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Waltham Forest CCG Integrated Urgent Care System 2017-2020

DRAFT to be finalised following pre-tender market engagement event
3SECTION B PART 1 - SERVICE SPECIFICATIONS
	Service Specification No. 
	

	Service
	Waltham Forest Integrated Urgent Care Centre (IUCC)

	Commissioner Lead
	Waltham Forest CCG

	Provider Lead
	

	Period
	1 October 2017 – 30 September 2022 plus 2 year optional extension

	Date of Review
	October 2018


Summary Description
This document describes the specification for the Waltham Forest Integrated Urgent Care Centre. The integrated service covers the following functions:

For any person located in the Waltham Forest area:
· 24/7 streaming, navigation and redirection at the front door of Whipps Cross UCC for all walk-in patients

· 24/7 treatment for minor injury and general illness for all walk-in patients that are appropriate and that cannot be safely streamed away to an alternative service
For NHS Waltham Forest CCG registered patients:
· 24/7 referral from NHS 111 booked for face-to-face consultation at Whipps Cross UCC for minor injury
· 18.30-08.00 weekdays, 24hrs Weekends and Bank Holiday, referral from NHS 111 booked for face to face consultation at Whipps Cross UCC for minor injury and general illness 

· 18.30-08.00 weekdays, 24hrs Weekends and Bank Holiday, Home Visiting Service
The specification sets out a model of a primary care-led Urgent Care Centre that would assess and treat, or re-direct up to 60% of Urgent and Emergency Department attendances at Whipps Cross Hospital drawing on the skills of a multi-professional team including GP’s, nurses, paramedics, social workers, pharmacists and allied health professionals. 
The service will have a key role in providing an integrated service with NHS111 (Integrated Urgent Care Service), with NHS111 increasingly taking on the role of the single point of access for urgent care, as well as an integrated service with the wider Waltham Forest primary care, community and mental health system that both prevent ED attendances and unplanned admissions. The service will be responsible for redirection and navigation of patients to primary and community care. 

	1.  Population Needs and Context


	Population Needs
According to the 2013 mid-year population estimates by ONS, Waltham Forest is home to 265,800 people. This is 3,200 residents more than in the previous year and a gain of 7,600 people compared to the 2011 Census
Waltham Forest has a relatively young population; 26% are under 20 years old.  It is also a growing population with high birth rates. The number of adults aged 50-62 is expected to increase rapidly with significant increases in those aged over 80 years. Forty eight percent of the population are from minority ethnic groups.
The table below shows the expected population growth for Waltham Forest GP registered population.

 

2016/17

2017/18

2018/19

2019/20

2020/21

WFCCG Registered population

303,678

 

 

 

 

Forecast

 

307,383

311,164

314,835

318,960

Forecast Growth

 

1.2%

1.2%

1.2%

1.3%

Health Issues in Waltham Forest

The Joint Strategic Needs Assessment (JSNA) has highlighted some specific health issues:
· Increasing deprivation: Waltham Forest is the 15th most deprived Local Authority in England. Waltham Forest has experienced an increase in absolute deprivation, based on increased numbers claiming benefits and increased applications for social housing
· Growing child population and a growing elderly population
· Continuing poor outcomes and higher than national death rates in under 75 year olds for heart disease and cancer
· Smoking and obesity are serious problems that impact on the health outcomes of the population. Smoking rates are reducing but obesity is increasing, particularly amongst children 
· The main causes of death are cancer, cardiovascular disease and lung disease with higher than average death rates for heart disease and cancer 
· Almost 50% of the estimated numbers of cases of diabetes are undiagnosed 
· High prevalence of mental health disorders. 
· High rates of unplanned hospitalisations for asthma for people under 18 years
· High emergency admissions for chronic conditions
Historical Urgent Care Activity
Waltham Forest CCG GP Out of Hours (OOHs) activity
All GP OOHs activity in Waltham Forest is accessed through the NHS111 service. This is a key feature of the service that will be preserved in the future NHS111/Integrated Urgent Care Service to be procured in 2017 (this is a nationally mandated requirement of future Integrated Urgent Care Services). Currently the majority of patients are booked directly from NHS111 whilst a minority are booked following telephone consultation. Approximately 10% of the current GP OOHs activity is classified as “urgent” and 90% “less urgent” according to the National Quality Requirements (NQRs) for GP OOHs. 
The table below describes the historical OOHs activity. Of the total GP OOHs activity for 2015/16 36% of activity was closed over the phone, 53% was booked into a face-to-face consultation, and 11% resulted in a home visit. Overall WFCCG activity has decreased in recent years. This may reflect the introduction of primary care capacity through the GP extended access service. 
Telephone Triage

Face to Face consultation

Home Visit 

Total GP OOHs

2012/13

7,167
9,137
2,460
18,764
2013/14

4,483
8,846
1,571
14,900
2014/15

5,038
9,562

1,825

16,542
2015/16
5,420
8,080

1,622

15,122
2016/17 FOT
Out of the GP OOHs contacts recorded for 2015/16, 6% resulted in a referral to A&E, 2% a referral to the ambulance service and a further 2% a referral to secondary care. Fifty per cent of calls were completed without the requirement for follow-up and 34% resulted in follow-up by own GP. 

Whipps Cross Activity (UCC and ED)
The table below details the total activity seen at the Whipps Cross site by type. A&E activity at Whipps includes Type 1 (Emergency Department), Type 2 (Emergency Eye Treatment Centre, five days a week) and Type 3 (Urgent Care Centre). This is the total activity seen on the site, not that specific to WFCCG.
WX Type 1 activity

WX Type 2 attendances

WX Type 3 UCC activity (including redirections) 

WX All Types activity

Utilisation of the UCC

Utilisation of the UCC excluding Type 2 attendances

2012/13

58,650

2013/14

91,381
8,941

53,732
154,054

34.8%

36.9%

2014/15

95,742
8,063

49,854
153,204

32.4%

34.1%

2015/16
100,126
8,017

45,299
153,321

29.4%

31.0%

2016/17 FOT
At the table above shows ED activity has increased over the last few years as UCC activity has fallen. A key element of the Waltham Forest Urgent Care Strategy and the aim of this procurement is to reverse this trend. 

Approximately 74% of the UCC activity is for Waltham Forest CCG. The table below shows the breakdown for UCC and ED attendances by CCG.
CCG
WX UCC

WX ED
NHS WALTHAM FOREST CCG                            

74%
58%

NHS REDBRIDGE CCG                                 

13%
18%

NHS WEST ESSEX CCG                                

3%
8%

NHS NEWHAM CCG                                    

4%
6%

NHS TOWER HAMLETS CCG                             

0%

1%

NHS BARKING AND DAGENHAM CCG                      

0%
1%

NHS CITY AND HACKNEY CCG                          

0%
1%

NHS HARINGEY CCG                                  

1%
1%

NHS ENFIELD CCG                                   

0%
1%

Seasonality

The chart below shows the seasonality activity trend for the WX UCC and the Waltham Forest GP OOHs service based on the last three years of data, 2013/14-15/16). Activity is traditionally highest in the months December – June.


[image: image2]
Age Profile
The chart below shows the total attendances for the Whipps Cross UCC in for the financial year 2014/15 by age band.
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A&E 4hr Performance
Whipps Cross site level (All Types performance) has been below the 95% national standard for the last three years. The UCC has a central role in supporting the site to recover and consistently deliver the 95% standard and has had very high levels of performance. The detailed performance split between UCC and ED is shown below: 

 
 
WX Type 1 Performance
WX Type 3 Performance
WX All Types Performance
2012/13
92.47%
99.95%
95.46%
2013/14
90.74%
99.73%
94.22%
2014/15
84.09%
99.40%
89.77%
2015/16
76.71%
99.31%
84.35%
2016/17 FOT
Additional activity information will be provided to all bidders as part of the procurement process in order them to determine capacity needed to meet normal and surge demand for the population.
National Context
The need to redesign urgent and emergency care services in England and the new models of care to do this are set out in the Five Year Forward View (5YFV). The Urgent and Emergency Care Review proposes a fundamental shift in the way these services are provided, improving out of hospital care to deliver more care closer to home and reduce unnecessary hospital attendances and admissions. The FYFV highlights that we need a system, which is safe, sustainable and provides consistently high quality care. 
The Review highlights that for those people with urgent care needs a highly responsive service should be delivered as close to home as possible, minimising disruption and inconvenience for patients and their families. For those people with more serious or life threatening emergency care needs, the health service should ensure they are treated in centres with the very best expertise and facilities in order to maximise the chances of survival and a good recovery.

Local Context

Transforming Services Together (TST)
In response to the 5YFV Waltham Forest, Newham and Tower Hamlets (WEL), together with Barts Health and local authorities developed the Transforming Services Together (TST) programme. This programme recognises that population growth across Waltham Forest and East London (WEL) will result in significant pressures and without action result in a deficit of £398 million by 2020/21. 

The aim of the TST strategy for urgent care is to ensure that emergency departments are used for emergencies only. Across WEL 21% of patients that attend EDs and are not admitted, require no significant treatment and could have received their treatment in another setting. The strategy proposes to simplify the entry into the urgent care system so that people receive the right care, in the right place, first time. Primary care services should continue to be the first point of call for registered patients who have urgent care needs “in hours”. 
The TST model made the following recommendations:
· Helping people to navigate the system easily by integrating NHS111 within the urgent care system, providing improved access to the directory of service, and providing direct booking into appointments at the most appropriate service. 

· Increase the confidence in people managing minor illnesses through digital applications and increasing the role played by pharmacists.

· Improve same-day access in primary care, including access to more evening and weekend provision, so that urgent care needs can be met more effectively by primary care. 
· Improve accessibility to community services by extending rapid response and mental health crisis teams and integrating these services with local clinical hubs. Improving the links between ambulance services, care homes and community teams.

· Strengthen the urgent care offer at the front of our emergency departments with the right workforce and appropriate access to tests 24 hours a day

The TST model is described in the diagram below:
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The TST strategy targets a 26% reduction in ED attendances and demonstrated that up to 30,506 ED attendances in Waltham Forest could be transferred to re-designed urgent care centres.
Waltham Forest Local Urgent Care Strategy
WFCCG local strategy was developed alongside the TST programme and completed in December 2015. The strategy aims to work with partners to develop a sustainable urgent care system so that the people of Waltham Forest can access the most appropriate health and social care, advice and support in the right place and at the right time. The objective of the strategy is to deliver an urgent care system that achieves a 30% reduction in A&E attendances over five years. A key element of the strategy was the development of the UCC and reversing the declining utilisation of this service in recent years.
The strategy outlined the following criteria for the urgent care centre:

· fully integrated with 111 
· integrated with existing and planned primary care extended-hours hubs

· integrated with community, mental health and social care urgent care resources
· Incorporates GP OOH services into the urgent care pathway integrated with community services OOHs
A key part of the Waltham Forest strategy is to re-provide the functions of GP OOHs through normal commissioning, removing the conventional distinction between in hours and out of hours, so that patients have consistent access to services over a 24hr period. The UCC will be a crucial part of this provision and will work alongside the GP Extended Access hubs that will provide additional routine primary care appointments in evenings and weekends. 
The Waltham Forest strategy, as well as the TST programme, describes the importance of creating a “left-shift” in care that ensures that patients access care and treatments at the lowest level of service specialism and moves care from acute settings into primary, community and self-care. We need to de-medicalise emergencies where possible and support individuals to care for themselves (Matthew Cook 2016). This objective is described in the diagram below (courtesy of Matthew Cook, 2016).
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The CCG objective of creating a “left shift” and moving 30% of ED attendances out of hospital requires a change in the way the UCC operates. The CCG has identified the following areas of opportunity for shifting activity to the UCC and from the UCC out into the community:
· Redirections: Current data on redirections is unreliable but suggest that 5-6% of attendances at the UCC are re-directed, whilst other hospitals have set targets (e.g. 12% at Newham University Hospital). The opportunity to increase the level of redirections is being supported through the expansion of GP hubs and improved access to GP services and unplanned community health services. Recent work at Queen’s hospital suggests that up to 60% of attendances can be re-directed to alternative services.
· Minor injuries: The current UCC does not include access to X-ray services. Analysis of Whipps Cross data indicates that approximately 13% of ED activity is “minor injuries” that required low levels of diagnostic investigation and low levels of treatment. For Waltham Forest CCG we estimate this activity is 7,800 attendances per annum. 93% of this activity was from walk-in patients and within the following HRGs: 41% VB09Z; 24% VB08Z; 17% VB07Z; 17% VB11Z.The presenting conditions included soft tissue injuries, head injuries, fracture, ankle/foot injury, laceration.

· Paediatrics: The proportion of patients streamed to paediatrics has reduced over the past few years and feedback has identified challenges in terms of effectively streaming this cohort of patients without observations. Approximately 27% of the ED activity is classified as paediatric (under 17yrs) or young adult (under 19yrs). This activity is much more highly concentrated in the HRG bands with lower levels of investigation and treatment than the adult activity. 89% of the paediatric activity is within HRGs that exclude Category 3 investigation (ultrasound, MRI, CT scan) or Category 3 treatment (catheter, nebuliser, minor surgery, supplemental oxygen).
· Mental Health: Pathways to support mental health patients being managed in the UCC are in the process of being developed. This includes the ability for the UCC to manage these patients with the support of the Whipps Cross Psychiatric Liaison (PL) service run by NELFT. The PL service currently sees 182 referrals from A&E per month (2170 per annum) of which a proportion can be managed in the UCC. Nationally it is estimated that primary mental health presentations account for 5% of ED attendances.
· Ambulance Conveyances: Approximately 30% of ED attendances are ambulance conveyances and only a small minority (estimated under 10%) of the total conveyed to Whipps Cross are taken to the UCC. There is an opportunity to work with the ambulance services and the ED to ensure appropriate cases are seen and treated in the UCC and more effective use is made of local alternative care pathways.
North East London Urgent and Emergency Care Sustainability and Transformation Plan (STP)
Waltham Forest CCG is working collaboratively as part of the North-East London STP covering seven CCGs: Waltham Forest, City & Hackney, Newham, Tower Hamlets, Barking Havering & Redbridge. The vision for the STP is to create a simplified, streamlined urgent care system, which will ensure right care, right place, first time access principles for patients in North East London. The North East London urgent and emergency care system will be able to respond to current and future demand, whilst meeting quality standards and within a financially stable framework.
The key programme for the STP is the procurement of an Integrated Urgent Care Service (NHS111) that meets both local and national requirements. The new model will provide enhanced clinical assessment with the objective of reducing the number of avoidable referrals to emergency services, increase the number of calls closed over the phone and increase the number booked directly into other services.  This service will be procured in 2017.
Waltham Forest Urgent Care System

The UCC will form a central part of the wider Urgent Care System. The diagram below shows a simplified version of the proposed Waltham Forest Urgent Care system with the two main access points (telephone and walk-in/ambulance). The TST and local strategy aim to shift activity from “walk in” to “phone first” over time and make NHS the single point of access for the urgent care system. The patient’s own GP practice will continue to be the main point of contact in hours.

