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CONTRACT


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

1. the Particulars;

2. the Service Conditions;

3. the General Conditions,

as completed and agreed by the Parties and as varied from time to time in accordance with General Condition 13 (Variations).


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


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


	
Jane Hawkard for
and on behalf of 
NHS East Riding of Yorkshire CCG
	
……………………………………………………….
Title

……………………………………………………….
Date



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


	
Lisa Barker for
and on behalf of 
Primary Eyecare 
(Yorkshire and the Humber) Ltd
	
……………………………………………………….
Title

……………………………………………………….
Date











	SERVICE COMMENCEMENT AND CONTRACT TERM

	

	Effective Date


	1st April 2014

	Expected Service Commencement Date

	1st April 2014

	Longstop Date

	30th June 2014

	Commissioner Documents

	None

	Service Commencement Date


	
1st April 2014

	Contract Term
	12 Months
[Subject to extension in accordance with Schedule 1 Part C]

	Option to extend Contract Term

	YES

By 12 months

	Expiry Date
	31st March 2015
[Subject to extension in accordance with Schedule 1 Part C]






	SERVICES
	

	Service Categories 
	Tick all that apply

	Accident and Emergency (A+E)
	

	Acute Services (A)
	

	Ambulance Services (AM)
	

	Cancer Services (CR)
	

	Care Home Services (CH)
	

	Community Pharmaceutical Services (Ph)

	

	Community Services (CS)
	

	Diagnostic, Screening and/or Pathology Services (D)
	

	Hospice Services (H)

	

	Mental Health and Learning Disability Services (MH)
	

	Mental Health Secure Services (MHSS)
	

	Patient Transport Services (PT)
	

	Radiotherapy Services (R)
	

	Substance Misuse Services (SM)
	

	Surgical Services in a Community Setting (S)
	

	Urgent Care/Walk-in Centre Services/Minor Injuries Unit (U)

	

	Service Requirements
	

	Service Specifications
	Set out in Schedule 2 Part A


	Indicative Activity Plan
	Not applicable

	Activity Planning Assumptions
	Not applicable

	Essential Services (NHS Trusts only)
	Not applicable 

	Services to which 18 Weeks applies
	NO




	PAYMENT

	

	National Prices
	Not applicable

	Local Prices

	Set out in Schedule 3 Part A 

	Local Variations
	Not applicable

	Local Modifications
	Not applicable

	Small Provider
	YES


	Expected Annual Contract Value Agreed
	NO


	Any Services not included in Expected Annual Contract Value

	NO

	First/Last Contract Year less than 12 months

	NO


	Notice given to aggregate payments
	NO


	Notice given to disaggregate payments
	NO







	QUALITY
	

	Sanction Variations

	NO

	CQUIN Scheme(s)

	NO

	CQUIN Variations

	NO

	CQUIN Payments on Account Made
	Not applicable 

	Local Incentive Scheme
	NO


	Provider type
	Other


	Clostridium Difficile Baseline Threshold
	Not applicable







	GOVERNANCE AND REGULATORY

	

	Documents Relied On 
	Not applicable

	Mandatory Material Sub-Contractors
	Not applicable

	Permitted Material Sub-Contractors

	Set out in Schedule 5 Part B2

	IPR
	Not applicable

	Commissioner Roles and Responsibilities
	Not applicable


	Nominated Mediation Body

	 CEDR

	Provider’s Information Governance Lead
	Lisa Barker             
Email:  lisa.barker6@nhs.net                    
Tel:      07912315007                    

	Provider’s Caldicott Guardian

	Lisa Barker             
Email:  lisa.barker6@nhs.net                    
Tel:      07912315007                    

	Provider’s Senior Information Risk Owner

	Lisa Barker             
Email:  lisa.barker6@nhs.net                    
Tel:      07912315007                    

	Provider’s Accountable Emergency Officer

	Lisa Barker             
Email:  lisa.barker6@nhs.net                    
Tel:      07912315007                    

	Provider’s Safeguarding and Prevent Lead

	Jane Gray 
Email: jane.grayeyloc@btinternet.com
Tel:      07930221496





	CONTRACT MANAGEMENT

	

	Addresses for service of Notices

	Commissioner:  
Jane Hawkard
02Y NHS East Riding of Yorkshire CCG
Health House, Grange Park Lane, Willerby, HU10 6DT  
Provider:
Lisa Barker
Primary Eyecare:
(Yorkshire and the Humber) Ltd,   
c\o 12 Middlewood Close, Rufforth, York, YO23 3QG
Email: lisabarker888@gmail.com              

	Frequency of Review Meetings

	Quarterly 



	Commissioner Representative(s)

	Matthew Groom   
02Y NHS East Riding of Yorkshire CCG
Health House, Grange Park Lane, Willerby, HU10 6DT   
matthew.groom@nhs.net

	Provider Representative
	Lisa Barker
Primary Eyecare 
(Yorkshire and the Humber) Ltd,   
c\o 12 Middlewood Close, Rufforth, York, YO23 3QG
Email: lisabarker888@gmail.com             





	PENSIONS 

	

	New Fair Deal applies
	NO










SCHEDULE 1 – SERVICE COMMENCEMENT 
AND CONTRACT TERM

A. [bookmark: _Toc343591379]Conditions Precedent

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

	
1. Copies of all Permitted Material Sub-Contracts, signed and dated and in a form approved by the Co-ordinating Commissioner


	
	











The Provider must complete the following actions: 

	
















B. [bookmark: _Toc343591380]Commissioner Documents


	
Date
	
Document
	
Description


	Not Applicable



















	
	








C.  Extension of Contract Term 

1. As advertised to all prospective providers during the competitive tendering exercise leading to the award of this Contract, the Commissioners may opt to extend the Contract Term by 12 months

2. If the Commissioners wish to exercise the option to extend the Contract Term, the Co-ordinating Commissioner must give written notice to that effect to the Provider no later than 6 months before the original Expiry Date.

3. The option to extend the Contract Term may be exercised:

3.1  only once, and only on or before the date referred to in paragraph 2 above;

3.2  only by all Commissioners; and

3.3  only in respect of all Services

4. If the Co-ordinating Commissioner gives notice to extend the Contract Term in accordance with paragraph 2 above, the Contract Term will be extended by the period specified in that notice and the Expiry Date will be deemed to be the date of expiry of that period. 





[bookmark: _Toc343591381]SCHEDULE 2 – THE SERVICES

A. [bookmark: _Toc343591382]Service Specifications

Mandatory headings 1 – 4: mandatory but detail for local determination and agreement
Optional headings 5-7: optional to use, detail for local determination and agreement.

All subheadings for local determination and agreement


	Service Specification No.
	
CORRS 1

	Service
	Community Ophthalmic Referral Refinement Service

	Commissioner Lead
	Matthew Groom

	Provider Lead
	Lisa Barker

	Period
	1 April 2014 – 31 March 2015 (with option to extend for a further 12 months)

	Date of Review
	September 2014





	1.	Population Needs

		
1.1 	National/local context and evidence base

1.1.1 A report published by the College of Optometrists in 2010 found that many optometrists were working within structured, co-managed schemes in order to provide enhanced services to patients (UK Eye Care Services Project – Warwick Medical School Sept 2010 revised Feb 2011). The report concluded that as the population ages, such schemes will be increasingly necessary in order to stem the flow of referrals to a heavily loaded hospital eye service (HES), 

1.1.2 Research evidence suggested that the optometrists providing the eye care schemes looked at by the report provided a safe and high quality service, which is already incorporated within the core skills of their initial degree training. 

1.1.3 These diversionary schemes have become increasingly common as they bring services closer to the patient (most optometric practices are on or near the High Street) and are convenient (most practices are open 6 days a week and some evenings). In addition, new treatments in Ophthalmology, in particular the anti vascular endothelial growth factor (VEGF) drugs for age related macular degeneration (AMD) and diabetic macular oedema (DMO), have created a massive workload problem in secondary care. Removing patients with minor eye conditions which can be dealt with safely in primary care frees up clinic time in hospital to deal with patients with more complex ophthalmological needs.

1.1.4 The publication of NICE glaucoma guidelines in 2009 also presented a challenge to hospital based services as it raised the prospect of a significant increase in referral numbers. A number of local schemes based on the repeat testing of patients with suspected glaucoma in the community were therefore introduced to reduce the number of false positives which have proved successful. As a result in February 2013 the College of Optometrists and The Royal College of Ophthalmologists concluded that “Repeat measurement schemes involving community optometrists should be established as a priority” (‘Commissioning better eye care’, Clinical commissioning guidance - Glaucoma).

1.1.5 In the East Riding a community based referral refinement scheme was introduced for general eye conditions in 2011 following the operation of an earlier pilot scheme. This scheme gives GPs, Minor Injury Units and community pharmacists the ability to seek the opinion of an accredited optometrist rather than referring patients directly into secondary care. The scheme is also open to patients who self refer.

1.1.6 Evidence collected over two years appears to suggest that between 75% - 80% of the patients who accessed this local service were not referred to hospital. Previous evidence also suggests that the scheme achieves high levels of patient satisfaction, a finding that mirrors the outcome of studies of other schemes referred to in the UK Eye Care Services Project report.

1.1.7 Acknowledging the need for further study, particularly in relation to the arrangements for self referrals, NHS East Riding of Yorkshire CCG has decided to continue to offer a referral refinement scheme once the current contract for provision of the service expires in March 2014. 


	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
	x

	Domain 4
	Ensuring people have a positive experience of care
	x

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





	3.	Scope

	
3.1 Aims and objectives of service

3.1.1 The service will provide for the assessment and, where appropriate, management of a number of acute eye care conditions in the community. This will:

· Help reduce inequality of care across East Riding of Yorkshire through provision of an accessible and convenient ophthalmic refinement service in a community based  environment;

· Reduce unnecessary hospital referrals and thereby release clinic capacity in secondary care to deal with more complex ophthalmic conditions; 

· Reduce patient anxiety caused by referral to hospital for conditions that can be safely managed in primary care;

· Reduce false positive referrals for patients with ocular hypertension or suspect glaucoma;

· Enable people to be seen closer to home;

· Enable people to be seen more quickly, thereby reducing patient anxiety;

· Provide more cost effective use of NHS resources

3.2	Service description/care pathway

3.2.1	The service should be available 5 days per week between core hours (9am – 5pm). On receipt of a referral (including a self-referral), the Provider shall arrange for the assessment and, where appropriate, the treatment of the patient, within two working days of such referral unless the patient requests a later appointment. This standard does not apply to patients with suspected glaucoma who require repeat pressures; these patients should be seen in accordance with NICE guidelines ie within 14 days.

3.2.2	The Provider must ensure that patients using the service have access to appropriate information about their condition and understand what to do if the condition persists.  In the case of patients who do not speak English, or who have sensory impairments or learning disabilities,  the Provider will ensure there are arrangements in place to ensure the patient is still able to access the service.

3.2.3	The Provider will also ensure that information about how to access the service, including details of premises and opening hours, is made available to all GP practices, community pharmacies and MIUs in the East Riding of Yorkshire. The Provider will be expected to liaise with the CCG to ensure the NHS 111 Directory of Service is up to date and accurate.

Part A General Eye Conditions

3.2.4	The service provides for the assessment and management of patients presenting with recent and significant changes or the onset of such changes which may include any of the conditions listed in section 3.4.2.
 
3.2.5	The service can be accessed by patients either by:

•	self-referral to the service via local signposting ("self-referral")
•	attending a GP who recommends attendance and treatment ("GP referral")
•	on the advice of a local Pharmacy (via the Minor Ailments Scheme) (“Pharmacy”)
•	referral from a Minor Injuries Unit (“MIU”)

3.2.6	The Provider must be able to undertake the following range of procedures in order  to assess and treat patients presenting with the conditions covered by this service specification:

•	Examine the fundus by binocular indirect ophthalmoscopy (e.g Volk lens) through a dilated pupil
•	Use Van Herrick technique 
•	Use a slit lamp and staining agent to differentially diagnose causes of red-eye 
•	Undertake and accurately interpret visual field tests - field exams must produce a printed field plot
•	Use an Amsler chart
•	Examine the anterior vitreous for the presence of pigment cells
•            	Epilate eyelashes 
•	Test for RAPD (Relative Afferent Pupillary Defects)
•	Perform applanation tonometry (Goldmann or Perkins method)
•	Undertake other standard tests like motility, pin-hole as appropriate

3.2.7	The Provider must ensure that the clinical record for each patient is full, accurate and contemporaneous.  The record must include details of relevant symptoms, history, clinical findings and advice given.  Details of any drugs or stains used must also be recorded. 

3.2.8	If the results of the examination indicates that referral to hospital is appropriate, the Provider must refer the patient for specialist consultant opinion unless the GP has requested that the patient is referred back to the GP practice before any decision to refer to secondary care is made. The referral must be completed within 2 working days. There is no requirement to refer the patient to secondary care via the Choose and Book system but the patient should be made aware that they have a choice of secondary care provider. 

3.2.9	In the event that it is necessary to refer the patient to hospital:

3.2.9.1	 the Provider will use the electronic GOS 18 referral form (or an alternative version that contains the same minimum detail). together with a copy of the visual field plots (where the visual fields were measured as part of the examination) to the appropriate hospital eye service as agreed with the patient.

3.2.9.2	In the case of patients who are assessed as in need of cataract surgery, the healthcare professional must give the patient an appropriate information booklet (such as the College of Optometrists patient guide) and ensure the patient understands what a cataract is, the treatment options and potential risks. Patients should only be referred if they want surgery and fully understand the potential risks and benefits involved.
 
3.2.9.3  The Provider must ensure that it is clear on the referral form that the patient has been seen under the terms of this service specification.

Part B Glaucoma Repeat testing

3.2.10	The pathway for repeat testing is attached (Please see Document 12)

[bookmark: _MON_1455948779] 

3.2.11	Primary open angle glaucoma is an optic neuropathy documented by visual field loss and optic disc changes for which raised Intra Ocular pressure (IOP) is a risk factor – it cannot be diagnosed by a single parameter.

· Primary open angle glaucoma can occur at any IOP.
· Glaucoma patients tend to have higher IOPs in the morning.
· Approximately 5% of people over 50 will have an IOP measured greater than 21mmHg on a single visit.
· Early optic disc changes may precede visual field defects.
· Ptosis, spectacle lens rim, refractive error, lens opacities and pupil size all affect visual field results, as do patients’ concentration span, anxiety and comprehension of the test.

3.2.12	The Provider will repeat fields, IOP, or both under this scheme plus assess the anterior angle depth using Van Herrick or similar where the patient meets the acceptance criteria set out in section 3.4 below.

3.2.13	If a patient meets the acceptance criteria, the Provider should check the suspicious findings under this scheme. This means that if the patient’s IOP is >21mmHg the optometrist should recheck on a separate occasion, (ie a different day) using an applanation method (Goldmann or Perkins).  

3.2.14	If there is a field defect present, the Provider should repeat the visual fields (full or supra threshold technique – not Frequency Doubling Technique, although this can be done as the ‘first’ fields).  The participating optometrist can claim an additional fee for repeating these tests.  

3.2.15	This service is not for patients presenting with signs of suspect glaucoma that the Practitioner would normally refer to secondary care on the basis of the initial readings eg high IOP and obviously cupped discs. If the discs alone are suspicious then the patient should be referred to hospital regardless of any other parameters.

3.2.16	Patients should be referred to hospital where:

•	IOP alone on repeat: IOP >21 mmHg by applanation tonometry

•	Visual field alone – consistent glaucomatous-type defect. If repeat field defect is consistent but unlikely to be glaucomatous and cannot be explained refer via GOS 18 or equivalent, but complete fee claim forms.

•	IOP and discs – IOP >21mmHg (by applanation) along with suspicious optic disc or cup asymmetry of 0.2 or greater.

 Note: Discs and fields – if both show definite glaucomatous change, IOP is ‘irrelevant’.

3.3	Population covered

3.3.1    The service covers all patients registered with a GP practice that is a member of East Riding of Yorkshire CCG (all practices in the East Riding of Yorkshire except Pocklington).

3.4	Any acceptance and exclusion criteria and thresholds

3.4.1     The service is open to all patients aged 16 and over. 

· GP referral
· Self-referral 
· Non-participating optometrist referral
· Community Pharmacy referral
· MIU referral

The Provider should have the ability to be able to receive referrals through the national NHS Choose & Book electronic referral system (entry level with ability to upgrade). Where a referrer is unable to use or access Choose & Book, an alternative (i.e. paper) referral process should be utilised.







3.4.2      The service is restricted to patients who present with the following conditions:

•	Symptomatic dry eye
•	Conjunctivitis
•	Symptomatic field loss
•	Flashes and floaters
•	Ingrowing eyelash(es)
•	Non-penetrating foreign body
•	Painful eye
•	Red/sore eye
•	Epiphora
•	Sudden or recent reduction in vision in one or both eyes

3.4.3      The Provider may use this service to see patients who present with flashes and/or floaters that are of recent onset (within the past 3 months), the purpose being to exclude a retinal break, tear or detachment.  For patients with other conditions that are covered by this service it is up to the professional judgement of the Provider as to whether it is appropriate for the patient to be seen using this service, bearing in mind the length of time the patient’s condition has been present for.  If the condition has been present for a long time the Provider may be called upon to justify his/her actions in seeing the patient under this service.  An example would be a patient who has had a particular condition for a long time, but whose symptoms are now worsening recently, causing them to seek help.
  
3.4.4    The scheme does not cover patients attending for a sight test. Where patients are seen following an NHS sight test, the CORRS appointment should normally involve a separate appointment on a different day except where the patient expresses a wish to be seen on the same day or if it is deemed clinically necessary to carry out the examination without delay.

3.4.5    The following conditions are NOT covered by this service. 

· Sudden total loss of vision*
· Very significant eye pain*
· Significant trauma*
· Chemical burns*
· Diabetic retinal screening
· Basic refraction

* In these cases the patient should be asked to attend an ophthalmic hospital (which includes an ophthalmic department of a hospital) casualty or accident and emergency department (“hospital eye services”)

3.4.6   The Provider should arrange for repeat glaucoma testing (repeating fields, pressures or both) in the following circumstances:

· IOP alone (i.e. normal fields and disc appearance) – IOP >21mmHg in either eye by applanation or air puff tonometry (N.B. at least 4 air puff readings should be taken on each eye). ;

· A difference in IOP reading between the two eyes of greater than 5 mmHg by applanation or air puff tonometry with normal fields and disc appearance (NB at least 4 air puff readings should be taken on each eye);

· Visual field alone (i.e. normal IOP and disc appearance) –visual field loss (i.e. ‘suspicious’ or ‘defect’ on Henson or equivalent). 



3.4.7     Repeat tests for suspected glaucoma should not be carried out where: 

· Patients have definite chiasmal and  post-chiasmal visual field defects. These cases should be referred; 

· There is a visible and untreatable cause of field loss such as dry or end-stage wet age-related macular degeneration. These patients should not be referred.



3.4.8      In addition, the following cases should be referred to secondary care and not repeat tested:

· Acute glaucoma (angle-closure or rubeotic) – such cases should be referred as an emergency via the accepted urgent referral method;

· Patients with IOPs of 45mmHg and over should be referred as an emergency

· Patients with pressures over 35mmHg (and less than 45mmHg) or raised pressure in the presence of active uveitis should be considered urgent and not within the scope of this scheme and should be referred via the accepted urgent referral method;

· Patients identified as possibly having glaucoma or ocular hypertension at a domiciliary visit will not be able to have a full assessment in that environment and, on practical grounds, will be exempt from this scheme. Such patients should be referred to the Hospital Eye Service;

· Patients presenting with the following should be referred via GOS 18 or equivalent as they are not part of the refinement scheme. A fee payable under this scheme cannot be claimed for disc assessment alone:

a) Optic disc appearance alone – pathological cupping must be unequivocal.  Disc size should be considered when deciding whether or not discs are suspicious – large cups on large discs are less likely to be suspicious than large cups on small discs.
b) Change in optic disc – documented change in disc appearance (i.e. cup size, neuro-retinal rim configuration, new haemorrhage or change in cup/disc of 0.2 or greater

3.4.9     The treatment of long term chronic conditions is not included within this specification.

3.4.10	An NHS sight test shall not normally be performed concurrently with assessment or treatment for this acute service except where, in the clinical opinion of the practitioner, this is considered to be necessary and appropriate. In such circumstances the Provider should ensure that the record is clear as to why this is the case.






3.4.11     A list of the eligible presenting conditions along with accompanying notes is set out in the following table as a summary of the basic requirements. This list does not exclude other procedures that may also be required to investigate/treat in specific circumstances. Providers will (always) have to do other core tests in addition to those specified above (e.g. take the patient’s VA) 


     
3.5	Interdependence with other services/providers

3.5.1   The Provider will be required to liaise and establish regular communications with other organisations involved in the delivery of ophthalmology services in order to promote a ‘whole pathway approach’. These other organisations include:

· Hull and East Yorkshire Hospitals  NHS Trust
· York Teaching Hospital NHS Foundation Trust (to include Scarborough and Bridlington Hospitals)
· North Lincolnshire and Goole Hospitals NHS Foundation Trust
· GP practices
· Optometric practices

3.5.2    The Provider will ensure potential referrers and in particular local GP practices and Optometric practices not involved in the scheme are aware of the service and how to access it.



	4.	Applicable Service Standards

	
4.1	Applicable national standards (eg NICE)

4.1.1     As stated in paragraphs SC2 (Regulatory Requirements) and SC3 (Service Standards) the Provider is required to adhere to all national standards as issued from time to time by any relevant Regulatory and Statutory bodies including guidance issued by appropriate competent bodies (eg Royal Colleges). 

4.2	Applicable local standards

4.2.1	The Provider will ensure all patients are seen within 2 working days of the referral from the GP or following contact with the patient unless the patient requests a later appointment. This standard does not apply to patients requiring repeat glaucoma testing. 

4.2.2	The Provider must provide a written communication on the outcome of a consultation carried out under this scheme. This must be sent or faxed to the patient’s GP within 3 working days of the Provider seeing the patient. In the case of urgent referrals to secondary care the initial communication with the HES will be by telephone but this must be followed up by a communication in writing (a legible fax would constitute a written communication).

