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1. [bookmark: _Toc486422825]Introduction

Following a review of Integrated Urgent Care, Brent Clinical Commission Group will be undertaking a process to improve and optimise the stand alone Urgent Care Centre that is based at Central Middlesex hospital; this has resulted in a new service specification being created. It is likely that the new service specification will be subject to an open and competitive procurement process for the CCG to identify a suitable and qualified provider to commission. The Urgent Care Centre will be available to any patients that attend irrespective of the borough the patient resides in; this includes registered and non-registered patients.

This new service specification will reflect a renewed focus of integrated working and will incorporate the integrated urgent care strategies across North West London and the new Commissioning Standards for Integrated Care that take effect from April 2017.  The aim is for the patient to be in the right place with the right clinician first time being delivered by a dynamic responsive collaborative provider. The provider should have a flexible approach to the development of the service and the CCG would encourage the provider to bring forward proposals and suggestions to innovate and redesign.

The North West London Collaboration of Clinical Commissioning Groups are currently working together to re-shape the NHS 111, GP Out of Hours and wider urgent care services with the aim of commissioning a functionally Integrated Urgent Care System. This will provide a single entry point for patients with an urgent care need, and through NHS 111 and a Clinical Hub be able to access a networked system of integrated care services where organisations collaborate to deliver, organise and facilitate high quality, clinical triage, advice and treatment.

Patients with an urgent healthcare requirement will predominantly access urgent care services outside of their core GP opening hours.  Access to Urgent Integrated Care can be through automatic divert when the GP practice is closed or by calling NHS 111. Access to NHS 111 and Clinical Hub (Clinical Advice and Triage Service) will be available 24 hours per day, 365 days per year.

Central to this approach will be the development of a 'Clinical Advice and Triage Service’ (CATS) which will operate across the Brent, Harrow and Hillingdon Federation of Clinical Commissioning Groups. A model built with the same principles will also apply to the remaining CCGs across North West London.  The Clinical Advice and Triage Service will offer patients who require it access to a range of clinicians.
The Clinical Assessment, Advice and Triage Service will provide support directly to patients who access North West London NHS 111 by receiving appropriate calls directly from NHS 111 (non-clinical) health advisers.  
The service will also be accessible by health professionals in the community and within the acute sector (if required) so that clinical decisions do not need to be taken in isolation.











2. [bookmark: _Toc486422826]Vision 

· To ensure right care, in the right place, first time.
· To align and reduce the duplication of unscheduled care services, improve accessibility and the overall patient experience 
· To manage patients effectively, reducing unnecessary steps and clinical risk
· To ensure that access to services is coordinated, avoiding the need for patients to navigate a complex and confusing system 
· For all services to be technically linked and/or interoperable to an IT infrastructure that facilitates the sharing of patient records, referrals and booking of appointments, including GP practice appointments as part of a whole integrated system
· To create an integrated unscheduled care service that is coordinated between Primary, Planned, Urgent, Intermediate, Mental Health, Social Care, Community and Paediatric care services and other parts of the local healthcare system
· To promote health and wellbeing
· To promote and deliver self-care where appropriate
· To deliver appropriate referrals

A plan for online integration in the future will make it easier for the public to access urgent health advice and care. This will increasingly be in a way that offers a personalised and convenient service that is responsive to people’s health care needs when: 

· They need medical help fast, but it is not a 999 emergency 
· They do not know whom to contact for medical help 
· They think they may need to go to A&E or another NHS urgent care service
· They need to make an appointment with an urgent care service
· They require health information or reassurance about how to care for themselves or what to do next



















Figure 1. Diagrammatic representation of a functionally integrated urgent care service:
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	3. [bookmark: _Toc486422827]Population Needs
[bookmark: _Toc486422828]3.1 National Context

The NHS Five Year Forward View (5YFV) explains the health services in England for people of all ages with physical and mental health problems, and sets out the new models of care needed to deliver this. The 5YFV highlights that the traditional divide between primary care, community services, and hospitals is increasingly a barrier to the personalized and coordinated health services required for patients. The management of long-term conditions is now a central task for the NHS; caring for these needs requires a partnership with patients over the long term rather than providing single, unconnected ‘episodes’ of care. The FYFV sets out a clear programme of change to better connect care across organisational boundaries for these patients, including;
 
· Delivering care through a system approach using networks of care not just single organisations
· Increasing the focus on out-of-hospital care
· Integrating services around the patient, ensuring health, mental health and social care services are co-ordinated 
· Continually evaluate new models of care and develop them to provide the best experience for patients and best value for money

The inclusion of community services is fundamental in delivering this programme of change and provider(s) will deliver against the objectives set out above whilst continually working alongside partners to evolve the model in accordance with the strategic direction of NHS NWL CCGs and our Local Authority Partners
[bookmark: _Toc486422829]3.2 Local Context

Shaping a Healthier Future

Shaping a Healthier Future (SaHF) is a clinically led programme being delivered across the eight Clinical Commissioning Groups (CCGs) in North West London (NWL) which will create a future healthcare system in NWL to meet the changing demands of the population, improve standards, and provide a sustainable financial future.

The vision for care in NWL is underpinned by four overarching principles detailed below:

· Personalised – Enabling people to manage their own care themselves and to offer the best treatment to them.  This ensures care is unique.
· Localised – Localising services where possible, allowing for a wider variety of services closer to home.  This ensures care is convenient.
· Integrated – Delivering care that considers all the aspects of a person’s health and is coordinated across all the services involved. This ensures care is timely, efficient and appropriate.
· Specialised – Centralising services where necessary for specific conditions ensuring greater access to specialist support. This ensures care is better.


Delivery of SaHF is directly supported by the North West London Five Year Strategy and a series of transformation programmes have been initiated to deliver SaHF. All of these programmes are relevant to the delivery of the Integrated Urgent Care Service. These transformation programmes are:

· Primary Care Transformation (including out-of-hospital): Placing Primary Care at the heart of whole system working, and improving access to GP services.
· Whole Systems Integrated Care: Coordinating care across commissioning bodies and providers, centred on the patient.
· Acute Reconfiguration: Improving hospitals to deliver better care 7 days a week, and ensuring there are more services accessible and closer to home.
· Mental Health Transformation: Improving mental and physical health through integrated services.
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	4. [bookmark: _Toc486422830]Primary Care Transformation

Primary care in North West London is seeing unprecedented levels of change in terms of transformation of primary care service delivery. Practices are delivering a range of new ‘Out of Hospital’ Services, requiring implementation of new systems, processes, training and development of staff to ensure required competencies can be delivered.  

In addition across the CCGs there is an ambitious programme for new models of primary care for different patient groups.  New and innovative approaches are being developed to increase access into general practice, support the Integrated Urgent Care model and strengthen the whole systems integrated care. 

All models have the aim of ensuring seamless coordinated care across the primary care landscape for patients with more complex needs or vulnerabilities and those requiring urgent access through redirection and a single point of access for bookable GP slots. 

The provider will be expected to respond to and support the focus of this transformation programme, working with practices to ensure the needs of the patient population are met through co-design and mutual alignment and give opportunities in developing staff in urgent care across different settings.

The UCC at Central Middlesex Hospital will be co-located with a GP practice held under an Alternative Services Medical Provider (APMS) contract.  It is expected that the UCC will work collaboratively with this provider to manage patient care.  Examples of collaborative working would include
·  ensuring patients from the APMS practice presenting for primary care conditions are re-directed back to the GP practice
· directing unregistered patients to local GP practices and where the patient chooses the APMS provider, agreeing with this provider a process to register patients.
· Working with the GP practice for urgent patient diagnostics to be made available to the  APMS provider patients

It is expected the UCC and APMS provider will meet on a regular, at least quarterly, to discuss and agree improvements to patient pathways.
It is also proposed that a GP Access Hub will be located on the Central Middlesex site, subject to patient consultation.  The UCC provider will be required to work with the GP Access Hub provider to re-direct patients appropriately, in line with the national direction on Right Care First Time.  The UCC provider will provide continued patient education on the most appropriate route for accessing unscheduled care appointments this would include information on the primary care Access Hubs.  Provider will provide evidence of education having being undertaken.
5. [bookmark: _Toc486422831]Whole Systems

North West London is one of 14 pioneer sites to implement integrated care at scale and pace. Across the 8 boroughs, 31 partner organisations have agreed to work together in pursuit of a shared person-centred vision for integrated care. 