The elements highlighted in green are within the scope of this specification.
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· Integrated Urgent Care (NHS111): To be procured in 2017. Enhanced clinical assessment and direct booking. 
· General Practice: Waltham Forest has 44 GP practices organised into three localities: Chingford, Leyton and Leytonstone, and Walthamstow. These GP practices will remain at the centre of patient care. Practices will retain overall accountability for their practice population and coordinate care for those most at risk of unplanned hospital admission. The Provider will be required to deliver strong and effective interfaces with primary care, integrated community care, out of hours, NHS 111 and other providers in the urgent care system. Unplanned care pathways will work to prevent unplanned admission and enable people to be managed at home with appropriate support. The CCG is developing a model of primary care “hubs” that would enable elements of primary care to be provided at scale and be collocated with other community services.
· Extended GP Access Service: The current service is weekends only but is planned to be extended to weekdays from February 2016 with appointments available 6:30 – 10pm weekdays and 8am-8pm weekends. Appointments will be directly bookable from NHS111 but patients can be booked from the UCC. Both GP and nurse appointments are available.
· Primary care hub at Whipps Cross: The CCG is exploring the potential for locating one of the GP Hubs at the Whipps Cross site. This is not part of the current specification but there would be opportunities to link this to elements of this specification (for example the booked appointments that do not necessarily have to be delivered from the UCC). The business case for this option is expected to be considered over the next two years, taking into account the feasibility of this option from an estates perspective as well as in terms of local demand.  

· Ambulance: Approximately 15% of the UCC/ED activity on the Whipps Cross site is conveyed to the UCC. The CCG is working with LAS to reduce the number of conveyances and make use of alternative care pathways, including referral to the Rapid Response service. 10% of the ambulances conveyed to Whipps Cross are from the East of England Ambulance Service.
· Integrated Community Health Services: WFCCG is working with community providers to arrange care delivery around whole systems pathways of care designed around patients instead of service lines traditionally designed around staff groups. Services are being designed in terms of planned and unplanned care pathways. The planned care delivery builds on the successful integrated care work in Waltham Forest, which is based on the risk stratification model with case management for the top 5% risk cohort, care coordination for 6-20% and social prescribing and local area coordination for the lower risk cohorts. The community unplanned/urgent care pathways being delivered as part of the community health services which is providing a Rapid Response Service. This service is an integral part of the Integrate Urgent Care system and will be operating 24/7 with a 2hr target response time. The Home Visiting element of this specification will have to be delivered alongside and with joint working with the Rapid Response service due the complementary elements of these services. 
Unplanned community pathways being implemented include: 1) Enhanced support to care homes; 2) Out of hospital pathways: Discharge home/step down to assess; Rehabilitation/ therapies/reablement; Neurology pathways including specialist nursing; Long term condition pathways, starting with diabetes.
· Mental Health: Waltham Forest CCG has a 24/7 Psychiatric Liaison Service provided by NELFT based at Whipps Cross with a one hour response time for A&E referrals. There is a local Mental Health crisis line available to support patients.
· Supporting Self-Care: Waltham Forest CCG and London Borough of Waltham Forest are developing a co-ordinated approach to enhancing self-care programmes within Waltham Forest.  These will include access to voluntary sector support services (Local Area Coordination), social prescribing and other enhancements to the current service.  The Provider will be expected to work closely with health, social and voluntary sector agencies to ensure that patients/residents are signposted to appropriate self-care services.
Moving towards an Accountable Care System
WFCCG plan to move towards commissioning an accountable care system that works in coordination to reduce emergency attendances and admissions and in which the Urgent Care Service works alongside acute, community and mental health services. There is potential for overlap between elements of the urgent care system such as between the urgent care centre and the aim to increase the number of patients seen in primary care and within the GP extended hours service (which will have protected slots for same day appointments). The specification below outlines these areas of duplication but the CCG would welcome bids that proactively address the challenges of working collaboratively between organisations to improve quality and reduce costs.


	2.
Service Outcomes


	NHS Outcomes Framework Domains & Indicators

Domain 1

Preventing people from dying prematurely

X
Domain 2

Enhancing quality of life for people with long-term conditions

X
Domain 3

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

X
Domain 4

Ensuring people have a positive experience of care

X
Domain 5

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

X
The 8 Key Elements of Integrated Urgent Care

The service will support implementation of the following national objectives:
· A patient can make an appointment Out of Hours in a single call (in spec)
· A patient can make an appointment during the in hours period (in spec)
· Data can be transferred between providers (in spec)
· The Summary Care Record (SCR) is available in the NHS111 hub and elsewhere (in spec)
· Care plans and patient notes are shared (in spec)
· The number of patients speaking to a clinician increases above the current level of 22% by the implementation of a Clinical Hub (delivered by NHS111)
· The capacity for NHS111 and OOHs is jointly planned (in combination with NHS111)
· There is joint governance across Urgent and Emergency Care providers (in spec)
Locally defined outcomes
The service will have a central role in reducing the number of patients treated in the Emergency Department as well as managing down the total demand at the Whipps Cross site, supporting a left-shift of activity towards the community, primary and self-care. Where appropriate patients should be offered alternatives to UCC/ED and managed within other planned and unplanned care alternatives.
The clinical outcomes listed below will be broadly measureable as part of the contract monitoring process. For specific performance and outcome targets please see section five.
The Integrated Urgent Care System will deliver the following outcomes:
1.Reduce Emergency Department Attendances
· Reduce the number of patients treated within the Whipps Cross Emergency Department 
· Redirect patients away from the UCC to alternative services where this is appropriate. This includes redirection to own GP, booking patients into alternative services and educating the public about alternative services.
· Increase the proportion of patients that are booked into appointments and reduce the proportion of walk-ins to the UCC/Emergency Department. The provider will work with the Integrated Urgent Care Service (NHS111/ Clinical Hub) to ensure patients are consistently booked into UCC appointments or directed to alternative services. 
· Reduce the number of attendances to the Emergency Department with 60% “utilisation” of UCC (increasing the proportion of patients treated in the UCC as a proportion of all UCC and ED attendances. Utilisation includes patients redirected away to other services.)
· Develop processes to identify High Intensity Users, working jointly with whole system to develop shared management plans to provide best possible outcomes for patient and appropriate use of health and social care services.
· Facilitate registration (increase the number of people registered with a GP practice) and reduce use of urgent care for routine illness, provide safe onward referral, sign posting and self-care to avoid re attendance.
2. Meet Waiting Time Requirements
· Ensure all UCC patients are treated as quickly as possible and that all walk-in/booked patients are discharged within four hours from arrival
· To support the 95% all types 4hr waiting time target for the Whipps Cross site 

3. Improve Quality and Efficiency
· Communicate waiting times clearly and consistently to patients.
· Ensure that patients have a positive experience of the services provided.
· Ensure patient experience is seamless, working with whole system to design efficient and clinically appropriate integrated patient pathways with limited hand off points and/or re-triage.
· Ensure patients are consistently directed to the most appropriate service based on their needs.
· Support awareness of alternative options to ED and the importance of accessing the most appropriate services, as well as awareness of NHS111 and ways of independently accessing the Directory of Service.
· Ensure that the patients do not re-attend the UCC where this can be avoided.
4. Develop the Local Workforce 

· Improved local workforce development recruitment/ retention/ development offering job satisfaction and opportunity.
· Improved consistency in staffing within the service  


The service will have a key role in terms of leading the provision of a coordinated unscheduled care service for all patients in Waltham Forest. The Provider will actively engage with other services to support the implementation of effective pathways that reduce duplication and help manage demand.

The Urgent Care Service will not be a further access point for routine primary NHS care in the local health economy. These patients will be appropriately and actively navigated back into core primary healthcare services in the community.


	3. Scope and Service Model



	Clinical vision

The CCG’s vision is for a primary care-led multi-disciplinary Urgent Care Centre that effectively prevents avoidable ED attendances and ensures that patients are treated in the most appropriate setting for their needs. The UCC will be the centre of the local urgent care system, providing a consistent and trusted response to urgent care needs 24/7. 

The UCC will provide the local face-to-face counterpart to the NHS111/Integrated Urgent Care Service. NHS111 will be the access point for telephone and online assessment. It will work alongside the GP Extended Access service and develop access into mental health and social care services there the patient need is classified as urgent. The service will work with primary and community care services to provide an integrated service that ensures patients are quickly and efficiently directed to the most appropriate service and seen in an appropriate timescale for their needs.
Key Service Deliverables

The service will be primary care led. The clinical team must include GPs as a minimum along with a flexible multi-disciplinary team that includes primary care nurses and advanced nurse practitioners. The aim is to deliver more streamlined and integrated face-to-face urgent care services so that patients are seen by the right professional, at the right time in the right place. 
The UCC will provide 24 hours a day service, 365 days a year, delivering:

· A safe and consistent streaming, navigation and redirection service 
· Provide a primary care assessment, prioritisation and treatment service to all appropriately streamed patients presenting at the UCC; 

· Provide a minor injuries service;

· Provide a “navigation service”.  Once identified as appropriate by a clinician the navigators safely redirects patients away from the UCC to other community based services, including local pharmacies, more appropriate to meet their needs, as well as assisting unregistered patients to register with a GP Practice; 
· A central reception that will be the single point of patient registration for all ambulatory, out of hours and ambulance bound patients (except for major trauma and resuscitation cases which will go directly to ED);
· Work in partnership with the mental health liaison and interface discharge team to deliver the rapid assessment interface and discharge psychiatric liaison service and engage in the on-going education and training programme to support the delivery of this model.
UCC Model
The diagram below shows the model for the UCC and its relationship with other services. 
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Urgent Care Service Referral Routes
The entry and referral routes to the UCC are:

1. Self-referral to the service as a “walk in” to the front end of the WX A&E (24/7).
2. Referral by NHS111 to a “booked” appointment (6:30pm – 8:00am): This is designed for WFCCG patients, but may also include some other patients where own GP OOHs service is not appropriate or where the patient is not registered with a GP practice.

3. Via ambulance service to the front end of the WX UCC and ED (24/7).
4. Referral from ED for patients that are determined not to require ED level treatment (24/7). This is by exception and is expected to be a low number of patients. 
5. Referral by healthcare professional (24/7).

NHS111 Referral Hierarchy for Primary Care Dispositions
· Minor Illness - Patients calling NHS111 with a contact primary care disposition within core GP hours will be directed to their own GP. In the OOHs period (6:30pm to 8:00am) patients should be directed to the appropriate GP extended hours service when this is available and then offered an appointment at the UCC only when the extended hours service is not available. This is consistent with the objective of reducing demand on urgent care services.
· Minor Injury - Patients calling NHS111 with a minor injury will be directed to the UCC 24/7 (or offered an appointment if available).  

1. Streaming and Patient Navigation
Upon presentation at the UCC a clinical streamer will determine if a patient is to be seen in the primary care stream, directed to the Minor Injuries Service, directed to ED or directed to alternative pathways. The rationale behind having rapid streaming prior to formal registration of a patient is to get a clinical “eye-ball” of the presenting patient as soon as possible. This allows for immediate prioritisation of patients based on clinical need. Streaming is a core element of the NHS Improvement A&E Improvement Guidance (August 2016).
The streaming will be clinically safe for patients and consistent both in terms of the clinical staff undertaking this activity and the time of day. The provider will be expected to develop the current model of streaming to ensure it is effective in terms of quickly and accurately directing patients to the most appropriate service. The provider should consider whether a screening tool (for example (NEWS, Manchester Triage System) is applicable and consistent with the service objectives. The provider will be expected to develop systems to regularly review and audit the effectiveness of streaming.

The streaming model should be designed around the following requirements:

1. All walk-in patients, including ambulance conveyances that are conveyed to the UCC according to agreed protocols, will be streamed. 

2. Patients referred to the UCC or the ED may not require streaming if an assessment has been carried out before arrival (however patients should be asked if their condition has changed since the time of their assessment).
3. Patients are streamed quickly and at least within 15mins from arrival. This is to manage the high volume of patient presentations and avoid queues of patients developing. 
4. Supports the safe redirection of patients back to the community where this is appropriate.
5. Supports the registration of unregistered patients with a GP practice.
6. Does not re-direct patients away from the UCC if they have been already directed to the UCC by another service (by NHS111 or their GP practice)
7. Supports the safe management of patients
8. Ensures that 60% of the patients that present at the UCC/ED are treated in the Urgent Care Centre or are redirected back to the community
9. Identifies “urgent” patients that should be seen in the UCC within 90mins from arrival (and ensure that patients that require transfer to the ED are within 90mins) 
10. Ensures that “sick children” receive observations at streaming or at least within 15mins of arrival.
11. Streamers should have access to MiDOS (My Directory of Service) to enable the utilisation of out of hospital services.
12. Streamers should be trained in paediatrics (ideally include a paediatric nurse or GP) and will all be expected to have completed the “spotting the sick child” training. 

Streaming Outcomes
The provider will have to ensure that processes and policies are in place for the full range of streaming outcomes both in and out of hospitals and build upon existing policies. Streaming outcomes within the UCC and Whipps Cross should include:
· The Navigators for redirecting to other healthcare or social services in the community, or for assistance with registration with a GP practice; 
· A GP or other clinician in the UCC;

· Emergency Department; 
· Another service within WXH;
· Ambulatory Care Unit (ACU)

· Frail Elderly Unit (Forest Assessment Unit)
· Emergency Gynaecology Unit (EGU)

· Surgical Assessment Unit (SAU)

· Paediatric Assessment Unit (PAU)

· Resuscitation.

Redirection
The provider is expected to develop existing options for redirecting patients outside the UCC where this is appropriate and with the support of navigators. The model of redirection should include the elements below but will have to developed by the provider and should take into account impact on patient experience. Patients that have been directed to the UCC should not be re-directed away except where there are clear benefits to the patient in terms of access the right service quickly. 