4.2.3     The Provider will ensure all referrals to secondary care are made within 2 working days. Urgent referrals must be made the same day.
 
4.2.4	The Provider is also required to have a written infection control and decontamination policy which all performers are familiar with and understand. This should comply with guidance issued by the College of Optometrists.

4.2.5	The Provider should comply with the CCG’s incident reporting scheme

4.2.6	The Provider must have access to the following equipment:

•	Slit lamp
•	Goldmann or PerkinsTonometer
•	Threshold-controlled electronic visual field testing equipment that produces a printed field plot (Henson, Humphrey or equivalent)
•	Condensing lens (eg Volk lens) for binocular indirect ophthalmoscopy 
•            Direct ophthalmoscope for use with patients who cannot access the slit lamp
•	Amsler chart
•	Epilation equipment
•	Diagnostic drugs (mydriatics, stains, local anaesthetics)      
•            Pachymeter preferable but not essential

4.2.7	The Provider must possess documentary evidence that the equipment used in the service is fully maintained and calibrated in line with the manufacturer’s instructions.

4.2.8	Performers must have achieved level 2 Quality in Optometry Standards and possess a minimum of 3 years post qualification experience.

4.2.9      All performers must be proficient in the use of the techniques required by this scheme (including but not limited to the use applanation tonometry) and must have the qualifications and experience required to deliver this service.   

4.2.10	The Provider will be required to demonstrate that their Performers have appropriate continuing educational training. The Commissioner may require the provider to submit evidence of this training by supplying, on request, a copy of their Performers’ CET over the past 3 years 

4.2.11	The Provider must ensure all Performers involved in the delivery of this service attend any training events specifically arranged to support this scheme.

4.2.12	The Provider is required to ensure their Performers attend peer review groups as organised by the Provider to discuss the scheme, variations in activity and to examine sample case studies



	5.	Applicable quality requirements and CQUIN goals

	
5.1 Applicable quality requirements (See Schedule 4 Parts A-D)

5.2 Applicable CQUIN goals (See Schedule 4 Part E)













	6.	Location of Provider Premises

	
6.1      Premises: 



 


	7.	Individual Service User Placement

	

Not applicable







B. [bookmark: _Toc343591383]Indicative Activity Plan


	Not Applicable

















C. [bookmark: _Toc343591384]Activity Planning Assumptions


	 Not Applicable

















D. [bookmark: _Toc343591385]Essential Services


	Not Applicable










E. [bookmark: _Toc343591386]Essential Services Continuity Plan


	Not Applicable

















F. [bookmark: _Toc343591387]Clinical Networks 


	Not Applicable
















G. [bookmark: _Toc343591388]Other Local Agreements, Policies and Procedures


	Policy
	Date
	Weblink


	
Not Applicable

	
	

	


	
	

	


	
	

	


	
	







H. [bookmark: _Toc343591389]Transition Arrangements


	Not Applicable

















I. [bookmark: _Toc343591390]Exit Arrangements


	Not Applicable

















J. [bookmark: _Toc343591391]Social Care Provisions


	Not Applicable

















K. [bookmark: _Toc343591392]Transfer of and Discharge from Care Protocols


	Not Applicable

















L. [bookmark: _Toc343591393]Safeguarding Policies


	
East Riding of Yorkshire CCG  Policies    




    

Provider Policy











SCHEDULE 3 – PAYMENT
 

A. Local Prices

Enter text below which, for each separately priced Service:

· identifies the Service;
· describes any agreement to depart from an applicable national currency (in respect of which the appropriate summary template (available at: http://www.monitor.gov.uk/locallydeterminedprices) should be copied or attached)
· describes any currencies (including national currencies) to be used to measure activity
· describes the basis on which payment is to be made (that is, whether dependent on activity, quality or outcomes (and if so how), a block payment, or made on any other basis)
· sets out any agreed regime for adjustment of prices for the second and any subsequent Contract Year(s).

		
	
Service Description

	
Currency
	
Price

	Ophthalmic Referral Refinement service 
	First appointment
	£50 per appointment

	
	Follow up appointment (not glaucoma)
	£32 per appointment

	
	Glaucoma repeat fields 
	£40 per patient































B. Local Variations
	
For each Local Variation which has been agreed for this Contract, copy or attach the completed publication template required by Monitor (available at: http://www.monitor.gov.uk/locallydeterminedprices) – 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 Monitor (available at:
http://www.monitor.gov.uk/locallydeterminedprices). For each Local Modification application granted by Monitor, copy or attach the decision notice published by Monitor. Additional locally-agreed detail may be included as necessary by attaching further documents or spreadsheets.
Or state Not Applicable

	Not Applicable








































D. Marginal Rate Emergency Rule: Agreed Baseline Value
	
	Not Applicable












































E. Emergency Re-admissions Within 30 Days: Agreed Threshold
	
	Not Applicable











































F. Expected Annual Contract Values
	
	Commissioner
	Expected Annual Contract Value
Not Applicable

	
	

	
	

	
	

	
	

	
	

	Total
	



	


































G. Notices to Aggregate / Disaggregate Payments
	
	Not Applicable












































H. Timing and Amounts of Payments in First and/or Final Contract Year
		

	Not Applicable
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SCHEDULE 4 – QUALITY REQUIREMENTS

A. Operational Standards


	Ref
	Operational Standards
	Threshold
(2014/15)
	Method of Measurement (2014/15)
	Consequence of breach
	Timing of application of consequence

	Applicable Service Category

	
	RTT waiting times for non-urgent consultant-led treatment

	
	
	
	
	

	CB_B1
	Percentage of admitted Service Users starting treatment within a maximum of 18 weeks from Referral
	Operating standard of 90% at specialty level (as reported on Unify)
	Review of monthly Service Quality Performance Report 
	Where the number of breaches in the month exceeds the tolerance permitted by the  threshold, £400 in respect of each excess breach above that threshold
	Monthly
	Services to which 18 Weeks applies

	CB_B2
	Percentage of non-admitted Service Users starting treatment within a maximum of 18 weeks from Referral
	Operating standard of 95% at specialty level (as reported on Unify)
	Review of monthly Service Quality Performance Report 
	Where the number of breaches in the month exceeds the tolerance permitted by the threshold, £100 in respect of each excess breach above that threshold 
	Monthly
	Services to which 18 Weeks applies

	CB_B3
	Percentage of Service Users on incomplete RTT pathways (yet to start treatment) waiting no more than 18 weeks from Referral 


	Operating standard of 92% at specialty level (as reported on Unify)
	Review of monthly Service Quality Performance Report  
	Where the number of breaches in the month exceeds the tolerance permitted by the  threshold, £100 in respect of each excess breach above that threshold
	Monthly
	Services to which 18 Weeks applies

	
	Diagnostic test waiting times

	
	
	
	
	

	CB_B4
	Percentage of  Service Users waiting less than 6 weeks from Referral for a diagnostic test 
	Operating standard of >99%
	Review of monthly Service Quality Performance Report  
	Where the number of breaches in the month exceeds the tolerance permitted by the  threshold, £200 in respect of each excess breach above that threshold 

	Monthly
	A
C
CR
D

	
	A&E waits

	
	
	
	
	

	CB_B5
	Percentage of A & E attendances where the Service User was admitted, transferred or discharged within 4 hours of their arrival at an A&E department 

	Operating standard of 95%
	Review of monthly Service Quality Performance Report  

	Where the number of breaches in the month exceeds the tolerance permitted by the  threshold, £200 in respect of each excess breach above that threshold. To the extent that the number of breaches exceeds 8% of A&E attendances in the relevant month, no further consequence will be applied in respect of the month
	Monthly
	A+E
U

	
	Cancer waits - 2 week wait

	
	
	
	
	

	CB_B6
	Percentage of Service Users referred urgently with suspected cancer by a GP waiting no more than two weeks for first outpatient appointment  

	Operating standard of 93%
	Review of monthly Service Quality Performance Report  


	Where the number of breaches in the Quarter exceeds the tolerance permitted by the  threshold, £200 in respect of each excess breach above that threshold 
	Quarterly
	A
CR
R

	CB_B7
	Percentage of Service Users referred urgently with breast symptoms (where cancer was not initially suspected) waiting no more than two weeks for first outpatient appointment 
	Operating standard of 93%
	Review of monthly Service Quality Performance Report   
	Where the number of breaches in the Quarter exceeds the tolerance permitted by the  threshold, £200 in respect of each excess breach above that threshold  
	Quarterly
	A
CR
R

	
	Cancer waits – 31 days

	
	
	
	
	

	CB_B8
	Percentage of Service Users waiting no more than one month (31 days) from diagnosis to first definitive treatment for all cancers 

	Operating standard of 96%
	Review of monthly Service Quality Performance Report  

	Where the number of breaches in the Quarter exceeds the tolerance permitted by the  threshold, £1,000 in respect of each excess breach above that threshold 
	Quarterly
	A
CR
R

	CB_B9
	
Percentage of Service Users waiting no more than 31 days for subsequent treatment where that treatment is surgery 

	Operating standard of 94%
	Review of monthly Service Quality Performance Report  

	Where the number of breaches in the Quarter exceeds the tolerance permitted by the  threshold, £1,000 in respect of each excess breach above that threshold
	Quarterly
	A
CR
R

	CB_B10
	Percentage of Service Users waiting no more than 31 days for subsequent treatment where that treatment is an anti-cancer drug regimen 

	Operating standard of 98%
	Review of monthly Service Quality Performance Report  

	Where the number of breaches in the Quarter exceeds the tolerance permitted by the  threshold, £1,000 in respect of each excess breach above that threshold 
	Quarterly
	A
CR
R

	CB_B11
	Percentage of Service Users waiting no more than 31 days for subsequent treatment where the treatment is a course of radiotherapy 

	Operating standard of 94%
	Review of monthly Service Quality Performance Report  

	Where the number of breaches in the Quarter exceeds the tolerance permitted by the  threshold, £1,000 in respect of each excess breach above that threshold 
	Quarterly
	A
CR
R

	
	Cancer waits – 62 days

	
	
	
	
	

	CB_B12
	Percentage of Service Users waiting no more than two months (62 days) from urgent GP referral to first definitive treatment for cancer 

	Operating standard of 85%
	Review of monthly Service Quality Performance Report  

	Where the number of breaches in the Quarter exceeds the tolerance permitted by the  threshold, £1,000 in respect of each excess breach above that threshold 
	Quarterly
	A
CR
R

	CB_B13
	Percentage of Service Users waiting no more than  62 days from referral from an NHS screening service to first definitive treatment for all cancers 

	Operating standard of 90%
	Review of monthly Service Quality Performance Report  

	Where the number of breaches in the Quarter exceeds the tolerance permitted by the  threshold, £1,000 in respect of each excess breach above that threshold
	Quarterly
	A
CR
R

	CB_B14
	Percentage of Service Users waiting no more than 62 days for first definitive treatment following a consultant’s decision to upgrade the priority of the Service User (all cancers) 




	[Insert as per local determination]
	Review of monthly Service Quality Performance Report  

	[Insert as per local determination]
	Quarterly
	A
CR
R

	
	Category A ambulance calls

	
	
	
	
	

	CB_B15_01
	Percentage of Category A Red 1 ambulance calls resulting in an emergency response arriving within 8 minutes 
	Operating standard of 75%
	Performance measured monthly with annual reconciliation
	Monthly withholding of 2% of Actual Monthly Value with an end of year reconciliation with 2% of  the Actual Annual Value  retained if annual performance is not met,
or the withheld sums returned (with no interest) if annual performance is met
	Monthly withholding, annual reconciliation 
	AM

	CB_B15_02
	Percentage of Category A Red 2 ambulance calls resulting in an emergency response arriving within 8 minutes 
	Operating standard of 75%
	Performance measured monthly with annual reconciliation
	Monthly withholding of 2% of Actual Monthly Value with an end of year reconciliation with 2% of  the Actual Annual Value  retained if annual performance is not met,
or the withheld sums returned (with no interest) if annual performance is met
	Monthly withholding, annual reconciliation  
	AM

	CB_B16
	Percentage of Category A calls resulting in an ambulance arriving at the scene within 19 minutes 
	Operating standard of 95%
	Performance measured monthly with annual reconciliation
	Monthly withholding of 2% of Actual Monthly Value with an end of year reconciliation with 2% of  the Actual Annual Value  retained if annual performance is not met,
or the withheld sums returned (with no interest) if annual performance is met
	Monthly withholding, annual reconciliation  
	AM

	
	Mixed sex accommodation breaches

	
	
	
	
	

	CB_B17
	Sleeping Accommodation Breach



	>0
	Verification of the monthly data provided pursuant to Schedule 6 Part C in accordance with the Professional Letter
	£250 per day per Service User affected
	Monthly
	A
CR
MH


	
	Cancelled operations

	
	
	
	
	

	CB_B18
	All Service Users who have operations cancelled, on or after the day of admission (including the day of surgery), for non-clinical reasons to be offered another binding date within 28 days, or the Service User’s treatment to be funded at the time and hospital of the Service User’s choice
	Number of  Service Users who are not offered another binding date within 28 days >0
	Review of monthly Service Quality Performance Report  


	Non-payment of costs associated with cancellation and non- payment or reimbursement (as applicable) of re-scheduled episode of care
	Monthly
	A
CR
S


	
	Mental health

	
	
	
	
	

	CB_B19
	Care Programme Approach (CPA): The percentage of Service Users under adult mental illness specialties on CPA who were followed up within 7 days of discharge from psychiatric in-patient care 
	Operating standard of 95%
	Review of monthly Service Quality Performance Reports  

	Where the number of breaches in the Quarter exceeds the tolerance permitted by the  threshold, £200 in respect of each excess breach above that threshold  
	Quarterly
	MH
MHSS



B. National Quality Requirements 

	
	National Quality Requirement
	Threshold
(2014/15)
	Method of Measurement (2014/15)
	Consequence of breach

	Monthly or annual application of consequence
	Applicable Service Category

	CB_A15
	Zero tolerance MRSA
	>0
	Review of monthly Service Quality Performance Report  
	£10,000 in respect of each incidence in the relevant month

	Monthly
	A

	CB_A16
	Minimise rates of Clostridium difficile


	[Insert Baseline Threshold identified for Provider]
	Review of monthly Service Quality Performance Report  

	As set out in Schedule 4 Part G, in accordance with applicable Guidance

	Annual 
	A

	CB_S6
	Zero tolerance RTT waits over 52 weeks for incomplete pathways
	>0
	Review of monthly Service Quality Performance Report 

	£5,000 per Service User with an incomplete RTT pathway waiting over 52 weeks at the end of the relevant month

	Monthly
	Services to which 18 Weeks applies

	CB_S7a
	All handovers between ambulance and A & E must take place within 15 minutes with none waiting more than 30 minutes
	>0

	Review of monthly Service Quality Performance Report  
	£200 per Service User waiting over 30 minutes in the relevant month
	Monthly
	A+E

	CB_S7b
	All handovers between ambulance and A & E must take place within 15 minutes with none waiting more than 60 minutes
	>0 
	Review of monthly Service Quality Performance Report  
	£1,000 per Service User waiting over 60 minutes (in total, not aggregated with CB_S7a consequence) in the relevant month

	Monthly
	A+E

	CB_S8a
	Following handover between ambulance and A & E, ambulance crew should be ready to accept new calls within 15 minutes 

	>0
	Review of monthly Service Quality Performance Report  
	£20 per event where > 30 minutes in the relevant month
	Monthly
	AM

	CB_S8b
	Following handover between ambulance and A & E, ambulance crew should be ready to accept new calls within 15 minutes
	>0
	Review of monthly Service Quality Performance Report  
	£100 per event where > 60 minutes (in total, not aggregated with CB_S8a consequence) in the relevant month
	Monthly
	AM

	CB_S9
	Trolley waits in A&E not longer than 12 hours
	>0
	Review of monthly Service Quality Performance Report
	£1,000 per incidence in the relevant month
	Monthly
	A+E

	CB_S10
	No urgent operation should be cancelled for a second time
	>0
	Review of monthly Service Quality Performance Report
	£5,000 per incidence in the relevant month
	Monthly
	A
CR


	
	VTE risk assessment: all inpatient Service Users undergoing risk assessment for VTE, as defined in Contract Technical Guidance

	95%
	Review of monthly Service Quality Performance Report
	Where the number of breaches in the month exceeds the tolerance permitted by the  threshold, £200 in respect of each excess breach above that threshold 

	Monthly
	A

	
	Publication of Formulary

	Continuing failure to publish
	Publication on Provider’s website
	Withholding of up to 1% of the Actual Monthly Value per month until publication 
	Monthly
	A
MH
MHSS
CR
R

	
	Duty of candour
	Each failure to notify the Relevant Person of a suspected or actual Reportable Patient Safety Incident (as per Guidance)
	Monthly number of Duty of Candour breaches as reported within an incident of moderate harm or greater per month
	Recovery of the cost of the episode of care, or £10,000 if the cost of the episode of care is unknown or indeterminate

	Monthly
	All

	
	Completion of a valid NHS Number field in mental health and acute commissioning data sets submitted via SUS, as defined in Contract Technical Guidance
	99%

	Review of monthly Service Quality Performance Report
	Where the number of breaches in the month exceeds the tolerance permitted by the  threshold, £10 in respect of each excess breach above that threshold

	Monthly
	A
MH
MHHS

	
	Completion of a valid NHS Number field in A&E commissioning data sets submitted via SUS, as defined in Contract Technical Guidance
	95%
	Review of monthly Service Quality Performance Report
	Where the number of breaches in the month exceeds the tolerance permitted by the  threshold, £10 in respect of each excess breach above that threshold

	Monthly
	A&E

	
	Completion of Mental Health Minimum Data Set ethnicity coding for all detained and informal Service Users, as defined in Contract Technical Guidance
	Operating standard of 90%
	Review of monthly Service Quality Performance Reports  

	Where the number of breaches in the month exceeds the tolerance permitted by the  threshold, £10 in respect of each excess breach above that threshold

	Monthly
	MH
MHSS

	
	Completion of IAPT Minimum Data Set outcome data for all appropriate Service Users, as defined in Contract Technical Guidance
	Operating standard of 90%
	Review of monthly Service Quality Performance Reports  

	Where the number of breaches in the month exceeds the tolerance permitted by the  threshold, £10 in respect of each excess breach above that threshold

	Monthly
	MH
MHSS





C. [bookmark: _Toc343591401]Local Quality Requirements 

	Quality Requirement

	Threshold
	Method of Measurement
	Consequence of breach

	Domain 1: Preventing people dying prematurely


	Insert text locally
	
	
	

	Domain 2: Enhancing the quality of life of people with long-term conditions


	Insert text locally
	
	
	

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


	Insert text locally
	
	
	

	Domain 4: Ensuring that people have a positive experience of care


	All patients to be invited to complete a patient experience questionnaire. A minimum of 35% of patients using the service to complete the questionnaire 
	35% (this threshold applies at sub-contractor level where appropriate)
	Annual report
	1% of total contract value or 1% of contract value attributable to sub-contractor – whichever is applicable

	All patients to be seen within 2 working days of referral to the service (excluding patients seen for repeat glaucoma testing)
	85% (this threshold applies at sub-contractor level where appropriate)
	Activity return
	1% of total contract value or 1% of contract value attributable to sub-contractor – whichever is applicable

	Self-referrals
	The proportion of self-referrals seen by the Provider or individual sub-contractor exceeds 60% after 6 months (excludes repeat IOPs)
	Activity return
	Provider to undertake an audit of self-referrals for discussion with external advisor appointed by the Commissioner. 