While all boroughs are developing their own approach to whole-systems, the principles, which underpin these approaches, are shared.

Community services will work to integrate with and support Whole Systems Integrated Care (WSIC) as Early Adopters and develop a seamless interface during the contract period, this will include responding to the different requirements of each CCGs model, and contributing to service developments as the WSiC programme is embedded across the CCGs.

General practice is central to the Whole Systems Programme and is being embedded into New Models of Care and aligned with the Strategic Commissioning Framework.
6. [bookmark: _Toc486422832]Accountable Care Partnership/s


In 2017/18 the CCG will develop a shadow outcome based commissioning model / Accountable Care Partnership (ACP) before implementing an extended range of outcome based commissioning through a formal partnership in April 2018. (Via ACO/MCP)  



Any services that are currently commissioned or are procured in future, the outcomes required of those service and associated budgets, might, in future form part of an the ACP model.  The CCG will require current and future providers of services to work closely and in an integrated way with any ACP in the delivery of services that provide clinical and financial outcomes that meet the requirements of ACP agreements.  

How Accountable Care Models Work

· Accountable Care models are globally recognised as one of the most effective ways to bring providers together. 
· Shown to advance the joining up of design, management and delivery of care.
· Providers work under a single contract, with a single pooled budget to take joint responsibility for delivering services.
· Outcomes based health and care contracts for a defined patient or resident population.
· Partners are incentivised to continuously improve and to drive delivery out of formal care settings and increasing focus on primary and secondary prevention.
· Gives greater financial security in order to plan and transform care over the longer term.




The Value of Accountable Care Models
[image: ]


[bookmark: _Toc486422833]7. Like Minded – Mental Health Transformation Programme

The Collaboration of NWL CCGs and system leaders across North West London endorsed the commencement of a programme to develop a NWL-wide Whole System Mental Health & Wellbeing Strategic Plan. This builds upon the previous NWL Mental Health Strategy (Shaping Healthier Lives) and the Whole Systems approach to involving health and social partners as well as service users and the voluntary sector. 

The first phase of the Like Minded programme focused on the development of a ‘Case for Change’, which describes the eight major issues identified across North West London relating to mental health and wellbeing, and the ambitions to improve outcomes and experiences.  


The Case for Change is built on a wide range of data, people’s experiences, best practice and a structured approach to prioritisation, to agree a number of shared priority work streams. It has been endorsed by Health & Wellbeing Boards, CCG Governing Bodies, Central North West London NHS Foundation Trust (CNWL) and West London Mental Health Trust (WLMHT).

Commissioners would be looking to work actively with providers to deliver this vision. The provider(s) of the Integrated Urgent Care Service would be a key partner of this vision and would be expected to work with other providers to work towards a single 24/7 clinical Single Point of Access for reactive care management which would act as the focal point for the Integrated Unscheduled Care Services. 














	

	· 
[bookmark: _Toc486422834]8. NHS Outcomes Framework Domains and Indicators

	Domain 1

OUTCOME 1



OUTCOME 
2
	Preventing people from dying prematurely

People are assessed, provided with advice and/or treatment and discharged from the service within the specified timeframe by appropriately skilled and qualified staff leading to an appropriate clinical outcome
People who use the Urgent Care Centre have access to the right care, in the right, place, by those with the right skills, the first time
	X

	Domain 2


OUTCOME 3
	Enhancing quality of life for people with long-term conditions

People with long-term conditions are treated in-line with their care records and wishes and are provided with the most appropriate treatment for their needs first time.
	X

	Domain 3


OUTCOME 4
	Helping people to recover from episodes of ill-health or following injury

People receive a holistic and personalized service which responds to their immediate need in a timely fashion and also arranges for any follow-up care and support required within a single episode of care
	X

	Domain 4

OUTCOME 5



OUTCOME 6



OUTCOME 7



OUTCOME 8
	Ensuring people have a positive experience of care

People have access to a service 24/7 which supports them in effectively navigating the urgent and emergency care system

People’s perceived urgent care need is dealt with in a personalized way that takes into account their holistic need

People are provided with information and options for self-care and are supported to manage an acute or long-term physical or mental condition

People received improved patient care, experience and outcome by ensuring the early input of the most appropriate senior clinician when required.
	X

	
Domain 5


OUTCOME 9




OUTCOME 10
	
Treating and caring for people in safe environment and protecting them from avoidable harm

The service is accessible and provides the same quality of care to all patients who access the service. 


People who use the service have their care needs responded to within a single episode of care which minimizes the need for handovers and re-triaging between services.
	X




[bookmark: _Toc486422835]8.1 Local Defined Outcomes

In addition to the outcomes specified above, as a core part of the integrated urgent care system providers are expected to deliver the following outcomes:

1. Improved efficiency and productivity of the urgent care system is increased with a reduction in the overlap and duplication across service provision and clinical time.
2. Increase opportunities across the urgent care system to reduce non elective hospital admissions, improving the systems impact of NHS 111 and the Clinical Advice and Triage Service
3. A single point of access to urgent healthcare services available 24/7
4. Patients and/or their family/carers are provided with information and options to support self-care and for the management of acute or long-term physical and mental conditions
5. If an onward referral is required, patients experience this seamlessly e.g. through direct booking of appointments at a wider range of urgent or unscheduled care services
6. A single clinical telephone triage 
7. Public satisfaction and confidence in the NHS  is increased
8. The quality and experience of patient care is measured and acted upon to ensure continuous service improvement


	







[bookmark: _Toc486422836]9. Future Service Developments

NHS Brent and Harrow are committed to improving services to patients and responding to the changing landscape of the NHS and the general needs of population, these are aligned with the strategy of the North West London Shaping a Healthier Future programme (SaHF).

The CCG is currently working to redesign the model of unscheduled and urgent Integrated care. The provider will work with the CCG to accommodate service development changes and improvements. 

Dependent on the level and type of changes implemented these will be managed via variation to the main contract in keeping with specified notice periods for change. The provider will be required to be receptive and adaptable to change and to manage the change process.

Future anticipated changes may include:

· Additional delivery of Minor Injury services within GP Access Centre environments 
· Transport of patients to other services
· The use of a wider and varied clinical and professional skill mix
· The implementation of alternative operational and clinical pathways
· Appointment or blended appointment systems to access all services
· Contribution to the management of long term conditions
· Further development of Virtual Wards and Intermediate Care Step up/down beds 

The future model of care will be a whole systems integrated care approach to the delivery of healthcare across the locality with integrated and close working links to NHS 111, other Urgent Care Centres, GP Access Centres, Out of Hours services, Clinical hubs, community, intermediate, primary and secondary care services with pathways to mental health services to form a functionally integrated, effective and networked model.
[bookmark: _Toc486422837]10. Information

Significant pieces of work and patient engagement has been undertaken by NHS Health London Partnership and this very much underpins the vision and strategy for Integrated Unscheduled and Urgent Care Services across Brent Harrow and Hillingdon CCGs:

The patient experience and their expectations
https://www.myhealth.london.nhs.uk/system/files/Nov%202015%20Event%20-%203%20The%20Patient%20Perspective_0.pdf 	

Patient Co-design 
https://www.myhealth.london.nhs.uk/system/files/Nov%202015%20Event%20-%20A%20Patient%20Co-design%20workshop.pdf 






Responding to Patients Expectations 
https://www.myhealth.london.nhs.uk/system/files/Nov%202015%20Event%20-%204%20Responding%20to%20Patient%20Expectations%20-%20the%20U%26EC%20Facilities%20Specification.pdf 

