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A. [bookmark: _Toc343591382]Service Specifications

This is a non-mandatory model template for local population. Commissioners may retain the structure below, or may determine their own in accordance with the NHS Standard Contract Technical Guidance.  

	Service Specification No.
	

	Service
	HARINGEY COMMUNITY OPHTHALMOLOGY SERVICE (HCOS)

	Commissioner Lead
	Haringey CCG

	Provider Lead
	

	Period
	1 October 2017 to 30 September 2020

	Date of Review
	October 2018




	1.	Population Needs

	
1.1 	National/local context and evidence base

Nationally, increasing eye health needs are creating capacity issues within the Hospital Eye Services (HES). Two key factors driving this challenge are an ageing population and a rise in chronic conditions and treatments.

In 2012 Haringey CCG commissioned a consultant-led community service to provide a one-stop ophthalmology outpatient assessment, diagnostics and treatment service for all non-urgent, routine ophthalmological conditions. The service also includes glaucoma and cataract refinement, as well as the care of stable glaucoma patients transferred from the acute. Complementing the community service, the borough also runs a Minor Eye Conditions Scheme and Low Vision Aids service with a number of local optical centres.

HCCG wishes to re-commission a community ophthalmology service to manage conditions that do not require specialist intervention at secondary level. Haringey CCG serves an ethnically and culturally diverse population of approximately 280,000 registered patients based in four geographic clusters. It has seven health centres and 39 GP practices. The most prevalent users of ophthalmology services in Haringey are older adults; with more than 35% of ophthalmology referrals involving people aged over 65.

NHS Five Year Forward View

The drive for an increase in provision of care in the community is in the NHS Business Plan 2015/16 and embedded throughout the NHS Five Year Forward View (5YFV). A key objective in reorganising services has to been to achieve a better management of patient flows as well as freeing up capacity in the Hospital Eye Service.

This view is also supported by The Royal College of Ophthalmologists who agree that the transfer patient care from hospital eye services to the community can offer better care for less serious cases and afford a better use of the limited capacity in secondary care for those with sight threatening conditions

The main aims of a Community Ophthalmology Service (COS) should be the assessment and management of patients whose eye conditions are at low risk of deterioration who are either referred by primary care for assessment or discharged from secondary care for monitoring


	2.	Outcomes

	
2.1	NHS Outcomes Framework Domains & Indicators

	Domain 1
	Preventing people from dying prematurely
	

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

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

	Domain 4
	Ensuring people have a positive experience of care
	

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



2.2	Local defined outcomes

· 90% of referrals received are triaged within 1 working day of receipt
· 90% of patients offered a first appointment within 4 weeks of the referral
· A ratio of first to follow up appointments of less than 1:1, excluding glaucoma.
· Increased working and cooperation with local optometrists in the Minor Eye Conditions Scheme (MECS)
· A reduction in referrals to secondary care services
· Increased patient satisfaction with ophthalmology services
· Services closer to patients’ homes
· Improved communication between specialist clinicians and GPs
· Improved quality of care within the primary and community setting
· Increased patient choice
· Improved access to advice and information, with an increase in the knowledge and awareness ophthalmology management across primary care


	3.	Scope

	
3.1	Aims and objectives of service

The principal aim of the service is to provide consistent and high quality community-based eye care services to patients in Haringey. The community service will treat a range of routine and non-acute conditions in line with the pathways agreed between the commissioner and the provider, and where appropriate with local optometrists and local acute hospital eye services.

The provider agrees to: 
· Deliver improved access for patients to specialist ophthalmology services
· Offer care closer to people’s homes, in a community environment
· Deliver high quality specialist services that support patients to obtain the right care first time
· Make clear, if a non –NHS provider, that the service is provided under the NHS; and that there is a requirement to follow and adopt the NHS branding guidance appropriately 
· Support the education and up-skilling of referrers, to allow for better ophthalmic diagnoses and management of conditions in primary care
· Work with the commissioner and local acute services on the development of a separate orthoptics service
· Offer a best value service for the NHS through a more efficient use of resources


3.2	Service description/care pathway

3.2.1     Service overview

· To provide a consultant led ophthalmology service in the community 
· To improve patient satisfaction through a quick, accessible, reliable and quality ophthalmology service
· To offer the assessment, investigation and treatment of patients with eye conditions within the scope of the service
· To possess clear and accountable governance arrangements with a strong, senior clinical leadership. The clinical leadership (at consultant) level must provide accountability over the care provided within the service, with an appropriate presence at service delivery locations
· To offer a service that is fully compliant with the NHS e-Referrals Service. Compliance will ensure appointments can be made electronically, with patients able to directly book a time slot.
· To address attrition rates from point of referral to treatment; ensuring patients are seen by the most appropriate healthcare professional in the most appropriate setting
· To offer the service to Haringey adults and children registered with Haringey GPs
· To triage ophthalmology referrals from Haringey GPs and direct them to the community, MECS or acute based on clinical appropriateness
· To reduce the number of inappropriate referrals into secondary care
· To support the transfer and ongoing care of patients with low risk ophthalmic conditions from the acute to the community 
· To ensure routine cases patients will be seen/offered first appointment within 4 weeks of receiving the referral.
· To undertake appropriate procedures including minor surgery; where these can be safely carried out in the community
· To work with partners to improve the knowledge of health professionals around the management of eye diseases. This will be achieved through the development and implementation of education programmes for GPs, optometrists and other practitioners.
· To improve the quality of GP/optometrist referrals such that cases best suited for primary care are more easily identified and unnecessary referrals to the COS and HES avoided
· To assist in the development and maintenance of clinical guidelines for primary care management of common ophthalmological conditions
· To provide a support line for referrers 
· To deliver the service from at least 3 different community sites, with at least one site in the east and one other site in the west of the borough
· To improve the education of patients around the self-management of their conditions
· To improve communication and smooth out the patient journey between specialist and primary care

3.2.2 Referral Criteria and sources

Referrals will be accepted for patients registered with a Haringey GP.
Referral Criteria
A patient is eligible for referral to the service if they present with an ophthalmologic condition that follows the pathways:

· Suspected glaucoma/ocular hypertension
· Suspected cataracts for refinement
· Minor Eye Conditions 
· Management of stable glaucoma
· Blurred vision
· Watery eyes
· Lid lesions
· Floaters/flashing lights
· Field defects
· Low vision
· WET*/DRY AMD
· Any ophthalmic condition that is triaged and deemed appropriate for a community ophthalmology clinic

*The provider will develop with commissioners an AMD referral and treatment pathway for implementation as soon as practicable.

Exclusions
Patients who meet any of the following conditions are not appropriate for referral and therefore not covered in this service:
· Patients who are not registered with a Haringey GP
· Serious eye trauma, suspected serious pathology or suspected cancer. These will be urgent to secondary care or as per local pathways
· Patients requiring routine eye examinations or prescriptions for spectacles/contact lenses. A full eye exam will not be required as part of the assessment or treatment or management. Where a routine eye examination is required, the ophthalmic professional will redirect the patient to their usual community optometrist.
· Treatment that should be provided under a standard GOS, GMS or PMS contract
· Diabetic retinopathy screening
· Patients that do not meet the referral criteria
· Patients who are not registered with a Haringey GP
· Housebound patients
· Patients that require specialist ophthalmology 
· Treat conditions that are funded by NHS England relating to NHS Prescribed Specialised Commissioning. Separate arrangements will need to be made for patients who meet this criterion

Referrers support line 
The provider will offer direct telephone and email support on weekdays to assist referrers. The provider will be required to ensure email queries are responded within two working days for enquiries. Telephone services shall not start with the digits 087, 090 or 091 or consists of a personal number, unless the service is provided free to the caller. The advice and guidance will support better diagnoses, condition management and improve referral quality from primary care.

3.2.3  Triage

The service will be expected to triage all GP/optometrist referrals within 24 hours (one working day) and ensure that they are routed to the most appropriate location.  This can be either:

· Back to the GP/Optometrist if the appropriate pathway prior to referral has not been followed 
· Into one of the three optometrist refinement schemes provided or managed by the service
· Into the community service for a routine outpatient appointment with the appropriate clinician (s)
· Referred on to the acute hospital of the patients choice where this is appropriate for either a routine or urgent appointment, whichever is applicable

The outcomes of clinical triage will include:
· Reviewing and accepting routine referrals for assessment, diagnosis and treatment 
· Screening GP referrals to ensure their appropriateness for acceptance in the service. Where there are patterns of regular inappropriate referrals from a referrer, training and communication should be implemented. Where red flags have been missed, prior to referral, this will always be communicated to the referrer.
· Directing referrals to a range of other primary care eye services as appropriate (including optometry)
· Ensuring that patients are directed appropriately to receive the right care first time
· Undertaking a telephone assessment/consultation where clinically appropriate

Refer to Appendix 1 for Triage pathways (embedded below)



Exclusions to standard triage
Some Haringey optometrists will already provide some or all three of the specified refinement schemes. Where the refinement has already been carried out the patients will either be discharged or will be scheduled for an appropriate appointment with the community service.

3.2.4 Service Requirements 

Triage: Referrers
The provider must encourage referrers to provide sufficient detail in their referral to triage appropriately. They should provide the referrer with feedback on the patient pathways and advise if the patient should have been seen by other services or treated within the primary care, including the MECS. 

The provider should ensure that potential cataract or suspected glaucoma referrals have been refined where appropriate before a routine community service appointment or secondary care referral is provided.

The provider should utilise the Minor Eye Conditions pathway where appropriate.

Triage and booking: Patients
Once the referral has been received the service will initiate contact with patients within 72 hours (three working days) and offer them an appointment within four weeks of the referral being received.

A choice of appointment days and times will be offered and patients will have the option to book an appointment outside the four week period for events such as holidays. If a patient cannot book a further appointment for valid reasons, the appointment may be left open for a maximum of one month.

For any onward referral to a HES, a full statement should be provided and made available to the receiving hospital/service within one working day, this must include as a minimum:
· All diagnostic results already undertaken;
· Patient notes under appropriate information sharing arrangements
· Confirmation of informed patient choice offered to the patient.

Following the patient’s appointment with the service, a report will be sent to the patient and their GP, including a diagnosis and the care plan agreed with the patient. The service will also inform the patient’s GP of the exact hospital/service where a patient has been onward referred. This will be sent within two working days of the appointment.

Out of scope
Patients will be expected to make their own transport arrangements to the provider for treatment; however, transport will be provided to eligible patients via local arrangements.

Accessible Information Standard (2016)
From August 2016 all organisations that provide NHS care or adult social care are legally required to follow the Accessible Information Standard, https://www.england.nhs.uk/ourwork/accessibleinfo. The Standard aims to make sure that people who have a disability, impairment or sensory loss are provided with information that they can easily read or understand with support so they can communicate effectively with health and social care services.  As part of the Standard, organisations must: 
· Ask people if they have any information or communication needs, and find out how to meet their needs
· Record those needs clearly and in a set way 
· Highlight or flag the person’s file or notes so it is clear that they have information or communication needs and how to meet those needs
· Share information about people’s information and communication needs with other providers of NHS and adult social care, when they have consent or permission to do so 
· Take steps to ensure that people receive information which they can access and understand, and receive communication support if they need it

Refinement schemes
The provider shall ensure that referrals for suspected glaucoma and cataracts are refined with the appropriate scheme, before a referral for a standard community service appointment or to a secondary care provider for a cataract operation.

These scheme pathways are outlined in appendix 2 and 3 (embedded below) and the provider will be paid in accordance with the appropriate tariff for undertaking the refinement themselves.
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Minor Eye Conditions
Several Haringey optometrists participate in the MECS that diagnoses and treats minor conditions. The provider should refer suitable conditions to this service. 

The minor eye condition pathway is detailed in appendix 4 (embedded below)


First Appointments – community service
During this appointment the provider must assess whether this is an appropriate referral and if the patient would benefit from treatment by the service. For accepted referrals, it is expected that the treatment should usually commence during this appointment and a treatment plan agreed.

This initial assessment must include the identification of any red flags (indicators in the history or examination suggestive of serious underlying pathology), which should be managed as per local pathway.

The provider will ensure that all patients referred into the clinic are given an appointment if the referral is appropriate. They will also send the patient information around his/her appointment. This will contain the time of the appointment, what to expect during the appointment, the approximate time required for the appointments and specific directions on how to get there. 

Follow-up appointments
It is anticipated that the service will provide an average first appointment to follow-up ratio of less than 1:1. Follow ups should be provided for essential treatment or monitoring within the relevant guidance and patients should be discharged back to their GP/optometrist as soon as it is clinically appropriate.

Outpatient procedures
Appropriate outpatient procedures will be provided as part of the community service. The scope and range of these may depend on community viability with regards to equipment and facilities. The provider should list the typical outpatient procedures they will provide and a community tariff will be negotiated. Other procedures may be added during the contract.

Telephone, answer machine and voice mail
The provider will publicise the hours it will answer telephone calls, for example through posters, booklets/leaflets or on the website.

When answering a telephone call, staff should greet the caller and identify themselves giving their name and department. Staff will remain polite at all times and assist the caller where possible. Staff will aim to answer the telephone within three rings if they are available to take the call. If staff are able to answer an unattended ringing telephone they will do so and leave a message for the person concerned.
If staff are not able to answer a caller’s query immediately, they will take contact details and provide a response within two working days where the query is not of a complex nature. If more than two days is required the caller should be kept informed of progress with their enquiry. In the case of enquiries for a named person not expected to be available within the following two days, then the customer should be advised of the expected timeframe and offered a suitable alternative contact where possible.
Use of telephone answering machines and voicemail to receive calls will be kept to a minimum. Staff must ensure the answering machine and/or voice mail greeting is kept up to date, e.g. advising callers as to when their message will be retrieved and giving details for whom to contact instead if the call is about an emergency. Staff will respond to messages left on answering machines and voicemail immediately after retrieving the message. If unavailable all day, where possible, an arrangement with colleagues should be made to either take calls or to retrieve any messages at least twice daily. Where possible, messages left out of hours will be responded to on the morning of the next working day. All voicemail users are expected to adhere to the voicemail operation policy. All greeting messages for clinical areas must contain an out-of-hours/emergency contact number.
When attempting to contact a patient by telephone, staff must preserve the patient’s confidentiality according to the provider’s Confidentiality and the Data Protection Act Policy. When speaking to the patient or the patient’s representative, who has been identified previously by the patient, staff making outgoing calls will identify themselves, where they work and clearly outline the purpose of the call each time. Staff must follow the guidance in the Transfer of Personal Information Policy about leaving answerphone or voicemail messages for patients.
Transfer of information
All letters to patients, GPs and optometrists will be clearly legible, and sent electronically where possible. Where necessary they will be posted within two working days of the appointment. These will contain as a minimum:
· The patient’s name, date of birth and NHS number
· Named clinician in charge
· Primary and, where appropriate, secondary diagnosis and/ or procedure
· Referral to other service 
· Diagnostic tests
· Full management plan and follow up arrangements and suggestions for further treatments, which could if necessary be added by the GP should the patient fail to respond to initial therapy
· A medication update for the patient stating dose, frequency and duration of course of newly prescribed drugs, suggested review dates and notification if any medications are stopped
· Contact details for the service for ease of communication and query
· Where possible copies of clinical protocols/guidelines.

Cancellation
If a patient cancels their appointment with more than 24 hours’ notice they will be offered another appointment. If a patient cancels three consecutive appointments they are liable to be discharged back to their GP except in exceptional circumstances. A warning will be given with the first cancellation.

If a patient cannot book a further appointment for valid reasons, the appointment may be left open for a maximum of one month.

Did not attend
If a patient does not attend their first, follow up or procedure appointment they will be contacted asking them to book a new appointment. If this new appointment is not attended, they will be discharged back to their GP, except in exceptional circumstances.

Once discharged, if a patient telephones the service they will be advised to return to their GP for another referral if they still require treatment.

In exceptional circumstances, a patient may be offered another appointment once discharged. Discharge rates must be provided at monthly intervals to HCCG as part of the monitoring arrangements.

It is in the providers’ interest to ensure they have mechanisms in place to minimise the number of patients who fail to attend pre-arranged appointments. When discharging a patient from the service the provider must however also take into account any relevant clinical issues for the patient. The patient and the GP should be sent a copy of the discharge letter.
Discharge from service
Barring repeat cancellations and DNAs, patients should usually be discharged from the service when the desired clinical outcomes have been reached and/or it is deemed that the patient can now be passed back to the care of their GP and/or optometrist.

Upon discharge patients are to be provided with written advice on managing their condition as appropriate, specific to their individual needs. 

Within 5 working days of discharge from the service, the provider will provide a discharge summary to the patient’s GP.  This will be clear and concise; making distinct the patient’s management plan and as well as individuals’ roles and responsibilities.
The discharge summary will include:
· Diagnosis
· Details of treatment given including medication (number of days supplied or prescribed, indication for medication, length of treatment required)
· Details of clinical outcomes
· Any additional recommendations, including monitoring and the conditions for re-referral to the same or another service
· The name of the hospital/service if the patient has been onward referred to the acute.

It is a requirement of all providers to ensure that at the end of their NHS-funded treatment patients are discharged promptly from the care of the provider and GPs are informed. 

Days and hours of operation
Services must be offered between a minimum 08:00 and 18:30 Monday to Friday. Outside of these core working hours, efforts should be made to provide a more accessible and convenient service for patients. Opening hours should include at least two evenings per week and/or weekend opening. Flexibility with regard to locations, days, times and sessions held (e.g. extended hours) should reflect modern working commitments and encourage maximum levels of attendance. Opening hours should follow patterns in demand to keep waiting times consistent.

The provider will offer patients appropriate information as to which services to access should a treatment complication arise before their allocated appointment time, or should an emergency appointment be required outside these usual hours. 

Patient consent
The provider will be required to have processes in place to evidence that valid consent, including from those who have communication or language support needs, is obtained by suitably qualified staff for all treatments/procedures. This will also include evidencing that where a patient lacks the mental capacity to give consent, the principles of the Mental Capacity Act 2005 Code of Practice have been adhered to.

Training and support to referrers
The service provider will provide on-going support and education for referring GPs and optometrists in order to ensure that best management practice is shared. The provider will develop and regularly update the referral guidelines to ensure the best clinical practice.

The provider will develop an educational feedback process for the referrers (GP/optometrist) with the information from triage.

Open educational meetings for all GPs, optometrist, nurses and other community staff to attend will be organised including seminars, lectures and case studies. 

In-clinic training for GPs, optometrists should be offered, including aspects of diagnosis and treatment to improve skills. The number of sessions offered would depend on how many clinics are run by the provider.

The provider will fully engage with health education authorities and local acute trusts to enable and facilitate clinical supervision and training.


3.3	Population covered

Referrals will be accepted for patients registered with a Haringey GP.

3.4	Any exclusion criteria and thresholds

Orthoptics
The provider agrees to work with the commissioner and local acute services on the development of a separate orthoptics service for certain age groups. This may result, later, in this activity being removed/excluded from the community provider and transferred to a third provider during the life of the contract.  At this point, the activity will not be accepted for referral by the community provider. 
Exclusions
Patients who meet any of the following conditions are not appropriate for referral and therefore not covered in this service:
· Patients who are not registered with a Haringey GP
· Serious eye trauma, suspected serious pathology or suspected cancer. These will be urgent to secondary care or as per local pathways.
· Patients requiring routine eye examinations or prescriptions for spectacles/contact lenses. A full eye exam will not be required as part of the assessment or treatment or management. Where a routine eye examination is required, the ophthalmic professional will redirect the patient to their usual community optometrist
· Treatment that should be provided under a standard GOS, GMS or PMS contract
· Diabetic retinopathy screening
· Patients that do not meet the referral criteria
· Housebound patients
· Patients who require specialist ophthalmology 
· Conditions that are funded by NHS England relating to NHS Prescribed Specialised Commissioning. Separate arrangements will need to be made for patients who meet this criterion.

3.5	Interdependence with other services/providers
Providers shall ensure that all performers of services to patients should be familiar with the wider healthcare community and be able to make referrals to other services, including specialist services, as and when required. Sign posting to third sector organisations for further support where appropriate should also be included within the service offering.

Partners will include:
· All General Practices in Haringey
· Haringey MECS participant partners
· Barnet, Enfield and Haringey Local Optical Committee
· Patient forums
· North Central London Commissioning Groups 
· All Haringey secondary care providers
· London Borough of Haringey

It is the responsibility of the provider to ensure that all appropriate details are communicated to the necessary recipients and appropriate notes are made in the patient’s records.

The provider will be required to work proactively with primary care referrers and local hospital eye services to ensure that the desired activity transfer from HES to the COS is achieved. This includes working with local hospital trusts to put in place effective arrangements for transferring follow-up care from hospital eye services to the community service.

The provider will be required to work together with commissioners on future ophthalmology work covered under the Sustainability and Transformation Programme of work across North Central London


3.6 Staffing

3.6.1 Staffing qualification
The service shall have an appropriate staffing structure in terms of skill, experience and numbers.

The provider shall ensure that all relevant staff engaged or employed to provide services, in accordance with the service specification, possess the appropriate qualifications, experience, skills and competencies to perform the duties required of them.

The provider shall ensure that all clinical staff meet the qualification and CPD requirements of their professional and regulatory bodies, that they are competent to deliver the service and that their skills are regularly updated.

The provider will be required to submit copies of relevant professional qualifications and registration of staff involved in the provision of the service prior to commencement of the contract (including Disclosure and Barring Service (DBS) checks).

Relevant qualifications include:
Ophthalmic consultant post: Full Registration - General Medical Council and MRC Ophth (part 3) and FRC Ophth (fellowship assessment) CCST to clinically manage and quality assure the service;
Optometrists wishing to provide eye care services in the community under the scheme should have and maintain the necessary accreditation. The development of optometric skills should be considered utilizing the College of Optometrists postgraduate qualifications

The provider must keep a record of the immunisation status of all clinical and reception staff, including but not limited to:
Occupational Health Assessment against Tuberculosis;
Measles; Varicella (Chicken pox);
Rubella (German measles); and
Influenza (seasonal – each autumn).

3.6.2 Registration

The provider will have procedures in place for ensuring that all clinical staff, including doctors, nurses and allied health professionals, are registered with the relevant UK professional and regulatory bodies.

Optometrists should be registered with the General Optical Council UK and have one or more of the following qualifications:
The Foundation Fellowship of the British College of Ophthalmic Opticians (Optometrists)+ (FCOptom);
The Fellowship/Membership of the College of Optometrists+ (FCOptom/MCOptom);
The Fellowship Diploma of the British Optical Association (FBOA);
The Higher or Honours Diploma of the British Optical Association (FBOA:HD)
The Fellowship in Optometry of the Worshipful Company of Spectacle Makers (FSMC);
The Higher Diploma on Optometry of the Worshipful Company of Spectacle Makers (SMHD), (Holders of the Honours Diploma of the Company, discontinued in 1950, are described as FSMC(Hons);
The Fellowship Diploma of the Scottish Association of Opticians (FSAO );
The Diploma in Ophthalmic Optics of the British College of Ophthalmic Opticians (Optometrists)+ (DOpt); orUniversity of Manchester Institute of Science and Technology (MSc).

Providers will have workforce policies, strategies, processes and practices that comply with all relevant employment legislation applicable in the UK and in addition comply with the provisions outlined in:
Safer Recruitment – A Guide for NHS Employers (May 2005);
The Code of Practice for the International Recruitment of Healthcare Professionals (December 2004) (the Code of Practice); and
Standards for Better Health (April 2006).

3.6.3 Disclosure and Barring Service (DBS) Checks

It is the provider’s responsibility to ensure that all staff have had a DBS check and that they have complied fully with the Criminal Records Bureau Code of Practice. Should any offences be recorded on the DBS disclosure then the provider shall not allow that person to work on this contract without first obtaining written approval from the authorised representative or his/her representative.

For all staff whose most recent DBS check is more than three years old, the provider must undertake a new DBS check prior to the staff member commencing work on this contract. Any staff member whose DBS check is less than three years old but whose check was not completed directly by the provider must renew this prior to commencing work on this contract.

For remaining staff, their DBS check shall be renewed by the provider when their most recent check becomes three years old.


3.6.4 Changes in staff

Where changes in staff take place, the provider shall ensure that a DBS check has been conducted.

The provider shall inform HCCG of any new appointments or proposed changes to the existing organisational structure, in writing and in advance of the proposed changes becoming effective.

3.6.5 Identification cards

The provider’s staff shall carry and display identification cards at all times. The identification cards must contain as a minimum the service name, the staff member’s name and a colour photograph.

3.7 Patient and Public Involvement and information to be made available to patients

Self-care and patient and carer information
Advice on self-management and patient education leaflets will be made available by the service to be approved by the commissioner. All patients must be provided with a care-plan.

The provider will offer a comprehensive range of patient information and will direct patients to other resources such as support groups and other third sector organisations in order to educate support and empower them to live with their eye conditions. Information will be formatted according to NHS guidelines, and agreed by the respective CCG communications department and should be made available in different languages as required (to be identified by the Equality Impact Assessment).

Community Ophthalmology Service information
A set of high quality comprehensive information leaflets on the main eye conditions will be agreed with the CCG.

In order to involve patients in their care and to help them understand how to manage their condition, patients and their carers shall be given appropriate evidence-based information in an accessible format. The provider will ensure that patients and carers receive the most appropriate, evidenced based and up-to-date advice and information.

It is expected that each patient’s care plan should be reviewed and evaluated with that patient (and/or their carer/family at the patient’s consent) at each contact throughout the length of period of care. Patients should be included in the development of and implementation of care plans and be involved in the continuous re – evaluation of their needs and what actions to be taken to achieve these requirements.

Patients will be given information on the benefits, risks and alternatives prior to any procedure being undertaken in order to ensure informed consent is obtained. Patients will also be given detailed information regarding the management of their condition following discharge. The service will also provide advice and guidance to patients up to 28 days after discharge from the services. Patients will be informed that they can telephone, write or email the service and expect a clinical response within one working day. If further advice or guidance is required after this period, patients will be required to re-visit their GP or optometrist.

In order to ensure fully informed consent is obtained the service will provide the following information as a minimum requirement:
· Patient information leaflets giving details of the provider, days and times of sessions, how to make appointments and contact details
· Patient information leaflets detailing any pre-appointment actions that need to be undertaken by the patient
· Patient information leaflets explaining in non-medical terms any procedure that is appropriate for the patient to undergo and any prevention/aftercare information
· Patient information leaflets for any of the conditions listed in section 2.1

All information leaflets must be approved by Haringey CCG before commencement of the service.

Service branding compliance - NHS logo
The provider will ensure that any and all correspondence includes the NHS logo as part of its service branding. This is in line with NHS England requirements:

 “Where NHS services are provided by NHS organisations, they should be branded with their NHS organisational logo, so that it is clear who is accountable and responsible for the service. The overall design of materials must follow the NHS Identity guidelines.” 
Full requirements are available on the NHS England website:   https://www.england.nhs.uk/nhsidentity/identity-guidelines/service-branding/
3.8 Equipment

The provider will be responsible for the purchase, maintenance and replacement as necessary of relevant equipment required to provide the service. All associated software must be compatible with secondary care software, or be in a comparable transferable format, to avoid any requirement for duplication of tests, should a patient require onward referral to secondary care.

Essential equipment to be provided by the provider should include, as a minimum:
· Visual acuity Snellen chart – Distance and Near (to include non-English e.g., Landolt C/ Tumbling E and learning difficulties, Bailey Lovie/LogMar/VAR chart for low vision patients)
· Ishihara Colour vision plates and The City University Colour Vision Test (or equivalent to enable detection of tritan anomalies)
· Appropriate topical medications for ophthalmic examination, including single dose units of topical anaesthetic, mydriatics, cycloplegics and fluorescein
· Direct and indirect ophthalmoscopy equipment
· Slit lamp biomicroscope with at least 40 x magnification with Goldmann Tonometer (or Perkins for domiciliary visits or patients with postural problems)
· Fundi oculi lenses – Volk lens and three mirror gonioscopy lens
· Visual field analyser (suprathreshold or Damato 60 point for domiciliary visits)
· Additional equipment as may be required in line with any new regulations and best practice guidelines

All email communications are to be via a secure encrypted pathway such as NHS.net to NHS.net.

Service provision will be monitored to ensure the maintenance of care standards and that the service is safe. All members of staff will adhere to provider policies and procedures. All incidents will be reviewed and actions implemented as required. All staff working within the service will have achieved competency in both assessment and procedure management including a clear understanding of possible complications.

All equipment should be in full working order and fit for purpose. Portable appliances and fixed installation electrical testing certificates are required.

If sharps are used, all staff should know the procedure to follow after a sharps injury; the laminated sharps injury flow chart is to be displayed on the premises.

3.9 Information Management and Technology (IM&T)
The provider shall have appropriate electronic communications, patient administration and financial management systems including an NHS approved secure e-mail access.
N3 connectivity is required in order to ensure delivery of the NHS e-Referral Service. 
The provider will also be required to:
· Put appropriate information management and governance systems and processes in place to safeguard patient information. This will need to be supported by appropriate training of staff.  As a minimum, Level 2 IG toolkit compliance must be maintained
· Ensure that data to support CCG monitoring and assessment against the Care Quality Commission’s fundamental standards are met and data is supplied to both the commissioners and the CQC as required.

The provider must be able to accurately record, monitor and report data at a CCG level specific to the service. However any data, query or correspondence submitted to the CCG should have all patient identifiable information removed, e.g. names, surnames, addresses, NHS number etc.  These are essential requirements of the service.

A minimum dataset for reporting requirements has been developed, with a requirement to submit this monthly to the commissioner. 

The provider is required to ensure that their systems are compatible and interoperable with the prescribing decision support software in use in the CCG. The provider agrees to work with the commissioner on the adoption of different software e.g. EMIS Web during the contract. This will promote the CCG’s prescribing formulary over default prescribing made available from other parties.
The provider is to be registered with the Information Commissioner. All patient records are to be securely stored, with backups made regularly and kept separately and securely. All records are to be kept for 10 years for adults and deceased patients and up to their 25th  birthday for children.

3.10 Business Continuity 

The service must have protocols in place to manage business continuity in order to eliminate or reduce any adverse effects during times of annual leave, sickness absence, seasonal ‘flu epidemic etc. The Civil Contingencies Act (2004) requires NHS organisations, and providers of NHS-funded care, to show that they can deal with such incidents while maintaining services. These plans must demonstrate how the service will continue to operate without disruption to the service and the patients it serves. 

This programme of work is referred to in the health community as emergency preparedness, resilience and 
response (EPRR) and there are several core standards which providers must meet. For more detail see: 

http://www.england.nhs.uk/wp-content/uploads/2015/06/nhse-core-standards-150506.pdf




	4.	Applicable Service Standards

	
4.1	Applicable national standards (eg NICE)
The provider will carry out the service in accordance with best practice in health care and shall comply with the standards and recommendations contained in, issued or referenced as follows:
Care Quality Commission
Commissioning toolkit for eye care services, DH publication, 2007;
The Health Act (2006) Part 2 (Prevention and Control of Healthcare Associated Infections);
The National Institute for Health and Clinical Excellence’s clinical guidance
Issued by any relevant professional body; and
Data Protection Act 1998.