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

	Serious incidents to be reported to East Riding of Yorkshire CCG within 2 days
	100% (this threshold applies at sub-contractor level where appropriate)
	By exception 
	Failure to report in the timescale – maximum penalty of £1,000 per incident

	Following assessment patients who need to see a secondary care consultant are referred into the hospital eyecare service by the practitioner directly using a referral form that meets CCG requirements
	95% (this threshold applies at sub-contractor level where appropriate)
	Monthly reporting
	1% of total contract value or 1% of contract value attributable to sub-contractor – whichever is applicable



D. [bookmark: _Toc343591403]Never Events


	Never Events
	Threshold
	Method of Measurement
	Never Event Consequence (per occurrence)
	Applicability
	Applicable Service Category

	SURGICAL

	Wrong site surgery
	>0
	Review of reports submitted to NRLS/Serious Incidents reports and monthly Service Quality Performance Report
	In accordance with Never Events Guidance, recovery by the Responsible Commissioner of the costs to that Commissioner of the procedure or episode (or, where these cannot be accurately established, £2,000) plus any additional charges incurred by that Commissioner (whether under this Contract or otherwise) for any corrective procedure or necessary care in consequence of the Never Event 
	All Healthcare Premises
	A
S


	Wrong implant/prosthesis
	>0
	Review of reports submitted to NRLS/Serious Incidents reports and monthly Service Quality Performance Report
	In accordance with Never Events Guidance, recovery by the Responsible Commissioner of the costs to that Commissioner of the procedure or episode (or, where these cannot be accurately established, £2,000) plus any additional charges incurred by that Commissioner (whether under this Contract or otherwise) for any corrective procedure or necessary care in consequence of the Never Event
	All Healthcare Premises
	A
S



	Retained foreign object post-operation
	>0
	Review of reports submitted to NRLS/Serious Incidents reports and monthly Service Quality Performance Report
	In accordance with Never Events Guidance, recovery by the Responsible Commissioner of the costs to that Commissioner of the procedure or episode (or, where these cannot be accurately established, £2,000) plus any additional charges incurred by that Commissioner (whether under this Contract or otherwise) for any corrective procedure or necessary care in consequence of the Never Event
	All Healthcare Premises
	A
S


	MEDICATION

	Wrongly prepared high-risk injectable medication
	>0
	Review of reports submitted to NRLS/Serious Incidents reports and monthly Service Quality Performance Report

	In accordance with Never Events Guidance, recovery by the Responsible Commissioner of the costs to that Commissioner of the procedure or episode (or, where these cannot be accurately established, £2,000) plus any additional charges incurred by that Commissioner (whether under this Contract or otherwise) for any corrective procedure or necessary care in consequence of the Never Event
	All Healthcare Settings
	All except PT

	Maladministration of potassium-containing solutions
	>0
	Review of reports submitted to NRLS/Serious Incidents reports and monthly Service Quality Performance Report
	In accordance with Never Events Guidance, recovery by the Responsible Commissioner of the costs to that Commissioner of the procedure or episode (or, where these cannot be accurately established, £2,000) plus any additional charges incurred by that Commissioner (whether under this Contract or otherwise) for any corrective procedure or necessary care in consequence of the Never Event
	All Healthcare Settings
	A

	Wrong route administration of chemotherapy
	>0
	Review of reports submitted to NRLS/Serious Incidents reports and monthly Service Quality Performance Report
	In accordance with Never Events Guidance, recovery by the Responsible Commissioner of the costs to that Commissioner of the procedure or episode (or, where these cannot be accurately established, £2,000) plus any additional charges incurred by that Commissioner (whether under this Contract or otherwise) for any corrective procedure or necessary care in consequence of the Never Event
	All Healthcare Premises
	A
CR

	Wrong route administration of oral/enteral treatment
	>0
	Review of reports submitted to NRLS/Serious Incidents reports and monthly Service Quality Performance Report
	In accordance with Never Events Guidance, recovery by the Responsible Commissioner of the costs to that Commissioner of the procedure or episode (or, where these cannot be accurately established, £2,000) plus any additional charges incurred by that Commissioner (whether under this Contract or otherwise) for any corrective procedure or necessary care in consequence of the Never Event
	All Healthcare Settings
	All except PT

	Intravenous administration of epidural medication
	>0
	Review of reports submitted to NRLS/Serious Incidents reports and monthly Service Quality Performance Report
	In accordance with Never Events Guidance, recovery by the Responsible Commissioner of the costs to that Commissioner of the procedure or episode (or, where these cannot be accurately established, £2,000) plus any additional charges incurred by that Commissioner (whether under this Contract or otherwise) for any corrective procedure or necessary care in consequence of the Never Event
	All Healthcare Premises
	All except PT, Ph

	Maladministration of insulin
	>0
	Review of reports submitted to NRLS/Serious Incidents reports and monthly Service Quality Performance Report

	In accordance with Never Events Guidance, recovery by the Responsible Commissioner of the costs to that Commissioner of the procedure or episode (or, where these cannot be accurately established, £2,000) plus any additional charges incurred by that Commissioner (whether under this Contract or otherwise) for any corrective procedure or necessary care in consequence of the Never Event
	All Healthcare Settings
	All except PT

	Overdose of midazolam during conscious sedation
	>0
	Review of reports submitted to NRLS/Serious Incidents reports and monthly Service Quality Performance Report
	In accordance with Never Events Guidance, recovery by the Responsible Commissioner of the costs to that Commissioner of the procedure or episode (or, where these cannot be accurately established, £2,000) plus any additional charges incurred by that Commissioner (whether under this Contract or otherwise) for any corrective procedure or necessary care in consequence of the Never Event
	All Healthcare Premises
	A
S

	Opioid overdose of an opioid-naïve Service User
	>0
	Review of reports submitted to NRLS/Serious Incidents reports and monthly Service Quality Performance Report
	In accordance with Never Events Guidance, recovery by the Responsible Commissioner of the costs to that Commissioner of the procedure or episode (or, where these cannot be accurately established, £2,000) plus any additional charges incurred by that Commissioner (whether under this Contract or otherwise) for any corrective procedure or necessary care in consequence of the Never Event
	All Healthcare Settings
	All except PT

	Inappropriate administration of daily oral methotrexate
	>0
	Review of reports submitted to NRLS/Serious Incidents reports and monthly Service Quality Performance Report
	In accordance with Never Events Guidance, recovery by the Responsible Commissioner of the costs to that Commissioner of the procedure or episode (or, where these cannot be accurately established, £2,000) plus any additional charges incurred by that Commissioner (whether under this Contract or otherwise) for any corrective procedure or necessary care in consequence of the Never Event
	All Healthcare Settings
	All except PT

	MENTAL HEALTH

	Suicide using non-collapsible rails
	>0
	Review of reports submitted to NRLS/Serious Incidents reports and monthly Service Quality Performance Report
	In accordance with Never Events Guidance, recovery by the Responsible Commissioner of the costs to that Commissioner of the procedure or episode (or, where these cannot be accurately established, £2,000) plus any additional charges incurred by that Commissioner (whether under this Contract or otherwise) for any corrective procedure or necessary care in consequence of the Never Event
	All mental health inpatient premises
	MH
MHSS

	Escape of a transferred prisoner
	>0
	Review of reports submitted to NRLS/Serious Incidents reports and monthly Service Quality Performance Report
	In accordance with Never Events Guidance, recovery by the Responsible Commissioner of the costs to that Commissioner of the procedure or episode (or, where these cannot be accurately established, £2,000) plus any additional charges incurred by that Commissioner (whether under this Contract or otherwise) for any corrective procedure or necessary care in consequence of the Never Event
	All medium and high secure mental health inpatient premises
	MH
MHSS

	GENERAL HEALTHCARE

	Falls from unrestricted windows
	>0
	Review of reports submitted to NRLS/Serious Incidents reports and monthly Service Quality Performance Report
	In accordance with Never Events Guidance, recovery by the Responsible Commissioner of the costs to that Commissioner of the procedure or episode (or, where these cannot be accurately established, £2,000) plus any additional charges incurred by that Commissioner (whether under this Contract or otherwise) for any corrective procedure or necessary care in consequence of the Never Event
	All Healthcare Premises
	All except AM, PT, Ph

	Entrapment in bedrails
	>0
	Review of reports submitted to/Serious Incidents reports and monthly Service Quality Performance Report
	In accordance with Never Events Guidance, recovery by the Responsible Commissioner of the costs to that Commissioner of the procedure or episode (or, where these cannot be accurately established, £2,000) plus any additional charges incurred by that Commissioner (whether under this Contract or otherwise) for any corrective procedure or necessary care in consequence of the Never Event
	All adult inpatient premises
	A
MH
MHSS



	Transfusion of ABO incompatible blood components
	>0
	Review of reports submitted to NRLS/Serious Incidents reports and monthly Service Quality Performance Report
	In accordance with Never Events Guidance, recovery by the Responsible Commissioner of the costs to that Commissioner of the procedure or episode (or, where these cannot be accurately established, £2,000) plus any additional charges incurred by that Commissioner (whether under this Contract or otherwise) for any corrective procedure or necessary care in consequence of the Never Event
	All Healthcare Premises
	A&E
A
AM
CR
R
SM
S
U

	Transplantation of ABO incompatible organs as a result of error


	>0
	Review of reports submitted to NRLS/Serious Incidents reports and monthly Service Quality Performance Report
	In accordance with Never Events Guidance, recovery by the Responsible Commissioner of the costs to that Commissioner of the procedure or episode (or, where these cannot be accurately established, £2,000) plus any additional charges incurred by that Commissioner (whether under this Contract or otherwise) for any corrective procedure or necessary care in consequence of the Never Event
	All Healthcare Premises
	A


	Misplaced naso- or oro-gastric tubes
	>0
	Review of reports submitted to NRLS/Serious Incidents reports and monthly Service Quality Performance Report
	In accordance with Never Events Guidance, recovery by the Responsible Commissioner of the costs to that Commissioner of the procedure or episode (or, where these cannot be accurately established, £2,000) plus any additional charges incurred by that Commissioner (whether under this Contract or otherwise) for any corrective procedure or necessary care in consequence of the Never Event
	All Healthcare Premises
	All except PT, Ph

	Wrong gas administered
	>0
	Review of reports submitted to NRLS/Serious Incidents reports and monthly Service Quality Performance Report
	In accordance with Never Events Guidance, recovery by the Responsible Commissioner of the costs to that Commissioner of the procedure or episode (or, where these cannot be accurately established, £2,000) plus any additional charges incurred by that Commissioner (whether under this Contract or otherwise) for any corrective procedure or necessary care in consequence of the Never Event
	All Healthcare Premises
	All except PT, Ph, CH

	Failure to monitor and respond to oxygen saturation
	>0
	Review of reports submitted to NRLS/Serious Incidents reports and monthly Service Quality Performance Report
	In accordance with Never Events Guidance, recovery by the Responsible Commissioner of the costs to that Commissioner of the procedure or episode (or, where these cannot be accurately established, £2,000) plus any additional charges incurred by that Commissioner (whether under this Contract or otherwise) for any corrective procedure or necessary care in consequence of the Never Event
	All Healthcare Premises
	All except PT

	Air embolism
	>0
	Review of reports submitted to NRLS/Serious Incidents reports and monthly Service Quality Performance Report
	In accordance with Never Events Guidance, recovery by the Responsible Commissioner of the costs to that Commissioner of the procedure or episode (or, where these cannot be accurately established, £2,000) plus any additional charges incurred by that Commissioner (whether under this Contract or otherwise) for any corrective procedure or necessary care in consequence of the Never Event

	All Healthcare Premises
	All except PT

	Misidentification of Service Users
	>0
	Review of reports submitted to NRLS/Serious Incidents reports and monthly Service Quality Performance Report
	In accordance with Never Events Guidance, recovery by the Responsible Commissioner of the costs to that Commissioner of the procedure or episode (or, where these cannot be accurately established, £2,000) plus any additional charges incurred by that Commissioner (whether under this Contract or otherwise) for any corrective procedure or necessary care in consequence of the Never Event
	All Healthcare Premises
	All

	Severe scalding of Service Users
	>0
	Review of reports submitted to NRLS/Serious Incidents reports and monthly Service Quality Performance Report

	In accordance with Never Events Guidance, recovery by the Responsible Commissioner of the costs to that Commissioner of the procedure or episode (or, where these cannot be accurately established, £2,000) plus any additional charges incurred by that Commissioner (whether under this Contract or otherwise) for any corrective procedure or necessary care in consequence of the Never Event
	All Healthcare Premises
	All

	MATERNITY

	Maternal death due to post-partum haemorrhage after elective caesarean section
	>0
	Review of reports submitted to NRLS/Serious Incidents reports and monthly Service Quality Performance Report
	In accordance with Never Events Guidance, recovery by the Responsible Commissioner of the costs to that Commissioner of the procedure or episode (or, where these cannot be accurately established, £2,000) plus any additional charges incurred by that Commissioner (whether under this Contract or otherwise) for any corrective procedure or necessary care in consequence of the Never Event
	All Healthcare Premises
	A
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[bookmark: _Toc343591404]E.	Commissioning for Quality and Innovation (CQUIN) 

CQUIN Table 1:  CQUIN Schemes

	Not Applicable



















CQUIN Table 2:  CQUIN Payments on Account

	Commissioner
	Payment
	Frequency/Timing
	Agreed provisions for adjustment of CQUIN Payments on Account based on performance

	Not Applicable


	
	
	

	


	
	
	

	


	
	
	







F. [bookmark: _Toc343591405]Local Incentive Scheme


	 Not Applicable


















G. Clostridium difficile

Clostridium difficile adjustment: NHS Foundation Trust/NHS Trust

The financial adjustment (£) is the sum which is the greater of Y and Z, where:

Y	=	0

Z	=	((A – B) x 10,000) x C

where:

A	=	the actual number of cases of Clostridium difficile in respect of 				all NHS patients treated by the Provider in the Contract Year

B	=	the Baseline Threshold (the figure as notified to the Provider and recorded in 		the Particulars, being the Provider’s threshold for the number of cases of 			Clostridium difficile for the Contract Year, in accordance with Guidance) 

C	=	no. of inpatient bed days in respect of Service Users in the Contract Year	
		no. of inpatient bed days in respect of all NHS patients treated by the 
Provider in the Contract Year

The financial adjustment is calculated on the basis of annual performance. For the purposes of Service Condition 36.47 (Operational Standards, National Quality Requirements and Local Quality Requirements), any repayment or withholding in respect of Clostridium difficile performance will be made in respect of the final quarter of the Contract Year. 



Clostridium difficile adjustment:  Other Providers 

The financial adjustment (£) is the sum equal to A x 10,000, where:

A         =      	the actual number of cases of Clostridium difficile in respect of Service Users  		in the Contract Year.

The financial adjustment is calculated on the basis of annual performance. For the purposes of Service Condition 36.47 (Operational Standards, National Quality Requirements and Local Quality Requirements), any repayment or withholding in respect of Clostridium difficile performance will be made in respect of the final quarter of the Contract Year. 
H. 
Sanction Variations

	Not Applicable



































I. CQUIN Variations

	Not Applicable





































SCHEDULE 5 - GOVERNANCE

A. Documents Relied On

Documents supplied by Provider

	
Date
	
Document

	Not Applicable

	

	

	

	

	

	

	




Documents supplied by Commissioners

	
Date
	
Document

	Not Applicable

	

	

	

	

	

	

	







B1.	Provider’s Mandatory Material Sub-Contractors


	
Mandatory Material Sub-Contractor
[Name]
[Registered Office]
[Company number]

	
Service Description
	
Start date/expiry date

	
Processing data – Yes/No

	Not applicable

	
	
	

	


	
	
	

	


	
	
	

	


	
	
	







B2.	Provider’s Permitted Material Sub-Contractors


	
Permitted Material Sub-Contractor
[Name]
[Registered Office]
[Company number]

	
Service Description
	
Start date/expiry date
	
Processing data – Yes/No

	


	
Community Ophthalmic Referral Refinement Service
	
1st April 2014 – 31st March 2015
	
Yes

	


	
	
	

	


	
	
	

	


	
	
	






[bookmark: _Toc343591412]              C. IPR


Commissioner IPR

	
Commissioner

	
Document/Data/Process

	Not Applicable

	

	

	

	

	



Provider IPR

	
Provider/Sub-Contractor

	
Document/Data/Process

	Not Applicable

	

	

	

	

	








D. [bookmark: _Toc343591413]Commissioner Roles and Responsibilities

	
Co-ordinating Commissioner
	
Role/Responsibility

	Not Applicable

	

	

	

	

	

	
	

	
	

	
	







E. [bookmark: _Toc343591414]Partnership Agreements

To which the Provider is a party:

	
Date

	
Parties
	
Description

	Not Applicable

	
	

	


	
	

	


	
	

	


	
	

	


	
	

	


	
	




To which a Commissioner is a party: 

	
Date

	
Parties
	
Description

	Not Applicable


	
	

	


	
	

	


	
	

	


	
	

	


	
	

	


	
	







SCHEDULE 6 – CONTRACT MANAGEMENT, REPORTING AND INFORMATION REQUIREMENTS

A. [bookmark: _Toc343591416]Recorded Variations 


	Variation Number
	Description of Variation
	Date of Variation Proposal
	Party proposing the Variation
	Date of Variation Agreement 
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B. [bookmark: _Toc343591418]Reporting Requirements


	
	
Reporting Period

	
Format of Report
	
Timing and Method for delivery of Report
	
Application

	National Requirements Reported Centrally
	
	
	
	

	1. As specified in the list of assessed mandated collections published on the HSCIC website to be found at http://www.hscic.gov.uk/datacollections
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
	All

	2. PROMS
	As set out in relevant Guidance
	As set out in relevant Guidance
	As set out in relevant Guidance
	All

	3. NDTMS
	As set out in NTA Guidance
	As set out in NTA Guidance
	As set out in NTA Guidance
	SM

	National Requirements Reported Locally

	
	
	
	

	1. Monthly Activity Report

	Monthly
	
	Using SUS data, where applicable
	All

	2. Service Quality Performance Report, detailing performance against Operational Standards, National Quality Requirements, Local Quality Requirements, Never Events, including, without limitation:

2.1 details of any thresholds that have been breached and any Never Events that have occurred; 

2.2 details of all requirements satisfied; 

2.3 details of, and reasons for, any failure to meet requirements and; 

2.4 the outcome of all Root Cause Analyses and audits performed pursuant to Service Condition 20 (Venous Thromboembolism).
	Monthly
	
	Submit to Co-ordinating Commissioner within 10 Operational Days of the end of the month to which it relates.
	







All





All


All



A


	3. CQUIN Performance Report and details of progress towards satisfying any Quality Incentive Scheme Indicators, including details of all Quality Incentive Scheme Indicators satisfied or not satisfied
	
	
	
	All

	4. Monthly report on performance against the HCAI Reduction Plan
	Monthly
	
	
	All

	5. Complaints monitoring report, setting out numbers of complaints received and including analysis of key themes in content of complaints

	
	
	
	All

	6. Report against performance of  Service Development and Improvement Plan (SDIP)
	In accordance with relevant SDIP
	In accordance with relevant SDIP
	In accordance with relevant SDIP
	All

	7. Cancer Registration dataset reporting (ISN): report on staging data in accordance with Guidance
	As set out in relevant Guidance
	As set out in relevant Guidance
	As set out in relevant Guidance
	CR
R

	8. Monthly summary report of all incidents requiring reporting
	Monthly
	
	
	All

	9. Data Quality Improvement Plan: report of progress against milestones 
	In accordance with relevant DQIP
	In accordance with relevant DQIP
	In accordance with relevant DQIP
	All

	10. Report and provide monthly data and detailed information relating to violence-related injury resulting in treatment being sought from Staff in A&E departments, urgent care and walk-in centres, and from ambulance services paramedics (where the casualties do not require A&E department, urgent care and walk-in centre attendance), to the local community safety partnership and the relevant police force, in accordance with applicable Guidance (College of Emergency Medicine Clinical Guidance Information Sharing to Reduce Community Violence (July 2009))
 
 
	Monthly
	As set out in relevant Guidance
	As set out in relevant Guidance
	A
A+E
AM
U

	11. Report on outcome of reviews and evaluations in relation to Staff numbers and skill mix in accordance with General Condition 5.2 (Staff)
	6 monthly (or more frequently if and as required by the Co-ordinating Commissioner from time to time)
	
	
	All

	Local Requirements Reported Locally

	
	
	
	

	Monthly Activity Report 



	Monthly
	The dataset in electronic format as specified by the CCG


	Electronic submission by 10th day after the end of the previous month
	

	Annual Report
	Annual
	All patients to be invited to complete a patient experience questionnaire


	Format of report to be agreed
	







C. [bookmark: _Toc343591419]Data Quality Improvement Plan


	Data Quality Indicator
	Data Quality Threshold
	Method of Measurement
	Milestone Date
	Consequence

	Not Applicable



	
	
	
	







D. [bookmark: _Toc343591420]Incidents Requiring Reporting Procedure 


	Procedure(s) for reporting, investigating, and implementing and sharing lessons learned from: (1) Serious Incidents (2) Reportable Patient Safety Incidents (3) Other Patient Safety Incidents

	
Commissioner Procedure          

     

 Provider Procedure                  










E. [bookmark: _Toc343591421]Service Development and Improvement Plan 


	

	Milestones
	Timescales
	Expected Benefit
	Consequence of Achievement/ Breach

	Not Applicable
 
	
	
	
	[

	



	
	
	
	













F. [bookmark: _Toc343591422]Surveys


	Type of Survey
	Frequency
	Method of Reporting
	Method of Publication


	
Friends and Family Test (where required in accordance with FFT Guidance)

	
As required by FFT Guidance
	
As required by FFT Guidance
	
As required by FFT Guidance







SCHEDULE 7 – PENSIONS

Not Applicable
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CORRS Conditions matrix.pdf
East Riding of Yorkshire CCG

CORRS 2014/15 — Eligible conditions matrix

The following table summarises the list of presenting conditions, the onset criteria
and the procedure, equipment and other requirements

Presenting Procedures to be carried | Equipment to be used Notes
Condition out must include*
Symptomatic dry eye | Anterior eye examination Slit lamp Ingrowing

using slit lamp and

eyelashes should

Conjunctivitis diagnostic stain Appropriate diagnostic be epilated where
Stain(s) necessary.
Ingrowing eyelashes
Non-penetrating
foreign body
Red/sore eye
Epiphora
Painful eye Anterior eye and segment | Slit lamp Requires
examination using slit lamp applanation
and diagnostic stain Appropriate diagnostic tonometry
stain(s)
IOP measurement
Tonometer
Symptomatic field Supra threshold electronic | Supra threshold electronic
loss visual field test visual field test that
produces a printout
Flashes and floaters | Fundal examination Diagnostic drug to dilate Requires
through dilated pupil using | the pupil applanation
indirect viewing technique tonometry
(e.g. Volk lens or headset BIO
BIO)
o Slit lamp
Anterior vitreous
examination for Shaffer’s Tonometer

sign
IOP measurement

Appropriate visual field test

Suitable visual field test

Sudden or recent
reduction in vision in
one or both eyes

Fundal examination
through dilated pupil using
indirect viewing technique
(e.g. Volk lens or headset
BIO)

Diagnostic drug to dilate
the pupil

BIO

Repeat IOP
measurement if initial
reading is >21mmHg

IOP measurement using
Goldmann or Perkins
tonometry

Goldmann or Perkins
tonometer

Local anaesthetic drops

Tonometer must be
regularly calibrated.






Presenting
Condition

Procedures to be carried
out must include*

Equipment to be used

Notes

and appropriate
diagnostic stain.

Repeat visual field
tests

Supra-threshold electronic
visual field test carried out
on a different occasion to
the initial test.

Supra threshold electronic
visual field screener that
produces a printout. E.g.
Henson, Humphrey VFA
or equivalent.

The FDT is not
suitable for this
purpose, although it
is suitable for the
initial test.

*This list does not exclude other procedures that may also be required to investigate/treat in
specific circumstances. Providers will (always) have to do other core tests in addition to those
specified above (e.g. take the patient’s VA)
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Sub-contractors.xlsx
Sheet1

		Practitioner 				Name 		Address 				Post code 

		William Ean 		Blair 		Blair Opticians 		127 Chanterlands Ave		Hull 		HU5 3TG 

		John		Tomlinson		Tomlinson Mobile Opticians 		Westfield House, North Newbad 		York 		YO43 4SE 

		Nicola 		Glover 		Old Town Optometrists Ltd		69 High Street, Bridlington 		East Yorkshire 		YO16 4PR 

		Mark 		Kunz 		Specsavers Bridlington 		29 King Street, Bridlington		East Yorkshire 		YO15 2DN 

		Kala		Irons 		Specsavers Bridlington 		29 King Street, Bridlington		East Yorkshire 		YO15 2DN 

		Lyn		Roach 		Coates Opticians Ltd 		8 King Street Cottingham		Hull 		HU16 5 QE.