Redesigning Urgent and Emergency Care Services 
https://www.myhealth.london.nhs.uk/system/files/Nov%202015%20Event%20-%202%20Urgent%20and%20Emergency%20care%20-%20the%20new%20offer.pdf 
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	[bookmark: _Toc486422838]11. Aims and Objectives of Service 
The Urgent Care Centre (UCC) will work on the principle that all patients should receive a consistent level of face to face clinical assessment. 
All patients attending the UCC will have access to timely and appropriate care according to their healthcare needs. 
The Urgent Care Centre will have the ability and knowledge to facilitate access to the provision of the right healthcare, delivered by the most appropriate person or service in the most optimal environment.  The model is predicated on the ability to safely identify patients who require:
· Emergency Care 
· Urgent Care
· Routine Care
Where appropriate the model of care is to navigate patients who do not have emergency, urgent illness or injury healthcare needs away from the hospital setting so that their care requirements can be delivered outside of the hospital within the community. Working in a joined up and integrated way with the Clinical Advice and Assessment Service (CATS) will enable the UCC to ensure that the most clinically appropriate service is provided to the patient by clinically assessing the need and urgency of the patient and selecting the most appropriate pathway, some of the key alternative pathways are:
· Primary Care - Appointments provided within Primary Care at the GP practice or GP Access Centre. 
· Primary Care - Appointment with a clinician at a Primary Care Centre (Currently named GP Access Centre)
· Primary Care - A routine appointment at the Urgent Care Centre 
· Primary Care – Supporting patients to self-care
· Community Care – Facilitation or mobilising community services 
· Intermediate Care – Facilitation or mobilising home or community bed based services 
· Pharmacy – Self-care, pharmacist advice and over the counter medications
· Mental Health – Referral or mobilising specialist care
· Palliative/End of Life – Facilitation or mobilising of services 
· Social Care – Referral or mobilising adult and children’s social care services 
These pathways are not limited, however are often the desired outcome in facilitating clinically appropriate treatment and services within the community.
[bookmark: _Toc486422839]11.1. Key Components of the Urgent Care Centre
· Urgent Care Triage
· Urgent Care Centre
· Minor Injury Service 
· Navigation 


[bookmark: _Toc486422840]11.2 Urgent Care Triage Components
· Face to face clinical assessment of the patient’s condition
· Assessment of the clinical need of the patient
· Assessment of the clinical urgency of the patient 
· Identify red flags
· Select the clinically appropriate pathway for the patient 
· Navigate the patient when clinically appropriate
· ‘Blue light’ and other seriously ill patients requiring emergency treatment will be conveyed by LAS directly to ED without moving through the UCC.
· LAS Non blue light cases subject to agreed pathway compliance
· Provide a seamless pathway to the Urgent Care Centre
· Provide support for a patient to self-care
· Provide leaflets/print outs to aid self-care
[bookmark: _Toc486422841]11.3 Urgent Care Centre to Have the Ability and Knowledge To:
· Facilitate access to the provision of the right care, by the most appropriate person, in the right setting, first time
· Positively re-direct non-urgent cases back to primary/community care alternatives;
· Facilitate unregistered patients to register with a GP practice;
· Provide health promotion and self-management education;
· Provide a seamless pathway to any further assessment required within A&E, or referral (if necessary) to a hospital specialist or department;
· See, treat, discharge or admit all patients within 4 hours of their arrival at the UCC. Please refer to KPI’s (appendix x) with regards to managing referrals into ED. 
· To work with the CATS service ensuring appointments are allocated to re-directed patients from CATS
· To work in partnership with the UCC at Northwick Park Hospital and other UCCs to ensure plans are in place to deal with both unexpected surges in demand and to deliver efficiencies during low demand.
· The UCC is required to work seamlessly with primary care and the GP Access Centre ensuring patients can be seen as close to home as possible when clinically appropriate.  There will be a preference, where appropriate, to direct patients to their own GP or to their nearest GP Access centre
· Ensure communications and information given to patients is available in the top 5 languages used in Brent and in an easy read version.
· To accept referrals in accordance with the agreed LAS UCC exclusion criteria.
· To have a seamless direct pathway to Ambulatory Emergency Care Unit when clinically appropriate 
· [bookmark: _Toc486422842]Aims

The aims of the service are to:
· Provide good quality, timely and accessible urgent unplanned care ensuring that the patient’s ongoing healthcare needs are met in the most appropriate setting within the community or primary care setting. Right Place, Right Clinician, First Time.

· The Urgent Care Centre provide an initial clinical assessment for all walk in patients that attend the centre, assessing the urgency of the patients clinical condition, providing self-care information and support  and/or referring the patient to the most appropriate pathway 
· Provide routine bookable appointments for the CATS service to utilize 
· Provide an agreed pathway for the UCC to stream where necessary patients into an A&E and Ambulatory Care based on the agreed Shaping a Healthier Future Pathways (see appendix)
· Integrate with current service provision but develop the distinctive culture and approach of a primary care service, with experienced primary care clinicians leading the service, working alongside other healthcare professionals undertaking clinical assessment of patients and seeing and treating patients
· Work with the Clinical Advice and Triage Service provider and Emergency Department to develop, implement and maintain integrated pathways to services
· Provide an agreed pathway for the Urgent Care Centre to redirect where necessary patients into Primary Care or nearest GP Access Centre
· Work with the London Ambulance Service to ensure there is an appropriate care pathway in place.
The service will not:
· Constitute a further access point for routine NHS care within the local health economy. If this is what the patients need they will be navigated to the appropriate alternative service.
· Enable duplication of existing services commissioned by the CCGs or by primary medical services contractors  
· Provide routine non-urgent treatment to walk in patients that attend when there is a clinically suitable alternative service available

Specifically:
Patients that attend the hospital who self-present with a serious medical emergency will be directed to the Emergency Department without attending the UCC. An agreement with LAS must be in place for any patients that are brought in by LAS are appropriate for the UCC
The scope of the service:
· Encompasses all age groups and includes separate waiting facilities for children 
· Includes Minor Illnesses, Minor Injury and Urgent and Routine Primary Care services in addition to routine provision in accordance with Brent CCG agreement.

Interventions considered in scope, however not limited to the following treatments

· Interpretation of X-rays for diagnosis of limb fractures and other diagnostics/ investigations as clinically appropriate in the urgent care environment.
· Treatment of simple fractures. 
· Non-complex local anaesthesia for wound closure,
· Incision and drainage of abscesses not requiring general anaesthesia 
· Minor ENT/ophthalmic procedures
· Access to psychiatric services / assessment 
· Direct referral to other specialities within the hospital following agreed pathways
· Navigation to alternative care pathways
· [bookmark: _Toc486422843] Hours of Operation

The service will operate 24 hours a day 7 days a week 
[bookmark: _Toc486422844]13. Service Description and Care Pathways
[bookmark: _Toc486422845]13.1 Service Model
The main elements of the service will include:
· Face to face clinical assessment of all presenting patients by a primary care clinician 
· Diagnostics and Treatment
· Re-direction to mainstream primary care and/or other alternative services
· [bookmark: _Toc257902691][bookmark: _Toc318471568]Receipt of CATS referrals into the UCC on an appointment basis
· Self Care
· Seamless pathways to specialty departments and ambulatory care, including rapid response services.
· Provide transport for urgent (not emergency) in exceptional circumstances for patients.






























CENTRAL MIDDX HOSPITAL
Urgent Care Centre Pathway
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[bookmark: _Toc486422846]13.2 Treatment
The treatment element of the service model is based on three main areas, in each case delivered by an appropriately trained healthcare professional for all registered and unregistered patients.		
· Minor injuries		
· [bookmark: _Toc318471569]Urgent primary care illness
· Routine primary care 
[bookmark: _Toc147140051][bookmark: _Toc227558983][bookmark: _Toc227559151][bookmark: _Toc227564384][bookmark: _Toc227564505][bookmark: _Toc257121173][bookmark: _Toc257902693]13.3 Arrival, Registration and Triage
As part of the arrival and triage process, the following activities will take place:
· Patient registration on the designated IT system
· Patient will receive a clinical assessment 
· Patient will be supported with self-care advice/guidance 
· Patient will be referred to the UCC
· Patient will be referred to ED at Northwick Park or St Mary’s hospital by LAS
· Patient will be re-directed/navigated to the most appropriate community/primary care service outside of the hospital according to clinical need and urgency
· Referrals, appointments, visits to other services will be facilitated by CATS
· Clinical contemporaneous notes recorded at all interventions
· As part of the registration process a robust protocol must be established and agreed to recognise immediate emergencies.  
· Appropriate care pathway in place for patients who arrive by LAS as agreed protocol

As part of this specification, the CCG is prescribing the desired outcomes of the arrival and triage process, rather than the precise manner in which it is conducted and order in which the activities are undertaken. 
Providers are free to define an appropriate arrival, triage and registration process which meets the requirements outlined, given the space available.
Once the service is operational, the Provider must agree to regular reviews of the assessment process itself. These reviews will form part of the ongoing clinical governance review mechanism and will be shared with the Commissioners.
[bookmark: _Toc147140052][bookmark: _Toc257902694][bookmark: _Toc318471570][bookmark: _Toc486422848]13.4 Clinical Assessment

The Urgent Care Centre will provide the front of department reception for the department and will act as the patient’s first point of access to the UCC. This will include all Walk In patients and appropriate LAS presentations with the exception of emergencies conveyed in accordance with agreed pathways.
Whilst operating in this integrated way, the UCC should retain the distinctive culture and approach of a primary care service.
Patients will be clinically assessed and directed to the most appropriate pathway for their need by the appropriately qualified and experienced clinical practitioner areas using agreed triage guidelines. 