4.2 Applicable standards set out in Guidance and/or issued by a competent body (e.g. Royal Colleges)
The provider shall comply with the standards and recommendations in guidance issues by all relevant professional bodies.

4.3 Applicable local standards

4.3.1 Local standards

The service provider shall act in accordance with local guidelines on ophthalmology.

4.3.2 Medicines Management

Providers should work to optimise medicines use to improve health outcomes by enabling timely, safe and effective medicines related care, tailored to the needs of individual patients throughout the local health economy.

Prescribing of medicines 
Prescribing of any medication will be carried out through the provision of FP10s. Providers should have a comprehensive policy on the prescribing of medicines, which should be in line with the North Central London Medicines Optimisation Network Prescribing Guidance http://ncl-jfc.org.uk/prescribing-guidelines.html  and with Haringey CCG Medicines Management policies and guidance http://gp.haringeyccg.nhs.uk/medicinesoptimisation/prescribing-guidance.htm .  

Prescribers should not seek to avoid restrictions by asking GPs to prescribe non-formulary medicines.  Antibiotics should, in the main, be prescribed according to the Haringey CCG Management of Infections Guidelines in Primary Care http://gp.haringeyccg.nhs.uk/downloads/medicines/prescribing/Infection/HAR%20MMC%2002%20V08%20Management%20of%20Infections%20Guidelines.pdf.  

Providers should prescribe in accordance with Haringey CCG’s preferred ophthalology medication list, national and professional guidance including NICE Technology Appraisal Guidance and relevant Health Service Circulars and Guidance, Executive Letters and Audit Commission reports. 

95% of prescribed medicines must be in line with Haringey CCG’s preferred ophthalmology medication list. 



Where there is a choice of medicines, which would be equally suitable for the patient, the most cost-effective choice should always be prescribed/recommended. 

Prescribing/recommending a medicines must be by generic name except where this is clinically inappropriate.

Providers must have approved policies for the following areas: 
· The use and disposal of patients own medicines
· Self-administration of medicines by patients 
· Use of unlicensed medicines and medicines used for unlicensed indications
· Interacting with the pharmaceutical industry

Providers will demonstrate compliance with any relevant Central Alerting System alerts NPSA and MHRA safety alerts and notices.

Providers will have a process in place to report Adverse Drug Reactions via the ‘Yellow Card’ system.

Patient Group Directions (PGDs) 
If Patient Group Directions (PGDS) are in operation, these must comply with legal requirements to be developed in accordance with NICE Good Practice Guidance (2013) and be approved for use by Haringey CCG where applicable.

Communication with GPs
If medicines are required they should be prescribed by the provider and a prescription given to the patient at their appointment. Full and complete information on medicines supplied should be provided to the patient’s GP.

Unlicensed Medicines
Alternatives to the use of unlicensed “specials” should be used where possible. However if this is unavoidable it will be the responsibility of the provider to prescribe the medicine on an on-going basis if:
· It is unlicensed; or 
· It is included in the ‘NCL Red List’ of medicines where responsibility for prescribing remains with the GPwSI
· a GP feels they do not have sufficient experience of the medicine to take clinical responsibility for prescribing it 

Ideally, informed consent for the use of licensed medicines outside of their licensed indications should be obtained from patients before the prescription is written. Where there is a substantial body of evidence to support the use of a licensed medicine outside of its licence, the GP may be asked to prescribe.  

Shared Care 
When a medicine requires specialist monitoring, the GP may be asked to prescribe only if the following conditions are met before shared care takes place:
· The patient's condition is stable; and
· The agreement of the patient's GP is sought prior to the transfer of prescribing; and
· The GP is sufficiently informed and able to monitor treatment, identify medicine interactions and adjust the dose of any medicines as/if required by shared care; and
· Resources are available to ensure (where required) the safe administration of any specialist medication in the community e.g. IV therapy. This would usually be agreed with the community nursing services.

Patient counselling
All individual consultations are required to include a discussion of ‘how to use prescribed medicines and devices’. This should be supported by the provision of information leaflets as appropriate. The provider will ensure that any potential issues of medicine adherence (medicine taking) are considered and addressed. 

Discharge from the service
When the patient is discharged from the service (or after episodes of care as appropriate) information should be provided to the GP including:
· Details of any medicines that have been stopped, the reason why the medicine has been prescribed and the intended duration of any new medicine
· Communicate treatment plans
· Any adverse reactions or allergies 
· Appropriate contact details where the GPs can communicate any issues
· Any special arrangements made with Community Pharmacists or Community Nurses to supply/administer medicines

Clinical Governance
The provider will be required to monitor and audit internal prescribing as good practice and provide a report to the CCGs every six months. The provider will have a formal process for sharing incidents with Haringey CCG including documentation with planned action.

4.3.3 Governance

The provider will have an established clinical governance programme which
will be led by a named senior clinician or other senior member of staff and a deputy with clear responsibility for ensuring clinical governance arrangements are in place and for monitoring the effectiveness of the clinical governance systems which as a minimum considers the following:
· Fit for purpose patient booking and administration systems
· Risk management, including incidents and complaints reporting and investigation processes
· Serious untoward incident reporting processes
· Staff management and performance, including recruiting workforce planning and appraisals
· Education, training and continuous professional development e.g quarterly “sit in” sessions
· Clinical effectiveness and audit programme
· Information governance policies and procedures (e.g. Caldicott).
· Chaperoning policy and procedure
· Communication with both internal and external organisations
· Leadership at all levels of the organisation
· Infection control arrangements
· Regular audits of the service

Confidentiality
· Data (including digital images) should be obtained, recorded, held, altered, retrieved, transferred, destroyed or disclosed in accordance with the Common Law Duty of Confidentiality, Caldicott Guidance, the Data Protection Act 1998 and other national and professional guidelines
· All patients should have access to information about how their data is being used and safeguarded
· Confidentiality must be an integral part of the service and confidentiality statements must be prominently displayed throughout clinics
· Interview and clinical areas will be required to offer patients absolute confidentiality and cast iron policies and procedures must be in place to ensure the patients’ right to confidentiality is not breached
· Appropriate reception areas must be provided, and systems be in place to ensure all patient identifiable information, including electronic information is stored securely and all data is protected

Informatics requirements
· The service provider shall receive electronic referrals from e-Referrals
·  Sufficient booking slots must be made available to enable direct booking of referrals by primary care
· Provider infrastructure requirements include N3 connections and NACS code
· Appropriate systems to record, secure and share clinical information must be in place. The provider shall use a Patient Electronic Record.

4.3.4 Compliance with statutory requirements

The service provider shall comply with all statutory regulatory requirements and have robust, auditable systems in place to cover responsibility, reconciliation, record keeping and disposal requirements for the movement of drugs for which they are responsible. 
	
4.3.5 Complaints, Incident Reporting and Safeguarding

Complaints 
There must be clear routes and information available to patients on how they are able to make a complaint about the service. The provider should be able to demonstrate that the complaint handling process is clear and accessible.  
The Complaints Procedure will clearly lay out timeframes for action.  All complainants will receive an acknowledgement within 3 working days and a formal response within 25 working days.  The Complaints Procedure should be clearly signposted, so all patients and staff are aware how to access it. It will also outline the process of implementing any learning that may arise.
The  provider will also guarantee that the service adheres to the NHS Haringey CCG complaints policy




The service will provide information, on its website and on all information leaflets, of how to access the complaints process. Staff should be trained in the handling of complaints, and there must be a nominated member of staff to handle complaints in place. 

Information on how to complain, in different formats such as braille, large print and in languages other than English will be made available on request.

Incident Reporting and Management 
The provider shall record and report significant events and trends on near misses to the commissioner regarding prescribing or medicines management or other events. All serious incidents are to be reported to the commissioners within 2 working days, as defined in the  NHS England Serious Incident Framework (2015).

The provider will have a system in place for raising, recording and managing Patient Safety Incidents (PSIs) and Serious Incidents (SI) in-line with national and regional policies.  Each SI will be followed up by a formal investigation and action plan, with the commissioner being updated on progress. 

The provider will ensure that there is a process for all SIs, either directly or via CCG notification, to be logged on the national STEIS database and Root Cause Analysis (RCA) submitted to the commissioner for review of recommendations and action plans to inform and improve practice. Serious incident investigative reports are to be submitted within 60 working days. 
.





The provider will have an Incident Policy in place. An annual report of all incidents will be submitted to the Commissioner. This annual report should include evidence of undertaking learning from incidents and how this has led to change in practice.
Safety alerts
The provider will have a system in place to ensure national safety alerts (including medicine alerts, medical devices, estates and facilities) are received, disseminated and implemented in line with the required actions.

Safeguarding the Needs of Children and Vulnerable Adults
The provider will ensure it meets the statutory requirements and national policy drivers for safeguarding children and adults, including specific roles for named and designated leads. Safeguarding Children requirements are mandated by law for people aged 17 years and under, so the service will be required to meet the compulsory national standards. The provider will have processes in place to ensure staff are trained to the required levels and there is a process in place to ensure staff know how to raise Safeguarding alerts

Providers are obliged to report any and all safeguarding issues or concerns to the relevant local authority. 





A monthly report of complaints, serious incidents, safeguarding and quality alerts; their nature and responses will be sent to the commissioner.

4.3.6 NICE Guidance 

The provider will have a system in place, agreed with commissioners, to ensure compliance with NICE guidance. Updated technical appraisals relevant to the service, should be reviewed and applied as appropriate.

4.3.7 Infection Prevention and Control

The provider, together with any other sub-contracted services, will ensure risks in relation to the prevention of health care associated infections and communicable diseases are minimised. There will be effective clinical leadership to ensure required standards are met to control and prevent infections acquired in care.
4.3.8 Waiting times

90% of patients requiring an appointment in the community will be seen within four weeks of receipt of referral by the provider.

4.3.9 GP Guidelines and ongoing GP support

A significant number of patients who present to general practice with ophthalmology conditions can be managed within primary care. GP training and development is important to achieving this, so different levels of teaching/training courses should be made available to support GPs to manage patients appropriately in primary care.

The service provider should be part of a stakeholder commissioning group to agree changes in prescribing guidelines (embedded below) including reference to NICE recommended treatments.

The service provider will respond to GP educational needs identified through triage and service providers.

The CCG will be looking for the provider to develop innovative ways to deliver education of local GPs e.g. for practices identified as needing targeted support, practice based educational activities and/or educational events. In addition, the provider will be responsible for overseeing and coordinating at least two GP educational events each year. This will ensure the ongoing up-skilling of GPs to manage patients in primary care. The content of the educational events should be agreed in collaboration with the CCG’s Workforce Development Team at least 3 months prior to the event.

4.3.10 Audits 

The provider must notify the commissioner of the result of any audit undertaken by a professional regulating body, or any other NHS commissioner. 
The provider must allow the commissioner, or any individual or organisation acting on the behalf of the commissioner to inspect the quality of service through observation of service delivery, audit of patient records and data, audit of business processes and records relating to the service contract and audit of staff records, as required. 

4.3.11 Insurances

The provider shall take out and maintain in full force and effect throughout the period of the contract insurance policies appropriate to the level of risk relating to the services.
Indemnities
The provider shall be liable for, and shall fully and promptly indemnify and hold harmless Haringey CCG, its officers and employees against all liabilities, damages, costs, deductions, expenses, losses, claims, actions, demands and proceedings incurred or suffered whatsoever, be it directly or indirectly, out of or in connection with any claims, demands or proceedings brought against Haringey CCG by:
· Any third party for acts or omissions of the service provider in breach of this contract
· Any fraudulent or negligent act or omission by the service provider
· Any death or personal injury caused by the service provider


4.4 Key Service Outcomes
4.4.1 Monthly Reporting

The provider must be able to accurately record, monitor and report data at a CCG level specific to the service. However any data, query or correspondence submitted to the CCG should have all patient identifiable information removed, e.g. names, surnames, addresses, NHS number etc.  These are essential requirements of the service.

The provider should provide patient level reports of all activity (SUS Type data). These should cover a minimum data set to be agreed but should provide:

· Patient identifier e.g assigned ID number from the provider 
· Referral source – GP Practice or Optometrist etc
· Type of appointment – First/Follow Up/Refinement
· Procedures provided
· Dates of referral and appointments
· Action – discharged/ FU scheduled/ referred on etc
· Prices – in accordance with agreed tariffs
· Location of appointment

A top line cover to the reports should provide an overview of activity and include the following:
· The number of referrals received
· Number of inappropriate referrals (returned to referrers)
· Number of new outpatients
· Number of follow up outpatients
· Follow Up ratio
· Number of referrals referred to each alternative pathway (refinement schemes)
· Number of patients referred into the community service from each refinement scheme.
· Number of patients referred to secondary care and reason for referral
· Number of patients discharged back to Primary Care and reason for discharge
· Details of procedures / interventions undertaken, by practice
· The overall DNA rate for DNA rate for types of appointments
· Ethnic monitoring
· Incident and SUI rates
· Complaints

4.4.2 KPI Report

A report on the key performance indicators should be submitted monthly – refer item 4.4.1 for details of what will be required on a monthly, quarterly and annual basis.

4.4.3 Patient Satisfaction Surveys

Patient satisfaction surveys will be undertaken quarterly, with reports on key outcomes fed back to the commissioner together with action plans to address the issues raised. At the least, an annual report on patient feedback will be provided to the CCG, however ad-hoc surveys may also be requested and provided. 

4.4.4 Audit reporting

Periodical audits will be required, and will be agreed with the commissioner.


4.5 Contract Service Reviews
4.5.1  Management and administrative arrangements

It is a requirement for the provider to attend monthly meetings with the commissioner. These meetings should discuss service issues, action plans and agree areas for development.

An annual contract review will be held and will determine amendments, cancellation and any other contractual issues in accordance with standard NHS contract terms

4.5.2  Costs and payment

The costs will be as per agreed tariff, and will cover consultation and investigations, initial prescribing as well as premises and administrative support in booking appointments, and writing follow up letters.  

DNAs and cancellations will not be paid for.

No additional payments for sickness leave/annual leave to be paid for within this agreement. The provider is responsible for the provision of the service as specified.

The commissioner will authorise the payment on receipt of the monthly data information and an invoice. Payment will be made within 28 days of the invoice being received by the commissioner.

The commissioner may withhold payment in circumstances where the commissioner has reasonable grounds to query the invoice received. In these circumstances the provider and commissioner will work together to ensure that the query is resolved in a timely manner.

During the phasing in of the service, a meeting lasting no longer than one hour will take place on a monthly basis to review activity etc.  The frequency can be reviewed and reduced by mutual agreement once the service has been running for six months.

4.5.3 Review, Terms and Conditions

Either party can request reasonable changes to the service requirements at the reviews without incurring a penalty.

The commissioner and the provider acknowledge the key principles of the NHS, and will operate within all NHS standards, guidance, protocols and mandates. 

It is expected that all parties will adhere to best practice for negotiation and monitoring of the agreement. In the case of disputes emanating from this agreement parties will, in the first instance, be expected to attempt to reach a local resolution to the problem. 

In the event of significant and/or protracted failure to deliver all or part of the specified service, the Commissioner reserves the ultimate right to terminate the contract, giving six months’ notice.

4.5.4 Duration of the service provision and contract

This contract is valid from01/10//2017 for a 3 year period, with a  2 year extension


	5.	Applicable quality requirements and CQUIN goals

	
5.1 Applicable Quality Requirements (See Schedule 4A-C)

5.2 Applicable CQUIN goals (See Schedule 4D)



	6.	Location of Provider Premises

	The service will be delivered from at least from three different sites in the community. At least one site will be in the east and at least one other in the west of the borough.

The provider will be responsible for ensuring that the facilities for service delivery are fit for the provision of services to patients and that CQC essential standards requirements are being complied with at all times. The provider will be responsible for making all necessary arrangements for occupation of the premises with the landlord / head leaseholders as required. The provider will be responsible for the provision of all required facilities management arrangements.

All parts of the premises in which the service operates must be suitable for the purpose, kept clean and maintained in good physical repair and condition. In particular, the physical environment must comply with Infection Control in the Built Environment (NHS Estates: 2002).  

The provider will ensure that premises are accessible to patients with physical disabilities or wheelchair users and must comply with the Equality Act 2010.

As required by applicable clinical guidelines, regulations and best practice, service site locations must have:
· A blackout facility (for windows and doors in the consulting and diagnostic testing rooms)
· Shared areas such as waiting room, reception and access to lavatories
· Clinical waste and sharps disposal facilities
· Clean room for minor procedures
· A storage area
· Wheelchair / pram access
· Network capability to support service delivery
· Appropriate ventilation
· Facilities for disposables (clinical and general waste) and a wash basin in each room
· Low light dimmer switches for consulting rooms
· Provision of vision channels
· Flooring in all areas where patients have access should be impervious and forms a coved skirting to enable disinfection
· Patients' seating is to be fabric-free to ensure adequate disinfection. Some chairs in the waiting area are to have arm rests to enable the elderly to rise easily.
· Signage in line with guidance from RNIB
· Appropriate provision on infection control measures (including facilities designed and equipped to minimise risk of infections)

Providers will be required to have a fully operational NHS N3 (Secure) connection and will be required to utilise appropriate NHS IT systems such as NHS Mail, NHS SUS, NHS e-Referrals etc.

The CCG reserves the right to inspect the services premises / records and policies at any time.

Any outstanding issues will need to be rectified by the provider within a specified time given by the CCG.


	7.	Individual Service User Placement
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SCHEDULE 2 – THE SERVICES

[bookmark: _Toc343591383]A.I Indicative Activity Plan


	Insert text locally in respect of one or more Contract Years, or state Not Applicable


	 
	Year 1
Oct -17 Sep 18
	Year 2
 Oct -18 Sep 19
	Year 3
Oct -19 Sep 20

	FA Activity
	1973
	2032
	2093

	FU Activity
	1953
	2012
	2072

	Minor Proc Activity
	390
	402
	414

	HRT
	432
	445
	458

	*** Orthoptics
	495
	510
	526

	Visual Fields (FA & FU)
	651
	671
	691

	Cataract refinement
	309
	318
	328

	Glaucoma Refinement
	62
	64
	66



*** The provider agrees to work with the commissioner and local acute services on the development of a separate orthoptics service for certain age groups. This may result, later, in this activity being removed/excluded from the community provider and transferred to a third provider during the life of the contract.  At this point, the activity will not be accepted for referral by the community provider. 








SCHEDULE 3- PAYMENT

A. Expected Annual Contract Values


	Commissioner
	Expected Annual Contract Value (include separate values for each of one or more Contract Years, as required)
(Exclude any expected CQUIN payments. CQUIN on account payments are set out separately in Table 2 of Schedule 4D, as required under SC38.3.)


	Insert text and/or attach spreadsheets or documents locally
	

	
	

	Year 1
Oct -17 Sep 18

	£401,933

	Year 2
Oct -18 Sep 19

	£410,776

	Year 3
Oct -19 Sep 20

	£419,813

	Extension
Oct -20 Sep 22

	£867,537 (2 years)

	
	

	Total

	2,100,059



 


[bookmark: _Toc343591401]SCHEDULE 4 – QUALITY REQUIREMENTS
A. Quality and Performance Indicators 

	
	 
	 
	 

	Performance indicator
	Indicator/Quality Requirement
	Measurement
	Penalty

	Triage 1
	90% of referrals received are triaged within 1 working day of receipt
	Monthly Report
	 

	Triage 2
	100% of referrals that are clinically appropriate for Suspected Glaucoma refinement scheme are triaged to this service
	Monthly Report
	 

	Triage 3
	100% of referrals that are clinically appropriate for Cataract refinement scheme are triaged to this service  
	Monthly Report
	 

	Triage 4
	100% of referrals that are clinically appropriate for the Minor Eye Condition Scheme are triaged to this service 

	Monthly Report
	 

	Appointment Management
	100% of patients are offered a first appointment with the community service within 4 weeks of the referral
	Monthly Report
	Financial

	Refinement schemes
	90% of patients are offered an appointment within the relevant scheme time frames
	Monthly Report
	 

	Follow Ups
	The ratio of first to follow up appointments seen in the community service does not exceed 1:1 This excludes glaucoma that will be reported separately
	Monthly Report
	Financial

	Onward referrals to secondary care
	Onward referrals to secondary care after being seen in the community service do not exceed 10%. This may be exceeded, based on clinical need, which should be demonstrated.

	Monthly Report
	Financial

	Efficient management of the service
	DNA rate to not exceed more than 10% of all referrals
	Monthly Report
	 

	Efficient management of the service
	Timely delivery of community data set / any other required data return monthly
	Receipt of data set returns on time – by working day 10 of the following month
	 

	Information sharing
	Patient records and associated letters/reports completed and sent to GP and patient within 5 working days of initial appointment and follow-up
	Monthly data set reports  GP survey
	 

	QUARTERLY REPORTS
	 
	 
	 

	Patient experience
	95% of patients sampled should report overall satisfaction with the service. Minimum sample to be at least 20% of all patients.
	Quarterly Report 
	Financial if below 85%

	Peer satisfaction
	A consistent GP/local optometrist satisfaction survey will be designed and sent to all referring GPs. 95% of GPs sampled should report overall satisfaction with service
	Quarterly and accumulative annual report to include an analysis of completed GP questionnaires, demonstrating % of those satisfied or very satisfied with service.
	 

	AUDIT & ANNUAL REPORT
	 
	 
	 

	Patients are treated by registered, competent clinicians whose practice is regularly reviewed
	Professional registration and evidence of clinical governance
	Audit
	 

	Service improvement
	Patient experience questionnaires and peer satisfaction surveys to capture areas for improvements. 100% of recommendations made and agreed with Commissioners are addressed
	Annual report to demonstrate recommendations and actions taken to address areas of service improvement
	 

	Patients treated in a safe and appropriate environment that meets the necessary professional standards according to NHS T&Cs and their own professional body.
	Safe and appropriate environment that meets the necessary professional standards according to NHS T&Cs and their own professional body.
	Audit
	 

	SUIs, PSIs and complaints
	In line with Commissioners policy
	In line with Commissioners policy and added to the monthly dataset each month
	 





























APPENDICES 











































© Crown copyright 2016
First published: November 2016
Published in electronic format only
image1.emf
Triage  Pathways.doc


Triage Pathways.doc

Appendix 1 – Triage Pathways              
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When appropriate and/or if urgent attention is required then referrals should be triaged to a secondary care provider (of patient’s choice)
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Appointment with secondary care provider for surgery
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		Referral Pathway for Suspected Glaucoma Refinement





APPENDIX 2
























Community Optometrist



Routine eye test











Pressures <22  Normal disc cupping



Normal fields



No Risk Factors







Do not refer, review patient routinely 







Cup asymmetry of >0.2 with normal IOP and fields:







Does not require either referral or repeat tests but should be monitored in one year through GOS according to local protocol (see guidelines)







Pressures >21 with no risk factors (consider OHT)



OR



>21 with one or more risk factors



Risk factors =



Family history of Glaucoma



Myopia



PHM Diabetes



From an Asian or Afro Caribbean ethnic group



OR



Optic disc appearance alone ie cupping or suspicious feature/change



OR



Visual field defect







OR



IOP >21 and discs cupped











Pressure >21



Abnormal disc cupping



Visual field defect







Do not repeat fields or pressures



Complete referral form and refer  patient straight to Community Service



Patient is not part of the Scheme















Do not refer.  Review patient again in one year under GOS 5.2 according to local protocol.







 Payment triggered for repeat tests but not for review in one year







Repeat pressures and fields within 10 days.











Pressures <22 for patients with no risk factors



OR



<21 for patients with risk factors and normal fields







Pressures >21with no risk factors (possible OHT) OR



>21 with one or more risk factors











Refer to Community Eye Service using approved referral form.
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APPENDIX 3 



Haringey Cataract Refinement Pathway



[image: image1]

Cataract Diagnosed







Corrected visual acuity in affected eye is







6/12 or worse or 6/9 with symptoms* or any level of acuity* 







Does the cataract interfere with:



Quality of life



Working



Reading 



Hobbies



Driving



Other ADL











No











Yes







Does the patient want operation?







Refer to Secondary Care Provider (Patient Choice)











Yes







Assessed







Booked for Operation







Review 6/12 or 12/12







6/9 with no symptoms







Review 12 monthly (Optometrist)







* Note refer if the patient has significant symptoms such as not meeting the legal requirement for driving or other symptom affecting the quality of life (subject to patients agreement)







Patients who do not want the operation but are clinically appropriate should be informed that they can change their mind at any time and request referral.







Red Flags – Secondary Care
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Patient Pathway for Minor Eye Conditions

 Note: This pathway was originally designed for community optometrists to provide.

Suspected Conditions included as Minor Eye Conditions:

- Blepharitis


- Chalazion


- Conjunctivitis: allergic


- Conjunctivitis: bacterial


- Conjunctivitis: seasonal and perennial 


- Corneal Abrasion


- Dry Eye


- Epiphora


- Ingrown Eyelash 


- Pingueculum


- Pterygium


- Recurrent Erosion


- Red Eye


The provider will: 


· Arrange to see the patient within 24 hours for urgent and 48hours for routine referrals


· Provide advice and support to people on the management of minor eye conditions, including where necessary treatment of the minor eye condition, for those people who would have otherwise gone to their Haringey GP.


· Under this scheme, will see patients referred by a Haringey GP hence only for patients registered with a Haringey GP or self-referrals

· Provide advice on the management of the ailment in line with approved protocols.


· Refer patients directly to the Haringey community service or acute provider as appropriate (offering choice).


· Give feedback to the referring GP practice


· Will maintain a record of the consultation and any medications that are given.


· Provide the patient where appropriate with medication in line with the agreed protocols 

· Participate in an agreed audit of the service with NHS Haringey as part of the evaluation

Note: Onward referrals to secondary care should meet national and local clinical guidance. If doubt, Optometrist should refer back to GP for verification
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GP PRACTICE



GP treats or refers to approved MECS provider







TREATMENT



OR community service/secondary care referral











APPROVED MECS Provider



Optometrist diagnoses/treats or refers to GP/Community service or acute providers.



Discharge or report to be sent to patients GP within 24 hours and copy to the commissioner







DIAGNOSIS/ ADVICE/MEDICATION











REPORT ON DIAGNOSIS AND MANAGEMENT GOES BACK TO THE GP.







ONWARD REFERRAL



Direct referral by provider to hospital of patient choice. 



Using amended GOS18







NO TREATMENT NEEDED











PATIENT 



EITHER ATTENDS GP PRACTICE OR APPROVED OPTOMETRIST
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Haringey CCG preferred formulary for Ophthalmology.xlsx
Sheet1

		EYE

		BNF Section		Category		Indication (if not obvious)		1st choice		2nd choice		Integrated Care Hub ONLY		Notes
Please scroll to end of chapter for links to any guidance mentioned 

		11.3.1		Anti-infective eye preparations - antibacterials		Bacterial conjunctivitis, blepharitis		Chloramphenicol 0.5% eye drops or Chloramphenicol 1% eye ointment		Fucidic acid 1% MR eye drops				Oral antibiotics may be required for blepharitis. Advise self-care measures for blepharitis and conjunctivitis. Chloramphenicol first line option for bacterial conjunctivitis. Fusidic acid reserved for patients who are sensitive to fusidic acid or who cannot tolerate chloramphenicol. All other topical antibiotics should be prescribed in secondary care.  

		11.3.3		Antivirals		Herpes Simplex		Aciclovir 3% eye ointment, aciclovir tablets 200mg, 400mg,
800mg						Consider opthalmic specialist input. Topical aciclovir may be used in combination with systemic treatment for the management of ocular Herpes.  Corticosteroids should not be used for an undiagnosed red eye.
  


		11.4.1		Corticosteroids and other anti-inflammatory preparations		Short-term management of local inflammation		Betamethasone 0.1% drops or betamethasone 0.1% eye ointment or dexamethasone 0.1% eye drops or prednisolone 0.5%, 1% eye drops						Specialist INITIATED.  Choice dependent on severity of condition and steroid potency required. Reserve single use drops (Minims®) for when preservative free preparation is required e.g. where there is established allergy to preservative.  Licensed single use (preservative free) preparations should be used in preference to specials where these are necessary.

		                                                                                                                           		Other anti-inflammatory preparations		Allergic conjunctivitis  (seasonal, perennial and contact lens) 		Sodium cromoglycate 2% eye drops		Nedocromil sodium 2% eye drops				Oral antihistamine should be used first-line. Sodium cromoglycate: 13.5ml bottles cost less than 10ml bottles in primary care. Use nedocromil sodium where twice daily administration is desirable. 
Refer to the minor ailments scheme.


		11.6		Treatment of glaucoma - Prostaglandin analogues (1st line)		Specialist INITIATED.                     Choice should be guided by specialist. 
Combination eye drops should only be used where compliance issues can be resolved with combination drops.  		latanoprost 0.005% eye drops
		Travoprost 0.004% eye drops or
Bimatoprost 0.01% eye drops
				Specialist INITIATED.  Timolol 0.5% strength eye drops offer no advantage over 0.25% strength

				Treatment of glaucoma-beta-Blockers (2nd line)				Timolol 0.25% eye drops
		Timolol 0.25% eye gel (long acting)				Specialist INITIATED. Preservative Free
Restricted to patients with true preservative allergy and/or evidence of epithelial toxicity from preservatives and/or severe dry eyes


				Treatment of glaucoma - carbonic anhydrase inhibitors (3rd line)				Brinzolamide 1% eye drops
		Dorzolamide 2% eye drops				Specialist INITIATED. Preservative Free
Restricted to patients with true preservative allergy and/or evidence of epithelial toxicity from preservatives and/or severe dry eyes.


				Treatment of glaucoma - sympathomimetics (4th line)				Brimonidine 0.2% eye drops						Specialist INITIATED. Preservative Free
Restricted to patients with true preservative allergy and/or evidence of epithelial toxicity from preservatives and/or severe dry eyes.


		11.8.1.2		Miscellaneous opthalmic preparations		Tear deficiency 
(mild)		Hypromellose 0.3% eye drops     		Carbomer 980 0.2% eye drops     Carmellose 0.5%  (mild dry eye)				Reserve single use drops (Minims®) for when preservative free preparation is required  e.g. where there is established allergy to preservative. Licensed single use (preservative free) preparations should be used in preference to specials where these are necessary.

		11.8.1.2		Miscellaneous opthalmic preparations		Tear deficiency (moderate)		Unpreserved sodium hyaluronate 0.1% 		Unpreserved Carmellose 1% 
Carbomer 980 0.2%

		11.8.1.2		Miscellaneous opthalmic preparations		Tear deficiency (severe)		Unpreserved sodium hyaluronate 0.1%		Unpreserved sodium hyaluronate 0.2% 
Liquid paraffin ointment				Ciclosporin eye drops (Ikervis®) to be initiated by specialist.  Licensed for severe keratitis in adult patients with dry eye disease, which has not improved despite treatment with tear substitutes. See NICE TA369 on ciclosporin. 
NCL JFC also approved for the following indications: 
Atopic keratoconjunctivitis & vernal keratoconjunctivitis (unlicensed), Dry eye disease/ keratoconjunctivitis sicca (unlicensed), ocular rosacea (unlicensed), Thygeson's keratitis & chronic graft versus host disease (unlicensed). GPs may continue prescribing if satisfied and treatment plan is available.