		Jeremy		Beesley 		Specsavers Beverley 		52 Toll Gavel, 		Beverley 		HU17 9BN 

		Lucinda 		Rafferty 		Specsavers Beverley 		52 Toll Gavel, 		Beverley 		HU17 9BN 

		Michael 		Short 		Specsavers Beverley 		52 Toll Gavel, 		Beverley 		HU17 9BN 

		Donald 		Gowans 		Specsavers Beverley 		52 Toll Gavel, 		Beverley 		HU17 9BN 

		Robert 		Higson 		R Higson 		18 Souttergate 		Hedon 		HU12 8JS 

		Robert 		Higson 		R Higson 		323 Holderness Road 		Hull 		HU8 8SH 

		Robert 		Higson 		R Higson 		104 Newbegin 		Hornsea 		HU18 1PB 

		Roger 		Smyth		Andrew & Rogers Opticians		15 North Bar Within		Beverley 		HU17 8AP

		Andrew 		Scott 		Andrew & Rogers Opticians		15 North Bar Within		Beverley 		HU17 8AP

		Sally 		Baines 		Glen Opticians 		23 Middle Street South 		Driffield 		YO25 6PS 

		Jeremy 		Ingham		Glen Opticians 		3 Middle Street South 		Driffield 		YO25 6PS 

		Colin 		Blenkinsop		Blenkinsop Opticians 		71-73 Pasture Road 		Goole 		DN14 6BP 

		Jennifer 		Blenkinsop		Blenkinsop Opticians 		71-73 Pasture Road 		Goole 		DN14 6BP 

		D G 		Bailey		Vision Plus 		283 Holderness Road 		Hull 		HU8 8TE 

		Glynis 		Gardiner 		Vision Plus 		283 Holderness Road 		Hull 		HU8 8TE 

		Liam 		Castle		GM & IS Rouse Opticians 		95 Newland Avenue 		Hull 		HU5 2AA 

		Geoff 		Rouse 		GM & IS Rouse Opticians 		Western Forcourt, North point Shopping Centre 		Bransholme		HU7 4EE

		Garrey		Hasse		Yorkshire Eyewear formerly Michael James 		28 Boothferry Road		Goole 		DN14 5DA 

		Greg 		Bailey 		Aspects Opticans		18 Saville Street 		Hull 		HU1 3EF 

		Sharon 		Burnley 		Langtons Optometrists		27 Prospect Street Bridlington 		East Yorkshire 		YO15 2AE 

		Simon 		Burnley 		Langtons Optometrists		27 Prospect Street Bridlington 		East Yorkshire 		YO15 2AE 

		Jose		B		Langtons Optometrists		27 Prospect Street Bridlington 		East Yorkshire 		YO15 2AE 

		Ares 		Gomes		Langtons Optometrists		27 Prospect Street Bridlington 		East Yorkshire 		YO15 2AE 

		Monica 		Stefan ??		Langtons Optometrists		27 Prospect Street Bridlington 		East Yorkshire 		YO15 2AE 

		Nigel 		Greenwood 		N & EP Greenwood		60 Southgate 		Hornesa 		HU18 1AL 

		Liz 		Greenwood 		N & EP Greenwood		7 Wilson St Anlaby 		Hull 		HU10 7AN 

		David 		Fulford 		Wheatcroft opticians 		72 Springbank 		Hull 		HU3 1AB 

		Stuart 		Buckingham 		Buckingham Opticians 		183 Hallgate 		Cottingham		HU16 4BB 

		Stuart 		Buckingham 		Buckingham Opticians 		453 Anlaby Road 		Hull 		HU3 6AS 

		Leslie 		Clarke 		Todd & Clarke 		10 Anlaby Road 		Hull 		HU1 2PA

		Matthew 		Horrocks 		Eye Deal opticians 		17 Paradise Place 		Goole 		DN14 5DL 

		Matthew 		Horrocks 		Edwards Opticians  Beverley 		8 Saturday Market 		Beverley 		HU17 8BB

		Philip 		Daniels 		Daniels Turner & Associates 		88-90 Spring Bank 		Hull 		HU3 1AA

		Richard 		Sellers 		Daniels Turner & Associates 		88-90 Spring Bank 		Hull 		HU3 1AA

		Waqar		Amed 		Henry J Rose Optometrists 		275 Anlaby Road 		Hull 		HU3 2SE 

		David 		Rose 		Henry J Rose Optometrists 		275 Anlaby Road 		Hull 		HU3 2SE 

		Richard 		Higson 		Richard Higson 		44 Saville St 		Hull 		HU1 3EA 

		Helen 		Shaw 		Richard Higson 		120 Queen Street 		Withernsea 		HU19 2HB 

		Saloni  		Patel 		Richard Higson 		100 Middle St South 		Driffield 		YO25 6QE 

		Michael 		Womack 		Richard Higson 		100 Middle St South 		Driffield 		YO25 6QE 

		Kay 		Weaver 		Specsavers Hessle		44-46 Prestongate		Hessle		HU13 0RE

		Jane 		Gray 		Specsavers Hessle		44-46 Prestongate		Hessle		HU13 0RE

		Wendy 		Burnett		Specsavers Hessle		44-46 Prestongate		Hessle		HU13 0RE

		Roger 		Smyth 		Specsavers Hessle		44-46 Prestongate		Hessle		HU13 0RE

		Vivian 		Bush 		Bush the Opticians Ltd 		18 The Weir 		Hessle		HU13 OSU 

		Paul		Forte		Bush the Opticians Ltd 		18 The Weir 		Hessle		HU13 OSU 

		Syeda 		Rizvi		Scrivens Opticians Cottingham		160 Hallgate 		Cottingham		HU16 4BD 

		Syeda 		Rizvi		Scrivens Opticians Driffield 		71 Middle Street South 		Driffield 		YO25 6QG 

		Edward 		Parkinson 		Eyesite Opticians Cottingham		96 King Street 		Cottingham 		HU16 5QE

		Elizabeth 		Johnson 		Eyesite Opticians Cottingham		96 King Street 		Cottingham		HU16 5QE

		Ross 		Gleig		Eyesite Opticians Beverely 		13a Market Place 		Beverley 		HU17 8HP

		Kala 		Irons 		Eyesite Opticians Beverely 		13a Market Place 		Beverley 		HU17 8HP 

		Michael 		Brooks 		Eyesite Opticians Heddon 		19 St Augustines Gate 		Hedon 		HU12 8EU 

		David 		Quirke 		Boots Opticians 		48/58 Prospect Centre 		Hull 		HU2 8PS 

		Kay 		Hazard 		Boots Opticians 		48/58 Prospect Centre 		Hull 		HU2 8PS 

		Haroun 		Masood 		Boots Opticians 		48/58 Prospect Centre 		Hull 		HU2 8PS 

		John 		Boddice 		Edwards Opticians  Market Weighton		17/19 Southgate 		Market Weighton		YO43 3AF 

		Stuart 		Buckingham 		Edwards Opticians		1 Stockbridge Road		Elloughton		HU15 1HW

		Paul 		Khoo 		Edwards Opticians 		1 Stockbridge Road		Elloughton		HU15 1HW

		James 		Macfie		Sightcare Opticians 		Unit 4 Brough Shopping Park, Welton Road		Brough 		HU15 1AF 

		Victoria 		Allan 		Sightcare Opticians 		4 Kingston Road 		Willerby 		HU10 6BN 

		Carlos 		Cantero 		Sightcare Opticians 		4 Kingston Road 		Willerby 		HU10 6BN 

		Ganesh 		Babu 		Sightcare Opticians 		4 Kingston Road 		Willerby 		HU10 6BN 

		Nigel 		Hackett 		Onlookers Opticals 		83 Kelleythorpe industrial estate 		Driffield 		YO25 9DJ 

		emily 		Proudfood 		Onlookers Opticals 		83 Kelleythorpe Industial estate 		Driffield 		YO25 9DJ 

		Greg 		Bailey 		Winter Opticians Ltd 		623 Holderness Road 		Hull 		HU8 9AL 

						GM&IS Rouse Opticians		428 Hessle Road		Hull 		HU3 3SE

		Andrew 		Scott 		Eye Contact 		Unit 8 Orchard Centre, The square 		Hessle		HU13 0AA 
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EAST RIDING OF YORKSHIRE PRIMARY CARE TRUST
SAFEGUARDING CHILDREN POLICY

1. INTRODUCTION

This policy supports the advice and guidance laid out in the East Riding Safeguarding
Children Board (ERSCB) Procedures and Guidance and should be read in conjunction
with this. This policy is also informed by the document ‘What to do if you are worried a
child is being abused’ (DfES 2006).

Achieving good outcomes for children requires all those who work with responsibility for
assessment and the provision of services to work together according to an agreed plan of
action. Effective collaborative working requires professionals and agencies to be clear
about:

e Their roles and responsibilities for safeguarding and promoting the welfare of children;

e The purpose of their activity, what decisions are required at each stage of the process
and what are the intended outcomes for the child and their family members;

e The legislative basis of their work;

e The protocols and procedures to be followed, including the way in which information
will be shared across professional boundaries and within agencies, and what will be
recorded;

e Which agency, team or professional has lead responsibility, and the precise roles of
everyone else who is involved, including the way in which children and other family
members will be involved;

Any timescales set down in Regulations or Guidance, which govern the completion of
assessments, making of plans and timing of reviews.

2. POLICY
21 Scope

This policy applies to all staff employed by NHS East Riding of Yorkshire (NHSERY) and
its commissioned services. This includes; all employees, locums and agency staff,
contractors, volunteers, students and any other learners undertaking any type of work
experience or work related activity.

Organisations working on behalf of NHSERY must have policies and procedures in place
consistent with this document and compliant with any other safeguarding children related
statutory guidance and legislation, relevant to their organisation.

Where child or children and young people are referred to within this document, this
relates to a person or people who have not yet reached their 18" birthday.

East Riding of Yorkshire Primary Care Trust
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2.2 Policy statement

NHS East Riding of Yorkshire shares a commitment to safeguard and promote the
welfare of children and young people and this is underpinned by a statutory duty under
Section 11 of the Children Act 2004.

The duty is to ensure that health service functions are discharged with regard to the need
to safeguard and promote the welfare of children.

This includes the requirement to have and follow safe recruitment policy and procedures;
and have in place procedures for identifying and managing concerns that may arise about
staff with respect to safeguarding children.

All children have a right to protection. Some children and young people are more
vulnerable to abuse and neglect due to a variety of factors impacting on their own, and/ or
their parents’ or carers’ welfare. All staff should be aware that age, gender, cultural or
religious beliefs, disabilities or social backgrounds may also impact on their ability to
access help and support. When dealing with children, young people and their families,
staff must give due consideration to these issues at all times

It is essential that whenever an individual has concerns about whether a child is suffering,
or is at risk of suffering, significant harm, that they share their concerns following ERSCB
procedures and guidance

NHS East Riding of Yorkshire will adopt a zero tolerance approach to child abuse and will
work to ensure that its policies and practices are consistent with agreed local multi-
agency procedures and meet the organisations legal obligations.

Specifically:

= Where concerns are raised, NHSERY is committed to a proportionate and timely
response to safeguard the particular child (children) and young people within a
multi-agency framework.

= NHSERY is committed to sharing information required by other agencies, within
agreed protocols and legislation, in order to safeguard children and young people
who may be at risk of abuse.

= NHSERY is committed to analysing and sharing any learning from incidents and
investigations, in order to improve practice and minimise risk of abuse.

As a commissioning organisation, NHSERY will work with partner agencies in order to
develop quality systems, promote safeguarding practice across the district and effectively
monitor performance of providers in relation to safeguarding children and young people.

Specifically:
= All organisations providing services commissioned by NHSERY are required to
demonstrate commitment to safeguarding children and young people and to
working within agreed local multi-agency procedures, national guidance and
legislation.
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= NHSERY will actively contribute to multiagency responses regarding concerns of
abuse within commissioned services.

= All providers are expected to establish procedures and systems of working that
ensure safeguarding concerns are referred to East Riding of Yorkshire Children’s
social care services as indicated in the ERSCB procedures

= NHS Trusts providing services within the East Riding of Yorkshire, commissioned
by NHSERY, are expected to actively contribute to the work of the ERSCB and its
sub groups.

= All providers who deliver services commissioned by NHSERY are required to
meet the minimum safeguarding standards as set out in this policy.

3. EQUALITY & DIVERSITY

In developing this protocol, the equalities impact assessment screening process has been
completed. A full equalities impact assessment was deemed not to be required because
this policy supports staff in protecting children and sets out, with respect to safeguarding
children, expectations of service providers which are derived from national legislation and
guidance that seeks to promote the safety and welfare of all children and to promote
safety, fairness and equity.

If, at any time, this protocol is considered to be discriminatory in any way, the author of
the protocol should be contacted immediately to discuss these concerns.

4, STRATEGIC AIMS

e to assist the organisation in discharging its duties, under section 11 of the Children
Act 2004, by having in place clear policy, procedures and guidance which set out
how staff shall operate within their work in order to safeguard and promote the
welfare of children;

e to ensure that services provided on behalf of NHS East Riding of Yorkshire have
systems and process in place consistent with the duty to safeguarding and
promote the welfare of children; and

e to ensure that staff are aware of how to recognise and respond to safeguarding
concerns, including signs of possible maltreatment.

5. ROLES AND RESPONSIBILITIES OF KEY PERSONNEL

5.1  Chief Executive

The Chief Executive is accountable and responsible for ensuring that the PCT
contribution to safeguarding and promoting the welfare of children is discharged
effectively. The Chief Executive is also responsible for ensuring the Trust is compliant
with Section 11 of the Children Act 2004.
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5.2 Trust Board and Directors

The Trust Board is responsible for the overall safeguarding of children in the organisation.
The Board is responsible for reviewing and maintaining an effective system of internal
control, including systems and resources for managing all types of risk associated with
safeguarding children.

5.3 Executive Lead for Safeguarding Children

The Executive Lead for Safeguarding Children and Young People is the Director
responsible, along with the Chief Executive, for ensuring the Trust discharges its duties in
relation to Safeguarding Children.

5.4 Designated Doctor and Nurse for Safeguarding Children

The Designated Doctor (hosted within Hull and East Yorkshire Hospitals Trust) and
Designated Nurse take a strategic and professional lead on safeguarding children across
the health economy of the East Riding.

The Designated Nurse works closely with the named doctor and nurse to support the
implementation of this agenda: ensuring safe processes, up to date internal procedures,
and a training strategy to meet the learning needs of staff.

The Designated Nurse and Doctor will access training and supervision commensurate
with their roles.

The Designated Nurse will provide a Safeguarding Children governance report, quarterly,
to the Quality and Patient Experience Group.

5.5 Line Managers

Line managers of staff must undertake safeguarding children training as described within
the Safeguarding Children Training Strategy and the organisation’s mandatory training
policy and should ensure that their staff have access to, are aware of and adhere to this
policy. They should also assure themselves that their staff's safeguarding children
competencies are reviewed appropriately within their annual appraisal.

5.6  All Staff

All staff must undertake safeguarding children training commensurate with their role as
described within the safeguarding Children Training Strategy and the mandatory training
policy. They must always act in accordance with this policy and guidance on any
concerns they identify, or become aware of, which indicate a child may need extra
support or services to safeguard the child’s welfare. If they have a concern and are
unsure of what action to take they must contact the Designated Nurse for advice.

6 MINIMUM SAFEGUARDING CHILDREN STANDARDS FOR PROVIDERS

All providers of services commissioned by NHSERY are required to meet the following minimum
standards in relation to safeguarding children. These standards are not exhaustive and may be in
addition to those standards required by legislation, national guidance or other stakeholders,
including regulators and professional bodies.

Additional standards required of NHS Trusts providing services are given in italics
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6.1

6.1.1

6.1.2

6.2

6.2.1

6.2.2

6.2.3

Minimum standards: Policy and Procedures

The provider will ensure that it has up to date organisational safeguarding children policies
and procedures which reflect and adhere to the ERSCB procedures

The provider will ensure that organisational safeguarding policies and procedures give
clear guidance on how to recognise and refer safeguarding children concerns and ensure
that all staff have access to the guidance and know how to use it.

The provider will ensure that all policies and procedures are consistent with and
referenced to safeguarding legislation, national policy / guidance and local multiagency
safeguarding procedures.

In addition to the above, the provider policy, where appropriate, will include a process for

» the management of differences of opinion between agencies and between health
professionals

= the management of discharge from in-patient units when there are child protection

concerns

checking for and encouraging registration with a GP

the management and follow up of no access and missed appointments.

managing cases or suspicions of fabricated induced iliness in children

A process that outlines when A&E/unscheduled care staff should check whether a

child is subject to a child protection plan, and how to access information about child

protection plan status

Minimum standards: Governance

The provider will identify a person(s) with lead responsibility for safeguarding children

The provider will cooperate with any request from Safeguarding Boards to contribute to
multi-agency audits, evaluations, investigations and Serious Case Reviews, including

where required, the production of an Individual management report.

The provider must ensure that there is a system for identifying, analysing and referring any
complaints which raise safeguarding concerns, including potential neglect.

Additional standards for NHS Trusts only.

6.2.4

6.2.5

6.2.4

6.2.7

The provider will identify a named nurse and doctor or named professional as required in
statutory guidance (Working Together to safeguard Children 2010) with lead responsibility
for promoting good professional practice and providing advice and expertise in
safeguarding children. They should support the trust in its clinical governance role by
ensuring that safeguarding audits are undertaken and they will conduct the trust Individual
Management Review in any Serious Case review process.

The provider will identify a Board level Executive Director with lead responsibility for
safeguarding children.

The provider will review the effectiveness of it's its organisational safeguarding
arrangements at least annually and provide assurance through an annual safeguarding
report.

The provider must have in place robust audit programmes to assure itself that
safeguarding systems and processes are working effectively.
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6.2.8

6.2.9

The provider will consider the organisational implications of any Serious Case Review(s)
and will devise and action plan to ensure that any learning is implemented across the
organisation.

The provider will ensure that there is an effective system for identifying and recording
safeguarding concerns, patterns and trends through it's governance arrangements
including; risk management systems, patient safety systems, complaints, PALS and
human resources functions, and that these are referred appropriately according to
multiagency safeguarding procedures.

6.2.10 The provider should identify and analyse the number of complaints and PALs contacts that

6.2.11

6.3

6.3.1

6.3.2

6.3.3

include concerns of abuse or neglect and include this information in their annual
safeguarding or complaints report to their board.

The provider should identify and analyse the number of Patient Safety Incidents and
Serious Incidents that include concerns of abuse or neglect and include this information in
their annual report to their board.

Minimum standards: Multiagency working and responding to concerns

The provider will ensure that any allegation, complaint or concern about abuse from any
source is managed effectively and referred according to the local multiagency
safeguarding procedures.

The provider will ensure that all allegations against members of staff (Including staff on
fixed-term contracts, temporary staff, locums, agency staff, volunteers, students and
trainees) are referred to the Local Authority designated officer (LADO) according to local
multiagency safeguarding procedures.

The provider will ensure effective contribution to safeguarding case conferences /
protection meetings through attendance by appropriate and informed representatives /
practitioners.

Additional standard for NHS Trusts only.

6.3.5

The provider will ensure executive representation on the ERSCB and contribution to their
sub groups from senior members of staff.

6.4 Minimum standards: Recruitment and employment practice

6.4.1

6.4.2

6.4.3

6.4.4

The provider must ensure safe recruitment policies and practices which meet the NHS
Employment Check Standards, including enhanced Criminal Record Bureau (CRB) checks
for all eligible Staff. This includes staff on fixed-term contracts, temporary staff, locums,
agency staff, volunteers, students and trainees.

The provider will ensure that Criminal Records Bureau checks are repeated for eligible
staff in line with national guidance / requirements.

The provider must ensure that their employment practices meet the requirements of the
Independent Safeguarding Authority (ISA) and that referrals are made to the ISA, where
indicated, for their consideration in relation to inclusion on the barred list.

The provider should ensure the all contracts of employment (Including volunteers, agency
staff and contractors) include an explicit responsibility for safeguarding children.
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6.4.5

6.5

6.5.1

6.5.2

6.5.3

6.5.4

The provider will ensure that any safeguarding concerns relating to a member of staff are
effectively investigated, that any disciplinary processes are concluded irrespective of a
person’s resignation, and that ‘compromise agreements’ are not be allowed in
safeguarding children cases.

Minimum standards: Training

The provider will ensure that all staff and volunteers undertake safeguarding training
appropriate to their role and level of responsibility and that this will be identified in an
organisational training needs analysis and training plan.

The provider will ensure that all staff, contractors and volunteers undertake safeguarding
awareness training on induction, including information about how to report concerns within
the service or directly into the multiagency procedures.

The provider will ensure that all staff who provide care or treatment undertake
safeguarding training in how to recognise and respond to abuse at least every 3 years.

The provider will ensure that all staff, contractors and volunteers who provide care or
treatment understand the principles of the mental capacity act / consent legislation at the
point of induction.

Additional standards for NHS Trusts only.

6.5.5 The provider will ensure that its contribution to the provision of multiagency training is

proportionate to its multiagency training requirement.

6.6 Minimum standards; Supervision

6.5.1

7.1

7.2

7.3

7.4

The provider will develop and implement a policy to ensure that all staff who work
predominantly with children, young people and adults who are parents will have access to
safeguarding supervision.

PERFORMANCE AND MONITORING OF PROVIDERS

Providers’ performance in relation to safeguarding children will be managed primarily
through usual contract monitoring arrangements. Where in place, this will be through
existing Contract Monitoring Boards and their sub groups.