Approaches to clinical assessment and potential positive re-direction back into Primary Care must be consistent across all Urgent Care providers in Brent and Harrow, including GP practices and Walk-in Centres/GP Access Centres and the Clinical Advice and Triage Service (CATS). The provider is required to work with the other service providers within the local health economy to ensure that a common re-direction protocol is developed. Patient details will be captured on the appropriate IT system at reception and follow the agreed patient pathway following registration, and triage.
Clinical streaming may result in one of the following outcomes:
· Treatment directed to the Emergency Department Adult (ED) 
· Treatment directed to the Emergency Department Paediatric (PAED)
· Urgent treatment in the Urgent Care Centre (UCC)
· Treatment of Minor Injuries
· Routine treatment within the Urgent Care Centre (UCC) 
· Navigation to an appropriate community service 
· Navigation to a specialist or specific provider via the Clinical Advice and Treatment Service (CATS)
· Psychiatric Liaison within the department
· Facilitate referrals to specialty from primary care
· Ambulatory care 
· GP Access Hubs
· Rapid Response Service
[bookmark: _Toc147140053][bookmark: _Toc257902695][bookmark: _Toc318471571][bookmark: _Toc486422849]14. Clinical Assessment
[bookmark: _Toc486422850]14.1 Clinical Assessment

Initial clinical assessment within the UCC will be undertaken by a suitably qualified clinical practitioner with the appropriate primary and urgent care experience required to provide this level of clinically safe assessment.
The Provider will be expected to develop a sustainable mix of multi-disciplinary staff to undertake this role and should be assured on a skills based competency framework. The Provider will take full management responsibility for the clinical assessment of the patient journey and will provide a clinically appropriate workforce to meet the required demand.
It is anticipated that the function of clinical assessment will be undertaken by senior grade clinical staff that retain autonomous competencies to undertake their role.
The provider will ensure that the appropriate mechanisms are implemented so that a Clinical Lead will assume management responsibility (accountability) for all medical and nursing staff within the UCC.  All staff will be assessed against a suitable competency framework by the Provider and monitored by a clinical governance assurance process.
The clinical practitioner undertaking triage assessment will retain the responsibility for ensuring the safe and effective direction of patients to the most appropriate clinician or alternative pathway/healthcare provider.


Patients who are re-directed to an alternative care pathway will have their details recorded on the IT system that includes: contact information, the clinical decision for pathway selection and the specific details of where the patient has been navigated to   and location to which they are streamed. These will be collected via the UCC clinical system and held for audit, data analysis and information governance purposes.
The assessment model is key to ensure that patients are successfully applied to the correct pathway whilst health promotion, education and supporting patients to self-care are an essential element to the assessment process.  
[bookmark: _Toc257902700][bookmark: _Toc318471572][bookmark: _Toc486422851]15. Medical Emergencies 


The Urgent Care Centre provides services and treatment for urgent minor illness and injuries. Patients with more significant, complex or emergency requirements will be directed to the Emergency Departments located at Northwick Park Hospital or St Marys Hospital.

A similar process will apply for patients that arrive via the London Ambulance Service with patients that do not require the services of the Emergency Department. 
[bookmark: _Toc257208865][bookmark: _Toc257208763][bookmark: _Toc257208648][bookmark: _Toc257208864][bookmark: _Toc257208762][bookmark: _Toc257208647][bookmark: _Toc257208857][bookmark: _Toc257208755][bookmark: _Toc257208640][bookmark: _Toc257208856][bookmark: _Toc257208754][bookmark: _Toc257208639][bookmark: _Toc257208855][bookmark: _Toc257208753][bookmark: _Toc257208638][bookmark: _Toc257902696][bookmark: _Toc318471573][bookmark: _Toc147140054]In the event of a medical emergency within the Urgent Care Centre that requires crash team assistance, the service shall be immediately available by following the hospital process and in accordance with the agreed SaHF pathways.



· [bookmark: _Toc486422852]Patient Re-Direction Pathway

The Urgent Care Centre should operate as a key component and function within the Integrated Urgent Care System.
Patient re-direction applies when the patient that as presenting clinical complaint that is routine in its nature and urgency and does not require the specific services of the UCC. The pathway to re-direct a patient from the UCC to another service should be agreed between providers:  Local GP Practices should be engaged and informed of the process in redirection for patients with support from the CCG.
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Agreed pathways between CATS, GP practices and GP Access Centre must be in place and maintained 

Agreed pathways between CATS, GP Practices and Walk Centres/GP Access Centres must be in place and maintained to ensure all patient re-direction pathways are effective and consistent across all providers.
A significant amount of walk-in activity at the UCC are patients who attend to access routine primary care or with conditions that can be routinely treated within general practice.
Positive re-direction of these patients will form part of a key performance indictor to the contract.
After clinical assessment, UCC reception staff will have the ability to book a routine available appointment either directly with the patient’s GP practice or via the Clinical Advice and Triage Service. 
If the GP Practice cannot be reached (for example, when it is closed), or there are no available appointments in the UCC, the healthcare need is to be assessed. Any routine attendances will be referred back to the patient’s own GP to maintain continuity of care or if required via the CATS provider.  The summary of the clinical event will be sent to the patient’s registered GP practice.


· [bookmark: _Toc486422853]Unregistered Patients

Patients attending the UCC who are not registered with a GP will receive the same level of treatment as a registered patient and will receive a triage assessment by the UCC. Patients that are not registered with a GP practice will have access to the same Integrated Urgent Care pathways. Patients that access Integrated Urgent Care Service Including the Urgent Care Centre will be supported wherever possible to register with a local GP practice.
Patients who are not registered with a GP Practice should not experience a delay in accessing care.
Unregistered patients from outside Brent and Harrow will be asked to contact the Registration Department of their local CCG.  
· [bookmark: _Toc486422854]Referrals Back to Community Based Services

Patients may attend and receive initial clinical triage assessment at the UCC, where the optimal result is to navigate the patient to an alternative appropriate community pathway, including general dental services, pharmacy services, and community nursing, and social and voluntary services. Reception staff at the UCC will have up-to-date details of all community and primary care based services and will be able to provide patients with contact numbers/service details and opening times in order that they are redirected to core primary care service provision, or the Clinical Advice and Triage Service will provide the navigation, information and facilitation to the service required.
In support of this, the UCC staff may provide information to patients or their carers to the following health care organisations (list not exhaustive) based on the recommendation of the Clinical Practitioner that undertakes the triage assessment:
· GP surgeries
· Patients’ own Practice Nurse/Nurse Practitioner
· Local Family Planning Clinics
· Local Pharmacies
· Local Wound Care Clinics (c/o booking system)
· Local Social Care Services
· Emergency Dental Services
· Local Intermediate Care Services
· Community Nurses
· Local mental health services
· AA, Samaritans and other voluntary services 

· [bookmark: _Toc318471574][bookmark: _Toc486422855] Communication of Episode to the Patient’s GP
After any clinical intervention at the UCC, the details including a summary of the care provided will be supplied to the patients GP practice. This will advise if any follow up is required with the patient. The notification will be sent to the GP practice that the patient is registered with within 6 hours. This requirement will be a core key performance indicator of the contract.