Other restricted treatments: 
• Systane® for artificial eyes
• Lubristil® gel for patients with scleral lenses 
• Unpreserved hypromellose 0.3% bottles (unlicensed) - patients must be able to use pipette
• Unpreserved polyvinyl alcohol (PVA) 1.4% bottles (unlicensed) - patients must be able to use pipette
The above restricted treatments to be initiated by specialist.   




		Links to prescribing advice and guidelines

		Moorfields Eye Hospital dry eye pathway (approved by NCL JFC)

		Moorfields Eye Hospital glaucoma pathway (approved by NCL JFC)

		NHS Lothian - Joint formulary.  Treatment of Glaucoma.

		North Central London Joint Formulary Committee (NCL JFC) - Ciclosporin Eye Preparations Fact Sheet

		NICE CG85 - Glaucoma Diagnosis and management of chronic open angle glaucoma and ocular hypertension

		NICE TA369 - Ciclosporin for treating dry eye disease that has not improved despite treatment with artificial tears







http://www.northwestlondon.nhs.uk/_uploads/~filestore/AA4967CB-9203-40F4-88AC-71507CBFA304/NHS%20North%20West%20London%20Integrated%20Formulary%206%20December%202012%20version%204.0.pdfhttp://ncl-jfc.org.uk/prescribing-guidelines.htmlhttp://www.nice.org.uk/nicemedia/live/12145/43839/43839.pdfhttp://ncl-jfc.org.uk/uploads/3/2/0/9/3209562/prescribing_guidelines_for_ocular_lubricants_2014.pdfhttp://ncl-jfc.org.uk/uploads/3/2/0/9/3209562/8a_glaucoma_prescribing_guidelines_march_2015.pdfhttps://www.nice.org.uk/guidance/cg85http://ncl-jfc.org.uk/gp-fact-sheets.htmlhttp://www.ljf.scot.nhs.uk/LothianJointFormularies/Adult/11.0/11.6/Pages/default.aspxhttps://www.nice.org.uk/guidance/ta369http://ncl-jfc.org.uk/prescribing-guidelines.html
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1. Introduction 
 


1.1 This document sets out ways in which Haringey CCG will encourage feedback and 
respond to comments, concerns and complaints in respect of the services it 
provides or commissions.  
 


1.2 All complaints will be managed in accordance with the Local Authority Social 
Services and National Health Service Complaints (England) Regulations 2009. 


 
2. Policy statement  
 
2.1 Haringey Clinical Commissioning Group is committed to learning from the 


complaints it receives to improve the services it provides and commissions.  
 


3. Scope of this policy 
 


3.1. The Complaints Policy outlines good practice and identifies the responsibilities of 
staff in terms of the Local Authority Social Services and National Health Service 
Complaints (England) Regulations 2009. 
 


3.2. This policy sets out the process for handling and considering complaints where 
Haringey CCG is the ‘responsible body’. Where Haringey CCG is not the 
‘responsible body’ the CCG will usually pass the complaint to the responsible body 
for investigation, provided that the complainant consents. If the complainant does 
not consent to details of the complaint being passed to the responsible body, they 
should be advised to make direct contact with the responsible body. 
 


3.3. NHS providers are required to have a local complaint management and 
investigation process. The CCG will monitor themes and trends from complaints 
about its commissioned services through the provider clinical quality review group 
(CQRG) meetings. Further information is available in the HCCG Quality Strategy 
2014-16). 
 


3.4. NHS England is responsible for commissioning primary care services such as GPs, 
dentists, pharmacists, optical services and some specialised services, and handle 
complaints if patients and their representatives wish to complain about any of these 
services. 
 


4. Who this policy applies to: Roles and responsibilities 
 
4.1. CCG Chief Officer (CO): 


 
 Has overall responsibility for complaints handling issues, as stated in Section 4 of 


the Local Authority Social Services and NHS Complaints (England) Regulations 
2009. 


 Is responsible for signing complaint responses. 
 


4.2. CCG Directors: 
 


 Responsible for the quality of response provided by the service line which a CCG 
complaint relates to. 
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 Appoints the investigator and supports the individual during the investigation 
process. 


 Reviews and agrees response letters prior to CO sign off. 
 


4.3. Head of Quality: 
 


 Responsible for the CCG’s Insight and Learning programme and ensuring that the 
CCG is compliant with Local Authority Social Services and National Health Service 
Complaints (England) Regulations 2009. 


 Supports the PALS, Complaints and FOI Manager in the complaints process. 
 Reviews draft responses before they are sent to the relevant CCG director. 


 
4.4. Head of Communications and Engagement  
 


 Supports the PALS, Complaints and FOI Manager in the complaints process. 
 Reviews draft responses before the final sign off by the Chief Officer. 
 


4.5. PALS, Complaints and FOI Manager 
 


 Responsible for the operational management of the complaints procedure. 
 Ensures the CCG has a robust system for logging, maintaining and following up 


complaints.  
 Supports managers with complaints investigation and monitor the progress of 


investigations to ensure that responses are made within the agreed timescales in 
accordance with CCG Policies and Local Authority Social Services and National 
Health Service Complaints (England) Regulations 2009. 


 Ensures final draft responses received from investigation officers are brought to the 
attention of the responsible Director for review and CO for sign off. 


 Provides complaints support, advice and guidance to the CCG. 
 Maintains an up-to-date database of all complaints and provide quarterly and 


annual complaints data for the CCG. 
 Monitors and analyses patient and public complaint information for themes and 


trends and ensure learning from complaints is reflected in quarterly and annual 
reports for the CCG.   


 Provides information to the Parliamentary and Health Service Ombudsman and 
relevant NHS regulatory bodies, ensuring actions arising from investigations are 
monitored, delivered and reported to the relevant committee. 


 Provides the relevant committee with regular reports about the number and type of 
complaints made about Haringey CCG or any other matters reasonably connected 
with the exercise of their functions. 


 Co-ordinates any complaints relating to the CCG and, where appropriate, co-
ordinates joint complaints responses where there is a commissioning element within 
the complaint, in doing so providing a single integrated complaint response. In such 
cases liaise with other complaints manager/s and agree who will take the lead in co-
ordinating investigations and sending out the final response. 


 
4.6. Haringey CCG managers as investigating officers (IOs): 
 


 Responsible for ensuring that this policy and the CCG’s complaints process is 
appropriately implemented within their areas. 


 Will deal with minor complaints and problems immediately and informally 
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 Will ensure all directly received formal complaints about their area of responsibility 
are reported to PALS, Complaints and FOI Manager 


 Will ensure that any member of staff who is the subject of a complaint relating to 
their area of responsibility, and any subsequent investigation, is informed and 
offered appropriate, timely support including, where appropriate, referral to 
Occupational Health Services. 


 Ensures that the investigation is completed within the agreed timescale and sent 
to the PALS, Complaints and FOI Manager for quality checking and record 
keeping. Managers are responsible for writing draft complaint responses, 
ensuring that their responses are in plain English and that they appropriately 
address any concerns raised. They are also responsible for attending meetings 
with the complainant as required and facilitated by the PALS, Complaints and FOI 
Manager 


 Responsible for implementing any action plan arising from a complaint relating to 
their area of responsibility and for providing a progress report on the action plan 
when requested. 


 Responsible for delivering and reporting on any recommendations arising from an 
Ombudsman’s report relating to their area of responsibility and reporting progress to 
the PALS, Complaints and FOI Manager. 


 
4.7. All Haringey CCG staff: 
 


 Responsible for co-operating with the implementation of this policy and ensuring 
that any concern raised is dealt with appropriately. 


 Responsible for ensuring a prompt and appropriate response to expressions of 
dissatisfaction about a policy, service or commissioning decision by Haringey CCG. 


 
5. Definitions used in this policy  
 
5.1. The NHS Executive definition of a complaint is ‘An expression of dissatisfaction that 


requires a response’. This is a wide definition and it is not intended that every 
minor concern should warrant a full-scale complaints investigation. The spirit of the 
complaints procedure is that front line staff are empowered to resolve minor 
comments or problems immediately and informally or to offer the assistance of the 
PALS, Complaints and FOI Manager. The CCG will therefore seek to distinguish 
between requests for assistance in resolving a perceived problem and an actual 
complaint.  
 


5.2. The decision whether the issue is a concern or complaint will usually be determined 
by the person raising the issue. The complaint must relate to someone who 
receives or has received services from the responsible body or who is affected, or 
likely to be affected, by the action, omission or decision of the responsible body 
which is the subject of the complaint. 


 
5.3. If the person expressing a concern does not wish to have it labelled as a complaint 


it will still be dealt with under this policy unless the individual specifically requests 
otherwise or where it is not possible to do. A concern is usually an issue that can be 
resolved informally and doesn’t require a formal investigation.  
 


5.4. Feedback can also be in the form of a compliment. A compliment is an expression 
of gratitude about quality of services provided. 
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6. Exceptions 
 


6.1. Complaints not covered by this policy include: 
 


 Matters which are not considered a complaint as outlined in ‘The Local Authority 
Social Services & National Health Services Complaints Regulations 2009 
 


 Appeals relating to Continuing Health Care (CHC) / Individual Funding Request 
(IFR). The CHC/IFR team deals with appeals in their area. Further details can be 
found in the Continuing Healthcare & Individual Funding Request Policy. 
 


 Complaints or concerns raised verbally which are resolved to the satisfaction of the 
person. 
 


 Primary Care complaints (Doctor (GP), Dentist, Pharmacist or Optician) – Patients 
may choose whether to contact the service which has delivered the care, or NHSE, 
who commission Primary Care.  
 


 Local hospital or mental healthcare organisations complaints as they are required to 
investigate their own complaints under NHS statutory complaints regulations 
 


 Complaints which have been previously investigated 
 


 Staff grievances (staff members should use whistle blowing policies or other 
processes to raise concerns about services) 
 


 Contractual issues between services and commissioners and complaints by health 
organisations or local authorities against other health organisations or local 
authorities which are not on behalf of a patient 
 


 Any issue which will prejudice legal or any other formal proceedings (such as 
disciplinary or safeguarding concerns) 
 


 Complaints about Freedom of Information Requests and Access to Information 
Requests (for complaints about Freedom of Information Requests see the Freedom 
of Information Policy). 
 


 Complaints that are being/have been investigated by the Parliamentary and Health 
Service Ombudsman.  
 


 Where an investigation identifies information that would indicate a need to 
undertake a disciplinary investigation; that issue may be dealt with separately to the 
complaint investigation itself. Disciplinary action should not prevent the CCG 
investigating other issues raised by the complainant if the investigation does not 
prejudice the disciplinary process. If disciplinary action is taken as a consequence 
of a complaint the CCG will need to take a decision on what to tell the complainant. 
The CCG will owe a duty of care to its staff member but also a duty to be open and 
honest with the complainant. When the Human Resources process has completed 
the CCG will make a decision about how to feed back to the complainant without 
breaking confidentiality of any disciplinary process. The HR department should be 
consulted for more definitive advice on each individual case.  
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7. Procedure for dealing with complaints by the PALS, Complaints & FOI 
Manager 


Task Working Days 


1. Complaint received via complaints@HaringeyCCG.nhs.uk or via letter to the 
CCG office or via telephone. 


Day 0 


2. Complaint is logged onto HCCG complaints database by PALS, Complaints & 
FOI Manager 


Day 1 -3 


3. Complaint acknowledged by PALS, Complaints & FOI Manager Day 1- 3 


4. Complaint sent from PALS, Complaints & FOI Manager to relevant 
responsible manager who will be appointed as Investigation Officer and cc: 
responsible Director and Executive Nurse and Director of Quality and Head of 
Communications and Engagement. If the responsible manager is unknown the 
responsible Director will appoint an Investigation Officer.  


Day 1- 3  


5. Investigation Officer to investigate the concerns raised and compile a draft 
response in the form of a letter from the Chief Officer. 


Day 3 - 8 


6. Reminder from PALS, Complaints & FOI Manager sent to the Investigation 
Officer 2 working days before their 5 working day deadline. 


Day 6 


7. Investigation Officer to provide draft response to the responsible Director and 
cc: PALS, Complaints and FOI Manager.  If response not received within 8 
working day deadline, request to be chased by the PALS, Complaints & FOI 
Manager every two days and escalated to relevant Director.  


Day 8-10 


8. The response is quality checked by PALS, Complaints & FOI Manager and 
any further / revised information provided.  The response will be looked at 
from a reader perspective, ensuring it is clear, written in plain English and 
responds to the points raised in the complaint. 


Day 8-10 


9. PALS, Complaints & FOI Manager sends draft response to Head of 
Communications and Engagement for approval and review. 


Day 10 - 12  


10. Head of Communications and Engagement approves the draft response and 
returns to the PALS, Complaints & FOI Manager and cc: responsible Director 
and Executive Nurse and Director of Quality. 


Day 12-15 


11. PALS, Complaints & FOI Manager liaises with the PA of the Chief Officer/or 
Chair to ensure that the complaint is signed before the 25 working day 
deadline. 


Day 16-21 


12. Once a response is finalised with appropriate sign-off by Chief Officer/or 
Chair, it is sent to the complainant by the PALS, Complaints and FOI 
Manager..  


Day 21 - 25 


13. Complaints database is updated on the CCG shared drive.   Day 25 


 
8. Timescales  


 
8.1. All complaints will acknowledged within 3 working days of its receipt by the CCG. 


 
8.2. The response should be provided within 25 working days from receipt of complaint 


by the CCG or the timeframe or complaint response agreed with the complainant 
 


8.3. Any complaints which may take longer than this timeframe then an agreed 
timeframe needs to be identified in conjunction with the complainant. These may be 
complaints of a serious nature or where a number of organisations are involved       
in the investigation of a complaint. 



mailto:complaints@HaringeyCCG.nhs.uk
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9. How complaints can be received 
 


9.1. Complaints may be received verbally, (over the telephone or during a face-to-face 
meeting), in writing, by fax or email. Where a complaint is not written then a written 
record must be made of the complaint and a copy of the written record provided to 
the complainant. 


 
10. Who may make a complaint? Consent issues for patient representatives 


 
10.1. A complaint can be made by any person who has received or is receiving NHS 


treatment or services, or any person who has been affected by an action or decision 
of the CCG. 
 


10.2. A complaint can also be made by a representative acting on another person’s 
behalf, if that person: 


 Has requested the representative to act on their behalf 
 Is a child 
 Is unable to make the complaint themselves because of physical incapacity or lack 


of capacity within the meaning of the Mental Capacity Act 2005 
 Has died 


 
10.3. Where a patient is able to give informed consent, the written consent of the patient 


must be obtained in order for the complaint to be pursued. 
 


10.4. In the case of a child (under 16), a parent or guardian may make the complaint. 
However in some cases it may be appropriate to obtain consent from a child if that 
child is considered to be capable of understanding the situation and can give 
informed consent. The decision as to whether he/she is capable will need to be 
assessed on an individual basis and in line with Fraser Guidelines. 
 


10.5. Children who received NHS treatment have the right to make a complaint in their 
own right and have the right to use the NHS complaints process. If the patient is a 
minor and unable to give consent, the complaint should be discussed with the 
CCG’s Caldicott Guardian. 
 


10.6. If the patient has died then the person making the complaint must have had 
sufficient interest in the person’s welfare to make the complaint (in legal terms 
thisis usually defined as someone having a legal right to have a claim in the 
deceased estate). 


10.7. If there are concerns about whether the patient has capacity to consent (i.e. if the 
patient is too ill or otherwise incapacitated) this matter should be discussed with the 
organisation’s Caldicott Guardian and guidance taken from the Mental Capacity Act 
2005  
 


10.8. If the patient has given lasting power of attorney for their welfare to another person, 
then that person has the same rights as the patient. 
 


10.9. If the service believes that the person making the complaint does not have sufficient 
interest in the person’s welfare, or is not suitable to act as a representative, then the 
person will be notified in writing stating the reasons for this decision. An example of 
the above could be where the case relates to Protection of a Vulnerable Adult. 
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10.10. If a Member of Parliament makes a complaint on behalf of a constituent, it will be 
considered that the MP has obtained consent prior to contacting Haringey CCG (In 
line with requirements of the Data Protection Act 1998 processing of Sensitive 
Personal Data – Elective Representatives Order 2002).  
 


10.11. There may be circumstances where patient consent is not required to pass on 
information, for example: 
 


 When not revealing such information would be breaking the law. 
 Where there is a risk of harm to an individual or themselves. 
 Information is requested by H.M. Coroner, a court or a tribunal. 
 There are reasonable grounds to suspect abuse of a child or vulnerable adult. 
 The Caldicott Guardian will be consulted in the handling of these issues. 


 
11. How to make a complaint, comment or compliment 
 
11.1. Haringey CCG and the Services it commissions 


 
 Complaints, comments or compliments relating to a CCG service (for example 


Continuing Healthcare), the way a CCG service has been commissioned or a 
commissioning decision made by the CCG should be made directly to the PALS, 
Complaints & FOI Manager on on 020 3688 2724 or via 
HARCCG.Complaints@nhs.net.  


 


11.2. Hospital, Community and Mental Services commissioned by Haringey CCG. 
 
 Complaints, comments or compliment about a hospital, mental health, community 


or other NHS service commissioned by Haringey CCG should be raised directly 
with the organisation. 
 


 The responsibility for investigating any issue arising from a complaint remains with 
the organisation that provided the service to the complainant. 
 


 If the complainant does not receive a response from the provider organisation, they 
can contact Haringey CCG who can liaise with the provider organisation to ensure 
the complaint is investigated 
 


11.3. Primary Care Complaints (Doctor (GP), Dentist, Pharmacist or Optician) 
 


 Complaints, comments or compliments about a doctor (GP), dentist, pharmacy or 
optician.  Patients may choose whether they complain to the service provider (GP, 
dentist, pharmacist or optician) or to NHS England who is responsible for 
purchasing these primary care services.  Complaints will often be resolved more 
quickly if patients contact the provider directly, however, if a patient does not feel 
comfortable approaching the provider they should contact NHS England at:  


 
NHS England  
P.O Box 16738  
Redditch, B97 9PT  
Email: england.contactus@nhs.net  


          Telephone: 0300 311 22 33 



mailto:HARCCG.Complaints@nhs.net

mailto:england.contactus@nhs.net





Haringey CCG Complaints Policy                Page 12 


 


11.4. Parliamentary and Health Service Ombudsman 
 


 If the complainant is unhappy with the outcome of their complaint they can refer the 
matter to the Parliamentary and Health Service Ombudsman, who is independent of 
the NHS and government: 
 
The Parliamentary and Health Service Ombudsman 
Millbank Tower 
Millbank 
London 
SW1P 4QP 
Tel: 0345 015 4033 


 


12. Independent Complaints Advocacy Service 
 
12.1. Advocacy provides practical support and information to people who want to 


complain about an NHS service. This might mean giving information so that patients 
can pursue a complaint by themselves or giving the support of an experienced 
advocate who can help patients make their complaint. NHS Complaints Advocacy 
Service is independent of the NHS, confidential, and free. 
 


12.2. VoiceAbility provides advocacy assistance to help people make their complaint. Not 
everyone needs the support of an Advocate to make their complaint. For example, 
some people just want to know how the complaint system works or know who they 
should send a letter of complaint to. 
 


12.3. Patients can get in touch with VoiceAbility if they want: 
 


 More information. 
 A self-help information pack to help you make an NHS complaint, or help to 


compile the issues they wish to raise in their complaints 
 


13. Timescales for making a complaint 
 


13.1. Any complaint or expression of concern should be notified to the Clinical 
Commissioning Group within 12 months of the events it concerns. The later a 
complaint or expression of concern is notified to Haringey CCG the more difficult it 
is for Haringey CCG to investigate it and provide an adequate response. The CCG 
has the discretion to consider a complaint or expression of concern after this time 
limit in extenuating circumstances. An example of this may be where a complainant 
has been too unwell or unaware of the issues of complaint (e.g. something has 
been written in the records which the person is only just aware of) 
 


14. Complaints – specific issues 
 


14.1. Complaints about primary care and provider services directly received by the CCG 
– Consent issues 
 


 Complaints received about primary care and provider services directly received by 
the CCG will be directed to the relevant provider or commissioner of that service 
when appropriate consent is obtained. 
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 No complaint will be forwarded to another organisation without consent of the 
person making the complaint and/or a patient if it was made by someone other than 
the patient. 


 
14.2. Joint complaints with other organisations 


 
 There is a duty within the complaints regulations for co-operation between NHS and 


Social Care bodies, wherever possible the person making the complaint should 
receive a joint response. However if no consent for the sharing of information is 
forthcoming then the organisations are required to respond independently. 
 


14.3. Safeguarding children and protection of vulnerable adults 
 


 If a complaint is received which raises child protection issues or concerns the 
protection of vulnerable adults the responsibility for highlighting this through 
safeguarding processes lies with the person who has received the concern 
(reference to safeguarding processes is at the end of this document). If there is any 
doubt about how an issue should be handled then the person should contact the 
CCG Safeguarding/Caldicott lead and speak to their manager. If there is any 
immediate risk of harm then advice should be sought urgently. The safety of the 
child and vulnerable adult must always be paramount. 


 
14.4. Complaint Records & confidentiality 


   
 Complaints will be handled in strict confidence at all times. Care will be taken that 


information is only disclosed to those who have a demonstrable need to have 
access to it. Information will not be disclosed to patients or complainants unless the 
person who has provided the information has given written consent to disclosure. 


 Complaint records should be stored in accordance with the ‘Records Management 
NHS Code of Practice – Part 1 & 2 


 
14.5. Complaints and Litigation 


 The PALS, Complaints and FOI Manager will refer any relevant claims issues to the 
Head of Quality to forewarn the CCG claims process where there is an explicitly 
stated intention to take legal action. 


 
14.6. Freedom of Information (“FOI”) requests and the Media 


 
 Some letters of complaint may include the request for information (whether explicitly 


requested or not) under the Freedom of Information Act. All FOI requests will be 
managed according to the CCG’s Freedom of Information process. 


 Where a complainant indicates they will be contacting the media as a result of 
their complaint/issue or where the PALS, Complaints and FOI Manager feels 
there is a potential significant reputational risk relating to the complaint, the 
CCG Communications Manager will be informed of the complaint/issue. 
 


14.7. Escalation 
 


 If the issues raised in a complaint give rise to significant concern or serious incident, 
the Head of Quality should be informed immediately. 
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15. Learning  
 


15.1. Every opportunity will be taken by Haringey CCG to learn from complaints and to 
use the insight and experience of complainants to resolve the complaint or issue 
and ensure it does not recur. 
 


15.2. Where actions have been identified following the investigation of a complaint, the 
Investigation Officer will prepare a robust action plan with a timeframe for 
implementation. 
 


15.3. The PALS, Complaints and FOI Manager will report on learning from complaints 
investigation to ensure actions have been appropriately implemented. 
 


15.4. Learning from complaints will be discussed at the CCG’s Insight and Learning Sub-
Group and Quality Committee.  
 


16. Reporting 
 


16.1. Reports will be produced quarterly by the PALS, Complaints and FOI Manager for 
consideration by the CCG’s Insight and Learning Sub-Group and Quality 
Committee. Reports will identify the number of complaints received, issues raised 
and lessons learnt together with highlighting any emerging themes and trends.  
 


16.2. The reporting of complaints and complaints outcome should demonstrate how 
complaints have made a contribution to ensuring that people have a positive 
experience of care. 
 


16.3. An annual report on complaints will also be produced as part of the CCGs Quality 
Programme.  


 
17. Unusual Complaints  


 


17.1. The CCG follows the “Unusual Complaints Procedure” which has been produced by 
the National Complaints Managers Forum. An annual report on complaints will also 
be produced as part of the CCGs Quality Programme.  
 


17.2. The type of complaints that will be applied to the “Unusual Complaints Procedure” 
and how the CCG will handle these are in Appendix A: “Unusual Complaints 
Procedure” 
 


17.3. The “Unusual Complaints Procedure” includes the handling of complaints where the 
complainant is abusive or unreasonably persistent.  
 


17.4. There are a number of types of complaint handling that have some distinct 
differences to the way in which the majority of complaints are handled. These 
complaints result in staff working outside or following a slightly different process to 
the normal way in which complaints are investigated and reported to the 
complainant. 
 


17.5. The “Unusual Complaints procedure” is designed to encompass all those unusual 
circumstances and indicate a safe and uniformed process for handling them. 
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18. Equality and Diversity 


 
18.1. Haringey CCG is committed to ensuring that it treats all patients and staff fairly, 


equitably and reasonably and that it does not discriminate against individuals or 
groups on the basis of their ethnic origin, physical or mental abilities, gender, age, 
religious beliefs or sexual orientation, marriage and civil partnership and pregnancy 
and maternity. 
 


18.2. The CCG will ensure that the Complaints Policy is equally accessible to all 
communities and will monitor equality data to ensure better compliance and 
performance. The CCG recognises the needs of its diverse population and therefore 
will put in place measures to address both the linguistic and the access needs of all 
groups. 


 
19. Training 
 
19.1. Training on complaints handling and investigation is available on request to all staff 


from the CCG’s Quality Team. 
 


20. Dissemination and implementation  
 
20.1. The policy will be made available to CCG employed staff via the CCG intranet site 


and included in the CCG induction checklist.  Members of the public will be able to 
access the policy via the CCG website.  
 


21. Monitoring  
 
21.1. The PALS, Complaints and FOI Manager will record all complaints.  


 
21.2. The CCG’s Insight and Learning Sub-Group will require assurance annually on 


compliance with the policy as part of its Insight and Learning programme.  
 


22. Review 
 
22.1. This policy will be formally reviewed every two years in accordance with the 


following:  
 Legislative or case law changes;  
 Changes or release of good practice or statutory guidance;  
 Identified deficiencies, risks or following significant incidents reported;  
 Changes to organisational infrastructure. 


 
23. References 
 


 Local Authority Social Services and National Health Services Complaints 
(England) Regulations 2009 


 The Principles of Good Complaint Handling (Parliamentary and Health 
           Service Ombudsman) 2008 


 Listening, Improving, Responding – a Guide to Better Patient Care 
           (Department of Health 2009) 


 NHS Constitution (Department of Health 2009 and 2013) 
 Guide to good handling of complaints for CCGs (NHS England 2013) 
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 NHS Outcomes Framework: Domain 4 – Ensuring that people have a positive 
experience of care 


 Independent review by the Rt. Hon. Ann Clwyd, MP for Cynon Valley, and 
Professor Tricia Hart, Chief Executive of South Tees Hospitals NHS Foundation         
Trust. 


 Mental Health Act 2005 
 Enfield CCG Complaints Policy 
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Appendix A 
 


Unusual Complaints Procedure 
 


Produced by the “National NHS Complaint Managers Forum” October 2015 
 


 
Background  
 
The CCG follows the “Unusual Complaints Procedure” which has been produced by the 
“National Complaints Managers Forum”. The “National Complaints Managers Forum” is a 
national complaints group whose membership includes NHS Trusts, Foundation Trusts, 
CCGs, CSU’s, NHS England, Department of Health and the Parliamentary and Health 
Service Ombudsman.  
 
The National Complaint Managers Forum is in place to share learning and guidance for 
NHS Organisations to ensure they are following best practice when handling their 
complaints. They produced the “Unusual Complaints Procedure” following concerns from 
members having “vexatious complainants” in their policies. The term “vexatious” should 
not be used as recommended after a Trust was taken to court where the judge said that 
using such terms label complainants and neither helps the process nor assists in a good 
image of complaint handling. It also alienates people against organisations and makes 
them less likely to complain. In order to avoid this happening the “National Complaints 
Managers Forum” produced this document to encourage best practice and provide 
guidance on handling unusual complaints.    
 
The “Unusual Complaints Procedure” includes the handling of complaints where the 
complainant is abusive or unreasonably persistent.  
 
Introduction 
 
There are a number of types of complaint handling that have some distinct differences to 
the way in which the majority of complaints are handled. These complaints result in staff 
working outside or following a slightly different process to the normal way in which 
complaints are investigated and reported to the complainant. This procedure is designed 
to encompass all those unusual circumstances and indicate a safe and uniformed process 
for handling them. 
 
It is important that complainants, themselves, do not feel that organisations are placing 
barriers in the way of the complaint handling or the use of terms are not understood by 
complainants to put them at any disadvantage in regards to making their complaint. In 
some instances below the measures included are only to be used as a last resort when all 
normal methods have failed. 
 
Types of unusual complaints  
 
Cross internal UK borders 
 
With the continued increase in mobility of the public more and more examples of people 
travelling and needing to use NHS in England. This does not preclude those patients and 
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their representatives from lodging a compliant with the English organisation about their 
care provided under the NHS. 
 
Such complaint should be handled as normal NHS complaints but with consideration to the 
need to gain any consent requirements. There are no extra or different requirements in 
handling this type of complaint. 
 
Cross borders internationally (coming in to the UK) 
 
England is an increasingly visited country for people from abroad. New rules governing 
charging for treatment are being implemented across the NHS but patients from abroad 
who have received NHS treatment have the right to complaint freely and have their 
complaint answered. The NHS Complaints Regulations still apply and complaints should 
be investigated and responded to in the same  way as a normal complaint falling under 
those regulations. 
 
However, it must be realised that contact with the complainant may be more difficult and 
meetings would probably be impossible. As a result of this and especially in more complex 
complaints time frames may well be elongated.  
 
Complaint when the complainant has already told you they are seeking or may seek 
legal remedy  
 
In cases of complainants making complaints where the person has indicated that they may 
or have already contacted a solicitor, or has indicated they wish to take the organisation to 
court to seek either serious monetary redress, it is important that such a complaint  carries 
on through the process without any hindrance. The 2009 Regulations withdrew the need to 
cease handling such legal complaints and to only treat the issues as a claim. These 
Regulations state that complaints of this nature need to be handled in accordance with the 
Regulations alongside any legal claims or action that is proceeding elsewhere. The only 
differences are the following: 
 


a. Where the Police are involved in any aspect of the complaint investigation, 
NHS handling would cease if the Police investigators believe that to continue the 
NHS organisations enquiry would endanger or hinder a criminal investigation and/or 
pervert the cause of justice. The complaint can then be recommenced when the 
Police indicate it is safe to proceed. 


b. When it is found that one or more elements of the complaint that are being 
complained about or that have arisen out of the investigation are upheld and an 
apology would have to be issued, it may be prudent to check the wording of the 
response with the NHSLA. This is to inform the NHSLA that there is a potential 
claim being processed as a complaint and also to get their sanction on the wording 
used for any apology and explanation. Of course if Doctor’s or Consultants are 
involved in the elements of the complaint then they might want to consult their 
insurance service for advice also. 
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Abusive  
 
People in the complaints process can sometimes start to be abusive to those dealing with 
the complaint. If this should occur it is important that the organisations policy on abusive 
patients is applied. (Haringey CCG will apply as detailed in Haringey CCG’s Serious 
Incident Policy) It is also important that this is recorded and commenced immediately. 
Abuse is something that can be repeated and can escalate into violence and therefore it is 
important to have a clear record and that immediate action is taken. 
 