Information will be provided to NHS East Riding of Yorkshire on a quarterly or annual basis
as indicated within the Safeguarding children performance indicator grid (Appendix 1)

NHSERY may require providers to produce additional information regarding their
safeguarding children work, in order to monitor compliance with this policy.

In addition to the standards required by this policy, legislation, national guidance or other
stakeholders, NHSERY may also use local quality and incentive schemes to identify
additional safeguarding standards or related targets for providers.
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7.5

7.6

8.1

8.2

8.3

8.4

9.1

9.2

9.3

9.4

NHERY may receive and use information from other agencies and organisation where this
is relevant to the performance management of the provider in relation to safeguarding
children. This may include information from:
o ERSCB and it’s sub groups
Police
Service user / advocacy groups
Local Authority Departments
NHS Providers and contractors
Care Quality Commission

The Designated Nurse will provide an annual safeguarding report to the Quality and Patient
Experience Group summarising trends, unresolved risks and safeguarding activity from
commissioned services.

SHARING INFORMATION

NHSERY is committed to sharing information with other agencies, in a safe and timely
manner, where this is necessary for the purposes of safeguarding children and young
people in accordance with the law and multiagency procedures. This may include
personal and sensitive information.

All providers of services commissioned by NHSERY are required to share information
with other agencies, in a safe and timely manner, where this is necessary for the
purposes of safeguarding children and young people in accordance with the law and local
multiagency procedures. This may include personal and sensitive information about

the child or young person(s)at risk of or experiencing abuse

e family members

e staff

e members of the public

All providers are also required to share anonymised and aggregated data where
requested, for the purposes of monitoring and developing safeguarding practice.

Referrals into multi-agency procedures from providers, independent contractors and

NHSERY may be monitored by the ERSCB safeguarding unit and activity reported to the
ERSCB.

MANAGEMENT OF SAFEGUARDING CHILDREN RELATED SERIOUS INCIDENTS (Sls)

All serious untoward incidents involving children must be reported in accordance with
NHSERY Risk Management Strategic Framework policy and procedures

All safeguarding children SI's reported to NHSERY will be reported to the SHA via the
STEIS system and will be performance managed by the SHA from then on.

NHSERY will lead the investigation and the providers will provide reports and attend
meetings as required to a specific set timeline.

In cases where there is to be a serious case review the SCR and Sl systems will run
together according to guidance from the SHA and in conjunction with ERSCB
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9.5 Any suspicions of fraud in safeguarding cases will be reported in accordance with the
Fraud and Corruption policy.

9.6 Any member of NHSERY staff dealing with any claims, complaints, disciplinary or
performance issues will be responsible for seeking advice regarding any safeguarding
risks and making referrals to the multi-agency procedures according to this policy.

10 ALLEGATIONS AGAINST STAFF

10.1  All organisations must adhere to legislation and statutory guidance in managing allegations
against staff which indicate they may pose a risk to children. Such allegations may arise if
it is felt that the a person who works with children has

o Behaved in a way that has harmed a child, or may have harmed a child
o Possibly committed a criminal offence against or related to a child; or
o Behaved towards a child or children in a way that indicates s/he is unsuitable to

work with children or young people.

10.2  All such allegations of abuse against staff, including where there is clear evidence that
they are false or malicious, will be recorded and monitored using the organisations
incident management policy.

10.3 All allegations that a member of staff has caused or been complicit in abuse or neglect
(i.e. where there is no immediate evidence that it is false) must be reported to the Local
Authority Designated Officer (LADO) and managed according to local multiagency
safeguarding children procedures.

10.4 Managers must also consider the need for temporary exclusion or redeployment under
the disciplinary policy based on potential risk to the alleged victim whilst investigation
takes place.

10.5 The provider must ensure that all other concerns relating to the conduct or capability of
staff are monitored and that any safeguarding related concerns are manage in
accordance with this policy and local multiagency procedures.

10.6 Providers must also ensure that any safeguarding concerns arising from disclosures
made during the course of an investigation or other Human Resources process are
managed in accordance with this policy and local multiagency procedures.

11 RESPONDING TO CONCERNS ABOUT HARM

All those who come into contact with children and families in their everyday work,
including practitioners who do not have a specific role in relation to child protection have a
duty to safeguard and promote the welfare of children.

All practitioners should be familiar with both the Local Safeguarding Children Board’s and
their own organisation’s policies and protocols for promoting and safeguarding the welfare
of children.

All staff should be aware of the National Institute for Clinical Excellence (NICE) clinical
guideline 89 When to suspect child maltreatment (July 2009) which outlines a range of
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alerting features that may indicate child maltreatment and should use this to inform their
decision making.

If a member of staff is implicated in the concern about harm then the organisation’s policy
and multi-agency procedures for managing allegations against staff which indicate they
may pose a risk to children must be followed.

11.1 Making a Referral to Children’s Social Care

If the practitioner believes that a child is at risk of significant harm they should seek the
consent of the parent/carer and make a referral to Children’s Social Care in accordance
with ERCB procedures and guidance.

However, if the practitioner believes that seeking consent may jeopardise a potential
police investigation, or increase the risk of harm to the child, then consent may be
dispensed with. Additionally if a practitioner believes that seeking consent would put
themselves at risk, consent may be dispensed with. A record must be made of whether or
not consent has been obtained together with reasons for over-riding or dispensing with
consent.

N.B. If a patient, or other person expresses delusional beliefs involving their own child or
other children, or if they might harm their child as part of a suicide plan, then a
prompt referral must be made to Children’s Social Care.

Anyone who has concerns about a child but is unclear whether they should make a
referral should consult with the safeguarding lead for their organisation, or as advised
within their organisational policy.

Professionals who telephone a referral to Children’s Social Care must confirm referrals in
writing within 48 hours.

A copy of the referral and any associated actions for example interventions, telephone
calls must be recorded within the child’s records, and if relevant into the adult’s record,
taking care not to breach data protection principles.

12  MONITORING AND REPORTING
The approved policy will be submitted to the East Riding Safeguarding Children Board.

Information on monitoring of, and compliance with, this policy will be included in the
quarterly governance reports from the Designated Nurse which will be reported to the
Quality and Patient Experience Group (QPEX). Once agreed at QPEX, these quarterly
reports will be submitted to ERSCB
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13. POLICY REVIEW

This policy will be reviewed every 2 years, or sooner if relevant new legislation and
national guidance is published.

14 LINKED POLICY AND GUIDANCE
HM Government: Working Together To Safeguard Children
East Riding Safeguarding Board Procedures and Guidance

General Protocol for Sharing Information between Agencies in Kingston upon Hull and the
East Riding of Yorkshire (2008)

NHSERY: Risk Management Strategic Framework policy and procedures

NHSERY: Guidance for the Management and Reporting of Safeguarding Children
Serious incidents and Serious Case Reviews

NHSERY and NHS Hull: Safeguarding Children Training Strategy

NHSERY: Policy Procedure and Guidance for Managing Allegations Against Staff Which
Indicate They May Pose a Risk to Children

NHSERY: Fraud and Corruption Policy

10 REFERENCES

DfES (2006) What to do if you are worried a child is being abused

Children Act 1989, HMSO

Children Act 2004, The Stationery Office

East Riding Safeguarding Board (2011) Procedures and Guidance

HM Government (2008) Information Sharing: Guidance for practitioners and managers
HM Government (2010) Working Together To Safeguard Children

National Institute for Clinical Excellence (NICE) (2009) Clinical Guideline 89: When to
suspect child maltreatment

National patient safety alert (2009) Preventing Harm To Children From Parents With
Mental Health Needs
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Safeguarding Children Performance Indicator Grid for Providers

APPENDIX 1

Safeguarding children performance indicator (Information to be provided to NHS East Riding of
Yorkshire within one month of the quarter (for items marked **), or year end for all others as
indicated

NHS /NHS Foundation Trusts

independent
/social enterprise

Note: CS community services MH /LD + mental health and learning disability Acuteincl | MHLD | CS | Ambulance | unschedul | commu | GP/ other
midwifery ed care nity / Dental | Indepen

/therapi dents
sts

Evidence of registration with CQC y y y y y y y y

Evidence that the organisation meets the statutory requirement of carrying out Criminal Bureau y y y y y y y y

checks on relevant employees and adheres to relevant legislation and statutory guidance in

recruitment and employment of their staff

Evidence that a Board level Executive Director Lead for safeguarding has been identified. y y y y y

The Board reviews safeguarding arrangements on an annual basis at minimum. y y y y y

Evidence that there is a hamed/lead professional to provide leadership and advice on safeguarding | y y y y y y y y

children matters within the organisation®

Evidence of current, approved and implemented safeguarding children strategy* y y y y y

Evidence of a current, approved and implemented safeguarding children policy* y y y y y y y y

Evidence of a current, approved and implemented safeguarding children training strategy (if not y y y y y

included within the above strategy”

Evidence of a current, approved and implemented safeguarding children training plan* y y y y y y y y

Evidence of a current, approved and implemented safeguarding children supervision policy or y y y y y y

protocol*

Evidence that robust audits are in place to ensure safeguarding systems and processes are y y y y y y y y

functioning effectively

Evidence of reporting to commissioner of all serious safeguarding children incidents (Sis) y y y y y y y y

Provision of internal management report as required for all Sls y y y y y y y y

Evidence of reporting to Local Authority Designated Officer of any incidences of allegations against | y y y y y y y y

staff (under App 5 of Working Together)

Evidence of safeguarding supervision % uptake for staff as identified within supervision policy ** y y y y y y

Evidence of % of staff trained as identified within the training strategy / plan ** y y y y y y y y

Numbers of children referred to children’s social care as a result of child protection concerns** y y y y y y y y

Number of CAF assessments made by staff** y y

Number of referrals for MARAC (Multi-Agency Risk Assessment Conference)** y y y

Number of primary visits made (% of maximum number possible)** Y

Number of routine enquiries made within the quarter (as % of number eligible)** y y

Number of assessments within the quarter where SARN (Summary Assessment of Risk and Need) y

applied** (and as % of total eligible)

Number of children meeting threshold for referral arising from SARN assessments** y

Number of children referred to Children's Social Care as a result of SARN assessment in quarter** y

* to be compliant with current Working Together and East Riding Safeguarding Children Board procedures

** quarterly reporting required for all NHS & Foundation Trusts (as per dashboard template)
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EAST RIDING OF YORKSHIRE CLINICAL COMMISSIONING GROUP

SAFEGUARDING CHILDREN POLICY

1.
INTRODUCTION

This policy supports the advice and guidance laid out in the East Riding Safeguarding Children Board (ERSCB) Procedures and Guidance and should be read in conjunction with this. This policy is also informed by the document ‘What to do if you are worried a child is being abused’ (DfES 2006).  

Achieving good outcomes for children requires all those who work with responsibility for assessment and the provision of services to work together according to an agreed plan of action.  Effective collaborative working requires professionals and agencies to be clear about:


· Their roles and responsibilities for safeguarding and promoting the welfare of children;


· The purpose of their activity, what decisions are required at each stage of the process and what are the intended outcomes for the child and their family members;


· The legislative basis of their work;


· The protocols and procedures to be followed, including the way in which information will be shared across professional boundaries and within agencies, and what will be recorded;


· Which agency, team or professional has lead responsibility, and the precise roles of everyone else who is involved, including the way in which children and other family members will be involved;


· Any timescales set down in Regulations or Guidance, which govern the completion of assessments, making of plans and timing of reviews.

2.
POLICY 

2.1      Scope

This policy applies to all staff employed by the NHS East Riding of Yorkshire Clinical Commissioning Group (ERYCCG) and its commissioned services. This includes; all employees, locums and agency staff, contractors, volunteers, students and any other learners undertaking any type of work experience or work related activity. 

Organisations working on behalf of ERYCCG must have policies and procedures in place consistent with this document and compliant with any other safeguarding children related statutory guidance and legislation, relevant to their organisation.


Where a child or children and young people are referred to within this document, this relates to a person or people who have not yet reached their 18th birthday.

2.2     Policy statement

NHS East Riding of Yorkshire Clinical Commissioning Group shares a commitment to safeguard and promote the welfare of children and young people and this is underpinned by a statutory duty under Section 11 of the Children Act 2004. The Health and Social Care Act 2012 has amended the Children Act 2004 to transfer the existing duties to Clinical Commissioning Groups.

The duty is to ensure that health service functions are discharged with regard to the need to safeguard and promote the welfare of children.  


This includes the requirement to have and follow safe recruitment policy and procedures; and have in place procedures for identifying and managing concerns that may arise about staff with respect to safeguarding children.


All children have a right to protection. Some children and young people are more vulnerable to abuse and neglect due to a variety of factors impacting on their own, and/ or their parents’ or carers’ welfare.  All staff should be aware that age, gender, cultural or religious beliefs, disabilities or social backgrounds may also impact on their ability to access help and support. When dealing with children, young people and their families, staff must give due consideration to these issues at all times


It is essential that whenever an individual has concerns about whether a child is suffering, or is at risk of suffering, significant harm, that they share their concerns following ERSCB procedures and guidance. These procedures must be followed irrespective of the source of concern. ERYCCG recognises that concerns may arise from many sources including carers, parents, professionals, volunteers and other staff, service users and visitors including celebrities and people with high profile/status working with or involved with organisations and service users.

ERYCCG will adopt a zero tolerance approach to child abuse and will work to ensure that its policies and practices are consistent with agreed local multi-agency procedures and meet the organisations legal obligations.


Specifically:


· Where concerns are raised, ERYCCG is committed to a proportionate and timely response to safeguard the particular child (children) and young people within a multi-agency framework.

· ERYCCG is committed to sharing information required by other agencies, within agreed protocols and legislation, in order to safeguard children and young people who may be at risk of abuse.

· ERYCCG is committed to analysing and sharing any learning from incidents and investigations, in order to improve practice and minimise risk of abuse.

As a commissioning organisation, ERYCCG will work with partner agencies in order to develop quality systems, promote safeguarding practice across the district and effectively monitor performance of providers in relation to safeguarding children and young people.

Specifically:

· All organisations providing services commissioned by ERYCCG are required to demonstrate commitment to safeguarding children and young people and to working within agreed local multi-agency procedures, national guidance and legislation.

·  ERYCCG will actively contribute to multiagency responses regarding concerns of abuse within commissioned services.

· All providers are expected to establish procedures and systems of working that ensure safeguarding concerns are referred to East Riding of Yorkshire Children’s social care services as indicated in the ERSCB procedures

· NHS Trusts providing services within the East Riding of Yorkshire, commissioned by ERYCCG, are expected to actively contribute to the work of the ERSCB and its sub groups.

· All providers who deliver services commissioned by ERYCCG are required to meet the minimum safeguarding standards as set out in this policy.


3.
EQUALITY IMPACT ANALYSIS

As a result of performing the analysis, the policy, project or function does not appear to have any adverse effects on people who share Protected Characteristics and no further actions are recommended at this stage.

If, at any time, this protocol is considered to be discriminatory in any way, the author of the protocol should be contacted immediately to discuss these concerns.

4.
STRATEGIC AIMS

· to assist the organisation in discharging its duties, under section 11 of the Children Act 2004, by having in place clear policy, procedures and guidance which set out how staff shall operate within their work in order to safeguard and promote the welfare of children; 

· to ensure that services provided on behalf of NHS East Riding of Yorkshire Clinical Commissioning Group have systems and process in place consistent with the duty to safeguarding and promote the welfare of children; and

· to ensure that staff are aware of how to recognise and respond to safeguarding concerns, including signs of possible maltreatment. 

5.
Roles and Responsibilities of key personnel 

5.1       Accountable Officer

The Chief Officer is accountable and responsible for ensuring that ERYCCG contribution to safeguarding and promoting the welfare of children is discharged effectively.  The Accountable Officer is also responsible for ensuring the Trust is compliant with Section 11 of the Children Act 2004; this is discharged through the Executive Lead for safeguarding Children (The Director of Commissioning and Transformation).  

5.2
Clinical Commissioning Group Governing Body

The Clinical Commissioning Group Governing Body is responsible for the overall safeguarding of children in the organisation; and is responsible for reviewing and maintaining an effective system of internal control, including systems and resources for managing all types of risk associated with safeguarding children.

5.3
Executive Lead for Safeguarding Children

The Executive Lead for Safeguarding Children is the Director responsible, along with the Accountable Officer, for ensuring that ERYCCG discharges its duties in relation to Safeguarding Children; and will access training and supervision commensurate with their role.   This function is fulfilled by the Director for Commissioning and Transformation for ERYCCG.

5.4      Designated Doctor and Nurse for Safeguarding Children

The Designated Doctor* (hosted within Hull and East Yorkshire Hospitals Trust) and Designated Nurse* (employed by ERYCCG) take a strategic and professional lead on safeguarding children across the health economy of the East Riding.  


The Designated Nurse works closely with the named doctors* and nurses* to support the implementation of this agenda: ensuring safe processes, up to date internal procedures, and a training strategy to meet the learning needs of staff.


The Designated Nurse and Doctor will access training and supervision commensurate with their roles.

The Designated Nurse reports to the Director of Quality and Governance and will provide a Safeguarding Children governance report, quarterly, to the ERYCCG Quality Performance and Improvement Committee.

		*Current post holders and their contact details can be found on the CCG website by following the link: 





5.5      Director of Quality and Governance (Lead Nurse)


The Director of Quality and Governance oversees the risk management agenda of the ERYCCG and is the Executive lead for ensuring that appropriate investigations are undertaken should serious incidents arise.

5.6      Clinical Commissioning Group Officers

All officers of the CCG must 

· adhere to this policy and undertake safeguarding children training commensurate with their roles. 

· ensure that all services meet these minimum standards where applicable, and that these standards are included within contracts


Those with line management responsibility should ensure that their staff have access to, are aware of and adhere to this policy. They should also assure themselves that their staffs safeguarding children competences are reviewed appropriately within their annual appraisal. If they have a concern about a child’s safety or welfare and are unsure of what action to take they must contact the Designated Nurse or Designated Doctor for advice.

6        MINIMUM SAFEGUARDING CHILDREN STANDARDS FOR PROVIDERS 


All providers of services commissioned by ERYCCG are required to meet the following minimum standards in relation to safeguarding children.  These standards are not exhaustive and may be in addition to those standards required by legislation, national guidance or other stakeholders, including regulators and professional bodies. 


The Care Quality Commission (CQC) is the independent regulator of health and adult social care services in England. Those providers required to register with the CQC must ensure they meet the CQC essential standards of quality and safety, including outcome 7 which is concerned with protecting people who use services from abuse.

6.1 
Minimum standards: Policy and Procedures 


6.1.1
The provider will ensure that it has up to date organisational safeguarding children policies and procedures which reflect and adhere to the ERSCB procedures


6.1.2
The provider will ensure that organisational safeguarding policies and procedures give clear guidance on how to recognise and refer safeguarding children concerns and ensure that all staff have access to the guidance and know how to use it.


6.1.3 The provider will ensure that all policies and procedures are consistent with and referenced to safeguarding legislation, national policy / guidance and local multiagency safeguarding procedures.


6.1.4 In addition to the above, the provider policy, where appropriate,  will include a process for 

· the management of differences of opinion between agencies and between health professionals

· the management of discharge from in-patient units when there are child protection concerns 

· checking for and encouraging registration with a GP

· the management and follow up of no access and missed appointments. 

· managing cases or suspicions of fabricated induced illness in children

· A process that outlines when A&E/unscheduled care staff should check whether a child is subject to a child protection plan, and how to access information about child protection plan status

6.2 
Minimum standards: Governance 


6.2.1
The provider will identify a person(s) with lead responsibility for safeguarding children


6.2.2
The provider will cooperate with any request from Safeguarding Boards to contribute to multi-agency audits, evaluations, investigations and Serious Case Reviews, including where required, the production of an Individual management report.


6.2.3
The provider must ensure that there is a system for identifying, analysing and referring any complaints which raise safeguarding concerns, including potential neglect.


6.2.4
The provider will identify a named nurse and doctor or named professional as required in statutory guidance (Working Together to safeguard Children 2013) with lead responsibility for promoting good professional practice and providing advice and expertise in safeguarding children. They should support the organisation in its clinical governance role by ensuring that safeguarding audits are undertaken and they will conduct the trust Individual Management Review in any Serious Case review process.


6.2.5
The provider will identify a Board level Executive Director with lead responsibility for safeguarding children. 


6.2.4 The provider will review the effectiveness of it’s its organisational safeguarding arrangements at least annually and provide assurance through an annual safeguarding report. 


6.2.7 The provider must have in place robust audit programmes to assure itself that safeguarding systems and processes are working effectively.


6.2.8 The provider will consider the organisational implications of any Serious Case Review(s) and will devise and action plan to ensure that any learning is implemented across the organisation.


6.2.9 The provider will ensure that there is an effective system for identifying and recording safeguarding concerns, patterns and trends through it’s governance arrangements including; risk management systems, patient safety systems, complaints, PALS and human resources functions, and that these are referred appropriately according to multiagency safeguarding procedures.


6.2.10 The provider should identify and analyse the number of complaints and PALs contacts that include concerns of abuse or neglect and include this information in their annual safeguarding or complaints report to their board.


6.2.11 The provider should identify and analyse the number of Patient Safety Incidents and Serious Incidents that include concerns of abuse or neglect and include this information in their annual report to their board.

6.3 
Minimum standards:  Multiagency working and responding to concerns 


6.3.1
The provider will ensure that any allegation, complaint or concern about abuse from any source is managed effectively and referred according to the local multiagency safeguarding procedures.


6.3.2 The provider will ensure that all allegations against members of staff (Including staff on fixed-term contracts, temporary staff, locums, agency staff, volunteers, students and trainees) are referred to the Local Authority designated officer (LADO) according to local multiagency safeguarding procedures. 

6.3.3 The provider will ensure effective contribution to safeguarding case conferences / protection meetings through attendance by appropriate and informed representatives / practitioners.

6.3.4 In delivering services, the provider will work collaboratively with the ERSCB 

Additional standard for NHS Trusts

6.3.5 
The provider will ensure executive representation on the ERSCB and contribution to their sub groups from senior members of staff.