The summary of the episode of care should include:
· Any advice that was given to support the patient to self-care 
· The patient’s details and NHS number (where known)
· The patient’s presenting condition and diagnosis 
· Details of any diagnostics conducted and, where possible, the results 
· Any treatment provided and medications prescribed 
· Details of any referral made to specialist services to address the patient’s immediate needs 
· Any recommendations made to the patient for services to which they may self-refer 
· Any recommendations about appropriate services (including social care services) that the GP might wish to refer the patient for their ongoing needs.
· Safety netting advice issued to the patient

The UCC should not be used as a facility for routine follow up treatment or assessments.
Patients will be provided with a printed summary of their episode of care that summarises their presenting condition, diagnosis and the treatment that was provided. Where necessary patients should be given appropriate printed materials relating to their specific condition. Leaflets for most common conditions can be accessed at the Patient UK website.
· [bookmark: _Management_of_Waiting][bookmark: _Toc257902697][bookmark: _Toc318471576][bookmark: _Toc486422856] Management of Waiting Times
Waiting times will be managed according to clinical pathways to ensure compliance with targets and will escalate, where required according to the documented procedures.
Initial clinical triage(for over 18’s) assessment should start within 20 minutes of the patients arrival
Initial clinical triage (for under 18’s) assessment should start within 15 minutes of the patients arrival
There should be an agreed and documented process for identification of patients that need to be directed immediately to the Emergency Department (Northwick Park or St Mary’s Hospital) from the UCC reception area.  
[bookmark: _Toc147140057][bookmark: _Toc227558984][bookmark: _Toc227559152][bookmark: _Toc227564385][bookmark: _Toc227564506][bookmark: _Toc257121174][bookmark: _Toc257902698][bookmark: _Toc318471577]It is recognised at certain ‘points of contact’ tests or urgent diagnostic tests may need to be carried out to assist in the clinical decision to refer on either to a specialty or the ED.
The providers should be aware of the waiting time standards and those attributable to each of the pathways.
	Patient Pathway 
	Discharge or treatment or appointment complete within:

	
	

	Urgent Care Centre 
	4 hours (240 minutes)

	Minor Injury Unit 
	4 hours (240 minutes)

	Routine Primary Care Appointment 
	12 hours (720 minutes)

	
	


[bookmark: _Toc257902699][bookmark: _Toc318471578]


(reference: Royal College of Emergency Medicine Guidance)
https://portal.rcem.ac.uk/LIVE/docs/College%20Guidelines/5w.%20Management%20of%20Pain%20in%20Adults%20(Revised%20December%202014).pdf
http://www.rcpch.ac.uk/sites/default/files/page/Intercollegiate%20Emegency%20Standards%202012%20FINAL%20WEB.pdf
[bookmark: _Toc486422857]20.1 Management of Non-Attending Appointments for Routine Primary Care: 

For patients who receive appointments for a routine primary care appointment within the UCC a policy must be in place to follow up any non-attendance. The process should include clinical judgment where required, all attempts to contact the patient and the reason for not attending should be recorded.  This would include facilities for texting or other appointment reminder facility. A KPI will be included for this.
· [bookmark: _Toc486422858] Care Delivery
[bookmark: _Toc486422859]21.1 Minor Injury

As a result of clinical triage assessment, patients may be directed to the Minor Injury Unit (MIU) Pathway. The MIU will be integral with the Urgent Care Centre and will provide treatment, diagnostics including x-ray and investigations. Treatment of patients within the MIU should be completed within 4 hours of the patient’s arrival at the hospital. 
The following are examples of the treatment provided within the Minor Injury Unit, this is not exhaustive and is intended as a guide only:
· Interpretation of X-rays and other diagnostics/ investigations 
· Treatment of uncomplicated fractures. 
· Non-complex local anesthesia for wound closure,
· Incision and drainage of abscesses not requiring general anesthesia 
· Minor ENT/ophthalmic procedures
· Minor burns 

Patients will be treated in order of arrival unless superseded by clinical urgency. Adult patients will wait in the designated waiting room.  Children under the age of 16 years will wait in the pediatric waiting room or other suitable designated area.
[bookmark: _Toc486422860]21.2 Pathology and Radiology requests in the Urgent Care Centre
The below list is a guide (not exclusive) for the Provider to deliver in the Urgent Care Centre.
For Urgent Bloods
Should be a turnaround in two hours
· Full Blood Count (FBC)
· D Dimer
· Renal Profile
· Liver Profile
· ESR
· Calcium
· Potassium

 Other pathology requests

· MSU microbiology
· Stool microbiology
· Swab Throat and wound
Point of Care bloods (Table side tests)
· Blood sugar
· Troponin
· CRP
· INR
· Potassium
· Urine dipstix
· Pregnancy urine test
· Xrays (as per minor injury) : including chest x-rays
· ECG

All of the above tests are to be included in provider costs.  The Provider must have equipment, systems and processes in place to ensure the continuity of the follow up is carried out.   This includes between change of staffing at the UCC and the follow up information to the patient.  Any further management after this will be managed by the patient’s own GP.
A monthly report will be required re number of referrals for blood tests

· [bookmark: _Toc318471579][bookmark: _Toc486422861] Routine Primary Care Appointments  
Following initial clinical triage assessment, patients who have a non-urgent and routine clinical need will, where required have an appointment with a primary care clinician arranged for them. This may be in the UCC, GP Access Centre or GP practice environment. Where an appointment is required it will be made within the following time parameters and according clinical need:
Routine Primary Care – Appointment within 12 hours (720 minutes)
Appointments should be made in conjunction with the convenience for the patients and should be booked within the time parameter from the time of arrival at the UCC.
The Clinical Advice and Triage Service (CATS) will also have the ability to book routine primary care appointments within the UCC. 
Patients will be seen according to their appointment time and not their arrival time. Clinical urgency will always take precedence over booked appointment times and according to the decision of the clinician.



[bookmark: _Toc486422862] 23. Paediatrics

The provider is required to deliver appropriate and responsive care to all children that access the service with an initial clinical triage assessment within 15 minutes of the patient’s arrival.  This must be in accordance with the standards set out in the Children’s Act 2004, The Children and Families Act 2014, National Service Framework for Children and any applicable local protocol within North West London Health economy.  Children and young people must be seen by suitably qualified clinicians specifically children under the age of 2 years suitable for the UCC and link with the Paediatrics ED. 
The Provider shall be responsible for ensuring that their staff:
· Have and retain the relevant professional registration, indemnity and have undergone enhanced checks from the Disclosure and Barring Service 
· Have appropriate paediatric experience and exposure in the treatment of babies and children, including core paediatric competencies
· Be fully trained in the safeguarding of children and be aware of escalation processes

For children and young people the episode of care must be communicated to their GP practice and health visitor or school nurse by the administration team no later than 8am on following working day that the child or young person’s episode of care took place. 
Where children and young people require a referral to paediatric services, the provider will have an agreed process in place to ensure an integrated referral pathway to paediatric services.
Children under the age of 5 years that present to the Urgent Care Centre having already accessed healthcare services on 2 or more occasions over a 5 day period will instigate a referral for paediatric review
· [bookmark: _Toc257902701][bookmark: _Toc318471580][bookmark: _Toc486422863]Transfer to/ from UCC with A&E
In instances where a patient requires referral to the ED or Paediatric ED, the provider will have agreed processes in place for the safe transfer of care between departments/hospitals and in accordance with agreed SaHF pathways.
As part of the development of integrated urgent care provision, an internal transfer process will be developed between the UCC, ED the CATS and relevant services. 
A ‘Patient Transfer’ protocol for establishing an appropriate time to transfer patients between services will be agreed between the provider, Northwick Park Hospital and St Marys Hospital as the providers of the Emergency Departments. This protocol will support both services in delivering the 4 hour Standard, and will not put either the UCC or the ED department in a detrimental position to be able to treat a patient safely and appropriately without exceeding the 4 hour time period. The protocol  should take place within 30 minutes of presentation (note that this should apply to transfers in both directions, i.e. from ED to the UCC as well as vice versa).The protocol will need to cover the full range of eventualities, including:
· A walk-in patient identified as requiring ED at the first point of contact (registration/ pre-triage)
· A walk-in patient identified as requiring ED following treatment by the UCC
· Support to the UCC in the event of a medical emergency 
· Ambulance conveyance to UCC or ED
· A booked appointment patient directed from the CATS service 
· Ambulatory Care
As part of this protocol, patients transferring from the UCC to the ED department should have their arrival time recorded noted and this should be communicated to the ED staff.  The four hour clinical standard will apply from the patient’s arrival at the UCC and not from the time of any transfer. This equally applies to patients that are initially registered with the ED.
The patient’s record should be electronically transferred between UCC and ED services without new records needing to be inputted. IT interoperability should be in place between the UCC and ED. 
· Patient details to be transferred between Provider and host patient databases
· All providers must ensure that there are information governance processes in place for the sharing and transfer of patient information 
· Patient information will be tracked for data collection and future planning purposes.
Utilisation of this pathway should be audited on a regular basis as part of the clinical governance processes by the UCC provider.  

