applied and approved

		Assurance given 

Level of compliance established

No further action

		

Compliance  demonstrated





		B

		?Y

		? X

		Probably met the criteria, but evidence weak or incomplete

		Some assurance given

Action reqd:

Improve assurance systems & information capture.

Joint investigation of root causes of weaknesses.

		Joint plan for improved information capture or process improvement to address weakness in agreed areas.



Progress and delivery of plan to be monitored quarterly through CQR 

Impact of improvements demonstrated through follow up audit.



		C

		?X

		Y

		Disagreement on interpretation of policy, - e.g. too vague, undefined terms, change in practice or evidence, other.



Decision about compliance cannot be made

		Action Reqd: 

Document Provider/Cmssr positions

Refer for expert opinion.

 If required:-

· Amend policy if required through existing CPF process

· LCG Task & Finish Group to clarify pathway

		

Change in policy adopted

or

Change in pathway adopted



Re-audit 6mths after issue of re-policy or pathway revision.



		D

		?Y

		X

		May have met the criteria but little evidence to demonstrate the case

Decision about compliance cannot be made

		Action reqd:  Improve assurance systems & information capture.

Joint investigation of root causes of weaknesses.

		· Joint plan for improved information capture or process improvement to address weakness in agreed areas.

· Progress and delivery of plan to be monitored quarterly through CQR or Technical Group as appropriate.

· Impact of improvements demonstrated through follow up audit.



		E

		?X

		X

		Did not meet policy criteria, may have merited treatment as an exceptional case, but no funding approval applied for or approved

		Action Reqd:

Specific example to be referred to Exceptional Case Panel.

If ECP rules case IS exceptional, action to be taken as in (D) above.

,   

If ECF rules case NOT exceptional – it will be categorised as (F) below.

		· Joint plan for improved information capture or process improvement to address weakness in agreed areas.

· Progress and delivery of plan to be monitored quarterly through CQR or Technical Group as appropriate.

· Impact of improvements demonstrated through follow up audit.  If still not compliant at second audit Contract penalties will apply.



		F

		X

		X

		Did not meet the criteria (includes Low Priority procedures)

		Action Reqd:

Breach of Clinical Threshold or LPP Performance standard.

		Contract Notice of Payment adjustment

Amount determined by formula outlined below in Appendix 5. 









[bookmark: Appdx5]APPENDIX 5:   METHOD FOR DETERMINING PAYMENT ADJUSTMENTS





1. The consequences of contract breach are set out in Schedule 4C Local Quality Requirements.  

Further definition is provided to provide clarity as to how the financial consequences of breach will be calculated and applied.



		Quality Requirement

		Threshold

		Method of Measurement

		Consequences of Breach



		Adherence to the Cambridgeshire & Peterborough NHS Clinical Policies – Lower Clinical Priority Policies and Surgical Threshold Policies (“the policies”) as published at 

http://www.cambsphn.nhs.uk/CCPF.aspx



		Any treatment carried out in breach of the policies.



		Review of monthly Commissioning datasets.

Joint audit of procedural checklists and/or notes.

Clinical Audit for evidence of compliance

		The Commissioner shall not be liable to pay for activity not in adherence with the Provider’s responsibilities under the agreed policies.

Any findings from audit will be applied from the date of the original lapse in compliance and extrapolated to the full period of non-compliance.







For the purposes of application of consequences, the terms expressed above will be interpreted as follows:-

· Date of the original lapse in compliance will be the beginning of the period being audited  (i.e start of the relevant Quarter).



· Extrapolated to the full period of non-compliance will mean the beginning of the period being audited up to and including the last full month of the contract year at the point of reporting the audit finding (at next available flex&freeze date)



·  Consequences of Breaches will be logged as a Contract Query.  i.e. for the next available SPRG following the audit report as part of the established SPRG contract management process.





PROCESS FOR FINANCIAL ADJUST MENT



1. An audit is undertaken.  

The reported results should include an assessment of the level of assurance and compliance with threshold policies, according to Schedule 4.  



2. The level of non-compliance to a policy expressed as % is agreed between the CCG and the Provider.

The % non-compliance will be calculated using the Wilson Score Method for Calculating Proportions or Rates  (see below),.

· The  numerator will be the number of cases observed not meeting the criteria in the policy

· The denominator will be the sample size, i.e. number of cases identified and included in the review.

· The findings from the audit sample will be extrapolated to the whole CCG wide contract using the proportion (%) generated, applied to the actual value of relevant activity for the period in question (see 4 below).

· The upper and lower confidence limits produced by the calculator  will only be applied in exceptional circumstances and by agreement;  for example where there is significant due to service change in the relevant period that where a simple pro rata value cannot be calculated.



3. Where The % non compliance is deemed significant it will be applied to activity retrospectively from the beginning of the quarter being audited up to the latest contract “flex and freeze”  date. 



4. There will be agreement about the length of time the trust have to implement necessary actions to recover (no longer than 3 months from date of release of report/date of reporting to CQR or SPRG whichever is earlier)





5. A repeat audit is undertaken 

· The process outlined above is then followed again.









Wilson Score Method for Calculating Proportions or Rates



Source:   http://www.erpho.org.uk/statistical_tools.aspx



Commonly used public health statistics and their confidence intervals
This APHO spreadsheet provides Excel formulæ for calculating the more common types
of statistic used within public health intelligence. These include rates, proportions,
means and age-standardised rates and ratios. Formulæ are also given for calculating
confidence intervals for all of these statistics.

The traditional method of calculating confidence intervals produces negative CIs for 
small numbers and symmetrical intervals at small numbers which are incorrect. 
For this reason Altman et al recommend the score test also known as Wilson's method 
instead of the traditional method. It gives wider confidence intervals than exact methods 
and is thought to be statistically more robust. The APHO spreadsheet uses Wilson's 
method for confidence intervals around rates



		Reference

		 

		 

		 

		 



		1: Wilson EB. Probable inference, the law of succession, and statistical inference. J Am Stat Assoc



		    1927; 22: 209–12.

		 

		 

		 

		 



		2: Newcombe RG, Altman DG. Proportions and their differences. In Altman DG et al. (eds). Statistics



		    with confidence (2nd edn). London: BMJ Books; 2000: 46–8.

		 

		 









		Wilson Score Method for Calculating Proportions or Rates





		Population size

		 = 

		Total activity (All C&PCCG)  for period sampled, in the cohort as defined by the audit



		Sample size

		 = 

		number of cases audited



		Confidence Level

		 = 

		How many times in 100 the sample finding would represent reality



		Margin of error

		 = 

		To what extent the findings might be biased + or -



		



		EXAMPLE 

		 EXAMPLE

		 



		

		Audit conducted in August

		 Activity (spells)

		 Value £



		Activity for period (Qtr) 

		As selected by agreed method specific to the individual audit 

		154

		 



		Sample : 

		Selected from DSCRO dataset for review

		 

		 



		

		Procedure codes as defined by CT  policy

		78

		



		

		Period 1 Apr – 30 Jun 15

		 

		 



		

		

		

		

		



		Number found to be not compliant

		3 out of 78

		

		3

		£6,681



		Statistical Significance using Wilson Score Method gives, for this sample size,

		 

		



		         

		Confidence level

		

		95%

		 



		

		Proportion non-compliant

		

		

		3.8%

		 



		

		with  Confidence Interval

		 Lower limit

		 1.3%

		

		



		

		

		Upper Limit

		10.7%

		

		 



		Contract adjustment:  

		

		

		 Spells (rounded)

		  Value £



		A

		Value of Non-compliance from Sample



		3 x actual price

		

		3

		£6,681



		B

		Whole contract, same period



		154 * 3.8% *actual price

		6

		£13,062



		C

		Whole contract activity to Sept Flex & freeze date (3.8%*actual value 6mths)

		12

		£26,0654



		D

		Not agreed sum continues monthly at 3.8% of relevant activity



		

		



		E

		Repeat Audit – new level of non-compliance (better)  1.5% logged monthly

Trust receives portion of “Not agreed” payment  (3.8%-1.5%) from start of period covered by 2nd audit.



		

		



		F

		Repeat Audit - No Improvement, “Not Agreed” sum remains unchanged.

Payment with held for period up to second audit.  Value of 3.8% non –compliance continues to be logged monthly 



		

		



		G

		Repeat Audit – new level of non-compliance  (Worse) 5% logged monthly.

“Not agreed sum” to date of second audit withheld
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CLINICAL THRESHOLD Audit Programme  2015/16 (and recent history)



		Audits Completed to date

		Specialty/ Procedure Policy

		Date

		Findings reported

		Outcome/Actions



		MSK

		Total hip Replacement

Total Knee Replacement

		

September 2013



		

See report :  \MSK audit results presentation.ppt



		Urology

		Haematuria



		November 13

		 

See report :\Urology\HAEMATURIA CLINICAL AUDIT OUTCOME1.docx



		Gastroenterology

		Upper GI Endoscopy

		29 January,

18 February

23 April  2014

		

 See report : \Gastro\Audit\Dyspepsia_without alarm signs_endo clinical threshold AUDIT OUTCOME_270514_final.docx





		Dermatology

		Benign Skin Lesions

		30 April 2014

		· There were no notes which fulfilled the inclusion criteria for the audit cohort. 

· It appears there is no particular code to identify the precise cohort for the audit.

		CATCH team to discuss this further with the clinical leads





		Gynaecology

		Heavy Menstrual Bleeding

		Jan 2015

		· no systematic approach to medical management

· consensus that the HMB pathway needs to be strengthened 

· none of the GP referral letters were in the notes

· need to encourage GPs to use the proforma 



		· Taken to Jt CPF

· Awaiting agreement of improved guidelines & pro forma 



· Pro Formas to be included in DXS system for GPs



		Urology

		Assessment of Haematuria

		30 March 2015

		· 10% (5/47) did not meet threshold.

· 10% (5/47) had insufficient information in notes to determine whether criteria met.

· No GP referral letters in the notes

· secondary care consultants need to be better at questioning whether clinical threshold has been made before a referral is accepted.

· High proportion of cases have CT scan – where is the evidence for using ?

		· Taken to Jt CPF May15.  

· Amendments to referral pro forma proposed and awaiting final approval.

· Pro Formas to be included in DXS system for GPs

IF Perf. clause had been invoked the consequence would have been: max. £23k (calc. as 10% of total  value of cystoscopy activity for yr 2014/15 DSCRO reported)



		Audits Completed to date

		Specialty/ Procedure Policy

		Date

		Findings reported

		Outcome/Actions



		

Orthopaedics



		

Knee Arthroscopy

		

3 July 2015

		· No cases reviewed were clearly not meeting the clinical threshold policy 

· The criteria are loosely applied in some cases and would benefit from further definition.

· Painful knees due to degenerative OA are likely to be considered appropriate for arthroscopy because criteria are loosely defined and always likely to apply.  Recent evidence published suggests this is not  always beneficial

		Recommended  changes to reflect latest published evidence will be taken into consideration in the new version of the knee arthroscopy policy.

(Released Sept 15)



		

General Surgery

		

Hernia



		

16 Oct 2015

		

		



		ENT

		Tonsillectomy/ Adenoidectomy

		23 Nov 2015



		

		



		Gastroenterology

		Colonoscopy/ Sigmoidoscopy

		24 Nov  2015
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1. INTRODUCTION



Quality Assurance visits are undertaken as part of a wider process to gain assurance about the quality and safety of services being commissioned by the Cambridgeshire & Peterborough Clinical Commissioning Group (CCG).



This document outlines the:



· Triggers for quality assurance visits

· Decision to make a visit, announced or unannounced 

· Planning of visits

· Feedback and reporting after the visit

· Planning and monitoring of action plans.





2. RATIONALE FOR QUALITY ASSURANCE VISITS 



The established CCG process of quality monitoring through Contract and Clinical Quality Review meetings and CCG Quality Dashboards provides regular and robust assurance on key elements of provider services’ quality such as safety, effectiveness, patient experience, responsiveness and leadership (for definition of these key domains see Appendix 6). This methodology is aligned with the approach used by CQC in their refreshed inspection regime (2015) and the provider handbooks can be used as a reference for ‘good’ quality of care standards[footnoteRef:1].  [1:  The CQC provider handbooks are available on the CQC website for NHS and independent acute providers, Community Adult Social Care, Community Health Services, NHS 111 providers, NHS and independent ambulance services, NHS General Practice and GP out-of-hours services. The SOP will be reviewed when further alignment of the CQC’s ‘well-led’ domain and the ‘use of resources’ judgement framework with the  NHS Improvement’s  Single Oversight Framework has been carried out. ] 






3. TRIGGERS FOR VISITS



TRIGGER 1: Identification of a high-level and persistent risk of harm to patients

All CCG staff who identify one or more concerns that are assessed by the CCG as high-risk[footnoteRef:2] and persistently[footnoteRef:3] affect the delivery of safe, effective, caring, responsive or well-led services at a provider must escalate this issue to the CCG’s Chief Nurse or the Deputy Chief Nurse verbally and by completing the Briefing Template (Appendix 2). Wherever possible the risk rating should triangulate with other intelligence from, e.g. Soft Intelligence Line, Contract Team, performance data, complaints, Serious Incidents and intelligence from the CCQR process, provider or others in the health economy, e.g. GPs, HealthWatch, NHS England). [2:  An issue is defined as high-risk if the impact on quality is rated RED using the risk matrix below.  ]  [3:  Persistent is defined as a trend or grouping of where the issue has manifested itself relating to one or more quality domains of safe, effective, caring, responsive, or well-led. This may be through high variance on the quality metrics or outcomes, frequent occurrence of this issue, high cost of underperformance against quality, trend of concerns originating with patients or the health economy. 
] 




TRIGGER 2: Provider identified concern and seeks external assurance through CCG-led visit[footnoteRef:4] [4:  This refers to Cambridgeshire and Peterborough CCG visits only. Should the visit be led by another CGG, then their SOP will prevail. ] 


If a provider requests a CCG-led quality assurance visit to seek external assurance, they must risk assess the concern as described in Trigger 1. If the risk is rated as RED, the provider is asked to describe the concern(s) by completing the Briefing Template (Appendix 2) and to inform the CCG’s Deputy Chief Nurse of the request for external assurance. The CCG will then review the risk rating and take a view on the need to carry out a quality assurance visit depending on the CCG’s risk rating. 





TRIGGER 3: Supporting improvement and system-wide implementation of best practice

Visits may also be carried out to assure the CCG, the provider and their stakeholders  that a previously identified high-risk and persistent issue[footnoteRef:5] has been addressed or quality improvement initiatives have led to sustainable improvement of quality. Alternatively, the provider may want to demonstrate that it maintains continuously high standards of safe, effective, caring, responsive and well-led care as part of their contract, including working in partnership with Healthwatch, Cambridgeshire.  [5:  For example, the issues may have been previously identified through the regulatory or CCQR process or during an earlier quality assurance visit. 
] 






4. DECISION TO MAKE AN ANNOUNCED OR UNANNOUNCED VISIT



The decision to make an announced or unannounced visit will depend on the risk rating of the issue(s) identified, in particular where harm to patients is involved. Appendix 1 shows a flow diagram of the process.



Announced visits

An announced visit will be carried out if:

· The issue is risk rated as 20 or lower (as evidenced in the Briefing)

· A provider requests the CCG to provide external assurance

· The CCG provides support to continuous quality improvement and system-wide implementation of best practice.



These visits will be scheduled on the Quality Assurance Visit Programme. 



Unannounced visits

All issues and concerns identified with a risk rating of 25 will be considered for an unannounced visit due to a high risk to quality (in particular if risk is related to patient harm/safety). The aim is to schedule the unannounced visit as soon as necessary but within 5 working days from identifying the issues/concerns.  





Cancelling or postponing a visit

The CCG’s Chief Nurse or the Deputy Chief Nurse may decide not to undertake or reschedule a visit, if:

· The issue(s) have recently been reviewed, or are due to be reviewed externally by other commissioners, the Care Quality Commission (CQC), NHS England or another stakeholder. Assurance may be gained from such reports and action plans.

· Robust assurance is provided by the provider or the wider system, that the risk is mitigated to an acceptable level at this point in time.

· Staff with the required expertise to carry out the visit are not available and a replacement cannot be found in time.  






5. PLANNING AN ANNOUNCED VISIT



An announced visit consists of the following stages:

· Preparation of the visit

· Visit on site 

· Feedback and reporting 

· Improvement and monitoring.





Preparation of the visit



Briefing 

The Briefing Form provides a synopsis of the issue and any supporting evidence to provide background information to the visiting team. Any triangulated information should also be included into this document. This should not be longer than two A4 -pages and the template in Appendix 2 may be used, but as a minimum the following headings have to be addressed:

· The issue(s) 

· The risk rating (see Appendix 3)  

· Duration of the issue, e.g. number of occurrences, number of clinical areas affected

· Contact details of key staff at the provider: In-hours typically Chief Executive Officer, Medical Director or Director of Nursing or another appropriate senior manager, e.g. the Duty Manager. Out of hours the Site Manager should be contacted and asked to inform Director on Call that review team is/will be on site. This should include the CCG Director on Call, if known.



Preparing the team of reviewers and the provider for an announced visit

A date for the announced visit will be set by the CCG’s Chief Nurse or the Deputy Chief Nurse. The provider will be informed of the date with a formal email or letter as soon as a definitive date has been set, normally 10 days prior to the visit. The letter will be drafted by the Quality Team. 



The letter should include as a minimum:

· The concerns that have triggered the visit (any patient and user feedback will be anonymous)

· The date and time of the visit

· An outline of the areas that the visit is to cover and what methodology will be used, e.g. observations, interview. 

· The names and job titles of the reviewers (including any special requirements, e.g. access requirements, communication aids)

· Wherever possible the provider should be advised what documentation will be reviewed on the day.  

· The format of the visit including:

· Any staff and/or user groups that the reviewers would like to meet 

· Specific locations, services or types of activities

· Evidence and documentation that is planned to be reviewed on the day. 

· An explanation of the visit process. 





Team of reviewers

The CCG’s Deputy Chief Nurse will contact suitable people from the list below and invite clinical experts to join the team as required. The visiting team will consist of at least one clinical CCG staff member and one or more of the following:  



· Members of the CCG’s Quality Directorate, one of them must be clinical

· Member of CCG staff to act as subject experts, e.g. Pharmacy

· Identified GPs 

· Lay members of the CCG

· Commissioning/Contract Managers

· Representatives from associate Commissioners or Local Authorities

· Authorised Representatives from other organisations, such as HealthWatch (for role description see Appendix 5).





If the visit is in response to a specific identified risk or quality issue, the visiting team may include members with specific expertise in the relevant area. These members may be external to the CCG. The number of reviewers will be proportionate to the size of the provider, the number of issues or specialities reviewed.



The CCG’s Chief Nurse or the Deputy Chief Nurse will identify a clinical lead reviewer. The lead reviewer is responsible for implementing this SOP. 



The role of the clinical lead reviewer



The lead reviewer is responsible for:

· Ensuring that good records of the findings are taken by all reviewers and notes are destroyed in line with the CCG’s Records Management and Lifecycle Policy[footnoteRef:6].  [6:  See CCG’s Records Management and Lifecycle Policy] 


· Confidentiality is observed at all times.

· Ensuring that reviewers are clear about the Code of Conduct for visits (see Appendix 4), in particular when speaking with staff, patients and the public.

· Feeding back any serious issues to the provider on the day.

· Leading on the writing of the letter/report and drafting of recommendations. 

· Disseminating the letter/report and its recommendations to all relevant parties as set out below.



6. PLANNING AN UNANNOUNCED VISIT



Once the decision to make an unannounced visit has been made by the CCG’s Chief Nurse, a briefing document may be prepared and a team of reviewers will be assembled as described above, omitting the notification process. All visits will then be carried out as described below.  





7. CARRYING OUT THE VISIT



On the day of the visit, the team will meet briefly before the start of the visit to: 

· Understand the issues 

· Share any recent relevant intelligence[footnoteRef:7] [7:  This could be an up-date from such sources such as Soft Intelligence Line, contract team, performance data, complaints, Serious Incidents and intelligence from the CCQR process, provider or others in the health economy, e.g. GPs, HealthWatch, NHS England)

] 


· Clarify the reviewers’ roles

· Ensure that any visiting team member not bound by contractual confidentiality agreements, sign the confidentiality document (see Appendix 5)

· Clarify any specific areas or groups that need to be reviewed. 



On arrival, the lead reviewer will introduce themselves at reception and ask for the named key member of staff, usually the Chief Executive Officer, Director of Nursing/Chief Nurse or their Deputy during the day time or another appropriate senior manager such as the Duty Manager. During visits out of hours the team would contact the Site Manager. 



The lead reviewer will also introduce the review team and briefly explain: 

· How the visit will be conducted (including the code of conduct)

· What documents are required for on-site review

· Which clinical areas the visiting team would like to review 

· Who the review team would like to meet during the visit. 

· Consideration will be given to operational, infection control and other safety requirements to ensure that it is safe and appropriate to visit the proposed areas, staff and patients. 



During a visit all reviewers are expected to:

· Wear an identifiable name badge and be prepared to have their identity checked

· Treat staff, service users and their families and carers fairly, courteously and respectfully 

· Ensure that the dignity and privacy of service users, patients, carers, families and staff are maintained at all times

· Exhibit no discriminatory behaviour

· Respect confidentiality and not to disclose confidential or sensitive information unless there is a genuine and urgent concern about the safety and wellbeing of a service user or patient, or if the individual concerned consents to the sharing of the information

· Comply with all operational, infection control and health and safety requirements

· Avoid interrupting the effective delivery of health care provision

· Refrain from making unreasonable demands on staff, users and patients or disrupting services outside the agreed visiting schedule.





8. REVIEW OF PATIENT RECORDS AND OTHER DOCUMENTATION



It may be important for the visiting team to review the organisation’s patient and other documentation, for example care plans or risk assessments. Patient records and other patient identifiable information can only be reviewed if the patient has given explicit consent prior to review of the documentation[footnoteRef:8]. The consent must be obtained and documented prior to accessing the records. Records and notes made on the day will be anonymised to ensure feedback and information remains confidential.  [8:  Patient-identifiable information relating to people, who have no capacity to give consent, is to be excluded from review.] 


All notes of discussions with staff or patients will be anonymised to ensure feedback and information remains confidential. Records and notes from and other documentation of the visit will be stored securely and destroyed in line with CCG information governance requirements[footnoteRef:9] once they are no longer required.  [9:  See CCG’s Records Management and Lifecycle Policy ] 






9. FEEDBACK IMMEDIATELY AFTER THE VISIT



The lead reviewer will ensure that verbal feedback is given to the provider at the end of the visit, e.g. to the Chief Executive Director, Director of Nursing/Chief Nurse or Duty Manager or their Deputies. The feedback will outline the key findings of the team as well as good practice identified, either face to face or by telephone. 



Any issues identified during the visit that need to be addressed urgently to improve patient safety, patient experience, patient outcomes or clinical practice will be raised with the provider as soon as they are identified. If the review team identifies high risk safety issues, the service provider will be asked to rectify the situation within agreed timelines. Where illegal activity is identified the relevant authorities and the CCG’s Chief Nurse will also be informed. Where appropriate, a joint submission/notification to the relevant authorities is the preferred option.  







10. FORMAL FEEDBACK 



Formal Report/Letter

The lead reviewer will lead on writing of the report/letter, asking all reviewers for their input as appropriate. As a minimum the report/letter must include:



· Provider name, date and time of the visit 

· Name and Job titles of the all reviewers, with the lead identified

· The risk rating and a brief summary of the evidence that triggered the visit

· A summary of issues identified including a balanced and proportionate judgement 

· Findings categorised into immediate concerns, issues identified and good practice and if possible link to the 5 CQC domains

· Any recommendations to the provider

· Any actions and timelines that were agreed on the day of the visit

· Timescales for returning relevant documents to the CCG.  



The report/formal letter must include a balanced and proportionate description of the findings, e.g. how many areas, patient groups or staff are affected. It also should describe the basis of the judgement, e.g. how many patients, relatives, visitors, staff commented on the issue out of those that were spoken to. The production of letters or reports and other documents must be to the timeline below. 