All NHS organisations should have in place a policy dealing with abuse and violence to 
staff and this is the key resource to follow in this circumstance. Abuse to staff must not be 
side-lined or allowed to continue and managers must ensure that any staff abused are 
supported throughout their experience and afterwards. 
 
A basic guide is that a person being abusive to staff should be warned of their behaviour 
the first time this happens and this recorded in the local process. Any further abuse must 
then activate a mechanism for ceasing the interaction with that person though a phrase 
informing the person they had been warned about their behaviour and as a result of them 
not modifying their behaviour interaction was being terminated. Such actions must 
immediately be reported on the appropriate system. 
 
Where the complaint process is still underway this needs to continue as far as it can 
without encountering the person who created the abuse. If this is not possible the process 
should be halted until a more measured approach can be obtained. Records of this 
decision should be recorded along with reasons and action being taken. When the person 
gives assurance of good behaviour then the process can be re-started. If such an 
assurance is not forthcoming and the organisation is left in a position where it cannot 
therefore finalise a full and open response, the complainant must be informed in writing of 
the position that the complaint can no longer be fully investigated. If there are elements 
that have been finalised these can be reported on appropriately. 
 
Violence 
 
In the case where actual violence is used all interaction with that person should 
immediately be ceased and staff must look to their own and other staff / patients safety 
first and foremost. The Police should be informed and requested to attend. Again the local 
organisation must have a policy and process for handling violence to staff and this needs 
to be followed immediately.  
 
Any complaint handling already underway can be continued as far as possible. See 
provision under ‘Abuse’ for instances where investigation is hampered by not having 
access to the person perpetrating the violence/abuse. 
 
Repeat complaints with same elements 
 
When a complainant makes a complaint which has already undergone investigation with a 
formal response and has not identified anything different from the original finalised 
complaint, contact the complainant asking them to highlight either the individual elements 
they believe has not been answered or any aspect they do not understand. If necessary, 
provide the complainant with any extra explanation or information that deals with any 
issues they highlight. If they fail to respond or fail to highlight any deficiency in the existing 







Haringey CCG Complaints Policy                Page 20 


 


element responses, then within a reasonable time, write again to them informing them that 
you have tried to ascertain any issues they have and having failed to do this. Inform them 
that while they still have the right to take their complaint to the Ombudsman, you now 
consider the matter closed and will not enter into any further communications about these 
matters. If they highlight an area that you believe was not in the original complaint and is 
new to your organisation, then inform them this will be treated as a new complaint and 
start a new complaints process for this matter. 
 
If they keep highlighting elements saying they do not understand it is suggested you put 
each element is a plain and simple language as possible and send them this new 
response. Point out to them the conciliation service if they feel they still do not understand 
what you are telling them or suggest a meeting to go over the element/elements. Reiterate 
that you have attempted to simplify the answer and that you cannot do anything further to 
assist their understanding suggesting they either use the conciliation service or the 
Ombudsman. End by saying you now consider the matter closed and will not enter into 
any further communications about those matters. 
 
Failure to accept findings and not go to PHSO 
 
If a complainant disputes either the facts the investigation found or the results in the 
response and cannot adequately provide credible evidence that counters the 
investigations findings, the person should be sent a letter explaining that you have fully 
investigated the complaint and are unable to find any evidence in upholding any of the 
elements that are not upheld. Tell them again that they have the right to go to the 
Ombudsman but that as far as your organisation is concerned, the issues will no longer be 
discussed and that any further approach from them will be sent a receipt letter but will not 
be acted upon.  
 
Constantly bringing new elements to the same complaint 
 
When a complainant brings forward new elements to a complaint that has already been 
responded to any new elements of the complaint should be dealt with as a completely new 
complaint. However if this has happened more than once then the complainant must be 
asked, on the third time, to think about the complaint before you start to investigate the 
new element/s so that they are sure there are no further elements to be brought into the 
investigation. Assure them that if they bring any further elements within the next (seven) 
days they will all be investigated but if any further elements that are brought forward after 
this date (agree the date with the complainant) they will not be investigated as it is too 
disruptive to keep adding to the same complaint in such a staggered way. Keep in mind 
the reason may be of an individual having genuine issues but memory or educational 
difficulties and it is therefore important to ensure the process is fair and the complainant’s 
interests have been taken into consideration. 
 
If a complainant brings these elements forward during the investigation the Complaint 
Manager with the Investigator must decide if they add these to the existing complaint or 
deal with it as a fresh complaint. If they deal with the new elements as part of the existing 
complaint they should review the period of time they agreed with the complainant and 
discuss with the complainant any extension needed to conduct an efficient investigation. 
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Regularly making totally new complaints 
 
Complainants have a right to make complaints. There is no cut off period or grace period 
in the regulations for making multiple complaints and therefore there may be occasions 
where people make complaints regularly and in some cases overlapping complaints 
already under investigation. 
 
The first issue to be considered in these circumstances is, are the complaints genuine? If 
they are then, of course, they should be dealt with as normal complaints. However if you 
find that many of the complaints are unfounded and this constitutes the majority of the 
instances then you have to take a decision as to whether so other form on 
communications with the complainant is needed. Attempts should first be made to meet 
with the complainant to see why they continue to make complaints and what is their 
motivation particularly as the majority of their complaints seem to be unfounded. A 
mediator might be a useful resource at such a meeting. It is possible that they might be 
given a contact within the organisation to address any issues they have in the future. 
 
If they refuse to meet with the organisation or refuse to stop sending in regular complaints, 
a two part process should be introduced and this should be explained to them in a letter. 
The first stage of this is that a letter should be sent to them explaining that the majority of 
the complaints they are making are unfounded and giving them some idea of the costs 
involved that they are making on the organisation. Explain to them that such a cost cannot 
be tolerated as a long term issue and therefore you are giving notice that complaints in 
future will be put through a process of review. Complaints where a senior manager 
believes there to be some real substance to the matters will be progresses through the 
complaint procedure and those where this is not the case will just be receipted via a letter 
and then filed. 
 
If the recurrence of unfounded complaints does not reduce over a three month period a 
second letter on this issue should be sent to the complainant saying that all complaints 
from that source would in future just be receipted and filed with no further responses sent 
out to the complainant. 
 
Keep in mind the reason may be of an individual having genuine issues but memory or 
educational difficulties and it is therefore important to ensure the process is fair and the 
complainant’s interests have been taken into consideration. 
 
From Elected Representatives 
 
Elected representative should be treated as anyone else. No preference should be given 
to them as this would be considered preferential treatment. However, under legislation, 
elected representatives do not need consent when they are representing their 
constituents. If you are unsure if the person is an elected position please ask for 
clarification – Some Parish Councillors are elected and some are volunteers for instance. 
Also check to ensure the patient is their constituent as the complainant maybe but the 
patient may live in a different constituency. In all other matter treat the elected person as 
the complainant in relation to response, finding out further information etc.  
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Complaint involving an element of treatment abroad 
 
NHS Units are beginning to use clinical operative facilities in European countries to ease 
the burden on their own resources and to help deal with waiting lists. If a patient returning 
to the UK after being sent abroad on the NHS complains about any element of their 
treatment in that contracted centre then such issues must be dealt with under the 
Regulations. Again it will be difficult to conduct a timely investigation but the NHS body 
contracting the overseas organisation should have ensured that the agreement with the 
other company included a clause about complaints and conducting an efficient and open 
investigation. 
 
The Complaints Manager in the UK should contact the named person heading up the 
contract liaison in their own organisation and the person in the company abroad that is to 
deal with a complaint. Together they should arrange for that investigation to be held and 
the results to be feed back to the UK Complaints Manager.  
 
Complaint where the patient received private treatment 
 
If a patient receives private treatment but not under the NHS then the Complaints 
regulations do not apply and there should be a way in which the patient can complain 
about the organisation answer complaints within their contract with the patient. The patient 
should be referred to this. 
 
If the patient has received private treatment paid for by the NHS then there should be a 
mechanism for the patient to complain to the NHS organisation and for that body to liaise 
with the private company on the investigation and response. In this case the NHS 
Regulations do apply. 
 
Complainants who through their beliefs have an unusual need 
 
A complainant who through their beliefs has either refused treatment or requested some 
aspect in their treatment that is not normally provided must have their beliefs respected. 
The patient must be allowed up to a point to have the NHS organisation respect their 
alternative views and do what they can to facilitate their requirements. If these 
requirements become an over burden on the NHS body or seem to be not related to a 
wider religion or creed’s requirement then advice needs to be taken on how to reach a 
common understanding and a mediator may help in these circumstances. 
 
Complainants who have medical issues 
 
When a complaint is made by a patient who has a medical condition that impedes their 
ability to make the complaint or understand the findings, help should be provided to assist 
the patient. Advocacy services should be recommended or the involvement of family or a 
charity in assisting the patient. Efforts should be made to assist the patient to make their 
complaint and understand the outcomes in whatever best suits that patient and their 
wishes. 
 
A complaint that is made outside the 12 month period given in the Regulations for reason 
of a medical complaint delaying the filing of  the complaint must be dealt with under the 
regulation as long as an efficient and thorough investigation can be held. 
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Those affected by their communications skills – language 
 
In cases where a complainant is making a complaint and it is clear that their first language 
is not English, there needs to be an assessment as to their ability to understand what they 
are saying in English and their ability to understand. They need to be asked if they are 
willing and able to converse in English or if they would prefer to have an interpreter to 
assist through the process. In most cases where an interpreter is engaged it is often useful 
to also have a conciliator present from the local service. Ensure at all stages in the 
process that the complainant understands where in the process they are and what you 
have been telling them. Keep checking to see if they have any further issues or comments 
to make.  
 
Those affected by their communications skills – disability 
 
In cases where a disabled person has made a complaint, give the complainant an 
opportunity to indicate any needs they have to enable them to understand the process and 
where you are in the process. In relation to meetings ensure that you take all measures to 
ensure they have all they need to be able to access the place where the meeting is being 
held and if they require any facilities at the venue. 
 
Those affected by their communications skills – mental health 
 
In cases when a complainant with known mental health issues makes a complaint, it is 
useful to engage an independent mental health conciliator. This could be from within a 
mental health or acute Trust if they employ such a skilled person or from an outside 
organisation.  
 
Those affected by their communications skills – understanding 
 
It is important that all complainants fully understand the process that a complaint will go 
through and that they know where they are in that process as well as the final outcome. It 
is therefore important to ensure the complainant in the process gets help to make and 
progress their complaint. The local conciliation service should be able to assist them in 
this. Offer on their behalf to contact and introduce them to the service or local 
representative. 
 
Complainants who want disciplinary action against a member of staff 
 
The complaints process is entirely separate from the disciplinary process. The complaints 
process is listed as a no blame procedure, which is a misnomer. Of course, if a member of 
staff was implicated in some serious allegations which were found to be true during the 
investigation then a Trust would have to take a view as to if it intended to take disciplinary 
action against that member. However, complaints are meant to be a learning process and 
disciplinary action is only taken in the most serious cases. This needs to be explained to 
the complainant at the outset of the complaint and is another good reason for finding out 
what outcome the complainant is looking for. 
 
If disciplinary action is taken as a consequence of a complaint the Trust will need to take a 
decision on what to tell the complainant. The Trust will owe a duty of care to its staff 
member but also a duty to be open and honest with the complainant. It is entirely 
appropriate to inform the complainant that a staff member was re-trained or even was 







Haringey CCG Complaints Policy                Page 24 


 


disciplined but the Trust would have to decide how much information is given. The HR 
department should be consulted for more definitive advice. 
 
Complainants who demand to know the names of staff and other personal details 
 
As with the last instance, the individual Trust needs to decide on the release of names of 
staff and any other personal details about those members. Some Trusts give out names of 
staff under the duty of openness and now the Duty of Candour. However there have been 
instances of NHS Staff being stalked and even assaulted by patients and complainants. Of 
course if the complainant knows the name of the person or persons involved in their 
complaint which is quite common it is permissible to use those names in the response and 
process. The individual Trust will need to take the view on release of names not known to 
the complainant. 
 
As far as more detailed personal information is concerned it would be permissible to 
release qualifications of the staff member concerned but certainly not any details of 
addresses or contact details outside the Trust. 
 
If the complainant says they wish to make a complaint to a professional body and 
therefore requires the name of the person, the complainant can be informed to make their 
complaint and refer the professional body to the Trust’s HR Department for more details of 
the staff member. This can be facilitating by telling the complainant to pass the complaint 
reference number to the professional body so they can quote it in their approach to the HR 
Department. 
 
When a complainant put limits on who can be interviewed about the complaint 
 
Very occasionally a complainant may want a complaint to be made and investigated but 
they will not want a member of staff whom they might know to be interviewed in the 
investigative process. If this is the case the complainant must be informed that without the 
ability to collect full information in the investigative process then it may not always be 
possible to reach a definitive answer to their complaint. It will, of course, depend on how 
central the members of staff being precluded is to the complaint. However, that warning 
should be issued. 
 
The investigation can go ahead and a response written which based on fact may need to 
leave elements of the complaint that cannot be fully answered. If this is the case ensure 
this is explained in the letter and placed against the exclusion of the relevant staff 
members evidence.  
 
Complainants who are under 18 
 
When a complaint is received from a person who is under 18 there needs to be an 
assessment as to the person’s understanding. A health professional needs to contact the 
person and discuss their understanding of the issues within the complaint and decide if 
they believe the complainant to be fully conversant with the complaint issues and what 
they are asking for. If they believe that the have full cognisance of the matters then the 
complaint should go ahead and they should be treated like any other complainant. 
 
If it is decided that they do not fully understand the complaint or what will happen during 
the complaint process then they should be asking the complainant to make their complaint 
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through their parent or guardian. If the complainant decides not to do this then the 
investigation should continue but no report should be made unless the parent or guardian 
comes back with their contact details. 
 
Also view the guidance in the Social Care Complaints Regulations as a possible way 
forward on this point. Distributed with the September – October Monthly Update. 
 
Complainants who contact the organisation by phoning and writing to a number of 
people in the organisation (Scatter gun approach). 
 
As soon as this type of approach is recognised it needs to be carefully monitored and 
records need to be kept. As soon as sufficient records are available a letter should be sent 
to the complainant telling them of the difficulty the organisation is experiencing with this 
type of communication and that in future the complainant should only deal with the 
investigator of the complaint. If the investigation is concluded when this starts, the person 
to refer the complainant to would be the Complaints Manager.  
 
If, at the end of the complaints process, the complainant rejects this and continues to 
approach various staff members in the organisation a second letter should be sent. This 
should inform them that any further responses on the telephone will be terminated as soon 
as it is realised it is this complainant and recorded. They should also be told that these 
records will then be passed on to the Police with a complaint of criminal harassment. If it 
continues then follow through with this are report to the Police.  
 
Where a person is requesting an inappropriate form of redress to their issues 
 
When a  complainant  states they are expecting some form of redress that seems 
inappropriate for the level of the complaint, a dialogue needs to be started that while tries 
to stay neutral to the expected redress level states that redress is a matter to be decided 
once the investigation is completed. Do not raise the person’s hopes or expectations and 
while trying to remain neutral at this stage, confirm that redress can be looked at but only 
after the whole facts are known which would mean a full detailed investigation. 
 
When this becomes obvious at the end of the process and the person cannot be 
dissuaded from their view, then tell them an offer will be made in writing and if they choose 
to reject that offer they can then take the matter to the PHSO or through a claim against 
the Trust via their solicitors. 
 
A complaint that is made at a time that over the 12 month limit stated in the 
Regulations 
 
The regulations state that there is a 12 months’ time limit for making a complaint but also 
states a complaint can be accepted after this time: 


 If there was a good reason for the delay (patient too ill to make the complaint 
within the time) and / or 


 the person did not realise they had a matter that could be or needed to be 
complained about and / or 


 notwithstanding the delay, the complaint could still be investigated effectively 
and fairly 
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General Notes: It may be necessary to send letters via Special Delivery in cases where 
you may later need to prove you informed that person of the facts 
 
In all cases be mindful the reasons for unusual action may be of an individual having 
genuine issues but due to memory or educational difficulties has difficulties expressing or 
dealing with these matters normally. It is therefore important to ensure the process is fair 
and the complainant’s interests have been taken into consideration. 
 
If staff have been involved in a particularly stressful episode with a complainant please 
ensure there are support measures put in place to assist that member of staff. 
 
If complainants have been told their future letters or calls will no longer be responded to 
include in the process an appeal process for them to contact a Non Executive Director who 
can adjudicate as an appeal process. 
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Appendix C. Equality and Equity Impact Assessment 


This is a checklist to ensure relevant equality and equity aspects of policies have been 
addressed either in the main body of the document or in a separate equality & equity 
impact assessment (EEIA)/ equality analysis. It is not a substitute for an EEIA which is 
required unless it can be shown that a policy has no capacity to influence equality. The 
checklist is to enable the policy lead and the relevant committee to see whether an EEIA is 
required and to give assurance that policies will be legal, fair and equitable.  


 


 Challenge questions Yes/ 
No 


What positive or negative 
impact do you assess there 


may be? 


1.  Does the policy affect one group more or less 
favourably than another on the basis of: 


No  


  Race No  


  Ethnic origin (including gypsies and 
travellers, refugees & asylum seekers) 


No  


  Nationality No  


  Gender No  


  Culture No  


  Religion or belief No  


  Sexual orientation (including lesbian, gay 
bisexual and transgender people) 


No  


  Age No  


  Disability (including learning disabilities, 
physical disability, sensory impairment and 
mental health problems) 


No  


2. Will the policy have an impact on lifestyle?  
(e.g. diet and nutrition, exercise, physical 
activity, substance use, risk taking behaviour, 
education and learning) 


No  


3. Will the policy have an impact on social 
environment?  
(e.g. social status, employment (whether paid 
or not), social/family support, stress, income) 


No  


4. Will the policy have an impact on physical 
environment?  
(e.g. living conditions, working conditions, 
pollution or climate change, accidental injury, 
public safety, transmission of infectious 
disease) 


No  


5. Will the policy affect access to or experience 
of services? 
(e.g. Health Care, Transport, Social Services, 
Housing Services, Education) 


No  
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1. Introduction 


Haringey Clinical Commissioning Group (HCCG) is committed to ensuring  incidents 
and serious incidents are reported in a timely fashion and investigated to the 
appropriate level to maximise learning for the future. 


HCCG is responsible for ensuring serious incidents (SIs) arising from its 
commissioned services are properly investigated according to national frameworks 
with suitable actions taken to prevent reoccurrence. 


2. Scope 


This policy has been developed to ensure appropriate reporting and management of 
incidents and SIs that occur on Haringey CCG premises.  
 
The policy also explains the CCG’s process for managing SIs reported by its 
commissioned services (providers) to ensure timely and credible investigations that 
give confidence in the actions planned. For provider incidents that are not SIs, the 
CCG’s Quality Strategy outlines the process for monitoring themes and trends from 
patient safety incidents. 
 


Part 5 of this policy outlines the process for CCG incidents and part 6 outlines the 


process for CCG and provider SIs. 


2.1. Member practices 


Primary Care Practitioners (General Practitioners, Dentists, Pharmacists and 


Optometrists), providers of NHS funded care and member practices are required to 


have a local process in place for reporting incidents and near misses.  It is the 


responsibility of member practices to ensure that the practice culture is encouraging 


with regard to incident reporting and that staff and patients are supported in the 


aftermath of an incident.  


 


Member practices are required to report serious incidents to NHS England’s (NHSE) 


Patient Safety Team. The NHSE Patient Safety Team also provides advice on the 


management of Primary Care SIs and can be contacted by telephone during normal 


office hours on 020 7932 2659. All email correspondence should be sent to 


london.sui@nhs.net. NHSE has produced a Serious Incident Reporting policy for 


directly commissioned services and this is available on the Haringey CCG GP 


intranet.  


 


To support primary care development, the CCG will work with NHSE to ensure 


feedback and learning takes place from SIs involving member practices with 


reporting to the CCG Quality Committee. 


 


 


 


 


 


 



mailto:london.sui@nhs.net

http://nww.haringey.nhs.uk/Pages/Default.aspx

http://nww.haringey.nhs.uk/Pages/Default.aspx
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3. Roles and Responsibilities 


 
3.1. Chief Officer 


As Accountable Officer, the Chief Officer for Haringey Clinical Commissioning Group 


has overall responsibility for ensuring all incidents are appropriately managed 


according to this policy. 


 


3.2. Executive Nurse and Director of Quality and Governance 


 Executive Lead for Quality and Safety.  


 Accountable for ensuring the CCG has an effective process for 
managing Incidents and SIs 


 Ensure the CSU Safety Team monitor provider SI investigations including 
coordinating the North Central London patch CCG SI panel review 
meetings. 


 Ensure the CCG reviews SI reports with the CSU Safety Team  


 Ensure the following final reports of SIs from trusts/services which are 
commissioned by HCCG are sent to NHS England London Region Patient 
Safety Team to enable NHSE to satisfy the obligations of the relevant 
external process1. 


- Maternal Death 
- Mental Health Homicide  
- Serious Case Review – Children 
- Serious Case Review – Adults 


 
3.3. North East London Commissioning Support Unit (CSU) Risk and 


Governance Team 


 Responsible for providing advice and overseeing all CCG incidents and 


SIs 


 Provide a generic inbox and designated staff for receiving CCG  and 


provider SI notifications from the CSU Safety Team 


 Notify the Executive Nurse and Director of Quality and Governance 


and the Head of Quality and Performance of all provider SIs in real 


time. 


 Provide advice and guidance to CCG staff on incidents and SIs 


 Produce themes and trend report on CCG incidents and SIs for the 


Quality Committee. 


3.4. CCG Head of Communications and Engagement 
The Head of Communications and Engagement must always be informed of any 
situation where there may be press interest or ramifications for the CCG following an 
incident.  The Head of Communications and Engagement acts as the link between 
the CCG, CSU and NHS England in the preparation of press statements. 


 
 
 
 


                                                           
1 Head of Patient Safety (London Region)  NHS England on 10/01/14 
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3.5. All Staff 


It is the responsibility of all staff to ensure they are aware of, and comply with, all 


HCCG’s policies, procedures and guidance surrounding incident reporting and 


management. 


 


All staff have a duty to: 


 Assist in the immediate management of incidents (where appropriate).  


This includes making the environment, staff and patients safe, and 


providing any necessary treatment required 


 Identify and secure any equipment involved in the incident 


 Report all incidents using the form in appendix 1 also available on the 


CCG staff intranet  


 Report the incident to their line manager at the earliest opportunity in 


the case of suspected serious incidents (see appendix 2 of this 


document) 


 


3.6. All HCCG Managers 


It is the responsibility of all managers to ensure that: 


 All staff (including bank, agency and contractors) within their areas 


of responsibility follow this policy and procedure 


 All relevant stakeholders and notifiable agencies (such as the 


Health & Safety Executive) have been informed that an incident has 


occurred 


 Any relevant treatment required is provided to the person involved 


in the incident, and that the patient/s, staff, visitors and the 


environment is made safe 


 Any evidence, including faulty equipment, has been secured 


 An incident form has been completed satisfactorily and sent to the 


head of quality and performance within 48 hours, or 24 hours for all 


actual or potential serious incidents 


 All incidents are appropriately managed and investigated 


 Risk assessments are reviewed or completed as appropriate 


following an incident, and that risks are added to the relevant risk 


register if required 


 Staff are fully supported and, where appropriate, referred to 


Occupational Health 


 Thefts, assaults and other criminal activities towards, or by, staff 


and patients are reported to the Police 


 Feedback is provided to staff involved in an incident, and the Duty 


of Candour requirements are met for communication with patients 


involved in an incident. (http://www.cqc.org.uk/content/regulation-


20-duty-candour)  


 Action plans that are developed following incident investigations are 


fully implemented 



http://nww.haringey.nhs.uk/staff/policies/Pages/default.aspx

http://www.cqc.org.uk/content/regulation-20-duty-candour

http://www.cqc.org.uk/content/regulation-20-duty-candour





 


Page 7 of 53 
Version 2.0  Incident and Serious Incident Policy, February 2016 
 


 


3.7. North East London Commissioning Support Unit (CSU)  Safety Team  


The CSU Safety Team is responsible for monitoring provider serious incidents on 


behalf of HCCG. The flowchart for this is can be found in appendix 3.  


 


The CSU Safety Team will: 


 Have a generic designated secure inbox and staff  responsible for receipt 


of serious incident reports from providers 


 Monitor provider timeframes for reporting and submission of SI reports to 


ensure compliance with all relevant national guidance 


 Identify where providers governance /incident management processes 


may be deficient and highlight this to the provider and the CCG for 


discussion at the relevant CQRG 


 Have access to competent and experienced clinical advisers who can be 


engaged for advice or thematic reviews when required 


 Support and facilitate the North Central CCG SI panel  


 Have in place transparent processes to complete file closures 


 Support the Provider CQRG with regular review of serious incidents as 


part of the clinical quality review process and any related arrangements for 


quality surveillance and assurance on patient safety issues 


 Provide serious incident trend data and other relevant statistical analysis 


methods to inform quality reviews and commissioning decisions 


 Support the CCG by providing  information relating to all serious incidents, 


including never events, for publication  within annual reports and other 


public facing documents such as governing body reports, including data on 


the numbers and types of incidents, ensuring patient confidentiality is 


maintained 


 On behalf of the CCG provide assurance that providers are operating an 


open and just culture where patients are informed and involved in 


investigations when they have been affected by an incident, for example 


by looking for evidence of robust implementation of Duty of Candour 


 Ensure timely and transparent closure of serious incidents underpinned by 
effective communication with providers. 


4. Definitions of Incidents 


4.1 Incidents/Accidents. An unexpected or unplanned event that caused 


harm, or had the potential to cause harm, to a patient, member of staff, visitor, 


contractor or the CCG. 


4.2 Violence, abuse, harassment. Incidents which cannot be reasonably 


said to be accidental in motive and include physical assaults by any person, 


deliberate self-harm, aggressive incidents, and other incidents involving verbal 


abuse, sexual or racial harassment, or intimidation or threatening behaviour. 


4.3 Ill health, work or environmental related incidents. Illness which is 


related to work or the environment and could include hospital acquired infections, 
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industrial asthma and eczema, Unsafe environments, flooding, 


lighting/power/heating failure leading to of loss of services 


4.4 Fire Incident. Any incident which involves smoke, fire, suspected 


smoke or fire, or fire alarm whether it be actual or suspected. 


4.5 Security Incident. A security incident is one in which there is fraud, 


theft, deception, criminal damage, car crime, amongst other things involving staff, 


visitors to the CCG and its property as well as encompassing all CCG property. 


4.6 Patient Safety incident. Any unintended or unexpected incident that 
could have or did lead to harm for one or more persons receiving or requesting NHS 
funded care i.e. patient.  
 


4.7 Information Governance Incident. This relates to the breach, theft or 


loss of personal confidential data (PCD), of patients or staff. This could be anything 


from users of computer systems sharing passwords to an email containing personal 


confidential data being sent to the wrong recipient.  


An Information Governance incident also covers cyber-related incidents. These 


include, for example, spoof websites, cyberbullying, and phishing emails. For more 


examples of cyber-related incidents, please click on the following-HSCIC - IG SIRI 


Checklist Guidance and SIRI Assessment Tool 


4.8  Adverse incident. Any event which has given rise to potential or 
actual harm or injury, to patient dissatisfaction or to damage/loss of property. This 
definition includes patient or client injury, fire, theft, vandalism, complaints, assault 
and employee accident and near misses. It includes incidents resulting from 
negligent acts, deliberate or unforeseen.  
 


4.9 Non Clinical incident. An unintended or unexpected event in which a 
member of staff or the public has been, or could have been, killed, injured or suffered 
ill health or mental trauma, or which has led to or could have led to, loss or damage 
to equipment or property, or other financial loss. There are a number of categories of 
non-clinical incident and these are described below.  
 


4.10 Health and Safety incident. An event occurring by chance or arising from 
unknown causes resulting in injury, death or damage to people.  
 


4.11 Near Miss 
An event that has the potential to cause harm or was prevented from causing harm 


to one or more individuals, damage to property, a security breach or confidentiality 


breach. 


 


 


 


 



https://www.igt.hscic.gov.uk/resources/HSCIC%20SIRI%20Reporting%20and%20Checklist%20Guidance.pdf

https://www.igt.hscic.gov.uk/resources/HSCIC%20SIRI%20Reporting%20and%20Checklist%20Guidance.pdf
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4.12 Possible Serious Case Review or Safeguarding Adult Review  


A Serious Case Review (SCR) is commissioned by a Local Safeguarding Children 


Board (LSCB) when certain criteria are met2. If an SCR is not required because the 


criteria are not met, the LSCB may still decide to commission an SCR.   


A Safeguarding Adult Review (SAR) is commissioned by a Safeguarding Adult Board 


(SAB) when certain criteria are met3. Section 44, the Care Act 2014 stipulates that 


SABs must arrange a SAR when an adult in its area with care and support needs 


dies as a result of abuse or neglect, whether known or suspected, and there is 


concern that partner agencies could have worked more effectively to protect the 


adult. SABs must also arrange a SAR if an adult with care and support needs, in its 


area has not died, but the SAB knows or suspects that the adult has experienced 


serious abuse or neglect. 


All commissioned SCRs and SARs are declared as SIs. Until the decision is taken to 


commission an SCR or SAR the incident may not necessarily be declared as an SI 


but is subject to the reporting process in section 5 below to ensure senior managers 


are aware. 


4.13 Serious Incidents 


A serious incident is defined as an incident that occurred in relation to NHS-funded 


services and care resulting in unexpected or avoidable death, serious harm, a 


provider organisation’s inability to continue to deliver healthcare services, allegations 


of abuse, adverse media coverage and/or one of the core set of Never Events.  


Examples and further explanation of Serious Incidents can be found in appendix 6 of 


the policy and the NHS England Serious Incident Framework (2015) pages 12-14. 


All Adult and Child Serious Case Reviews are Serious Incidents 


5. Process/Requirements for Reporting and Managing HCCG Incidents  


 
There are certain steps that are taken in the management of ALL incidents 


(appendix 7), and these are: 


 Take immediate action to ensure that patients, staff, visitors and the 
environment are safe 


 Remove any faulty equipment or medication and place in a safe area 
for examination as part of any investigation that may follow 


 Ensure relevant agencies have been informed e.g. police 


 Inform patients, relatives, staff, visitors and any other relevant people 
that an incident has occurred  


                                                           
2 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/419595/Working_Together_
to_Safeguard_Children.pdf  (Chapter 4. P.75) 
3 http://londonadass.org.uk/wp-content/uploads/2015/02/LONDON-MULTI-AGENCY-ADULT-SAFEGUARDING-
POLICY-AND-PROCEDURES.pdf (S.2.9 p.34) 



file:///C:/Users/peregrinejonesr/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/BDTJ6QZO/NHS

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/419595/Working_Together_to_Safeguard_Children.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/419595/Working_Together_to_Safeguard_Children.pdf

http://londonadass.org.uk/wp-content/uploads/2015/02/LONDON-MULTI-AGENCY-ADULT-SAFEGUARDING-POLICY-AND-PROCEDURES.pdf

http://londonadass.org.uk/wp-content/uploads/2015/02/LONDON-MULTI-AGENCY-ADULT-SAFEGUARDING-POLICY-AND-PROCEDURES.pdf
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 Ensure an incident form (appendix 1) is completed by the member of 
staff involved in the incident, or someone who notices it.  