Referral to Specialty

Patients that are referred to a hospital specialty by a UCC clinician should follow the agreed and defined process. Transfer of clinical responsibility is established once the referral has been accepted by the specialist clinician or department and the patient transferred. This referral process must be agreed between providers and documented as a policy.

· [bookmark: _Toc486422864] Access to Specialty Advice

At times, the UCC clinician may have the requirement to access specialist or consultant advice for a patient’s condition. The provider will agree the appropriate pathways with relevant providers across Brent Harrow and Hillingdon to facilitate this hospital specialty.
· [bookmark: _Toc257902702][bookmark: _Toc318471581][bookmark: _Ref83467192][bookmark: _Toc147140076][bookmark: _Toc227558985][bookmark: _Toc227559153][bookmark: _Toc227564386][bookmark: _Toc227564507][bookmark: _Toc486422865] Access to Diagnostics and Investigations
[bookmark: _Toc257208773]
The UCC will be able to deal with urgent diagnostic actions.  It is therefore not anticipated that the level of diagnostics provided will exceed that provided in a standard GP Surgery, other than the additional diagnostics that may be required for minor injuries (eg X-ray).  Requests for diagnostic testing will be audited on a regular basis.

Generally, these diagnostics and investigations will be available to the UCC on the same day, and within a defined time period which will allow the result of the diagnostic/ investigation to inform a treatment decision before the patient returns home.  For example, the UCC will be able to request same day pathology and X-ray services when clinically appropriate.
Some diagnostics and investigations will be available to the UCC, but not provided the same day.  As part of this pathway, the patient may be followed up at the UCC or a specialist acute service.  For example, the UCC will have access to request ultrasound.
The payment mechanism contains a list of investigations and diagnostics accessible by the UCC within each tariff cost.  Providers will be responsible for payment for all tests.

All diagnostic tests will be available for both adults and children attending the UCC and all tests should be sent back to the patients GP.
· [bookmark: _Toc257902704][bookmark: _Toc318471583][bookmark: _Toc486422866][bookmark: _Toc147140077]Interpretation and Reporting

The UCC is expected to interpret all diagnostics and investigations it requests, except for those which it requests as part of an onward referral to a specialist clinic.  This applies to Radiology as well as Pathology.
For Radiology, the UCC is required to develop a process through which X-rays can be subject to a medical interpretation, as part of the episode of care, including instant X-ray interpretations.
It will be for the UCC provider to demonstrate that the process defined is safe and effective  developing the capability within the service or contracting services from a third party.  
As part of the service all X-rays will be reported to the CCG as part of the performance and quality report. 
· [bookmark: _Toc227558986][bookmark: _Toc227559154][bookmark: _Toc227564387][bookmark: _Toc227564508][bookmark: _Toc257121176][bookmark: _Toc257902705][bookmark: _Toc318471584][bookmark: _Toc486422867]Discharge from Urgent Care Centre

Patients will be discharged at the end of their episode of care or appointment. It remains the requesting clinician’s responsibility to ensure that all diagnostic results are followed up appropriately.

The provider will issue discharge summaries to GP practices, providing relevant clinical and treatment information, medication and any necessary follow-up care.  

The Provider will ensure that, for any follow-up care required, the UCC will transfer the patient appropriately, for example to, 

· Community/Intermediate bedded care services 
· Care at home via community services
· Fracture clinic or ED follow-up clinic for fractures

[bookmark: _Toc227558987][bookmark: _Toc227559155][bookmark: _Toc227564388][bookmark: _Toc227564509]The processes to ensure follow up care is managed effectively needs to be agreed between the provider and the follow up services involved. The provider will work collaboratively with any new services relevant to Brent patients which are established at any time throughout the lift of the contract.

[bookmark: _Toc318471585]The UCC Provider will be expected to agree direct referral pathways to additional specialist services and clinics including specialist gynaecology, (GUM) Genitourinary Medicine and (ACU) Ambulatory Care Unit Where an admission is required this will be made directly to the specialty concerned.  Patients will not usually be referred back to ED for diagnostics or admission except when it is in the patient’s best clinical interests.

[bookmark: _Toc486422868][bookmark: _Toc318471586] 30. Medicines Management 
[bookmark: _Toc486422869]30.1 Prescribing and Supply

The supply of medication from the Urgent Care Centre will be:
Preferably by the issuing of an FP10 prescription form;
Supplied directly to patients as a pre-pack, including under a patient group direction (PGD), for nurses who are unable to independently prescribe. This will be for use out of hours/ when local pharmacies may be closed, or immediate treatment is required. 
The Provider should not duplicate services currently available to the patient. Thus, except for at risk patients as determined by clinical assessment, the Provider will not be expected to provide repeat prescriptions. Any repeat prescriptions issued should be for a maximum of one week except oral contraceptive pill where one month’s supply will be given. In all other circumstances requests for repeat prescriptions will be signposted to the NHS 111 service which will assess the appropriateness of the request and signpost the service user to a community pharmacy commissioned by NHS England to provide under the Pharmacy Urgent Repeat Medication Service (PURMS).
In the majority of situations where immediate treatment is needed the UCC will provide medicines to patients as pre packs. Typically this will be a course of antibiotics. The responsibility of procuring stock of pre-packs will be the responsibility of the Provider.
[bookmark: _Toc486422870]30.2 Formulary

The Provider will be expected to use the locally-agreed antibiotic guidelines (Brent and Harrow CCG) and the NWL Integrated Formulary, and not to prescribe drugs from the locally-agreed (NWL sector) agreed “Red Drugs” list. (hospital only drugs).  The Provider will also be expected to comply with other locally agreed policies and guidelines to manage prescribing spend.
[bookmark: _Toc486422871]30.3 Clinical Governance of Medicines Management

The Provider is responsible for clinical governance and compliance with applicable national guidance for all aspects of medicines management, including safe handling of medicines/devices, and prescribing and providing/ administering drugs.  The Provider will comply with the Medicines Act 1968 and the Human Medicines Regulations of 2012 in addition to the relevant professional codes and standards such as the NMC code, NMC Standards for Medicines Management and the GMC Good practice in prescribing and managing medicines and devices.  
The Provider will have a documented and audited Medicines Management Policy for medicines, in particular for controlled drugs.
Any incidents must be investigated by the Provider, with outcomes reported following the Commissioner’s incident reporting process.
The Provider will need to comply with the Misuse of Drugs Regulations 2001. In addition, regulations made under the Health Act 2006 require each healthcare organisation to appoint an Accountable Officer, responsible for the safe and effective use of Controlled Drugs in their organisation. The regulations also include standard operating procedures for the use and management of controlled drugs. The Provider will be required to have appropriate processes in place to agree and adopt such SOPs for their use.
[bookmark: _Toc486422872]30.4 Administering

Administration of medicines will comply with national and professional standards by authorised staff. The Provider is expected to have a mechanism available through which a full course of medicines can be provided/ administered out of hours, where clinically appropriate, without returning to the UCC, hospital pharmacy or GP practice.  
Where a patient needs to start a course of medicine without delay or because delay could compromise care, the patient should receive the full course at the time of the consultation.
[bookmark: _Toc486422873]30.5 Monitoring, Reporting and Financial Implications.