		Timeline for Letters

		Completed within



		Formal letter send to provider 

		2 working days



		Any comments re letter or recommendations received from  provider 

		5 working days



		CCG responds to provider comments 

		2 working days



		Action plan for implementing the recommendations received from provider

		5 working days



		



		Timeline for Reports

		Completed within



		Action plan - addressing urgent issues fed back after visit - received from provider

		5 working days from visit



		Draft report send to provider

		5 working days 



		Factual accuracy check results received from provider 

		5 working days



		Final report issued to provider

		2 working days



		Action plan (addressing all issues raised and recommendations) received from provider

		20 working days



		

		







11.	ACTION PLANS



Any action plan produced by the provider as a result of a visit will be monitored either by the clinical lead reviewer or through another agreed CCG mechanism. Providers may add these actions to other action plans that are shared with the CCG regularly, e.g. quality improvement plans. Once all actions have been completed and sufficient assurance of quality improvement has been received by the CCG’s Chief Nurse the action plan can be closed. 






Appendix 1: Quality Visit Process Chart 
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Appendix 2: Briefing for Quality Assurance Visits 





		Name of person raising the concern:

		



		Role:

		



		Designation:

		



		Directorate:

		



		Telephone number:



		



		Email address: 



		







Please provide a short summary of the concern raised by answering the questions below



Why are you concerned?







What are the affected clinical areas?









Do you have any other evidence that this is a high-risk and persistent quality issue (e.g. Soft Intelligence Line, contract team, complaints, Serious Incidents, performance data, CQC information sharing meetings) and intelligence from the provider or others in the economy, e.g. GPs, HealthWatch, NHS England or Local Authority)? 









Please provide a risk rating (see Appendix 3 for instructions on risk rating) 











What is done by the provider to mitigate this risk? Why do you think that this is not enough? 











Who should the Quality Team contact if they require further information prior to the visit? 







Information required for Administration Purposes (to be completed by Quality Team only)

		Team members to attend:

		



		Type of Visit:

		Announced  / Unannounced



		Duration of Visit:

		



		Time Limitation/Preferences:

		





Appendix 3: Risk matrix to be applied when rating for trigger 1 based on National Patient Safety Agency’s Risk Matrix                                                                   



Quality assurance visits are specifically designed to review aspects of quality as defined by the CQC five domains (see appendix 6). Therefore only the risk domains that are relevant to assessing risks to quality have been listed here. For a full risk matrix see the NPSA website. 





Instructions for use of the Risk Matrix

1	Define the risk(s) explicitly in terms of the adverse consequence(s) that might arise from the risk. 

2	Use table 1 below to determine the consequence score(s) (C) for the potential adverse outcome(s) relevant to the risk being evaluated. 

3	Use table 2 below to determine the likelihood score(s) (L) for those adverse outcomes. If possible, score the likelihood by assigning a predicted frequency of occurrence of the adverse outcome. If this is not possible, assign a probability to the adverse outcome occurring within a given time frame, such as the lifetime of a project or a patient care episode. If it is not possible to determine a numerical probability then use the probability descriptions to determine the most appropriate score. 

4   Calculate the risk score the risk multiplying the consequence by the likelihood: C (consequence) x L   (likelihood) = R (risk score) 

5	Identify the level at which the risk will be managed in the organisation, assign priorities for remedial action, and determine whether risks are to be accepted on the basis of the colour bandings and risk ratings, and the organisation’s risk management system. Include the risk in the organisation risk register at the appropriate level. 





Table 1: Identify the consequence scores 

Choose the most appropriate domain for the identified risk from the left hand side of the table. Then work along the columns in same row to assess the severity of the risk on the scale of 1 to 5 to determine the consequence score, which is the number given at the top of the column. 

		

		Consequence score (severity levels) and examples of descriptors 



		

		1 

		2 

		3 

		4 

		5 



		Domains 

		Negligible 

		Minor 

		Moderate 

		Major 

		Catastrophic 



		Impact on the safety of patients, staff or public (physical/psychological harm) 

		Minimal injury requiring no/minimal intervention or treatment. 



No time off work

		Minor injury or illness, requiring minor intervention 



Requiring time off work for >3 days 



Increase in length of hospital stay by 1-3 days 

		Moderate injury  requiring professional intervention 



Requiring time off work for 4-14 days 



Increase in length of hospital stay by 4-15 days 



RIDDOR/agency reportable incident 



An event which impacts on a small number of patients 









		Major injury leading to long-term incapacity/disability 



Requiring time off work for >14 days 



Increase in length of hospital stay by >15 days 



Mismanagement of patient care with long-term effects 

		Incident leading  to death 



Multiple permanent injuries or irreversible health effects

 

An event which impacts on a large number of patients 



		Quality/complaints/audit 

		Peripheral element of treatment or service suboptimal 



Informal complaint/inquiry 

		Overall treatment or service suboptimal 



Formal complaint (stage 1) 



Local resolution 



Single failure to meet internal standards 



Minor implications for patient safety if unresolved 



Reduced performance rating if unresolved 

		Treatment or service has significantly reduced effectiveness 



Formal complaint (stage 2) complaint 



Local resolution (with potential to go to independent review) 



Repeated failure to meet internal standards 



Major patient safety implications if findings are not acted on 

		Non-compliance with national standards with significant risk to patients if unresolved 



Multiple complaints/ independent review 



Low performance rating 



Critical report 

		Totally unacceptable level or quality of treatment/service 



Gross failure of patient safety if findings not acted on 



Inquest/ombudsman inquiry 



Gross failure to meet national standards 



		Human resources/ organisational development/staffing/ competence 

		Short-term low staffing level that temporarily reduces service quality (< 1 day) 

		Low staffing level that reduces the service quality 

		Late delivery of key objective/ service due to lack of staff 



Unsafe staffing level or competence (>1 day) 



Low staff morale 



Poor staff attendance for mandatory/key training 

		Uncertain delivery of key objective/service due to lack of staff 



Unsafe staffing level or competence (>5 days) 



Loss of key staff 



Very low staff morale 



No staff attending mandatory/ key training 

		Non-delivery of key objective/service due to lack of staff 



Ongoing unsafe staffing levels or competence 



Loss of several key staff 



No staff attending mandatory training /key training on an ongoing basis 



		Statutory duty/ inspections 

		No or minimal impact or breech of guidance/ statutory duty 

		Breech of statutory legislation 



Reduced performance rating if unresolved 

		Single breech in statutory duty 



Challenging external recommendations/ improvement notice 

		Enforcement action 



Multiple breeches in statutory duty 



Improvement notices 



Low performance rating 



Critical report 

		Multiple breeches in statutory duty 



Prosecution 



Complete systems change required 



Zero performance rating 



Severely critical report 



		Service/business interruption Environmental impact 

		Loss/interruption of >1 hour 



Minimal or no impact on the environment 

		Loss/interruption of >8 hours

 

Minor impact on environment 

		Loss/interruption of >1 day 



Moderate impact on environment 

		Loss/interruption of >1 week 



Major impact on environment 

		Permanent loss of service or facility 



Catastrophic impact on environment 













Table 2: Identify the Likelihood score (L) 

What is the likelihood of the consequence occurring? 

The frequency-based score is appropriate in most circumstances and is easier to identify. It should be used whenever it is possible to identify a frequency. 

		Likelihood score 

		1 

		2 

		3 

		4 

		5 



		Descriptor 

		Rare 

		Unlikely 

		Possible 

		Likely 

		Almost certain 



		Frequency 

How often might it/does it happen 











		This will probably never happen/recur 



		Do not expect it to happen/recur but it is possible it may do so



 





		Might happen or recur occasionally



		Will probably happen/recur but it is not a persisting issue









		Will undoubtedly happen/recur,possibly frequently

















Note: the above table can be tailored to meet the needs of the individual organisation. 

Some organisations may want to use probability for scoring likelihood, especially for specific areas of risk which are time limited. For a detailed discussion about frequency and probability see the guidance notes. 

Table 3: Work out the Risk scoring = consequence x likelihood (C x L) 

The risk score is worked out by multiplying the consequence by the likelihood. For the risk rating and the RAG rating see table below: 



		

		Likelihood 



		Likelihood score 

		1 

		2 

		3 

		4 

		5 



		

		Rare 

		Unlikely 

		Possible 

		Likely 

		Almost certain 



		5 Catastrophic 

		5 

		10 

		15 

		20 

		25 



		4 Major 

		4 

		8 

		12 

		16 

		20 



		3 Moderate 

		3 

		6 

		9 

		12 

		15 



		2 Minor 

		2 

		4 

		6 

		8 

		10 



		1 Negligible 

		1 

		2 

		3 

		4 

		5 







For grading risk, the scores obtained from the risk matrix are assigned grades as follows

		1 - 3

		Very low risk



		4 - 6

		Low risk



		8 - 12

		Moderate risk 



		15 - 25

		High risk 












Appendix 4: Code of Conduct 



[image: cid:image003.png@01D08726.E16A9530]





Code of Conduct for staff and others that participate in a Cambridgeshire and Peterborough Clinical Commissioning Group’s Quality Assurance Visits to Provider Premises



Quality visits are undertaken by commissioners to gain assurance about the quality and safety of services being commissioned by the Cambridgeshire & Peterborough Clinical Commissioning Group (CCG).





During a visit CCG staff and others acting on their behalf are expected to:



· Wear an identifiable name badge and be prepared to have their identity checked

· Treat staff, service users and their families and carers fairly, courteously and respectfully 

· Ensure that the dignity and privacy of service users, patients, carers, families and staff are maintained at all times

· Exhibit no discriminatory behaviour

· Respect confidentiality and do not disclose confidential or sensitive information unless there is a genuine and urgent concern about the safety and wellbeing of a user or patient, or if the individual concerned consents to the sharing of the information

· Comply with all operational, infection control and health and safety requirements

· Avoid interrupting the effective delivery of health care provision

· Refrain from making unreasonable demands on staff, users and patients or disrupting services outside the agreed visiting schedule.







Please contact the clinical lead reviewer or the Project Support Administrator Claire Jones, (Clairejones14@nhs.net) with any queries that you may have about this code of conduct.  


Appendix 5: Role Description and Code of Conduct for Authorised Representative 



[image: ]



Enter and View Authorised Representative Role - Cambridgeshire and Peterborough Clinical Commissioning Group (CCG) Visits 



The purpose of this volunteer role is to go into local health and care premises in Cambridgeshire to look at the services they provide.



Main Tasks

· You will work with the visiting team from the CCG and Authorised Representatives from Healthwatch Cambridgeshire.

· You will go into health and social care premises to see and hear how services are provided.

· You will talk to people who use the services, their relatives, friends and staff, to find out about their experiences.

· You will help to gather the findings of the visit, including developing recommendations. 

· You can help to assess the visit process to improve how future visits are undertaken. 

· You could help Healthwatch Cambridgeshire to feed into the strategic decision making process by looking at the results of the recommendations from all of the visits.



Skills and Experiences



You will need:

· To feel confident and comfortable talking to people who may have a difficult story to share.

· Good listening and observational skills.

· Good recording skills.

· Adhere to confidentiality standards as set by the CCG and Healthwatch Cambridgeshire.

· Ability to work within given boundaries.

· Ability to work within a team.

· Flexible, reliable and trustworthy.

· To be non-judgemental and respectful to others.

· To be committed to promoting equality and diversity.





When

Each visit may take up to XX hours, including a pre-visit / team brief and post-visit meet on the same day with other team members.

Training and planning meetings maybe arranged to suit the availability of team members.



Where

This volunteering role will take place at different health and care premises in Cambridgeshire.   



What support will be given? 

· The CCG will provide the relevant details for each visit undertaken. 

· Visit specific for example: confidentiality, data protection, communications

· Relevant CCG policies and procedures such as health & safety, safeguarding, etc.



You will have ongoing support from one of Healthwatch Cambridgeshire’s team of Co-ordinators, CCG support during the visit and from other Enter and View Authorised Representatives.



Pre-agreed out of pocket expenses will be paid by Healthwatch Cambridgeshire.



What can you get out of this volunteering role?  



The opportunity to

· Meet new people and find out about their experiences of health and social care services.

· Visit health and social care premises and talk with service users, residents, patients and carers.

· To work in a team with members of the local CCG and other Authorised Representatives.

· To help improve care services for local people.

· To learn or improve skills that could be a stepping stone into employment or training opportunities.

· To receive a reference for those who have completed a volunteering project or taken part in other events for a period of 3 months or more.



KH 28/07/2016
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Authorised Representatives’ Code of Conduct





I understand that as an Authorised Representative I will:



Accept the terms of reference of Cambridgeshire and Peterborough Clinical Commissioning Group (CPCCG) for the duration of my role.



Act and conduct myself in a reasonable and responsible way to any staff, volunteers or members of the public I work with or meet as a CPCCG representative.



Always treat others with respect, integrity and honesty when representing CPCCG in any capacity.



Conduct myself in a manner that does not bring CPCCG into disrepute and/or act in a manner that is not in the best interests of CPCCG.



Never disclose confidential and sensitive information unless there is a legal duty to do so in the interests of child protection or the protection of vulnerable adults. In any case, seek advice before reporting.



Identify and attend training and other opportunities to develop my understanding of CPCCG’s work.



Declare any conflict of interest and/or anything that might reasonably be seen by others as a conflict of interest, as soon as it arises.



Not accept gifts or hospitality which could be seen as an attempt to influence the decisions, independence or activities of CPCCG.



Understand and comply with all relevant and current legislation including which will include (but not exclusively) policies for equal opportunities, discrimination, human rights, data protection and freedom of information.



Treat all people with respect and act in a way which does not discriminate against or exclude anyone.



Agree to seeking advice before communicating, reporting or disclosing information to third parties, other agencies or the media.



Agree to report back; verbally and/or in writing to the Deputy Chief Nurse or their representative(s) when I attend any activity relating to CPCCG.



Adhere to the Nolan Principles of Public Life (see over the page)



Signed:___________________________________



Print: ____________________________________



Date:____/_____/20___





The Seven Nolan Principles of Public Life 

Selflessness

Holders of public office should take decisions solely in terms of the public interest. They should not do so in order to gain financial or other material benefits for themselves, their family, or their friends. 

Integrity

Holders of public office should not place themselves under any financial or other obligation to outside individuals or organisations that might influence them in the performance of their official duties. 

Objectivity

In carrying out public business, including making public appointments, awarding contracts, or recommending individuals for rewards and benefits, holders of public office should make choices on merit. 

Accountability

Holders of public office are accountable for their decisions and actions to the public and must submit themselves to whatever scrutiny is appropriate to their office. 

Openness

Holders of public office should be as open as possible about all the decisions and actions that they take. They should give reasons for their decisions and restrict information only when the wider public interest clearly demands. 

Honesty

Holders of public office have a duty to declare any private interests relating to their public duties and to take steps to resolve any conflicts arising in a way that protects the public interest. 

Leadership

Holders of public office should promote and support these principles by leadership and example. 


These principles apply to all aspects of public life. The Committee has set them out here for the benefit of all who serve the public in any way.










Appendix 6: Definition of the Five Care Quality Commission’s Quality Domains



At each Care Quality Commission’s (CQC) inspection the inspection team will judge the provider’s quality of care and treatment against the five quality domains below:

Safe - By safe, CQC mean that people are protected from abuse and avoidable harm.

Effective - By effective, CQC mean that people's care, treatment and support achieves good outcomes, promotes a good quality of life and is based on the best available evidence.

Caring - By caring, CQC mean that staff involve and treat people with compassion, kindness, dignity and respect.

Responsive - By responsive, CQC mean that services are organised in a way that they meet people's needs.

Well-led - By well-led, CQC mean that the leadership, management and governance of the organisation assures the delivery of high-quality person-centred care, supports learning and innovation, and promotes an open and fair culture.



For more information see CQC’s website.
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1. INTRODUCTION



Themed Reviews and Deep Dives (reviews) are part of the Cambridgeshire & Peterborough Clinical Commissioning Group (the CCG) Quality Assurance framework used to monitor the quality and safety of services being commissioned by the CCG.



This document outlines the process for identifying the areas to be reviewed, how the review is developed and carried out, management of confidentiality issues, dissemination and sharing of findings, and how resulting action plans will be monitored.



A Themed Review focuses on a specific topic and evaluates the processes and structures in place to ensure quality in this area. 



A Deep Dive is similar to a Themed Review, but has a less formal structure. An initial review of the topic area is made, and the results of this work prompt further more in-depth investigation into targeted areas.



2. QUALITY ASSURANCE FRAMEWORK



The CCG Quality Assurance framework supports the monitoring of commissioned services to ensure continuous improvement in the quality of care across the health economy. The CCG also plays a supportive and developmental role to facilitate and drive this improvement.



3. IDENTIFYING TOPICS FOR REVIEW



The topics for review are driven by national and local priorities and areas of concern. These can include:

· New national initiatives e.g. Whistleblowing 

· Areas of concern raised by NHS England e.g. Sepsis management Systems required for quality in healthcare e.g. Clinical audit systems 

· Areas of concern identified at local level e.g. Monitoring and investigation of mortality statistics 

Reviews are mutually agreed between the CCG and providers via the Quality Network or the Contract and Clinical Quality Reviews (CCQRs). The CCG includes a planned programme of these reviews in the annual Quality Dashboard. However, additional reviews can be agreed during the year if required by new or emerging initiatives.



4. DEVELOPMENT OF REVIEWS



The steps for the development of the review are: 

· Agreement of topic area with Quality Network

· Identification of aim and objectives

· Evidence review 

· Agreement of evidence-based standards 

· Development of assessment template

· Pilot of assessment template




5. REVIEW PROCESS



In most reviews, the provider will be asked to complete a self-assessment template and provide evidence to support the feedback given. This may be followed up with a site visit by the CCG lead/support team if clarification or observation if needed. In the case of a Deep Dive, the review may start with a visit to identify focused areas for further investigation.



6. CONFIDENTIALITY ISSUES



Reviews will not require submission of confidential data. In the rare event that both commissioner and provider agree sharing of confidential information is required to provide assurance, the following requirements must be met:

· Sharing of data must meet the requirements of the data protection standards

· Explicit patient consent must be obtained

· The data must be reviewed at the provider premises 

· The requirement for sharing must be approved by both commissioner and provider Caldicott Guardians.



It is possible that some business-sensitive information is needed to provide assurance evidence for the review. If an organisation feels this information should be provided, it should be sent by a separate and clearly marked email. The document will then be stored on the CCG restricted drive and only be accessible to the CCG lead for the review.



Both commissioner and provider must follow their organisation’s Information Governance Policies which set out information sharing and data protection requirements.



7. RESULTS AND ACTION



The CCG lead will review the self-assessment or findings from the review and may follow up for clarification. Any areas of immediate concern will be raised with the provider as soon as they are identified. 



A formal report will be written identifying good practice and areas of concern, together with any recommendations for improvement.



The provider will be asked to check the report for factual accuracy and, where required, provide an action plan addressing the recommendations within 20 working days of receiving the report. Action plans will be monitored at CCQRs. 



Good practice identified by the review will be shared across the health economy.







Author	Wendy Lefort

Head of Quality Assurance

July 2015
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PLANNED THEMED REVIEWS FOR 2017/18

The CCG has planned the following Themed Reviews for 2017/18: 

		Topic 

		Rationale

		Lead

		Expected completion 



		NICE guidelines re-audit 

		The aim of this review is to review the governance arrangements of the major providers with regards to assessing, implementing and auditing NICE Guidance in line with statutory requirements. 

		Elke Pieper

		Q1 2017/18



		Sepsis

		The review is to establish education, training and resources on the matter so we can benchmark across the CCG.  This will be a wider piece of work and be discussed in the January CCQR meetings and at the Quality Network

		Lynn Rodrigues

		TBC



		Information Governance 

		Increasing numbers of IG SIs have been reported across the CCG. 

Work is currently undertaken by providers to strengthen IG arrangements and across the CCG. 

The Themed Review will provide an evaluation of the effectiveness of the main providers’ IG arrangements .Its results will support further learning and improvement of the robustness of the information governance arrangements across the CCG. 



		Elke Pieper

		Q4 2017/18
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Prescribing Framework 2017-19

		Author :

		Janet Watkinson/Vicky Gibson



		Version :

		Version 3



		Date Created :

		5th October 2016



		Document Content :

		Prescribing Framework





General


Where clinically appropriate, all prescribing and prescribing recommendations, will be in accordance with the Cambridgeshire and Peterborough (C & P) CCG formulary, drug classification table and local, regional or national treatment pathways, which have been endorsed for use across the whole CCG area by the Cambridgeshire & Peterborough  Joint Prescribing Group (C & P JPG), or with respect to clinical policies, the C & P Clinical Policies Forum (CPF) ratified by the CCG Governing Body.

Formulary Adherence


The Cambridgeshire and Peterborough CCG formulary is agreed jointly by both primary and secondary care clinicians at the CPCCG Joint Prescribing Group. The decisions have either already been approved by or subsequently tabled at the internal secondary care Drug and Therapeutic Committee (DTCs).


Clinicians in secondary care who do not adhere to the formulary, including the wound and continence formularies subsections, and prescribe drugs or devices which are deemed non-formulary, by the Joint Prescribing Group, will be contacted and an alternative formulary product must be prescribed unless after contact a formulary product is deemed inappropriate on an individual patient basis.

Any medication deemed ‘Hospital Only’ in the C&PCCG Drug Classification table (http://www.cambsphn.nhs.uk/CJPG/CurrentDrugClassificationTable.aspx ) or not recommended by the C&P Joint Prescribing Group will not be prescribed in primary care and consultants who wish to use this medication will be expected to maintain the supply in secondary care and accept both clinical and financial responsibility.



Details of the current formulary and classification table can be found at http://www.cambsphn.nhs.uk/CJPG/NHSCambridgeshireFormulary.aspx

Out Patient Prescribing.


1. Where there is an appropriate, urgent (within the next 14 days)and immediate clinical need for the patient to receive a medication, the Acute Provider Trust will provide a hospital prescription for an appropriate amount of medication e.g. a course of antibiotics or steroids and an original pack of other treatment and will notify the GP of this. The GP may choose to continue the treatment if necessary or to review with the patient.

2. Where a change of medication is deemed appropriate but not urgent (not needing to occur within the next 14 days), the secondary care clinician will advise the GP of the suggested change. This can be via a letter to the GP or a clinic advice note given to the patient. Where the clinic advice note is issued, the secondary care consultant must make it clear to the patient that this is not an urgent prescription for the GP nor is it a direction to the GP to prescribe but only a suggestion. The decision to prescribe, rests with the GP and the prescription will be generated in the usual manner according to the local GP practice protocols 

3. If the prescription is for a non-formulary medicine, the secondary care clinician must explain why the particular medicine has been recommended in correspondence to the GP, other wise the GP has the right to contact the secondary care clinician and request a formulary product or an explanation.

4. In relation to shared care arrangements, quantity of medicine supplied by the provider trust which is subject to a shared care guideline shall be in accordance with the guideline.


Discharge Prescribing.


Patients admitted to hospital should bring all current medications with them. All Acute Provider Trusts operate a Patient Own Drug policy (POD). This ensures that where appropriate patient’s own medication is used while they are in hospital, assists medicines reconciliation and avoids waste.

Patients who are admitted and stay within the Trust for than less than 24 hours (excluding short stay surgical patients- see below point 3), will only be supplied with new or changed medication.

1. Where a patient’s medication is changed, the acute trust will ensure that patient has an adequate supply of medication on discharge and where necessary, provide a aminimum of 7 days or to finish a treatment  course.

2. Similarly, when a patient’s own medication, including any self-care medicines,has been used in hospital, the hospital will ensure that the patient has an adequate supply on discharge and if necessary, provide a minimum of 7 days or  sufficient to  finish a treatment  course.

3. Short stay surgical patients may receive appropriate pain control and a supply of any newly initiated medication resulting from their treatment (a minimum of 7 days or sufficient to finish the treatment course should be supplied). Responsibility for continued supply of all other medication remains with the GP.


4. Where the acute trusts have provided medication which is deemed ‘a special’ (i.e. a non licensed medicine which is made specifically for a patient from a third party provider), the acute trust will either organise to supply the medication through the hospital or provide the patient and GP with the details of the supplier and the lead time needed to obtain the medication.

5. All costs associated with emergency supply of oxygen for patients being discharged by the provider trust will be recharged to the provider trust unless the patient has been hospitalised for less than 24 hours.