Options for redirection include: 

· Own GP Practice redirection (in hours) or when the practice is next open

· GP community hub redirection, including extended hours provision

· Pharmacy services redirection

· Dental services redirection (in hours)

· Mental health redirection (or Psychiatric Liaison at WXH)

· Paediatric community hub redirection

· Community wound clinic redirection

· DVT community hub redirection

· Social Services / Community Services redirection (hours dependent on individual Providers)
· Voluntary / Community sector Provider
· Drug and alcohol services
· Self-management.
The redirection model described here will be developed by the provider in partnership with Waltham Forest CCG, NHS 111 Directory of Services (DOS) and local services before the UCC service commencement. In principle the model of re-direction should mirror as closely as possible the NHS111 assessment process so as to create consistency across the system. (Patients directed to the Integrated Urgent Care Service should not be re-directed.) The redirection model will be the subject of ongoing scrutiny and continual refinement to ensure the best possible outcomes are achieved for patients.
The Provider will monitor the number of re-directions that re-attend at the UCC within a 24/48/72hr time-period with the purpose of reviewing these cases and reducing the frequency of re-attendances.

GP Practice Redirection (In Hours):
The Provider will work with Waltham Forest CCG and local GPs to establish, when appropriate the redirection of patients to their own GP Practice within GP core opening hours (Monday to Friday 08.00 to 18.30). The provider should work with the CCG to identify practices with high rates of in-hours attendance so that action can be taken where appropriate to manage this. It is expected that up to 20% of in-hours presentations could be redirected to own-GP or alternative services.
Primary Care Redirection (Out of Hours)
The Provider will work with the Waltham Forest Extended Hours Service (and similar services in other boroughs) to establish, when appropriate the redirection of patients to bookable appointments available through the Waltham Forest GP Hubs. Appointments should be booked when available. 
When Extended Hours appointments are not available the provider should offer patients “booked appointments” within the Integrated Urgent Care Service. This is according to the principle that booked appointments should be prioritised over walk-in services and is consistent with the NHS111 prioritisation process.

Redirection to other Statutory, Voluntary and Community Sector

The Provider will work with Waltham Forest CCG and local statutory, community and voluntary sector providers to when appropriate redirect / signpost patients to Community / voluntary sector services. These may include but are not limited to local dentists, opticians, community pharmacies, social services, expert patient programmes, drug and alcohol services etc. Waltham Forest CCG has a strong relationship with Waltham Forest Council for Voluntary Service (voluntary and community sector (VCS)).  It is expected that the Provider works with Waltham Forest VCS to identify a range of Providers and services which the Navigators and clinical staff can signpost to when required. The CCG will also support this through the provision of an up to date Directory of Service (DoS).

Self-Care
The patient is advised at streaming/registration that the condition can be managed through self-care or with advice of a pharmacist. Other options include access to local Mental Health helpline.
Unregistered Patients

All patients will be asked at their streaming /registration if they are registered with a GP Practice. Any unregistered patients will be encouraged to register with the assistance of a Navigator if required. The Navigator may offer to contact a GP Practice on behalf of the unregistered patient and arrange a convenient appointment for completion of their preliminary health checks necessary for GP Practice registration.  If the patient does not wish to choose a GP Practice while at the UCC, or if the GP Practice of their choice is not accessible, the Navigator will supply the patient with hard-copy information about relevant GP Practices and of the treatment they have received.

Unregistered patients from outside Waltham Forest will be asked to contact the registration department of NHS England via NHS Choices to obtain a GMS1. The Navigators will provide these patients with contact details for NHS Choices registration department. 
The provider will be expected to report on the number of patients registered by the service and the total number of attendances from unregistered patients per CCG. 

Flagged Patients
The provider will work with other organisations to obtain a list of “flagged patients” (for example, patients within integrated care, “frequent flyers”, registered mental health patients that present risk or potential risk to staff etc.) along with guidance as to what action should be taken for each flagged patient that presents at the UCC.  At patient registration the IT system also will have the ability to flag up these patients and the appropriate action to be taken.  
The provider will have a policy for managing patients that present potential risk to staff, other patients or themselves.

Frequent Attenders 

The provider will work to ensure that the numbers of frequent attenders are identified with respect to the UCC and the wider urgent care system. The provider will engage with other providers to ensure processes are established to help manage these patients.
2. UCC Reception

The provider is expected to integrate patients registration as efficiently as possible into the patient pathway to minimise queueing and delays to treatment.  

The reception stations will be suitable for ambulatory patients and receiving ambulance conveyed patients. They will provide appropriate privacy and dignity to maintain patient confidentiality. The reception will be responsible for registering patients that are to be treated in the UCC. Currently the reception is jointly managed between the UCC and the Emergency Department with staff cross-trained on both clinical systems to enable both teams to manage patient registration.

The existing WXH ED and Paediatric ED waiting areas will be retained for patients that are directed through to these services by UCC streamers. Separate waiting area’s will provide clearly visible and operational definition of waiting patient cohorts and support the ethos of clear clinical ownership of each cohort by clinicians responsible for their ongoing care.  
3. Urgent Care Centre

Assessment, Consultation and Treatment

The primary care assessment / treatment will be based in one area and delivered by a mix of qualified and experienced clinicians such as a GPs, ANPs, paramedics or clinical nurses. These clinical staff will treat and discharge:

· Patients with minor injury (further defined below) or minor illness;

· Patients that have a problem that may need further investigation, diagnostics or observation, but who are not regarded as requiring their main treatment in the Emergency Department
The assessment will define their urgent care need and provide appropriate treatment / advice to safely discharge the patient back to their normal residence with appropriate follow up arrangements or arrange admission to the appropriate specialist service at WXH. The UCC principal assessment / treatment area will be similar in style and specification to those provided in primary care, in particular utilising individual consulting rooms to facilitate privacy and confidentiality.
Minor Injuries
The minor injuries service should be led by experienced nurses who have undergone additional training to manage the assessment and treatment of minor injuries and wounds. The following list gives guidance on the types of injuries and circumstances that will be dealt with by the Minor Injuries Service, but this list is not exhaustive or comprehensive:

· Lacerations capable of closure by simple techniques (stripping, glue and suturing)

· Bruises

· Minor dislocations of phalanges

· Foreign bodies

· Non-penetrating superficial ocular foreign bodies

· Following advice to attend specifically given by a general practitioner

· Following recent injury of a severity not amenable to simple domestic first aid

· Following recent injury where it is suspected stitches may be required

· Following blows to the head where there has been no loss of consciousness

· Recent eye injury

· Partial thickness thermal burns or scalds involving broken skin

· Foreign bodies superficially embedded in tissues

· Minor trauma to hands, limbs or feet.

Exclusion criteria for the Minor Injuries Service
The service will not assess and treat the following categories of patients:

· Category A ambulance referrals
· Any patient with airway, breathing, circulatory or neurological compromise

· Actual or suspected overdose

· Accidental ingestion, poisoning, fume or smoke inhalation

· Blows to the head with loss of consciousness or extremes of age

· Penetrating eye injury

· Chemical, biological, or radioactive contamination injured patients

· Full thickness burns

· Burns caused by electric shock

· Partial thickness burns over 3cm diameter or involving:

· injuries to organs of special sense

· injuries to the face, neck, hands, feet or genitalia

· New or unexpected bleeding from any body orifice if profuse

· Foreign bodies impacted in bodily orifices, especially in children

· Foreign bodies deeply embedded in tissues

· Trauma to hands, limbs or feet substantially affecting function

· Penetrating injuries to the head, torso, abdomen.
Discharge criteria for the Minor Injuries Service:
The minor injuries service will discharge patients when:

· The presenting patient is directed to an alternate service (e.g. Emergency Department, primary care, wider primary or community care)

· The presenting patient completes appropriate assessment and treatment

· The presenting patient is assessed and given appropriate self-care advice

· The presenting patient chooses to leave the minor injuries service prior to completion of appropriate assessment or treatment.

Diagnostics

In line with national specifications, the urgent care centre will have access to the following diagnostics for adults and children and young people during hours the UCC is open, with real time access to images and results: 

· Plain film x-ray: immediate on-site access with formal report within 24 hours of examination

· Blood testing: immediate access with formal results received within one hour of the sample being taken. 

Clinical staff will have the competencies to assess the need for, and order, diagnostics and imaging, and interpret the results. Any further investigations will be available via ED and established and existing pathways within Whipps Cross. The Provider will be expected to work with WXH and agree protocols, governance and referral pathways. The Provider must also have processes in place to ensure patients results are fed back to the patient’s own GP practice.
Mental Health

In line with national specifications for urgent care, the urgent care centre will provide:

· Single point of access for mental health referrals to be available during hours the UCC is open, with a maximum response time of 1 hour.

· Dedicated area for mental health assessments which reflects the needs of people experiencing a mental health crisis and in accordance with Royal College of Psychiatry standards.

· Arrangements in place to ensure Mental Health Act assessments take place promptly and reflect the needs of the individual concerned.

· Access to all the information required to make decisions regarding crisis management including self-referral.

· Direct line of communication with local mental health service and knowledge of local out of hours mental health services.

· Single call access for children and adolescent mental health (CAMHS) (or adult mental health services with paediatric competencies for children over 12 years old) referrals to be available 24 hours a day, seven days a week with a maximum response time of 30 minutes. Psychiatric assessment to take place within four hours of call.

· Staff should have access to both telephone consultation and an on-site response from a dedicated pool of CAMHS professionals known to the local hospital during and out of hours. Staff should not be in the position of having to speak with someone who has no direct knowledge of their clinical environment and staffing skills in dealing with psychiatric emergency and managing the risk of young people who self-harm or attempt suicide

The assessment carried out by the Streaming Clinician will inform the prioritisation of mental health patients. The UCC will make referrals to the IAPT service and to the Psychiatric Liaison service where appropriate for assessment to be completed at the urgent care centre. 
Children

The commissioners expect the majority of children attending the service with minor illness and minor injuries will be assessed and treated within the UCC.

The Provider will need to respect the different needs and approaches to delivering a primary care service to children and respond appropriately. It is expected that the staff working with children will have the necessary competencies to agree the circumstances in which children should be assessed and treated in the centre, and when children should be transferred to the emergency department. 
The Provider will ensure Paediatric training awareness is a key component of the clinical and non-clinical UCC staff team.
The service is expected to provide information to all parents of children under five years of the Waltham Forest Child Health and Common Illness Scheme.

Learning Disability and Autism
The Provider will be required to ensure that all staff have been trained to support people with a Learning Disability and / or Autism, where this is identified. The service will need to ensure that appropriate reasonable adjustments are made to support the patient in their service, this would include extended appointment times and appropriate waiting environment.  

Patients with Suspected Deep Vein Thrombosis
For patients with suspected DVT, the UCC provider will deliver the initial assessment and a physical examination of those adult patients presenting/referred by their GP who meet the ambulatory care pathway and do not need to attend the acute services for this initial assessment. This pathway will follow the current NICE guidelines (guideline: 144/June 2012). On completion of the assessment those patients identified as: 
· “Likely” in having a DVT will need a Doppler scan and will need to be referred on to the acute services diagnostic pathway. 

· For those patients that have been identified as “unlikely” in having a DVT, a D.dimer blood test will be offered and reviewed by UCC staff. 

· Patients with a positive D.dimer result should be referred on to the acute services pathway for a Doppler scan. 

· Patients with a negative D.dimer should be advised that it is not likely they have a DVT. An alternative diagnosis should be taken into consideration and where necessary appropriate pathway referrals made to support this. 

· Patients who are discharged from the UCC who have an “unlikely” level two DVT score and a negative D.dimer should be given both verbal and written advice on the signs and symptoms of a DVT and where to attend if they suspect they have this in the future. 

Discharge

Where the UCC Provider treats a patient, the Provider will pass the patient’s details, information of the care provided by the UCC and any further information (for example, the need for the GP to follow up with the patient) electronically to the patient’s GP practice within six hours of discharge or by 8am the next day whichever comes sooner.
Patients who are directed to another clinical pathway within WXH, for example the Acute Assessment Unit (AAU) will be provided with a printed summary of their episode of care at the UCC summarising their presenting condition, diagnosis (if undertaken) and the treatment that was provided (if given).  Patients should also be given appropriate printed materials relating to their specific condition.
If a patient has any questions once they have been discharged from the UCC they will be asked to call their own GP Practice.
Transfers to the Emergency Department

A process will need to be established to ensure the safe transfer of patients to the Emergency Department where this is required. Arrangements will need to be put in place to ensure that patients transferred to the ED remain on the 4hr clock. The provider will ensure that any clinical risks are appropriately communicated to the ED.

The provider will have to record and report on the numbers of patients transferred to the ED and the reason for this transfer. Within 90 minutes of the time of arrival at the urgent care service 95 per cent all patients are to have a clinical decision made that they will be treated in the urgent care service and discharged or arrangements made to transfer them to another service.  
Hospital Admissions

Patients that require admission to an inpatient speciality will be referred through the Whipps Cross Referral Line process and not simply referred to the ED.
Follow ups

The Provider will not provide a bookable appointment service for following up conditions.  If further follow-up care is required, the Provider should signpost the patient appropriately (for example to their own GP, GP Hub, the integrated care service, care at home or other intermediate care services), and will need to agree processes with other local Providers for this to happen. 

4. Primary Care Home Visiting Service
Home visits will be booked following telephone assessment by the Integrated Urgent Care Service (NHS111). Home visits will have been identified as appropriate by the Clinical Assessment Service within NHS111/IUCS.
Home visits should be offered to people who are unable to get to a treatment centre either because the patients’ medical treatment prevents travel and/or significantly difficult social circumstances mean the person is functionally housebound. The decision to offer a home visit will be made by a clinician with due regard to the needs of the patient at the time. 