The commissioner will not be invoiced by the Provider separately for medicines which have been dispensed through the UCC route (e.g. pre-pack stock). Such costs will be borne by the Provider within the contract value.
Where the Provider prescribes using FP10s, the prescribing costs will be met by the Commissioner’s FP10 prescribing budget assigned to the Provider. It will be the responsibility of the Provider to ensure all FP10 prescribing is undertaken against the budget code assigned to the UCC by the Commissioner.
The Provider will be responsible for closely monitoring prescribing spend against the budget set by the Commissioner, and will alert the Commissioner at an early stage of any forecasted overspend against the budget set for that year. 
Reviews of patient’s medications where clinically appropriate for the management of the patient’s urgent needs.
[bookmark: _Toc318471590][bookmark: _Toc486422874]30.6 Reporting and Financial Implications 

Brent CCG will not be invoiced by the Provider separately for medicines which have been dispensed through the UCC route.  All tariffs are therefore ‘drug inclusive’.
[bookmark: _Toc486422875][bookmark: _Toc318471594]31. Accommodation 
[bookmark: _Toc486422876]31.1 Key Space Requirements

The space requirements of the UCC should reflect the patient numbers expected to attend as per the activity profiles. The UCC accommodation currently in use at Central Middx Hospital will be available to the successful provider.
A dedicated triage area within close vicinity to the reception area is in included in the space. 
The provider will be expected to work with LNWHT to develop an approach to space utilisation based around the following key requirements:
· The clinical scope of the UCC must not be constrained by the availability of space;
· UCC space must be set aside for patients who require observation, where the duration is likely to be below the four hour threshold for treatment and a dedicated paediatric waiting area.
· The successful provider will be required to enter into a lease with London North West Hospitals Trust (Freeholder) for the accommodation for the duration of the contract period.
[bookmark: _Toc318471595][bookmark: _Toc486422877]32. Staffing

The Urgent Care Centre provides a significant opportunity to develop and enhance the skills and competence of health care professionals across the local health economy. 
It is intended there is a strong primary care presence both in the triage assessment role and in the assessment, diagnosis and treatment role. It is anticipated that the 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.  The UCC should be staffed by multidisciplinary teams including
· At least one registered medical practitioner for primary and emergency care
· One other registered healthcare practitioner
· 
The clinical model recognises that outside of rota planning there will still be peaks and troughs of activity within the UCC, the Emergency Department and the CATS service and the need to agree escalation policies between the three services. It is expected that the service will adhere to safe staffing principles and develop these in line with NHS England.
The Provider will be solely responsible for the employment of staff, payment of benefits and any disputes arising from employment-related matters.  
Providers can assume that the Transfer of Undertakings (Protection of Employment) regulations (TUPE) may apply when preparing their bids, and must ensure that adequate time is built into implementation timelines where it is anticipated that TUPE may apply.  Providers will need to confirm that they will comply with the TUPE regulations as appropriate to this procurement.
[bookmark: _Toc257902709][bookmark: _Toc318471596][bookmark: _Toc257902710][bookmark: _Toc318471597][bookmark: _Toc486422878]32.1 Clinical Leadership
The provider will be expected to develop an infrastructure of clinical management and leadership, ensuring that all governance requirements have the relevant clinical leads.
There should be a senior clinician responsible for the clinical management and safety of the UCC at all times.
The UCC should have a named and accountable Medical Director/Clinical Lead with Primary Care experience and Lead Nurse with the appropriate urgent care primary care management and leadership skills.
The designated Clinical/Medical Director will take responsibility for the practice of all staff that treat patients autonomously.  The Clinical Director also will take responsibility for the development, approval and implementation of developed care pathways and protocols.
[bookmark: _Toc257902711][bookmark: _Toc318471598]
[bookmark: _Toc486422879]32.2 Skill Mix
As part of the development of an integrated urgent care service the UCC Provider will work closely with partner organisations to provide and develop the appropriate skill mix of staff to ensure that the service specification and model of care can be delivered and maintained at all times.
In the initial phase, a suitably qualified and senior primary care clinician will be used to initially triage assess patients, it is anticipated that these clinicians will be experienced in primary and urgent care and be GPs or Nurse Practitioners.  .  
It is expected that the UCC will demonstrate a work force that can competently demonstrate integration with, providers of:
· Emergency Care
· Mental Health
· Social Care
· Obstetrics and Gynaecology
· Primary Care
· Paediatrics
[bookmark: _Toc486422880]33. Training and Development

The provider is expected to provide and manage the requirements of staff training, including for junior clinicians. This applies both to those specialising in primary care, such as GP Registrars, but also to those specialising in emergency medicine. The Provider is expected to ensure that all staff receives core mandatory training in line with NHS Guidelines and local clinical guidelines.
All staff working in an urgent care centres must be competent in the basic skills required for safe practice as a first responder in caring for the acutely ill.  These competencies at a minimum level of competence in caring for adults and children include :
· Basic  life support
· Recognition of serious illness and injury
· Pain assessment
· Identification of vulnerable adults
· Ability to recognise that someone may be experiencing a mental health problem
· Awareness of safeguarding

At any time there should be access to at least one registered practitioner who is trained and competent in advanced life support and paediatric advanced life support
Further guidance on the competencies expected of all staff working in facilities providing unscheduled care is available in the Unscheduled care facilities guidance produced by the College of Emergency Medicine and Emergency Nurse Consultant Association.
Appropriate competency frameworks should be used for staff development and training, but they are not minimum requirements for staff being employed in urgent care centre teams. Relevant competency frameworks include :
Guidance and competencies for the provision of services using practitioners with special interests (PwSIs) – Urgent and Emergency Care
Competence and Curriculum Framework for the Emergency Care Practitioner
Advanced Nurse Practitioners – an RCN guide to the advanced nurse practitioner role, competencies and programme accreditation.
All practitioners working in the urgent care centre must adhere to the principle of the Nursing and Midwifery Councils code.
http://www.londonhp.nhs.uk/wp-content/uploads/2011/03/Urgent-care-centres-delivery-model.pdf
The College of Emergency Medicine, Emergency Nurse Consultant Association and Faculty of Emergency Nursing (2009) Unscheduled care facilities 
Department of Health (2009) Guidance and competencies for the provision of services using practitioners with special interests (PwSIs) – Urgent and Emergency Care 
Department of Health (2007) Competence and Curriculum Framework for the Emergency Care Practitioner 
Royal College of Nursing (2008) Advanced nurse practitioners – an RCN guide to the advanced nurse practitioner role, competencies and programme accreditation or most up to date versions.
Nursing and Midwifery Council (2015) The Code: Standards of conduct, performance and ethics for nurses and midwives
Providers must have in place an appraisal policy and process to review an individual’s performance to identify and provide support in areas where development may be required.  This must be in place for all clinical and non-clinical staff.
[bookmark: _Toc486422881]34. Location
The Urgent Care Service will be provided from Central Middx Hospital within the designated appropriate clinical space. Floor plans of exclusive space for the Urgent Care Centre and shared areas will be available to the successful provider(s).  
[bookmark: _Toc486422882]35. Population Covered

The Urgent Care Centre service will provide care for any patients that are referred or directed to or attend as a walk-in patient irrespectively of whether the patient is registered with a GP practice or not and irrespective of where the patient may reside
[bookmark: _Toc486422883]36. Acceptance and Exclusion Criteria  
[bookmark: _Toc486422884]36.1 Acceptance Criteria

· [bookmark: _Toc257902688][bookmark: _Toc318471565]Anybody with an urgent healthcare need or minor injury

[bookmark: _Toc486422885]36.2 Mental Health

With the exception of the exclusions below, the Provider will be expected to work with local mental health providers to ensure optimal treatment of all unscheduled mental health presentations.
The following will be available to the Provider:
A mental health assessment room, shared with the Trust
The 24/7 Mental Health Crisis team, available either within the UCC or on call
[bookmark: _Toc256023480][bookmark: _Toc257902686][bookmark: _Toc318471563]
[bookmark: _Toc486422886]36.3 Exclusion Criteria: Adults 

The following criteria should be applied by the UCC when considering whether an adult patient is suitable for treatment by the UCC: 
Basic principles
· The nature of the condition of the presenting complaint
· Is the condition an emergency / life threatening
· Is the condition urgent 
· Is the condition routine
· Can the condition be supported with the provision of self-care advice

The most appropriate clinical response to the initial assessment is

· Emergency: Direction to ED as it’s an emergency
· Urgent: Direction to the UCC for treatment required within 4 hours  
· Minor Injury : Direction to UCC MIU for treatment within 4 hours
· Routine: Appointment with a  primary care clinician within 12 hours 
· Other: Non-urgent facilitation to another service through CATS

Condition-specific guidelines (exclusions)
The following list of examples (whilst not limited) are not appropriate for treatment within the UCC and should be directed to the ED: 
· Unstable Angina
· Severe Acute Shortness of Breath
· Severe Heart Failure
· Burns > 5%
· Stroke
· Overdose / Intoxicated and not able to mobilise
· Significant Head Injuries
· Complex Fractures/Long Bone Fracture of Legs
· Those considered to have neutropenic sepsis
· Sickle Cell Crisis
· Severe bleeding

(see Appendix for further detail on exclusion for Adults)
[bookmark: _Toc486422887]36.4 Exclusion Criteria: Children

The following criteria should be applied by the Urgent Care Clinician when considering whether a paediatric patient is suitable for treatment by the UCC.  
The following are examples of conditions that are not suitable for the UCC:
Basic principles
· All children that self-present to the UCC and are non-emergency should receive an initial face to face triage assessment within 15 minutes of their arrival at the centre.
· The following are examples of conditions that are not suitable for the UCC:
· Any immediate life-threatening emergency should be referred to ED.
· Children expected to require clinical observation for in excess of four hours should go to Paeds on call or Paeds ED.