Non-Prescribable (not in drug tariff) Medical Devices


Not all devices used in acute trusts are prescribable on an FP10 prescription form in primary care. Only appliances which are listed in the drug tariff http://www.ppa.org.uk/ppa/edt_intro.htm can be supplied against an FP10. Where a non-prescribable medical device is issued by the trust, all subsequent costs for replacement of the device or consumables used with the device (if not prescribable) will be the responsibility of the Trust.


In addition, the CCG have agreed, on the recommendation of C&P Joint Prescribing Group to adopt regional guidance produced by East of England Priorities Advisory Committee in respect to the use of certain appliances which are included in the drug tariff-


Shared Care


A number of shared care arrangements between primary and secondary care have been endorsed by the C & P JPG and are available on the JPG website. Where, as part of a shared care guidance, the GP is requested to supply the medication, if a GP feels that the request for shared care is clinically inappropriate for an individual patient with respect to drug safety or complexity of condition, then the GP is entitled to refer the patient back to the hospital. The management of that patient will need to be retained by the provider trust including the supply of medication and the activity associated with it. The charges with regard to the retention will be billed to the CCG by the provider trust and the GP practice must be willing to accept these charges.
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SYSTEM WIDE TRANSFER of CARE PROTOCOL



1. Aim



The purpose of this document is to provide an agreed Transfer of Care and Discharge Protocol which applies to all acute trusts and community hospitals within Cambridge and Peterborough CCG.  The aim of the protocol is to ensure patient flow runs across the system through the timely discharge planning and discharge of all patients by providing consistent principles and guidance for all organisations.





2. Background and Context



Going forward as part of the System Transformation Project, the local system has committed to the development and implementation of a full intermediate care tier of health and social care services that support the concept of “Home First”.



This model will ensure that patients receive care and support in their own home when appropriate, and therefore move the system from the current predominantly bed-based model (whether acute or community beds) to a mixed and more dynamic model of community care that prioritises care for patients in their own home on discharge from hospital.  The model will include new pathways and services but will also include the development of existing care pathways to reduce waits and delayed transfers of care between settings.  



Therefore local discharge procedures and pathways must align with the principles within this Discharge Protocol, but also ensure they are future proof to enable adequate community based provision of health and social care services in patients’ local communities.



If a patient is medically fit for discharge, it is not suitable that they remain in hospital due to the negative impact this can have on their health outcomes. 



Patients do not have the right to remain in hospital longer than required. 



Except where a patient with the relevant capacity has made an informed decision to discharge himself/herself against the advice of health or social care professionals, the discharge process must not put the patient or their carers at risk of harm or that could breach their right to respect for private life. It should not create a situation whereby the independence of the carer or the sustainability of their caring role is jeopardised.



Planning for effective transfer of care, in collaboration with the patient and/or representatives and all Multi-Disciplinary Team (MDT) members, should be commenced at or before admission, or as soon as possible after an emergency admission. The SAFER patient flow bundle should be applied to support timely discharge.



The process and timelines must be clearly communicated to the patient so that by the time a patient is medically fit for discharge they are aware of and understand the discharge process, the decisions and actions that they may need to undertake and the support they will receive.

	

If a patient’s preferred care placement or package on discharge is not available when they become medically fit for discharge, an available alternative which is appropriate to their health and care needs will be offered on an interim basis, whilst they await availability of their preferred choice. 



3. Scope



This protocol relates to all providers of both acute, community and social care within the CCG and support services provided. This includes acute hospitals, mental health hospitals, community inpatient rehabilitation facilities, interim health and social care beds and reablement services.



This protocol relates to patients who are registered with a GP practice within Cambridge and Peterborough CCG and any hospital they may be a patient of, although the principles of discharge planning also apply to patients registered with a GP from other CCGs. 



4. System Wide Principles



4.1 Patients and carers

· Patient and or carers must be encouraged to be actively engaged in their discharge and should be aware of key pieces of information like what will be happening today/tomorrow, how well do I need to be to go home and when?

· Patient expectations must be managed by MDTs regarding outcome and final destination.

· Language used must be simple and consistent amongst staff.



4.2 Home is best

· We need to ensure the mind set of our local system is one that staff work towards getting patients home following an admission to hospital.

· Where possible, all patients should be discharged back to their previous residence once they are medically stable with the required health and social care services wrapped around them. 

· Interim beds should not be the default position for patients being discharged from hospital.

· Bed based community provision should only be used for patients with complex care needs who cannot be safely managed in their own homes



4.3 Assessment 

· Acute hospitals should describe functional needs rather than stating what service a person requires.





· Assessment of short term and long term needs should not take place in an acute setting, but where possible should take place in patients’ own homes.

· Acute hospitals need to review the impact of moving assessments from acute to community settings on their therapy and discharge planning workforce.

· Social care organisations also need to consider the impact on moving assessments from acute to community settings and the impact on their workforce.

· The true D2A model allows patients to reach their full potential in their own home before assessment of long term health and social care needs are completed.

· Organisations and systems must look at opportunities to introduce the ‘trusted assessor’ model  to reduce duplication of assessments and assessments being carried out in the least-optimal setting e.g. transfer and mobility assessment in a patient’s own home



4.4 System capacity

· Local systems should ensure there is at least daily review of all discharge planning demands from both acute and community hospitals, and agree the optimal use of the existing capacity of all health and social care services to support patient flow across the entire system.



4.5 Discharge Coordinator Hospital 

· A single health or social care practitioner will be responsible for coordinating the person's discharge from hospital.  A named replacement should always cover their absence.

· Ensure that the discharge coordinator is a central point of contact for health and social care practitioners, the person and their family during discharge planning. The discharge coordinator should be involved in all decisions about discharge planning.



4.6 Delayed Transfer of Care Identification 

· Delayed transfers of care occur when a patient who has (or is likely to

have) on-going care and support needs is ready to be discharged from hospital but it is not considered safe to do so because either the patient’s care and support needs have yet to be assessed or their package of onward care has not been finalised.

· All patients should have an estimated date of discharge (EDD) or clinically fit date (CFD) established within 24 -48 hours of admission. 

· These should be reviewed daily.



4.6.1 For Acute hospitals:



In line with the NHS England DTOC definition v1.09 October 2015 



A patient is ready for transfer when: 



a. A clinical decision has been made that patient is ready for transfer AND 

b. A multi-disciplinary team decision has been made that patient is ready for transfer AND 

c. The patient is safe to discharge/transfer. 



· The EDD/CFD is the date when the clinician (consultant or deputy) judges that a patient no longer requires acute inpatient care and is medically fit for discharge sometimes referred to as medically optimised

· This should only be amended on instruction of a consultant (or deputy) in accordance with a change in the patient’s medical condition.

· Medically fit for discharge status is NOT related to whether all the assessments been completed or equipment delivered, nor whether the patient back to a baseline level of function.

· All staff must understand that there is recognition that patients may still have on-going care and assessment needs (e.g. therapy or social care assessment) but that these needs can and should be met in a community setting, ideally the patient’s own home

· This date should be updated on any assessment and discharge notices that are sent.



4.6.2 For community hospitals:

· The EDD/CFD is the date when the multi-disciplinary team of nurses, therapists, social care and doctors judges that a patient is clinically fit for discharge.

· This should be updated on any assessment and discharge notices that are sent.



4.7 Notification Process

· All organisations will ensure compliance with national legislation regarding the notification processes for patients with increasing and complex care needs.

· Local procedures and processes must be simple, do not build in additional complexities and delays, and support strong partnership working through early communication and collaboration. 

· Earliest possible notification (either via discussion or formal notification) across organisations must be upheld.

· 

4.8 Validation of DTOCs

· Reimbursement for social care delays is no longer mandatory and it is up to the discretion of local systems whether they want to charge or instead use the resources in a different way to support effective discharge.

· It is good practice for organisations to collect information on internal delays that are internal and understand the reasons why.

·  The delay codes in appendix one should be used by all organisations.



4.9 Continuing Health Care

· Decisions about long-term care either to a placement or at home should not be made in an acute setting. 

· The majority of people should be supported to go home with a short term package that supports recovery, reablement and rehabilitation. 

· Assessment of the person and their carer should happen in this intermediate period.

· Although there may be occasions where it is necessary to do this in a bed based setting, home should always be considered as the first option.



4.10 Communication with GP’s



· When transferring or discharging a patient from an inpatient, day case or accident and emergency service, the hospital must within 24 hours following that transfer or discharge issue a Discharge Summary to the Service User’s GP and/or Referrer and to any relevant third party provider of health or social care.	



References 





· Health and Social Care (Safety and Quality) Act 2015 http://www.legislation.gov.uk/ukpga/2015/28/pdfs/ukpga_20150028_en.pdf 

· Monthly Delayed Transfer of Care Definition v 1.09

· https://www.england.nhs.uk/statistics/wpcontent/uploads/sites/2/2015/10/mnth-Sitreps-def- dtoc-v1.09.pdf www.nhs.uk/NHSEngland/keogh-review/Documents/quick-guides/background-docs/TEMPLATE-POLICY.docx 

· http://www.legislation.gov.uk/uksi/2014/2823/pdfs/uksiem_20142823_en_001.pdf 

· https://www.nice.org.uk/guidance/ng27/chapter/recommendations#discharge-from-hospital 



A&E delivery board kick off letter 5 key principles including items 4 & 5 relating to discharge and planning (Summer 2016)



4. Improved flow – ‘must do’s that each Trust should implement to enhance patient flow.

This will reduce inpatient bed occupancy, reduce length of stay, and implementation of the ‘SAFER’ bundle will facilitate clinicians working collaboratively in the best interests of patients.

5. Discharge – mandating ‘Discharge to Assess’ and ‘trusted assessor’ type models.

All systems moving to a ‘Discharge to Assess’ model will greatly reduce delays in discharging and points to home as the first port of call if clinically appropriate. This will require close working with local authorities on social care to ensure successful implementation for the whole health and care system.
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Document Control Sheet 


Development 
and 
Consultation: 


Safeguarding Team CCG 


Dissemination The policy will be available to all CCG staff and independent 
contractors via the CCG website. Information about the policy was 
included in staff newsletters. 


The Policy will also be shared with Cambridgeshire and Peterborough 
Safeguarding Adults Board 


Implementation 


 


Integrated Performance, Assurance and Quality Committee.  


Training All staff must undertake mandatory training 


 


Audit 


 


Audit of compliance with this policy will be undertaken should an 
incident suggest that it has not been followed 


Audit of training will be undertaken by the Human Resources 
department  


Review 


 


The CCG Safeguarding Adult Team will review this policy every 2 
years, or sooner if significant amendments are required 


Links with other 
documents 


The policy should be read in conjunction with the Cambridgeshire and 
Peterborough Safeguarding Adult Board Multi-Agency Safeguarding 
Adult Procedures, and the following CCG Policies: 


• Safeguarding Children Policy 
• Recruitment and Selection Policy 
• Freedom to Speak Up (Whistleblowing) Policy 
• Disciplinary Policy 
• Disclosure and Barring Policy 
• Domestic Abuse Policy 
• Prevent Policy 
• Mental Capacity Act Policy 


 


Equality and 
Diversity 


The Safeguarding People Team has carried out an Equality Impact 
Assessment and concluded the document is compliant with the CCG 
Equality and Diversity Strategy.  
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Revisions 


Version Page/Para No Description of Change Date Approved 


1  Safeguarding Adults policy November 
2013 


Nov 2013 


2  The policy has been substantially 
rewritten to be Care Act 2014 compliant 
and replaces the previous CCG 
guidance ‘Safeguarding Adults policy’ 
November 2013 


Jun 2015 


3  The policy has been updated to delete 
the role of Designated Safeguarding 
Adults Manager which has been 
removed from the Care Act Guidance1 


Some definitions have been updated and 
minor details added. 


Appendix 3 Training Needs Analysis is 
under review and removed from this 
version of the policy. It will be updated to 
reflect the Intercollegiate Document - 
Adult Safeguarding: Roles and 
Competencies for Health Care Staff 
published Aug 20182, and incorporated 
into a separate CCG Safeguarding 
People Training Strategy 


 


Feb 2020 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


1 https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance 


2 https://www.rcn.org.uk/professional-development/publications/pub-007069 
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3 http://www.legislation.gov.uk/ukpga/2014/23/pdfs/ukpga_20140023_en.pdf 


4 Staff include salaried employees, agency staff, those on interim contracts, secondments, volunteers, 
students on placements, etc. 


 


1. Introduction 


Safeguarding duties as specified in the Care Act3 apply to an adult who: 


• Has needs for care and support (whether or not the Local Authority is meeting any 


of those needs) and; 


• Is experiencing, or at risk of, abuse or neglect; and 


• As a result of those care and support needs is unable to protct themsleves from 


either the risk of, or the experience of abuse or neglect. 


Fundamentally it is the responsibility of every NHS-funded Organisation and each individual 


health care professional working in the NHS to ensure that the principles and duties of 


safeguarding adults and children are holistically, consistently, and conscientiously applied 


with the wellbeing of patients at the heart of what we do. 


As an NHS body, the CCG is under a duty to make arrangments to ensure that in 


discharging its functions, it has regard to the need to safeguard and promote the wellbeing 


of adults. Duties include ensuring that staff4 meet the requirements to recognise abuse or 


neglect, record any incidents, refer to the responsible investigating body (Local Authority) 


where necessary, and co-operate with their enquiries5. 


 


The CCG, as a major commissioner of local health services, also needs to assure itself that 


the organisations from which they commission have effective safeguarding arrangements 


in place, including Primary Care.  As part of intentions to support vulnerable people, activity 


around Prevent and the Mental Capacity Act is considered part of the wider Safeguarding 


Adults Portfolio.  


 


1.1 PREVENT 


PREVENT is part of the Government’s overall counter-terrorism strategy CONTEST 


introduced in 2011 by the Home Office.  The aim is to reduce the threat to the UK from 


terrorism by stopping people becoming terrorists, supporting or being drawn into terrorism 


and extremism.  This fits into the wider context of safeguarding adults and there are close 


links with safeguarding children. There is a separate CCG PREVENT policy6 which gives 


more detail. 


 


1.2 The Mental Capacity Act 2005 (MCA) and Deprivation of Liberty Safeguards 2009 


(DOLS) 


People must be assumed to have capacity to make their own decisions and be given all 


practicable help before anyone treats them as not being able to make their own decisions. 


When an adult is thought to lack capacity then a formal MCA assessment must be 


undertaken. 



http://www.legislation.gov.uk/ukpga/2014/23/pdfs/ukpga_20140023_en.pdf
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5 https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-
guidance  


6 https://www.cambridgeshireandpeterboroughccg.nhs.uk/search/?q=Prevent+Policy  


7https://www.cambridgeshireandpeterboroughccg.nhs.uk/search/?q=Mental+Capacity+Act+Policy  


8 http://www.safeguardingpeterborough.org.uk/adults-board/information-for-professionals/cpsabprocedures/  


9https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/575273/DHR-
Statutory-Guidance-161206.pdf  


10 https://www.cambridgeshireandpeterboroughccg.nhs.uk/search/?q=Prevent+Policy  


11https://www.cambridgeshireandpeterboroughccg.nhs.uk/search/?q=Mental+Capacity+Act+Policy  


Patients deemed to lack capacity (as evidenced by a capacity assessment) to make their 


own decisions that are not free to leave their care setting must have their deprivation of 


liberty safeguarded and this is done by making a DOLS application.  


Further details can be found in the CCG Mental Capacity Act Policy and Guidance7 


This policy is underpinned by the multi-agency policies and procedures of Cambridgeshire 


and Peterborough Safeguarding Adults Board8 


 


2. Purpose and Scope 


 


This policy describes how Cambridgeshire and Peterborough Clinical Commissioning 


Group (CCG) will; 


 


• meet and monitor its statutory duty to adults at risk.  


• assure effective safeguarding arrangements in the services it commissions 


• work with the Local Safeguarding Adult Boards, NHS England, Local Authorities and 


other key partners to develop and improve safeguarding practice across the whole health 


economy.  


 It applies to all staff working within the CCG, and while this policy relates to Safeguarding 


Adults it is recognised that there are increasing areas of joint working across the adult and 


children safeguarding agenda. 


This policy will also describe the link with other related duties such as Domestic Homicide 


Reviews9. Responsibilties around Prevent10 and the Mental Capacity Act11 will also be 


briefly explored, and reference made to those specific policies. 


 


2.1 Safeguarding Peoples’ Teams Visions and Values  


 


Vision  


• To focus on delivering a quality service at the front line  


• To work supportively with partners and providers to strengthen the system  



https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance

https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance

https://www.cambridgeshireandpeterboroughccg.nhs.uk/search/?q=Prevent+Policy

https://www.cambridgeshireandpeterboroughccg.nhs.uk/search/?q=Mental+Capacity+Act+Policy

http://www.safeguardingpeterborough.org.uk/adults-board/information-for-professionals/cpsabprocedures/

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/575273/DHR-Statutory-Guidance-161206.pdf

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/575273/DHR-Statutory-Guidance-161206.pdf

https://www.cambridgeshireandpeterboroughccg.nhs.uk/search/?q=Prevent+Policy

https://www.cambridgeshireandpeterboroughccg.nhs.uk/search/?q=Mental+Capacity+Act+Policy





8 


• To champion the voice of adults (under making safeguarding personal key 


principle)   and vulnerable children in the commissioning and transformation 


agenda.  


• To support adults at risk in achieving their desired outcome to live safely and free 


from harm and to work collaboratively and transparently with other professionals 


wherever possible.  


• To ensure training for all CCG staff is available at induction and beyond according 
to the level of patient contact and responsibility of CCG staff.  


 
Values  


• Supportive of each other  


• Available as a resource  


• Seeking to pull together  


• Outward looking and forward thinking  


• Careful stewards of our resources  


• Resilient members making a difference  


 


3. Definitions and Fundamental Principles 
 
3.1 Definitions 
 
For the purposes of this policy the following definitions provide clarity of terms; 


 


Adult  


A person who is over the age of 18. 


 


Adult at Risk 


This refers to the person who has experienced, or who is at risk of experiencing abuse 
and/or neglect 
 
Commissioning  


The process of arranging and continuously improving services which deliver the best 


quality outcomes for patients and meet the population’s health needs 


 


Safeguarding Adults 


Safeguarding means protecting an adult’s right to live in safety, free from abuse and 


neglect. It is about people and organisations working together to prevent and stop both 


the risks and experience of abuse or neglect, while at the same time making sure that the 


adult’s wellbeing is promoted including, where appropriate, having regard to their views, 


wishes, feelings and beliefs in deciding any action.This must recognise that adults 


sometimes have complex interpersonal relationships and may be ambivalent, unclear or 
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12 https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-
guidance#safeguarding-1 para 14.7 


13 Ibid. para 14.11 


14 Ibid. para 14.15 


unrealistic about their personal circumstances12. 


3.2 Fundamental Principles 


3.2.1 The aims of adult safeguarding are to: 


• prevent harm and reduce the risk of abuse or neglect to adults with care and 


support needs 


• stop abuse or neglect wherever possible 


• safeguard adults in a way that supports them in making choices and having control 


about how they want to live 


• promote an approach that concentrates on improving life for the adults concerned 


• raise public awareness so that communities as a whole, alongside professionals, 


play their part in preventing, identifying and responding to abuse and neglect 


• provide information and support in accessible ways to help people understand the 


different types of abuse, how to stay safe and what to do to raise a concern about 


the safety or well-being of an adult 


• address what has caused the abuse or neglect13 


 


3.2.2 ‘Making Safeguarding Personal’14 


 


Making safeguarding personal means activity should be person-led and outcome-focused. 


It engages the person in a conversation about how best to respond to their safeguarding 


situation in a way that enhances involvement, choice and control as well as improving 


quality of life, wellbeing and safety. 


 


3.2.3 Key Principles of Safeguarding 


 


• Empowerment  - Personalisation and the presumption of person-led decisions and 


informed consent  


• Prevention – It is better to take action before harm occurs 


• Proportionality – Proportionate and least intrusive response appropriate to the 


risk presented  


• Protection – Support and representation for those in greatest need 


• Partnership – Local solutions through servcies working with their communities. 


Communities have apart to play in preventing, detecting and reporting neglect and 


abuse  


• Accountability – Accountability and transparency in delivering safeguarding 



https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance#safeguarding-1

https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance#safeguarding-1
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15 Ibid. para 14.12 


16 Ibid. para 14.13 


17 https://www.england.nhs.uk/publication/safeguarding-children-young-people-and-adults-at-risk-in-the-nhs-
safeguarding-accountability-and-assurance-framework/  


 


• See Appendix 1 for descriptions of a range of different types and patterns of abuse 


and neglect, and the different circumstances in which abuse or neglect may take 


place. 


 


4. National and Policy Context 


4.1 The Care Act 201415 states that in order to achieve its aims, it is necessary to: 


• ensure that everyone, both individuals and organisations, are clear about their 


roles and responsibilities 


• create strong multi-agency partnerships that provide timely and effective prevention 


of and responses to abuse or neglect 


• support the development of a positive learning environment across these 


partnerships and at all levels within them to help break down cultures that are risk-


averse and seek to scapegoat or blame practitioners, whilst allowing practitioners 


to feel able to raise concerns in a safe environment 


• enable access to mainstream community resources such as accessible leisure 


facilities, safe town centres and community groups that can reduce the social and 


physical isolation which, in itself may increase the risk of abuse or neglect 


• clarify how responses to safeguarding concerns deriving from the poor quality and 


inadequacy of service provision, including patient safety in the health sector, 


should be responded to. 


• 4.2 Effective safeguarding arrangements in every local area should be guided by 


the six fundamental principles that underpin all adult safeguarding work16 (see 


3.2.4).   


• 4.3 Health professionals are in a strong position to identify welfare needs or 


safeguarding concerns regarding adults and, where appropriate, provide support. 


This includes understanding risk factors, communicating effectively with adults, 


their carers and families where appropriate, liaising with other agencies, assessing 


needs and mental capacity, responding to those needs and contributing to multi-


agency assessments and reviews. 


 


• 4.3 1 The Mandate from the Government to CCGs in the Assurance and 


Accountability Framework (2019/20)17 states that:  


 



https://www.england.nhs.uk/publication/safeguarding-children-young-people-and-adults-at-risk-in-the-nhs-safeguarding-accountability-and-assurance-framework/

https://www.england.nhs.uk/publication/safeguarding-children-young-people-and-adults-at-risk-in-the-nhs-safeguarding-accountability-and-assurance-framework/
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18 http://www.legislation.gov.uk/ukpga/2014/23/pdfs/ukpga_20140023_en.pdf 


19 https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-
guidance#safeguarding-1  


20 http://www.legislation.gov.uk/ukpga/2005/9/contents, and 
https://www.gov.uk/government/publications/mental-capacity-act-code-of-practice  


21 i) Department of Health. Building Partnerships, Staying Safe – The health sector contribution to HM 


Government’s Prevent strategy: guidance for healthcare organisations. November 2011. 
https://www.gov.uk/government/publications/building-partnerships-staying-safe-guidance-for-healthcare-
organisations  


ii) Department of Health. Building Partnerships, Staying Safe – The health sector contribution to HM 
Government’s Prevent strategy: guidance for healthcare workers. November 2011. 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/215253/dh_131912.pdf 


iii) https://www.gov.uk/government/publications/prevent-duty-guidance/revised-prevent-duty-guidance-for-
england-and-wales para 77 onwards 


22https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/575273/D
HR-Statutory-Guidance-161206.pdf 


23 https://www.scie.org.uk/files/safeguarding/adults/practice/sharing-information/sharing-information.pdf  


‘NHS England’s objective is to ensure that Clinical Commissioning Groups work with 


Local Authorities to ensure that vulnerable people, particularly those with learning 


disabilities and autism, receive safe, appropriate and high-quality care’ (Objective 13)  


and  


‘NHS England’s objective is to make partnership a success. This includes evidencing 


progress against the government’s priorities of:  


• Continuing to improve safeguarding practice in the NHS.  


• Contributing to multi-agency family support services for vulnerable and troubled 


families.  