A face-to-face home visit consultation will be conducted in the patient’s place of residence. The place of residence is defined as any address specified at the time of visit (e.g. home, nursing home, hospice, hospital or treatment centre). All face-to-face consultations must meet the required performance standards and provide the patient with assessment, diagnosis and treatment plan. 
The service will be GP-led but elements may be delivered by other primary care professionals. The service is expected to be integrated with the UCC model with the opportunity to support the UCC overnight when visits are not required.
The Home Visiting service will have strong interdependencies with the Waltham Forest Rapid Response service and the ambulance service. Both the Home Visiting service and the Rapid Response service should support the ambulance service to ensure that patients are managed in their own home where this is appropriate. The provider will be expected to develop pathways between the Home Visiting Service and the Rapid Response service. The two services will be expected to jointly plan demand and capacity. The commissioners would support the development of an integrated home visiting service that ensures the right health or social care professional is mobilised to support patients. 
There may be potential to collaborate with other GP OOHs providers across North East London to flexibly manage demand and capacity across a wider geography. There may be opportunities to utilise technology, e.g. telehealth, to reduce the requirements for home visits. 
5. Face-to-Face Appointments
Face-to-face appointments may be booked by:

· Directly by the Integrated Urgent Care Provider (NHS111)

· Directly by the GP Extended Access Service (for minor injuries/diagnostics) 
The UCC will provide pre-booked attendances to patients outside of GP practice core hours (18:30 – 08:00 weekdays).  The Provider should discourage the use of the UCC by patients as an alternative to primary care.  Patients will not be offered or be able to book appointments at the UCC for the follow up of certain conditions.  Follow-up treatment must take place via their own GP. Patients are to be informed of likely timescales during the NHS111/IUCS telephone consultation. Patients will be contacted if an agreed appointment time is delayed, utilising the latest technology, where possible. 
Interdependencies
The service will be provided during the GP OOHs period for patients with a “contact primary care” disposition that requires same day treatment and cannot wait to contact their own GP practice. However, where available, the GP Extended Access Service will be the preferred option for these patients, as this provides an extension of normal primary care. The Extended Access Service will be ranked above the UCC within the Waltham Forest Directory of Service (DoS).
6.    Other Service Requirements
Opening Hours

The UCC will be available 24 hours a day 365 days per year to accept referrals for face to face consultations. The home visiting element of the service will be operational between 18.30-08.00 weekdays, 24/7 weekends and bank holiday.

Registered Patients

The UCC will not be a “traditional GP Practice” in the sense that it will not have a list of registered patients. The UCC is designed to stream, assess and treat (where clinically appropriate) patients that have presented to the Whipps Cross site but do not require Emergency care.  The UCC will then, if required, direct patients back to their own registered GP for necessary follow up care.

Language services

The Provider must contract to ensure effective communication including a professional interpreting service as needed. Educating patients about the appropriate use of healthcare services will be an important part of the UCC Provider service model. This will include, for example, the Navigators helping unregistered patients register with a GP Practice, making effective e use of the Directory of Service and promoting NHS111 as the primary point of access into the urgent care system. 

Escalation at times of pressure

The service provider will ensure that there are robust systems and plans in place to escalate at times of pressure. This will include raising escalation levels, communication to commissioners, the Area Team and other providers against pre-agreed triggers, enact plans to mitigate against further escalation and impact on other providers including communication of escalation plans/actions to existing providers and commissioners. Regular communication of time to de-escalation

Waiting Areas

The UCC waiting area will comply with accepted standards, national and local policies and statutory responsibilities.
  Where standards are not being met the provider will be expected to develop a plan to ensure compliance in cooperation with Barts Health. 

Medicines Management
· Overview

· During WXH Pharmacy opening Hours

· Outside WXH Pharmacy opening Hours

· Private Patients

· Advice

· OOH Prescribing

Prescribing should be in line with the agreed local formulary either Barts Health or WFCCG which can be accessed through the CCG website. The provider is required to have access and be fully compliant with legal requirements for use of FP10’s. The provider is required to undertake regular audit to evidence adherence to prescribing regulations and policy
The WFCCG formulary is available at:

http://www.walthamforestccg.nhs.uk/about/publications.htm
The WXH site has a medicines management storage allocated to the UCC Provider. The Provider with work with the WF CCG Medicines Management Team to deliver local policies. The provider is required to undertake regular stock take and ensure the safe and efficient level and use of medications within the UCC. The provider is required to undertake regular audit to evidence best practice and policies are being followed.

GP Patient Records

Waltham Forest GP patient records will be accessible on a “read only” basis and read by staff (who have been granted access rights) at the UCC. Where the UCC treats the  patient  the  relevant  GP  Practice  will  need  to  be  informed electronically about the episode of care with appropriate details within 6 hours or by 8am the next day (whichever comes sooner).  The Provider must provide patients with a printed summary of their episode of care that summarises their presenting condition, diagnosis and the treatment that was provided. Patients should also be given appropriate printed materials relating to their specific condition. Leaflets for most common conditions can be accessed via NHS Choices. The provider will be expected to participate in the whole systems development of integrated care record and systems interoperability.  
Equipment

The UCC Provider will need to comply with the national specifications:

· Appropriate equipment to be available onsite (with sizes available for adults and children):

· a full resuscitation trolley 

· an automated external defibrillator

· oxygen high flow
· nebuliser 

· suction and

· emergency drugs

· Monitoring equipment to calculate a National Early Warning Score (NEWS) score (or the triage system that is decided upon)

· All urgent care service to be equipped with a range of appropriate medicines necessary for immediate treatment.

· Training, audit, testing and quality assurance mechanisms to be in place for all equipment. 

The Provider shall provide medical and surgical equipment, medical supplies including medicines, drugs, instruments, appliances and material necessary for patient care which shall be adequate, functional and effective for all the UCC services.  The Provider shall also provide non-medical equipment to furnish the UCC and other services including computers, telephones, desks, desk chairs, couches, trolleys, etc. The Provider shall establish and maintain a planned preventative programme for its equipment and make adequate contingency arrangements for emergency remedial maintenance, equipment failure and business continuity.

Engagement with other services

As part of the wider urgent care system the provider will be expected to work collaboratively with other stakeholders in the local healthcare economy including NHS111, General Practice and community health and social services in order to further integrate urgent care services, develop new and improve clinical pathways, policies and protocols. 

The service will proactively engage with other services to ensure effective use of community based pathways. Currently there are opportunities to work directly with CHS services and specialist palliative care services to reduce the need for attendance at the UCC or ED.
The provider will be expected to contribute to the following system-wide groups, in addition to regular contract/ quality review meetings:
· Whipps Cross Urgent Care Working Group (monthly)
· EUCC Sub-Group (monthly)
· Whipps Cross/ Waltham Forest High Intensity User Group
· Other sector and pan-London urgent care forums.
In line with national guidance the provider will be expected to jointly develop capacity plans with other Integrated Urgent Care providers and share forecasted activity figures. 
Population covered

The UCC service will provide universal coverage i.e. treat all patients that are appropriately streamed irrespective of where they live. There is an expectation that the provider will record and recharge respective commissioners for activity outside the Waltham Forest geographic boundary. Booked appointments and home visiting services are only applicable to the GP registered population of Waltham Forest. 


	5. Applicable quality requirements


	Quality standards and clinical governance

The commissioner requires that the quality of the service to be to be of a consistently high standard and that all clinical professionals abide by the guidance of their professional self-regulatory body. The Provider will be expected to implement and regularly review clinical governance mechanisms to be applied when concerns about the quality of the service is raised. Where appropriate, quality and clinical governance processes and standards will be aligned with those in the Emergency Department to provide a common framework. The Provider will deliver the services in accordance with exemplary clinical practice guidance, exemplary healthcare practice, and will comply with all clinical standards, recommendations, policies, procedures and legislation as set out in the Barts Health NHS Trust Acute Contract for Whipps Cross Hospital. The Provider will develop and implement mechanisms for managing risk, including disaster recovery, contingency and business continuity plans as set out in the Acute Contract.
All incidents, clinical and non-clinical, will be reported by staff and managed appropriately.  The Provider will ensure that clinical risk management is an integral part of the daily service.  The Provider will use clinical risk management to improve decision-making and encourage the continued improvement of service delivery and the best use of resources.  The Provider will keep the Commissioner informed about detail of the risk management structures and processes that exist, and how they are implemented.

Policies & Procedures:

The Provider will be required to have in place policies and procedures which comply with general NHS legislation and any relevant NHS guidance in the delivery of primary care, OOH and urgent care.
· Compliance with the DH fact sheet 7: commissioning Out of Hours services, Gateway reference 5917, (December 2005).

· Compliance with the Care Quality Commission requirements.

· Compliance with National Patient Safety Agency guidance on Out of Hours Service provision.

· Compliance with National Service Frameworks.

· Compliance with NHS Complaints Policy.

· Compliance with Department of Health Direction on Confidentiality (DH 2000).

· Compliance with the NHS London Serious Untoward Incident Policy (includes safeguarding of children).

· DH Reference Guide to Consent for Examination or Treatment (2009). Compliance with the Vetting and Barring Scheme (2009). Compliance with the Data Protection Act. Compliance with the Freedom of Information Act.

· Compliance of the Information Governance standards for the National Programme for Information Technology.

· Compliance with equality legislation and codes of practice and human rights leiglation including the Human Rights Act (1998) and Equality Act (2010). 
Other documents relied upon:
· Transforming Urgent and Emergency Care Service in England (2015)

· Urgent and Emergency Care Review (2013)

· NHS Five Year Forward View (2015)

· Equality Act (2010)

· Health and Social Care Act (2012)

· Human Rights Act (1998)

Performance management

The Urgent Care Centre will support the Whipps Cross site achieve the 4hr A&E performance standard.  The UCC should support the Whipps Cross site level performance through its own performance levels, which are included in the Whipps Cross site level performance figures, but also through its role in managing demand on the Whipps Cross Emergency Department by ensuring that all patients that present at A&E are streamed to the most appropriate service (including redirected to other services based in the community and primary care) and that the Urgent Care Centre is established to maximise the number of appropriate patients that is it able to treat. 
Managing the 4hr target has a critical role in reducing over-crowding and ensuring patient safety.

The UCC also has a key role in working together with Whipps Cross to anticipate and cooperatively manage periods of expected and unexpected increased demand or surge so that these do not adversely affect the performance of either the UCC or the Emergency Department.

The UCC will support the achievement of integrated urgent care across Waltham Forest, and North East London, through coordinated working with other providers, improved IT connectivity and the sharing of patient records. This will reduce the frequency of unnecessary multiple patient contacts across the urgent care pathway, ensuring patients are seen in the right service first time, and reducing the number of repeat attendances across the urgent care pathway. The CCG wants to ensure levels of re-direction, consistency in the treatment of patients, reduce multiple attendances and also reduce total time for patients from initial presentation to final outcome. 
Streaming will be judged in terms of its consistency and efficiency in directing patients to the most appropriate service. 

The performance indicators reflect these aims. They also reflect the performance standards developed by the Healthy London Partnership as set out in the Urgent and Emergency Care Facilities and System Specifications (17 November 2015). This document is available at:  https://www.myhealth.london.nhs.uk/system/files/Coordinated%20consistent%20and%20clear%20urgent%20and%20emergency%20care%202015_0.pdf
Key Performance Indicators:

#

Heading

Indicator

Purpose

Source

Target

Penalty

1
All Types 4hr performance for Whipps Cross
% of A&E attendances (all attendances to Whipps Cross A&E) where the service user was admitted, transferred or discharged within 4 hours of their arrival at the A&E department

Patient safety/ Joint working with Barts Health ED

NHS Constitution

At least 95%

Potential link to payment model
2
Streaming outcomes

% of all streamed activity that is redirected to community/ primary care

Deliver shift in activity from acute to UCC and community

Local

10% TBC
*20% for in-hours periods
None
3
UCC utilisation

% of all A&E attendances that are treated within the UCC

Deliver shift in activity from acute to UCC and community

Local

At least:

40% in year 1

45% yr2

50% yr3

55% yr4

60% yr5
Note utilisation may vary by weekday/ weekend and monitoring would need to establish expected performance levels accordingly.
Potential link to payment model
4
UCC performance

% of service user seen and receiving an initial clinical assessment by a registered healthcare practitioner within 15 minutes of the time of arrival at the UCC

Responsive service

Healthy London Partnership

100%

None

5
UCC performance

% of patients with a clinical decision made that they will be treated in the UCC and discharged or arrangements made to transfer them to another service within 90mins of time of arrival at UCC

Safe/Responsive service

Healthy London Partnership

95%

None

6
UCC performance 

% of patients seen, treated if appropriate and discharged in under 4 hours of the time of arrival at the UCC.

Safe/Responsive service
Healthy London Partnership

At least 95%

None

7
UCC performance
Average time from arrival to treatments and discharge for: 

1) Adults

2) Children
Safe/Responsive service
TBC
Potential quality target in payment model
8
UCC Outcomes

Repeat attendances within 72hrs

None
9
Service Outcomes

Proportion of patients referred to A&E/inpatient services following consultation
To be reported by service: UCC, Booked, Home Visit
<7% 
None
10
Service Outcomes

Reduction in WX ED attendances (based on WX reported data)

To be reported by: 

1) Adults

2) Children

Deliver shift in activity from acute to UCC and community
TBC

Potential link to payment model
11
Booked Appointments 

% of patients seen, treat if appropriate and discharged in under 4 hours of time of arrival at the UCC (non-urgent)

% of patients seen, treat if appropriate and discharged in under 2 hours of time of arrival at the UCC (urgent)

Safe/Responsive service
Local
At least 95%

None
12
Home Visits

% of consultations concluded within 6hrs (non-urgent)

% of consultations concluded within 2hrs (urgent)

Safe/Responsive service
Local
At least 95%

None
13
Patient experience/ satisfaction

% of patients that complete the Friends and Family Test

Patient experience

National requirement

TBC

None
14
Patient experience/ satisfaction

FFT score (% that would recommend the service)

Patient experience

National requirement

TBC

None
15
Staff experience/ satisfaction

Staff Satisfaction Survey or use of the FFT:

1. % of patients that complete the Friends and Family Test

2. % who would recommend the service as a place to work 

Patient experience

National requirement
TBC

Potential quality target in payment model
16
Staffing
% of clinical workforce drawn from staff with experience from local Waltham Forest health system
National Urgent Care Metrics

The CCG intends to adopt the national urgent care metrics which report on system-wide performance for patients that are referred from NHS111/Integrated Urgent Care. As these are implemented there may be opportunities drop reporting on some of the above KPIs (11, 12 and 13). The provider will have to work with the NHS111/Integrated Urgent Care service to implement the national requirements.

[image: image8.emf]160330 Integrated  Urgent Care metrics - Appendices v2.docx


It is intended that allowing response times to work to the NHS 111 Disposition recommended response will allow greater flexibility and ability to management workload more clinically appropriately.   
Four Hour Clock
Four-hour clocks will start from the point of streaming for the purposes of recording total patient time spent in the UCC/ED.
Other performance and information reporting requirements:

· Streaming activity by patient destination

· Number of patients that receive information/ support with GP registration

· Number of GP referred patients presenting to A&E

· Number of ambulance conveyed streamed 

· Number of ambulance conveyed patients treated in the UCC

· UCC activity by outcome destination

· Average time to initial assessment

· Average time to treatment

· Average time to discharge

· % of UCC activity that is referred by patient destination 

· % of UCC activity referred to the WX Emergency Department

· % of Emergency Department activity referred to the UCC

· Frequent attenders: number of patients attending 2/3/4/5 times within the reporting month 

· Completeness of recording of NHS numbers (100%)

· Discharge Summaries to own GP by 8am the next day (100%)

· Proportion of patients completing the FFT (20% target)

· Proportion of staff completing the staff survey (TBC)
· Diagnostic activity volumes broken down by presenting condition

· Number of “comfort calls” for patients awaiting a home visit
· Number of cancelled home visits

· Number of booked appointments DNAs

· Maximum waiting times for home visits

Minimum Data Set
· The provider will be expected to collate and submit monthly a patient level data set detailing activity by date, time, type, diagnosis and outcome as well as patient characteristics including but not limited to age, sex, ethnicity, address and registered GP practice.
· Systems should be set up to record where possible if patients are homeless
Daily Reporting of Type III activity and 4hr breaches

· The UCC will be required to submit daily reports on activity and breaches to commissioners and Barts Health to enable reporting against the Whipps Cross site-level performance. 