 Ensure the completed incident form is passed to the line manager 
within 48 hours for any further action, comment and signature and 
forwarded to the Head of Quality. Any remedial action that is 
undertaken or planned should be noted on the form. 


 Ensure the Incident form is signed off by the appropriate line manager 
who is responsible for ensuring a suitable investigation and corrective 
action is taken. 


 Ensure the incident is risk assessed using the risk assessment matrix 
set out in the incident form. A step by step guide on how to complete 
the matrix can be found in the Risk Management Strategy on the 
CCG staff intranet.  


 Ensure that the manager provides adequate feedback to the person 


reporting the incident. The Manager should sign their section of the 


incident form (appendix 1). 


 Investigate incidents and record their findings and action taken on the 


incident report form or separately if necessary. 


 


5.1. Incident Grading 


5.1.1. Management of incidents graded green, and yellow (Score of 1-6) 
 


 For green and yellow incidents local management action is taken as 


appropriate. 


 The investigation and action fields in the manager’s section of the incident 


form are completed by the manager responsible for incident management 


within the area the incident occurred. 


 The Head of Quality will be informed of all actions taken/implemented. 


5.1.2. Management of incident graded amber (Score of 8-12) 


 Where an incident is risk assessed and graded amber the manager 


responsible for incident management within that area will inform the Head of 


Quality.  


 The responsible manager will undertake the investigation with advice and 


support available from the Head of Quality on the investigation process. 


5.1.3. Management of incidents graded red (Score of 15-25) 


 Incidents graded as red are treated as Serious Incidents. The management 


and investigation procedure for incidents graded red is detailed in section 6 


and appendix 8. 


 The Quality Committee is responsible for monitoring Serious incident trends 


on a quarterly basis. 



http://nww.haringey.nhs.uk/staff/policies/Documents/Risk%20Management%20Framework.pdf

http://nww.haringey.nhs.uk/staff/policies/Documents/Risk%20Management%20Framework.pdf
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5.2.  Sharing of Lessons Learnt 


All teams/directorates will ensure incident outcomes are shared with the  team at a 


local level. Through the analysis of incidents all associated risks will be reported 


directly to the appropriate Director and where necessary added to the local risk 


register. 


Learning from incidents will be shared at an organisational level through the senior 


management meeting (SMT), directorate meetings (DMT), all staff communication 


cascade and reports to the Quality Committee. 


5.3. Reporting to External Agencies 


5.3.1.1. Health and Safety Executive - RIDDOR 


The Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 


(RIDDOR) 1995 came into force on 1st April 1996. The CCG must report deaths, 


major injuries, and accidents resulting in over 7 day injury, diseases, dangerous 


occurrences and gas incidents. 


The law changed on 6 April 2012. If a worker sustains an occupational injury 


resulting from an accident, their injury should be reported if they are incapacitated for 


more than seven days. There is no longer a requirement to report occupational 


injuries that result in more than three days of incapacitation, but records must still be 


kept of injuries. Appendix 11 contains RIDDOR reportable incidents. 


The Head of Quality will arrange RIDDOR reporting to the HSE, for all of Haringey 


Clinical Commissioning Group staff. When an incident has been identified as 


RIDDOR-reportable,The Head of Quality should be notified as soon as possible. In 


serious incidents resulting in major injury or death, the Health and Safety Executive 


need to be alerted immediately (www.riddor.gov.uk).  


6. Serious Incidents (SIs) 


 
6.1. National Framework for Reporting and Learning from Serious Incidents 


 


In order to provide national consistency in the definition of a serious incident and 
clear roles, responsibilities and timescales for completing Serious Incident 
investigations, the National Patient Safety Agency (NPSA) launched the first release 
of a National Framework for Reporting and Learning from Serious Incidents 
Requiring Investigation (SIRIs) in March 2010. The National Framework for 
Reporting and Learning from Serious Incidents  Requiring Investigation (2010) has 
been revised.  The revised Serious Incident Framework (2015) can be accessed via 
the following link:  https://www.england.nhs.uk/patientsafety/serious-incident/ 
HCCG has adopted the 2015 framework in full and expects those commissioning on 
behalf of the CCG or providing NHS funded care commissioned by the CCG to 
adhere to the guidance contained in the framework. This policy provides some 
additional information as an addendum to the national framework that specifically 
applies to all organisations in London. 



https://www.england.nhs.uk/patientsafety/serious-incident/
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6.2. The CCG has distinct roles in the management of SIs:- 


 Managing and investigating SIs arising from the CCG  


 Ensure contract and quality monitoring arrangements are in place for 
monitoring SIs in acute, community, mental health and Independent 
Sector Treatment Centres (ISTC). 


 Support non NHS providers with reporting and investigating SIs 
affecting CCG patients  


 Ensure the CSU Safety Team monitor provider SI investigations 
including the implementation of action plans for Never Events.  


 Ensure NHS England as Commissioner of primary care services 
supports Primary Care Practitioners with managing, investigating and 
monitoring primary care incidents. 
 
 


6.3. Who should report SIs? 


 All staff employed by HCCG should report SIs to the Head of Quality 
(with assistance from the appropriate  senior manager) who will 
complete the serious incident report on NHSE Strategic Executive 
Information System (STEIS).  


 NHS Providers such as Mental Health and Acute Services are able to 
report SIs on STEIS. However where this is not possible i.e. voluntary 
or third sector, the SI should be reported to the Head of Quality who 
will log it on STEIS on their behalf. The Provider is responsible for 
conducting its own  Root Cause Analysis (RCA) investigation. SI final 
reports for services commissioned by HCCG are quality reviewed by 
the CSU  Safety Team unless the service is commissioned by NHSE 
under specialised commissioning 


 Independent Contractors should report SIs to the NHSE Patient Safety 
Team who will log this on STEIS as detailed in section 2.1. 


 
6.4. How to report and manage Serious Incidents within HCCG  
 


6.4.1. CCG SI notification form 
The CCG SI notification form (appendix 2) must be completed for all SIs. This should 
include full details of the incident including when and how it happened, information 
about how it is being managed, including media handling arrangements.  
 


6.4.2. When should SIs be reported? 
Serious incidents must be reported on the NHSE STEIS system no longer than 2 
working days after the incident is identified. SIs should be reported to the Head of 
Quality within 24 hours of the SI being identified to enable the STEIS form to be 
completed. Limited information early is better than full information late in order to 
ensure that there are ‘no surprises’ and that NHS England is briefed in a timely 
manner. 


 


An initial review (characteristically termed a ‘72 hour review’) should be 
undertaken and uploaded onto the STEIS system. This should be completed 
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within 3 days of the incident being identified. The aim of the review is to cover 
necessary immediate action with respect to: 
- Identifying and providing assurance that the safety of staff, patients and the 
public is protected; 


- Assessing the incident in more detail (and to confirm if the incident requires a 
full investigation); 


- Proposing the appropriate level of investigation; and 


- Communicating with relevant individuals and organisations including the families 
(of victims and perpetrators) Police, CQC, Monitor, TDA, Coroner, HSE as required. 


In line with appendix 8, the individual who suspects the incident they are managing 
to be an SI must act immediately to inform their line manager/on call Director. 
Contemporaneous records must be kept detailing the immediate actions taken. 
This record should reflect who did what, where authorisation came from, a time 
line is useful for this. The manager dealing with the SI at this time should be the 
person to keep this record. 


The Director must take any immediate action necessary to prevent danger to 
staff, service users and the public. 


Notifying the NHSE Safety Team of SIs 
The NHSE Safety Team has recently confirmed they are no longer able to 
continuously monitor STEIS and have requested notification as soon as possible 
about SIs or potential SIs of particular significance. These are likely to be where 
a serious incident: 


1. activates the NHS Trust or CCG major incident plan 


2. is of significant public concern 


3. could give rise to significant media interest or will be of significance to other 
agencies, such as the police or other external agencies 


In the event of such SIs, the NHSE patient safety helpline telephone number 


is: 0203 182 4972 


Should it be deemed necessary to make contact out of office hours, the 
telephone number is as follows: 


0844 822 2888 and quote NHS01 (NHS zero one). 


The NELCSU Patient Safety Team have agreed a process to take this forward 
on behalf of the CCG as follows: 


On receipt of an SI alert which meets the criteria set out above, the safety team 
will telephone NHSE Patient Safety Helpline and provide the following information: 


 Date of Telephone Call 


 StEIS Reference Number 


 Reporting Organisation 


 Incident Category. 


As these incidents generate a Real Time Alert (RTA), when the RTA is sent to 
CCG’s the safety team will confirm NHSE have been notified. 
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6.4.3. De-escalation Requests 
On occasions where SIs are reported with limited information which on further 
investigation does not meet the criteria for an SI, the SI can be de-escalated.  A 
request for an SI to be de-escalated must be sent to the CSU and agreed with the 
Director of Quality & Integrated Governance at the CCG.  The request must include 
information on why the incident does not warrant further investigation under the SI 
process. The Director of Quality & Integrated Governance will aim to inform the Trust 
and CSU of the decision within 10 working days.  
 
6.4.4. Investigation of internal SIs 


Following notification and declaration of a SI, an internal investigation panel must be 
initiated within 2 weeks. The internal investigation panel must be set up for all CCG 
SIs. This investigation should be conducted using root cause analysis techniques 
(appendix 9) and in accordance with other best practice guidance issued by the 
NPSA http://www.nrls.npsa.nhs.uk/resources/collections/root-cause-analysis/. All SIs 
are investigated using RCA techniques unless independently investigated.  Where 
court proceedings in relation to the incident have started, or are likely, legal advice 
should be sought with a view to ensuring that the investigation does not prejudice 
those proceedings.   
 
6.4.5 Internal SI Investigation Panel 


The internal CCG SI investigation panel will:- 
  
 have a Chair with sufficient skills and demonstrable independence from the 


setting in which the incident arose 
 include individuals with appropriate investigation skills, such as root cause 


analysis methodology 
 be established within two weeks of notification of the incident  
 have the active co-operation and participation of internal staff and other relevant 


agencies (e.g. Social services, criminal justice agencies, private providers) in the 
review process, with representation depending on the extent of the 
organisation’s involvement in the case  


 establish and agree clear terms of reference  
 have access to such evidence as it needs in order to review the incident 
 maintain appropriate records  
 follow the Duty of Candour requirements and appropriately communicate with 


and support families and other key personnel  
 report promptly to senior management team (SMT), with clear recommendations 


and an action plan within the required timescales 
 


The proceedings of the investigation team are separate from any disciplinary 
proceedings that may have arisen from the incident. Where such disciplinary 
proceedings occur, professional human resources advice should be obtained. The 
CCG encourages the use of the NPSA Incident Decision Tree 
http://www.nrls.npsa.nhs.uk/resources/?EntryId45=59900 which aims to help the 
NHS move away from attributing blame and instead find the cause when things go 
wrong.  
 



http://www.nrls.npsa.nhs.uk/resources/collections/root-cause-analysis/

http://www.nrls.npsa.nhs.uk/resources/?EntryId45=59900
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6.4.6 Submission of Final Reports 


The grading of SI’s was removed from the 2015 Serious Incidents Framework. 
Report submission timescales are now 60 days for all SI reports. Final reports 
should be submitted to the Quality Team within 50 days to allow for review and 
internal governance sign off. 


 
6.4.7. Report Format 


As a minimum SI reports should include the following (see appendix 9 for RCA report 
template): 


 Incident description and consequences 


 Incident Date 


 Incident Type 


 Healthcare Specialty 


 Actual effect on patient and/or service: 


 Actual severity of the incident:  


 Level of investigation conducted 


 Involvement and support of the patient and/or relatives 


 Detection of incident  


 Clear, fact based chronology of events leading up to the incident 


 Care and service delivery problems 


 Contributory factors 


 Root causes 


 Lessons learned 


 Recommendations 


 Arrangements for shared learning 


 Distribution list  


 Appendices 


 Action  
 
SI reports must not include any patient identifiable data or staff names. Staff job 
titles should be used instead. 


 
6.4.8. Action Plans 


All action plans must include: 
- Recommendation - every recommendation must have a clearly articulated 


action 
- Action  
- Implementation by whom - a responsible person (job title only) must be 


identified for each action point 
- Implementation by when - there are dates for proposed completion of actions 
- Evidence of Completion - description of the form of evidence that will be 


available to confirm completion 
- Monitoring and Evaluation Arrangements 


 
A SMART approach to action planning is recommended. That is, the actions should 
be: Specific, Measurable, Attainable, Relevant and Time-bound. They should be 
relevant to the findings of the investigation, and where timescales have passed 
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relevant to the timeliness in submitting the final report, actions should be updated to 
include detail of any progress made. 
 
6.4.9. Internal SI Investigation - Final Report and Action Plan review process 


Completed CCG SI final reports will be reviewed by the Head of Quality to ensure it 
complies with the NHSE minimum report requirements, agreed by the relevant 
director and signed off by the Quality Committee before submitting to the Head of 
Patient Safety NHSE.  Following approval of the final report, the lead investigator will 
share the completed investigation report and action plan with the relevant 
individuals, teams and directorate and organisations. Reports involving patients 
should be shared in line with the NHS Duty of Candour requirements. The Head of 
Quality will send the approved report to NHSE. On receipt of the report; NHSE 
reviews its content and structure and provides feedback to the CCG.  
 
6.4.10. Closure of the SI  


The NCL SI panel recommends CCG SIs for closure following evidence of 
successful action plan implementation. However, the final decision to close on 
STEIS lies with NHSE once it is satisfied that the report and action plan address the 
issues to minimise the risk of recurrence.  
 
6.4.11. Extension of timescales 
 
Where the Investigation Manager knows that the report will not be submitted within 
the deadline, this should be communicated to the Executive Nurse and Director of 
Quality and Governance who will request an extension from NHS England.  
 
6.5. Arrangements for Managing and Monitoring Provider Serious Incidents 
From April 1st 2013, responsibility for Serious Incident monitoring for both 
Foundation and non-Foundation NHS Trusts transferred to Clinical Commissioning 
Groups (CCG’s). Within each provider, where there are multiple commissioners, the 
‘lead commissioner’ (usually the commissioner with the greatest contract value) 
leads the oversight of serious incident management across the organisation. The 
NELCSU Patient Safety Team undertakes the provider SI monitoring function on 
behalf of HCCG. The flowchart for managing provider SIs can be found in appendix 
3. 


The CCG Quality Team will provide advice and support on serious incidents 
involving NHS providers who do not have access to STEIS. Assurance on their 
incident management process will be via the contract monitoring arrangements. 


 


7. Serious Incidents Special Categories 


 
7.1. Safeguarding Children and Adults 
The Serious Incident Framework is not a substitute for safeguarding. Where 
safeguarding is indicated a safeguarding referral must be made, however a root 
cause analysis under the Serious Incident Framework may be considered an 
appropriate response to a safeguarding enquiry. Two possible scenarios are below: 
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Emergency seeing signs of physical abuse. This would warrant a safeguarding 
referral to the Local Authority but would not be routinely recorded as an SI.  


egations against healthcare staff within the provider of an adult at 
risk, then a safeguarding referral would need to be made and an SI would need to be 
declared. This would equally be the case if there is patient against patient abuse.  


All Safeguarding Adult Reviews (SAR) and Children’s Serious Case Reviews should 
be recorded on STEIS by the CCG in the borough in which the SAR or SCR has 
been commissioned.  
 
In Haringey CCG reporting on and updating the STEIS system will be by Designated 
Professional for Safeguarding Adults and Designated Nurse for Safeguarding 
Children respectively. At the same time as reporting on STEIS, the CCG SI 
notification in appendix 2 should be completed and sent  to the Head of Quality for 
information. 
 
Due to the complex nature of safeguarding children and adult incidents, 60 days 
reporting timeframe is not monitored by NHSE in the same way due to the length of 
time required to conduct a SAR or SCR and involvement of various agencies and 
stakeholders.  
 
The CCG however is required to update the NHSE STEIS system regularly on all 
SARs and SCRs.  
 
 
7.2. Health Care Associated Infections  
 
7.2.1. MRSA 
All identified cases of MRSA bacteraemia deaths recorded on part 1 of the death 
certificate need to be reported as an SI 
 


7.2.2. PIR (Post Infection Review)  
As of 1 April 2013 (guidance updated April 2014), all NHS 
organisations reporting positive cases of methicillin-resistant Staphlococcus 
aureus (MRSA) bacteraemia via the Healthcare Associated Infections Data Capture 
System (HCAI DCS) will be required to complete a Post Infection Review (PIR). 
PIR’s must be undertaken on all bloodstream Infections (BSI) using a toolkit within 
the NHSE guidance on the reporting and monitoring arrangements and post infection 
review process for MRSA bloodstream infections (link below) to identify any possible 
failings in care and to identify the organisation best placed to ensure improvements 
are made. 
https://www.england.nhs.uk/wp-content/uploads/2014/04/mrsa-pir-guid-april14.pdf 
 
The PIR replaces the current requirement to undertake Root Cause Analysis (RCA). 
MRSA BSIs RCAs will still be required for other HCAIs (currently MSSA and E. coli 
BSIs and Clostridium difficile infection. 
 
Where an MRSA BSI has been identified, it is the responsibility of the organisation 
from which the sample originated to ensure that the full mandatory data set is 
recorded on the new national system DCS (for example, in the case of a GP, the 



https://www.england.nhs.uk/wp-content/uploads/2014/04/mrsa-pir-guid-april14.pdf
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CCG is the responsible organisation and will involve any other provider organisation 
as necessary).  
 
7.2.3. CCG led PIRs  
The new investigation process has been introduced nationally giving CCG leads 14 


working days to complete a PIR of the patient’ journey prior to acquiring the MRSA 


bacteraemia. This process will involve all clinicians recently involved with the patient 


and will include looking through patient records and attending a PIR meeting to 


establish an accurate timeline for the patient (similar to previous RCA investigations 


with a greatly reduced time frame for completion). The PIR process will be led by the 


CCG that the patient GP is linked to, in all cases classed as community acquired i.e. 


patient has MRSA positive blood culture if the patient was an inpatient in an acute 


Trust, and if the sample was taken on: 


Day of admission: (Day 1) PIR to be led by the CCG 


Day of admission: Day +1 (Day 2) PIR to be led by the CCG 


All MRSA positive blood cultures taken Day of admission: Day +2 (Day 3) after 
admission are classified as acute trust acquired and the PIR process will be led by 
the acute trust.  
 
The CCG Head of Quality (with advice from an  Infection Control Expert) will need to 
record on the DCS the "outcome" of the PIR, that is the set of summary fields and 
the agreed organisation to which the MRSA BSI will be finally assigned for 
surveillance purposes.  
 
 
7.2.4. Clostridium difficile  
Clostridium difficile cases need reporting as an SI as follows:  
Classified as Part 1 on the death certificate where it is clear Clostridium difficile has 
made a significant contribution to cause of death.  
 
7.3. Screening Incidents 
National screening programmes are public health interventions, which aim to identify 


disease or conditions in defined populations in order to either reduce morbidity or 


mortality. Screening programmes are sometimes made complicated because the 


activity of screening often takes place within pathways across several organisations.  


Often there are a wider range of organisations involved including those at a national 


level and organisations who externally quality assure the screening programmes. 


Therefore the management of a SI becomes complicated with the potential to cause 


delay or confusion. For this reason a policy for managing serious incidents in 


screening has been developed by the regional Directors of Public Health and Public 


Health England leads on screening incidents. Serious Incidents in NHS National 


Screening Programmes must be managed in line with the guidance: Managing Safety 


Incidents in National Screening Programmes (October 2015), which is aligned with the 


principles and processes set out in this Framework.   
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The policy states that a screening SI is: An actual or possible failure at any stage in 


the pathway of the screening service, which exposes the programme to unknown 


levels of risk that screening, and assessment or treatment of screen-positive people 


have been inadequate, and hence there are possible serious consequences for the 


clinical management of patients. The level of risk to an individual may be low, but 


because of the large numbers involved the corporate risk may be very high. The 


screening guidance is available on: http://www.screening.nhs.uk/incidents 


7.4. Pressure Ulcers  
Safeguarding decisions need to be made at the following stages of investigation: i) if 
there are immediate concerns on identification of a pressure ulcer ii) following 
completion of the ‘Safeguarding Adults Pressure Ulcer (SAPU) Deciding whether to 
do a safeguarding referral decision guide’ (HCCG, 2015) and iii) following completion 
of a root cause analysis investigation (RCA) the SAPU decision guide will need to be 
applied again.  A flowchart for reporting can be found in appendix 13 and the 
decision guide in appendix 14. 
 


7.4.1 Initial Safeguarding decisions 


On identification of either a Grade 3 or 4 or multiple 2 pressure ulcers, if there are 


any immediate concerns/risks of abuse or neglect then a safeguarding referral will 


need be made immediately.  If there are no immediate concerns, then the SAPU 


Deciding whether to do a safeguarding referral decision guide’ (HCCG, 2015) should 


be applied within 24 hours.   If the score is 15 or above (i.e. the PU is avoidable) 


then a safeguarding referral needs to be made, STEIS notification completed and an 


root cause analysis (RCA) undertaken. 


7.4.2 Route Cause Analysis 


All Grade 3 and 4 and multiple 2 Pressure Ulcers will require a RCA to be completed 


within 10 working days.  At the end of the RCA the SAPU decision guide (HCCG, 


2015) will need to be applied.   If the score is 15 or above (i.e. the pressure ulcer is 


avoidable) then a safeguarding referral should be made and STEIS notification 


completed. 


 


7.4.3 Definitions 


Unavoidable Pressure Ulcer:  “Unavoidable” means that the person receiving care 
developed a pressure ulcer even though the provider of the care had evaluated the 
person’s clinical condition and pressure ulcer risk factors; planned and implemented 
interventions that are consistent with the persons needs and goals; and recognised 
standards of practice; monitored and evaluated the impact of the interventions; and 
revised the approaches as appropriate; or the individual person refused to adhere to 
prevention strategies in spite of education of the consequences of non-adherence.” 
Unavoidable PU do NOT need to be reported on STEIS 
 
Avoidable Pressure Ulcer: “Avoidable” means that the person receiving care 



http://www.screening.nhs.uk/incidents
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developed a pressure ulcer and the provider of care did not do one of the following: 
evaluate the person’s clinical condition and pressure ulcer risk factors; plan and 
implement interventions that are consistent with the persons needs and goals, and 
recognised standards of practice; monitor and evaluate the impact of the 
interventions; or revise the interventions as appropriate.” Avoidable PU DO need a 
STEIS notification AND Safeguarding referral.                                                                   
[National Patient Safety Agency (2010) Defining avoidable and unavoidable pressure ulcers. 
http://www.patientsafetyfirst.nhs.uk/ashx/Asset.ashx?path=/PressureUlcers/Defining%20avoidable
%20and%20unavoidable%20pressure%20ulcers.pdf(last accessed march 2012]. 


 


7.5. Homicide 


As required by HSG (94) 27 Department of Health has agreed that incidents of 
homicides committed by mental health patients will continue to be managed by NHS 
England, even if the mental health trust involved is a foundation trust. Appendix 4A) 
includes a flowchart for managing homicides. Not all homicides will meet the criteria 
for HSG (94) 27. A homicide inquiry may not be commissioned by NHSE where 
there is a Domestic Homicide Review. Domestic Homicide Reviews (DHR) were 
established on a statutory basis under section 9 of the Domestic Violence, Crime 
and Victims Act (2004) on 13th April 2011 
(http://www.homeoffice.gov.uk/crime/violence-against-women-girls/domestic-
violence/domestic-homicide-reviews/. CCG’s have however been asked to report 
Domestic Homicides to NHSE on STEIS for information. 
 


7.6  Domestic Homicide Review  


A Domestic Homicide is defined as:  


The death of a person aged 16 or over which has, or appears to have, 
resulted from violence, abuse or neglect by— 


a) A person to whom s/he was related or with whom s/he was or had been in 
an intimate personal relationship, or 
b) A member of the same household as him/herself, held with a view to 
identifying the lessons to be learnt from the death. 


A Domestic Homicide is identified by the police usually in partnership with the 
Community Safety Partnership (CSP) with whom the overall responsibility lies 
for establishing a review of the case. 


Where the CSP considers that the criteria for a Domestic Homicide Review 
(DHR) are met and should be undertaken, they will utilise local contacts and 
request the establishment of a DHR Panel. An independent chair will be 
appointed. 


The Review Panel must include individuals from the statutory agencies listed 
under section 9 of the Domestic Violence, Crime and Victims Act 2004, this 
includes NHS England, and Clinical Commissioning Groups. 



http://www.patientsafetyfirst.nhs.uk/ashx/Asset.ashx?path=/PressureUlcers/Defining%20avoidable%20and%20unavoidable%20pressure%20ulcers.pdf(last

http://www.patientsafetyfirst.nhs.uk/ashx/Asset.ashx?path=/PressureUlcers/Defining%20avoidable%20and%20unavoidable%20pressure%20ulcers.pdf(last

http://www.homeoffice.gov.uk/crime/violence-against-women-girls/domestic-violence/domestic-homicide-reviews/

http://www.homeoffice.gov.uk/crime/violence-against-women-girls/domestic-violence/domestic-homicide-reviews/
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The purpose of a Domestic Homicide Review is to; 


a) Establish what lessons are to be learned from the domestic homicide regarding 
the way in which local professionals and organisations work individually and 
together to safeguard victims; 


b) Identify clearly what those lessons are both within and between agencies, how 
and within what timescales they will be acted on, and what is expected to change 
as a result; 


c) Apply these lessons to services including changes to policies and procedures 
as appropriate; and 
d) Prevent domestic violence and abuse and improve service responses for all 
domestic violence and abuse victims and their children through improved intra 
and inter-agency working. Further details on DHR can be found in appendix 4B). 


 


7.7 Information Governance SIs 


Department of Health guidance states that “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 includes 


electronic media and paper records. 


All IG related incidents should initially be reported in line with the CCG’s incident 


reporting template and sent to the Head of Integrated Governance who will inform 


the CSU Information Governance Lead. The cybersecurity IG incidents will involve IT 


as a component and in such cases the CSU IT helpdesk should also be informed. 


The severity of the incident should be assessed in line with the Health & Social Care 


Information Centre’s   IG SIRI Checklist Guidance and SIRI Assessment Tool  and in 


liaison with the CSU IG Lead, as well as identifying the owner/s of the data and 


identifying the relevant parties to be informed of the incident.   


 


Incidents assessed at level 2 or higher are classified as serious incidents and must 


be investigated in line with the CCGs Serious Incident Policy, reported by the 


appropriate Data Controller to DH and the ICO through the Information Governance 


incident reporting tool, weblink attached.  IG Incident Reporting Tool   


 


This should normally be done within twenty four hours of becoming aware of the 


incident. For incidents assessed at level two and above a subsequent full root cause 


analysis investigation should be undertaken and an appropriate senior manager 


identified to lead on the investigation. There should also be appropriate input from 


relevant subject matter experts such as Information Governance, Information 


Communication Technology and Information Security. A flowchart for IG incidents 


can be found in appendix 10. 


 
Incidents assessed at level zero or one are deemed as low level incidents and 


should be processed in line with the CCG’s incident reporting policy. The CCG is not 


required to report level zero or level one incidents on the IG incident reporting tool. 



https://www.igt.hscic.gov.uk/resources/HSCIC%20SIRI%20Reporting%20and%20Checklist%20Guidance.pdf

https://www.igt.hscic.gov.uk/
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8. Training 


All new HCCG members of staff will be introduced to the principles of risk 
management, including incident reporting procedures, during their induction training 
and all staff will receive update training annually on incident reporting as part of risk 
management training. 
 
Managers will be provided with training in root cause analysis and refresher sessions 
will be available when there is demand. 
 
 


9. Monitoring Compliance with this policy 


HCCG managers will use the policy assurance form (appendix 16) to document 


embedding of this policy. An annual spot audit of randomly selected services will be 


carried out to confirm the assurance forms are in place. 


 
This policy will be monitored for effectiveness by the following processes: 


 
 SI reports monitored at CSU Quality leads meeting 
 Incident trend analysis and learning reports to the Quality Committee Quarterly 


Provider SI themes and trends report produced by the CSU Safety Team and 
monitored by the Clinical Quality Review Group and the CCG Quality Committee 
and report to part 2 Governing Body meetings via the integrated performance 
dashboard. 


 Lessons learnt should be shared with staff via newsletters and events 
 Annual incident trend analysis reports to the Governing Body via the Risk 


Management Annual Report 
 Annual audit of incident reporting forms and application of the policy by the head 


of governance.  
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Appendix 1: HCCG Incident Reporting Form 


 


Incident Details 


Incident 


Date 


 Incident 


Time  


 Type of 


Incident 


 


Location of Incident 


Directorate  Department  


Incident location address:  


Description of Event (Enter Facts not opinions, Do not enter names of people):  


 


 


Immediate Action Taken (Enter action taken at the time of the event or immediately after):  


 


 


 


Details of Person Affected 


Surname:  First Name:  


 


Has anyone been harmed as a result of this incident? 


 Near Miss This was a prevented safety incident 


 No Harm The incident occurred but no-one has been harmed as a result 


 Low Harm The incident has caused short term injury. Full recovery in <3 days. 


 Moderate Harm* The incident has caused semi-permanent injury 


 Severe Harm* The incident has caused permanent injury 


 Catastrophic*  An incident that leads to the death of one or more persons 


 


*Please contact the Head of Quality and Performance to discuss within 1 working day of incident (contact 


details on page 3) 


 


 


*If the incident involved equipment/device please ensure that batch/serial/asset numbers are recorded: 


 


 







 


Page 24 of 53 
Version 2.0  Incident and Serious Incident Policy, February 2016 
 


 


Details of the incident reporter: 


Name  


Directorate   


Email Address  


Telephone  


Your Line Manager/  


Person responsible for local incident 


management 


 


 


What happens next? 


Please pass the form to your line manager or the person responsible for incident management in your 


department for review and investigation.   


 


 


 


Risk Assessment: 


Please refer to the Haringey CCG Risk Management Strategy (Available on intranet) Risk Consequence 


core for further information  


 Likelihood of incident happening at that severity 


Severity of 
incident  


1  2  3  4  5  


 Rare  Unlikely  Possible  Likely  Almost certain  


5 Catastrophic  5  10  15  20  25  


4 Major  4  8  12  16  20  


3 Moderate  3  6  9  12  15  


2 Minor  2  4  6  8  10  


1 No harm 1  2  3  4  5  


 


Please assess the risk grade of the incident prior to investigation using the 


matrix above (Likelihood x Severity=) and record: 


The risk grading will help identify the level of investigation required.   