6.4 Minimum standards: Recruitment and employment practice


6.4.1 The provider must ensure safe recruitment policies and practices which meet the NHS Employment Check Standards, including enhanced Criminal Record Bureau (CRB) checks for all eligible Staff. This includes staff on fixed-term contracts, temporary staff, locums, agency staff, volunteers, students and trainees.


6.4.2 The provider will ensure that Criminal Records Bureau checks are repeated for eligible staff in line with national guidance / requirements.


6.4.3 The provider must ensure that their employment practices meet the requirements of the Disclosure and Barring Service (DBS) and that referrals are made to the (DBS) where an employer or an organisation’s representative has concerns that an individual has caused harm or poses future risk of harm to vulnerable groups including children, in line with legislation and national guidance from the DBS.


6.4.4 The provider should ensure the all contracts of employment (Including volunteers, agency staff and contractors) include an explicit responsibility for safeguarding children.   

6.4.5 The provider will ensure that any safeguarding concerns relating to a  member of staff are effectively investigated, that any disciplinary processes are concluded irrespective of a person’s resignation, and that ‘compromise agreements’ are not be allowed in safeguarding children cases. 


6.5
Minimum standards: Training


6.5.1
The provider will ensure that all staff and volunteers undertake safeguarding training appropriate to their role and level of responsibility, as outlined within the ‘Intercollegiate Document’, Safeguarding Children and Young People: roles and competences for health care staff (Published by The Royal College of Paediatrics and Child Health on behalf of the Royal Colleges); and that this will be identified in an organisational training needs analysis and training plan.


6.5.2 The provider will ensure that all staff, contractors and volunteers undertake safeguarding awareness (intercollegiate document level 1) training on induction, including information about how to report concerns within the service or directly into the multiagency procedures. 


6.5.3 The provider will ensure that all staff who provide care or treatment undertake safeguarding training in how to recognise and respond to abuse at least every 3 years.


6.5.4 The provider will ensure that all staff, contractors and volunteers who provide care or treatment understand the principles of the mental capacity act / consent legislation at the point of induction.  


6.5.5 The provider will ensure that its contribution to the provision of multiagency training is proportionate to its multiagency training requirement.


6.6 Minimum standards: Supervision



6.5.1 The provider will develop and implement a policy to ensure that all staff who work directly with children, young people and adults who are parents, specialist / lead safeguarding practitioners and staff line managing these groups will have access to safeguarding supervision.

7
PERFORMANCE AND MONITORING OF PROVIDERS


7.1 Providers’ performance in relation to safeguarding children will be managed primarily through usual contract monitoring arrangements. Where in place, this will be through existing Contract Monitoring Boards and their sub groups. 

7.2 Information will be provided to ERYCCG on a quarterly or annual basis as indicated within the safeguarding children performance indicator grid (Appendix 1), as applicable to each provider; and will include key findings from audits undertaken during the period of the review.

7.3 ERYCCG may require providers to produce additional information regarding their safeguarding children work, in order to monitor compliance with this policy. 


7.4 In addition to the standards required by this policy, legislation, national guidance or other stakeholders, ERYCCG may also use local quality and incentive schemes to identify additional safeguarding standards or related targets for providers. 


7.5 ERYCCG may receive and use information from other agencies and organisation where this is relevant to the performance management of the provider in relation to safeguarding children. This may include information from:


· ERSCB and it’s sub groups


· Police


· Service user / advocacy groups 


· Local Authority Departments   


· NHS Providers and contractors 


· Care Quality Commission


7.6 The Designated Nurse will provide quarterly safeguarding performance information to the ERYCCG Quality Performance and Improvement Committee, and an annual report summarising trends, unresolved risks and safeguarding activity from commissioned services.


8
SHARING INFORMATION 


8.1
ERYCCG is committed to sharing information with other agencies, in a safe and timely manner, where this is necessary for the purposes of safeguarding children and young people in accordance with the law and multiagency procedures. This may include personal and sensitive information.


8.2 All providers of services commissioned by ERYCCG are required to share information with other agencies, in a safe and timely manner, where this is necessary for the purposes of safeguarding children and young people in accordance with the law and local multiagency procedures. This may include personal and sensitive information about


· the child or young person(s)at risk of or experiencing abuse


· family members 


· staff 


· members of the public


8.3 All providers are also required to share anonymised and aggregated data where requested, for the purposes of monitoring and developing safeguarding practice.


8.4 Referrals into multi-agency procedures from providers, independent contractors and ERYCCG may be monitored by the ERSCB safeguarding unit and activity reported to the ERSCB.

9
MANAGEMENT OF SAFEGUARDING CHILDREN RELATED SERIOUS INCIDENTS (SIs)


9.1
All serious untoward incidents involving children must be reported in accordance with ERYCCG Risk Management Strategy and policy.

9.2
All safeguarding children SI’s reported to ERYCCG will be reported to the Area Team of NHS England via the STEIS system and will be performance managed by the Area Team from then on.



9.3
ERYCCG will lead the investigation and the providers will provide reports and attend meetings as required to a specific set timeline.



9.4
In cases where there is to be a serious case review the SCR and SI systems will run together and will follow ERSCB and statutory guidance, updating the Area Team  according to their guidance.



9.5
Any suspicions of fraud in safeguarding cases will be reported in accordance with the Fraud and Corruption policy.




9.6
Any member of ERYCCG staff dealing with any claims, complaints, disciplinary or performance issues will be responsible for seeking advice regarding any safeguarding risks and making referrals to the multi-agency procedures according to this policy.


10        ALLEGATIONS AGAINST STAFF

10.1    All organisations must adhere to legislation and statutory guidance in managing allegations against staff which indicate they may pose a risk to children. Such allegations may arise if it is felt that the a person who works with children has

· Behaved in a way that has harmed a child, or may have harmed a child

· Possibly committed a criminal offence against or related to a child; or

· Behaved towards a child or children in a way that indicates they may pose a risk of harm to children.

10.2
All such allegations of abuse against staff, including where there is clear evidence that they are false or malicious, will be recorded and monitored using the organisations incident management policy.

10.3 All allegations that a member of staff has caused or been complicit in abuse or neglect (i.e. where there is no immediate evidence that it is false) must be reported to the Local Authority Designated Officer (LADO) and managed according to local multiagency safeguarding children procedures.


10.4 Managers must also consider the need for temporary exclusion or redeployment under the disciplinary policy based on potential risk to the alleged victim whilst investigation takes place.

10.5 The provider must ensure that all other concerns relating to the conduct or capability of staff are monitored and that any safeguarding related concerns are manage in accordance with this policy and local multiagency procedures.


10.6 Providers must also ensure that any safeguarding concerns arising from disclosures made during the course of an investigation or other Human Resources process are managed in accordance with this policy and local multiagency procedures.

11       RESPONDING TO CONCERNS ABOUT HARM 

All those who come into contact with children and families in their everyday work, including practitioners who do not have a specific role in relation to child protection have a duty to safeguard and promote the welfare of children. 


All practitioners should be familiar with both the Local Safeguarding Children Board’s and their own organisation’s policies and protocols for promoting and safeguarding the welfare of children. 

All staff should be aware of the National Institute for Clinical Excellence (NICE) clinical guideline 89 When to suspect child maltreatment (July 2009) which outlines a range of alerting features that may indicate child maltreatment and should use this to inform their decision making.


If a member of staff is implicated in the concern about harm then the organisation’s policy and multi-agency procedures for managing allegations against staff which indicate they may pose a risk to children must be followed.

11.1   Making a Referral to Children’s Social Care

If the practitioner believes that a child is at risk of significant harm they should seek the consent of the parent/carer and make a referral to Children’s Social Care in accordance with ERSCB procedures and guidance.

However, if the practitioner believes that seeking consent may jeopardise a potential police investigation, or increase the risk of harm to the child, then consent may be dispensed with.  Additionally if a practitioner believes that seeking consent would put themselves at risk, consent may be dispensed with. A record must be made of whether or not consent has been obtained together with reasons for over-riding or dispensing with consent.


N.B. If a patient, or other person expresses delusional beliefs involving their own child or other children, or if they might harm their child as part of a suicide plan, then a prompt referral must be made to Children’s Social Care. 

Anyone who has concerns about a child but is unclear whether they should make a referral should consult with the safeguarding lead for their organisation, or as advised within their organisational policy.

Professionals who telephone a referral to Children’s Social Care must confirm referrals in writing within 48 hours.  


A copy of the referral and any associated actions for example interventions, telephone calls must be recorded within the child’s records, and if relevant into the adult’s record, taking care not to breach data protection principles.  


12
MONITORING AND REPORTING

The approved policy will be submitted to the East Riding Safeguarding Children Board. 


Information on monitoring of, and compliance with, this policy will be included in the quarterly governance, and annual, reports from the Designated Nurse which will be reported to the ERYCCG Quality Performance and Improvement Committee. Once agreed, these reports will be submitted to ERSCB.  


13.
POLICY REVIEW 

This policy will be reviewed every year, or sooner if relevant new legislation and national guidance is published.

14
LINKED POLICY AND GUIDANCE

HM Government: Working Together To Safeguard Children 2013

East Riding Safeguarding Board Procedures and Guidance

General Protocol for Sharing Information between Agencies in Kingston upon Hull and the East Riding of Yorkshire (2008)

NHSERY CCG:  Risk Management Strategy and Policy 

NHSERY: Guidance for the Management and Reporting of Safeguarding Children Serious incidents and Serious Case Reviews

NHSERY: Fraud and Corruption Policy

10 references


DfES (2006) What to do if you are worried a child is being abused

Care Quality Commission (2009) Guidance about compliance: Essential Standards of Quality and Safety


Children Act 1989, HMSO


Children Act 2004, The Stationery Office


East Riding Safeguarding Board (2011) Procedures and Guidance

HM Government (2008) Information Sharing: Guidance for practitioners and managers 


HM Government (2013) Working Together To Safeguard Children 

National Institute for Clinical Excellence (NICE) (2009) Clinical Guideline 89: When to suspect child maltreatment 


National patient safety alert (2009) Preventing Harm To Children From Parents With Mental Health Needs

Royal College of Paediatrics and Child Health et al (2010) The ‘Intercollegiate Document’, Safeguarding Children and Young People: roles and competences for health care staff

Safeguarding Children Performance Indicator Grid for Providers                                                                                                            APPENDIX 1


		Safeguarding children performance indicator (Information to be provided to East Riding of Yorkshire Clinical Commissioning Group within one month of the quarter (for items marked **),  or year end for all others as indicated; * to be compliant with current Working Together and East Riding Safeguarding Children Board procedures



		

		Applicable organisation

		Evidence of assessment



		Evidence of registration with CQC

		all

		



		Policy and Procedure

		

		



		Evidence of a current, approved and implemented safeguarding children policy*

		all

		Document available to commissioner



		Evidence of a current, approved and implemented safeguarding children training  strategy or plan consistent with the Intercollegiate document 

		all

		Document available to commissioner



		Governance

		

		



		Evidence that a Board level Executive Director Lead for safeguarding has been identified

		all

		Organisational structure chart



		The Board reviews safeguarding arrangements on an annual basis at minimum with annual report to commissioner to provide assurance

		all

		Annual report to commissioner



		Evidence that there is a named/lead professional to provide leadership and advice on safeguarding children matters within the organisation*

		all

		Within annual report to commissioner



		Evidence that robust audits are in place to ensure safeguarding systems and processes are functioning effectively

		all

		key audit findings reported to commissioner



		Evidence of reporting to commissioner of all serious safeguarding children incidents (Sis)

		all

		Information from provider as arises



		Provision of internal management report as required for all SIs

		all

		Document available to commissioner



		Multi-agency Working and Responding to Concerns

		

		



		Numbers of children referred to children’s social care as a result of child protection concerns**

		all

		Within regular report to commissioner



		Number of CAF assessments made by staff**

		HV, and midwifery providers

		Within regular report to commissioner



		Number of referrals for MARAC (Multi-Agency Risk Assessment Conference)**

		Community services; midwifery unscheduled care

		Within regular report to commissioner



		Number of children meeting threshold for referral/contact with children’s social care arising from use of the clustering tool (HFT only)**

		Mental health provider

		Within regular report to commissioner



		Number of routine enquiries made within the quarter (as % of number eligible)**

		HV and midwifery provider

		Within regular report to commissioner



		Recruitment and Employment Practice

		

		



		Evidence that the organisation meets the statutory requirement of carrying out Criminal Bureau checks on relevant employees and adheres to relevant legislation and statutory guidance in recruitment and employment of their staff

		all

		Within annual report to commissioner



		Evidence of reporting to Local Authority Designated Officer of any incidences of allegations against staff (under App 5 of Working Together)

		all 

		Within regular report to commissioner



		Training

		

		



		Evidence of a current, approved and implemented safeguarding children training plan*

		all

		Document available to commissioner



		Evidence of % of staff trained as identified within the training plan **

		all

		Within regular report to commissioner



		Supervision

		

		



		Evidence of a current, approved and implemented safeguarding children supervision policy or protocol*

		all

		Document available to commissioner



		Evidence of safeguarding supervision % uptake for staff as identified within supervision policy **

		all

		Within regular report to commissioner
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Primary Eyecare [North Yorkshire & Humber] Ltd:

Safeguarding Policy

Overview



Primary Eyecare [North Yorkshire& Humber] Ltd (“the Company”) has been established to specifically act as the lead for a network of local optical practices (“subcontractors”) dedicated to delivering excellent eyecare in the local community. The Company will also utilise a non-clinical subcontractor, Webstar Health. 



The Company is committed to safeguarding vulnerable people and supports the objective in the Mandate from the Government to NHS England for April 2013 to March 2015 to improve safeguarding practice in the NHS for both children and vulnerable adults.  The Company supports the safeguarding agenda in the context of tackling health inequalities. 



The Company recognises that the commissioner is statutorily responsible for ensuring providers of services it commissions provide a safe system to safeguard children and adults at risk of abuse or neglect.



Safeguarding governance



The Company will appoint a named clinical governance and performance lead who will act as the Company’s safeguarding lead for children and vulnerable adults.  This lead is contacted through reporting a safeguarding incident on the OptoManager IT platform, provided by the Company’s non-clinical subcontractor, Webstar Health. Webstar Health is a well-established company based in England and is a registered data processor with the ICO.  Webstar Health meets the requirements of the NHS Information Governance Toolkit Level 2.  It provides similar systems for pharmacy, optometry and general medical services to NHS organisations in England.



The Company will appoint a deputy to the clinical governance and performance lead in the event of the lead becoming unavailable. 



The clinical governance and performance lead will keep the Company’s Board of Directors notified of safeguarding incidents. 



All incidents relating to the safeguarding of adults of children within a service provided by the Company will be reported by subcontractor practice staff to the appointed subcontractor practice safeguarding lead (see below) and/or the Company’s clinical governance and performance lead.  Advice will be sought where necessary. 



All serious incidents compromising the safety and welfare of children and vulnerable adults are to be reported by the subcontractor to the clinical governance and performance lead.  The Company holds separate Complaints and Serious Incidents Policies, designed to complement this policy.



The Company will work with the commissioner and designated professionals and adult safeguarding leads for support and advice as required. 



At the reasonable written request of the commissioner the Company will provide evidence to the commissioner no later than ten days from request confirming that it is addressing any concerns raised by relevant multi-agency reporting systems. 



Safeguarding locally



Issues relating to the safeguarding of vulnerable adults and children will be considered carefully in line with local safeguarding policies.  Local safeguarding policies for adults and children will be available on the Local Optical Committee website with links to relevant websites and information on local contacts.  


The clinical governance and performance lead will work with local authorities, local GPs and patient groups, the police and third sector organisations as part of overall safeguarding procedure.  



In particular the Company will engage with and support the work of the Local Safeguarding Children Boards (LSCBs) and Safeguarding Adults Boards (SABs).  The Company understands the key role of LSCBs and SABs in highlighting required improvements with regards safeguarding and will act accordingly as necessary. 



In addition, the Company recognises the role of Health and Wellbeing Boards working locally in ensuring the needs of children and vulnerable adults are being met. 



The Company will participate in developing any local multi-agency safeguarding quality indicators and/or plan.



Prevent



The Company understands that NHS Prevent requires healthcare organisations to safeguard and protect vulnerable individuals potentially at risk of radicalisation as part of the Government’s overall CONTEST counter-terrorism strategy.  The Company supports the three key objectives for the Prevent strategy stated within the Department of Health’s Prevent Guidance and toolkit: 



· Objective 1: respond to the ideological challenge of terrorism and the threat we face from those who promote it 

· Objective 2: prevent people from being drawn into terrorism and ensure that they are given appropriate advice and support 

· Objective 3: work with sectors and institutions where there are risks of radicalisation which we need to address. 



The Company considers that Prevent is fundamental to the overall safeguarding agenda as it offers an important platform for its subcontractors to support individuals at risk of radicalisation.  



The Company’s clinical governance and performance lead will be the named prevent lead.  The prevent lead will ensure the Company fulfils its obligations as a provider to enhance safeguarding through Prevent.  



The Company’s prevent lead will liaise with the local HealthWRAP facilitators to attend the service’s annual training event to deliver HealthWRAP as part of Prevent.


The Company will notify the commissioner by writing as soon as is practical or within no later than ten operational days following a change to the identity of the prevent lead.


Subcontractor requirements



The Company has a number of safeguarding requirements its subcontractors must meet in order to deliver the service. Subcontractors must:



· Maintain their own Safeguarding Policies in accordance with Optical Confederation and local guidance (accessible to all practice staff).

· Appoint a contact internally for safeguarding related issues. 

· Ensure all practice staff are aware of appropriate behaviours when working with children and young people in accordance with College of Optometrist guidelines.

· Ensure each accredited practitioner has completed DOCET learning for ‘Safeguarding Children and Safeguarding Vulnerable Adults’ (funded by the Department of Health via the College of Optometrist) and submit evidence to the Company. 

· Report any situation where it is known a child is not accessing education to the clinical governance and performance lead who will aid in referral to the appropriate local authority. 



The Company’s Safeguarding Policy in conjunction with the Complaints and Serious Incidents Policy is designed to ensure that its service delivery maintains a comprehensively patient focus at all times.  



As such, all subcontractor staff and service users are guaranteed that using these procedures as a whistle blowing process appropriately will not prejudice their own position or prospects. Please see the Company’s Whistleblowing Policy for more information. 



The company’s Safeguarding Policy will be reviewed annually from commencement date January 2014 and amended in order to comply with evolving local multi-agency policies and commissioner safeguarding requirements.  
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Sub-contractors.xlsx
Sheet1

		Name 		Address 				Post code 

		Blair opticians 		127 Chanterlands Ave		Hull 		HU5 3TG 

		Tomlinson Mobile Opticians 		Westfield House, North Newbald		York 		YO43 4SE 

		Old Town Optometrists Ltd		69 High Street, Bridlington 		East Yorkshire 		YO16 4PR 

		Specsavers Bridlington 		29 King Street, Bridlington		East Yorkshire 		YO15 2DN 

		Coates Opticians Ltd 		8 King Street Cottingham		Hull 		HU16 5 QE.

		Specsavers Beverley 		52 Toll Gavel, 		Beverley 		HU17 9BN 

		Robert Higson 		18 Souttergate 		Hedon 		HU12 8JS 

		Robert Higson 		323 Holderness Road 		Hull 		 HU8 8SH 

		Robert Higson 		104 Newbegin 		Hornsea 		HU18 1PB 

		Andrew & Rogers Opticians		15 North Bar Within		Beverley 		HU17 8AP

		Glen Opticians 		23/3 Middle Street South 		Driffield 		YO25 6PS 

		Blenkinsop Opticians 		71-73 Pasture Road 		Goole 		DN14 6BP 

		Vsion Plus 		283 Holderness Road 		Hull 		HU8 8TE 

		GM & IS Rouse Opticians 		95 Newland Avenue 		Hull 		HU5 2AA 

		GM & IS Rouse Opticians 		Western Forcourt, North point Shopping Centre 		Bransholme		HU7 4EE

		GM & IS Rouse Opticians 		428 Hessle Road 		Hull 		HU3 3SE 

		Yorkshire Eyewear formerly Michael James 		28 Boothferry Road		Goole 		DN14 5DA 

		Aspecs Opticans		18 Saville Street 		Hull 		HU1 3EF 

		Langtons Optometrists		27 Prospect Street Bridlington 		East Yorkshire 		YO15 2AE 

		N & EP Greenwood		60 Southgate 		Hornesa 		HU18 1AL 

		N & EP Greenwood		7 Wilson St Anlaby 		Hull 		HU10 7AN 

		Wheatcroft Opticians 		72 Springbank 		Hull 		HU3 1AB 

		Buckingham Opticians 		183 Hallgate 		Cottingham		HU16 4BB 

		Buckingham Opticians 		453 Anlaby Road 		Hull 		HU3 6AS 

		Todd & Clarke 		10 Anlaby Road 		Hull 		HU1 2PA

		Eye Deal opticians 		17 Paradise Place 		Goole 		DN14 5DL 

		Edwards Opticians  Beverley 		8 Saturday Market 		Beverley 		HU17 8BB

		Daniels Turner & Associates 		88-90 Spring Bank 		Hull 		HU3 1AA

		Henry J Rose Optometrists 		275 Anlaby Road 		Hull 		HU3 2SE 

		Richard Higson 		44 Saville St 		Hull 		HU1 3EA 

		Richard Higson 		120 Queen Street 		Withernsea 		HU19 2HB 

		Richard Higson 		100 Middle St South 		Driffield 		YO25 6QE 

		Specsavers Hessle		44-46 Prestongate		Hessle		HU13 0RE

		Bush the Opticians Ltd 		18 The Weir 		Hessle		HU13 OSU 

		Bush the Opticians Ltd 		337 Holderness Road 		Hull 		HU8 8RD 

		Eyesite Opticians Cottingham		96 King Street 		Cottingham		HU16 5QE

		Eyesite Opticians Beverely 		13a Market Place 		Beverley 		HU17 8HP

		Eyesite Opticians Hedon 		19 St Augustines Gate 		Hedon 		HU12 8EU 

		Boots Opticians 		48/58 Prospect Centre 		Hull 		HU2 8PS 

		Edwards Opticians  Market Weighton		17/19 Southgate 		Market Weighton		YO43 3AF 

		Edwards Opticians		1 Stockbridge Road		Elloughton		HU15 1HW

		Sightcare Opticians 		Unit 4 Brough Shopping Park, Welton Road		Brough 		HU15 1AF 

		Sightcare Opticians 		4 Kingston Road 		Willerby 		HU10 6BN 

		Onlookers Opticals Opticians 		83 Kelleythorpe Industrial Estate, 		Driffield 		YO25 9DJ 

		Winter opticians Ltd 		623 Holderness Road 		Hull 		HU8 9AL 

		Eye Contact 		Unit 8 Orchard Centre, The square 		Hessle		HU13 0AA 

		Boots Opticians 		43 - 45 Tollgavel 		Beverley 		HU17 9AE 

		Micheal James Opticians 		11 Market Place 		Snaith 		DN14 9HE 
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CORRS - Minimum monthly dataset

Premises used
Ethnic background:

Reg GP Practice -ERY
Source of referral:

Other referral - details
Date referral received

White

Mixed/multiple ethnic group
Asian/Asian British
Black/African/Caribbean/Black British
Chinese

Other

Prefer not to say

GP

Self

Pharmacy

Other - pl specify

Patient seen in 2 working days of receipt of referral?
If patient seen> 2 working days of receipt of referral was this at patient's request?