• Contribute to reducing violence, by improving the way the NHS shares information 


about violent assaults with partners and supports victims of crime’ (Objective 23)  


4.4 Policy Context 


There is extensive guidance, national regulations, reports and legislation that set out the 


mandate for the NHS as to how services should be provided, managed and monitored 


including: 


 


• The Care Act 201418 


• The Care Act 2014 Care and Support statutory guidance – Safeguarding Chapter 


1419 


• The Mental Capacity Act20, and Code of Practice 


• Prevent - Statutory guidance issued under section 29 of the Counterterrorism and 


Security Act 201521 


• Domestic Homicide Reviews - DHRs22 


• Safeguarding Adults: Sharing Information SCIE23 



http://www.legislation.gov.uk/ukpga/2014/23/pdfs/ukpga_20140023_en.pdf

https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance#safeguarding-1

https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance#safeguarding-1

http://www.legislation.gov.uk/ukpga/2005/9/contents

https://www.gov.uk/government/publications/mental-capacity-act-code-of-practice

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/215253/dh_131912.pdf

https://www.gov.uk/government/publications/prevent-duty-guidance/revised-prevent-duty-guidance-for-england-and-wales

https://www.gov.uk/government/publications/prevent-duty-guidance/revised-prevent-duty-guidance-for-england-and-wales

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/575273/DHR-Statutory-Guidance-161206.pdf

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/575273/DHR-Statutory-Guidance-161206.pdf

https://www.scie.org.uk/files/safeguarding/adults/practice/sharing-information/sharing-information.pdf
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24 https://ico.org.uk/for-organisations/guide-to-data-protection/guide-to-the-general-data-protection-regulation-gdpr/  


25 https://www.gov.uk/government/collections/data-protection-act-2018  


26 http://www.legislation.gov.uk/ukpga/1998/42/contents  


27 https://www.rcn.org.uk/professional-development/publications/pub-007069  


28 i) https://www.cqc.org.uk/files/safeguarding-adults-roles-responsibilities-health-care-services 


ii) https://www.cqc.org.uk/sites/default/files/20150710_CQC_New_Safeguarding_Statement.pdf 


iii) https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-13-safeguarding-service-users-abuse-
improper  


29 https://www.england.nhs.uk/wp-content/uploads/2015/07/safeguarding-children-young-people-adults-at-risk-saaf.pdf   


• General Data Protection Regulation GDPR24 


• Data Protection Act 201825 


• Human Rights Act 199826 


 


• Adult Safeguarding: Roles and Competencies for healthcare staff (2018) 


(Intercollegiate Document)27 


• Care Quality Commission28 


• Safeguarding Children, Young people and Adults at Risk in the NHS Vulnerable 


People in the Reformed NHS: Safeguarding Accountability and Assurance 


Framework (2019)29  


 


5 Duties and Responsibilities 


Safeguarding children and adults at risk of abuse or neglect is a collective responsibility. 


This section provides greater clarity around the individual roles and responsibilities within 


the system.  


 


5.1        England and Improvement (East Region)  


 


The Chief Nurse for NHS England has ultimate accountability for safeguarding in the 


NHS, supported by a national Head of Safeguarding and regional teams.   


NHS England (E) and NHS Improvement (I) are aligned national bodies with regional 


representation in the East of England. They are responsible for ensuring that the whole 


health and care commissioning system is working effectively to safeguard and improve 


the outcomes for children and adults at risk and their families, and thus promote their 


welfare. NHSE & I also have responsibilities for health services that are directly 


commissioned.  


 


NHS E & I provide oversight and assurance of CCGs’ safeguarding arrangements and 


supports CCGs in meeting their responsibilities. NHS England is responsible for 


empowering local systems to hold partners to account, ensuring that there are safe 


systems in place to meet their safeguarding needs.  



https://ico.org.uk/for-organisations/guide-to-data-protection/guide-to-the-general-data-protection-regulation-gdpr/

https://www.gov.uk/government/collections/data-protection-act-2018

http://www.legislation.gov.uk/ukpga/1998/42/contents

https://www.rcn.org.uk/professional-development/publications/pub-007069

https://www.cqc.org.uk/files/safeguarding-adults-roles-responsibilities-health-care-services

https://www.cqc.org.uk/sites/default/files/20150710_CQC_New_Safeguarding_Statement.pdf

https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-13-safeguarding-service-users-abuse-improper

https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-13-safeguarding-service-users-abuse-improper

https://www.england.nhs.uk/wp-content/uploads/2015/07/safeguarding-children-young-people-adults-at-risk-saaf.pdf
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Within each NHS Region, the regional Chief Nurse has the lead responsibility for 


safeguarding for both children and adults, with a safeguarding lead heading the portfolio 


of work. The safeguarding lead within the East will act as the main conduit of advice and 


support to the wider ‘system’, and act as a link between the national safeguarding team at 


NHS E and I and local systems.   


 


Each region facilitates local 'Safeguarding Forum(s)' which acts as a source of expertise 


and underpins improvements in safeguarding practice. The Forum also provides a 


mechanism for peer support and supervision. 


Locally this is known as the Safeguarding Adults Forum (SAF) and is open to all those 


working in safeguarding roles in both CCGs and Provider organisations, including primary 


care. 


 


5.2 Clinical Commissioning Groups and Integrated Care Systems  


 


This section reflects the changing language used to describe local commissioning 


organisations be they Clinical Commissioning Groups (CCGs), Primary Care Networks 


(PCNs) or Integrated Care Systems (ICSs).  


Currently, CCGs are responsible in law for the safeguarding element of services they 


commission. As commissioners of local health services, CCGs need to assure themselves 


that organisations from which they commission have effective safeguarding arrangements 


in place. CCGs need to demonstrate that their designated clinical experts (for children 


and adults), are embedded in the clinical decision-making of the organisation, with the 


authority to work within local health economies to influence local thinking and practice.  


 


The NHS Long-Term Plan states that ICSs will have a key role in working with Local 


Authorities at ‘place’ level. Through ICSs’, commissioners will make shared decisions with 


providers on population health, service redesign and Long-Term Plan implementation. 


PCNs will be at the centre of these ICSs; building on the core of current primary care 


services enabling greater provision of proactive, personalised, coordinated and more 


integrated health and social care.  


Integral to the development of these networks is the support, guidance, peer assurance 


and review that can be provided for safeguarding children, young people, adults at risk 


and for the development of robust Mental Capacity Act processes. Local safeguarding 


leaders must work in collaboration with their local ICS, PCN and GPs to ensure 


safeguarding and Mental Capacity Act legal requirements are integral to their networks. 


 


5.3 Clinical Commissioning Group – Organisation 


 


The CCG is required as a condition of its establishment to have systems and processes in 


place to support the safeguarding adults’ function. See also Section 4 which outlines the 


ways in which various legislation requires the CCG to meets its obligations.  
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The CCG must demonstrate that there are appropriate systems in place for discharging 


their responsibilities in respect of safeguarding, to include; 


 


 


• A clear line of accountability for safeguarding, properly reflected in the CCG 


governance arrangements  


 


• Clear policies setting out their commitment, and approach, to safeguarding, 


including safe recruitment practices and arrangements for dealing with allegations against 


people who work with children and adults, as appropriate.  


 


• Training their staff in recognising and reporting safeguarding issues, appropriate 


supervision, and ensuring that their staff are competent to carry out their responsibilities 


for safeguarding.  


 


• Equal system leadership between the Local Authority, the police and the CCG  


 


• Effective inter-agency working with LAs, the Police and third sector organisations, 


including appropriate arrangements to co-operate with LAs in the operation of 


Safeguarding Adult Boards and Health and Wellbeing Boards.  


 


• Ensuring effective arrangements for information sharing.  


 


• Employing the expertise of designated professionals for safeguarding adults  


 


• Effective systems for responding to abuse and neglect of adults.  


 


• Supporting the development of a positive learning culture across partnerships for 


safeguarding adults, to ensure that organisations are not unduly risk averse.  


 


• Working with the Local Authority to ensure access to community resources that can 


reduce social and physical isolation for adults.  


 


• CCGs need to demonstrate that their designated professionals are involved in the 


safeguarding decision-making of the organisation, with the authority to work within local 


health economies to influence local thinking and practice.  


 


• CCGs should ensure that adult and children's services work together to 


commission and provide health services that ensure a smooth transfer for young people 


and children in care 
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5.4 Clinical Commissioning Group – Leadership 


5.4.1 Executive Lead 


 


The ultimate accountability for safeguarding sits with the Accountable Officer of the CCG, 


to ensure that safeguarding is discharged effectively across the whole local health 


economy through the organisation’s commissioning arrangements. 


  


Under the Constitution of the CCG, the Governing Body is responsible for ensuring that 


the CCG regularly reviews and updates this policy in line with emerging statutory duties 


and best practice. The Governing Body receives regular safeguarding reports and 


undertakes training to ensure that their decisions give due regard to safeguarding issues.  


The Accountable Officer delegates executive leadership of the CCG safeguarding 


function to the Chief Nurse, whose responsibilities include championing safeguarding 


issues at the Governing Body and acting as a statutory partner on behalf of the wider 


health economy at the Joint Safeguarding Executive Partnership Board. 


 


5.4.2 Head of Safeguarding and Team 


The Head of Safeguarding reports to the Chief Nurse and is responsible for the wider 


safeguarding function across the combined Children’s and Adults’ agenda. There is an 


aspiration to develop shared functions as a Safeguarding People Team. 


 


5.4.3 Designated Nurse for Safeguarding Adults (1 wte) 


 


The Designated Nurse take a strategic and professional lead on safeguarding adults 


across the health economy, and act as the representative on the Safeguarding Adults 


Board. The Designated Nurse provides specialist advice to the CCG and it’s staff on the 


safeguarding of adults, as well as providing a health advisory role to the Safeguarding 


Adult Board. 


They will review information submitted by Providers in relation to safeguarding adults as 


outlined in their contracts to assure the CCG that they are meeting their safeguarding 


responsibilities. The Designated Nurse for Safeguarding Adults works closely with the 


Provider trusts’ Safeguarding Adults Leads to develop and improve safeguarding practice 


within and between organisations. This includes offering safeguarding supervision to 


Provider Leads although this may be accessed from other sources.   


 


5.4.4 Deputy Designated Nurse Safeguarding Adults (0.6wte) 


 


This role is to deputise for the Designated Nurse as required, as well as undertaking tasks 


to support the wider team functions as required.  
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30  


 


5.4.5 Named Nurse for Safeguarding Adults (Primary Care) (1 wte) 


 


This post-holder acts as a Named Professional whose key task is to promote good 


professional practice, providing advice and expertise to primary care professionals. 


The aim is to focus on supporting Primary Care while also contributing to the wider 


Safeguarding Adults agenda. 


 


5.5 GP Safeguarding Leads  


 


The CCG has established a network of safeguarding adult lead GPs, with one in every 


GP practice. Their role is to; 


 


• act as a first point of contact for colleagues with safeguarding concerns  


• act as a local champion for adults and safeguarding best practice.  


• to alert the CCG Safeguarding Adults Team of local barriers to effective working 


together  


• disseminate relevant information to the practice, provided by the CCG 


Safeguarding Adults Team 


 


This network is supported by the CCG Safeguarding Children’s’ and Adults’ Teams who 


offer advice, regular newsletters, a resource pack and training. 


 


This network will further develop in order to be equipped to influence primary care 


networks (PCN) to make good decisions for their local place-based populations as PCNs 


develop. 


 


5.6 Mental Capacity Act Lead (1 wte) 


 


CCGs are required to have a designated MCA lead, responsible for providing support and 


advice to clinicians in individual cases, and supervision for staff in areas where these 


issues may be particularly prevalent and/or complex. They should also demonstrate how 


their own organisation, and the services that they commission, are compliant with the 


MCA through audits, effective reporting, and provision of appropriate training. 


 


(See Cambridgeshire and Peterborough Mental Capacity Act Policy and Guidance30 for 


further information). 
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31 https://www.england.nhs.uk/wp-content/uploads/2019/03/3-FL-SCs-1920-sepsis.pdf Service Condition 32 
Safeguarding, Mental Capacity and Prevent p.41-42. 


Single Point of Contact Administrator (1wte) 


 


This role serves as the single point of contact for all enquiries regarding Safeguarding 


Adults, Prevent, and Mental Capacity Act/DoLs. 


 


5.7 Commissioning and Contracting Responsibilities 


Commissioning and contract managers will ensure that service specifications of all health 


providers from whom services are commissioned include clear service standards for 


safeguarding and promoting the wellbeing of adults consistent with statutory guidance 


and NHS England contract requirements31. 


Commissioning leads have a responsibility to ensure that Safeguarding Adults is an 


integral part of any commissioned service. They need to ensure that they liaise with the 


Executive Lead and the Designated Nurse for Safeguaridng Adults when any new 


services are being proposed and commissioned.  


They need to ensure that there are contracts in place with Providers with  whom the CCG 


commission from and that the contracts have explicit clauses about holding the Providers 


to account for both preventing and dealing promptly and appropriately with abuse and 


neglect should this occur. 


 


5.8 Line Managers 


Managers have a responsibility to ensure that they follow the CCG recruitment policies 


and procedures with regard to safer recruiting practices including obtaining references, 


DBS checks, ID checks and Rehabilitation of Offenders Act 2014 requirements. 


Managers also have a responsibility to ensure that the staff for whom they have line 


management responsibility undertake the required mandatory training in Safeguarding 


Adults relevant to their role according to the CCG Training Needs Analysis 


They must ensure that staff who have direct contact with patients have access to clinical 


supervision and understand their role in relation to identification of neglect and abuse and 


the need to refer to Local Authorities Safeguarding Adult teams. 


 


5.9 Staff and Volunteers 


 


All CCG staff will have an individual responsibility to safeguard people to identify and 


respond to allegations of abuse and neglect.  


All staff must be up to date with the appropriate level of safeguarding training 



https://www.england.nhs.uk/wp-content/uploads/2019/03/3-FL-SCs-1920-sepsis.pdf
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32Adult Safeguarding: Roles and Competencies for Health Care Staff  https://www.rcn.org.uk/professional-
development/publications/pub-007069  


33 https://www.cambridgeshireandpeterboroughccg.nhs.uk/staff-homepage/hr-and-learning-and-
development/hr-policies/ 


34 Ibid 


35 Ibid 


commensurate with their roles and responsibilities as set out in the Intercollegiate 


Document (201832) and in line with HR mandatory training guidance. 


Any concerns must be shared with the relevant line manager, documented and acted on, 


referring to the relevant Local Authorities’ safeguarding teams where necessary. 


 


Staff should recognise that sharing information is vital to ensure that adults are protected 


from abuse and neglect and that there may be exceptional circumstances which can 


override any duty of confidentiality. Advice should always be sought in complex cases. 


 


Staff should seek advice from their line manager or another senior manager when they 


have a safeguarding concern. The Safeguarding Adult Team are also available for advice 


and support.  


 


3.5.2 All staff share a responsibility to uphold safe working practice by acting on concerns 


relating to the conduct of colleagues, particularly in relation to those potentially at risk. 


Advice should be sought from the Safeguarding Adults Team and/or HR. 


Staff are responsible to adhering to the CCG Recruitment and Selection Policy33 and 


Standards of Employment Practice Policy34 around any criminal records they may have 


 


5.10 Regulated Professionals 


 


All employees are reminded of their professional duty of care as a registrant regardless of 


which NHS contract is used to deploy the functions they work to. 


Staff governed by a professional regulatory body should understand how their professional 


standards and requirements underpin their CCG role to prevent, recognise and respond to 


abuse and neglect. 


 


5.11 HR Department 


The HR department have a responsibility to ensure that the CCG  Recruitment, Selection 


and Appointment of Staff policy and procedure35 is current and in line with national 


requirements and adheres to the principles of safer recruitment. For example;   


• Safeguarding statements in job descriptions and adverts  


• Seeking appropriate references (2 minimum, including most recent employer) 


• Checking ID  


• Checking professional qualifications  



https://www.rcn.org.uk/professional-development/publications/pub-007069

https://www.rcn.org.uk/professional-development/publications/pub-007069
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• Seeking appropriate Disclosure and Barring Service (DBS) checks   


• Checking employment history and acounting for anomolies 


The HR department with have the responsibility to maintain a system for monitoring 


compliance of staff training in adult safeguarding adults outlined in the training needs 


analysis. 


 


6. Partnership working: 


 


• The CCG shares a responsibility to work with its partners to safeguard and promote 


the wellbeing of adults at risk. The practice of this is achieved in the following ways; 


• Designated professionals work across the health economy and local authority services 


to develop and improves safeguarding practice  


 


• The CCG is represented on the Joint Safeguarding Executive Partnership by the Chief 


Nurse (Director of Nursing and Quality)  


 


• The CCG is represented at the Cambridgeshire and Peterborough SAB by the 


Designated Nurse. The Designated Nurse and team also attend SAB subcommittees 


including the Consultation and Development Forum, the Safeguarding Adults Review 


panel and the Quality and Effectiveness Group.  


 


• The Designated Nurse chairs an operational group (the Health Safeguarding Group) 


which brings together Safeguarding Adult Leads across the health economy with 


membership from the CCG and commissioned Provider organisations.  The aim is to  


provide a forum for discussion and comment on local, regional and national guidance 


and sharing of best practice in relation to Safeguarding Adults and implementation of 


recommendations for any SARs. 


 


• The Provider Chief Nurses are invited to come to the safeguarding boards and receive 


both the papers and the minutes.  


 


• The Designated Nurse and team attend the regional Safeguarding Adults Forum 


hosted by the NHS England and NHS Improvement East Team.  


 


• The CCG Safeguarding Adults Team also attend ad hoc events and improvement 


meetings aimed at reviewing and improving working together. 
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6.1 Safeguarding Adults Board (SAB) 


The Local Authority is the lead agency for safeguarding adults. Within CAPCCG 


boundaries, there are two Local Authorities – Peterborough and Cambridgshire, though 


their functions are increasingly merging. They have a responsibility to facilitate a 


Safeguarding Adults Board with representation of local agencies. There are three 


statutory partners who must be part of the SAB; 


• Local Authority 


• Police 


• CCG  


The role of the SAB is to ensure that there is strategic oversight of safeguarding 


arrangements for all agencies as it is essential that agencies work together to Safeguard 


Adults. For further detail of processes and structures see 


http://www.safeguardingpeterborough.org.uk/adults-board/about-the-adults-board/  


 


6.2  Engagement with Statutory Reviews 


 


All NHS agencies and organisations that are asked to participate in a statutory review 


must do so. The input and involvement required will be discussed and agreed in the terms 


of reference for the review. This could involve services directly commissioned by the CCG  


(e.g. Continuing Healthcare) but more often will be that commissioned from other 


Providers of NHS Healthcare, including Primary Care. All health providers, including GPs, 


are required to provide and share information relevant to any statutory death review 


process.  


Types of reviews could include Safeguarding Adult Reviews, Domestic Homicide 


Reviews, Mental Health homicide reviews (Independent Investigation reports), Multi-


agency public protection (MAPPA) reviews, Learning Disability Mortality (LeDeR) 


Reviews, Fatal Fire reviews, etc. 


6.2.1 Safeguarding Adult Reviews (SAR) 


Safeguarding Adult Reviews (SARs) are required under the Care Act and convened by a 


SAB when an adult has died from, or experienced, serious abuse or neglect, and there is 


reasonable cause for concern about how agencies and service providers worked together 


to safeguard the person. A panel (of which the CCG is a standing member) is convened to 


review the involvement of each agency and produce an investigation report identifying any 


learning and make recommendations for improvement. The CCG represets the wider health 


economy with individual health Providers included where appropriate.  


Other cases of concern may also be referred to the SAR panel if it is felt that there are 


opportunities for multiagency learning which could improve outcomes for others in future.  


 



http://www.safeguardingpeterborough.org.uk/adults-board/about-the-adults-board/
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6.2.2 Domestic Homicide Reviews 


A Domestic Homicide Review (DHR) convened by the local community safety partnership, 


is a multi-agency review of the circumstances in which the death of a person aged 16 or 


over has, or appears to have, resulted from violence, abuse or neglect by a person to 


whom they were related or with whom they were, or had been, in an intimate personal 


relationship, or a member of the same household as themselves. The role of the CCG is 


to facilitate and enable the engagement of the health ‘family’ enable to undertaking of the 


review. 


 


7.0   Quality Assurance  


 


The section below outlines the process by which the CCG assures itself of the 


safeguarding activity both internally and across the health economy.  


 


7.1   Commissioned Services  


 


The CCG has a system for quality assuring the safeguarding arrangements of provider 


organisations it commissions directly. Expectations are set through national and local 


contract requirements and service specifications.  


The CCG also undertakes announced and unannounced inspections when necessary.  


The Contract and Clinical Quality Review Process (CCQR) sets annual quality metrics for 


each Trust. See Appendix 2 for an example. They include compliance with training, 


supervision and audit, and the monitoring of Serious Case Review action plans.  


Similarly, action plans arising from internal, external or regulatory inspections (CQC or 


OFSTED) are monitored through the CCQR process.  


The Safeguarding Team are consulted on all reported serious incidents investigations 


(SIs) raised by the provider Trusts that involve safeguarding adult concerns. Appropriate 


SI action plans are also monitored through the CCQR process.  


 


7.2 Clinical Commissioning Group  


 


Like all NHS organisations the CCG is expected to meet its statutory duties for 


safeguarding adults. While it is not statutory the CCG complies with the completion of the 


SABs’ Safeguarding Adults Toolkit, which is an assurance tool.  


 


The CCG contributes to further audit completed in relation to specific circumstances to 


ensure that recommendations arising from safeguarding reviews have been achieved / 


embedded into practice. An annual report on Safeguarding Adults’ arrangements will be 


presented to the CCG board. 


  


The Safeguarding Adults Policy should be reviewed every three years by the Designated 


Nurse for Safeguarding Adults or sooner if there is significant local or legislative changes.  
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The CCG will notify NHS England of all Serious Case Reviews via the NHS England 


quarterly return. The CCG will also comply with the NHS England Safeguarding 


Commissioning Assurance Toolkit, the toolkit by which it assures itself that statutory 


duties are being met by Commissioners and Providers alike.  


Safeguarding risks are escalated through the Integrated Performance and Quality 


Committee which reports directly to the CCG Governing Body.  


The Designated Nurse is embedded in the clinical decision making of the organisation, 


with the authority to work within the local health economies to influence local thinking and 


practice.  


 


8.0 Freedom to Speak Up at Work (Whistleblowing) 


A culture of open practice underpins effective safeguarding within an organisation. The 


CCG’s ‘Freedom to Speak Up at Work (whistleblowing) policy contributes to the CCG’s 


safeguarding people arrangements by supporting a culture where issues can be raised 


safely and addressed by the organisation. This may be in relation to an individual’s conduct 


and practice, illegal activity or a widespread or systemic failure in the provision or 


management of services to children and adults which places them at risk.  


 


 


9.0 Maintaining Professional Boundaries 


Maintaining professional boundaries is central to providing safe and quality care for 


patients. It ensures personal and organisational reputation is maintained, professional 


standards are upheld and statutory requirements are met. 


Staff should be aware that this responsibility extends to conduct on the internet and in the 


use of communication devices such as mobile phones and tablets. 


If there is an allegation that a member of the CCG staff has been involved with abuse or 


neglect of an adult then this will be dealt with sensitively involving the Designated Nurse for 


Safeguaridng Adults, HR department and investigation/ disciplnary framework, regulatory 


body; police and referral to to DBS as necessary. 


 


In CCG commissioned services, If someone is removed by being either dismissed or 
redeployed to a non-regulated activity, from their role providing regulated activity following 
a safeguarding incident, or a person leaves their role (resignation, retirement) to avoid a 
disciplinary hearing following a safeguarding incident and the employer/volunteer 
organisation feels they would have dismissed the person based on the information they 
hold, the regulated activity provider has a legal duty to refer to the Disclosure and Barring 
Service. 
 


If an agency or personnel supplier has provided the person, then the legal duty sits with 


that agency. In circumstances where these actions are not undertaken then the local 


authority can make such a referral.  
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36 https://www.cambridgeshireandpeterboroughccg.nhs.uk/staff-homepage/hr-and-learning-and-
development/hr-policies/ 


10.0 Case discussion / Safeguarding Supervision 


Staff who have direct involvement with patients where there may be safeguarding concerns 


should have an identified route to seek advice  or obtain clinical/safeguarding supervision. 