Investigation Details: 


RIDDOR 


Reporting 


Is this Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 
(RIDDOR) reportable? RIDDOR incidents must be reported within 15 days by the 
CCG to HSE  
If yes, Manager must telephone Head of Quality and Performance immediately who 


will report the incident to the HSE. 


Name  Job Title  Date   


 


Local incident Line Manager must complete this part of the form: 
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Please provide details about the investigation that has been undertaken following the incident: 


 


 


 


Contributory Factors and Root Causes:  


Please list any contributory factors and root causes that you have identified through your investigation 


of the incident. Continue on a separate sheet if necessary. 


1.  


2.  


3.  


 


Actions: 


Please list any actions which have been or will be taken to reduce the impact of this incident or the 


risk of it happening again. Continue on a separate sheet if necessary. 


 Action Required Person Responsible Due Date 


1.    


2.    


3.    


 


Re-Assess the Risk: 


Following investigation you should re-assess the risk posed in light of the actions planned to mitigate 


the risk.  Use the matrix at the top of this page (Likelihood x Severity=) and record the grade here: 


 


Once completed: 


Email the form to: qualityandsafety.Haringeyccg@nhs.net 


*Please be aware that if the form contains patient or staff details you must also send from an nhs.net 


account* Or post the form to: Head of Quality and Performance, Haringey Clinical Commissioning 


Group, 4th floor River Park House 225 High Road N22 8HQ  


Thank you for taking the time to report this incident. 
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Appendix 2: HCCG SI Notification Form 


The Designated Manager should use this Briefing template to record the details of an 


SI. It should be used to record all SIs, including those reported to the CCG by 


external agencies. Each version of the briefing note should be signed and dated, and 


emailed to the Head of Quality. 


Date SI 


Reported:  


Time Reported (24-


hour format only):  


When, Where & Your Details 


Date of Incident: 
 


Reporter Name: 
 


Time of Incident: 
 


Reporter Job Title: 
 


Site of Incident: 
 


Reporter Tel. No.: 
 


Location of Incident: 
 


Reporter e-mail: 
 


What Happened? 


Description of what 


happened: 


 


 


 


  


Serious Incident 


Grade: 


Likelihood of occurrence:      


Most likely 
consequences: 


  


Overall Risk Rating:    
Immediate action 


taken:  


Action proposed  
 


Please add any 


further information 


(which is not 


addressed above) 


here: 
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Appendix 3: CSU/CCG Provider Serious Incidents Management Process 


 


   


 


 


    


 


 


 


          


 


 


 


          


 


 


 


 


  


 
 
 
 
 
 
 
 
 
 
 
 
 
         


 


1. Provider logs the incident locally via local arrangements / local risk 
management policy & procedures 


2. Determine the severity of the incident as to whether incident meets 


the SI criteria (using local policies and referring to the Serious 


Incident National Framework). 


https://www.england.nhs.uk/patientsafety/wp-


content/uploads/sites/32/2015/04/serious-incidnt-framwrk-upd2.pdf 


Provider takes immediate 


mitigation for patient safety 


Incident identified as SI 


 


 


 


 Investigate in line with local 


policies and procedures 


 


Once a serious incident is reported on STEIS from a provider within the NELCSU 


geography, an email alert will automatically be sent to the NELCSU Safety 


Team. The lead commissioning CCG will also be informed.  Where identified, 


Initial review to be completed by Trust within 72 hours of incident being identified  


and uploaded to STEIS.  Trust to email CSU to notify update has occurred 


Provider follows the Duty of Candour 


requirements i.e. When a notifiable 


safety incident has occurred, the 


relevant person must be informed as 


soon as reasonably practicable after the 


incident has been identified.  The NHS 


Standard Contract requires that the 


notification must be within at most 10 


working days of the incident being 


reported to local systems, and sooner 


where possible. 


 


 The timeframe for submission of the 


final SI report to NELCSU Safety 


Team is 60 working days  


Yes 


Provider completes internal processes (informing relevant 


committee(s), implementing action plan, following Duty of Candour 


policy etc)  


 


 


The following final reports SIs from 
trusts/services must be sent to NHSE 
PST to satisfy the obligations of the 
relevant external process1. 


- Maternal Death 
- Mental Health 


Homicide  
- Serious Case 


Review – Children 
- Serious Case 


Review – Adults 


On final sign off , the provider must follow 
the Duty of Candour.  Providers must 


ensure that they give written notification 
to the relevant person following the 
notification that was given in person, 
even though enquiries may not yet be 
complete. The written notification must 
contain all the information that was 
provided in person, including an apology, 
as well as the results of any enquiries 
that have been made since the 
notification in person. The outcomes or 
results of any further enquiries and 
investigations must also be provided in 
writing to the relevant person through 
further written notifications. 


 


Not an SI 


NELCSU Safety Team will complete the quality review involving input 


from specialist expert leads as necessary (E.g. maternity, mental 


health, medicines management) within 20 calendar days. Feedback 


will be given to the provider as either: 


a) Recommend closure of the report on STEIS* 
 b)   Make comments/ask for further action before agreeing closure  


 


Closure of SI is agreed on STEIS once satisfactory response received from provider.  


* grade 2 SIs remain open until action plan implementation is complete and evidenced 


 


 


Provider reports the incident on STEIS within 2 working days of 


identification of a Serious Incident (SI) 


If in doubt whether an SI, report it as 


an SI on STEIS and then request 


de-escalation  


 Provider Internal SI Process to be followed- which should 
include:  
o Identify SI investigation team, 
o Agree TOR 
o Coordinate response from staff /agencies involved 
o Complete Report based on NPSA’s RCA standard template 


(http://www.nrls.npsa.nhs.uk/resources/?entryid45=75419) 
o Review for accuracy with staff /agencies involved 
o Final report (signed off by an executive director) to be sent 


to:  
NEL CSU Safety Team via nelcsu.incidents@nhs.net 


 


                  Incident identified by provider  


 Lead commissioning CCGs receive feedback on themes and 
trends from SI cases via a Serious Incident panel meeting 
and monthly reports. 


 Commissioner action plan monitoring for grade 2 SIs (via 


CQRG) 



https://www.england.nhs.uk/patientsafety/wp-content/uploads/sites/32/2015/04/serious-incidnt-framwrk-upd2.pdf

https://www.england.nhs.uk/patientsafety/wp-content/uploads/sites/32/2015/04/serious-incidnt-framwrk-upd2.pdf

http://www.nrls.npsa.nhs.uk/resources/?entryid45=75419

mailto:nelcsu.incidents@nhs.net
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Appendix 4 A): Independent Investigation (Homicide) Flowchart 


 


Procedure for reporting Serious Incidents which are likely to require an Independent 
Investigation under HSG (94) 27, or which may attract large-scale public or media 
concern. 


The Provider (Trust) reports and grades the incident on STEIS  


 


The Trust notifies, as a courtesy, the London Regional Office by emailing or 
calling the Patient Safety Lead for Mental Health directly or at 
London.sui@nhs.net. This will enable the team to prepare a response to any 
media enquiries before it appears in the local press. 


 


London Regional Office will brief the Department of Health of the incident as 
appropriate. 


 


If a potential homicide, the Regional Office will log the incident into its own 
database and monitor developments 


 


1. The Trust delivers a 72 hours report to both the CCG and the Regional 
Office 


2. During this time, the Regional Office must be made aware of the 
circumstances of the homicide and any other statutory investigations 
that may be started at that time, for example Domestic Homicide 
Reviews, Serious Case Reviews, Children’s Serious Case Reviews. 
This early discussion would allow NHS England to explore opportunities 
to undertake joint reviews where appropriate 


3. The Trust starts an internal investigation. The Regional Patient Safety 
Lead for Mental Health can offer support and advice as requested, for 
example, develop the terms of reference. Investigator should refer to 
the Good Practice Guidance embedded here. This should be completed 
in 90 days. 


                                              


 


When the internal investigation is completed, the report is sent to the Clinical 
Commissioning Group (via NELCSU)*   who forward to the Regional Office via 
the London.sui@nhs.net. The Final Report is then reviewed jointly by the CCG 
and NHS England in line with the Grade 2 reviewing process and closed on 
STEIS  


 


The Final Report is considered by the NHS England, London Region 
Independent Investigation Review Group and assessed against the HSG 
94(27) criteria and a decision made whether to commission an independent 
investigation. The outcome is communicated to the Trust and the Clinical 
Commissioning Group. 


 



mailto:London.sui@nhs.net

mailto:London.sui@nhs.net
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NHS England, London region commission an independent investigation using 
the Single Operating Model for Mental Health Homicide Investigations. 


Where a decision has been taken not to commission an independent 
investigation, the Trust will implement actions with oversight and assurance by 
the CCG. 


 


The independent investigation will be completed within six months 


 


The draft investigation report will be shared with families, Trust, Clinical 
Commissioning Group and signed off by NHS England, London Region, as per 
the Single Operating Model 


 


The Trust and Clinical Commissioning Group and investigators agree and 
compile an action plan 


 


The final report will be presented to the Independent Investigation Review 
Group and, thereafter,  published on the websites of NHS England, the Clinical 
Commissioning Group and Trust 


 


The Trust will implement the agreed action plans and this will be monitored by 
the Clinical Commissioning Group with assurance provided to the Regional 
Independent Investigation Review Group. 


 
 


* This will be the Clinical Commissioning Group (CCG) which is acting as lead 


commissioner for the Trust where the incident has occurred.  If the patient is resident 
in another CCG area, the lead commissioner CCG should follow the usual process 
for sharing SI information with the patient’s local Commissioning Group. 


If NHS England is lead commissioner the report is only sent to london.sui@nhs.net 


 


Produced by Nicola Clark,  
Patient Safety Lead for Mental Health, 
NHS England, London Region (2013) 


 


 


 


 


 


 


 


 


 


 


 



mailto:london.sui@nhs.net
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Appendix 4 B):    Domestic Homicide Reviews 


CCGs may be directed by the Secretary of State to participate in a Domestic 
Homicide Review, under Section 9(3) of the Domestic Violence, Crime and Victims 
Act (2004). The CCG must provide a panel member and work with the Community 
Safety Partnership to ensure that action plans are implemented locally, and learning 
shared across NHS providers. 


Providers (including GPs and Primary Care) 
The Domestic Violence, Crime and Victims Act (2004) requires provider organisations to 
respond to requests for Individual Management Reports (IMR) in a timely manner, 
reflecting on any learning which might be gained from the issues raised in the IMR. The 
IMR must be completed by a third party, rather than any persons involved in the care of 
the victim, perpetrator or family members. For small providers, this may mean making 
reciprocal arrangements with partner organisations or commissioning an independent 
organisation to complete the IMR. If requested by the Chair the provider organisation 
must provide a panel member. 


Management of the Domestic Homicide Process 
The authority to request Individual Management Reports from NHS provider 
organisations lies with the Chair of the Panel, or the Community Safety Partnership who 
exercise this authority under the Domestic Violence, Crime and Victims Act 2004. 


Where agreed NHS England’s Regional Offices will designate a regional lead and 
provide a co-ordination role for Domestic Homicide Reviews, providing a central point 
for contact (for example, in London via ENGLAND.LondonInvestigations@nhs.net) to 
minimise the burden on non-NHS partners. It is the responsibility of the Community 
Partnership to inform NHS England of a Domestic Homicide; however CCGs must 
inform the relevant Regional Lead (and their Sub-region) if they are informed of a 
Domestic Homicide. 


The panel member from NHS England should be selected by the appropriate Sub-region 
Director of Nursing in collaboration with the regional lead facilitating/coordinating the 
DHR management process. The panel member will provide an update to the relevant 
(regional and Sub-region) leads on monthly basis (or as agreed). 


When to declare a serious incident? 
A serious incident should be declared and managed in line with the guidance in part 
one, section 1-1.5 of the NHSE SI Framework. The initiation of a DHR does not 
automatically constitute a serious incident in the healthcare service. 


On-going assistance and oversight for DHRs 
NHS England regional teams must keep a library of recommendations for panel 
members to access, and panel member must work with regional leads to ensure 
recommendations are consistent and achievable. This can then fed into an annual 
Domestic Homicide report. All regional leads should liaise closely with colleagues in 
the Home Office to support the review and evaluation of the Home Office Multi-agency 
Statutory Guidance for the Conduct of Domestic Homicide Reviews60. The four 
regional leads will produce, with appropriate support, an Annual Report for NHS 
England on Domestic Homicide and the NHS. 
 


 



mailto:ENGLAND.LondonInvestigations@nhs.net
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Appendix 5: Table of definition of terms commonly used in the policy and 


procedure 


TERM DEFINITION 


Being Open Open communication of patient safety incidents that result in harm or the death of a patient 


while receiving care. 


Commissioner A person with responsibility for buying services from service providers in either the public, 


private or voluntary sectors. 


Commissioned 


(Provider 


Service) Service 


Service commissioned by the CCG to provide NHS funded care for instance a Mental 
Health Trust, Acute Trust or Independent Sector Treatment Centre. 


Duty of Candour The Duty of Candour is a legal duty on hospital, community and mental health trusts to 
inform and apologise to patients if there have been mistakes in their care that have led to 
significant harm See: http://www.cqc.org.uk/content/regulation-20-duty-candour 


Investigation A systematic process of inquiry 


Never Events These are serious, largely preventable, patient safety incidents that should not 
occur if the available preventative measures have been implemented by healthcare 
providers. For example wrong site surgery. The list of never events identified by 
the Department of Health please is available on: http://www.england.nhs.uk/wp-


content/uploads/2015/04/never-evnts-pol-framwrk-apr.pdf 


 
Permanent Harm Directly related to the incident and not related to the natural course of a patient's illness or 


underlying condition is defined as permanent lessening of bodily functions; including 


sensory, motor, physiological or intellectual 


Professional 


Body 


An organisation that exists to further a profession and to protect both the public interest by 


maintaining and enforcing standards of training and ethics in their profession and the 


interest of its professional members. 


Risk The chance of something happening that will have an impact on individuals and/or 


organisation. It is measured in terms of likelihood and consequences 


Risk 


Management 


Identifying, assessing, analysing, understanding and acting on risk issues in order to reach 


an optimal balance or risk, benefit and cost. 


Root Cause 


Analysis 


A systematic process whereby the factors that contributed to an incident are identified. As 


an investigation technique for patient safety incidents, it looks beyond the individuals 


concerned and seeks to understand the underlying causes and environmental context in 


which an incident happened. 


Safeguarding Ensuring that people live free from harm, abuse and neglect and, in doing so, protecting 


their health, wellbeing and human rights. Children, and adults in vulnerable situations, need 


to be safeguarded. For children, safeguarding work focuses more on care and 


development; for adults, on empowerment, independence and choice. 


STEIS The Strategic Executive Information System (STEIS) is an NHS England system used to 
electronically log, track and report SIs. STEIS is password protected to ensure effective 
data protection. Each NHS organisation has been provided with a unique 


username and password for the system. Smaller providers may need to log their 
Serious Incidents via the CCGs if they do not have their own log on. NHSE National  


Serious Incident  


Framework 2015 


Revised NHSE Serious Incident Framework is available on: 


http://www.england.nhs.uk/wp-content/uploads/2015/04/serious-incidnt-framwrk-upd.pdf 


 



http://www.england.nhs.uk/wp-content/uploads/2015/04/never-evnts-pol-framwrk-apr.pdf

http://www.england.nhs.uk/wp-content/uploads/2015/04/never-evnts-pol-framwrk-apr.pdf

http://www.england.nhs.uk/wp-content/uploads/2015/04/serious-incidnt-framwrk-upd.pdf
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Appendix 6: Examples of Incidents and Serious Incidents 


 


INCIDENTS: 


 Equipment failure or misuse which causes minor or no harm to an individual (patient, staff, 
student or visitor) on NHS/Independent Contractor premises 


 A minor breach of confidentiality 


 Security incident including the theft of property or personal belongings, minor damage or 
Threat to HCCG’s or Independent Contractors property and trespass or unauthorised access 


 A minor error by a member of staff or contractor 


 Clinical event, occurrence or complication associated with the diagnosis and treatment of 
patients which are either unexpected or unintended 


 Minor verbal abuse directed at staff, visitors, patients or contractors 


 Moving and handling irregularity or error which leads to minor or no harm to staff or patient 


 Slips, trips and falls 


 Communication failure 


 Minor sharps injury 


 Property loss or damage 


 Health records irregularity or error.  This includes records not available when needed, any 
electronic health record irregularity or error and documentation and recording errors. 


 Test result delays or irregularities which cause minor or no harm to patients 


 Patient identification errors 
 


SERIOUS INCIDENTS: 


 An unexpected/unexplained patient death which falls outside the normal complications 
associated with a patient’s clinical management and care 


 Impending litigation, suspicion of large scale theft or fraud 


 Equipment failure or malfunction that causes serious harm to an individual (patient, staff, 
student or visitor) on HCCG’s, or Independent Contractor’s premises 


 A process error involving many patients, e.g. the failure of a screening programme 


 Any incident that might lead to serious criminal charges, including violent attacks on either 
staff or patients or hostage situations 


 Suspicion of a serious error or negligence by a member of staff, or contractor which could 
lead to public concern 


 Any incident/likely to generate significant media interest 


 A significant and major equipment failure that impacts upon the operational function of the 
organisation/business 


 A serious breach of confidentiality 


 Abduction of a patient 


 Serious chemical or microbiological contamination or radiation incident 


 Accidental or suspicious death of, or serious injury to, any individual (staff, patient, student or 
visitor) on HCCG’s, or Independent Contractor’s premises 


 A serious outbreak of an infectious disease e.g. food poisoning, transmission of an infected 
disease from staff members to a patient, or any incident involving a healthcare worker 
infected with HIV, Hepatitis B 


 The suicide of any person on HCCG’s, or Independent Contractor’s property 


 Serious damage, which occurs on HCCG’s, or Independent Contractor’s 
property particularly resulting in injury or disruption of services (e.g. fire, flood, power or water 
failure) 


 All Serious Case Reviews (SCRs) 


 All Safeguarding Adult Reviews 
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Appendix 7: CCG Incident Reporting Flowchart 


 
 
 
    
 
 
     


    Yes 
 
 
 
 
 
 
 No 


Near Miss/Incident 


Occurs 


Does it result in 


an unexpected 


death or major 


permanent harm 


Take immediate 


action as 


appropriate (make 


people safe etc.) 


Inform line manager 


immediately 


Incident Report Form 


completed by staff member 


before end of shift and 


forwarded to the person in 


charge of department 


Person in charge of 


department/area grade incident 


and sign off incident report 


form within 24 hours of receipt 


Grading 


Green incident 


(Score 1-3) 


Yellow 


incident 


(Score 4-6) 


Amber incident 


(Score 8-12) 


Potential Serious Incident 


Red incident 


(Score 15-25) 


Potential Serious Incident 


 Local Management 


action as appropriate Copy of incident report form forwarded to 


the Head of Quality  


 


 


 


Initiate the Serious Incident 


Policy (appendix 8) 


Investigation to be undertaken by local senior 


manager or appropriate person. Head of Quality 


provides advice on process. 


 


 


 


 


Formally reviewed by the relevant director, and 


presented to SMT, and Quality Committee. 


Consideration for inclusion on CCG Risk Register  


 


Action plans implemented locally, and 


monitored through the Quality Committee  


 


 


Trend analysis by Head of 


Quality 
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Appendix 8: CCG Serious Incident Management Process  


 


  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


            No 


 


     Yes 


Potential Serious Incident (SI) Take immediate 


action as appropriate (make people safe etc) 


Most senior person present immediately phones 


Manager responsible for incident management of that 


area (or on call manager) – they inform the Head of 


Quality who will in turn inform the Director of Quality 


and Integrated Governance  


The Manager responsible for incident management ensures: 


1. A member of staff is identified to co-ordinate the immediate 


management of the incident (see the box to the right) 


2. The Head of Quality has been informed 


1. 3. An incident and SI notification form has been 


completed and sent to the Head of Quality within 24 hours 


of the incident being identified. 


4. An initial review is completed 72 hours after the SI 


The Quality Team 


1. Ensures that an incident and SI form has been completed and the 


SI has been reported on STEIS within 24 hours of receiving the SI 


form 


2. Informs the Executive Nurse and Director of Quality and Integrated 


Governance that a potential SI has occurred 


3. Provides advice and support 


4. Review and upload the 72 hour initial review to STEIS 


Executive Nurse and Director of Quality & Integrated Governance 


1. Confirm that the incident is an SI with advice from relevant 


experts/stakeholders  


2. Informs the accountable officer members of the senior management 


team and relevant stakeholders that an incident has occurred 


3.  Ensure the responsible Director appoints a lead investigator 


Is it an 


SI? 


Follow procedure for 


orange incidents 


Follow section 6.4 of SI policy 


for SIs and RCA investigation 


Management of 


Incident 


 


Most senior 


member of staff 


present assumes 


initial 


responsibility for 


informing the 


person 


responsible for 


incident 


management for 


that area (if after 


hours, the on-call 


manager) who will 


ensure a 


designated 


member of staff is 


responsible for the 


following: 


 


1. Labelling and 


securing any 


material evidence 


(e.g. broken or 


faulty equipment) 


 


2. Taking 


photographs 


 


3. Preventing 


further use of 


equipment, 


product or room 


as appropriate 


4. Securing and/or 


photocopying 


relevant 


information 
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Appendix 9: National Patient Safety Agency (NPSA) Investigation Report 


Template 


 


 


Cover page 


Root Cause Analysis Investigation Report Template 
 See associated NPSA quick ref. guide, or the more detailed ‘RCA investigation report writing 


guidance’ 


 Save the document with the chosen file name. Always include a version number in the filename. 


 On completion ensure all guidance (in green) is deleted  
 
Further guidance is available on  


http://www.nrls.npsa.nhs.uk/resources/collections/root-cause-analysis/ 


 


Incident Investigation 


Title: 


 


Incident Date:  


STEIS Number: 
 


Author/s (Job Titles): 
 


Investigation Report  


Date: 


 


Committee approval 


(name of committee and 


Chair) 


 


Date approved: 
 


 


 


 


 



http://www.nrls.npsa.nhs.uk/resources/collections/root-cause-analysis/
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1. Executive Summary 


Complete this summary AFTER the main report has been written. This forms an important precis of the 
report. 
 


Brief Incident description  (incident date and type, healthcare speciality, effect on service and/or user, 


recommendations and lessons learnt) 
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2. Main Report 


 


Incident date:  


 


 


Incident type: 


 


 


Service:(IT, Quality, LD): 


 


 


Effect on patient: 


 


 


Pre-investigation risk assessment: 


A 


Potential Severity    


 (1-5) 


B 


Likelihood of recurrence  


at that severity (1-5) 


C               


Risk Rating                            


(C = A x B) 


   


 


Background and context: 


A brief description of the service type, service size, clinical team, care type, treatment provided etc. 


 


 







 


Page 39 of 53 
Version 2.0  Incident and Serious Incident Policy, February 2016 
 


Terms of reference: 


Guide provided below. Amend this to build your own. Add only a summary to the body of the report. 


 


Specific problems to be addressed 
Who commissioned the report 
Investigation lead and team 
Aims, Objectives and Outputs (see examples opposite) 
Scope, boundaries and collaborations 


Administration arrangements (accountability, resources, monitoring) 


Timescales 


Example only (please amend to build your own aims) 


To establish the facts i.e.:- what happened (the effect), to whom, when, where, how and why (root causes) 


To establish whether failings occurred in care or treatment 


To identify aspects of good practice 


To identify potential improvement areas  


To establish how recurrence may be reduced or eliminated 


To formulate recommendations and an action plan 


To provide a report as a record of the investigation process 


To provide a means of sharing learning from the incident 


The investigation team:: 


Names, Roles, Qualifications, Dept. 


Scope (Level of investigation): 


 State level of investigation  from below 
         Level 1: concise, 2: comprehensive. 3: independent 


Most CCG RCA will be at level 2 (Comprehensive) 


Information and evidence gathered: 


Example only 


Interviews with the four staff on duty  - 01.02.08  


Interviews with service user relatives          - 05.02.08 


A visit to the location of the incident    -14.02.08 


 


Involvement and support of patient and relatives 
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 3. Findings   


 


 


Post-investigation risk assessment 
 


A 


Potential Severity    


 (1-5) 


B 


Likelihood of recurrence  


at that severity (1-5) 


C               


Risk Rating                               


(C = A x B) 


   


 


Chronology of events (add to appendices): 


For complex cases any summary timeline included in the report should be a summary? 


Detection of incident 


 


Notable practice 


 


Care & Service delivery problems: 


A themed list of the key problem points. (Where many problems have been identified the full list should be included in the 


appendix) 


 


Contributory factors:(Consider factors related to patient, staff, task, communication, work environment, organisational, 


education & training and team factors) 


A list of significant contributory factors (where many contributory factors are identified a full list or ‘fishbone’) 


 


http://www.nrls.npsa.nhs.uk/resources/collections/root-cause-analysis/ 


 


Root causes 


(Numbered) These are the most fundamental underlying factors contributing to the incident that can be addressed. Root causes 


should be meaningful, (not sound bites such as communication failure) and there should be a clear link, by analysis, between 


root CAUSE and EFFECT. The 5 W’s is a good way of identifying root causes (who, what, when, why, where)  


t 


Lessons learned: 


(Numbered).  Key safety and practice issues identified which may not have contributed to this incident but from which others 



http://www.nrls.npsa.nhs.uk/resources/collections/root-cause-analysis/
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4. Conclusions 


 


 


      


 


 


 


 


 


 


 


   


 


 


(Job Title) 


 


Recommendations: 


(Numbered) Recommendations should be directly linked to root causes and lessons learned, They should be clear but not 


detailed (detail belongs in the action plan). It is generally agreed that key recommendations should be kept to a minimum where 


ever possible   


 


Arrangements for shared learning 


Describe how learning has been or will be shared with staff and other organisations (e.g. through bulletins, CSU, NCG CCGs, 


NHS England etc.) 


 


 


 


Distribution List: 


Describe who (e.g. patients, relatives and staff involved) will be informed of the outcome of the investigation) 
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5. Appendices 


Appendix 1: Chronology of Events 


 


 


 


Appendix 2: Action Plan Template 


Recommendation 


 


 


Action to 


achieve 


recommendation 


Implementation 


by whom 


 


Deadline 


Date  


 


Monitoring and update 


 


     


 


 


 


 


Chronology (timeline) of events 


Date & Time Event 
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Appendix 10: Flowchart for the Identification of Information Governance 


Incidents 


IG Incidents Reporting Process - Flow Chart  


  


 


 


 


 


 


Notification of incident received 


from CCG Risk Manager. If IG 


related, notify CSU IG 


Lead


 
CCG Data 


IFR, CHC, 


Complaints 
 Using the IG baseline template, 


CSU IG Lead determines the 


incident level, 0,1, 2, 3, etc. 


Level 0,1 – To be managed locally 


but need for further 


reporting/notification depending 


on data controllership to be 


advised by the CSU IG Lead.  


To be managed 


locally  


NHS England 


Data 


IC Data 


Complete 


NHSE IG 


Incident 


Template 


Inform 


HSCIC IG 


Lead 


Level 2 or higher 


CSU IG Lead to advice on 


external reporting 


As with level 0,1 but DH & ICO to 


be notified via the IG incident 


reporting tool. Comprehensive 


investigation and RCA to be 


carried out, to include CSU IG 


advice. 


Data Controller to close incident 


(sixty days) via IG incident 


reporting tool within deadline.  


 


 


CCG IG Lead 


to be 


informed  


Reviewed  by the CSU IG Team (2015) 


CCG Data 


IFR, CHC 
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Appendix 11: RIDDOR Reportable Incidents 


Deaths and injuries 


If someone has died or has been injured because of a work-related accident this may have to be 


reported. A RIDDOR report is required only when: 


 the accident is work related:  


 it results in an injury of a type which is reportable 


Types of reportable injury 


The death of any person 


All deaths to workers and non-workers, with the exception of suicides, must be reported if they arise 


from a work-related accident, including an act of physical violence to a worker. 


Specified injuries to workers 


The list of ‘specified injuries’ in RIDDOR 2013 replaces the previous list of ‘major injuries’ in RIDDOR 


1995. Specified injuries are (regulation 4): http://www.hse.gov.uk/riddor/specified-injuries.htm 


 fractures, other than to fingers, thumbs and toes 


 amputations 


 any injury likely to lead to permanent loss of sight or reduction in sight 


 any crush injury to the head or torso causing damage to the brain or internal organs 


 serious burns (including scalding) which: 


o covers more than 10% of the body 


o causes significant damage to the eyes, respiratory system or other vital organs 


 any scalping requiring hospital treatment 


 any loss of consciousness caused by head injury or asphyxia 


 any other injury arising from working in an enclosed space which: 


o leads to hypothermia or heat-induced illness 


o requires resuscitation or admittance to hospital for more than 24 hours  


 


Over-seven-day incapacitation of a worker 


Accidents must be reported where they result in an employee or self-employed person being away 


from work, or unable to perform their normal work duties, for more than seven consecutive days as 


the result of their injury. This seven day period does not include the day of the accident, but does 


include weekends and rest days. The report must be made within 15 days of the accident.   


 


 


 


Over-three-day incapacitation 
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Accidents must be recorded, but not reported where they result in a worker being incapacitated for 


more than three consecutive days. 


 


Non-fatal accidents to non-workers (e.g. members of the public) 


Accidents to members of the public or others who are not at work must be reported if they result in an 


injury and the person is taken directly from the scene of the accident to hospital for treatment to that 


injury.  There is no need to report incidents where people are taken to hospital purely as a precaution 


when no injury is apparent. 


 
For further information, please see:   http://www.hse.gov.uk/riddor/reportable-incidents.htm 


 


 
Occupational diseases 


Employers must report diagnoses of certain occupational diseases, where these are likely to have 


been caused or made worse by their work: These diseases include (regulations 8 and 9): 


 carpal tunnel syndrome; 


 severe cramp of the hand or forearm; 


 occupational dermatitis; 


 hand-arm vibration syndrome; 


 occupational asthma; 


 tendonitis or tenosynovitis of the hand or forearm; 


 any occupational cancer; 


 Any disease attributed to an occupational exposure to a biological agent. 


Further guidance on  occupational diseases is available on http://www.hse.gov.uk/riddor/occupational-


diseases.htm 


 



http://www.hse.gov.uk/riddor/occupational-diseases.htm

http://www.hse.gov.uk/riddor/occupational-diseases.htm
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Appendix 12: Provider Medication related Serious Incidents (SI) Flowchart  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


  


 


 


4. If the CCG Head of Prescribing has any queries regarding the content of the serious incident alert, these should be 
fed back to the safety team via nelcsu.incidents@nhs.net and the safety team will correspond with the provider. 
The provider then conducts their investigation of the serious incident according to the timescale (60 days)  in the SI 
National Framework, March 2015 
 
When the provider submits the final SI report  to the safety team (NELCSU) this will be emailed to the Governance & 
Risk Team who will forward it to the CCG Head of Prescribing for review as part of the quality review process.  
 