· The UCC will have to ensure appropriate reporting to Unify as a Type 3 A&E Department

· The UCC is expected to provide additional reporting to commissioners and Barts Health to help manage the flows of patients at peak times and times of pressure
Audit

· Minimum of 1% of total clinical consultations per month

· Evidence of feedback to clinicians

· Evidence of learning & improvement from audit
Consistency in streaming will need to be audited for unexplained variation by time of day and day of week and by the individual clinician undertaking this service.

Governance

The UCC will have a formal written policy for providing urgent care, and clear pathways of care for all common conditions. The policy is to adhere to the national UCC facility specification and is to be ratified by the service’s provider board and the U&EC Network annually.

The UCC will have an identified clinical lead, and participate in clinical and non-clinical audit, demonstrating effective engagement in a programme of continuous quality improvement.
Clinical governance

The UCC provider is expected to identify a clinical lead. The UCC is expected to demonstrate to the commissioner that appropriately robust clinical governance arrangements have been established and are adhered to. The Provider will be expected to work with Barts Health to develop robust governance arrangements, pathways and protocols.
The Clinical Lead role will include ensuring clinical standards are being adhered to and to liaise on an ongoing basis with the clinical governance lead for the emergency department, to ensure appropriate clinical governance arrangements are in place for the UCC and emergency department working together.
The provider will need to demonstrate a robust clinical governance and accountability policy and structure that support safe and effective delivery including:

· Adequate management capacity, clear clinical leadership, policies and procedures in place

· Appropriate management structures in place to oversee on a day to day basis effective service delivery; support a culture of “self-management”

· Robust policies and systems to manage risk including:

· Infection control

· Serious untoward incidents

· Safeguarding

· Health and safety

· Prescribing risks

· Consent and confidentiality

· Adherence to “best practice” and evidence based interventions and treatments (including NICE)

· Ensure all staff have the appropriate skills and training as well as receiving adequate clinical supervision 

· Policies, procedures and systems for evaluation and audit, including patient satisfaction surveys.
Care Quality Commission

The Provider shall be registered with the Care Quality Commission and adhere to the requirements of registration and notify commissioners of any statutory and legal requirements, enforcements or improvement notices served upon them.

Information governance

The provider will need to demonstrate a robust information governance and accountability policy:

· Policies and procedures for electronic patient records and consistent use of clinical IT systems
· Information sharing policy, Caldicott, Freedom of Information
Equalities

The provider must understand and comply with statutory obligations under equalities legislation and take positive action to combat discrimination. 

Continual service improvement

In addition to regular performance monitoring providers will be required to audit and evaluate service provision and outcomes.  This must include all stakeholders including patients.  The provider will have to demonstrate how the information is utilised to inform service planning, delivery and development. The provider will also have to demonstrate how they consider the views of potential patients of the service.

The provider must consider findings within the Waltham Forest Joint Strategic Needs Assessment.

	6.  Location of Provider Premises



	Estates and Facilities

The Urgent Care Centre is located at Whipps Cross. 

Currently the service has access to six consulting rooms, one triage room, one pharmacy store and one office room. In addition there is a streaming POD and reception desks and waiting area that is jointly used by the Emergency Department. The Provider will need to ensure that the consulting rooms are equipped for primary care consultation and treatment.  The Provider will be responsible for all appropriate infection control measures to be in place and all current NHS associated infection control, primary care treatment regulated guidance and WXH standards and practices must be followed.
The provider may choose to base the booked appointments and home visiting services at other locations either on the Whipps Cross site or at alternative locations that are consistent with the specified waiting times and other requirements.
The provider will be responsible for all estates and facilities costs and we would expect that a formal tenancy will be in place with Barts Health NHS Trust covering the space requirements for the UCC within 12 months of the start of the contract. 


	7. Workforce


	The provider is expected to develop a staffing model that ensures the development of a stable, consistent and committed clinical workforce that has both an interest in urgent care and experience of working within the Waltham Forest urgent care system. This will ensure the quality of the service and integration with local pathways. The UCC clinical leadership is expected to show commitment to the effective management of the local urgent care system.

There is an opportunity to develop recruitment that build upon local GP training programmes.
Workforce

The UCC Provider must adhere to the national specifications:

i. During the hours that they are open, UCCs should be staffed by multidisciplinary teams, including: at least one registered medical practitioner (either a registered GP or doctor with appropriate competencies (reflected below) for primary and emergency care), and at least one other registered healthcare practitioner.

ii. All registered healthcare practitioners working in UCCs should have a minimum level of competence in caring for adults and children and young people including: (a) Intermediate life support; (b) Recognition of serious illness and injury; (c) Pain assessment; (d) Identification of vulnerable patients; (e) ability to recognise that someone may be experiencing a mental health problem and to respond appropriately and (f) awareness of safeguarding. At any time the service is open at least one registered healthcare practitioner is to be trained and competent in advanced life support and paediatric advanced life support.

iii. All UCCs should have arrangements in place for staff to access support and advice from experienced doctors (ST4 and above or equivalent) in both adult and paediatric emergency medicine and other specialties including surgery, mental health and paediatrics within their network without necessarily requiring patients to be transferred to an ED or other service.

iv. All UCCs should have arrangements in place for staff to access advice and support in relation to medicines.

v. All UCCs should have a medical or non-medical prescriber present throughout the hours of operation. Patient Group Direction (PGD) services to support the treatment of common injuries and illnesses may be used until sufficient staff are qualified as prescribers.
All staff will be expected to complete all statutory and mandatory training in line with the contract.
Clinical Workforce

The proposed full clinical staffing establishment in the UCC is to be proposed by the Provider and assessed against the Commissioners standard in the Invitation to Tender stage of the procurement process.  The success of the model is dependent on skilled, competent, experienced and confident streamers. Staff within this role will must have experience as an independent practitioner working within the urgent care system. The skill mix for all staff will be regularly reviewed in light of the UCC mobilisation, development and Winter/Surge flexibility. The staffing compliment for the UCC will need to be sufficiently skilled, robust and resilient to safely see the patient numbers detailed.  It is also anticipated that the staff skill mix may change and include a wider range of practitioners with varying competencies as the UCC becomes established and protocols are implemented and reviewed.  As part of the development of an integrated service the Provider will work closely with partner organisations to develop an appropriate skill mix of staff to ensure patients are seen, treated and redirected back to primary care core services for ongoing care. The Provider will ensure there is a named clinical streamer and clinical assessment / treatment clinicians with paediatric / parental support skills.

GPs working in the services must have experience of working in primary care and experience of working in urgent / emergency care. They must be included on a Medical Performers List and should continue to work in general practice and demonstrate a commitment to their continuing professional development in urgent care. 
The provider must ensure that it draws on staff with experience of the local health economy in order to promote local ownership of the service and improve consistency of staffing. This will include drawing on VTS graduates from Waltham Forest. Clinical staff should have an interest in urgent and emergency care and/ or paediatrics. GPs should also have evidence of formal paediatric training or be able to demonstrate alternative evidence of professional competence in dealing with urgent paediatric cases. GPs performance should be appraised on a regular basis.
The provider should have sight of GPs PDPs relating to the development of acute and OOHs care.
Non-Clinical Staff

Sufficient administration and managerial staff will be required to meet the needs of the UCC Commissioner contract and patient demand.

Navigators

The Navigators will be need to be available during the day and at other peak activity times as and when required. The Navigators are non - clinical roles but nevertheless a crucial role in helping patients who are identified for redirection by the streaming/reception or assessment/treatment staff. 
This includes advising and helping:

· [image: image1.emf]Unregistered patients to register at a GP Practice of their choice; Registered patients book a GP Practice appointment
· Patients understand how and when to contact their OOH Provider
· Patients to access other community services or resources e.g. dentists, optometrists
· By using the 111 Directory of Service (DOS) leave patients with details of alternative clinical pathways of care
· Signpost to other non-clinical key services such as welfare rights advice, social services, expert patient programmes, drug and alcohol advice services, virtual wards, local authority homeless service and other voluntary agencies etc.

The Navigators will have the required training and information tools to provide the above help and advice and will be responsible for keeping up-to-date details (e.g. opening hours, telephone numbers etc.) of all these community based services.

Clinicians delivering the streaming/registration and other clinical staff in the UCC will direct patients to the navigators(s), if the patient needs help or advice or assistance for any of the above.  

The Navigators will be responsible for recording details of all help and advice they provide. In particular they will be responsible for recording details (e.g. time, date, name, age, presenting complaint, GP Practice, the reason why a GP Practice appointment could not be made etc.) of all successful and unsuccessful attempts to book a GP Practice appointment. The  Provider  shall  produce  reports  which  detail  successful  and  unsuccessful  patient redirection attempts by the Navigators.  This shall be in a format suitable to be emailed to local GP Practices and include:

· Patient details (name, DOB, presenting condition, GP Practice)
· Time and date of redirection attempt by the Navigators during the month
· Outcome of redirection attempt by the Navigators
· If redirection was unsuccessful, the reason for this
· Attempts to register unregistered patients and outcome.
Workforce Planning and Capacity

The Provider will have a robust and effective workforce plan that demonstrates the ability to operate and manage the range of services outlined in this specification, ensuring that patients are seen by the most appropriate healthcare professional. The workforce model should reflect the multidisciplinary nature of urgent care delivery from different healthcare professionals. The Provider will provide evidence of a robust urgent care workforce, through clinical and performance audits to ensure the service meets high quality clinical outcomes. The appropriate staffing model for the services will be shaped by the clinical needs of the patients who attend and the competencies of individual staff members. The Provider is expected to demonstrate how the staff competencies meet the needs of the expected clinical caseload for each service.

Staffing levels will be set to manage variation in demand, including variation due to day of the week, seasonal variation and the impact of public holidays and other events. The provider will be expected to develop capacity plans jointly with the CCG and other providers in order to promote joint planning. The provider will be expected to be able to quickly respond to unexpected surges in demand.
The Provider will have arrangements in place for the UCC staff to access support and advice from consultants in emergency medicine without requiring patients to be transferred to ED.
Overall Management of UCC

The overall management of the UCC (including the OHH provision) will be undertaken by the

Provider.

UCC Clinical Leadership

The Provider will be expected to develop a model for clinical leadership and clinical governance, consistent with the existing WXH internal clinical governance arrangements.  As part of this, a designated Primary Care Clinical Lead (either one of the senior nurses or one of the GPs working in the UCC) will be assigned by the Provider for the UCC. The Primary Care Clinical Lead will take responsibility for all GPs and nurse practitioners working in the UCC who treat patients autonomously.  The Primary Care Clinical Lead will also take responsibility for the development, approval and implementation of care pathways and protocols within the UCC.  The Primary Care Clinical Lead will hold membership on any clinical governance arrangements identified by WXH. 

Training and education
The UCC provider will comply with the following national specifications:

i. UCCs to provide appropriate supervision for training purposes including both educational supervision and clinical supervision of both medical and non-medical personnel.

ii. All healthcare practitioners to receive training in the principles of safeguarding children, vulnerable and older adults and identification and management of child protection issues. All registered medical practitioners working independently to have a minimum of safeguarding training level 3.

iii. Unregistered staff should have completed a course of training specific to the setting and undergone a period of competence assessment before carrying out delegated tasks including level 1 safeguarding training as a minimum.
The provider must ensure all staff have the appropriate knowledge and skills to provide the service.  Where appropriate that all staff have accredited training qualification(s) and adhere to codes of practice.  The provider must demonstrate that access to appropriate ongoing training is provided and that staff continuously update their practice.

The provider will work with local ambulance services to support placements and training schemes in the Urgent Care Centre. 
General Practice Vocational Training Scheme (VTS)

The provider will be required to provide GP registrar training and to honour the commitment to registrars made by the current provider. The provider will need to be accredited by HEE/ London and South East Deanery.

The provider will ensure that there is adequate provision for trainees to complete the required number of sessions (18 five hr sessions per trainee). The provider will be expected to work with HEE/ London and South East Deanery to ensure there is capacity to meet current levels with the potential for increase in numbers of up to 20% over the next three years. 
The provider is expected to be compliant with clinical and educational standards of the London and South East Deanery as outlined in the document at the link below. 
http://rwftrainers.co.uk/wp-content/uploads/2015/05/Out-of-Hours-guidance.pdf
There may be opportunities to centrally coordinate and pool resources for induction and training across neighbouring CCGs.
Workforce development and planning

The provider will be required to provide a workforce that has a person centred approach that supports patients in self-management where appropriate and to support them in being in control of their health, care and treatment. The emphasis must be on a workforce that has the skills, knowledge, competencies and capability to meet the needs of patients in an innovative and flexible way.

The workforce must meet the following requirements:

· Overcomes the traditional “this is what you do” way of working to one that fully engages, enables and empowers patients in promoting and improving their own care

· Recognises the necessity of multi-disciplinary teams and the vital role that integrated care plays in supporting people in the community, prevents unnecessary admission and enables early discharge where admission has been necessary

· Is equipped with the right skills and competencies and that they are well led and supported and where continuing professional development is identified as being at the heart of continuous quality improvement

· Is centred around the needs of individuals and developed in partnership with wider professionals with a focus on delivering the best outcomes for the patient

The provider will be expected to evidence workforce engagement through appropriate policies, procedures and training as well as processes to promote staff recognition and innovation. 

Engagement with LAS
The provider will work with LAS and other ambulance providers to identify potential areas of staff development, such as potential secondments of LAS staff to the IUCC.
Streaming
The staff undertaking the streaming will be experienced qualified clinicians who will have sufficient clinical skills and experience in emergency care, including the confidence to safely redirect patients.  They will work closely with the UCC reception staff.

To avoid queues of patients waiting for their streaming / registration the volume of staff undertaking the streaming/registration will be sufficient, appropriately scheduled and rapidly scalable up and down to meet patient throughput. Activity for estimation of the number patients who will present at the UCC (ambulatory and ambulance conveyed) at low and peak activity times.