Both supervisor and supervisee should keep a written record of any individual cases 


discussed and advice given should be written in the patients records where applicableo 


Please refer to the CCG Management Supervision Policy and Procedure36 for guidance. 


 


11.0 Information Sharing 


Promoting the well-being of adults and safeguarding them from harm depends upon 


effective information sharing, collaboration and understanding. Often, it is only when 


information from a number of sources has been shared and pulled together that it 


becomes clear that there are concerns or that an adult is at risk. 


  


It is important, of course, to keep a balance between the need to respect an adult’s rights 


to make their own decisions and maintaining confidentiality while considering the potential 


need to share information to protect. Decisions to share information must always be 


based on professional judgement about the safety and well-being of the individual and in 


accordance with legal, ethical and professional obligations.  


Health and care professionals can disclose information for the purposes of safeguarding 


provided that the proposed disclosure meets the public interest test.  


 


This test involves weighing up;  


a. the public interest of protecting individual children or vulnerable adults who are 


potentially at risk of harm, against  


b. the public interest of protecting their confidentiality and privacy, while taking 


account of the individual’s wishes where these are known.  


c. In making disclosures, professionals need to disclose information incrementally, 


starting with the minimal disclosure. The responsibility for making these disclosures 


rests with the senior responsible professional. Where the balance of public 


interests is unclear, the advice of the Caldicott Guardian should be sought.  


 


The disclosure and the reasoning behind the decision to disclose should be documented 


in the record of the individual and possibly also in an organisational disclosure log.  


The CCG is signed up to the Cambridgeshire and Peterborough Multi-Agency Information 


Sharing Framework and is a member of the Information Sharing Forum 
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12.0 Safer Recruitment  


• The CCG recruitment policy adheres to the principles of safer recruitment. For 


example 


• safeguarding statements in job descriptions and adverts  


• seeking appropriate references (2 minimum including most recent employer)  


• checking ID and professional qualifications  


• seeking appropriate DBS checks (formerly CRB)  


• checking employment history and accounting for anomalies  


 


13.0 Allegations against staff  


The CCG adheres to the Local Safeguarding Adult Board’s multi-agency procedure for 


concerns about People in a Position of Trust (PiPoT)  
http://www.safeguardingpeterborough.org.uk/adults-board/information-for-professionals/pipot/  


  


Concerns should be first discussed with a line manager, senior manager or member of the 


HR team.  


 


The CCG’s Nominated Senior Officer for dealing with allegations is the Head of 


Organisational Development and Human Resources who can provide advice and 


guidance in such situations. They must be informed of all allegations as soon as possible.   



http://www.safeguardingpeterborough.org.uk/adults-board/information-for-professionals/pipot/
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Appendices 


Types and Patterns of Abuse and Neglect       Appendix 1                                        


 


Identifying abuse and neglect 


Incidents of abuse may be one-off or multiple and may affect one person or more. Repeated 


instances of poor care may be an indication of more serious problems and may be described 


as organisational abuse. Abuse can take place anywhere including a person’s home, 


hospital, care home, college and public place and by anyone. Statistically, a person is more 


likely to know their abuser. 


 


Type of abuse Definitions and examples 


 


Physical abuse Including assault, hitting, slapping, pushing, misuse of medication, 
restraint or inappropriate physical sanctions 


Domestic 
violence and 
abuse 


The cross-government definition of domestic violence and abuse is: 
Any pattern of incidents of controlling, coercive, threatening behaviour, 
violence or abuse between those aged 16 or over who are, or have 
been, intimate partners or family members regardless of gender or 
sexuality. 


Including psychological, physical, sexual, financial, emotional abuse 
and so called ‘honour’ based violence 


https://www.gov.uk/government/publications/statutory-guidance-framework-
controlling-or-coercive-behaviour-in-an-intimate-or-family-relationship 


Sexual abuse Including rape, indecent exposure, sexual harassment inappropriate 
looking or touching, sexual teasing or innuendo, sexual photography, 
subjection to pornography or witnessing sexual acts and sexual assault 
or sexual acts to which the adult has not consented or was pressured 
into consenting, Indecent exposure 


 


Psychological Including emotional abuse, threats of harm or abandonment, 
deprivation of contact, humiliation, blaming, controlling, intimidation, 
coercion, harassment, verbal abuse, cyber bullying, isolation or 
unreasonable and unjustified withdrawal of services or supportive 
networks 


 


Financial 
abuse 


Including theft, fraud, internet scamming, coercion in relation to an 
adult’s financial affairs or arrangements, including in connection with 
wills, property, inheritance or financial transactions, or the misuse or 
misappropriation of property, possessions or benefits. This may 
manifest in a change of living conditions, lack of heating, clothing, food; 
inability to pay bills/unexplained shortage of money; unexplained 



https://www.gov.uk/government/publications/statutory-guidance-framework-controlling-or-coercive-behaviour-in-an-intimate-or-family-relationship

https://www.gov.uk/government/publications/statutory-guidance-framework-controlling-or-coercive-behaviour-in-an-intimate-or-family-relationship
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Type of abuse Definitions and examples 


 


withdrawals from an account; unexplained loss/misplacement of 
financial documents  


 


This is the main form of abuse reported to the Office of the Public 
Guardian  


http://www.cpa.org.uk/information/reviews/financialabuse240408%5B1%5D.pdf 


 


Modern slavery Encompasses slavery, human trafficking, forced labour and domestic 
servitude. Traffickers and slave masters use whatever means they 
have at their disposal to coerce, deceive and force individuals into a life 
of abuse, servitude and inhumane treatment 


https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/328096/Modern_
slavery_booklet_v12_WEB__2_.pdf 


 


Discriminatory 
abuse  


Includes forms of harassment, slurs or similar treatment, because of 
race, gender and gender identity, age, disability, sexual orientation or 
religion 


https://www.gov.uk/discrimination-your-rights/types-of-discrimination 


 


Organisational 
abuse 


Including neglect and poor care practice within an institution or specific 
care setting such as a hospital or care home, for example, or in relation 
to care provided in one’s own home. This may range from one off 
incidents to on-going ill-treatment. It can be through neglect or poor 
professional practice as a result of the structure, policies, processes 
and practices within an organisation 


 


Neglect and acts 
of omission 


Including ignoring medical, emotional or physical care needs, failure to 
provide access to appropriate health, care and support or educational 
services, the withholding of the necessities of life, such as medication, 
adequate nutrition and heating 


 


Self-neglect This covers a wide range of behaviour neglecting to care for one’s 
personal hygiene, health or surroundings and includes behaviour such 
as hoarding. It should be noted that self-neglect may not prompt a 
Section 42 enquiry. An assessment should be made on a case by case 
basis. A decision on whether a response is required under 
safeguarding will depend on the adult’s ability to protect themselves by 
controlling their own behaviour. There may come a point when they are 
no longer able to do this, without external support. 


 


 



http://www.cpa.org.uk/information/reviews/financialabuse240408%5B1%5D.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/328096/Modern_slavery_booklet_v12_WEB__2_.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/328096/Modern_slavery_booklet_v12_WEB__2_.pdf

https://www.gov.uk/discrimination-your-rights/types-of-discrimination
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Appendix 1 


Recognising abuse or neglect 


 


Abuse or neglect may be: 


• A single act or repeated acts 


• Cause harm temporarily or over a period of time 


• Occur when a person is persuaded to enter into a transaction to which they have not 
consented to, or cannot consent to 


• Be an act of neglect or an omission to act 


• Occur through deliberate targeting/grooming 


• Occur in any relationship 


• Be perpetrated by an individual or as part of a group/organisation 


• Be the result of deliberate intent or negligence, or ignorance – unintentional 


• Several abusive acts are crimes and informing the police must be a key 
consideration 


 


Who may abuse or neglect: 


• Spouses/partners 


• Other family members 


• A relative or unpaid carer 


• Neighbours, friends 


• Paid staff including professionals 


• Volunteers 


• Another adult at risk 


• People who deliberately exploit adults they perceive as vulnerable to abuse  


• Children 


• Strangers – member of public not known to the abused 


 


People at high risk of abuse or neglect: 


• Older person who is particularly frail 


• Someone with a mental disorder, including dementia or a personality disorder 


• Someone with a significant and impairing physical or sensory disability 


• Someone with a learning disability 


• Someone with a severe physical illness 


• An unpaid carer who may be overburdened, under severe stress or isolated 


• A homeless person 


• Any person living with someone who abuses drugs or alcohol 


• Women who may be particularly vulnerable as a result of isolating cultural factors. 
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Appendix 2 


Local Contacts for Safeguarding Adults 


If a referral is required for an Adult Safeguarding concern, the referral will need to be made 
to the Local Authority where the abuse occurs. Search for ‘Adult Social Care’. 


 


Local Authorities 


Cambridgeshire   Telephone: 0345 045 5202 
              
      Outside of office hours: 01733 234 724 


 


 
Peterborough   Telephone: 01733 747474 
  
      Outside of office hours: 01733 234 724 
 
Guidance about referrals and links to forms can be found at: 
 
http://www.safeguardingpeterborough.org.uk/adults-board/information-for-professionals/cpsabprocedures/  
 


 


CCG 


Safeguarding Adults Team  


• Single Point of Contact (SPOC) Capccg.safeguardingadults@nhs.net  


01733 847356 Mon-Fri 9-5 


 


• Designated Nurse for Safeguarding adults  


Donna Phipps                                          via the Single Point of Contact  


01733 847356 


Donna.phipps1@nhs.net  


        


 


 


 


 



http://www.safeguardingpeterborough.org.uk/adults-board/information-for-professionals/cpsabprocedures/

mailto:Capccg.safeguardingadults@nhs.net

mailto:Donna.phipps1@nhs.net
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Appendix 3 


Safeguarding Metrics and Thresholds 2019 - 20 


 


 


REF METRIC INDICATOR FREQUENCY 
OF 


REPORTING 


THRESHOLDS 


RED AMBER GREEN 


12a 
Safeguarding 
Adults 


Quarterly Safeguarding Adults 


report to provider Board in line with 


CCG guidance  


By exception 


"Professional dialogue between CCG and Trust 


Feedback from CCG Adult Safeguarding team / Trust by exception"   


12b 
Safeguarding 
Adults 


Safeguarding Adults Training  


Quarterly 


Less than 75% of staff are 


trained to the level 


appropriate for their role 


OR Training figures not 


broken down by 


professional group and 


level of training 


Between 75% and 89% of staff 


are trained to the level 


appropriate for their role OR no 


evidence that training is affective 


in altering practice 


90% or more of staff are trained 


to the level appropriate for their 


role and evidence that training is 


affective in altering practice 
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                                      Supplementary One-Stop Guidance - 


Mental Capacity Act and Deprivation of Liberty Safeguards   


                            During the Covid-19 Pandemic 


 


1. Introduction  


1.1 The statutory requirements of the Mental Capacity Act and Deprivation of Liberty 
Safeguards (MCA/DOLS) remain unchanged during the Covid-19 pandemic 
 
1.2 The Department of Health and Social Care (DHSC) published guidance1 to 
ensure compliance by relevant health and social care staff during the pandemic  
 
1.3 The Judiciary of England and Wales2 also issued specific guidance relating to 
processing of MCA/DOLS matters via Court of Protection during Covid-19 pandemic 
 
1.4 Both guidance emphasises the basic requirement for health and social care 


practitioners to provide good quality care and treatment in line with MCA principles 


1.5 This supplementary guidance reflects Covid-19 related information that is not 
included in the existing MCA Policy or DOLS Operational Guidelines  
 
1.6 This document is only valid during the Covid-19 pandemic and will be reviewed 
periodically in the event of relevant changes or developments  
  
 
2. Consent 
 
2.1 The DHSC guidance specifies that any decision made during the Covid-19 
pandemic should be person-centred and not generalised 
 
2.2 Like any other decision, consent should be sought for all Covid-19 related 
interventions including care, treatment and accommodation during the pandemic 
 
2.3 In line with the second principle of the MCA, all practicable steps must be taken 
to help a person to make their own decision before concluding that they lack capacity  
 
2.4 Where a person is suspected to lack capacity to make this decision, a formal 
mental capacity  assessment is required 
 
2.5 If a face-to-face assessment is not possible due to restrictions imposed by the 
Coronavirus Act to limit spread of infection, alternative ways of assessment should 
be explored  


 
1 https://www.gov.uk/government/publications/coronavirus-covid-19-looking-after-people-who-lack-mental-
capacity 
 
2 https://www.judiciary.uk/coronavirus-covid-19-advice-and-guidance/#cop 
 



https://www.gov.uk/government/publications/coronavirus-covid-19-looking-after-people-who-lack-mental-capacity

https://www.gov.uk/government/publications/coronavirus-covid-19-looking-after-people-who-lack-mental-capacity

https://www.judiciary.uk/coronavirus-covid-19-advice-and-guidance/#cop
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3. Alternative Forms of Mental Capacity Assessment 
 
3.1 Virtual Platforms  
 
3.1.1 Virtual platforms such as Skype, Microsoft Teams and Facetime  are 
considered as the next best thing in place of face to face contact  
 
3.1.2 The CCG discouraged use of Zoom due to risk related to data security 
 
3.1.3 In order to enhance communication and minimise distraction, a plain backdrop 
is preferable and background noise should be minimised 
 
3.1.4 The technology/equipment should be tested to ensure it works and that 
prospective users are competent in using it  
 
3.2 Telephone assessments  
 
3.2.1 Where virtual platforms may not be available or inappropriate, telephone 
contact can be utilised provided there is no hearing impairment.  
 
3.2.2 For confidentiality and to avoid data breach, it is important to confirm that it is 
the correct person being spoken with.  
 
3.2.3 It may be beneficial to have someone to support the person being assessed 
whilst still enabling their voice to be effectively heard 
 
3.2.4 Having a prepared list of questions may help to add structure to the 
conversation  
 
3.3  Corroborating Evidence 
 
3.3.1 Another appropriate  professional  who is already in direct contact with the 
patient may complete the assessment in collaboration with the Decision Maker   
 
3.3.2 An existing assessment may  be used without requiring another assessment if 
the proposed arrangements are similar  
 
3.3.3 This equivalent assessment should not be more than 12 months old although 
older assessments can be used to inform a fresh assessment 
 
3.3.4 Corroborative evidence should also be sought from those people concerned 
with the person’s welfare 
 
3.3.5 Where the person is assessed as lacking capacity, a direct link should be 
established that this is due to the person’s cognitive impairment (causative nexus) 
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4. Decision Making Process 
 
4.1 Legal Provisions to Consider  
 
4.1.1 The powers of a Health and Welfare Lasting Power of Attorney (LPA) remain 


the same during the Covid-19 pandemic.  


 


4.1.2 The Office of the Public Guardian (OPG) has issued guidance3 on how to 


expedite verification of an LPA during the Covid-19 pandemic by emailing the 


information in this template to OPGurgent@publicguardian.gov.uk  


Email Template for 


Verifying LPA from OPG During Covid-19.docx 


4.1.3 Where available and valid, an existing Advance Decision to Refuse Treatment 
(ADRT) remains legally binding during the Covid-19 pandemic  
 
4.1.4 Blanket application of Do Not Attempt Resuscitation (DNAR) is not acceptable 
and any decisions should involve the person in line with the Resuscitation Council4  
 
4.1.5 Where a person who is unbefriended is assessed as lacking capacity to make 
a major decision related to Covid-19, an Independent Mental Capacity Advocate 
(IMCA) should be appointed 
 
4.1.6 An urgent request for an IMCA can be made via the local Advocacy Service - 
VoiceAbility by tel. 0300 2225704 
 
4.2 Best-Interests Process 
 
4.2.1 For a specific decision in respect of a person who lacks capacity, and in the 


absence of an LPA or ADRT, the Decision-Maker must act in the person’s best 


interests by considering the available options 


4.2.2 Where possible, all people identified by the person as significant and those 


actively involved in the person’s care must be consulted  


4.2.3 A face-to-face best interests meeting is not mandatory during Covid-19, so 


telephone or virtual consultations should suffice 


4.2.4 Although the views of those consulted should be considered and the person’s 


past/ present wishes established, the final decision lies with the Decision-Maker  


 
3 https://www.gov.uk/guidance/nhs-staff-searching-our-registers-of-attorneys-and-deputies 


4 https://www.resus.org.uk/media/statements/resuscitation-council-uk-statements-on-covid-19-coronavirus-
cpr-and-resuscitation/ 



mailto:OPGurgent@publicguardian.gov.uk

https://www.gov.uk/guidance/nhs-staff-searching-our-registers-of-attorneys-and-deputies

https://www.resus.org.uk/media/statements/resuscitation-council-uk-statements-on-covid-19-coronavirus-cpr-and-resuscitation/

https://www.resus.org.uk/media/statements/resuscitation-council-uk-statements-on-covid-19-coronavirus-cpr-and-resuscitation/
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4.2.5 Under MCA, best interests are only meant to prevent harm to the person who 


lacks capacity and cannot be used to prevent harm to others. 


4.2.6 If the person lacks capacity to consent to the arrangements that are purely 


meant to prevent harm to others such as limiting spread of Covid-19, or the person’s 


capacity fluctuates, Public Health Regulations should be applied  


 


5. Deprivation of Liberty  


5.1 The definition of a deprivation of liberty (DOL) is when a person who lacks 
capacity is under continuous supervision or control AND they are not free to leave. 
 
5.2 It is permissible to restrict someone in their best interests as long as the act 
imposed is not of such a degree or intensity as to amount to a DOL  
 
5.3 Life-saving treatment in a hospital or care home including that for Covid-19 is not 
regarded as a DOL but can be provided in the person’s best interests  
 
5.4 If it becomes necessary to deprive someone of their liberty, then authorisation 
should be sought depending on where they are being cared for. 
 
 
5.5 Procedure for DOLS Authorisation in Hospitals and Care Homes  


5.5.1 DOLS authorisation should be sought from the Supervisory Body as detailed 


under DOLS Operational Guidelines 


5.5.2 An existing DOLS authorisation usually covers additional Covid-19 restrictions 


unless there is a significant change in the arrangements, in which case a review of 


the existing DOLS should be requested from the Supervisory Body 


5.5.3 If  there are new restrictions imposed by the Covid-19 arrangements which 


amount to a DOL, the Care Home or Hospital can grant itself an urgent authorisation 


whilst awaiting a standard one 


5.5.4 Supervisory Bodies should use a prioritisation process for granting DOLS 


authorisation depending on the urgency of the request 


5.5.5 If a person under an existing DOLS authorisation moves to another unit or 


ward of the same institution, there is no need to apply for another authorisation 


 


5.5.6 If the restrictions imposed amount to a DOL and they are solely meant to 


prevent spread of infection for the protection of others e.g. isolation, then emergency 


Public Health powers should be sought (list attached) 


List of Public Health 


Consultants.docx  
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5.6 Procedure for Authorising Deprivation of Liberty in the Community 
 
5.6.1 Authorisation for DOL in the community including the person’s own home and 
supported living is obtained through the Court of Protection (CoP) 
 
5.6.2 The CCG remains responsible for applying for judicial authorisation of a DOL 
for all  fully funded patients in the community by using the COPDOL11 form 
 
5.6.3 Applications to CoP for DOL authorisation which had already commenced prior 
to Covid-19 will continue to be processed to avoid delay  
 
5.6.4 Other existing and newly identified cases will be scrutinised and prioritised by 
the MCA/DOLS Lead according to the risk identified, with safeguarding cases and 
persistent objections being given priority 
 
5.6.5 Any complex cases that may require legal input or oral hearing in CoP are 
prioritised in line with the relevant SOP based on LGSS legal team’s guidance  
 
5.6.6 The application bundle or other evidence required by CoP may be sent 
electronically as an email attachment during the Covid-19 pandemic 
 
5.6.7 Further guidance on CoP processes during Covid-19 pandemic can be sought 
by contacting the court via Tel 020 7421 8824 or 020 7947 6000 out of hours 
 
 
Compiled by - Loice Zhanda – MCA/DOLS Lead 
 
Finalised on – 06/05/2020 
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1. Introduction


In March 2015 NHS England published a revised Serious Incident Framework ‘Supporting Learning to Prevent Recurrence’. The Cambridgeshire and Peterborough Clinical Commissioning Group (CAPCCG) Serious Incident (SI) guidance was revised in 2015 to reflect this.  This document is a further revision to reflect current systems and processes that demonstrate best practice and ensure learning for and across NHS organisations.


This guidance should be followed by CAPCCG staff and Provider organisations commissioned by the CCG in the event of a SI.


1.1. Key Principles

The NHS England SI Framework endorses 7 key principles.
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1.2. Major Changes in Guidance from Version 7.

· Revised Review of Investigation, Credibility and Thoroughness of SI Report form.

· Final Report Reviewing Process Standard Operating Procedure implemented.

2. Purpose and Scope 


This purpose of this guidance is to outline to CAPCCG staff and Provider organisations commissioned by CAPCCG what their responsibilities are for reporting and managing serious incidents, as well as learning lessons to prevent recurrence and to improve patient safety.


3. Duties and Responsibilities


Each organisation should have an identified Executive Lead for the oversight and management of the SI process and a reporting structure to ensure that the Board is appraised on the number and types of SIs with learning identified.

Within CAPCCG, the Executive Lead is the Chief Nurse and the reporting mechanism is via the Quality, Performance and Outcomes Committee.

4. Role of the Commissioning CCG in SI Management

CCGs are accountable for commissioning high quality services and ensuring the most effective and efficient use of resources.  CCGs have a variety of mechanisms for monitoring performance, quality and safety, and assessing information relating to performance collected from these processes. 

As part of this role the CAPCCG has a statutory duty to monitor all SIs occurring in the services it commissions to ensure these are robustly investigated, lessons learnt and shared, and actions taken to mitigate future recurrence. The duty also requires CAPCCG to hold Provider organisations to account for their SI management. The requirement for Provider organisations to comply with this process is included in their Contract with CAPCCG. Some Provider organisations have multiple Commissioners. In these circumstances, principles for identifying joint roles and management are key.


The NHS England SI Framework outlines the RASCI principles (Responsible, Accountable, Supporting, Consulted, Informed) to be used in these situation;

		RASCI Definitions



		Responsible - (Doer) - The team assigned to do the work



		Accountable - (Buck stops here) - The team making the final decision with ultimate ownership



		Supporting - (Here to help) - The functional host Sub-region that will support the geographical host Sub-region and the contracting host Sub-region in undertaking their quality assurance functions including ensuring there is timely reporting, investigation and learning and action plan implementation undertaken by the provider in response to serious incidents



		Consulted - (In the Loop) - The team that must be consulted before a decision or action is taken



		Informed - (For Your Information) - The team which must be informed that a decision or action has been taken





This ensures that it is clear who is responsible for leading oversight of the investigation, where the accountability ultimately resides and who should be consulted and/or informed as part of the process. This allows the ‘accountable commissioner’, i.e. the commissioner holding the contract to clearly delegate responsibility for management of serious incident investigations to an appropriate alternative commissioning body, if that is appropriate


CAPCCG has been identified as the ‘host CCG’ with regard to reporting on STEIS, when Provider organisations need to report SIs to more than one CCG. CAPCCG is a host CCG for SIs reported by the major Providers commissioned by CAPCCG, namely;

· North West Anglia NHS Foundation Trust (NWAFT).

· Cambridge University Hospitals NHS Foundation Trust (CUHFT).


· Papworth Hospital NHS Foundation Trust.

· Cambridgeshire and Peterborough NHS Foundation Trust (CPFT).

· Cambridgeshire Community Services NHS Trust (CCS).

· Specialist Commissioning 

· Health and Justice (Prisons)


· Public Health England (Screening).

· East of England Ambulance Services Trust (Norfolk, Suffolk, and Cambridgeshire)


· General Practices in the CAPCCG footprint

In these situations, where an SI occurs in a Provider organisation which is commissioned by another CCG, CAPCCG will liaise with the other Commissioner to ask who should be the lead CCG for managing and closing the SI.

In addition, there are other CAPCCG commissioned Providers which have another CCG as their lead CCG these are:

· East of England Ambulance Services Trust, EEAST – West Suffolk CCG


· Queen Elizabeth Hospital, QEH – West Norfolk CCG 


· Minor Illness and Injury Unit – South Lincolnshire CCG


· Hertfordshire Urgent Care, HUC111 – East and North Hertfordshire CCG.