First procedure:
Second procedure:
Third procedure:

Diagnosis:

Other diagnosis (please specify)
Date of attendance - first presentation

Volk/Fundus exam

Van Herrick

Red eye - slit lamp

Field exam

Amsler macular assessment
Epilation

RAPD testing

Tonometry

Other

Symptomatic blepharitis
Symptomatic dry eye
Conjunctivitis

Ingrowing eyelashes

Non penetrating foreign body
Red/sore eye

Painful eye

Symptomatic field loss

Flashers and floaters

Sudden or recent reduction in vision (one or both
eyes)

Repeat IOP (Initial reading >21mmHg

Repeat visual field





Date of attendance - repeat (Glaucoma only)
Date of attendance - follow up appointment
Was an NHS sight test carried out on the same day?
Outcome of the appointment:
Treatment initiated by Optometrist
Patient discharged - advice and reassurance given
Follow up appointment arranged
Patient advised to return to GP for treatment
Fast track fax
YAG laser
Routine referral to secondary care by the Optometrist
Urgent referral to secondary care by Optometrist
Name of Acute Provider (if patient referred)
Was patient offered choice of provider?
Was the agreed referral form used?
Date of referral to secondary care (or GP if applicable)
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Patient Satisfaction Questionnaire.pdf
o
SISUPPORT
=l

SUPPORT FOR PRIMARY
EYE CARE DEVELOPMENT

Patient Satisfaction Questionnaire

East Riding of Yorkshire Clinical Commissioning Group
Community Ophthalmic Referral Refinement Service (CORRS)

You have been able to access a Community Ophthalmic Referral Refinement Service
(CORRS) appointment with your local optometrist for an eye condition which you
have recently suffered.

To ensure that the service has been set up to meet your needs, we are keen to hear

your views regarding your experience of the service, and would therefore ask that
you take a few minutes to fill in this short questionnaire.

1. Who referred you to the Community Ophthalmic Referral Refinement
Service?

GP [ optometrist 1 self d NHS111 U Miu d  other U

2. If it was your GP who told you that you could be seen by a local optometrist
for your condition, how did you feel?

Happy Concerned Not Applicable

3. Did the GP give you all the information you required to book an
appointment with an optometrist?

Yes No U Not Applicable

4. From the time of your GP or Optometrist appointment when a decision to
refer you to the CORRS service was made, how long did you wait for a
CORRS appointment?

a) Number of hours/days............ccccoeiiiiiiinnn.n.

b) Were you satisfied with this length of time Yes/ No

LOCSU PEARS Patient Satisfaction Questionnaire
Copyright © LOC Central Support Unit. Oct. 2011 [Revised June 2012]. All Rights Reserved Page 1 of 3





5. Were you happy with the level of choice of optometrists you were offered?

Yes U No U

6. Did you find the journey to see the optometrist easier than it would have
been travelling to your local hospital for an appointment?

vyes U No U

7 In terms of the service that the optometrist provided?

Please tick one box | Yes No

a) Did the optometrist explain the details of the condition you were
suffering?

b) If medication was prescribed, did the optometrist fully explain
the reasons why you should use it?

c) Did you feel able to ask any questions regarding your
condition?

d) Were your questions answered satisfactorily?

e) Did you feel that you were offered a professional service?

o000 O O O
OO0 O O O

f) Overall, were you happy and confident with the service
provided?

8. Do you have any further comments that you would like to make?[

9. What age range to you fit into?
O 16-18 1 1824 11 25-44 1 4564 U 65-74 1 75+

L Prefer not to say

LOCSU PEARS Patient Satisfaction Questionnaire
Copyright © LOC Central Support Unit. Oct. 2011 [Revised June 2012]. All Rights Reserved Page 2 of 3





10. Are you?
O Male O Female
11. Do you have a disability?
O vYes O No
12. What part of East Riding do you live in?
First half of your postcode: |
13. How would you describe your Ethnicity?
Asian or
Asian British Mixed Other Ethnic Group
O | Bangladeshi O | White & Asian Chinese
@ | Indian O | White & Black African any other ethnic group
O | Pakistani O White & Black
Caribbean
O | any other Asian @ | any other Mixed
background background
Black or
Black British White
O | African [ | British
[ | Caribbean O | Irish
@ | any other Black [ | any other White | do not wish to disclose
background background this information

THANK YOU FOR TAKING THE TIME TO FILL IN THIS QUESTIONNAIRE.

LOCSU PEARS Patient Satisfaction Questionnaire

Copyright © LOC Central Support Unit. Oct. 2011 [Revised June 2012]. All Rights Reserved

Page 3 of 3
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[bookmark: _Toc251760532][bookmark: _Toc267049785]INTRODUCTION

[bookmark: _Toc251671108][bookmark: _Toc251674139]1.1	In addition to ensuring robust systems and processes for the reporting and management of serious untoward incidents (SUIs) are in place for SUIs that occur within the commissioning function of NHSERY (NHSERY), the organisation is also required to performance manage SUIs from the following providers: 



· NHS East Riding of Yorkshire Community Services

· Independent contractors including Dentists, GPs, Optometrists and Pharmacists

· Nursing and Residential Homes

· Any other provider with whom NHSERY directly commissions a service where lead commissioner arrangements do not apply.



The role of the Commissioner in the performance management of SUIs is to ensure that providers:



· Promptly and fully report SUIs utilising root cause analysis methodology;

· Effectively manage SUIs so as to minimise harm and damage;

· Thoroughly investigate SUIs, identify learning and share that learning appropriately

· Put in place measures to minimise the risk of future recurrence.



NHSERY will monitor and support providers in the management of SUIs and where necessary act as a link between them and the Strategic Health Authority (SHA).



This procedure takes into account and should be used in conjunction with NHS Yorkshire and the Humber “Procedure for the Management of Serious Untoward Incidents (SUIs)”, version 5, March 2010 and the National Framework for Reporting & Learning from Serious Incidents Requiring Investigation: NPSA 2010.



[bookmark: _Toc251760533][bookmark: _Toc267049786]ROLE OF THE SHA

1.1. The SHA will performance manage NHSERY in relation to Prison Healthcare SUIs (see section 3), screening programmes where NHSERY is the lead Commissioner and NHSERY head quarter related SUIs (e.g. loss of confidential data) and will oversee NHSERY performance management of SUIs submitted by providers identified in 1.1



1.2. The SHA will continue to performance manage SUIs involving the safeguarding of children as outlined in Working Together to Safeguard Children, DH, 2010. This will be done through lead commissioning PCTs and these cases will be kept open until the action plans have been fully implemented.



1.3. The SHA will performance manage SUIs reported by commissioning arms of PCTs where there are potential issues/concerns about the commissioning of services.



1.4. The SHA will hold the commissioner to account in respect of their performance management of SUIs and requires the commissioner to prepare quarterly reports on SUI management.  The SHA will provide feedback the providers and commissioners on trends in incidents reported and learning generated in Yorkshire and the Humber on at least a quarterly basis.   



1.5. Learning from SUIs within the region will also be shared nationally through the NPSA (or other bodies) as appropriate and the SHA will ensure that the learning from key inquiries at national level is implemented within Yorkshire and the Humber.







1.6. In the interests of patient safety and a spirit of no surprises the SHA will inform CQC of “highly significant” SUIs i.e. those which are likely to generate significant learning, possibly require consideration by the CQC Investigations Department as indicative of system failure and are subject to national or a high level of local media interest.  Where the SHA decides to notify the CQC of such an incident the relevant PCT and Provider organisation will be informed of this first.

[bookmark: _Toc267049787]Prison Healthcare incidents

3.1        The DH wrote to PCT prison leads on 23 May 2008 when it was stated that all deaths in custody (DIC) should be reported as SUIs. Advice for PCTs in investigating deaths in custody is available at:



http://www.dh.gov.uk/en/Publicationsandstatistics/Lettersandcirculars/Dearcolleagueletters/DH_085026



DIC are required to be performance managed by NHSERY with reports being submitted to the Prison and Probation Ombudsman.



3.2        Other SUIs in prison healthcare services provided/commissioned by NHSERY will be        reported to the SHA in the usual way.  NHSERY will immediately undertake its own RCA         investigation and as a result of this complete a full report and action plan which will be        forwarded to the SHA within the 12 week timescale.  This will also be sent to the Prison         Partnership Board.  

 		

[bookmark: _Toc267049788]INCIDENTS INVOLVING THE INDEPENDENT SECTOR

  4.1    NHSERY will report SUIs in services which they have commissioned in the independent                sector in the usual way and also inform the Care Quality Commission, which is responsible                for the regulation of this sector.  NHSERY will ensure that the investigation and                management of the incident by independent sector organisations is robust and submit a                report to the SHA to indicate what action they have taken/will take to assure safe, quality                services through their commissioning arrangements.



5.    INCIDENTS INVOLVING NATIONAL SCREENING PROGRAMMES

      5.1      SUIs linked to the breast and cervical screening programmes should also be reported to the                   Quality Assurance Reference Centre (QARC) within five working days. For the most serious               of incidents the QARC should be informed immediately and a member of the QARC team               should be involved in the incident investigation. In the first instance, contact the SHA’s               Screening Lead, Liz Henley on 0113 2952802.



  5.2     Further details on the management of incidents within the breast screening programme are                available at  www.cancerscreening.nhs.uk/breastscreen/publications/pm-09.html



  5.3        Further details on the management of incidents within the cervical screening programme are  

               available at http://www.cancerscreening.nhs.uk/cervical/publications/pm-07.html



          Non-cancer screening programmes should contact Liz Henley, Screening Lead at the SHA.





1. [bookmark: _Toc267049789]REPORTING OF SWINE FLU INCIDENTS

6.1       The misdiagnosis of swine flu that has a serious consequence on health should be reported    as a SUI. 



1. [bookmark: _Toc267049790]FREEDOM OF INFORMATION ACT 2000



7.1    NHSERY will inform the SHA of any requests for information regarding serious untoward incidents submitted to them under the Freedom of Information Act 2000.  



1. [bookmark: _Toc251760534][bookmark: _Toc267049791]PROCEDURE EXCLUSIONS



[bookmark: _Toc251674142]8.1     This procedure does not include guidance on whistle blowing and as such members of staff are advised to refer to the NHSERY Whistle Blowing Policy. For practitioner performance                       concerns members of staff are advised to contact the Associate Medical Director based at                       Health House, Willerby to discuss and ascertain the appropriate course of action. 



8.2     Where there are serious concerns about the actions of an individual health professional and s/he is considered likely to be seeking work with other employers who would be unaware of the concerns, NHSERY requires the Provider to contact the Regional Director of Public Health, who will issue an alert letter on behalf of SHA if the relevant criteria are met. Reference should be made to the DH guidance:     ‘Handling concerns about the performance of healthcare professionals: principles of good  practice.’



1. [bookmark: _Toc251760535][bookmark: _Toc267049792]CONTEXT



9.1     Providers are strongly encouraged to make use of the resources available to them, notably                 from the National Patient Safety Agency (NPSA) and the Care Quality Commission (CQC).



9.2     Appendix 2 provides hyperlinks to national inquiries which include recommendations on how investigations should be conducted.



9.3     All healthcare Providers are assessed by the Care Quality Commission (CQC) in relation to the safety and quality of services.



9.4   It is recognised that SUIs represent a tiny proportion of all incidents reported within     providers.  Al patient safety incidents, including serious untoward incidents, should be    reported to the NPSA via the National Reporting and Learning System (NRLS).



[bookmark: _Toc251760536][bookmark: _Toc267049793]10      WHAT IS A SERIOUS UNTOWARD INCIDENT (SUI)



      10.1      A SUI may be defined as an incident where a patient, member of staff, or member of the    

                   public has suffered serious injury, major permanent harm, unexpected death, or where there 

                   is cluster/pattern of incidents or actions by NHS staff which have caused or are likely to 

                   cause significant public concern.  Where a patient/member of staff raises an issue about an 

                   NHS organisation direct to the media, it will be for the Provider to determine in conjunction 

                   with the Commissioners integrated governance team whether this has substance and should 

                   therefore be reported as a SUI.  Media coverage alone (particularly that at local level) may 

                   not warrant a SUI report.











10.2 ‘Near misses’ may also constitute SUIs, where the contributory causes are serious and under different circumstances they may have led to serious injury, major permanent harm, or unexpected death, but no actual harm resulted on that occasion.  A possible example is that of a system failure, the result of which is incorrect/delayed diagnosis.  This may not have any serious consequences for some patients, but for others could lead to the wrong treatment/serious delay in treatment and ultimately to death. 



Some further definitions of serious incidents requiring investigation is attached at Appendix 1.



10.3 Only the most serious of incidents require reporting to NHSERY. A list of example SUIs are      shown in Appendix 2.



10.4        The National Patient Safety Agency (NPSA) has implemented a core list of Never Events which are listed in (Appendix 3). Never Events are serious, largely preventable patient safety incidents that should not occur if the available preventative measures have been implemented. If a Never Event does occur it must be reported immediately as a serious untoward incident to NHSERY the SHA and NPSA. NHSERY has a responsibility to publicly report on Never Events as part of annual quality reporting arrangements.



10.5        Information Governance SUIs i.e. loss of data; patient or staff personal details should be reported in line with the Department of Health (DH) Digital Information Policy January 2009: Checklist for reporting, managing and Investigating Information Governance Serious Untoward Incidents. The link to this policy can be found in appendix 2. The DH Information Governance Risk Assessment tool should be used for categorising the incident. All incidents rated as 1-5 on the Information Governance Risk Assessment tool must be categorised as SUIs and reported as per this policy.



11 [bookmark: _Toc251760537][bookmark: _Toc267049794]IMMEDIATE ACTION FOLLOWING AN SUI



11.1        The Provider deals with the immediate management of the incident in line with their SUI           protocol ensuring all senior managers as directed by the protocol and that NHSERY and relevant external agencies (e.g. the Police/Health and Safety Executive (HSE) are informed, both initially and on an ongoing basis.  Case notes and other ‘evidence’ may need to be secured.



11.2        It is very important to communicate openly with all concerned, in line with the NPSA  ‘Being Open’ guidance which was re-launched in November 2009. The  provider should ensure that there is appropriate communication with and support offered to patients, relatives, carers and staff and that communications about the incident are established and maintained with partner NHS organisations on at least three levels:-



· clinician to clinician;

· risk management lead to risk management lead; and

· communications lead to communications lead.



















12 [bookmark: _Toc267049795]NHSERY SUI MANAGEMENT (HEADQUARTERS)



SUIs occurring within NHSERY Trust HQ must be reported to the Assistant Director of Quality & Patient Experience by email to: 

Seriousuntowardincident@erypct.nhs.uk 

The Assistant Director of Quality & Patient Experience will liaise with Executive Directors to confirm the status of the incident.

                 As soon as possible after the incident and at the latest within 2 days of the incident     occurring an adverse incident form available on the Trust internet must be completed and forwarded to: The Head of Quality & Governance, Quality Team, Health House, Grange Park Lane, Willerby who will notify the SHA that an incident has occurred by entering the details on the STEIS reporting system.



For full details of the management process for NHSERY SUIs refer to NHSERY Policy for the Reporting and Management of Adverse incidents and SUIs which is available from the Trust Internet.



13 [bookmark: _Toc251760538][bookmark: _Toc267049796]REPORTING SUIs TO NHSERY (PROVIDERS)



13.1        SUIs from providers identified in section 1.1 must be reported to NHSERY as soon as possible after the incident and at the latest within 2 days of the incident occurring to the Assistant Director of Quality & Patient Experience by the global email to: 

ERYPCT - Serious Untoward Incident

	A flow chart illustrating the SUI process can be found in Appendix 4.

                   Out of hours, NHSERY Director on call should be contacted if the SUI is of an exceptional  

                   nature, for example, requiring immediate investigation by the Police or Health and Safety 

                   Executive or likely to attract significant media attention.  Providers should contact the 

                   NHSERY director on call via the Bleep Number 07623 957940 (or via HRI switchboard 

                   01482 654620 should there be no response The Director on call will support the reporting 

                   organisation, ensuring all required actions are taken and will notify the quality team as soon 

                   as possible on the next working day. 



13.2        In addition, NHSERY Community Services must also report SUIs occurring in their services electronically on the UNIFY Strategic Executive Information System (STEIS) as soon as practically possible and at the latest within one working day of the incident occurring.  For SUIs involving medication/medication errors, the type or name of the drug(s) should be included in the STEIS report, along with details of the error.



13.3        The Head of Quality & Governance (NHSERY) is responsible for entering the details of SUIs onto STEIS from other providers who do not have access to the system.



                    If there is any doubt as to whether or not an incident meets the SUI reporting criteria

                    NHSERY Quality team should be contacted by telephone for advice tel: -01377 208823

 Sketchy information early is better than full information later. 



13.4        The Provider should telephone NHSERY to discuss/add to the initial STEIS/UNIFY report as necessary, particularly where there are immediate concerns about patient safety.



13.5        In addition a SUI may need reporting to the Care Quality Commission, National Patient Safety Agency and/or other relevant body. In exceptional circumstances, the SHA may alert other Trusts/PCTs in Yorkshire and the Humber or throughout the country (via the NPSA) to the SUI and/or liaise with the DH to provide assurances on the handling of the incident.  Other organisations may become involved, notably the Care Quality Commission, the National Clinical Assessment Service (NCAS) and professional regulatory bodies such as the General Medical Council (GMC).

13.6        When an incident involves the Provider and one or more other NHS bodies, even where the Provider is not the lead organisation, NHSERY should be notified as above.

13.7        NHSERY will monitor and support providers in the management of SUIs.  Investigation reports must be submitted to the Quality Team at NHSERY within 12 weeks of the incident being reported. For incidents involving child safeguarding reports are due within 8 weeks of the incident being reported.



13.8        Where it is felt that the incident investigation is best undertaken by someone not employed by or involved within the Provider organisation concerned, NHSERY will offer support to recruit an alternative investigator. The costs of this investigation will normally be met by the Provider concerned.

13.9 If   The Provider’s final report and action plan cannot be submitted within twelve weeks of the incident being reported the Provider will submit confidential interim reports to NHSERY, timescales to be agreed on an individual basis and agree an extension date for the submission of the report and action plan. 

13.10 If deadlines for the implementation of action plans have not been met NHSERYshould be notified as to why there has been a delay. A further action plan should then be submitted with a definitive deadline for completion. NHSERY will require full assurance that patient safety is not compromised in anyway due to the outstanding actions. All Providers must submit quarterly reports on the implementation of all action plans to NHSERY Quality Team.

 

13.11 It is the responsibility of the providers to inform the Yorkshire & the Humber Deanery of those incidents directly involving trainee doctors. The SHA Integrated Governance Team also has a role in liaising with the Deanery to ensure they are aware of such SUIs.  The Integrated Governance team will also notify the SHA Workforce Directorate of these incidents and any others involving health professionals in training.



14 [bookmark: _Toc267049797]REPORTING TO THE CARE QUALITY COMMISSION (CQC)



14.1    From April 2010 as part of the new registration requirements organisations are required to           notify the CQC about events that indicate or may indicate risks to ongoing compliance with            registration requirements, or that lead to changes in the details about the organisation in the            Commission’s register. For NHS Trusts most of these requirements are met by reporting SUIs to the National Patient Safety Agency (NPSA), and the NPSA will forward the information to the CQC













15 [bookmark: _Toc251760539][bookmark: _Toc267049798]INVESTIGATION



15.1       The Provider sets in motion an internal inquiry/investigation, which should be proportionate to the scale and complexity of the SUI in question.  In most cases, NHSERY will expect this to be conducted using root cause analysis techniques and in accordance with other best practice guidance issued by the NPSA.  In more serious cases, particularly where there is likely to be significant public interest, it may be advisable to commission an external review or include an external representative on the panel conducting the internal inquiry.  NHSERY would expect to be notified if the Provider decides that it wished to involve external parties in any investigation and to have sight of the terms of reference.

15.2       The Provider is expected to keep NHSERY informed of any significant developments in investigations.  Where the STEIS/UNIFY system is updated with significant developments by the provider, an email should be sent to NHSERY to notify them of this.

15.3        The Provider is responsible for ensuring that there is appropriate communication with the patient and/or their family. Communication with the patient and/or their family may depending upon the circumstances be undertaken by either the Provider or the Commissioner. The wishes of the patient/family and circumstances of the incident will be taken into account in deciding who will communicate with the patient/family. Any communication with the family/carers will be undertaken in line with the providers/NHSERY Caldicott & Data Protection Policy.

15.4       The ‘lessons learned’ box on the STEIS/UNIFY system must be completed by NHSERY Community Services/NHSERY for other providers, even if it is to indicate that learning was not identified in a particular case.