 


5. The CCG Head of Prescribing will be sent a quality review grid to complete with their feedback of any SI cases 
reviewed. The timescale for returning the review grid with any comments to the safety team is  10 calendar days. Any 
feedback to or requests for further information from the provider will be co-ordinated by the NELCSU safety team. The 
safety team will share all responses received from the Trust with the Medicines Management manager to confirm a 
satisfactory response. 
 


1. NEL CSU Safety Team receives SI notifications  (alerts) into their email account: 


nelcsu.incidents@nhs.net 


3. If an SI meets criteria for a real time alert ( Never Events/ media worthy), the patient safety team email 


an alert to the provider’s Lead CCG within 24 (working) hours of receipt. 


. 


2.  CSU Safety team distribute weekly SI listing to internal CSU colleagues and to relevant 
CCG quality leads on a Friday. CCGs Governance & Risk Team forwards medication related 
SIs to the CCG Head of Prescribing) 



mailto:nelcsu.incidents@nhs.net

mailto:nelcsu.incidents@nhs.net





 


Page 47 of 53 
Version 2.0  Incident and Serious Incident Policy, February 2016 
 


Appendix 13: Provider Pressure Ulcers Serious Incidents 
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Appendix 14: Adult Safeguarding Decision Guide for patients with PUs  
 


 


 
1 


Has there been an unexpected 
deterioration in the patient’s skin 
integrity from the last opportunity to 
assess? 


Progressive  onset / deterioration of 
skin integrity 5 


 


Sudden  onset / deterioration of skin 
integrity 0 


 


 
2 


Has there been a recent change in 
their /clinical condition that could 
have contributed to skin damage?  
e.g. infection, pyrexia, anaemia, end 
of life care (Skin Changes at Life End 
), critical illness 


Change in condition contributing to 
skin damage 
 


0 
 


No change in condition that could 
contribute to skin damage 5 


 


 
3 


Was there a pressure ulcer risk 
assessment or reassessment with 
appropriate pressure ulcer care plan 
in place and documented? In line with 
each organisations policy and 
guidance 


Current risk assessment and care plan 
carried out by a health care 
professional and documented 
appropriate to patients needs 


0 


State date of assessment 
Risk tool used 
Score / Risk level 
 


 Risk assessment carried out and care 
plan in place documented but not 
reviewed as person’s needs have 
changed  


5 


What elements of care plan are 
in place  
 


No or incomplete risk assessment 
and/or care plan carried out  15 


What elements would have 
been expected to be in place 
but were not 


 
4 


Is there a concern that the Pressure 
Ulcer developed as a result of the 
informal  carer wilfully  ignoring or  
preventing access to care or services 


No /  Not applicable  0  


 Yes  
15 


 


 
5 


Is the level of damage to skin 
inconsistent with the patient’s risk 
status for pressure ulcer 
development? 
e.g. low risk –Category/ grade 3 or 4 
pressure ulcer 


Skin damage less severe than 
patient’s risk assessment suggests is 
proportional 


0 
 


Skin damage more severe than 
patient’s risk assessment suggests is 
proportional 
 
 


10 


 


 
6 


Answer (a) if your patient has capacity to consent to every element of the care 
plan 
Answer (b) if your patient has been assessed  as not having capacity to 
consent to any of the care plan or some capacity to consent to some but not all 
of the care plan 


 


 
a Was the patient compliant with the 


care plan having received information 
regarding the risks of non-
compliance? 


Patient not compliant with care plan 0  


Patient compliant with some aspects of 
care plan but not all 3 


 


Patient compliant with care plan or not 
given information to enable them to 
make an informed choice. 


5 


 


b Was appropriate care undertaken in 
the patient’s best interests, following 
the best interests checklist in the 
Mental Capacity Act Code of 
Practice? (supported by 
documentation, e.g. capacity and 
best interest statements and record 
of care delivered) 


Documentation of care being 
undertaken in patient’s best interests 0 


 


No documentation of care being 
undertaken in patient’s best interests 


10 


 


TOTAL SCORE   


Patient Name:…………………………………………………….  Patient 
No:…………………………………………………………. 
 
Safeguarding Referral  s    Not for Safeguarding Referral 
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 Structure for assessment 


 
Reverse side of Appendix 14  
GUIDANCE FOR USE WITH THE SAFEGUARDING Decision Guide (As in Appendix 1) 
 
Structure for assessment 


History  


 Include any factors associated with the person's behaviour that should be taken into consideration 
 
Medical history 


 Does the person have a long term condition which may impact on skin integrity; such as 
Rheumatoid Arthritis  


 Is the person receiving palliative care? 


 Does the person have any mental health problems or cognitive impairment which might impact on 
skin integrity? e.g. dementia / depression 


 
Monitoring of skin integrity 


 Were there any barriers to monitoring or providing care e.g. access or domestic/social 
arrangements 4 


 Should the illness, behaviour or disability of the person have reasonably required the 
monitoring of their skin integrity (where no monitoring has taken place prior to skin damage 
occurring) 


 Did the person refuse monitoring? If so, did the person have the mental capacity to refuse 
such monitoring?5  


 Were any further measures taken to assist understanding e.g. patient information, leaflets 
given, escalation to clinical specialist, ward leads, team leader, and senior nurses? 


 If monitoring was agreed, was the frequency of monitoring appropriate for the condition as 
presented at the time?  


 
Expert advice on skin integrity 


 Was appropriate assistance sought? E.g. professional advice from  a District Nurse or Tissue 
Viability Specialist Nurse  


 Was advice provided? If so was it followed?  
 


Care planning & implementation for management of skin integrity 


 Was a pressure ulcer risk assessment carried out and reviewed at appropriate intervals? 


 If expert advice was provided did this inform the care plan?  


 Were all of the actions on the care plan implemented? If not, what were the reasons for not 
adhering to the care plan?  Were these documented? 


NB: If the person has been assessed as lacking capacity to consent to the care plan, has a best 
interest decision been made and care delivered in their best interests? 


 Did the care plan include provision of specialist equipment?  


 Was the specialist equipment provided in a timely manner? 


 Was the specialist equipment used appropriately?  


 Was the care plan revised within appropriate time scales?  
 
Care provided in general (hygiene, continence, hydration, nutrition, medications) 


 Does the person have continence problems?  If so are they being managed?  


 Are skin hygiene needs being met? (including hair, nails and shaving) 


 Has there been deterioration in physical appearance? 


 Are oral health care needs being met? 


 Does the person look emaciated or dehydrated? 


                                                           
4 Family have no right to refuse monitoring  
5 The person’s consent to monitoring should always be sought, but if the person lacks the metal capacity to make a decision as to whether 
monitoring should take place, then the decision as to whether and, if so, how monitoring should take place should be made in the person’s 
best interests.  







 


Page 50 of 53 
Version 2.0  Incident and Serious Incident Policy, February 2016 
 


 Is there evidence of intake monitoring (food and fluids)?  


 Has patient lost weight recently? If so, is person's weight being monitored?   


 Are they receiving sedation? If so is the frequency and level of sedation appropriate?  


 Do they have pain? If so has it been assessed? Is it being managed appropriately?  
 
Other possible contributory factors 


 Has there been a recent change (or changes) in care setting?  


 Is there a history of falls? If so has this caused skin damage? Has the person been on the floor for 
extended periods?   
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Appendix 15:  Media Interest Guidance for Serious Incidents 


Serious incidents (SIs) notification which  


may be of media interest 


Purpose 


The purpose of this guidance is to assist staff with identifying SIs which may be of media interest and 


require escalation to senior members of staff. 


Method 


Serious incidents are received by the Governance & Risk Team or the CSU Safety Team who will 


liaise with the CCG Communications Lead if the incident is likely to be of media interest. 


At times the reporter of the SI may have already identified that the incident is likely to be of media 


interest and will have included a media briefing within the incident form. 


Criteria 


The following criteria should be used to identify if an SI is likely to be of media interest. Please note 


this is not an exhaustive list and each case should be assessed on its own merits. 


 Criminal activity eg. Member of staff accused of a crime 


 Abscond and death of a patient 


 Current topic in media 


 Serious assault 


 Homicide 


 Suicides – usually occurred in a public place 


 Incident that has affected a large number of people 


 Involves Councillor, MP, Celebrity & GPs 


 Safeguarding- serious harm or death- involves Haringey 


 Whistleblowing 


 Medical negligence resulting in serious harm/death 


 Equipment failure resulting in death 


 Increased death rate in any one area 


 Escape of prisoner 
 


Action 


A summary of the incident together with the media briefing, if included, and any other relevant 


information, should be sent to the executive nurse and director of quality and integrated governance, 


and the CCG’s head of communications. The director of quality and integrated governance will 


escalate information to CCG chair and accountable officer CO. 
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Appendix 16 - Equality Impact Assessment Tool 


To be completed and attached to any procedural document when submitted to the 


appropriate committee for consideration and approval.  


The Equality Impact Assessment Tool ensures relevant equality and equity aspects 
of documents have been addressed either in the main body of the document or in a 
separate equality & equity impact assessment (EEIA). The checklist is to enable the 
policy lead and the relevant committee to see whether a full EEIA is required and to 
give assurance that the proposals will be legal, fair and equitable.  
 


 Challenge questions Yes/ 
No 


What positive or negative 
impact do you assess there 
may be? 


1.  Does the proposal affect one group more or less 


favourably than another on the basis of: 


  


  Age No  


  Disability No  


  Gender re-assignment No  


  Marriage & Civil Partnership No  


  Pregnancy & Maternity No  


  Race No  


  Religion or belief No  


  Sex No  


  Sexual orientation (including lesbian, gay 
bisexual and transgender people) 


No  
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NHS North Central London Safeguarding Children Policy 
 
1 Introduction 


 


1.1 NHS North Central London was established on 1 April 2011 and is a 


collaborative working arrangement between Barnet, Camden, Enfield, 


Haringey and Islington Primary Care Trusts. 


 


1.2 NHS North Central London fully recognises its responsibility for 


protecting and safeguarding the welfare of children. We acknowledge 


our responsibility to take all reasonable steps to promote safe practice, 


to protect children from harm, abuse or exploitation and to work with 


service providers to continually drive up quality .  


 


1.3 To comply with national safeguarding children requirements, NHS North 


Central London commissioners have a duty to ensure that safeguarding 


is reflected within all partnership agreements. NHS Standard Contracts 


require providers to comply with the local Commissioner’s Safeguarding 


Policies. 


 


1.4 This policy should be read in conjunction with national and local 


guidance primarily but not exclusively: 


 Working Together to Safeguard Children 2010 DfCSF  


(https://www.education.gov.uk/publications/) 


 London Child Protection Procedures (edn4) 2010 London 


Safeguarding Children Board  (www.londonscb.gov.uk/procedures/)  


 


1.5 NHS North Central London has a legal duty under Section 11 of the 


Children Act 2004 to make appropriate arrangements to safeguard and 


promote the welfare of children. 


 


1.6 NHS North Central London is accountable for its own safeguarding 


children structures and processes and those in agencies from which 


they commission services. 



https://www.education.gov.uk/publications/�

http://www.londonscb.gov.uk/procedures/�
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2 Policy Aims 


2.1 To demonstrate how NHS North Central London meets its corporate 


accountability for safeguarding children. 


 


2.2 To provide guidance to NHS North Central London employees to enable 


to them to fulfil their safeguarding children responsibilities. 


 
2.3 The policy is specifically aimed at the continual improvement of services 


for children in terms of equity, effectiveness, safety, timeliness, 


efficiency and child centeredness. 


 
3 Senior and strategic health leads 


3.1 NHS North Central London Chief Executive has the responsibility for 


ensuring the contribution by health services to safeguarding and 


promoting the welfare of children is discharged effectively across the 


whole local health economy.  This is operationally delivered through 


local commissioning arrangements; led by each of the Borough 


Directors.  Board accountability is discharged to the Director of Quality & 


Safety as Executive Lead for NHS North Central London.   


 


3.2 The Executive Lead is responsible for ensuring that the monitoring of 


safeguarding across each of the five Boroughs takes place through the 


NHS North Central London Quality and Safety Committee and the local 


safeguarding children boards, report any appropriate safeguarding 


children risks or achievements to the appropriate Borough Director and 


Chief Executive  and to draft corporate media responses when required.  


 


3.3 NHS North Central London has a public health responsibility to actively 


promote the health and well-being of all the children in the cluster and 


this is executed through the Director of Public Health roles in each of the 


five boroughs. 
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4 Designated Professionals 


4.1 NHS North Central London are required to identify a senior paediatrician 


and senior nurse to undertake the role of designated professionals for 


safeguarding children for each of the five boroughs.  NHS North Central 


London has retained a Designated Nurse and Doctor in each of the five 


Boroughs as advised by NHS London. (Appendix 1). The job 


descriptions for designated professionals should meet the standards and 


requirements outlined by the Royal College of Paediatrics and Child 


Health and Royal College of Nursing. 


 


4.2 Designated professionals are employed by NHS North Central London  


to act as a vital source of professional advice on safeguarding children 


matters to the Executive lead, Borough Directors, health professionals, 


particularly named safeguarding health professionals, local authority and 


children’s services departments and the Local Safeguarding Children’s 


Boards (LSCBs).  They provide expert advice to ensure the range of 


services commissioned and contracted by the cluster take account of 


the need to safeguard and promote the welfare of children and to the 


monitoring of the safeguarding aspects of the contracts – See Appendix 


A for contact details. 


 


4.3 Designated professionals should be performance managed in relation to 


their designated functions at the level of Borough Director who has 


operational responsibility for safeguarding children as part of their 


portfolio of responsibilities, with professional advice and clinical support 


from the Executive Lead for safeguarding and through their named 


professional supervisor. 


 


4.4 NHS North Central London should ensure establishment levels of 


designated and named professionals are proportionate to the local 


resident populations.  For large community providers, NHS Trusts and 


Foundation Trusts which may have a number of sites, a team approach 
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can enhance the ability to provide 24 hour advice and provide mutual 


support for those carrying out the designated and named professional 


roles.  If this approach is taken it is important to ensure that leadership 


and accountability arrangements are clear.  


 


4.5 Designated professionals should participate regularly in 


support/supervision groups or peer support networks for specialist 


professionals at a local, regional and national level according to 


professional guidelines.  Attendance should be recorded.  


 
5 Commissioning 


5.1 Each of the five boroughs should work with the appropriate local 


authorities to commission and provide co-ordinated and, wherever 


possible, integrated services.  Service specifications drawn up by NHS 


North Central London should include clear service standards for 


safeguarding and promoting the welfare of children, consistent with 


LSCB procedures.  National contracts provide the means to prescribe 


the requirements for safeguarding children.  By monitoring the service 


standards of all providers, NHS North Central London will need to 


assure itself that the required safeguarding standards are being met 


across Barnet, Camden, Enfield, Islington and Haringey. 


 


5.2 NHS North Central London should ensure that all providers from whom 


they commission services have comprehensive and effective single and 


multi-agency policies and procedures to safeguard and promote the 


welfare of children, consistent with current London Child Protection 


Procedures.  


 


5.3 The Joint Strategic Needs Assessment for all five local boroughs should 


include health and well-being needs of all local children, which in turn 


should inform the Children and Young People’s Plan or equivalent  and 


the LSCB business plan.  When considering commissioning services for 


the health and wellbeing of children in need in their area, NHS North 
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Central London should ensure this includes those who are temporarily 


resident in the area, such as children held in secure settings. 


 


5.4 NHS North Central London will ensure that safeguarding and promoting 


the welfare of children is integral to the quality and safety of all provider 


and commissioning services and that there is evidence of robust audit 


arrangements.  This will be reported through the LCSB, and the Quality 


and Safety Committee. 


 


5.5 NHS North Central London should monitor the service standards of NHS 


Foundation Trusts and contracted service providers to ensure service 


providers meet the required safeguarding children standards.  


 


5.6 The shadow clinical commissioning groups of Barnet, Camden, Enfield, 


Islington and Haringey will need to work in partnership with NHS North 


Central London who will need to ensure their safeguarding duties are 


fulfilled. 


 


5.7 NHS North Central London will support Clinical commissioning consortia 


in their safeguarding duties as they take up leadership of commissioning 


health services. 


 


5.8 NHS North Central London should ensure that primary care provision 


have robust systems and practices in place to ensure they can fulfil their 


role in safeguarding and promote the welfare of children.  NHS North 


Central London will need to consider how best to support primary care, 


for instance by assistance with protected time for, and access to, 


training in child protection. 


 


5.9 NHS North Central London are responsible for planning integrated GP 


out-of-hours services in their local area, and staff working within these 


services should know how to access advice from designated and named 


professionals within the PCT and LSCB.  Each GP and member of the 
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Primary Health Care Team should have access to a copy of the London 


Child Protection procedures. 


 


5.10 Each of the five boroughs across North Central London will ensure that 


it  has in place a local Sexual Assault Referral Services (SARS) care 


pathway for children and young people.  All SARS for children and 


young people, including services provided through Sexual Assault 


Referral Centres (SARCs), should comply with the standards for 


paediatric forensic medical services.  NHS North Central London should 


ensure that staff know their local services and be clear about the 


different agencies’ roles and responsibilities, so that they are not 


hesitant about responding appropriately.  See London Child Protection 


Procedures sec.2.11 for more information. 


 


5.11 NHS North Central London should ensure all primary care teams have 


easy access to paediatricians trained in examining, identifying and 


assessing children who may be experiencing abuse or neglect, and that 


local arrangements include having all the necessary equipment and staff 


expertise for undertaking forensic medical examinations.  These 


arrangements should avoid repeated examinations.  


 


5.12 Through their contracting arrangements, NHS North Central London 


should ensure that independent and third sector providers deliver 


services that are in line with Borough level obligations with respect to 


safeguarding and promoting the welfare of children. 


 


5.13 When contracting with the independent and third sector, NHS North 


Central London should ensure they apply the same standards and 


requirements as for NHS providers.  NHS North Central London will 


need to ensure through the local Borough teams that appropriate links 


are established between independent and third sector providers and 


LSCBs.  
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6 Serious case reviews 


 
6.1 NHS North Central London is responsible for co-ordinating the health 


component of serious case reviews (SCRS) following current national 


and local guidance via the borough based Designated Professionals.  


 


6.2 NHS North Central London should ensure that NHS London and the 


Care Quality Commission (CQC) are notified of all serious case reviews 


and with the involvement of the Communications and Governance team 


will agree any responses to media interest. 


 


6.3 All SCRs must be notified to the Executive Lead for Safeguarding 


Children (who will notify NHS North Central London Chief Executive 


Officer) and to the respective Borough Director. 


 


6.4 The borough based designated professionals will inform the Patient 


Safety Manager ( NHS North Central London ) of all potential and 


agreed Serious Case reviews to ensure completion of initial notification 


to NHS London on the Strategic Executive Information System (STEIS) 


and regular update. 


 


6.5 The Borough Director and Vice Chair (Non Executive ) for respective 


boroughs should in partnership with the Executive Lead for 


Safeguarding Children (NHS North Central London) oversee and sign 


off Internal Management Reviews (IMRs)/Health Overview Reports for 


SCR’s written for NHS North Central London.  


 


6.6 IMRs written for Health Providers are signed of by the respective 


provider Executive Lead for Safeguarding Children, not NHS North 


Central London. 
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7 Training requirements  


7.1 The competences specifically needed by healthcare workers to promote 


children’s safety within the healthcare system are described in 


Safeguarding Children and Young People: Roles and Competences for 


Health Care Staff (Intercollegiate Document 2010). 


 


7.2 Safeguarding competences are the set of abilities that enable staff to 


effectively safeguard, protect and promote the welfare of children and 


young people.  They are a combination of skills, knowledge, attitudes 


and values that are required for safe and effective practice. 


 


7.3 Different staff groups require different levels of competence depending 


on their role and degree of contact with children, young people and 


families, the nature of their work, and their level of responsibility.  


 


7.4 The Intercollegiate Document identifies six levels of competence, and 


gives examples of groups that fall within each of these.  The levels are 


as follows: 


 Level 1: Non-clinical staff working in health care settings. 


 Level 2: Minimum level required for clinical staff who have some 


degree of contact with children and young people and/or 


parents/carers. 


 Level 3: Clinical staff working with children, young people and/or 


their parents/carers and who could potentially contribute to 


assessing, planning, intervening and evaluating the needs of a child 


or young person and parenting capacity where there are 


safeguarding/child protection concerns. 
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 Level 4: Named professionals 


 Level 5: Designated professionals 


 Level 6: Experts 


 


7.5 Staff should consult with their line managers to identify which level of 


competence they require referring to the Intercollegiate Guidance in 7.1 


(above). 


 


8 NHS North Central London Board Assurance 


8.1 All organisations commissioning or providing healthcare, whether in the 


NHS or third sector, independent healthcare sector or social enterprises, 


should ensure there is board level focus on the needs of children and 


that safeguarding children is an integral part of their governance 


systems (Working Together to Safeguard Children 2010:51). 


 


8.2 To evidence compliance with safeguarding requirements, NHS North 


Central London will require an Annual Safeguarding Children Report 


regarding safeguarding performance across the cluster.  Designated 


professionals will contribute Borough specific information as requested 


by the Executive Lead for Safeguarding Children. 


 


8.3 Quarterly updates will be provided to the NHS North Central London 


Quality and Safety Committee (sub committee to the board) with more 


frequent papers being presented as required. 


 


8.4 The Patient Safety Manager within the Quality & Safety directorate will 


be updated on any open serious untoward incidents.   


 


8.5 The Designated Professionals will ensure that NHS North Central 


London is represented on each NHS Provider organisations internal 


safeguarding children Committees to enable assurance with regard to 


internal monitoring standards.  It will also enable the constructive 


challenge and appropriate safeguarding support to each organisation.   
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9 Local Safeguarding Children Board 


 


9.1 The Children Act 2004 Section 13 requires NHS Trusts to cooperate and 


engage fully with partner agencies as competent members of their Local 


Safeguarding Children’s Board (LSCB).   


 


9.2 NHS North Central London local borough directorate must co-operate 


with the local authority in the establishment and operation of the LSCB 


and, as partners, must share responsibility for the effective discharge of 


its functions in safeguarding and promoting the welfare of children.   


 


9.3 Representation on the Board should be at an appropriate level of 


seniority.  


 


9.4 NHS North Central London are responsible for providing and/or ensuring 


the availability of appropriate expertise and advice and support to the 


LSCB, in respect of a range of specialist health functions, e.g. primary 


care, mental health (adult, adolescent and child) and sexual health – 


and for coordinating the health component of serious case reviews. 


 


9.5 NHS North Central London must ensure that all health organisations, 


including the third sector, independent healthcare sector and social 


enterprises with which it has commissioning arrangements, have links 


with a specific LSCB, and that health agencies work in partnership and 


accordance with their agreed LSCB plan.  This is particularly important 


where Trusts’ boundaries/catchment areas are different from those of 


LSCB’s.  This includes Ambulance Trusts and NHS Direct services. 
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10 Employment Practice 


 


10.1  NHS North Central London will have in place safe recruitment policies      


and practices for all  staff and will require evidence of such 


arrangements from all provider Trusts and independent contractors. 


 


10. 2  NHS North Central London will have procedures in place to respond to    


any allegations made against staff working with children and young 


people in accordance with Working together to safeguard children 2010 


– appendix 5 and the London Child protection procedures – section 15 


and will require evidence of such arrangements from all provider Trusts 


and independent contractors.  This includes the requirement for all 


employing organisations to have a named senior officer responsibility for 


dealing with allegations and informing the relevant Local Authority 


Designated Officer (LADO) of all cases. 


 


10.3  Any allegations made against independent contractors should be 


reported to the relevant borough designated nurse and/or doctor who will 


inform the relevant LADO and the NHS North Central London lead for 


practitioner performance.   


 


 


 


 


 







16 of 19 


 


 


 


 







17 of 19 


11. References 


Care Quality Commission (Registration) Regulations 2009 


www.cqc.org.uk/_db/_documents/Essential_standards_of_quality_and_safety


_FINAL_081209.pdf 


Department of Health (2009) Improving safety, Reducing harm. Children, 
young people and domestic violence.  A practical toolkit for frontline 
practitioners. www.orderline.dh.gov.uk  Ref 292071  
 


Health and Social Care Act 2008 (Regulated Activities) Regulations 2009  


 


HM Govt (2010) Working Together to Safeguard Children 


www.education.gov.uk/publications 


 


HM Gov (2004) Guidance on the Children Act 2004. 
www.ecm.gov.uk/strategy/guidance 


 
London SCB (2010) London Child Protection Procedures 


www.londonscb.gov.uk/procedures 


 
NHS London Safeguarding Children Serious Case Review Policy  
November 2010 


 


Safeguarding Children and Young People: Roles and Competences for Health 


Care Staff (Intercollegiate Document 2010) 


www.rcpch.ac.uk/sites/default/files/asset_library/Health%20Services/Safeguar


ding%20Children%20and%20Young%20people%202010.pdf  


 


 


 


 


 


 


 


 
 



http://www.cqc.org.uk/_db/_documents/Essential_standards_of_quality_and_safety_FINAL_081209.pdf�

http://www.cqc.org.uk/_db/_documents/Essential_standards_of_quality_and_safety_FINAL_081209.pdf�

http://www.education.gov.uk/publications�

http://www.ecm.gov.uk/strategy/guidance�

http://www.londonscb.gov.uk/procedures�

http://www.rcpch.ac.uk/sites/default/files/asset_library/Health Services/Safeguarding Children and Young people 2010.pdf�

http://www.rcpch.ac.uk/sites/default/files/asset_library/Health Services/Safeguarding Children and Young people 2010.pdf�





18 of 19 


Appendix 1 
SAFEGUARDING CHILDREN LEADS – correct at 2 August 2011 


 


NHS NORTH CENTRAL LONDON 


LEAD TITLE LEAD NAME CONTACT INFORMATION 


Director of Quality & Safety 


 


Alison Pointu 


 


NHS North Central London  


Email: Alison.pointu@nclondon.nhs.uk 


Telephone 020 7685 6155 


Mobile 07738019323 


 


  
Executive Assistant 
Alison Pointu, Director of 
Quality & Safety  
  
  


 


Preet Tiheam 


5th Floor,  
Drummond St/ Hampstead Road Wing  
Stephenson House 
 
Email: harpreet.tiheam@nclondon.nhs.uk 
 


Telephone 020 7685 6167 
 


BARNET SAFEGUARDING CHILDREN LEADS 


LEAD TITLE LEAD NAME CONTACT INFORMATION 


Designated Nurse Siobhan McGovern East Barnet Health Centre 
149 East Barnet Road 
Barnet 
EN4 8QZ 


T:  020 8216 2332 
M: 07967 122354 
F:  020 8364 8762 
E:  Siobhan.mcgovern@barnet.nhs.uk 


Designated Doctor Dr Juliet Pearce Children’s Services 
Edgware Community Hospital 
Deansbrook Road 
Edgware 
HA8 0AD 


T:  020 8732 6205 
E:  Juliet.pearce@bcf.nhs.uk 


Named GP Dr Prashant Desai The Old Courthouse 
27 Wood Street,  
Barnet  
EN5 4BB 


T:  020 8449 2388 
E:  prashant.desai@gp-E83012.nhs.uk 


ENFIELD SAFEGUARDING CHILDREN LEADS 


LEAD TITLE LEAD NAME CONTACT INFORMATION 


Designated Nurse 
 
Carole Bruce-Gordon 


 
Tel:  0208 238 3726 
Email: Carole. Bruce-Gordon@enfield.nhs.uk 
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Designated Doctor Dr Claire Rohan T:  020 8375 2620 
E:  Claire.rohan@enfield.nhs.uk 


Named GP Dr Punit Sandhu M:  07903 577179 
E:  punit.sandhu@enfield.nhs.uk 


HARINGEY SAFEGUARDING CHILDREN LEADS 


LEAD TITLE LEAD NAME CONTACT INFORMATION 


Designated Nurse Karen Baggaley 1st Floor  
48 Station Road 
Wood Green 
London 
22 7TY  


T:  020 8489 3066   
M: 07538 509598 
F:  020 8489 1185 
E:  karen.baggaley@haringey.nhs.uk 


Designated Doctor Dr David Elliman T:  020 7405 9200 ext 5137 
E:  ellimd@gosh.nhs.uk 


Named GP   


CAMDEN SAFEGUARDING CHILDREN LEADS 


LEAD TITLE LEAD NAME CONTACT INFORMATION 


Designated Nurse Dyer, Jackie   4th Floor, East Wing 
St Pancras Hospital, St Pancras Way  
London NW1 OPE 


T:  020 3317 2758  
M: 07768 886 258 
E:  Jackie.dyer@camdenpct.nhs.uk 


Designated Doctor Dr Peter Lachman  M: 07976283534 
E:  Peter.lachman@nhs.net 


Named GP Dr Claire Taylor  T:  07736070327  
E:  clairetaylor5@nhs.net 


ISLINGTON SAFEGUARDING CHILDREN LEADS 


LEAD TITLE LEAD NAME CONTACT INFORMATION 


Designated Nurse Jane Chapman 338-346, Goswell Rd 
London EC1V 7LQ 


T:  0207 527 1058 
F:  0207 527 8362 
E:  jane.chapman@nclondon.nhs.uk 


Designated Doctor Dr Tony Wheeler T:  020 3316 1891  
E: tony.wheeler@islingtonpct.nhs.uk 
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Safeguarding Adults 
 
 


1 
 


SUMMARY 
 


This policy describes the process for the 
coordination of Adult Safeguarding 
arrangements within NHS North Central 
London. It should be read in conjunction 
with the Pan-London Safeguarding Adults 
guidance. 


 


2 
 


RESPONSIBLE PERSON: 
 


Louise Lingwood, Assistant Director of 
Quality & Safety 


 


3 
 


ACCOUNTABLE DIRECTOR: 
 


Alison Pointu, Director of Quality & Safety 


 


4 
 


APPLIES TO: 
 


All NHS North Central London staff 
including local borough presence. 


 


5 
 


GROUPS/ INDIVIDUALS WHO HAVE 
OVERSEEN THE DEVELOPMENT OF 
THIS POLICY: 
 


Alison Pointu, Director of Quality & Safety 


 


6 
 


GROUPS WHICH WERE CONSULTED 
AND HAVE GIVEN APPROVAL: 
 


Safeguarding adults commissioning leads; 
LA Safeguarding Leads, Borough Directors; 
NCL Policy Group; Safeguarding Adults 
Commissioning Forum; NCL Clinical 
Quality and Safety Policy Approval Group 


 


7 
 


EQUALITY IMPACT ANALYSIS 
COMPLETED: 
 


Policy 
Screened 


 
 
7.9.11 


Template 
completed 


 
 
7.9.11 


 


8 
 


RATIFYING COMMITTEE(S) & DATE 
OF FINAL APPROVAL: 
 


NHS North Central London Quality & Safety 
Committee 4.11.11 


 


9 
 


VERSION: 
 


Final 


 


10 
 


AVAILABLE ON: 
 


Intranet  Website   


 


11 
 


RELATED DOCUMENTS:  
 


Protecting adults at risk: London multi 
agency policy and procedures to safeguard 
adults from abuse. SCIE 2011 
Safeguarding adults. The role of 
Commissioners. DH 2011.  
No secrets: guidance on developing and 
implementing multi-agency policies and 
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procedures to protect vulnerable adults 
from abuse. DH 2000. 
 