Regardless of the specific arrangements for SI management, all reports and incident management information must be available to all the Commissioners of a particular provider. It is the responsibility of the provider to ensure that all their Commissioners are aware of an incident and that, even where not directly responsible for Provider oversight, all serious incident reports, including trend and theme analysis, should similarly be made available to each Commissioner.

5. Role of Provider Organisations


Robust investigation of SIs that occur within organisations providing health and social care is a proven method of improving health care by implementation of systemic learning. SIs also highlight problems with patient pathways, and investigation helps Provider organisations to work together to eliminate systems problems that occur across organisational boundaries.

Provider organisations have both a statutory and contractual duty to have systems in place for robust and timely management of SIs, including identification, investigation and implementation of actions for improvement. This includes working with other organisations to investigate cross-boundary SIs. Provider organisations are held to account for following the requirements for SI management set out in this guidance.

Each Provider organisation must have a local policy that includes SI management in line with this procedure and covers internal responsibilities for SIs, formal identification of SIs, investigation, implementation of action plans, assurance that implementation has led to improvements in care, and dissemination of learning, together with processes for reporting to their organisation’s Board of Directors, CAPCCG and any other relevant agencies. Providers are required to have an auditable process for management of SIs.


6. Definition of a Serious Incident (SI)

Serious Incidents are events in health and social care where the potential for learning is so great or the consequences to patients, families and carers, staff or organisations so significant, that they warrant using additional resources to mount a comprehensive response. Serious Incidents can extend beyond incidents which affect patients directly and include incidents which may indirectly impact patient safety or an organisation’s ability to deliver ongoing healthcare. Within the guidance there is no definitive list of what constitutes an SI.

Serious Incidents in the NHS include (Serious Incident Framework, Supporting learning to prevent recurrence, March 2015 p13).

Acts and/or omissions occurring as part of NHS-funded healthcare (including in the community) that result in:

1. Unexpected or avoidable death of one or more people. This includes


· suicide/self-inflicted death; and


· homicide by a person in receipt of mental health care within the recent past (6 months);


2. Unexpected or avoidable injury to one or more people that has resulted in serious harm;


3. Unexpected or avoidable injury to one or more people that requires further treatment by a healthcare professional in order to prevent:—


· the death of the service user; or


· serious harm;


4. Actual or alleged abuse; sexual abuse, physical or psychological ill-treatment, or acts of omission which constitute neglect, exploitation, financial or material abuse, discriminative and organisational abuse, self-neglect, domestic abuse, human trafficking and modern day slavery where


· healthcare did not take appropriate action/intervention to safeguard against such abuse occurring; or


· where abuse occurred during the provision of NHS-funded care.


This includes abuse that resulted in (or was identified through) a Serious Case Review (SCR), Safeguarding Adult Review (SAR), Safeguarding Adult Enquiry or other externally-led investigation, where delivery of NHS funded care caused/contributed towards the incident. 


· A Never Event - all Never Events are defined as Serious Incidents although not all necessarily result in serious harm or death. Please refer to the National Never Events Policy and Framework for the national definition and further information; 

·     An incident (or series of incidents) that prevents, or threatens to prevent, an organisation’s ability to continue to deliver an acceptable quality of healthcare services, including (but not limited to) the following:

· Failures in the security, integrity, accuracy or availability of information often described as data loss and/or information governance related issues.


· Property damage;


· Security breach/concern;

· Incidents in population-wide healthcare activities like screening and immunisation programmes where the potential for harm may extend to a large population;


· Inappropriate enforcement/care under the Mental Health Act (1983) and the Mental Capacity Act (2005) including Mental Capacity Act, Deprivation of Liberty Safeguards (MCA DOLS);


· Systematic failure to provide an acceptable standard of safe care (this may include incidents, or series of incidents, which necessitate ward/ unit closure or suspension of services); or


· Activation of Major Incident Plan (by provider, commissioner or relevant agency)

· Major loss of confidence in the service, including prolonged adverse media coverage or public concern about the quality of healthcare or organisation. 


Provider organisations should err on the side of caution, and discuss any potential SI with CAPCCG to agree an appropriate and proportionate approach to determine if it should be reported.

7. Immediate action to be taken following an SI


A safe environment should be re-established as soon as possible. The risk of recurrence should be considered immediately and actions taken to mitigate in advance of the investigation.

Any urgent clinical care that may reduce the harmful impact of the incident must be given immediately.


The needs of patients and their family/ carers are made the first priority and they must be kept informed.


All relevant equipment or medication should be quarantined, labelled and isolated as appropriate. To maintain product liability, no piece of equipment should be returned to the manufacture for repair /examination until the provider has carried out all necessary tests on the equipment as suggested by the MHRA.


A contemporaneous and objective entry should be made in the patient’s clinical records and, where necessary, statements taken using a supportive statement taking process.


Relevant documentation should be copied and secured to preserve evidence and facilitate investigation and learning.


The organisation’s communications team should be notified of the incident and a relevant communications policy for dealing with serious incidents triggered where appropriate.

7.1. Duty of Candour


There is a contractual requirement for ‘Duty of Candour’ in the Standard Conditions 35 of the Contract which requires that a patient/ relevant person is informed within 10 working days.


The CQC Regulation 20 outlines a Provider’s responsibility. The aim of this regulation is to ensure that health services are open and transparent, and was introduced in direct response to recommendation 181 of the Francis inquiry into Mid-Staffordshire NHS Foundation Trust.


There is a requirement to inform the patient as soon as reasonably practicable after becoming aware that a notifiable safety incident has occurred, give an apology, provide support to them and give them information about the incident. They should be informed what further enquiries/investigations are to be made and advise what they should expect as the next course of actions and follow this in writing. Written details of all actions and communications with the patient/relative should be maintained.

Details of how this has been carried out should be included in the final report for all SIs.  


8. Process for Reporting and Updating of SIs to the CCG


8.1 Initial Reporting


All commissioned Provider organisations are required to report all SIs on STEIS (Strategic Executive Information System) without delay and within 2 working days of the incident being reported/ becoming known. If an organisation does not have access to STEIS (including General Practice), the STEIS template in Appendix 1 should be completed and emailed to the CAPCCG SI inbox (CAPCCG.SUIs@nhs.net), CAPCCG will then upload the incident to STEIS.  . An automated email will be sent to CAPCCG / other relevant CCG (Sub –region team), notifying them. 

The need for reporting to the external agencies such as the CQC, Local Authority Safeguarding teams / Boards should also be considered at this point.

Some incidents do not come to light as soon as they occur.  For example a death which appears to be due to natural causes will not be reported. However, an inquest may subsequently show the death was avoidable and it should then be reported as a SI without further delay. 

If the incident is not identified immediately as a serious incident, please give details of the reason for the delay when submitting the SI form. CAPCCG will determine if the reason given is acceptable. Provider constraints with capacity and capability are not considered valid and acceptable reasons for delay in reporting SIs.


The SI notification should indicate whether any media interest is likely. If there is immediate interest from the media CAPCCG Communications team on 01223 7253217 should be informed immediately by the Provider organisation’s Communication Team. Out of hours this should be notified to the On- call associate director via Serco 01480 398500.

Internally, CAPCCG Director of Communications will be made aware if media interest is likely. Subsequent SI reports should record an update on any media queries and statements issued. 


8.2 Retraction of SIs

If after initial investigation, the Provider organisation feels that it does not meet the criteria for an SI, then an update should be submitted to CAPCCG requesting a retraction, stating the reason for this. If the CAPCCG agrees that this is appropriate, the SI will be retracted from the STEIS database rather than closed.

At this point there should be consideration for the patient, family and staff who have been involved and who may have contributed including their continued engagement in on-going investigations.

8.3 Updating / 72hr reports

The NHS SI Framework suggests that an update should be sent to the CAPCCG within 3 working days for all SIs, however CAPCCG will ask for an update on specific SIs rather than for all. This might include Never Events, Safeguarding concerns or where there is deemed to be immediate continuing risk to patients, families and staff. Other updates may be requested by CAPCCG and should be submitted within the requested timeframe. This will provide more detail to assure CAPCCG that immediate actions have been taken and that the investigation has commenced.


8.4. Reporting SIs that Occur Outside Normal Working Hours


In most cases, SIs that occur outside normal working hours can be reported to CAPCCG at the start of the next working day, or notified via the SI telephone: Tel Number: 01223 725457. 


Incidents falling into any of the Serious Incident categories listed below should be reported immediately to the relevant commissioning organisation, upon identification. This should be done by telephone as well as electronically:

· Incidents which activate the NHS Trust or Commissioner Major Incident Plan;

· Incidents which will be of significant public concern;

·   Incidents which will give rise to significant media interest or will be of significance to other agencies such as the police or other external agencies.

Out of hours, if the Provider is concerned that the incident should be reported immediately, they should contact the on call Director via Serco on 01480 398500.

9. Final Report Requirements


The final report can be at different levels depending on the type of SI and level of harm 


· Level 1  -  Concise investigation – an agreed template can be used; 

· Level 2  -  Comprehensive Investigation;

· Level 3 - This is the same as a Level 2 comprehensive investigation but would include details from an Independent investigation or homicide review.

For most SIs the final report is likely to be that of a comprehensive Level 2 investigation. Other formats for the final reports may be negotiated with the CCG. The report should: 

· Be simple and easy to read;


· Have an executive summary, index and contents page and clear headings;


· Include the title of the document, the STEIS number and state whether it is a draft or the 


            final version and the date;


· Include terms of reference;

· Disclose only relevant confidential personal information for which consent has been 


obtained, or if patient confidentiality is overridden in the public interest. This should however be considered by the Caldicott Guardian and where required confirmed by 

legal advice;


· Include evidence and details of the methodology used for an investigation e.g. 


· timelines/cause and effect charts, brainstorming/brain writing, nominal group technique;           


· use of a contributory factor Framework and fishbone diagrams, five whys and barrier analysis;


· Identify root causes and recommendations; 


· Identify any lessons learned and how these will be shared; 



· Ensure that conclusions are evidenced and reasoned, and that recommendations are      


            implementable;


· Include a description of how patients/victims and families have been engaged in the 


            process;


· Include a description of the support provided to patients/victims/families and staff following the incident;

· Have an action plan if there are recommendations and actions should be SMART (specific, measurable, achievable, relevant and have a realistic timescale);

· Be explicit regrading how Duty of Candour has been discharged;

· Have evidence of Executive sign-off, signature required.

The investigation should be completed and a final report and action plan submitted within 60 days of the incident being reported. If there is a likelihood that the report will not be completed within the 60 day time frame, then a extension request can be submitted to the CCG but this must have compelling reasons why the timeframe will not be met, e.g. police investigation. A new submission date will be considered and the Provider will be informed if agreed, along with the details of the new submission date. 

The timeframe can be extended up to 6 months where there is an independent investigation. 


Details of the headings to use in the final report for a Level 2 comprehensive investigation are given in Appendix 3. 

10. Review of Investigation Credibility and Thoroughness of Final Reports

Final reports for SIs managed by CAPCCG will be reviewed by staff leads on the subject within the CCG Quality Directorate. Specialist advice for reviews will be sought as required.


For SIs managed by other Commissioners will be reviewed for closure by them.

The CCG will review the final report to determine if all aspects of the incident have been adequately investigated. The form in Appendix 3 has been adapted from the NPSA form and the example in the NHS England SI framework 2015 guidance and will be used to give a % score against compliance with the content under each of the report headings and for the overall assessment of the final report. Where a heading is judged not to be applicable this would need to be documented as such. Final reports would be expected to achieve a minimum of 80% compliance before they can be signed off and closed.

The CCG will feedback to the Provider within 10 working days. If the CCG has further questions, they will send a report review form to the Provider with the queries and request a response within 10 working days (see Appendix 5 for flowchart and Appendix 6 for Review of Investigation Credibility and Thoroughness of Final Reports Standard Operating Procedure).

11. Monitoring of SI Management and Escalation of Concerns

CAPCCG monitors Provider organisations’ management of SIs and will ask for further investigation or action at any stage in the process if required, including additional actions such as clinical audit and cross-boundary collaboration. Thematic reviews are carried out when indicated. CAPCCG considers learning from all SIs, reviews trends and manages dissemination of learning across the healthcare economy where appropriate. 


CAPCCG uses a monthly RAG (Red, Amber, Green) rating system for determining the level of assurance the CCG has for Provider organisations’ SI management processes and learning. The rating system is reported on the Quality dashboard. The thresholds are as follows: 

		Rating

		Threshold



		Green

		>90% of reports have been submitted within the required timescale 

>90% of reports have been submitted to an acceptable standard



		Amber

		75-89% of reports have been submitted within the required timescale 


75-89% of reports have been submitted to an acceptable standard



		Red

		<75% of reports have been submitted within the required timescale 


<75% of reports have been submitted to an acceptable standard





For providers where CAPCCG manages the SI, the CAPCCG will produce a monthly report (Appendix 4) for each Provider organisation against these requirements, which is sent to Provider organisations a week prior to the CCQR meeting. It is reviewed at the CCQR meeting when the RAG rating is agreed for inclusion in the quality dashboard. If the numbers of reported SIs per month is small (i.e. <10) this will be assessed quarterly to make the data more meaningful.

If there are any queries about the assessment of a final report or timeliness data, the initial appeal process would be to the Chief Nurse who would review and make a decision.


When a red RAG rating has been assigned, as with any other metric, this will be escalated to the strategic level meeting between Directors from the CAPCCG and the Provider organisation. 


Further escalation on concerns about a Provider organisations’ compliance with the SI requirements can result in a Contract Query and need for a Remedial Action Plan as outlined in Clause 47 of Section E of the Contract Schedule. 

12. Closure of SIs and Action Plan Monitoring

The final report and action plan will also be reviewed by the CCG which is managing that SI and any queries clarified. Once the CCG is assured that the SI investigation has been thorough and appropriate and the process followed, the SI will be closed on STEIS. There may be some queries requiring clarification by the CAPCCG / or Sub Region team before an SI can be closed. 

In SIs where assurance is required that all actions in an action plan have been completed, the SI will be closed on STEIS, however CAPCCG will monitor completion of actions until the Provider submits appropriate evidence that they have been completed. The Provider will be informed of any actions plans with ongoing monitoring and these will include action plans following Never Events. 

Progress on implementation of these action plans will be monitored via the SI report reviewed at the monthly Contract and Clinical Quality Review meetings until completed (Appendix 4).

An SI may be closed even though an Inquest is to be held, however, if the Inquest outlines recommendations for the Provider, the Provider should inform the relevant CCG and the SI may be reopened. The SI action plan should be updated if required following the Inquest findings, and re-submitted, again to the relevant CCG.

12.1 Serious Incidents Review Meeting

In some instances it may be necessary to hold a Serious Incident Review Meeting. The meeting held via teleconference is an integral part of the Quality Management System within CAPCCG to establish a system of good governance and to promote a culture of openness and an attitude that facilitates learning from all incidents. This will include prompt reporting, appropriate and robust investigation, identification of corrective actions, learning and effective and timely follow-up. 


The purpose of this meeting is:

· To validate on a monthly basis the information held by the CCG in relation to a Trust and their management of SIs including monitoring the contractually agreed timescales for SI investigations including Stop The Clocks;


· To review and analyse reports which  identify the need to liaise further with the reporting organisation in the event that any additional information/assurance is required;


· To review whether submitted reports can be closed based on the NHS England Serious Incident Framework (March 2015) and NHS England Revised Never Events Policy and Framework (March 2015); Never Events List 2018/19

· To review any identified themes/trends which require escalation;


· To agree expected next steps and actions;


· To identify themes and trends that require escalation;


· To agree closure of incident;


· Quarterly; to review data and appraise incident reporting trends to support consistently high standards of reporting and governance (including Duty of Candour);


· To highlight lessons learned through wider shared learning.


An action log will be produced after each meeting by the CAPCCG Serious Incidents team which will include agreed outcomes, concerns, issues and escalation.

13. Summary of Learning for Dissemination


Learning following an incident is essential to improve practice and prevent similar incidents occurring again. Examples of learning are given below:


· Solutions to address SI root causes that may be relevant to other teams, services and Provider organisations;

· Identification of the components of best practice that reduced the potential impact of the SI and how they were developed and supported;

· Lessons from conducting the investigation that may improve the management of investigations in the future;

· Documentation of the identification of the risks, the extent to which they have been reduced and how this is measured and monitored;

· Identification of any relevant staffing issues e.g. skill mix, recruitment, induction and training that may prevent further incidents;

· Identification of not meeting relevant CQC essential standards;

· Identification of any safeguarding lapse.

To increase the impact of the improvements in care resulting from SI investigations, the CCG will support dissemination of key learning across the health economy where appropriate. 

It is suggested that as part of the final SI report, Provider organisations should provide a short summary that they can share with other organisations. This can be the Executive Summary already included in the report if this is appropriate. It must include learning from the SI and any good practice identified. The Provider organisation can disseminate this summary through its own network, or ask the CCG to disseminate as appropriate / to be included in the Quarterly SI Provider Forum. Whichever route is taken the final report should give details of the dissemination plan. 

The NHS SI framework suggests that final reports should be published, however, it is acknowledged that for Providers with smaller numbers of SIs or specific types of SIs, individual cases may be identifiable.  


14. Never Events

Never Events are serious, largely preventable patient safety incidents that should not occur if the available preventative measures have been implemented. NHS England produces a list of Never Events which is updated annually.

CAPCCG will require a 3 day update report and further updates of the progress with the investigation if requested. 

Any Provider organisation which has a Never Event under investigation will be rated as Red under the CAPCCG RAG rating for the SI management part of Quality Dashboard at the CCQR meeting. Once the final report with an action plan has been submitted, the rating will become Amber and if progressing to timescales will remain Amber, until all of the identified actions have been completed when it will be rated Green. If the actions on the action plan are not progressing to timescale, then this will then be RAG rated Red.

15. SIs Relating to Safeguarding Children


The CAPCCG requirements for reporting a serious incident relating to children and young people is informed by the Working Together to Safeguard Children (2015) and Policies and Procedures from Cambridgeshire and Peterborough Safeguarding Children Boards.  


Where an incident involves a child or young person, it is the responsibility of all employees to inform their direct line manager and to be compliant with the organisations policies and procedures. 


When a safeguarding incident is also subject to investigation with the Local Safeguarding Children Board or organisational independent management review, the process will inform and provide reports as required within the SI process. It will not be required to complete a separate investigation.


For unexpected child deaths the Child Death Overview Panel may recommend to the CCG that a child death should be reported and investigated as an SI. The Designated Paediatrician with responsibility for unexpected deaths may, in discussion with the CCG safeguarding team, also recommend an SI on reviewing the information gathered through the unexpected child death protocol.


The Designated Nurse for Safeguarding Children will be included in the distribution of any SI’s involving children.


It is recommended that where there is any uncertainty regarding the reporting or notifying of a Serious Incident CAPCCG, a discussion should take place with the Designated Nurse for Safeguarding Children or her Deputy. Contact No. Tel - 07932643813.


It is required to report a Serious Incident in the following situations:-


· A child death where abuse as defined in Working Together to Safeguard Children (2015) is suspected to be a factor in the death (this will investigated through the SCR process);

· Where a child has (or might have) suffered harm as a result of a health care worker omitting to follow procedures or staff fail to act where there are clear suspicions of abuse (such as patterns of neglect, high risk indicators of persistent abuse).

16. SIs Relating to Safeguarding Adults


There is a clear and set process for investigating and taking action in relation to Adult Safeguarding enquiries outlined in the Care Act 2014. 


For many safeguarding SIs, the investigation will be part of the Local Authority’s safeguarding process. In those cases, a separate SI investigation report may not be needed, and the safeguarding investigation report will act as a SI report, as long as it includes robust recommendations and action plan.


However, SIs may need to be reported for actual or alleged abuse; sexual abuse, physical or psychological ill- treatment, or acts of omission which constitute neglect, exploitation, financial or material abuse, discriminative and organisational abuse, self- neglect, domestic abuse, human trafficking and modern day slavery where NHS funded healthcare did not take appropriate action/intervention to safeguard against such abuse occurring.

This includes abuse that resulted in (or was identified through) a Safeguarding Adult Review (SAR), Safeguarding Adult Enquiry or other externally-led investigation, where delivery of NHS funded care caused/contributed towards the incident.

Some Provider organisations may have responsibility for investigating safeguarding adult concerns for older people over the age of 65 years through a Section 75 agreement. In this situation the Provider organisation would be required to report any safeguarding adult SI identified, ensure an investigation and final report is submitted, and monitor and report on the implementation of the improvement action plan.


It is recommended that where there is any uncertainty regarding the reporting or notifying of a Serious Incident to CAPCCG, a discussion should take place with the Designated Nurse for Adult Safeguarding Adults or Deputy. Contact No. - Tel 01733 776176 or 0795441030 or 07773244404.

16.1 Care Homes


In cases when a care home is involved where a safeguarding enquiry is being considered such as CQC concerns, quality of care or safeguarding referrals, details of residents / patients receiving NHS funded care should be clarified.  Information should be shared with the Adult Safeguarding Leads at CAPCCG and the relevant Local Authority.

17. SIs Relating to Healthcare Associated Infections (HCAIs)

There are clear review processes in place for cases of MRSA bacteraemia and Clostridium difficile. These would not need to be reported as a SI unless the review indicated that there were acts or omissions in care which resulted in serious harm or death of a patient or where there was a cluster of incidents. 

Outbreaks of infections such as norovirus or flu resulting in a ward closure, or cases of infected healthcare workers, such as cases of HIV or TB, which would necessitate consideration of a look back exercise, are likely to need to be reported as an SI as these may fit the ‘Systematic failure to provide an acceptable standard of safe care’ (this may include incidents, or series of incidents, which necessitate ward/ unit closure or suspension of services).  

The normal SI reporting process should be followed and a full systematic investigation must be undertaken and with a final report or the outbreak reports sent as advised by CAPCCG Lead Nurse for Infection Prevention and Control.  

18. SIs Relating to Unexpected / Avoidable Deaths


All unexpected /avoidable deaths should be investigated and if there were any acts or omissions in care identified which contributed to the patient’s death, then these cases should be reported as SIs. These would include maternal deaths, stillbirths and neonatal deaths.


These deaths will have been reported to the Corner and an inquest/ criminal investigation may be requested by the Coroner. 


Each Provider Organisation should have a panel which reviews unexpected /avoidable deaths within a timeframe outlined in local policy and make a decision as to whether it meets the requirement to be reported as an SI.


If a Coroner holds an Inquest, and writes a report to an organisation under the Coroners (Investigation) Regulations 2013 Schedule 5 Regulation 28/29, then it is likely that these should be reported as SIs as there is the suggestion that acts or omissions contributed to the patients’ death by the Organisation.  

19. Data Security and Protection Incidents


General Data Protection Regulation as Implemented by the Data Protection Act 2018 (GDPR)


Organisations have a legal obligation under the General Data Protection Regulation (Article 33) to notify personal data breaches to the Information Commissioner’s Office (ICO) (via the Data Security and Protection Incident Reporting Tool) within 72 hours if the breach is likely to result in a risk to the rights and freedoms of individuals.  Article 34 also makes it a legal obligation to communicate the breach to those affected without undue delay when it is likely to result in a high risk to individuals’ rights and freedoms.  It is also a contractual requirement of the standard NHS contract to report incidents in accordance with NHS Digital’s Incident Reporting Guidance.


Security of Network Information Systems Regulations 2018 (NIS)


The Security of Network Information Systems Regulations 2018 (‘NIS Regulations’) seek to ensure that essential services, including healthcare, have adequate data and cyber security measures in place to deal with the increasing volume of cyber threats.  They require ‘operators of essential services’
 to report any NIS incident which has a ‘significant impact’
 on the continuity of the essential service that they provide to the relevant ‘competent authority’
.  Incidents must be reported without undue delay, and in any event within 72 hours of the operators of essential services becoming aware of the incident.


Further details about NIS are available at: https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/706613/network-and-information-systems-regulations-2018-health-sector-guide.pdf

19.1 Personal Data Breaches


What is a breach?