Staffing should reflect national specification principles:

i. During the hours that they are open, UCCs should be staffed by multidisciplinary teams, including: at least one registered medical practitioner (either a registered GP or doctor with appropriate competencies (reflected below) for primary and emergency care), and at least one other registered healthcare practitioner.

ii. All registered healthcare practitioners working in UCCs should have a minimum level of competence in caring for adults and children and young people including: (a) Basic life support; (b) Recognition of serious illness and injury; (c) Pain assessment; (d) Identification of vulnerable patients; (e) ability to recognise that someone may be experiencing a mental health problem and to respond appropriately and (f) awareness of safeguarding. At any time the service is open at least one registered healthcare practitioner is to be trained and competent in advanced life support and paediatric advanced life support.

iii. All UCCs should have arrangements in place for staff to access support and advice from experienced doctors (ST4 and above or equivalent) in both adult and paediatric emergency medicine and other specialties including surgery, mental health and paediatrics within their network without necessarily requiring patients to be transferred to an ED or other service.

iv. All UCCs should have arrangements in place for staff to access advice and support in relation to medicines.
All UCCs should have a medical or non-medical prescriber present throughout the hours of operation. Patient Group Direction (PGD) services to support the treatment of common injuries and illnesses may be used until sufficient staff are qualified as prescribers.



	7. Information Technology and Communication



	The following outcomes have flexibility in the approaches to how they are commissioned from a technical perspective:

· The Service shall book using digital methods where possible, or using Interoperability Standards into the services

· The Service shall dispatch ambulances using Interoperability Standards when dispatching to a separate application or Out of Area 999 service

· The Service shall determine where patients are being referred/transferred to and transmit the data for all the services

· The Service shall have access to Special Patient Notes (SPN) including the capability to access SPN for Out of Area patients as and when they are made available

· The Service shall connect to a single common DoS data layer but may use its own middleware application layer

· The Service shall follow the latest IM&T assurance guidance and regulations

· The Service shall be able to accept direct bookings.


	Payment model



	Payment model

Payment model to be devised based upon national urgent and emergency care guidance for a three-part model. The key objectives of the payment model are to ensure:

· The realistic costs of the service are recognised (~80%)
· The variable costs related to increases in activity and access to diagnostics (for example related to increases in minor injury patients seen within the service) are recognised (~15%)

· The service meets key quality outcomes regarding (5%):

· Reduced ED activity

· Waiting times requirements
· Patient experience 

· Staff satisfaction

· Re-direction rates

The payment system should reflect ambition to shift activity from the Emergency Department to the UCC and also from the urgent care system back to routine primary care and self-care. 
Application of Responsible Commissioner Guidance
The contract will operate under Responsible Commissioner “Who Pays” arrangements.  As such, it will be the responsibility of the Provider to apply the guidance to invoice for activity undertaken by identifying the patient’s registered GP practice and/or home address and to provide sufficient information in support of invoices to enable CCG’s to validate and make payment. The Provider will be required to provide sufficient administration staff to facilitate this process. In 2015/16 approximately 75% of the activity was for WFCCG.

Main Contract
There will be a main contract between Waltham Forest CCG (as Lead Commissioner) and a Provider to provide the UCC. The contract will be for five years with a negotiable two-year extension if required. The NHS standard contract will be used.
Sub Contract
As part of the main contract there will be a condition that specifies that the Provider has the ability to commission an independent third party to provide any element of the UCC in agreement with the Commissioner.  The Department of Health Procurement Guide for Commissioners of NHS-Funded Services (July 2010) will need to be followed in respect of the procurement of this sub contract.
Service commencement

The service will commence on the 1 October 2017 (Sunday).



Appendix 
Relationship between UCC and NHS111
1. Contact Primary Care Dispositions


[image: image9]
� There is the potential for a very seriously ill patient to self-present at the UCC and be seen by the streaming clinicians.  The Provider will ensure an “alert” system and handover process is in place for the immediate transfer of these patients to the ED department.





� For example, the Royal College of Paediatrics and Child Health (2012) Standards for Children and Young People in Emergency Care Settings: Developed by the Intercollegiate Committee for Standards for Children and Young People in Emergency Care Settings.


� � HYPERLINK "https://www.england.nhs.uk/ourwork/pe/nhs-111/resources" �https://www.england.nhs.uk/ourwork/pe/nhs-111/resources�


� � HYPERLINK "http://www.hscic.gov.uk/" �http://www.hscic.gov.uk/�
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[bookmark: _Toc439163260][bookmark: _Toc444866590][bookmark: _Toc439163261]Appendix A: Key Performance Indicators (KPIs)

Table A1:	Summary list of KPIs

		

		Title

		Domain

		Area

		Frequency



		1

		Calls abandoned after at least 30 seconds

		Safety

		Access

		Monthly



		
2

		Average time to call answer

		Patient Experience

		Access

		Monthly



		3

		Access to assessment within 10 minutes

		Patient Experience

		Access

		Monthly



		4

		Self-care

		Patient Experience / Effectiveness

		Assessment

		Monthly



		5

		Re-contacts

		Safety

		Assessment

		Monthly



		6

		Directory of Services catch-all

		Effectiveness

		Assessment

		Monthly



		7

		Compliance with advice

		Patient Experience / Effectiveness

		Advice

		Twice a year



		8

		Electronic transfer of referral information

		Effectiveness

		Advice

		Monthly



		9

		Average time to definitive clinical encounter

		Effectiveness

		Advice

		Monthly



		10

		Serious Incidents

		Safety

		Whole journey

		Monthly



		11

		End to end reviews

		All

		Whole journey

		Monthly



		12

		Helpfulness of advice

		Patient Experience

		Advice

		Twice a year



		13

		Satisfaction

		Patient Experience

		Advice / Treatment

		Twice a year



		14

		If 111 was not available

		Patient Experience / Effectiveness

		All

		Twice a year







[bookmark: _Toc439163262]Metrics will be required from all new Integrated Urgent Care providers. Existing NHS 111 service providers will have the option to provide the new metrics but initially will be able to provide just the existing Minimum Data Set (MDS).



Earlier versions of this document included cost as a KPI, but that has been removed. Such information is likely to be commercial in confidence and could not be published. However, commissioners should provide annual costs of their Integrated Urgent Care contracts to NHS England so the value for money of services can be regularly assessed.



Work will be required to consider metrics for NHS 111 online; for such episodes, some metrics and data items below will apply just as well, but others may need replacing or removing. Data will also need to be specified on use of Integrated Urgent Care not through dialling 111, such as clinicians contacting a clinical hub, calls passed to a clinical hub via 999, and patients entering Integrated Urgent Care through unscheduled arrival at a walk-in centre or other location.



The KPIs do not include workforce measures, but Tier 3 describes how providers are expected to complete standard HSCIC workforce data collections. Additional measures on staff experience, turnover and absence are being considered for Tier 2.

Access KPIs

		

		Title

		Domain

		Area

		Frequency

		Assesses



		[bookmark: _Toc439163263]1

		Calls abandoned after at least 30 seconds

		Safety

		Access

		Monthly

		Provider



		Rationale

		Abandoned calls represent an unquantifiable clinical risk since by definition the needs of the caller are not established.



		Denominator

		Count of calls offered, which is equal to calls answered + calls abandoned (whether after more or less than 30 seconds).



		Numerator

		Count of calls where the caller waited at least 30 seconds after clock start and then abandoned the call before it was answered. Clock start is the end of any local or national introductory message, which should normally be no more than 30 seconds long. If there is no such message, clock starts at call connect.



		Source

		Management Information; will need to be compiled by Integrated Urgent Care providers.



		Standard

		Can be set now from existing NHS 111 MDS data.



		Issues

		Applies to all KPIs where a standard is set, not just KPI 1: Should they be purely based upon existing performance (and perhaps made more challenging over time)? Or should they depend upon clinical evidence of what is required for certain circumstances, or upon patient expectations and / or standards for other health services?



		Cost

		No extra cost, data already collected and supplied by providers.



		Timing

		Regular monthly supply should continue when providers start a new Integrated Urgent Care contract








		

		Title

		Domain

		Area

		Frequency

		Assesses



		[bookmark: _Toc439163264]
2

		Average time to call answer

		Patient Experience

		Access

		Monthly

		Provider



		Rationale

		Every call counts equally for the mean average time to call answer, and as a measure, it keeps the incentive to answer a call that has already waited more than 60 seconds.

The length of time before a call is answered is an important contributor to the overall patient experience. Prolonged delays in call answer time result in increasing rates of calls abandoned which generates clinical risk as described in KPI 1.

Calls answered in 60 seconds is a crude measure, because a provider answering 10% of calls after 2 minutes gets the same performance measure as one answering 10% of calls after 10 minutes; and there is no clinical justification for requiring 95%. That crude measure can still be collected monthly in Tier 2 for comparison against KPI 2.



		Denominator

		Count of calls answered.



		Numerator

		Time from clock start (same clock start as KPI 1) until the call is put through to a call handler, in seconds.

Providers should supply this time aggregated into a total for all calls triaged each month, to avoid transcription errors due to software and time formats. The mean average can then then calculated by dividing by the denominator.

All answered calls count; in the extremely unlikely event of a caller genuinely waiting for an hour, for example, that should still contribute to the average time.

However, seemingly long wait times that are actually due to data errors, and not genuine, should not be included.

Abandoned calls are excluded because otherwise this would overlap with what KPI 1 is designed to measure.



		Source

		Management Information; will need to be compiled by Integrated Urgent Care providers.



		Standard

		Could be set now, once sufficient historical data requested and received from existing NHS 111 providers.



		Issues

		Current average answer time calculations will be needed in order that a standard can be set.

Some months are more demanding (such as those with five weekends), but providers should plan for this, so patients receive the same levels of service at all times.

Longest call time was considered and rejected; one bad call early in a month can determine the measure and remove the incentive to answer subsequent calls quickly.



		Cost

		Negligible extra cost for providers, who should record the call answer time for each call in order to calculate the numerator and denominator.



		Timing

		Monthly supply expected when providers start a new Integrated Urgent Care contract







		

		Title

		Domain

		Area

		Frequency

		Assesses



		[bookmark: _Toc439163265]3

		Access to assessment within 10 minutes

		Patient Experience

		Access

		Monthly

		Provider



		Rationale

		Requirement to provide timely patient assessment without prolonged call-backs within Integrated Urgent Care.

Calls closed by the call handler excluded from numerator and denominator. The risk of call handlers unnecessarily transferring calls to clinicians, purely to improve this measure, is low, because of the cost of clinician time.



		Denominator

		Count of calls either live transferred to a clinician, or with a request for a call back.



		Numerator

		Count of calls either live transferred to a clinician, or followed by a call back from a clinician starting within 10 minutes of the first call ending.



		Source

		Management Information; will need to be compiled by Integrated Urgent Care providers.



		Standard

		Will be set once sufficient reliable data are available from Integrated Urgent Care providers.



		Issues

		Will require data linkage to Clinical Hub as this is likely to be source of much clinician assessment and advice.

We are consulting on re-specifying this KPI. Non-urgent calls where the call handler reaches an appropriate disposition, and refers the call to the clinical hub to complete advice on a longer time frame, should not count negatively against this indicator



		Cost

		No extra cost for providers, data items already provided in existing dataset.



		Timing

		Regular monthly supply should continue when providers start a new Integrated Urgent Care contract





[bookmark: _Toc439163266]Assessment KPIs

		

		Title

		Domain

		Area

		Frequency

		Assesses



		[bookmark: _Toc439163267]4

		Self-care

		Effectiveness

		Assessment

		Monthly

		Provider



		Rationale

		UECR requirement for Integrated Urgent Care to manage more callers without onward referral, by solving the problem at the time, and not requiring patients to wait and then explain the situation again to another service when that is available. 



		Denominator

		Count of calls triaged.



		Numerator

		Count of calls triaged and closed on the telephone without any onward referral or face-to-face assessment. Includes calls closed by the initial call handler, by a clinician after a live transfer, or by a clinician calling back.



		Source

		Management Information; will need to be compiled by Integrated Urgent Care providers.



		Standard

		Will be set once sufficient reliable data are available from Integrated Urgent Care providers.



		Issues

		Further data will be needed on the point at which calls are closed, to check for perverse incentives.



		Cost

		Negligible extra cost for providers, data already available in existing dataset.



		Timing

		Regular monthly supply should continue when providers start a new Integrated Urgent Care contract







		

		Title

		Domain

		Area

		Frequency

		Assesses



		[bookmark: _Toc439163268]5

		Re-contacts

		Safety

		Assessment

		Monthly

		Provider



		Rationale

		To assess the success and safety of advice given and in particular to check that the self-care measure (KPI 4) is not achieved through inappropriate call closures. Therefore, re-contacts will only be counted for calls closed with self-care.

The standard will not be zero, some re-contacts will always be inevitable; but this measure will identify providers with unusually high proportions of re-contacts. Excludes calls from patients with a frequent caller procedure in place, so that the measure is not mostly determined by a small number of void patients.



		Denominator

		Count of calls closed with self-care (the numerator from KPI 4).



		Numerator

		Count of calls closed with self-care, with at least one repeat call to 111 within 72 hours, for the same patient (even if through a different caller and / or from a different telephone). Will exclude calls from patients where there is an agreed frequent caller procedure in place before the call. When national data allows, numerator will not be limited to re-contact with 111, but will include patients attending A&E, and calls to any existing out of hours GP provider service still in place.



		Source

		Management Information; will need compiling by Integrated Urgent Care providers and may require software development.



		Standard

		Will be set once sufficient reliable data are available from Integrated Urgent Care providers.



		Issues

		Some patients know that calling three times automatically increases the priority of response they will receive. However, that can be solved with alternative prioritisation without needing to change this KPI.

The inclusion of frequent callers in this denominator has a negligible effect on the measure. Exclusion of them would make the denominator inconsistent with the numerator for KPI4. (Adjusting the KPI4 numerator would make it inconsistent with the KPI4 denominator of calls triaged.)



		Cost

		Low, if this can be derived monthly for all provider areas from the Repeat Caller database. If not, may need software development and some staff training to calculate this; unclear whether cost would be borne by providers.



		Timing

		Suitability of Repeat Caller database will be assessed in spring 2016. If suitable, data are expected when providers start to deliver an Integrated Urgent Care service. If not suitable, it may be 2017 before Integrated Urgent Care providers develop a system to calculate this from their call records.