16 [bookmark: _Toc251760540][bookmark: _Toc267049799]MULTI-ORGANISATIONAL SUIs



16.1        It is expected that all providers identified as being involved with a SUI cooperate fully with the provider leading the investigation.

16.2 [bookmark: _Toc251674149]      The provider where the incident occurred is responsible for leading the investigation.

16.3        Where the incident involves providers from more than one organisation, the associated commissioning organisations will be informed of the investigation by NHSERY. On completion of the investigation an executive summary containing lessons learned and the action plan contained within the final report will be shared with the associate commissioners.

17 [bookmark: _Toc251760541][bookmark: _Toc267049800]INTERNAL INQUIRIES AND OTHER INVESTIGATIONS



17.1        Internal inquiries must not interfere with other investigations. Reference should be made to the Memorandum of Understanding between the DH, HSE and Association of Chief Police Officers (February 2006) on investigating patient safety incidents involving unexpected death or serious untoward harm involving the police or HSE.



http://www.dh.gov.uk/en/Consultations/Closedconsultations/DH_4090170 



17.2        Once a matter has been referred to the police and/or HSE. Careful consideration needs to be given to the conduct of any NHS investigation.











17.3        Immediate patient and staff safety should be assured but further investigation should take place only after the first meeting of the Investigation Committee, which should be called promptly.  While there is nothing in law that says the police’s duty to investigate ranks higher than the NHS’ duty to ensure patient safety, interference with a police investigation could undermine potential legal proceedings. 



17.4        Incidents involving serious safeguarding children issues should be investigated as per NHS Yorkshire and Humber’s Policy for Performance Managing NHS Involvement in Serious Safeguarding Children Cases issued March 2010.



18 [bookmark: _Toc251760542][bookmark: _Toc267049801]INDEPENDENT INVESTIGATIONS



18.1        The SHA is responsible for commissioning an independent investigation into SUI cases which meet the following criteria set out by the NPSA in 2008:



· When a homicide has been committed by a person who is, or has been, under the care, that is subject to regular or enhanced care programme approach, of specialist mental health services in the six months prior to the event.



· When it is necessary to comply with the State’s obligations under Article 2 of the European Convention on Human Rights. Whenever a State agent is, or may be, responsible for a death or where the victim sustains life-threatening injuries, there is an obligation on the State to carry out an effective investigation. This means that the investigation should be independent, reasonably prompt, provide a sufficient element of public scrutiny and involve the next of kin to an appropriate extent.



· Where the SHA determines that a serious patient safety incident warrants an independent investigation, for example if there is concern that an event may represent significant systemic service failure, such as a cluster of suicides.



19 [bookmark: _Toc251760543][bookmark: _Toc267049802]PERFORMANCE MANAGEMENT AND MONITORING OF SUIs



19.1        The SHA will hold NHSERY to account in respect of their performance management responsibilities for all Providers SUIs outlined in section 1.1

19.2        NHSERY will monitors and support providers in the management of SUIs and where necessary acts as a link between the Provider and the SHA. 

19.3 [bookmark: _Toc251671117][bookmark: _Toc251674155]       Each Provider that is being performance managed by NHSERY is expected to apply the principles of this procedure to its own management of SUIs and these should be reflected in the Providers own procedure document.

19.4        On receipt of an incident report from a Provider, the Assistant Director of Quality & Patient Experience or their nominated deputy will take responsibility for notifying the NHSERY Chief Executive, Executive Directors and Communications team that a SUI has occurred in one of the commissioned services as identified in section 1.1.

19.5        For incidents occurring within commissioned services where NHSERY is not the lead commissioner these incidents will be reported to NHSERY through the lead commissioner arrangements and will be reported through the established internal governance systems to the Board. (Appendix 4).

19.6        All final reports and action plans submitted by providers will be reviewed by NHSERY who may take clinical and/other appropriate advice as part of the review.  NHSERY will provide feedback and recommendations to the Provider within 12 weeks of the final report and action plan being submitted.  If the report or action plan requires further development, the provider will be asked to update as necessary and re-submit.  NHSERY also expects to receive copies of additional reports which may be required by external bodies.

19.7        NHSERY will close the incident when it is satisfied that the investigation and action plan are adequate and the ‘lessons learned’ box on the UNIFY Strategic Executive Information System (STEIS) has been completed (NHSERY Community Services).

 

19.8        An outline of the full SUI reporting procedure is detailed in appendix 4.



19.9       The tool NHSERY will use to critique SUI reports is detailed in appendix 5.
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20.1        NHSERY will endeavour to work in partnership with provider and co-commissioning organisations to share transferable lessons learnt from serious untoward incidents. This will enable us to have a wider impact when implementing actions to improve the quality and safety of services provided both locally and nationally. 

20.2        NHSERY will also ensure that learning from serious untoward incidents is shared with other NHS organisations in Yorkshire and the Humber and nationally where appropriate.
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21.1 Under Working Together to Safeguard Children 2010 it states that ‘the SHA’s role is to performance manage and support the development of NHS and PCTs arrangements to safeguard and promote the welfare of children and young people. SHAs need to manage Trusts’ implementation of child protection Serious Case Review (SCR) action plans.’ 



21.2 For clarity, incidents relating to safeguarding children should be reported if they fall within the criteria set below:



21.2.1 Any case where there is prima facie evidence (i.e. initial indications) that a child has sustained a potentially life-threatening injury which may be through abuse or neglect or serious sexual abuse, or sustained serious and permanent impairment of health or development through abuse or neglect. 



21.2.2 A prima facie case where a child dies (including death by suicide) and abuse or neglect is known or suspected to be a factor in the child’s death and there will be a SCR. (‘Working Together’, 2010).






APPENDIX 1



DEFINITIONS OF SERIOUS INCIDENTS REQUIRING INVESTIGATION



A serious incident requiring investigation is defined as an incident that occurred in relation to NHS-funded services and care resulting in: 



· Unexpected or avoidable death of one or more patients, staff, visitors or members of the public 

· Serious harm to one or more patients, staff, visitors or members of the public or where the outcome requires life-saving intervention, major surgical/medical intervention, permanent harm or will shorten life expectancy, or result in prolonged pain or psychological harm (this includes incidents graded under the NPSA definition of severe harm)

· A scenario that prevents or threatens to prevent a provider organisation’s ability to continue to deliver health care services, for example, actual or potential loss of personal/organisational information, damage to property, reputation or the environment, or IT failure

· Allegations of abuse 

· Adverse media coverage or public concern for the organisation or the wider NHS; 

· One of the core set of ‘Never Events’ (appendix  3) as updated on an annual basis 



Supplementary Terms



1. Incident – an event or circumstance which could have resulted, or did result in unnecessary damage, loss or harm such as physical or mental injury to a patient, staff, visitors or members of the public.

2. NHS-funded services and care – healthcare that is partially or fully funded by the NHS, regardless of the location.² 

3. Unexpected death – where natural causes are not suspected. Local organisations should investigate these to determine if the incident contributed to the unexpected death.

4. Permanent harm – directly related to the incident and not related to the natural course of the patient’s illness or underlying conditions, defined as permanent lessening of bodily functions; including sensory, motor, physiological or intellectual.

5. Prolonged pain and/or prolonged psychological harm – pain or harm that a service user has experienced, or is likely to experience, for a continuous period of 28 days. 

6. Severe harm – a patient safety incident that appears to have resulted in permanent harm to one or more persons receiving NHS-funded care. 

7. Major surgery – a surgical operation within or upon the contents of the abdominal or pelvic, cranial or thoracic cavities or a procedure which, given the locality, condition of patient, level of difficulty, or length of time to perform, constitutes a hazard to life or function of an organ, or tissue (if an extensive orthopaedic procedure is involved, the surgery is considered ‘major’).

8. Abuse – a violation of an individual’s human and civil rights by any other person or persons. Abuse may consist of single or repeated acts. It may be physical, verbal or psychological, it may be an act of neglect or an omission to act, or it may occur when a vulnerable person is persuaded to enter into a financial or sexual transaction to which he or she has not consented, or cannot consent. Abuse can occur in any relationship and may result in significant harm or exploitation of the person subjected to it. This is defined in No Secrets for adults and in Care Quality Commission (CQC) guidance about compliance. Working together to safeguard children (2010) states that ‘abuse and neglect are forms of maltreatment of a child. Somebody may abuse or neglect a child by ‘inflicting harm’, or by failing to act to prevent harm’. For further details of the definition of abuse and the serious incident reporting processes go to www.dh.gov.uk/en/publications/publicationsPolicyAndGuidance.
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This list in not exhaustive nor in any order of importance. Judgement will be required when deciding whether or not to report and manage an incident as a SUI. If in doubt contact the integrated risk team for advice.

· Death or serious injury to a patient or member of the public which is alleged to be at the hands of another patient or member of the public while on NHS premises.

· Suspected homicide by a person currently in receipt of mental health services (or within the last six months).

· Suicide/suspected suicide of a person currently in receipt of NHS mental health services 	(both out-patients and in-patients) or who have received NHS mental health services in the last six months.

· Serious injury of a person currently in receipt of NHS care (or within the last six months) as a result of deliberate self-harm (e.g. attempted suicide) or accidental injury.

· Patients detained under the Mental Health Act who abscond from NHS care and who present a serious risk to themselves and/or others.  Of particular concern would be those patients who abscond from medium secure or specialist forensic services, those who are likely to pose a risk to the public, attract media attention and/or who commit an offence in the community.

· Any death on GP premises (in line with Shipman recommendations).

· Safeguarding incidents meeting the criteria specified in section 21.2.

· Death or serious injury to a member of staff (including independent contractors e.g. GPs, dentists, opticians, pharmacists) in the course of their NHS duties.

· Medication incidents resulting in death/serious injury egg incorrect medication dispensed to patient; drugs given to patients with known allergy.

· Failure of medical equipment resulting in death/major injury.

· Clinical incidents resulting in death/serious injury e.g. surgery performed on wrong patient, wrong site, etc.

· Serious fires or other serious damage, which occurs on NHS/Independent contractor premises. Of particular concern would be any fire which resulted in casualties or major disruption to services. 

· Incidents where a Health Care Acquired Infection is the primary cause of death, should be 

   reported as a SUI. Other cases which should be reported as SUIs include: clusters of HCAIs, 

   outbreaks which result in ward closures, recurrent incidences within the same unit, and those 

   which result in adverse media interest. 



· Serious or unexplained outbreaks of infection or disease in hospital or the wider community (e.g. food poisoning, Legionnaire’s Disease) or the confirmed transmission of serious infectious disease between an NHS staff member and a patient (e.g. HIV/Hepatitis B).

· Major system failure e.g. failure of laboratory services to provide accurate screening results; patient referral system failure for further consultation/treatment.

· Major environmental incident (e.g. release of gas/chemicals, inappropriate disposal of clinical waste) which has or could have harmed the public. 

· Major service disruption e.g. due to power failure, flooding, etc.

· Incidents/concerns regarding the actions of NHS staff (including independent contractors). Examples include fraudulent behaviour, gross misconduct and actions resulting in harm to patients.  This could lead to suspension/summary dismissal, media interest and the involvement of the criminal justice system.

· A pattern emerging that is causing concern such as a high number of complaints regarding a member of staff (including independent contractors), a particular service and/or hospital that may warrant further investigation and action.



· Any incident involving children under 16 who are admitted to adult mental health beds requires reporting by the commissioning PCT.  Details of how the child will be moved to appropriate accommodation within 48 hours must be included on STEIS/UNIFY. The definitive date is the child’s date of birth.

· Patients in receipt of substance misuse services. Where the cause of death of a substance misuse service user is a direct result of their substance misuse, the reporting organisation should report  this as an unexpected death on STEIS/UNIFY, unless there is evidence that suicide was intended ie a suicide note, in which case it should be reported as a suicide.

· The misdiagnosis of swine flu that has a serious consequence on health should be reported as a SUI. 

· All intrapartum stillbirths should be reported as SUIs. (Due to the attention of the Chief Medical Officer on rates of intrapartum stillbirths.)

· Breaches of confidentiality involving Person Identifiable Data (PID), including data loss. Any incident involving the actual or potential loss of personal information that could lead to identity fraud or have other significant impact on individuals should be considered as serious and be reported as a SUI in the usual way. The SHA  has a role in notifying the DH of certain data loss incidents, depending on the severity. Please follow the link below for the Checklist for Reporting, Managing and Investigating Information Governance Serious Incidents (Gateway Ref: 13177)



      http://www.connectingforhealth.nhs.uk/systemsandservices/infogov/links/suichecklist.pdf
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From 2010/11 PCTs will be required to monitor the occurrence of 'never events' developed by the NPSA, within the services they commission, report these to the NPSA and publicly report them as part of their annual reporting on quality and safety. 



The eight never events identified by the NPSA are considered serious and largely preventable. The list of never events is as follows:



		No.

		Theme 

		Definition: 



		Main care setting



		1

		Wrong site surgery



		A surgical intervention performed on the wrong site (e.g. wrong knee, wrong eye, wrong limb, and wrong organ); the incident is detected after the operation and the patient requires further surgery, on the correct site, and/or may have complications following the wrong surgery.

		Organisations that provide major, minor and/or day case surgery



		2

		Retained instrument post-operation

		One or more instruments retained following an operative procedure.

		Organisations that provide major, minor and/or day case surgery



		3

		Wrong route administration of chemotherapy

		Intravenous or other chemotherapy (that is correctly prescribed but administered via the wrong route

		Acute care



		4

		Misplaced naso or orogastric tube not detected prior to use

		Naso or orogastric tube placed in the respiratory tract rather than the intestinal tract and not detected prior to commencing feeding or other use.

		All care settings



		5

		Inpatient suicide using non-collapsible rails

		Suicide such as using curtain or shower rails whilst an inpatient in an acute mental health setting.



		Mental health



		6

		Absconding of transferred prisoners from medium or high secure mental health services

		A prisoner absconding from medium or high secure mental health services where they have been placed for treatment on a Home Office restriction order.

		Mental health



		7

		In-hospital maternal death from post-partum haemorrhage after elective Caesarean Section

		In-hospital death of a mother as a result of a haemorrhage following elective Caesarean Section.

		Acute care maternity services



		8

		IV administration of concentrated potassium chloride

		Intravenous administration of concentrated potassium chloride.

		All care settings









APPENDIX 4

NHSERY SUI REPORTING & PERFORMANCE MANAGEMENT PROCESS

SERIOUS UNTOWARD INCIDENT OCCURS

Provider informs NHSERY within 1 working day.

NHSERY Agrees SUI Investigation process and report timescale.

SUI Placed on STEIS by NHSERY/NHSERY Community Services. 

NPSA, Exec Directors and NHSERY Communication Team Informed

Provider instigates incident investigation.  Report to NHSERY within 12 weeks.

Provider requests an extension.

NHSERY agrees extension. New submission date agreed.

Provider provides interim report.

Provider submits final report and action plan.

Report checked against the SUI critiquing tool (appendix 5 by NHSERY Quality Team

Further information required.

Performance Management

No

Yes

Return to Provider

Submit to QPEX/ClE for sign off.

Feedback to Provider

Lesson learnt updated on STEIS.  Incident closed on STEIS by 

NHS ERY.

Reporting & Investigation
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Primary Eyecare [North Yorkshire & Humber] Ltd:

Serious Incidents Policy



Primary Eyecare [North Yorkshire & Humber] Ltd (“the Company”) has been established to specifically act as the lead (“prime contractor”) for a network of local optical practices (“subcontractors”) dedicated to delivering excellent eyecare in the local community. The company will also utilise a non-clinical subcontractor. Webstar Health. 

The Company will respond to serious incidents in a timely, comprehensive and systematic manner in order to reassure concerned parties and improve future service. This Serious Incidents Policy has been developed in accordance with the NHS Serious Incident Framework March 2013. 



The Company’s policy incorporates full support for its subcontractors in ensuring they are part of the overall process, while seeking to avoid focus on particular individuals. Subcontractor practices must have in place and maintain staff suitably trained and competent in emergency preparedness, resilience and response. The Company’s Incident Response Plan below demonstrates the process for subcontractor practices to notify the company in the event of a serious incident occurring.   



The Company has incorporated transparency for all parties as a core theme in its serious incidents policy as the Company considers this is the only way to understand how serious incidents occur and how these can be mitigated in the future.  The Company fully subscribes to the ‘duty of candour’ requirement in order to promote openness and honesty in raising early warning signs and demonstrate evidence of learning from incidents.  The Company will ensure that patients are informed when things go wrong, why they have gone wrong and what steps the Company is taking to mitigate any issues, both immediately and in the future. 



A mechanism for apology as part of duty of candour will also be implemented.  The Company will notify the person concerned (and their GP where appropriate) when a reportable Patient Safety Incident occurs or is suspected to have occurred involving moderate to severe harm. 



As the prime contractor, the Company recognises its accountability to the commissioning body.



The Company’s Serious Incident Policy becomes activated when its complaints policy is not adequate for managing a particular situation.  A separate safeguarding policy exists for children and vulnerable adults. 



Serious incidents may take the form of:



· Avoidable or unexpected death

· A never event

· A serious incident whereby the Company’s ability to deliver the service is compromised 

· Data loss

· Allegations of physical misconduct or harm.



The response to these events will vary depending on the particular issue (e.g. the serious incident grading chart below for the appropriate response). If there is a suggestion that a criminal offence has been committed, the Company will contact the police as soon as made aware of the incident. 



The Company’s clinical governance and performance lead will be responsible for patient safety, incident management and reporting to all appropriate bodies. The clinical governance and performance lead will also act as the accountable emergency officer. The Company will identify a deputy to the clinical governance and performance lead, who will provide cover and act as the accountable emergency officer in the event that the lead is unavailable for any reason. The Company will work collaboratively with other bodies in managing serious incidents. It will:



· Publish data (excluding information affecting patient confidentiality).

· Support and train staff in communicating information to patients.

· Communicate with commissioners and all relevant bodies as appropriate.

· Implement actions as required.

· Close cases in a timely manner.

· Review and analyse incidents and responses in order to learn key lessons and embed systemic improvements, in accordance with the Company’s Quality and Continuous Improvement Policy.



The Company will implement a root cause analysis protocol as a methodical and systematic process to identify the specific factors that contributed to an incident.  The Company’s root cause analysis protocol seeks to understand the underlying causes and environmental context which led to a serious incident occurring, strengthening systems in place for meeting the objective of fully securing patient safety. 



The Company’s subcontractor practices do not have access to Strategic Executive Information System (STEIS). The Company will therefore build in reporting via the appropriate commissioning body for incident logging.



The Operations Centre of the Company’s subcontractor, Webstar Health, will be the Incident Coordination Centre. 



The Company operates the following serious Incident Response Plan for driving an appropriate learning experience to improve patient outcomes.  This will enable the Company to ensure quality issues are raised in order to make improvements as required:






Incident Occurs

↓

Subcontractor practice of the Company reports to the clinical governance and performance lead and local reporting systems

↓

Inform patient of serious incident management in process – ideally within three days

↓

Grade incident

↓

Notify commissioning body within two working days

↓

Incident reported on Serious Incident Reporting and Learning Framework within two working days

↓

Consult commissioner as necessary over grading

↓

The Company to establish appropriate investigation

↓

Undertake investigation communicating with relevant local health bodies, patient and carers if applicable. 

↓

Develop action plan

↓

Submit incident investigation report to commissioner* 

↓                                          ↓

            Implement action plan   →   Commissioner closes incident 

							              ↓

						    Share lessons learned if appropriate

							              ↓

					           	          Review actions taken






See below for the Company’s grading/threshold charts of serious incident levels, their impacts/consequences and root cause analysis model we will use to continuously improve the overall quality of service. 




Serious incident grading chart



		Incident 

Grade 

		Example Incidents 



		Investigation 

Grade and action 

		Timeframe 





		1

		Avoidable or unexpected death.



Healthcare associated infections.



Adult safeguarding incidents (see the Company’s Safeguarding Policy for more information). 



Data loss and information security. 

		Investigation Level 1:



Concise root cause analysis (RCA) for both 

No Harm and Low Harm and/or where the circumstances are very similar to other previous incidents. 


A concise RSA will enable the Company to ascertain whether unique factors exist, thus focusing resources on implementing service improvement.



Investigation Level 2:



Comprehensive RSA for incidents causing moderate to severe harm or death.  The Company’s policy is this will be the default investigation level for grade 1 incidents.



Investigations will be carried out by directors of the Company and led by the clinical governance and performance lead who may seek advice and services from specialist external sources as required.  



		The Company to submit initial report within two working days.



The Company will submit completed investigation within 45 working days.



		2

		Child protection incidents (see the Company’s safeguarding policy for more information). 



‘Never events’ 



Accusation of physical misconduct or harm. 



Data loss and information security (DH Criteria level 3-5).

		Comprehensive RCA. 



		Initial report within 2 working days. The Company will submit a completed investigation within 60 working days. 



		

		Selected grade 2 incidents



These might include major systemic failure with multiple stakeholders.





		Investigation Level 3:



Independent RCA.

		Initial report within 2 working days. Independent investigators should be commissioned to complete an investigation 

within 6 months 











Root Cause Analysis Investigation Model



The Company will ensure it has sufficient expertise in root cause analysis.  The clinical governance and performance lead will lead this process and report to the coordinating commissioner on progress and with the outcome.  A model we will use is below:


		

		Action 1

		Action 2

		Action 3

		Action 4

		Action 5



		Root CAUSE



		

		

		

		

		



		EFFECT on Patient



		

		

		

		

		



		Recommendation



		

		

		

		

		



		Action to Address Root Cause



		

		

		

		

		



		Level for Action  

(Org, Direct, Team)

		

		

		

		

		



		Implementation by:



		

		

		

		

		



		Target Date for Implementation



		

		

		

		

		



		Additional Resources Required  

(Time, money, other)

		

		

		

		

		



		Evidence of Progress and Completion

		

		

		

		

		



		Monitoring & Evaluation Arrangements 

		

		

		

		

		



		Sign off - action completed date:



		

		

		

		

		



		Sign off by:



		

		

		

		

		







This Serious Incidents Policy will be reviewed annually with commencement date January 2014.
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