 


12 
 


DISSEMINATED TO: 
 


All staff in NHS North Central London, 
including local borough presence. 


 


13 
 


DATE OF IMPLEMENTATION: 
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14 
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1. Introduction 
 
1.1     NHS North Central London was established on 1 April 2011 and is a collaborative   


     working arrangement between Barnet, Camden, Enfield, Haringey and Islington 
     Primary Care Trusts. 
 


1.2     NHS North Central London is responsible for commissioning high quality services 
for all patients Barnet, Camden, Enfield Haringey and Islington. We have a 
particular duty and commitment to those patients who are less able to protect 
themselves from harm, neglect or abuse, for example, due to impaired mental 
capacity. 
 


1.3     The term Safeguarding Adults covers everything that assists an adult at risk to live a 
life that is free from abuse and neglect and which enables them to retain 
independence, well-being, dignity and choice. It is about preventing abuse and 
neglect, as well as promoting good practice for responding to concerns on a multi 
agency basis. 


 
1.4      Whilst the responsibility for co-ordinating Safeguarding Adults’ arrangement lies 


with Borough councils with social care responsibilities, effective safeguarding is 
based on a multi-agency approach. 


 
1.5    NHS North Central London is accountable for ensuring its own safeguarding adults  


      structures and processes and those in agencies from which they commission  
      services meet the required standards. 
 


1.6       NHS North Central London is committed to the principles and definitions set out in  
      the Pan-London multi-agency policy and procedures to safeguard adults from   
      abuse. 
 


1.7     This policy should be read in conjunction with the Department of Health guidance  
      ‘No Secrets’ and the Pan-London multi-agency policy and procedures, and other  
      national and local guidance, primarily but not exclusively: 


 
         Protecting adults at risk: London multi-agency policy and procedures to safeguard  
         adults from abuse. SCIE 2011.  
   
          http://www.scie.org.uk/publications/reports/report39.asp 
 


No secrets: guidance on developing and implementing multi-agency policies and 
procedures to protect vulnerable adults from abuse. Department of Health 2000.   
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyA
ndGuidance/DH_4008486 


 
             Safeguarding adults. The role of Commissioners. DH 2011 
 


      http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/   
               PublicationsPolicyAndGuidance/DH_124882 


 
      Mental Capacity Act 2005 (including 2011 amendments)  



http://livepage.apple.com/�

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_124882�

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_124882�





BEFORE USING THIS POLICY ALWAYS ENSURE YOU ARE USING THE MOST UP TO DATE VERSION 


 6


http://www.dh.gov.uk/en/SocialCare/Deliveringsocialcare/MentalCapacity/MentalC
apacityAct2005/index.htm 


 
             Deprivation of Liberty Safeguards: A guide for primary care trusts and local    
             authorities. DH 2009 
 


http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyA
ndGuidance/DH_094347 


Clinical governance and adult safeguarding: an integrated process.  Department of 
Health2010 


http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyA
ndGuidance/DH_112361 


 
2. Policies statement  
 
2.1 To demonstrate how NCL North Central London meets it corporate        


accountability for Safeguarding Adults. 
 
2.2 To provide guidance to NHS North Central London employees to enable them to 


fulfil their adult safeguarding responsibilities. 
 
3. Scope of this policy 
 
3.1    In order to comply with Department of Health guidance1, NHS Litigation Authority 


standards2 and general public expectations. NHS North Central London is required 
to have a Vulnerable Adults policy that respects patients’ rights, is understood by all 
staff, and is accessible to those who need it.  
 


3.2    The focus of this policy is not only to highlight the responsibilities for all NHS North 
Central London staff and contracted staff but to recognise that Safeguarding 
Vulnerable adults is everyone’s business and can only be overcome by using a 
multi agency approach where communication is a key theme.  


 
4. Who this policy applies to 


 
4.1 All NHS North Central London employed staff.  


 
4.2 All staff employed by NHS North Central London, directly or indirectly, including 


independently contracted staff have an individual responsibility to read and comply 
with this policy and to notify their manager if they have training needs in this area. 


                                                 
1 National Health Service Litigation Authority NHSLA Risk Management Standards for Acute Trusts, Primary Care Trusts and Independent Sector 
Providers of NHS Care 2009/10 http://www.nhsla.com/NR/rdonlyres/6201F9A1-C943-4348-A902-
7F5FF66FAAD6/0/NHSLARMStandardsforAcuteTrustsPCTsandIS.doc 


 


  
 
 



http://livepage.apple.com/�

http://livepage.apple.com/�

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_112361�

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_112361�
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5. Roles and responsibilities  


 
5.1     Through the ‘No Secrets’ document 2000, the Department of Health placed the  
           responsibility for coordination and development of local procedures for  
           safeguarding adults from abuse with Local Authorities. 
 
5.2      NHS North Central London and all contracted services have the responsibility to  


 
a) Identify safeguarding incidents 
b) Alert Adults Social Services of alleged abuse 
c) Contribute towards investigations involving clinical neglect/abuse  


 
5.3      All NHS North Central London managers and their staff and contracted agencies 


are responsible for raising awareness of the vulnerable adults agenda to all its own 
staff. Managers are responsible for ensuring their staff have attended relevant 
training provided by the London Borough of Islington. 


 
6. Definition of an adult at risk 
 
6.1     An adult at risk is a person over 18 who “may be eligible for community care   
          Services” whose independence and wellbeing would be at risk if they do not receive  
          appropriate health and social care support.  
 
6.2     An adult at risk’s vulnerability is determined by a range of interconnected factors,  
          including personal characteristics, factors associated with their situation or  
          environment and social factors. 
 
6.3     The Pan London policy3on safeguarding adults advises that the vulnerability of the  
          adult at risk is related to how they are able to make informed choices and protect  
          themselves from harm, free from duress, pressure, or undue influence of any sort,  
          and to protect themselves from abuse, neglect and exploitation. An adult at risk may 
          therefore be a person who for example: 
 


• is elderly and frail due to ill health, physical disability or cognitive impairment 
• has a learning disability 
• has a physical disability and/or sensory impairment 
• has mental health needs including dementia or a personality disorder 
• has long term illness/condition 
• misuses substances or alcohol 
• is a carer such as a family member/friend who provides personal assistance and  
    care to adults and is subject to abuse 
• is unable to demonstrate the capacity to make a decision and is in need of care and  
    support 


 
6.4    “Abuse” is a violation of an individual’s human and civil rights by any other person or   
          persons and takes many forms. It can occur in any relationship and any setting and   
          can be caused intentionally or unintentionally.  


                                                 
3 Protecting adults at risk: London multi-agency policy and procedures  
  to safeguard adults from abuse. SCIE 2011 
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6.5    Abuse may be a single event or repeated events or, as in the case of neglect, it may  
         be a process going on over time. Abuse may occur as a result of deliberate intent,   
         negligence or ignorance or as a result of a developed poor practice. 
 


   Abuse is recognised in seven categories: 
 


 physical 
 sexual 
 financial or material 
 neglect, both self and acts of omission 
 psychological 
 institutional 
 discriminatory 
 


 
6.6  Domestic abuse is a term that is used to describe a wide range of violent and 
         abusive behaviours. These include many forms of physical violence, but also include 
         many forms of sexual abuse (including rape), emotional and psychological abuse  
         and other varieties of abuse such as financial control and deprivation.  
 
6.7     Joint working with professionals in the field of domestic abuse during safeguarding 
         adults investigations is crucial to the investigative process and to the outcome of  
         the investigation itself. 
 
 
7. Principles of Safeguarding Adults 
 
7.1      Adults at risk are listened to and what they have to say is taken seriously and acted   
           upon in an appropriate manner. Individuals have a right to privacy; to be treated  
           with dignity and to be enabled to live an independent life. 
 
7.2    They should be able to exercise choice about how they lead their lives and have their 


rights upheld, regardless of ethnic origins, gender, sexuality, disability, age, 
religious or cultural background and beliefs. 


 
7.3    In accordance with the Mental Capacity Act 2005 there is a presumption of mental 


capacity unless an assessment of capacity shows otherwise. It is the right of adults 
who have capacity to make their own choices irrespective of how unwise their 
decision is construed. 


 
7.4   However, where a crime is suspected; or allegations involve a member of staff, 


parent, carer or volunteer; or there is a risk of serious harm to that person or any 
other adult at risk, then relevant agencies should be informed and allegations must 
be investigated whether the alleged victim is willing to take an active part in the 
process or not. 


 
7.5    Where adults lack the capacity to safeguard themselves, other people will need to 


make those decisions. In doing so they will act as decision maker and will make 
“best interest decisions” on their behalf as described in the Mental Capacity Act 
Code of Practice. 







BEFORE USING THIS POLICY ALWAYS ENSURE YOU ARE USING THE MOST UP TO DATE VERSION 


 9


 
 


8.        Deprivation of Liberty (DoLs)  
 
8.1     The Mental Capacity Act 2005 provides a framework for making decisions on behalf 


of people who don't have the mental capacity to do so for themselves.  Deprivation 
of Liberty safeguards protect people who can’t make decisions about treatment or 
care, who need to be cared for in a restrictive way. For example, some people who 
have dementia, a mental health problem (not detained under the Mental Health Act 
2007) or a severe learning disability. 


 
8.2      The aim of the safeguards is to: 
 


 Make sure people can be given the care they need in the least restrictive way, this   
means following good practice in care homes and hospitals 


 Prevent decisions being made to suit the home or hospital rather than the needs of  
the vulnerable person 


 Provide safeguards for vulnerable people 
 Provide the rights to challenge unlawful detention against the person's will. 


 
           Further details, including the code of practice, can be found at: 
 


http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/SocialCare/Deliverin
gadultsocialcare/MentalCapacity/MentalCapacityActDeprivationofLibertySafeguards
/index.htm 


 
9. Senior and Strategic Health Leads 
 
 


 
 
 
9.1   NHS North Central London Chief Executive has the responsibility for ensuring the 


contribution by health services to safeguarding and promoting the welfare of adults 
is discharged effectively across the whole local health economy through the 
commissioning arrangements for each of the five Boroughs. This accountability is 


NHS NCL 
Chief 


Executive 


Designated 
Lead 


Director of 
Quality & 


Safety 


Designated 
Senior Lead 


NCL Borough 
Directors x 5 


Quality & 
Safety 


Committee 


NCL 
Board 


Borough 
SAPB x5 


Borough 
Safeguarding 
Adults Team x 


5 



http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/SocialCare/Deliveringadultsocialcare/MentalCapacity/MentalCapacityActDeprivationofLibertySafeguards/index.htm�

http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/SocialCare/Deliveringadultsocialcare/MentalCapacity/MentalCapacityActDeprivationofLibertySafeguards/index.htm�

http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/SocialCare/Deliveringadultsocialcare/MentalCapacity/MentalCapacityActDeprivationofLibertySafeguards/index.htm�
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discharged to the Director of Quality & Safety as executive board lead for NHS 
North Central London who takes responsibility for governance, systems and 
organisational focus on safeguarding adults. 


 
9.2 The Director for Quality & Safety is responsible for ensuring that the monitoring of    


safeguarding across each of the five Boroughs takes place through the Quality and 
Safety Committee and the local safeguarding adult partnership boards; report any 
appropriate safeguarding/deprivation of liberty risks and achievements to the 
appropriate Borough Director and Chief Executive and to draft corporate media 
responses when required. 
 


9.3     NHS North Central London has a public health responsibility to actively promote the  
           health and well-being of all adults in the cluster and this is executed through the 


Director of Public Health roles in each of the five Boroughs. 
           
9.4     NHS North Central London are required to identify a designated senior lead for   


safeguarding adults for each of the five local Boroughs. Each NHS North Central 
London Borough Director will act as designated lead. This may be delegated to an 
identified commissioning lead in each of the five Boroughs.  
 


10. Commissioning 
 


           DH guidance for commissioners4 on safeguarding adults emphasises the need for 
commissioners to ensure that responsibilities to safeguard adults are safely 
managed and maintained through the transitions to new commissioning 
arrangements. Safeguarding should be integral to commissioning activity by: 


 
• Putting patients first in how services are commissioned and assured.  
• Leading a culture that safeguards patients.  
• Using systems and processes that support safeguarding and connect aligned  
     areas.  
• Developing partnerships with patients, public and multi agency partners. 


 
10.2   Service specifications drawn up by NHS North Central London should include clear 


service standards for safeguarding and promoting the welfare of all adults 
consistent with national and local SAPB procedures. By monitoring the service 
standards of all providers, NHS North Central London will need to assure itself that 
the required safe guarding standards are being met across Barnet, Camden, 
Enfield, Islington and Haringey. 


 
10.3  NHS North Central London should ensure that all providers that they commission 


services from have comprehensive and effective arrangements in place to 
safeguard and promote welfare of adults, consistent with national and local policy. 
Arrangements include: 


 
 Training programme for all staff with direct or indirect access to adults at risk 
 Quality assurance programme, including the regular review of alerts raised and 


whether these were raised in line with procedure 
 Internal procedure for safeguarding adults 


                                                 
4 Safeguarding adults: the Role of Commissioners DH 2011 
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10.4   Commissioners should ensure that managers of commissioned services are clear 


about their leadership role in safeguarding adults, the supervision and support of 
staff including induction and training, and responding to and investigating a concern 
about an adult at risk. 


 
10.5   Commissioners will liaise with local Borough SAPB and regulatory bodies, and make 


regular assessments of the ability of service providers to effectively safeguard 
service users, ensuring Safeguarding Adults are always included in the monitoring 
arrangements for contracts and service level agreements. 


 
10.6  The Joint Strategic Needs Assessment for all five local boroughs include the 


prevalence and nature of abuse of adults at risk, as this significantly impacts on 
health and well-being needs of adults. When considering commissioning services 
for the health and well-being of adults in need in their   area, NHS North Central 
London, should ensure this includes those who are temporary resident in the area. 


 
10.7   NHS North Central London will ensure that safeguarding and promoting the welfare 


of adults at risk is integral to the quality and safety of all provider and 
commissioning services and that there is evidence of robust audit arrangements. 
This will be reported through the local adult safeguarding partnership boards and 
the Quality and Safety Committee. 


 
10.8   NHS North Central London should monitor the service standards of NHS Foundation 


Trusts and contracted service providers to ensure providers meet the required 
safeguarding adult standards. 


 
10.9  Where clinical commissioning groups/or shadow boards are established to undertake 


commissioning of services, this should be done in partnership with NHS North 
Central London who will need to ensure their safeguarding adults duties are fulfilled.  


 
10.10 NHS North central London will support clinical commissioning groups in their 


safeguarding adults duties as they take up the lead of commissioning health 
services and their responsibilities regarding safeguarding. 
 


11. Serious Case Reviews 
 


11.1    NHS North Central London is responsible for co-ordinating the health component of 
serious case reviews following current national and local guidance via the borough 
based Designated Leads. 


 
11.2   NHS North Central London should ensure that NHS London and the Care Quality 


Commission (CQC) are notified of all serious case reviews (SCRs). 
 
11.3  The Borough Director and Vice Chair (Non Executive ) for respective boroughs 


should in partnership with the Executive Lead for Safeguarding Adults (NHS North 
Central London) oversee and sign off Internal Management Reviews (IMRs)/Health 
Overview Reports for SCR’s written for NHS North Central London. 
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12      Training  
 
12.1    Competencies are a combination of skills, knowledge, attitudes and values that are    
           required for safe and effective practice. The Association of Directors of Social  
           Services (ADSS) standards for good practice5 recommend that organisations  
           ensure staff at all levels have appropriate knowledge of and competencies in  
           relation to the: 


 
 potential for occurrence of abuse or neglect 
 identification of abuse and neglect 
 ‘Safeguarding Adults’ policy and procedures 
 requirement to report any concerns of abuse or neglect 
 internal reporting structure for such concerns 


 


12.2    NHS North Central London will ensure that staff receive specialist training at an    
appropriate level in both safeguarding adults and DoLs. Safeguarding adults will be   
part of the NHC NCL mandatory training programme.  The staff induction   
programme will also include safeguarding training which can be accessed via the 
intranet.  


 
13.      Legal Advice 


 
In complex situations it may be necessary to seek legal advice and guidance on 
specific adult safeguarding issues. Access to legal advice/solicitors for NHS North 
Central London is managed by the Corporate Governance Team who can access 
lawyers who are listed on the London Legal Services Framework Agreement. 
Solicitors will only accept instructions from those members of staff on the 
'Authorised User' list. If you do need to access legal advice from solicitors, you will 
need to find out who is an Authorised User in your Directorate - or you can email 
Nadine Hammett, Risk Manager on nadine.hammett@nclondon.nhs.uk for further 
information and advice. Authorised Users can then obtain further information, 
application and approval details and authorisation codes as appropriate.        


 
14.      North Central London Board assurance 
 
           All health services must allocate a board member with lead responsibility for 


Safeguarding Adults who will ensure strategic ownership of Safeguarding Adults at 
Board level. They will act as a champion in the organisation’s vision and responses, 
and provide high level support for staff in leadership positions related to 
Safeguarding Adults issues. 6 


 
a. To evidence compliance with safeguarding requirements, NHS North Central  


London will require an Annual Safeguarding Adults Report regarding 
safeguarding performance across the cluster.  Designated professionals will 
contribute Borough specific information as requested by the Executive Lead 
for Safeguarding Adults. 


                                                 
5 ‘Safeguarding Adults’ A National Framework of Standards for good practice and outcomes in adult 
protection work. ADSS 2005 
6 Protecting adults at risk: London multi-agency policy and procedures to safeguard adults from abuse. SCIE 
2011 
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b. Quarterly updates will be provided to the NHS North Central London Quality 


and Safety Committee (sub-committee to the board) with more frequent 
papers being presented as required. 


 


c. The Patient Safety Manager within the Quality & Safety directorate will be 
updated on any open serious untoward incidents. 


   
15.      Local Safeguarding Adults Partnership Boards (SAPBs) 


 


15.1 SAPBs are established in each borough and provide strategic multi agency 
leadership to ensure that adults are appropriately safeguarded by  


 preventing abuse and neglect from happening  
 promoting wellbeing and safety and  
 responding effectively to instances of abuse and neglect  


 
15.2   NHS North Central London local borough directorate must co-operate with the local 


authority in the establishment and operation of the SAPB and, as partners, must 
share responsibility for the effective discharge of its functions in safeguarding and 
promoting the welfare of adults. 


 
15.3    Representation on the SAP Board should be at an appropriate level of seniority.  
 
15.4  NHS North Central London are responsible for providing and/or ensuring the 


availability of appropriate expertise and advice and support to the SAPB, in respect 
of a range of specialist health functions, e.g. primary care, mental health (adult, 
adolescent and child) and sexual health – and for coordinating the health 
component of serious case reviews. 


 
15.5  NHS North Central London must ensure that all health organisations, including the 


third sector, independent healthcare sector and social enterprises with which it has 
commissioning arrangements, have links with a specific SAPB, and that health 
agencies work in partnership and accordance with their agreed SAPB plan.  This is 
particularly important where Trusts’ boundaries/catchment areas are different from 
those of SAPB’s.  This includes Ambulance Trusts and NHS Direct services. 


 
16.      Dissemination and implementation  
 
16.1    Include details of how the policy will be disseminated throughout the trust, including 


details of services, groups, service users, independent contractors and 
organisations external to NHS North Central London. 


 
16.2    Document all the issues relating to the implementation of the policy, for example,  


    changes to the existing training materials, the roll out of a specific training  
    programme or the need for revised guidelines. 


 
 
17. Monitoring 
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17.1    NHS North Central London will review and benchmark its safeguarding adults   


arrangements using the Pan-London Safeguarding Adults Assessment Tool 
(SAAF). The tool was developed by SHAs in collaboration with the Department of 
Health, commissioners and clinicians within their regional networks and has been 
designed to help with review and benchmarking of services and provide assurance 
and accountability for boards. It’s primary aim is to support health services to meet 
safeguarding adults responsibilities and achieve improved outcomes in:   
  
 - Preventing harm occurring  
 - Effective, patient centred responses where harm has occurred. 
 
The standards relate to measures that support good safeguarding - strategy, 
systems, workforce, partnerships and commissioning arrangements 


 
17.2    Implementation of this policy will be the responsibility of the Director for Quality &  
           Safety. 
 
17.3 A Safeguarding Adults Commissioning Forum will be formed comprising NCL local  


    leads for safeguarding adults from each of the five boroughs. The Forum will  
    monitor the implementation of the policy, identify deficiencies and shortfalls  in  
    performance and identify any actions required. 


 
17.4    To provide assurance to the Board regular Safeguarding Adults reports will be  
           made to the Quality & Safety Committee. The Committee meets 6 times per year. 
 
17.5    NHS North Central London is responsible for maintaining a record of staff that have  
           completed appropriate safeguarding training, ensuring that this is updated every 3 
           years. This will be the responsibility of each individual line manager. 
 
17.6   NHS North Central London should have a system in place to ensure it can provide 


evidence that all NHS NCL staff and contracted staff have the relevant CRB checks  
for their current role. Human Resources are responsible for monitoring this and 
reporting to Managers should they identify any gaps 


 
18. Review 
 
18.1    This policy will be reviewed on an annual basis. The next review will be due on 1st   


    November 2012. 
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APPENDIX ONE  
Safeguarding Adults Leads 


 
NHS North Central London 
Lead Title  Lead Name  Contact Information 
Assistant Director of 
Quality & Safety 


Louise Lingwood 
NHS North Central London  
Email:louise.lingwood@nclondon.nhs.uk 
Tel. 020 7685 6230 


 
Barnet Safeguarding Adults/DoLs Leads 
Lead Title  Lead Name  Contact Information 
Borough Director 
 
 
 
 
 
 
 
Joint Commissioner 
Mental Health & 
Learning Disabilities 
 
 
 
Safeguarding Adults 
Coordinator   
 
 
Health and Social Care 
Policy Manager for 
Mental Health 


Alison Blair 
 
 
 
Caroline Chant (Safeguarding 
Adults) 
 
 
Temmy  Fasegha (Dols) 
 
 
 
Sue Smith,  
 
 
 
Maggie Goff 


NHS North Central London 
Email: Alison.Blair@barnet.nhs.uk  
Tel. 0208 937 7631 
 
NHS North Central London 
Email: caroline.chant@barnet.gov.uk 
Tel. 020 8732 6373 
 
NHS North Central London 
Email: temmy.fasegha@barnet.gov.uk 
Barnet Council 
 
Email: sue.smith@barnet.gov.uk 
Tel. 020 8492 5470  
 
Barnet Council  
Email: Maggie.goff@barnet.gov.uk 
Tel. 020 8359 7497 


Camden Safeguarding Adults/DoLs Leads 


Lead Title  Lead Name  Contact Information 
Borough Director 
 
Assistant Director 
(safeguarding for joint 
commissioning) 


David Cryer 
 
 
Rebecca Harrington 


 
 
 
 


NHS North Central London 
Email: sarah.thompson@ncLondon.nhs.uk 
 
NHS North Central London 
Email: Rebecca.Harrington@camden.gov.uk 


Tel.  020 7974 2095 
 


  


Enfield Safeguarding Adults/DoLs Leads 
Borough Director 
 
 
Head of System Support 
 
 
 
 
Team Manager 


Sarah Thompson 
 
 
Lynn Pope 
 
 
   
 
Sharon Burgess 


NHS North Central London 
Email: sara.thompson@nclondon.nhs.uk 
 
NHS North Central London 
Email: lynn.pope@nclondon.nhs.uk 
Tel. 020 8238 8782 
 
 
Enfield Council Safeguarding Adults team 
Email: sharon.burgess@enfield.gov.uk 
Tel. 
 



mailto:louise.lingwood@nclondon.nhs.uk�

mailto:Alison.Blair@barnet.nhs.uk�
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Haringey  Safeguarding Adults/DoLs leads 
Borough Director 
 
 
 
Lead Nurse 
 
 
 
 
 
Head of Adult 
Commissioning  


Andrew Williams 
 
 
 
Martin Grant 
 
 
 
 
 
Anne Daley 
 
 
 
Ezeakachi Odoemena‐Ogugua 
 


North Central London 
Email: Andrew.willaims@haringey.nhs.uk 
Tel.  
 
Whittington Health 
Email: Martin.grant@haringey.nhs.uk 
Tel. 020 3074 2380 
 
 
 
North Central London 
Email: anne.daley@haringey.nhs.uk 
Tel. 020 8489 8406 
 
Haringey Council Adult Protection Team 
Email: 
odoemenaogugua.ezeakachi@haringey.gov.uk 
Tel. 020 8489 1209 


Islington Safeguarding Adults/DoLs leads 
Borough Director 
 
 
 
Head of Joint 
Commissioning  
 
 
 
 
 
Head of Safeguarding 
 
 
 


Phil Orwin 
 
 
 
Kath Mc Clinton (Dols) 
 
 
 
Clare Henderson (Safeguarding 
adults) 
 
Jeanie Stewart 
 
 


NHS North Central London 
Email: phil.orwin@nclondon.nhs.uk 
Tel. 020 7527 1079 
 
NHS North Central London 
Email: Kath.McClinton@nclondon.nhs.uk 
Tel.  
 
clare.henderson@nclondon.nhs.uk 
 
Islington Council 
Email: jeannie.stewart@islington.gov.uk 
Tel. 020 7527 8160 
 


 



mailto:Andrew.willaims@haringey.nhs.uk�

mailto:Martin.grant@haringey.nhs.uk�

mailto:anne.daley@haringey.nhs.uk�

mailto:phil.orwin@nclondon.nhs.uk�

mailto:Kath.McClinton@nclondon.nhs.uk�
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  Appendix 1  –   Triage Pathways                   

Routine  unrefined  r eferral f rom GP or  Optometrist  

Optometrist refined referral      Suspected Glaucoma      Cataract      Minor Eye Condition s  

Triage    Service  

Appointment  arranged for  community  service  

Refined  Suspected  Glaucoma   

  Referred to  secondary care  

Refined  Cataract   referral   Routine  MECs  onward  referral  

Appointment with  Community  Service   for  glaucoma   Appointment  with secondary  care provider  for surgery  

Urgent MECs   Onward A & E  referral  

Appointment  with  Community  Service   A & E  Attendance  

Triage    Service  

Triage    Service  

Referred   to  refinement  schemes:   Suspected Glaucoma   Cataract   Minor Eye Conditions  

Whe n   appropriate and/or if urgent attention is  required then referrals should be triaged to a  secondary care provider (of patient’s choice)  
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Version 8  –   01.05.2016   APPENDIX 2                                                                

Referral Pathway for Suspected Glaucoma Refinement  

Community Optometrist   Routine eye test    

Pressures >21 with no risk factors  (consider OHT)   OR   >21 with one or more risk factors   Risk factors =      Family history of  Glaucoma      Myopia      PHM Diabetes      From an Asian or Afro  Caribbean ethnic group   OR   Optic disc appearance alone ie  cupping or suspici ous  feature/change   OR   Visual field defect     OR   IOP >21 and discs cupped    

Do not refer.  Review  patient again in one  year under GOS 5.2  according to local  protocol.       Payment triggered for  repeat tests but not for  review in one year  

  Pressures <22 for patients with no   risk factors   OR   <21 for patients with risk factors and  normal fields   Pressures >21with no risk factors  (possible OHT) OR   >21 with one or more risk factors    

Refer to Community Eye  Service using approved referral  form.  

Pressure >21   Abnormal disc cupping   Visual field defect        Do not repeat fields  or pressures      Complete referral  form and refer   patient straight to  Community Service      Patient is not part o f  the Scheme      

Pressures <22   Normal disc cupping   Normal fields   No Risk Factors     Do not refer, review  patient   routinely    

Repeat pressures and fields  within 10 days.  

Cup asymmetry of  >0.2 with normal IOP  and fields:     Does not require  either referral or  repeat tests   but  should be monitored in  one year through GOS  according to local  protocol (see  gui delines)  
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  A PPENDIX   3           Haringey Cataract Refinement   Pathway    

Cataract  Diagnosed  

Corrected visual  acuity in affected  eye is  

6/12 or worse or 6/9  with symptoms* or  any level of acuity*   

Does the cataract interfere  with:      Quality of life      Working      Reading       Hobbies      Driving      Other ADL  

  No     Yes  

Does the patient  want operation?  

Refer to Secondary Care  Provider (Patient Choice)  

  Yes  

Assessed  

Booked for  Operation   Revie w 6/12 or  12/12  

6/ 9 with no  symptoms  

Review 12 monthly  (Optometrist)  

* Note refer  if the patient has significant  symptoms such as not meeting the legal  requirement for driving or other symptom  affecting the quality of life (subject to  patients agreement )  

Patients who do not want   the operation but are clinically  appropriate should be informed that they can change  their mind at any time and request referral .  

Red Flags  –   Secondary Care  


image13.emf
A PPENDIX 4   Patient Pathway for  Minor Eye Conditions       Note: This pathway was originally designed for community optometrists to provide.     Suspected Conditions included as Minor Eye Conditions:     -   Blepharitis   -   Chalazion   -   Conjunctivitis: allergic   -   Conjunct ivitis: bacterial   -   Conjunctivitis: seasonal and perennial    -   Corneal Abrasion   -   Dry Eye   -   Epiphora   -   Ingrown Eyelash    -   Pingueculum   -   Pterygium   -   Recurrent Erosion   -   Red Eye     The provider will:         Arrange to see the patient within 24 hours for urgent and 4 8hours for routine referrals      Provide advice and support to people on the management of minor eye conditions, including  where necessary treatment of the minor eye condition, for those people who would have  otherwise gone to their Haringey GP.      Under this sch eme, will only see patients  referred   by a Haringey GP hence only for patients  registered with a Haringey GP.      Provide advice on the management of the ailment in line with approved protocols.      Refer patients directly to  the Haringey C ommunity  Ophthalmology Se rvice   or  A & E as  appropriate .      Give feedback to the referring GP practice      Will maintain a record of the consultation and any medications that are given.      Provide the patient where appropriate with medication in line with the agreed protocols       Participate in   an agreed audit of the service with NHS Haringey as part of the evaluation  


image14.emf
A PPENDIX 4   Patient Pathway for Minor Eye Conditions       Note: This pathway was originally designed for community optometrists to provide.     Note:   Onward referrals to secondary care should meet national and local clinical guidance. If doubt,  Optometrist should   refer back to GP for verification        

  GP PRACTICE   GP treats or refers to approved  MECS provider  

TREATMENT   OR community  service/secondary  care referral  

  APP ROVED MECS Provider   Optometrist diagnoses/treats or refers to GP/Community  service or acute providers.   Discharge or report to be sent to patients GP within 24  hours and copy to the commissioner  

  D IAGNOSIS,  ADVICE ,  MEDICATION    

  REPORT ON  DIAGNOSIS AND  MAN AGEMENT  GOES BACK TO THE  GP.  

ONWARD REFERRAL   Direct referral  to  Haringey Community  Ophthalmology Service   or   Red Flags direct to  secondary care A & E  

NO TREATMENT  NEEDED  

  PATIENT    EITHER ATTENDS GP PRACTICE OR APPROVED OPTOMETRIST  