		

		Title

		Domain

		Area

		Frequency

		Assesses



		[bookmark: _Toc439163269]6

		Directory of Service catch-all

		Effectiveness

		Assessment

		Monthly

		Commissioner / System



		Rationale

		Integrated Urgent Care effectiveness is dependent on commissioning of adequate urgent care services and population of the Directory of Service (DoS) with these services, so that the Emergency Department catch-all is not needed.



		Denominator

		Count of calls where the DoS is opened.



		Numerator

		Count of calls where the DoS only displays two Emergency Departments with the suffix “(catch all)”.



		Source

		NHS Pathways (needs requesting)



		Standard

		Will be set once sufficient reliable data are available.



		Issues

		DoS data could be collected direct from NHS Pathways at HSCIC. However, providers hold the data too and should supply data for this KPI in the Unify2 collection alongside all other items.



		Cost

		Small analytical time resource required to request and verify data from NHS Pathways.



		Timing

		Expected as routine monthly output but need to discuss with NHS Pathways in spring 2016 to arrange.





Advice KPIs

		

		Title

		Domain

		Area

		Frequency

		Assesses



		[bookmark: _Toc439163271]7

		Compliance with advice

		Patient Experience / Effectiveness

		Advice

		Twice a year

		System



		Rationale

		Important to understand compliance with advice given and referrals made, particularly in relation to subsequent unplanned health seeking behaviours.



		Denominator

		Count of survey responses to “Did you follow the advice given by the 111 service?” answering “yes, all of it”, “yes, some of it” or “No”.



		Numerator

		Count of survey responses answering “yes, all of it” or “yes, some of it”.



		Source

		NHS 111 patient experience survey.



		Standard

		Will be set once sufficient reliable data are available from Integrated Urgent Care providers.



		Issues

		Partly duplicates KPI 12, asking whether patients found the advice helpful. However, there is a difference; if advice was followed, it shows the service is effective and patients have confidence in it. KPI 12 captures a separate aspect: if patients find found advice helpful, it shows patients have the ability to choose care that they feel is best for their circumstances.



Longer term, data linking will provide a more reliable measure than surveys of whether patients actually attend / contact the service they were recommended to.

See more general survey issues in KPI 13 below.



		Cost

		Some providers may incur costs, perhaps a few thousand pounds per year to achieve a larger survey sample; see KPI 13.



		Timing

		Supply expected to continue every six months, the same as for existing NHS 111 survey data. 







		

		Title

		Domain

		Area

		Frequency

		Assesses



		[bookmark: _Toc439163272]8

		Electronic transfer of referral information

		Effectiveness

		Advice

		Monthly

		System



		Rationale

		To support strategic intent within Commissioning Standards to improve referral processes from Integrated Urgent Care rather than those between call centre / hub.

Currently, very few community voluntary or social care providers have capability to receive electronic information transfer. Nevertheless, we will include them in this measure, because this is exactly the arrangement we want to encourage.



		Denominator

		Count of calls where DoS is opened.



		Numerator

		Count of calls where DoS is opened and the details obtained during the call are transferred electronically, securely, and so the subsequent service has them available at the time they continue the assessment and treatment.

Secure transmission methods include ITK or nhs.net email, and not fax.

Merely sending a post-event message to the GP is not enough to count for this KPI.



		Source

		Management Information; will need to be compiled by Integrated Urgent Care providers.



		Standard

		Will be set once sufficient reliable data are available.



		Cost

		Difficult to estimate; providers may incur costs to develop information streams that identify which of many subsequent services are able to receive electronic transfer. Costs will be less if information streams could be at aggregate level; providers may know that for certain subsequent services, all of, or none of, the calls referred will have appropriate electronic transfer. 



		Timing

		Will take providers some time to arrange data flows from their subsequent services. Once data start being produced, additional guidance may be needed to ensure comparability, so data may not be available until 2017.







		

		Title

		Domain

		Area

		Frequency

		Assesses



		[bookmark: _Toc439163273]9

		Average time to definitive clinical encounter

		Effectiveness

		Advice

		Monthly

		System



		Rationale

		Callers to urgent care services want an answer to their concerns as soon as possible – either in the form of advice and reassurance or the commencement of necessary treatment.

This mean average time to receiving an ‘answer’ across the range of presenting symptoms and final diagnoses is particularly valuable in understanding the patient journey when broken down into such groups.



		Denominator

		Count of calls triaged.



		Numerator

		The time from call connect until either (i) call closed with self-care (for calls that count towards KPI 4); or (ii) call closed following face-to-face assessment in Integrated Urgent Care; or (iii) call referred outside Integrated Urgent Care (such as to service in DoS, A&E or an ambulance service). Timing will not stop when the initial call handler promises a call back from a clinical advisor, nor when such a call back starts.

Providers should supply this time aggregated into a total for all calls triaged each month, to avoid transcription errors due to software and time formats. The mean average can then then calculated by dividing by the denominator.



		Source

		Management Information; will need to be compiled by Integrated Urgent Care providers.



		Standard

		Will be set once sufficient reliable data are available.



		Issues

		There is an intention to not unduly restrict the scope of this metric at an early stage but it will require phased implementation and further definition of time stamps and end points. In time, given linking of data sources, this could be extended to measure the time until contact starts face-to-face with the subsequent service.

In practice, this will mainly measure the time until face-to-face assessment and treatment, because those times will be much longer than the times until closure with self-care or treatment on the telephone.

Risk of providers referring outside the clinical hub rather than to clinical hub face-to-face services, in order to reduce this measure. Monitoring the KPI8 numerator of calls referred outside the clinical hub will assess this issue.

As the indicators are developed, we will assess the effectiveness of this measure, given good clinical practice, in certain circumstances, to assess how symptoms develop over time.

This KPI will only be a total across all symptoms and diagnoses; however, it will standardise reporting, and be useful as a comparison for commissioners to then request the same measure for specific symptoms and diagnoses.

The terminology “Definitive clinical encounter” is also used as an aspect of NHS Pathways.



		Cost

		Difficult to estimate. Providers may incur financial costs from developing existing software in order to capture this metric; analytical work may be needed to ensure consistency of measurement across providers.



		Timing

		Unlikely that data of sufficient quality will be available in 2016.





[bookmark: _Toc439163274]Whole journey KPIs

		

		Title

		Domain

		Area

		Frequency

		Assesses



		[bookmark: _Toc439163275]10

		Serious Incidents

		Safety

		Whole journey

		Monthly

		Provider



		Rationale

		Oversight of Integrated Urgent Care incident reporting and learning.

The measure is not a simple numerical count, because that would incentivise non-reporting.



		Measure

		Confirmation from commissioner that provider has sent qualitative report on SIs. No quantitative measure.



		Source

		Email notification by commissioners.



		Standard

		No standard will be set.



		Issues

		NHS England will develop a process to decide whether commissioners’ reports are satisfactory.

May need verifying against SIs reported within 48 hours on Strategic Executive Information System (STEIS), or National Reporting and Learning System at www.england.nhs.uk/patientsafety/serious-incident.



		Cost

		Should be low. Providers are already expected to identify and report SIs. Perhaps a small staff time cost for providers to produce reports acceptable to commissioners on learning resulting from SIs.



		Timing

		May take a month or two after each Integrated Urgent Care service starts before commissioners confirm to NHS England that the information from providers is satisfactory.





[bookmark: _Toc439163278]

		

		Title

		Domain

		Area

		Frequency

		Assesses



		[bookmark: _Toc439163276]11

		End to end reviews

		All

		Whole journey

		Monthly

		Provider / Commissioner



		Rationale

		Important to embed clinical audit of whole patient journey in to Integrated Urgent Care system.



		Measure

		Confirmation from commissioner that provider has sent qualitative report on end to end reviews. No quantitative measure.



		Source

		Email notification by commissioners.



		Standard

		No standard will be set.



		Issues

		NHS England will develop a process to decide whether commissioners’ reports are satisfactory.



		Cost

		Low extra cost for information collection because providers are already expected to conduct end to end reviews. Perhaps a small staff time cost for providers to produce reports acceptable to commissioners on their learning from such reviews.



		Timing

		May take a month or two after each Integrated Urgent Care service starts before commissioners confirm to NHS England that the information from providers is satisfactory.





User experience KPIs

		

		Title

		Domain

		Area

		Frequency

		Assesses



		12

		Helpfulness of advice

		Patient Experience

		Advice

		Twice a year

		Provider



		Rationale

		



		Denominator

		Count of survey responses where “How helpful was the advice given by the 111 service” was answered “Very helpful”, “Quite helpful”, “Not very helpful”, or “Not helpful at all”.



		Numerator

		Count who responded “Very helpful” or “Quite helpful”.



		Source

		NHS 111 patient experience survey.



		Standard

		No standard, just comparison of improvement over time between providers. Assessment of helpfulness depends upon patient expectations, which are in turn influenced by media and public mood.



		Issues

		This question appears in the recommended questionnaire in the MDS specification, and most existing 111 providers include it in their own questionnaire. However, it is not in the NHS England data collection specification, so data has not yet been compiled.

Partly duplicates KPI 7. Which is better, patients’ reported views on the helpfulness of advice, or patients’ reports of whether they complied with that advice?

See more general survey issues in KPI 13.



		Cost

		Some providers may incur costs of perhaps a few thousand pounds per year to achieve a larger survey sample; see KPI 13.



		Timing

		Supply expected to continue every six months, the same as for existing NHS 111 survey data.







		


		Title

		Domain

		Area

		Frequency

		Assesses



		13

		Satisfaction

		Patient Experience

		Advice / Treatment

		Twice a year

		Provider



		Rationale

		



		Denominator

		Count of survey responses where “Overall, how satisfied or dissatisfied were you with the way the 111 service handled the whole process?” was answered “Very satisfied”, “Fairly satisfied”, “Neither satisfied nor dissatisfied”, “Fairly dissatisfied” or “Very dissatisfied”.



		Numerator

		Count of survey responses where this question was answered “Very satisfied” or “Fairly satisfied”.



		Source

		NHS 111 patient experience survey.



		Standard

		No standard, just comparison of improvement over time between providers.

Satisfaction depends upon patient expectations, which are in turn influenced by media and public mood.



		Issues

		Survey will need to be timely and make clear to patients that this refers to the advice from Integrated Urgent Care as a whole, including the clinical hub.

A separate project is considering wider Urgent and Emergency Care (UEC) outcome measures. It will consider whether a new survey is needed, but that would be unlikely to be available in 2016/17.

Once available, that survey could use existing questions in KPI 7, 12, 13 and 14, or new questions could be asked.

New questions could be introduced now to the existing survey, but keeping them unchanged for now will allow us to compare the new Integrated Urgent Care service with the existing 111 service.



Alternative patient experience data collections can be investigated, for example via text messages.





		Cost

		Some providers need to increase their sample sizes from the existing survey; cost to them could be a few thousand pounds per year. This would improve data quality for KPI 7, 12, 13 and 14.



New patient experience data collection mechanisms other than existing postal surveys would cost many thousands of pounds to develop, although in time such costs may be less than savings to providers from no longer needing postal surveys.



		Timing

		Supply expected to continue every six months, the same as for existing NHS 111 survey data.







		

		Title

		Domain

		Area

		Frequency

		Assesses



		14

		If 111 was not available

		Patient Experience / Effectiveness

		All

		Twice a year

		System



		Rationale

		To understand how Integrated Urgent Care influences health seeking behaviour. Shows how successfully Integrated Urgent Care diverts away patients who do not need services but would have used a service had 111 not been available.



		Measure

		Denominator: count of survey responses with an answer to “If the 111 service had not been available...”

Numerator: count of survey responses that answered “I would not have contacted anyone else”.

Then, subtract the proportion above, from the proportion of calls triaged that were not recommended on to other services.



		Source

		NHS 111 patient experience survey.



		Standard

		No standard, just comparison of improvement over time between providers. This measure depends upon the categories of patients that choose to call 111.



		Issues

		See survey issues in KPI 13.

Publicity and signposting may increase calls to 111 from low acuity callers, decreasing this measure; which is why it measures the system, more than individual providers.

An improvement in KPI 4 on self-care is likely to also lead to an improvement in this measure; some overlap between these to KPIs, so this could be excluded as a KPI; it would still be collected as an item in Tier 2.



		Cost

		Some cost to providers – see KPI 13.



		Timing

		Supply expected to continue every six months, the same as for existing NHS 111 survey data.
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[bookmark: _Toc439163282][bookmark: _Toc444866591][bookmark: _Toc439163283]Appendix B: NHS England monthly collection

NHS England will collect, via the Unify2 web portal, the data required for the KPIs above, along with the data items in the existing NHS 111 Minimum Data Set (MDS), and some new items not contributing to KPIs but essential for regular monitoring of the Integrated Urgent Care system.



Providers of new Integrated Urgent Care services should provide all the indicators. Providers of the existing NHS 111 service may provide all the indicators but will only be expected to provide the existing indicators (those with an MDS reference number below).

Table B1	Call data collected every month

		[bookmark: _Toc439163284]KPI

		[bookmark: _Toc439163285]MDS ref.

		[bookmark: _Toc439163286]Description



		

		4.2

		Resident population. To ensure consistency, NHS England will calculate this from Office for National Statistics population estimates for Clinical Commissioning Groups, and then supply data to providers for them to include in their Unify2 returns.



		2

		

		Total call answer time in seconds



		4

		

		Calls triaged and closed on the initial telephone call, either by the initial call handler or by the clinical hub, without face-to-face assessment or onward referral



		5

		

		Count of calls with at least one re-contact for same patient and condition



		6

		

		Count of calls where the DoS only displays two A&Es and “(catch all)”



		8

		

		Count of referrals outside the clinical hub



		8

		

		Count of referrals with electronic data transfer



		9

		

		Total time to definitive clinical encounter



		1

		5.3

		Count of calls offered



		

		5.4

		Count of calls offered where 111 dialled



		

		5.5

		Count of calls offered where other number dialled 



		1

		5.6

		Count of calls abandoned after 30 seconds waiting time



		

		5.7

		Count of calls answered



		

		5.8

		Count of calls answered where 111 dialled



		

		5.9

		Count of calls answered where other number dialled



		

		5.10

		Count of calls answered within 60 seconds



		

		5.11

		Count of calls where NHS Pathways used to triage



		

		5.12

		Count of calls not triaged: caller terminated call



		

		5.13

		Count of calls not triaged: caller referred, no triage



		

		5.14

		Count of calls not triaged: caller given health info



		

		5.15

		Count of calls not triaged: other reason



		

		5.16

		Count of 111 calls transferred to clinical advisor / clinical hub



		

		5.17

		Count of 111 calls live transferred to clinical advisor / clinical hub



		

		New item

		Count of 999 calls transferred in to clinical hub



		

		New item

		Count of episodes where external clinician contacted the clinical hub



		

		New item

		Count of episodes assisted by clinical hub after unscheduled arrival of patient (such as via minor injuries unit or walk-in centre)



		

		New item

		Count of calls where the first choice DoS service was rejected.