A ‘personal data breach’ is defined in Article 4(13) of the GDPR as a breach of security leading to the accidental or unlawful destruction, loss, alteration, unauthorised disclosure of, or access to, personal data transmitted, stored or otherwise processed.  Personal data is ‘any information relating to an identified or identifiable living individual’.  If you identify a potential personal data breach, you should always refer to your Information Governance Team for guidance on reporting, managing and investigating the incident.


What are the types of data breaches?


· Confidentiality breach – unauthorised or accidental disclosure of, or access to personal data;


· Availability breach – unauthorised or accidental loss of access to, or destruction of, personal data;


· Integrity breach – unauthorised or accidental alteration of personal data.


19.2. When is an Incident Reportable under GDPR


Grading the personal data breach

Any incident must be graded according to (1) the significance of the breach and (2) the likelihood of those serious consequences occurring ie the incident must be graded according to the impact on the individual or groups of individuals and not the organisation.  Both the adverse effect and likelihood values form part of the breach assessment grid (See p14,  NHS Digital’s Incident Reporting Guidance).  The breach assessment grid operates on a 5 x 5 basis with anything other than ‘green breaches’ being reportable.  Incidents where the grading result is in the ‘red’ should be notified within 24 hours.  When determining the potential significance of the adverse effect on individuals and the likelihood that adverse effect has occurred, it is advisable that incidents are reviewed by your Information Governance Lead; Data Protection Officer; Caldicott Guardian or the Senior Information Risk Owner (SIRO).


Sensitivity Factors


Sensitivity factors have been incorporated into the grading scores.  If a breach involves certain categories of special categories/vulnerable groups, it must be assessed as at least: 


A Likelihood of ‘Not likely or incident involved vulnerable groups (where no adverse effect occurred)’.  Not Likely on the breach assessment grid


and 


A Severity of ‘Potentially some minor adverse effect or any incident involving vulnerable groups even if no adverse effect occurred’.  Minor on the grid.


Where an incident involves special categories/vulnerable groups, it would be a minimum of 4 on the ‘breach assessment grid’ and would not always be reportable to the ICO.  It would be reported to the ICO if the Likelihood of harm is assessed as at least ‘Likely’., 

Organisations must be aware that incidents reported to the ICO using the Data Security and Protection Incident Reporting Tool will be published within the public domain.  Therefore, Personal Identifiable Data must not be entered into the Tool.  It is acknowledged that reporting to both the Toolkit and StEIS represents duplication of reporting, however the Toolkit does not currently provide a mechanism for informing relevant commissioners of Information Governance serious incidents and so StEIS reporting may be required to ensure that information is shared.



 NHS Trusts; NHS Foundation Trust, and any other person designated by the Secretary of State for Health and Social Care.



 The criteria for events which have a ‘significant impact’ on the continuity of essential services which must be reported under the NIS Regulations are set out in NHS Digital’s Incident Reporting Guidance.



 The competent authority is the Secretary of State for Health and Social Care (ie the Department of Health and Social Care).


Source: NHS Digital’s Guide to the Notification of Data Security and Protection Incidents (May 2018) 


20. SIs which include HR Investigations

Some SIs will include HR concerns about Provider staff. The NPSA Incident decision tree should be used as a guide. Whilst the detail of HR proceedings are confidential, the Provider investigation must look at the systems in place to support the work of staff relating to the SI, and whether more robust systems could have prevented the incident.   


The SI final report should cover this system review, and should state that all HR procedures have been followed as appropriate and that actions agreed from this process are in place and are being monitored. Brief details of the type of action eg reflection, case review, training, disciplinary action, referral to professional body such as NMC and GMC should be included in the report. It would also be the responsibility of the CCG to inform NHS England if a Performance Concern has been raised with respect to a GP, pharmacist, optometrist or dentist. 


The emotional and professional impact of an SI investigation should be or primary consideration.

21. Complaints

All Provider organisations commissioned by CAPCCG are required to review learning from all risk information together. This includes information from incidents, complaints and PALS. This requirement is included in the Quality Indicators in the contract with CAPCCG. Thus the management of all risk information should be aligned to ensure learning is maximised from every source. 


This management process should also ensure that any complaints or PALS information that meets the definition of a SI is reported as a SI to CAPCCG.


Management of complaints and SIs has many similarities and reporting a complaint as an SI should not alter the investigation process required. Similarly, most SIs require liaison with the patient, carer or family in a similar way to that carried out as part of the complaints process and as outlined in the Being Open guidance (Being Open Framework 2009) under the Duty of Candour. 

However, the outputs required for a complaint and a SI may differ, with the complaint often requiring a very specific response to the questions raised by the complainant, whilst an SI report will focus on the root causes of the incident. It should still be possible to carry out one investigation into the incident, but there may need to be two different responses to satisfy the requirements and timescales of each process.


All staff dealing with complaints must be aware of the CAPCCG procedure for SIs and the CAPCCG’s Complaints Policy.  It is recognised that it may not be immediately clear whether a complaint meets the definition of a SI. Therefore, part of the initial and on-going complaint review by the Investigating/ Service Manager should always include consideration of whether the complaint should be reported as a SI. If there is uncertainty whether the events leading to the complaint meet the SI definition, the compliant should be reported by the Investigating/ Service Manager as an SI and this can be retracted if necessary when further information becomes available.


Complaints relating to the following types of incidents are likely to need to be reported as SIs includes:


· Avoidable death or serious harm to a patient (If it is unclear if the harm is avoidable, report and SI can be retracted later if required);

· Issues relating to safeguarding children or vulnerable adults;

· Incidents where there is a high probability of media interest. 

22. Incidents involving two or more Provider Organisations


An SI may cover several stages of a patient’s pathway, with different organisations involved in providing care. Many SIs arise from people who fall between gaps in services. To gain the most from a SI investigation, all relevant Provider organisations should work together to review care within and across boundaries.  The RASCI principles may provide some clarity as outlined in Section 4.

At all stages of a SI investigation, the reporting Provider organisation must consider if any other organisations should be involved, and should make contact at the earliest opportunity. Relevant organisations may include not only other Provider organisations, but also GPs and social care staff. There should also be consideration about whether an individual works in more than one organisation in different roles

If this is the case, the Provider organisation should contact each organisation involved and agree a process and timeline for the individual investigations and review of cross-boundary issues.


To support the management of the SI investigation where more than one organisation is involved, the Provider organisations must agree:


· The lead organisation co-ordinating the SI process;

· The lead contacts for each organisation;

· Who will be the one point of contact with the patient, carer or family? (Where the SI was received as a complaint, the Provider organisation receiving the complaint will have already made contact with the complainant and it would be best if this relationship was maintained); 


· A timescale for completion of individual investigations;

· A meeting to review cross-boundary issues;

· Agreement on who will submit updates and the final report and action plan to the CCG;

· Agreement on how cross-boundary recommendations will be taken forward.

If an SI involves three or more organisations, the Provider organisations involved may feel that it would be helpful for CAPCCG to co-ordinate the SI process. In this case the lead Provider organisation should contact the CAPCCG to determine if this is appropriate. 


If the CAPCCG agrees to co-ordinate the SI, it will carry out the following functions:


· Agree who will be the main point of contact with the patient, carer or family (there should be one nominated person liaising with the family, with agreed back-up in case of sickness);

· Collate and circulate the names of the leads from each organisation;

· Organise an initial multi-organisation meeting chaired by the Chief Nurse, or a deputy to agree terms of reference for the investigation and a timetable for the SI process;

· Receive and circulate the reports and action plans from the individual organisations;

· Where necessary, arrange and facilitate another multi-organisation meeting to review individual reports, discuss cross boundary issues, and agree cross boundary recommendations;

· Agree who will complete the final cross-boundary report and action plan.


The responsibility to carry out the SI investigations remains with the relevant Provider organisations. The parts of the action plan relating to each Provider organisation will be monitored through the normal SI review process.

23. SIs Identified in a Different Organisation

The NHS England SI Framework 2015 requires all incidents that occur in NHS-funded services or while providing NHS-funded care to be reported. Therefore any member of staff who identifies a SI while carrying out their role, has responsibility to ensure the SI is reported, irrespective of where the care occurs. Ideally this will be done by the organisation where the care occurs, once the concern has been raised. Organisations should work together to ensure there is learning from all SIs.


If the organisation where the care occurred is unwilling to report the SI, the identifying organisation must report the SI and provide details of the investigation that has brought the incident to light. The CCG understands the concern that organisations have in reporting an SI where they are not able to directly carry out any investigations or have responsibility for implementing any recommendations. In this case, the CAPCCG will record the SI under the CAPCCG, however, the reporting organisation retains the duty to discuss with the other organisations providing care, and to carry out the investigation of the incident as far as possible. 


24. SIs in Subcontracted or Provider Commissioned Services 


Some Provider organisations sub-contract part of their services to other organisations. Similarly, some commission services from other Provider organisations. 

If an SI occurs in the sub-contracted or provider commissioned services, the Provider organisation retains responsibility for the management of the SI. They are required to report the SI, and to monitor the management and investigation of the SI in the sub-contracted or commissioned service.

In some cases, Provider organisations may have delegated responsibility from a Commissioner for managing and monitoring all or part of a service in another organisation. In such cases, the Provider organisation will again manage and monitor the investigation and action plan implementation of the SI.


25. Requirements for Reporting SIs to Other Agencies 


The NHS England SI Framework 2015 gives detailed guidance about other agencies which should be notified of SIs relating to specific areas. In particular, all safeguarding SIs should be reported to the relevant safeguarding leads as discussed in Sections 15 and 16. 


All incidents must be reported via the Provider organisational risk management system to the National Reporting and Learning System (NRLS), who will report to the Care Quality Commission (CQC). This ensures the organisation meets the CQC registration requirements. The CAPCCG will ensure Independent Contractor SIs are reported to the NRLS.


Although some notifications are made to the CQC via the NRLS, the CQC stress that their notification requirements are as set out in the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 and the Fundamental Standards Guidance 2015. 

26. Independent Investigations

There will be some scenarios when an independent investigation is required, such as homicide by a patient in receipt of mental health care. NHS England sub-region has set up an independent investigation review group (IIRG) to determine which cases need an independent investigation.

27. Confidentiality


All SI forms, reports and correspondence should be sent from an NHS net / secure account to 

CAPCCG.SUIs@nhs.net

SI forms and reports should not contain any patient or staff identifiable information involved with the incident to comply with Caldicott, data protection and information governance requirements. They should “restrict access to patient information within each organisation by enforcing strict need to know principles”.

In any circumstance where it may be necessary to identify an individual, the serious incident lead in the Provider organisation must contact the senior member of the commissioner or local authority to discuss the incident and provide more detailed information.


Information relating to serious incidents (including information held on national systems such as STEIS, local databases and internal reports, investigation reports and root cause analysis and other documents), could be subject to a request for disclosure under the Freedom of Information Act.

28. Contact Details


· Contact E-Mail for Serious Incidents - CAPCCG.SUIs@nhs.net

· Contact Telephone number (24hr answerphone) 01223 725457

Other contact details relating to SIs are:

· Patient Safety Manager

  




07984 314841


· Risk Administrator




  


01223 725457

· Designated Nurse for Safeguarding Children or Deputy 


07932 643813

· Safeguarding Adults or Deputy





07950 441030

07773 244404


· Director on Call (via Serco) 






01480 398500


· Lead Director - Director of Quality; Nurse Member    

 
01223 725400


· Deputy Director, Quality, Safety & Patient Experience 


01223 725400

· IG Lead, CAPCCG.Infogov@nhs.net
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https://improvement.nhs.uk/resources/never-events-policy-and-framework/
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· Royal Colleague of Surgeons (2014) Building a culture of candour: A review of the threshold for the duty of candour and of the incentives for care organisations to be candid. Available online  https://www.rcseng.ac.uk/policy/documents/CandourreviewFinal.pdf

· National Patient Safety Agency, ‘Being Open: communicating patient safety incidents with patients, their families and carers’, November 2009, available at: http://www.nrls.npsa.nhs.uk/resources/?EntryId45=83726

· NPSA, RCA toolkit, available at: https://report.nrls.nhs.uk/rcatoolkit/course/iindex.htm

· Work related deaths: A protocol for liaison (England and Wales). Available at:  http://www.hse.gov.uk/pubns/wrdp1.pdf

· Health and Social Care Information Centre guidance HSCIC Checklist Guidance for Reporting, Managing and Investigating Information Governance Serious Incidents Requiring Investigation (2015) Available at:   https://www.igt.hscic.gov.uk/KnowledgeBaseNew/HSCIC%20SIRI%20Reporting%20and%20Checklist%20Guida    nce.pdf

· Guidance on running Quality Surveillance Groups can be found at: http://www.england.nhs.uk/wp-  content/uploads/2014/03/quality-surv-grp-effective.pdf

· See the Never Events Policy and Framework available online at:  http://www.england.nhs.uk/ourwork/patientsafety/never-events/

· https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/281368/Working_together_to_safeguard_children.pdf

· http://careandsupportregs.dh.gov.uk/category/adult-safeguarding/

· http://www.cqc.org.uk/sites/default/files/20141120_doc_fppf_final_nhs_provider_guidance_v1-0.pdf

· http://www.professionalstandards.org.uk/regulators/statutory-regulators-directory 

· Home Office Multi-agency Statutory Guidance for the Conduct of Domestic Homicide Reviews (2013)  https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/209020/DHR_Guidance_refres    h_HO_final_WEB.pdf

· http://www.legislation.gov.uk/ukdsi/2014/9780111117613/regulation/20 and  http://www.cqc.org.uk/sites/default/files/20141120_doc_fppf_final_nhs_provider_guid  ance_v1-0.pdf

· Coroners (Investigations) Regulations 2013


 
http://www.legislation.gov.uk/uksi/2013/1629/regulation/28/made

· Department of Health, No Secrets, available at  http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4008486

Appendix 1 – STEIS Reporting Form

		Serious Incident Reporting Document
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		Organisation reporting SI on STEIS:

		

		Log No:

		



		Region (Geography):

		East

		Status:

		Ongoing



		CCG/CSU: 

		NHS Cambridgeshire and Peterborough CCG

		Commissioner leading oversight of investigation:

		



		BF/wd Date:

		

		Organisation leading investigation

		





		When, Where & Your Details



		Date of Incident:
[image: image6.png]





		Please complete

		Reporter Name:
[image: image7.png]





		Please complete



		Time of Incident:
[image: image8.png]





		Please complete

		Reporter Job Title:
[image: image9.png]





		Please complete



		Site of Incident:
[image: image10.png]





		Please complete

		Reporter Tel. No.:
[image: image11.png]





		Please complete



		Location of Incident:
[image: image12.png]





		Please choose 1 option:


Healthcare premises/Other/Patient home/Public place

		Reporter Email:
[image: image13.png]





		Please complete



		Date Incident Identified:
[image: image14.png]





		Please complete

		[image: image15.png]
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		Who 



		Care Sector:
[image: image17.png]





		Please choose 1 option:


· Acute/general


· Ambulance service


· Child protection


· General practice


· Learning disability


· Mental health service


· NHS 111


· Nursing/Residential home


· Other (please give further details)


· Prison healthcare
Please provide more info : 

		Type of Patient at time of incident:
[image: image18.png]





		Please choose 1 option:


· Discharged from Mental Health services within recent past (i.e. last six months)


· Inpatient including day-case surgery/treatment


· Primary care (in and out of hours GP practices)


· Prison healthcare


· Receiving (or awaiting) community or outpatient care from MH services


· Receiving (or awaiting) community or outpatient care from non-Mental Health services


· Receiving emergency services (including ambulance/A&E/MIU/NHS 111)


· Other






		Clinical Area:
[image: image19.png]





		Please choose 1 option:


· Accident and Emergency


· General practice out of hours


· General practice surgery


· Gynaecology


· Intensive care/High Dependency Unit


· Laboratory


· Medicine


· Mortuary


· Obstetric


· Pathology


· Paediatric


· Psychiatry


· Radiology


· Screening services


· Surgery


· Theatre


· Pharmacy


· Dental services


· Other (please give further details)
Please provide more info : 

		Gender:
[image: image20.png]





		Please complete



		Date of Birth (dd/mm/yyyy, N/A or Not Known):
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		Please complete

		Ethnic Group:
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		Please complete



		Patient's GP Practice:
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		Please complete

		Legal Status of patient at time of incident:
[image: image24.png]





		Please complete





		What Happened?



		Reason for Reporting:[image: image25.png]





		Please choose 1 option:


· Unexpected / potentially avoidable death


· Unexpected / potentially avoidable injury causing serious harm


· Unexpected / potentially avoidable injury requiring treatment to prevent death or serious harm


· Actual / alleged abuse


· Incident threatening organisations ability to continue to deliver an acceptable quality of healthcare services


· Never event


· Incident demonstrating existing risk that is likely to result in significant future harm






		Type of Incident:[image: image26.png]





		Please complete
Please provide more info : 



		Where is patient at time of reporting::[image: image27.png]





		Please choose 1 option:


· Deceased


· Receiving acute hospital inpatient treatment


· Receiving on-going care but not acute inpatient hospital treatment


· Not relevant (not patient SI)


· Discharged – not receiving on-going care


· Unable to say – multiple patients




		Never Event:[image: image28.png]





		Yes/No



		Internal Investigation Required:

		Please complete (concise or comprehensive?) 

		Expected SIRI Completion date :[image: image29.png]





		Read Only This will be calculated 60 days from date report submitted






		Independent Required:[image: image30.png]



 

		Yes/No/Unknown

		Expected date of Completion[image: image31.png]





		



		Non-health led investigation required[image: image32.png]





		Yes/No/Unknown

		Expected date of Completion[image: image33.png]





		



		Description of what happened :
[image: image34.png]





		Please complete



		Immediate action taken:
[image: image35.png]





		Please complete



		Patient family / victims family informed?

		Please complete



		Patient(s) informed?

		Please complete



		Duty of Candour comments - include Steps taken to involve and support those affected (including patient(s), victims, families, staff):
[image: image36.png]





		Please complete



		Media Interest:

		Yes/No/Unknown

		Line being taken by Trust/CCG:
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		Externally reportable:

		Yes/No

		Externally reportable to: 

		Please complete



		Have relevant organisations been notified:

		Yes/No

		[image: image38.png]
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		Trust / Commissioner File



		Provider Lead:

		Please complete

		Provider Lead Tel No.:

		Please complete



		Commissioner Lead:

		

		CCG Lead Tel No.:

		



		Current File Holder:

		

		BF/wd Date:

		Please complete



		Date Internal Investigation Report and action plan submitted:
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		Date Independent Investigation Report submitted (where applicable):

		



		Correspondence History:

		Please complete if applicable



		Comments / further action required:[image: image42.png]
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		Has an extension been agreed:

		



		State reason for extension
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		State agreed extension date
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Appendix 2 – Update Template 


Confidential


Serious Incident Update Form


		Date of Update

		



		Provider Name 

		



		Author of update

		



		Author’s designation

		





		Provider SI Reference

		

		STEIS SI 


Reference

		



		Incident Date

		



		Investigation Leads:

		



		Summary of Incident



		Brief description  of Incident (what/when/how)

		



		Description of the circumstances leading to the detection of the incident

		



		Immediate Actions 



		What immediate actions taken / control measures have been put in place to reduce the likelihood of a reoccurrence?

		



		Family / Carer involvement:

		



		Support offered and provided to staff:

		



		Has the incident been reported to any other agencies e.g. CQC?

		



		Details of nay police/media interest

		



		Initial Analysis



		Initial understanding of possible contributory factors (why)

		



		Initial understanding of effect on patient(s)

		



		Interim Learning / Good Practice:

		



		Exception requests – timescales for completion of SI report unlikely to be met 

		Please state reason and likely timescale for completion





Please return all updates for:


CAPCCG.SUIs@nhs.net 

Please do not send updates through normal NHS mail.  
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Appendix 3: Part 1: Review of Investigation, Credibility and Thoroughness of SI Final Report


		Provider  Reference

		

		STEIS  Reference

		



		Final report due

		

		Final report received




		



		Report reviewed by

		

		Date

		



		Included in final report

		Yes

		No

		Comment



		Final report received within agreed timescales

		

		

		



		Cover page / contents page

		

		

		



		Executive summary

		

		

		



		Incident description and consequences

		

		

		



		Background and context to incident 

		

		

		



		Terms of reference

		

		

		



		Investigation lead has received RCA training                                                          Scores 2

		

		

		



		Scope and level of investigation

		

		

		



		Investigation type, process and methods used

		

		

		



		Involvement and support of patients and relatives

		

		

		



		Fulfilment of Duty of Candour and written apology

		

		

		



		Involvement and support provided for staff

		

		

		



		Information and evidence gathered

		

		

		



		Chronology of events

		

		

		



		Detection and notification of incident

		

		

		



		Notable practice 

		

		

		



		Care and service delivery problems               

		

		

		



		Contributory factors                                       

		

		

		



		Root causes                                                          Scores 2

		

		

		



		Lessons learned                                             

		

		

		



		Recommendations                                                Scores 2

		

		

		



		Arrangements for shared learning                  

		

		

		



		Distribution list

		

		

		



		Evidence of Executive review 

		

		

		



		Action plan with SMART objectives with responsible persons and timescales identified  (name and role to be documented)                                                     


                                                                              Scores 2

		

		

		



		Anonymised report

		

		

		



		To what extent is the report a robust RCA? (Initial score) i.e. Consider evidence of thorough investigation with analysis, reference to  policies and procedures, national guidance, consistency, liaison, consideration of safeguarding etc


NB: This scoring is used for the providers quality data for CCQR’s                                                                                     Score out of 10

		

		

		



		Total out of 40

		

		

		            % completion





Part 2: Correspondence:

Queries / Feedback to Provider:


Please outline any queries or provide any additional feedback you wish to be sent to the Provider in the box below. A copy of this form will be forwarded to them


		





Provider Response:


Please respond to queries raised by reviewer 


		Date feedback sent to provider:

		

		Date response due back to CCG:

		



		Response to queries:-






		Response from - Name and title:



		Date response sent back to CCG 





Part 3: Learning identified (to be completed by reviewer)

		Brief  summary of incident

		



		Root causes and Recommendations




		



		Learning/Actions/Escalation

		





Part 4: Reviewer Feedback to SI Team prior to closure


		Recommend for Closure




		



		Action Plan Monitoring required and reason why


(please state CCG or Provider)

		



		Recommended for Teleconference closure

		YES   /   NO       (Please circle your choice)






		Any other information / comments,  i.e. themes or trends identified with previous SIs reviewed for this provider 




		





Part 5: Submission for closure of SI (For completion by the SI Team only)


		Action plan monitoring by CCG -  Yes/ No

If yes, deadline date for completion of actions

		

		Final RCA score (%)


NB: This scoring is used for the providers quality data for CQR’s                                                                                              

		



		Date of agreed closure




		

		Signed off by (CAPCCG)

		



		Additional information: 




		





Appendix 4 – SI Report Template
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<Trust>Serious Incident (SI) Report
<Month> 2016 (<Month> 2016 data)


1. Headlines

2. Monthly Activity


		SIs Reported by month



		

		2015/16

		2016/17
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		Apr

		

		

		



		May

		

		

		



		Jun

		

		

		



		Jul

		

		

		



		Aug

		

		

		



		Sep

		

		

		



		Oct

		

		

		



		Nov 

		

		

		



		Dec

		

		

		



		Jan

		

		

		



		Feb

		

		

		



		Mar

		

		

		



		YTD

		

		

		





		SIs Closed <Month> 2016



		Reference

		Category

		Learning/Actions/Escalation 



		

		

		





3. Themes and Trends 2016/17
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4. Serious Incidents, Other Commissioners


Currently there are <how many and who managed by>.

		Team

		STEIS Ref

		SI Category

		SI Notification Received

		Update / Current Status



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		





5. Stop The Clock (STC)

Currently there are <how many> SIs with STC applied, and <how many> SIs where a new submission deadline has been set. 