Will assess need to prevent illegitimate rejections, and improve DoS profiling / ranking, using a denominator of 5.24+5.25+5.26.



		

		5.18

		Mean average NHS 111 live transfer time



		3

		5.19

		Count of calls where person offered call back



		3

		5.20

		Count of call backs within 10 minutes



		

		5.21

		Mean average episode length in seconds



		

		5.23

		Count of dispositions of ambulance dispatch



		

		5.24

		Count of dispositions of recommended to attend A&E



		

		5.25

		Count of dispositions of recommended primary or community care



		

		5.25a

		Count of dispositions of recommended to contact primary or community care



		

		5.25b

		Count of dispositions of recommended to speak to primary or community care



		

		New item

		Count of dispositions of recommended to dental



		

		New item

		Count of dispositions of recommended to pharmacy



		

		5.26

		Count of dispositions of recommended to attend other service



		

		5.27

		Count of dispositions of not recommended to attend other service



		

		5.27a

		Count of dispositions of given health information



		

		5.27b

		Count of dispositions of home care recommend



		

		5.27c

		Count of dispositions of non-clinical



		

		6.2

		Handling time worked by call handlers in minutes



		

		6.3

		Handling time worked by clinical staff in minutes





Table B2	Survey data, initially collected every six months

		KPI

		MDS ref.

		Description



		

		7.2

		Count of survey responses



		13

		7.3

		Count of survey responses very satisfied (with 111 experience)



		13

		7.4

		Count of survey responses fairly satisfied



		13

		7.5

		Count of survey responses neither satisfied nor dissatisfied



		13

		7.6

		Count of survey responses dissatisfied



		13

		7.7

		Count of survey responses with no view on satisfaction



		7

		7.8

		Count of survey responses fully complied with advice



		7

		7.9

		Count of survey responses partially complied with advice



		7

		7.10

		Count of survey responses didn’t comply with advice



		7

		7.11

		Count of survey responses with no view on compliance with advice



		12

		New item

		Count of survey responses where advice was very helpful



		12

		New item

		Count of survey responses where advice was quite helpful



		12

		New item

		Count of survey responses where advice was not very helpful



		12

		New item

		Count of survey responses where advice was not helpful at all



		

		7.12

		Count of survey responses where problem has resolved



		

		7.13

		Count of survey responses where problem has improved



		

		7.14

		Count of survey responses where problem remained the same



		

		7.15

		Count of survey responses where problem got worse



		

		7.16

		Count of survey responses with no view on change in problem



		14

		7.17

		Count of survey responses that, without 111, would have used ambulance



		

		Of which



		

		7.18

		Subsequently used ambulance service



		

		7.19

		Subsequently used A&E service



		

		7.20

		Subsequently used a primary care service



		

		7.21

		Subsequently used another service



		

		New item

		Subsequently used no service



		14

		7.22

		Count of survey responses that, without 111, would have used A&E



		

		Of which



		

		7.23

		Subsequently used ambulance service



		

		7.24

		Subsequently used A&E service



		

		7.25

		Subsequently used a primary care service



		

		7.26

		Subsequently used another service



		

		New item

		Subsequently used no service



		14

		7.27

		Count of survey responses that, without 111, would have used primary care



		

		Of which



		

		7.28

		Subsequently used ambulance service



		

		7.29

		Subsequently used A&E service



		

		7.30

		Subsequently used a primary care service



		

		7.31

		Subsequently used another service



		

		New item

		Subsequently used no service



		14

		7.32

		Count of survey responses that, without 111, would have used other service



		

		Of which



		

		7.33

		Subsequently used ambulance service



		

		7.34

		Subsequently used A&E service



		

		7.35

		Subsequently used a primary care service



		

		7.36

		Subsequently used another service



		

		New item

		Subsequently used no service



		14

		7.37

		Count of survey responses that, without 111, would have used no service



		

		Of which



		

		7.38

		Subsequently used ambulance service



		

		7.39

		Subsequently used A&E service



		

		7.40

		Subsequently used a primary care service



		

		7.41

		Subsequently used another service



		

		New item

		Subsequently used no service







KPIs 10 and 11 require that each month, providers will report qualitatively, rather than quantitatively through the Unify2 system.



Additional measures on workforce are being considered for regular collection as part of Tier 2, such as staff experience, turnover and absence; and where possible, consistent with workforce data on other NHS areas. As a minimum, providers will be expected to complete the standard HSCIC workforce data collections that the opening section of Appendix D describes.



[bookmark: _Toc439163287][bookmark: _Toc444866592][bookmark: _Toc439163288]Appendix C: Superseded National Quality Requirements

The Key Performance Indicators (KPIs) and the data in Tiers 2 and 3 will provide all that is needed to assess overall performance of the Integrated Urgent Care system, so the National Quality Requirements in the Delivery of Out-of-Hours Services will not be needed to assess Integrated Urgent Care providers.



		[bookmark: _Toc439163289]2006 NQRs

		[bookmark: _Toc439163290]Superseding Integrated Urgent Care KPIs



		8. Initial Telephone Call

Engaged and abandoned calls

		KPI 1 measures abandoned calls.

KPI 2 measures average call answer time. Engaged calls do not apply to Integrated Urgent Care telephony systems.

In rare circumstances, callers may receive a technical difficulty message instead of being put through to a call handler. Appendix D has a small section describing these.



		Time taken for the call to be answered by a person

		



		9. and 10. Clinical Assessment

Identification of immediate life threatening conditions

		Not routinely reported but providers should continue to record the time data supplied to NHS Pathways for call connect, and for the transfer of the request for a Red ambulance to the dispatch desk.



		Start definitive clinical assessment for urgent calls within 20 minutes, and for all other calls within 60 minutes.

		KPI 3 measures warm transfer and call-back within 10 minutes.

KPI 9 measures average time for definitive clinical encounter.



		At the end of the assessment, patient clear about outcome and timescale.

		KPI 7 measures compliance with advice.



		11. Patients treated by the clinician best equipped to meet their needs

and in the most appropriate location.

		KPI 13 measures helpfulness of advice.

KPI 14 measures satisfaction.



		12. Face-to-face consultations started in:

Emergency: Within 1 hour.

Urgent: Within 2 hours.

Less urgent: Within 6 hours.

		KPI 9 measures average time for definitive clinical encounter.



		13. Patients unable to communicate effectively in English

Interpretation service in 15 minutes ; provision for impaired hearing / sight

		Not a KPI, but should be collected within the list in Appendix D for reporting upon request of local commissioners.





[bookmark: _Toc439163291][bookmark: _Toc444866593]
Appendix D: Related data

Aside from the KPIs and the rest of the monthly collection, commissioners and NHS England will need other management information for various purposes.

[bookmark: _Toc439163292]1.	Workforce data

Integrated Urgent Care Providers are expected to comply with the HSCIC workforce Minimum Data Set collection. If a provider does not use the Electronic Staff Record system (from which the HSCIC will be able to directly extract the data), then the provider should supply workforce information, every six months, through the HSCIC secure internet data collection system. Access and other instructions are available from workforcemds@hscic.gov.uk.



Some workforce data is already available for Ambulance Service staff at www.hscic.gov.uk/searchcatalogue?productid=18858: Table 4 in “HEE by Org tables” shows total full-time equivalent staff numbers split by staff group.



In 2015-16 NHS England proposed to HSCIC improved categories for this publication for the types of employees in Ambulance Services. However, HSCIC will not be able to publish data for these improved categories before 2017.



For the independent sector, HSCIC only publish such data aggregated across organisations, and will only share such data for an individual organisation if that organisation provides explicit approval to HSCIC.



Consequently, and as noted in Appendix B, measures of staff turnover and absence are being considered for inclusion in Tier 2. Such measures are not KPIs, determining success or otherwise of the service, but are useful context and can provide early warnings of developing problems with a service.

[bookmark: _Toc439163293]2.	Patient experience data

As described in KPI 13 in Appendix A, the existing NHS 111 survey will continue for now, and guidance will be issued to improve its quality. NHS England will assess how best to collect patient experience for Integrated Urgent Care and the wider urgent and emergency care system in future.



There could be much improved intelligence generated by matching survey responses to individual call records. However, this will require the Information Governance approval along with assessment of any impact on response rates and the likely successful matching rates.



Whether matching is used or not, the following contextual information would enhance patients’ responses to existing survey questions:

Clinical Commissioning Group (CCG) of residence

Date of initial contact with Integrated Urgent Care

Date survey sent to respondent

Survey mode (postal, website, telephone, on-site paper, on-site electronic)

Date of receipt of completed survey

There is a small section of the existing GP Patient Survey (GPPS) for respondents who “wanted a GP but your surgery was closed”. The routine publication of GPPS results will display answers to these questions for all CCGs, providing useful context, but these results will not be KPIs. The relevant questions asked in 2015 were:

Q41. Considering all of the services you contacted, which of the following happened on that occasion?

Q42. How do you feel about how quickly you received care or advice on that occasion?

Q43. Considering all of the people that you saw or spoke to on that occasion, did you have confidence and trust in them?

Q44. Overall, how would you describe your last experience of NHS services when you wanted to see a GP but your GP surgery was closed?

[bookmark: _Toc439163294]3.	Technical difficulties

On rare occasions, for reasons that may or may not be within providers’ control (extreme weather, insufficient telephony capacity), callers receive an automated message quoting technical difficulties, and are not connected to an NHS 111 call handler. Providers cannot count these because such calls do not reach each provider’s Automated Call Distributor (ACD).



NHS England already receives regular alerts when this process is engaged, and providers are also able to receive such alerts. NHS England will agree thresholds where annotation is needed because these difficulties mean performance data do not reflect callers’ experiences.

4.	Call-level data, to be recorded for every episode

This section contains variables that we expect will need recording for each incident. These do not necessarily mean that data will need to be reported for each of these variables. For example, we expect providers to record callers’ ages, but do not expect providers to routinely report the count of callers of any particular age.



The Data Services for Commissioners (DSfC) programme[footnoteRef:1] will recommend specifications for data fields for use by Data Services for Commissioners Regional Offices (DSCROs), including core data items that enable linkage of data sets.  [1:  www.hscic.gov.uk/dataservicesforcommissioners] 




Some DSCROs have already made progress in data linkage, such as assessing whether patients who call 111 subsequently arrive at Emergency Departments; or whether ambulance requests in non-life-threatening circumstances are re-triaged by Ambulance Services. It may take time and analytical resources for such matching to generate comparable data across England.



The DSfC list of data fields for Integrated Urgent Care is still being developed in early 2016 but currently contains the following items:

4a	Timestamps

Dates should include the year, month, and date; and times should include the hour, minute, and second. Some of the following will not be relevant for every call and so can be left empty. Many are already recorded for NHS 111 calls and shared with the HSCIC NHS Pathways team.



Date/time 111 call reaches provider’s telephone switch

Date / time call answered

Time triage starts

Date / time interim disposition (Dx) reached

Date / time caller put through to clinical adviser

Date / time triage ends (final disposition agreed)

Date / time call ends

Date / time clinical adviser call back starts 

Date / time clinical adviser call back ends

Date / time contact starts with provider selected from DoS

4b	Demographics of patient

Date of birth

Age at activity date

Name

Usual address

Person stated gender

Ethnicity

Preferred language (includes sign language)

Whether caller is patient 

Registered GP practice (determines CCG of registration)

Usual postcode (determines CCG of residence) [footnoteRef:2] [2:  The patient’s home postcode can be converted using the free ONS Postcode Directory to Lower layer Super Output Area (LSOA), and from there into income deprivation score using the free www.gov.uk/government/collections/english-indices-of-deprivation. ] 


Symptom group

Symptom discriminator[footnoteRef:3] [3:  Z code or link to Systematized Nomenclature of Medicine Clinical Terms (SNOMED CT).] 


Trauma flag

Age group (for callers wishing to remain anonymous and not giving age)

4c	Other variables not involving Directory of Services

Case number generated by the call handling system

NHS number

NHS number status indicator code (such as trace conflict)

Withheld identity reason

Incident location co-ordinates

Activity identifier

Local patient identifier (for matching without revealing NHS number)

Source of call (111 / 999 / clinician...) 

NHS 111 area code

Organisation code of Integrated Urgent Care provider

Organisation code of commissioner of the service

Organisation code of commissioner derived from patient’s home postcode

Organisation code of commissioner of patient’s registered GP practice

Provider site code

User ID of call handler

Skill set of system user

Repeat caller flag

Special Patient Note (SPN) flag

Reason for not triaging

Triage Dx code generated by Pathways

Triage Dx group (Ambulance, A&E etc) 

Final Dx code agreed with caller

Final Dx group

Flag for triage disposition overridden

Reason for Dx override

Cx keywords (care advice standard scripts reviewed with patient)

Whether a prescription was issued

4d	Directory of Services (DoS) data

Whether initial service supplied by DoS was rejected by caller

Reason for rejection of initial service from DoS

Service from DoS: Unique identifier

Service from DoS: Service type

Service from DoS: Description of service

Order of services presented in NHS Pathways

Description of Gap service (service not shown by DoS)

Type of Gap service (service not shown by DoS)

Reason for service not shown by DoS

Whether DoS displays two Emergency Departments and “(catch all)”

Whether service receives appropriate call details electronically




Appendix E: Related data



		Activity

		Timeframe



		Establish the benchmark levels within the indicators that allows appropriate performance management

		



		Evaluate existing performance data to establish indicative target levels based on the current average performance. Agree new standards in discussion with Commissioners and Providers (allowing flexibility for future amendment).

		3-6 months



		Test new metrics’ reporting with early implementers to establish baseline data to guide a decision on continuation of initial standards for further rollout.

		6-12 months



		Infrastructure to ensure data collection

		



		Development of technological requirements (in collaboration with Digital Urgent Care team)

		6-12 months



		Establish guidance on alternative working practices for data collection

		3-6 months



		Refinement of patient experience KPIs and collection methods

		



		Guidance on improvements to existing 111 patient survey

		3-6 months



		Work with Medical Directorate on options for measuring patient experience across Urgent and Emergency Care, and impact upon existing survey redevelopment

		12-18 months



		Modification of existing legislation 

		



		Establish required changes to Health and Social Care Act 2012 (collaborative working with Department of Health)

		6-12 months