STC Active:


		STEIS Ref

		SI Category

		SI Notification Received

		Update / Current Status



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		





New submission deadline set:


		STEIS Ref

		SI Category

		SI Notification Received

		Update / Current Status

		New submission deadline



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		





6. Timeliness and Quality of Reporting


		Period

		Timeliness RAG rating

		Quality 


RAG rating

		Never Event RAG rating
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		Q4 15/16

		GREEN (100%)

		AMBER (60%)

		N/A

		



		Q1 16/17

		GREEN (100%)

		GREEN (91%)

		N/A

		



		June 16

		7 of 7

		4 of 5

		RED

		



		July 16

		AMBER (78%)

		0 of 0

		RED

		



		Further detail in given in the appendix to this report.





		

		





7. Never Events under investigation


		Reported

		STEIS Ref / Category

		Summary

		Current status / Action taken to date



		

		

		

		



		

		

		

		





8.  Action Plan Monitoring (Action Plans attached if applicable)

		Reported

		STEIS Ref / Category

		Reason for monthly review

		Current status

		Expected closure date



		

		

		

		

		



		

		

		

		

		





Appendix 1: <Trust> SI Report


1. Timeliness data – <month> 2016

		Period

		Initial reports received on time

		All initial reports received

		% Initial reports received on time

		Final reports received on time 

		All Final reports due or received 

		% Final reports received on time 

		Response to final report queries received on time

		All final report queries sent

		% response to final report queries received on time

		All reports on time

		All reports

		%of all reports received on time

		Timeliness RAG rating



		<month>  16

		7

		8

		88%

		6

		7

		86%

		2

		2

		100%

		15

		17

		88%

		AMBER





SIs not reported to timescale


Initial Reports:


		Reference

		Date notification due

		Date notification received

		Delay in submission

		Comment



		

		

		

		

		





Final Reports: 


		Reference

		Date report due

		Date report received

		Delay in submission

		Comment



		

		

		

		

		





Final report queries:  Nil

2. RCA Quality data – <month> 2016


		Period

		Number of SIs closed

		Of SIs closed - number of final reports eligible for quality review

		Final reports received to acceptable standard >80%

		% Final reports received to acceptable standard >80%

		Quality


RAG Rating



		<month> 16

		5

		4

		4

		N/A

		4 of 4





NB: the quality data is based on the SIs that have been closed during the month and the initial RCA score.


SIs that have not reached the acceptable standard: 


		Month

		Reference

		Quality score

		Category

		Comment
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Appendix 5 – SI Reporting flowchart for CAPCCG Managed SIs
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(August 2016)
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Appendix 6 - The Final Report Reviewing Process Standard Operating Procedure 
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(August 2016)
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Appendix 7 - Executive Sign off Process Prior to Closure of Serious Incidents 

Standard Operating Procedure 


NHS England ‘Serious Incident Framework - Supporting Learning to Prevent Recurrence’ (March 2015) requires commissioners to have procedures for managing Serious Incidents and Never Events within their own organisations including mechanisms to support the quality assurance and closure of investigations (as defined in Section 4.5 of the framework). 


The Framework clearly states the expectation that providers should produce an investigation report within 60 days. On receipt of the final investigation report and action plan from the provider, Cambridgeshire and Peterborough Clinical Commissioning (CAPCCG) will acknowledge receipt by email and then undertake a quality assurance review of the report within 20 calendar days. This allows 10 days for the initial review to take place and 10 days in order for queries / concerns to be addressed by the provider. It is at this point the commissioner responsibility to ‘sign off’ the incident.


The closure and Executive Sign Off process will ensure that

· providers’ carry out investigations in line with best practice


· robust actions are implemented preventing similar incidents from occurring


· there is a clear route of escalation 


· there is the highest level of assurance and scrutiny


· learning is put in place across healthcare with the end point of improving patient safety and experience.


SIs can be closed before all actions within the action plan are complete, however as outlined within the national framework there must be mechanisms in place for monitoring on-going implementation. It is important to recognise that the closure of an incident marks only the completion of the investigation process. Implementing change and improvement can take time, particularly where this relates to behavioural and cultural change.


It is also worth noting that it may be necessary to involve several commissioning organisations in the quality assurance and sign-off process depending on the nature and circumstance of the incident, this is established when developing the RASCI email on initial notification of the reported Serious Incident.


Process


The CCG reviews all Root Cause Analysis Investigation (RCA) reports that are reported on STEIS against quality standards agreed with the provider to ensure that the investigation meets the requirements (see Appendix Three within Policy). 


A Lead Reviewer is identified when the SI is first reported. On closure the Lead Reviewer may find that they have queries regarding the content of the investigation and/ or the action plan and that there is not enough assurance gained from the RCA to close the SI in the first instance.


When this occurs and further assurance is required the lead reviewer has three options available to them.


1. The Lead Reviewer may seek further assurance through direct dialogue with the provider or via email. All emails regarding SI closure must in all circumstances be through the Patient Safety Risk Administrator for audit purposes and to ensure all reported SI records are kept current.


2. Through escalation to the weekly SI Team Meeting which is attended by the Deputy Chief Nurse, who can offer further guidance with respect to next steps.  


3. Monthly SI teleconference with the provider chaired by the Deputy Chief Nurse. The Review of Investigation, Credibility and Thoroughness of SI Final Report template (appendix one) has an area within part four for identifying SIs that require further assurance in order to be closed via this route.

Once satisfactory assurance has been received the Lead reviewer / Deputy Chief Nurse will close the SI or Never Event. This will be acknowledged at the monthly SI teleconference with the provider and recorded.


(July 2017)
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Appendix 8 - The Monitoring of Action Plans Associated with Final RCA Reports Standard Operating Procedure 


NHS England ‘Serious Incident Framework: Supporting Learning to Prevent Recurrence’ (March 2015) requires commissioners to have procedures for managing Serious Incidents (SIs) within their own organisations including mechanisms to support the quality assurance and closure of investigations (as defined in section 4 of the framework). 


In line with this all providers of services who report SIs to Cambridgeshire and Peterborough CCG (CAPCCG) should submit the final report Root Cause Analysis Report (RCA) and action plan within 60 working days. Organisations should undertake investigation procedures / RCAs as outlined in their own organisation policy.


SIs reported to CAPCCG will be closed when the CCG is assured that the investigation report and action plan meets the required standard as set out within CAPCCGs Policy ‘Reporting and Investigation Guidelines for Serious Incidents’ Version 9 June 2017. 


SIs can be closed before all actions are complete as outlined within the national framework there must be mechanisms in place for monitoring on-going implementation. 


The minimum requirements for an action plan submitted to the CCG must be: 


1. Action plans must be formulated by those who have responsibility for implementation, delivery and financial aspects of any actions (not an investigator who has nothing to do with the service although clearly their recommendations may inform the action plan); 


2. Every recommendation must have a clearly articulated action that follows logically from the findings of the investigation; 


3. Actions should be designed and targeted to significantly reduce the risk of recurrence of the incident. It must target the weaknesses in the system (i.e. the ‘root causes’ /most significant influencing factors) which resulted in the lapses/acts/omissions in care and treatment identified as causing or contributing towards the incident; 


4. A responsible person (job title only) must be identified for implementation of each action point; 


5. There are clear deadlines for completion of actions using the Date / Month / Year format; 


6. There must be a description of the form of evidence that will be available to confirm completion and also to demonstrate the impact implementation has had on reducing the risk of recurrence. 


A SMART approach to action planning is essential. That is, the actions should be: Specific, Measurable, Attainable, Relevant and Time-bound. To ensure that the most effective actions/solutions are taken forward, it is recommended that an option appraisal of the potential actions/solutions is undertaken before the final action plan is developed and agreed.


Action plans must be monitored through a clear governance process to ensure that the action plan is monitored internally and/or externally and an escalation procedure is in place. This is the responsibility of the organisation where the incident occurred. 

Process for Action Plan monitoring by CAPCCG:


Providers are required to share with CAPCCG any evidence in response to feedback or to demonstrate completed action plans to the dedicated Serious Incident inbox CAPCCG.SUIs@nhs.net. 


Details of responses and actions taken should also be recorded in the national Strategic Executive Information System (STEIS) and SI database. Action plans being monitored by CAPCCG will also be discussed during the monthly provider teleconferences.  This will allow escalation in a timely manner to the Clinical Contract and Quality Review (CCQR) meetings that occur with each provider if completion dates are going to be missed due to the risk of reoccurrence of the patient safety incident if not completed in a timely manner.  

The list below identifies those action plans in which the CCG will monitor:


· Never Events


· Clusters of emerging clinical issues


· Poor outcomes


· Emerging themes and trends


· Limited assurance that the provider is unable to improve


· Recommendations arising from clinical external reviews that are not covered else where when organisational risk has been identified.


This list is not inclusive and in some instances the CCG may monitor other action plans due to the severity of the incident and the actions required in order to prevent similar occurrences.


(July 2017)

Graph key:



1st column = 2015-16 data



2nd column = 2016-17 data















Graph key:







1st column - Total No. received



2nd column - No. received on time







Rag ratings:



RED = Less than 75%



AMBER = Between 75 - 89%



GREEN = Over 90%



GREY = Less than 10 reports received (not RAG rated)







SI occurs in Provider organisation







If incident is no longer thought to be an SI, Provider to send a retraction request to the CCG giving the reason







Provider submits final report and action plan to CCG within 12 weeks, using the CCG report headings (Appendix 3)



If timescales are not expected to be met then this must be discussed with the CCG and new timescales agreed 







CCG acknowledge receipt of final report







CCG provides feedback on final report and action plan to Provider within 10 working days and advises of any additional issues to be addressed 







Provider to respond to feedback and additional issues within 10 working days 







CCG confirms to Provider final report and action plan are acceptable







CCG closes SI on STEIS and informs the Provider







 Once action plan complete, Provider sends an updated copy to CCG  







Provider submits update if required using update template (Appendix 2)







CCG distribute details of SI to relevant Lead staff within CCG and identify any queries which require clarification



and confirm date for submission of final report







CCG acknowledge and confirm whether retraction of SI appropriate  







Provider reports SI via STEIS within two days of incident being discovered 



An email alert is sent automatically to the CCG / Sub Region Team from STEIS







For specified SIs, action plan updates submitted as actions are completed. Action plans monitored via CCQR/quality monitoring meetings  







Learning disseminated by Provider and CCG as required







If the Lead has queries / feedback for the provider this is to be documented in 



Part 2: “Queries / Feedback to Provider”.



If no feedback or queries are raised, and the SI is ready for closure the reviewer needs to complete Part 3 “Learning identified”.



Part 4 “Feedback prior to closure”















No queries the SI Team will review the comments given by the Lead and complete section 5 “Submission for Closure”. The SI Team will then inform the Provider of the closure.







If the Lead has feedback / questions / comments or concerns, the SI Team will forward these to the provider and request that a response is given within 10 working days.











On receipt of response, the comments will be sent to the Lead with 10 working days to respond.











On Receipt of final RCA Report the Lead Reviewer will be forwarded the following 



The Final Report



Action Plan



Review of Investigation, Credibility and Thoroughness of SI Final Report Form











The Lead may request monitoring of the action plan even after closure. In some instances the Lead may request for the SI Team to arrange a telephone conference to discuss closure or further monitoring.







An area is given on the review form to document such requests







 











This process of feedback / queries may occur a several times.  











If the SI is ready for closure the reviewer needs to complete Part 3 “Learning identified” and Part 4 “Feedback prior to closure” and return all documentation to the SI inbox.











Reviewer has 



10 working days



 to complete review.



Date will be specified within the initial email. 



Imperative all sections of Part 1 are completed including the RCA scoring, if not will be returned for completion to the Lead.















� NHS Trusts; NHS Foundation Trust, and any other person designated by the Secretary of State for Health and Social Care.



� The criteria for events which have a ‘significant impact’ on the continuity of essential services which must be reported under the NIS Regulations are set out in NHS Digital’s Incident Reporting Guidance.



� The competent authority is the Secretary of State for Health and Social Care (ie the Department of Health and Social Care).











Source: NHS Digital’s Guide to the Notification of Data Security and Protection Incidents (May 2018) 
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SCHEDULE 6 – CONTRACT MANAGEMENT, REPORTING AND INFORMATION REQUIREMENTS



[bookmark: _DV_C481][bookmark: _Toc481407389][bookmark: _Toc501377339]F.	Provider Data Processing Agreement



[NOTE: This Schedule 6F applies only where the Provider is appointed to act as a Data Processor under this Contract]





1. SCOPE

1.1 The Co-ordinating Commissioner appoints the Provider as a Data Processor to perform the Data Processing Services.

1.2 When delivering the Data Processing Services, the Provider must, in addition to its other obligations under this Contract, comply with the provisions of this Schedule 6F.

1.3 This Schedule 6F applies for so long as the Provider acts as a Data Processor in connection with this Contract.

2. DATA PROTECTION

2.1 The Parties acknowledge that for the purposes of Data Protection Legislation in relation to the Data Processing Services the Co-ordinating Commissioner is the Data Controller and the Provider is the Data Processor. The Provider must process the Processor Data only to the extent necessary to perform the Data Processing Services and only in accordance with written instructions set out in this Schedule, including instructions regarding transfers of Personal Data outside the EU or to an international organisation unless such transfer is required by Law, in which case the Provider must inform the Co-ordinating Commissioner of that requirement before processing takes place, unless this is prohibited by Law on the grounds of public interest. 

2.2 The Provider must notify the Co-ordinating Commissioner immediately if it considers that carrying out any of the Co-ordinating Commissioner’s instructions would infringe Data Protection Legislation.

2.3 The Provider must provide all reasonable assistance to the Co-ordinating Commissioner in the preparation of any Data Protection Impact Assessment prior to commencing any processing. Such assistance may, at the discretion of the Co-ordinating Commissioner, include:

(a) a systematic description of the envisaged processing operations and the purpose of the processing;

(b) an assessment of the necessity and proportionality of the processing operations in relation to the Data Processing Services;

(c) an assessment of the risks to the rights and freedoms of Data Subjects; and

(d) the measures envisaged to address the risks, including safeguards, security measures and mechanisms to ensure the protection of Personal Data. 

2.4 [bookmark: _Ref503850870]The Provider must, in relation to any Personal Data processed in connection with its obligations under this Schedule 6F:

(a) process that Personal Data only in accordance with Annex A, unless the Provider is required to do otherwise by Law. If it is so required the Provider must promptly notify the Co-ordinating Commissioner before processing the Personal Data unless prohibited by Law;

(b) ensure that it has in place Protective Measures, which have been reviewed and approved by the Co-ordinating Commissioner as appropriate to protect against a Data Loss Event having taken account of the:

(i) nature of the data to be protected;

(ii) harm that might result from a Data Loss Event;

(iii) state of technological development; and

(iv) cost of implementing any measures;

(c) ensure that:

(i) when delivering the Data Processing Services the Provider Staff only process Personal Data in accordance with this Schedule 6F (and in particular Annex A);

(ii) it takes all reasonable steps to ensure the reliability and integrity of any Provider Staff who have access to the Personal Data and ensure that they:

(A) are aware of and comply with the Provider’s duties under this paragraph;

(B) are subject to appropriate confidentiality undertakings with the Provider and any Sub-processor;

(C) are informed of the confidential nature of the Personal Data and do not publish, disclose or divulge any of the Personal Data to any third party unless directed in writing to do so by the Co-ordinating Commissioner or as otherwise permitted by this Contract; 

(D) have undergone adequate training in the use, care, protection and handling of Personal Data; and

(E) are aware of and trained in the policies and procedures identified in GC21.11 (Patient Confidentiality, Data Protection, Freedom of Information and Transparency).

(d) not transfer Personal Data outside of the EU unless the prior written consent of the Co-ordinating Commissioner has been obtained and the following conditions are fulfilled:

(i) the Co-ordinating Commissioner or the Provider has provided appropriate safeguards in relation to the transfer as determined by the Co-ordinating Commissioner;

(ii) the Data Subject has enforceable rights and effective legal remedies;

(iii) the Provider complies with its obligations under Data Protection Legislation by providing an adequate level of protection to any Personal Data that is transferred (or, if it is not so bound, uses its best endeavours to assist the Co-ordinating Commissioner in meeting its obligations); and

(iv) the Provider complies with any reasonable instructions notified to it in advance by the Co-ordinating Commissioner with respect to the processing of the Personal Data;

(e) at the written direction of the Co-ordinating Commissioner, delete or return Personal Data (and any copies of it) to the Co-ordinating Commissioner on termination of the Data Processing Services and certify to the Co-ordinating Commissioner that it has done so within five Operational Days of any such instructions being issued, unless the Provider is required by Law to retain the Personal Data,

(f) if the Provider is required by any Law or Regulatory or Supervisory Body to retain any Processor Data that it would otherwise be required to destroy under this paragraph 2.4, notify the Co-ordinating Commissioner in writing of that retention giving details of the Processor Data that it must retain and the reasons for its retention; and

(g) co-operate fully with the Co-ordinating Commissioner during any handover arising from the cessation of any part of the Data Processing Services, and if the Co-ordinating Commissioner directs the Provider to migrate Processor Data to the Co-ordinating Commissioner or to a third party, provide all reasonable assistance with ensuring safe migration including ensuring the integrity of Processor Data and the nomination of a named point of contact for the Co-ordinating Commissioner. 

2.5 [bookmark: _Ref503799602]Subject to paragraph 2.6, the Provider must notify the Co-ordinating Commissioner immediately if, in relation to any Personal Data processed in connection with its obligations under this Schedule 6F, it:

(a) receives a Data Subject Access Request (or purported Data Subject Access Request);

(b) receives a request to rectify, block or erase any Personal Data;

(c) receives any other request, complaint or communication relating to obligations under Data Protection Legislation owed by the Provider or any Commissioner;

(d) receives any communication from the Information Commissioner or any other Regulatory or Supervisory Body (including any communication concerned with the systems on which Personal Data is processed under this Schedule 6F);

(e) receives a request from any third party for disclosure of Personal Data where compliance with such request is required or purported to be required by Law; 

(f) becomes aware of or reasonably suspects a Data Loss Event; or

(g) becomes aware of or reasonably suspects that it has in any way caused the Co-ordinating Commissioner or other Commissioner to breach Data Protection Legislation.

2.6 [bookmark: _Ref503799842]The Provider’s obligation to notify under paragraph 2.5 includes the provision of further information to the Co-ordinating Commissioner in phases, as details become available.

2.7 The Provider must provide whatever co-operation the Co-ordinating Commissioner reasonably requires to remedy any issue notified to the Co-ordinating Commissioner under paragraphs 2.5 and 2.6 as soon as reasonably practicable.

2.8 Taking into account the nature of the processing, the Provider must provide the Co-ordinating Commissioner with full assistance in relation to either Party's obligations under Data Protection Legislation and any complaint, communication or request made under paragraph 2.5 (and insofar as possible within the timescales reasonably required by the Co-ordinating Commissioner) including by promptly providing:

(a) the Co-ordinating Commissioner with full details and copies of the complaint, communication or request;

(b) such assistance as is reasonably requested by the Co-ordinating Commissioner to enable the Co-ordinating Commissioner to comply with a Data Subject Access Request within the relevant timescales set out in Data Protection Legislation;

(c) assistance as requested by the Co-ordinating Commissioner following any Data Loss Event;

(d) assistance as requested by the Co-ordinating Commissioner with respect to any request from the Information Commissioner’s Office, or any consultation by the Co-ordinating Commissioner with the Information Commissioner's Office.

2.9 Without prejudice to the generality of GC15 (Governance, Transaction Records and Audit), the Provider must allow for audits of its delivery of the Data Processing Services by the Co-ordinating Commissioner or the Co-ordinating Commissioner’s designated auditor.

2.10 For the avoidance of doubt the provisions of GC12 (Assignment and Sub-contracting) apply to the delivery of any Data Processing Services.

2.11 Without prejudice to GC12, before allowing any Sub-processor to process any Personal Data related to this Schedule 6F, the Provider must: 

(a) notify the Co-ordinating Commissioner in writing of the intended Sub-processor and processing;

(b) obtain the written consent of the Co-ordinating Commissioner;

(c) carry out appropriate due diligence of the Sub-processor and ensure this is documented;

(d) enter into a binding written agreement with the Sub-processor which as far as practicable includes equivalent terms to those set out in this Schedule 6F and in any event includes the requirements set out at GC 21.16.3; and

(e) [bookmark: _Ref503802507]provide the Co-ordinating Commissioner with such information regarding the Sub-processor as the Co-ordinating Commissioner may reasonably require.

2.12 The Provider must create and maintain a record of all categories of data processing activities carried out under this Schedule 6F, containing:

(a) the categories of processing carried out under this Schedule 6F; 

(b) where applicable, transfers of Personal Data to a third country or an international organisation, including the identification of that third country or international organisation and, where relevant, the documentation of suitable safeguards; 

(c) a general description of the Protective Measures taken to ensure the security and integrity of the Personal Data processed under this Schedule 6F; and

(d) a log recording the processing of the Processor Data by or on behalf of the Provider comprising, as a minimum, details of the Processor Data concerned, how the Processor Data was processed, when the Processor Data was processed and the identity of any individual carrying out the processing.

2.13 The Provider warrants and undertakes that it will deliver the Data Processing Services in accordance with all Data Protection Legislation and this Contract and in particular that it has in place Protective Measures that are sufficient to ensure that the delivery of the Data Processing Services complies with Data Protection Legislation and ensures that the rights of Data Subjects are protected.

2.14 The Provider must comply at all times with obligations equivalent to those imposed on the Co-ordinating Commissioner by virtue of Seventh Data Protection Principle for so long as the DPA 1998 remains in force and after that time with those set out at Article 32 of the GDPR and equivalent provisions implemented into Law.

2.15 The Provider must assist the Commissioners in ensuring compliance with the obligations set out at Article 32 to 36 of the GDPR and equivalent provisions implemented into Law, taking into account the nature of processing and the information available to the Provider.

2.16 The Provider must take prompt and proper remedial action regarding any Data Loss Event. 

2.17 The Provider must assist the Co-ordinating Commissioner by taking appropriate technical and organisational measures, insofar as this is possible, for the fulfilment of the Commissioners’ obligation to respond to requests for exercising rights granted to individuals by Data Protection Legislation.




Annex A

Data Processing Services

Processing, Personal Data and Data Subjects

1. The Provider must comply with any further written instructions with respect to processing by the Co-ordinating Commissioner.

2. Any such further instructions shall be incorporated into this Annex.

		Description 

		Details



		Subject matter of the processing

		[This should be a high level, short description of what the processing is about i.e. its subject matter]



		Duration of the processing

		[Clearly set out the duration of the processing including dates]



		Nature and purposes of the processing

		[Please be as specific as possible, but make sure that you cover all intended purposes. The nature of the processing means any operation such as collection, recording, organisation, structuring, storage, adaptation or alteration, retrieval, consultation, use, disclosure by transmission, dissemination or otherwise making available, alignment or combination, restriction, erasure or destruction of data (whether or not by automated means) etc. The purpose might include: employment processing, statutory obligation, recruitment assessment etc]



		Type of Personal Data 

		[Examples here include: name, address, date of birth, NI number, telephone number, pay, images, biometric data etc]



		Categories of Data Subject

		[Examples include: Staff (including volunteers, agents, and temporary workers), Co-ordinating Commissioners/ clients, suppliers, patients, students / pupils, members of the public, users of a particular website etc]



		Plan for return and destruction of the data once the processing is complete UNLESS requirement under union or member state law to preserve that type of data

		[Describe how long the data will be retained for, how it be returned or destroyed]








Annex B - Definitions



In this Schedule the following words and phrases have the following meanings:



Data Processing Services the data processing services described in Annex A to Schedule 6F



Data Protection Impact Assessment an assessment by the Controller of the impact of the envisaged processing on the protection of Personal Data



Data Loss Event any event that results, or may result, in unauthorised processing of Personal Data held by the Provider under this Contract or Personal Data for which the Provider has responsibility under this Contract including without limitation actual or potential loss, destruction, corruption or inaccessibility of Personal Data, including any Personal Data Breach



Data Subject Access Request a request made by, or on behalf of, a Data Subject in accordance with rights granted pursuant to Data Protection Legislation to access their Personal Data



Processor Data is any data processed by the Provider in connection with the Data Processing Services



Protective Measures appropriate technical and organisational measures which may include: pseudonymising and encrypting Personal Data, ensuring confidentiality, integrity, availability and resilience of systems and services, ensuring that availability of and access to Personal Data can be restored in a timely manner after an incident, and regularly assessing and evaluating the effectiveness of such measures
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