Condition-specific guidelines (exclusions) 
· Complex fractures and any likely to require manipulation
· Procedure requiring sedation
· Overdose/poisoning/intoxicated and not able to mobilise
· Those considered to have neutropenic sepsis
· Sickle cell crisis
· Altered consciousness
· Significant head injuries
· Those that have presented twice in the UCC in last 24 hours
· Severe bleeding
· Unstable Angina
· Severe Acute Shortness of Breath
· Severe Heart Failure
· Burns > 5%
· Stroke
· Overdose / Intoxicated and not able to mobilise
· Significant Head Injuries
· Children under the age of 5 years that present to the Urgent Care Centre having already accessed healthcare services on 2 or more occasions over a 5 day period will instigate a referral for paediatric review.

[bookmark: _Toc486422888]37. Interdependencies with Other Services

The UCC will be closely integrated with other services on the site and the wider Brent and Harrow health economy. The UCC will work closely with ED and the CATS to ensure smooth patient pathways and effective appropriate initial triage assessment of patients to the most appropriate service in response to their clinical need.

The Provider will  be expected to work with the Clinical Hub (CATS service) and UCC at Northwick Park Hospital to identify the most efficient way to operate a 24/7 service during periods of low demand and between the hours of midnight and 08.00am.


Other interdependencies include:

· All hospital departments
· All local health economy providers
· All local social care providers

	[bookmark: _Toc486422889]38. Applicable National Standards

Quality Standards
The Service Provider must comply with all Department of Health and NHS guidance on accepted best practice, including NICE guidance. Where the Service Provider has deviated from any national or locally agreed clinical guidance, the Provider is required to notify the commissioning CCG in writing as soon as this is known, along with the reasons for non-compliance.
Brent CCG wishes to ensure that the quality of the service to be provided is of a consistently high standard and that all professionals abide by the guidance of their professional self-regulatory body. The Provider is expected to outline clinical governance mechanisms to be applied when concerns about the quality of the service is raised.
The UCC and the Emergency department must operate within a common framework of standards and share governance processes. Without prejudice to any other provision in the Agreement, the Provider shall deliver the services in accordance with Good Clinical Practice, Good Healthcare Practice, and shall comply with the following standards and recommendations as a minimum.  The minimum standards and recommendations are :
· NWL Core quality requirements
· Any Care Quality Commission (CQC) standards in force from time to time during the term of this Agreement.
· Issued by the National Institute of Clinical Excellence
· Issued by any relevant professional body and agreed between the parties
· From any audit and Serious Untoward Incident and Adverse Incident Reporting, including the reporting of such to the commissioning CCG
· Included within locally or national tariff funded National Service Frameworks, agreed Integrated Care Pathways and agreed shared protocols and guidelines
· Defined in the up to date NHS Standard Contract for Community Services.
[bookmark: _Toc486422890][bookmark: _Toc257902714]39. Contract Management

Brent CCG will ensure the timely delivery of a high quality service by measuring provider performance against contractually agreed Key Performance Indicators. This will include monthly performance monitoring meetings, quarterly governance meetings and annual reviews.  Contract monitoring and performance will be led by Brent CCG.

[bookmark: _Toc486422891]40. Clinical Governance

The Provider will be expected to comply with the clinical governance framework of Brent CCG and to function under agreed operational and clinical policies.

The operational systems will support the following principles:
· Clear lines of responsibility and accountability
· A programme of quality improvement activities
· Clear policies aimed at managing risk and procedures to identify and remedy poor professional performance
The provider will be expected to monitor the efficacy of these operational systems via regular clinical audits and record checks. They will also be required to undertake spot checks to ensure that staff clinical competencies are well matched to the roles they are expected to perform.
The provider will be expected to hold regular internal clinical governance meetings. Terms of reference for this group will include:
[bookmark: _Toc486422892]40.1 Creation and Regular Review of the Joint Clinical Policy, including:
· Triage guidelines for Initial Clinical Triage staff
· Staff competency framework
· Transfers and Pathways
· Reception triage for identifying immediate ED cases
· Diagnostics – both completion and following up when transferred
· Staff resilience when increased activity
· Use of joint spaces
· Management of complaints when includes more than one provider
[bookmark: _Toc486422893]40.2 Service Audit, including:
· On a case by case basis, the appropriateness of the initial clinical triage where a patient’s treatment is begun in the UCC and subsequently transferred to A&E
· On a case by case basis, the appropriateness of the initial clinical triage where a patient’s treatment is begun in A&E and subsequently transferred to the UCC
· On a case by case basis, the appropriateness of the initial clinical triage where a patient’s treatment is begun in the CATS service and subsequently transferred to the UCC
· On a case by case basis, the appropriateness of the initial clinical triage where a patient’s treatment has begun in the CATS service and subsequently transferred to the UCC and then subsequently transferred to A&E
· At overview level, patient case mixes will be reviewed regularly to assure clinical governance and standards and retain confidence in both services. 
· On a regular basis, audit against staff competency framework
· SUIs, complaints and professional feedback
40.3 Recommendations for service improvement
[bookmark: _Toc257902715][bookmark: _Toc318471603]A clinician representing Brent CCG will have a standing invite to these governance meetings. They will also have the right to review anonymized patient records on request.




[bookmark: _Toc486422894]41. Patient Involvement
The Provider is required to carry out patient satisfaction surveys (which form part of the Quality KPIs) in relation to the service which has been agreed with the Commissioner to ensure the information provided is beneficial to both parties.  This survey is an addition to any such surveys that may be carried out by the Provider, for example the Friends and Family Test.  In discharging its obligations under this Clause, the Provider shall have regard to any Department of Health guidance relating to patient satisfaction.   
The results of the patient satisfaction survey will be discussed with service users and evidence of the survey results, recommendations and action plan to implement the recommendations will be submitted to Brent CCG. The Provider will also be expected to demonstrate how the results from the survey will be used to make improvements to service delivery.
[bookmark: _Toc486422895]42. Clinical Risk Management and Legal Protection

The Provider will ensure that clinical risk management is an integral part of daily management. The organisation will use clinical risk management to improve decision-making and encourage the continued improvement of service delivery and the best use of resources. It will be necessary for a comprehensive risk assessment to be undertaken by the Provider to ensure that the patient journey is safe and appropriate.
[bookmark: _Toc486422896][bookmark: _Toc257902717]43. Risk Management

[bookmark: _Toc318471606]The Provider will implement mechanisms for managing risk, including disaster recovery, contingency and business continuity plans. The provider will keep Brent CCG informed about detail of the risk management structures and processes that exist, and how they are implemented.  
[bookmark: _Toc486422897]44. Accountability

The Provider will be accountable to the Brent CCG Governing Body. The Provider will be responsible for performance, clinical and financial management of the service.
Brent CCG expects an open and transparent relationship with the provider in line with the Duty of Candour.
[bookmark: _Toc486422898]45. Incident Reporting

All incidents (both clinical and non-clinical) must be reported. The service will ensure that there are appropriate reporting mechanisms for all incidents and that these reports feed into the relevant monitoring and reporting systems via STEIS (Serious Incident Management System) to be submitted to BHH CCGs SI team.  There will also be effective procedures for the management of all Serious Incidents.
[bookmark: _Toc486422899]46. Policies and Procedures

All services will be required to have in place policies and procedures which comply with general legislation and any relevant NHS guidance affecting the service, including but not confined to:
· The Health and Safety at Work Act 1974 including Needle Stick Management,
· Control of Substances Hazardous to Health Regulations 2002 (COSHH),
· Clinical waste and sharps disposal
· Infection control policy
· Incident reporting
· Human Rights Act 1998
· Race Relations (Amendment) Act 2000
· Equalities Act 2010
· Disability Discrimination Act 1995
· Information Governance
· NHS Code of Practice on Confidentiality 2003
· Medical records and Storage
· Consent to treatment
· Data Protection and Freedom of Information
· Discrimination
· Working Time Regulations 1998 (as amended)
· London Multi agency safeguarding adult procedures (2016)
· Care Act 2014
· Accessible Information Standard


The Provider will ensure that all policies are reviewed as appropriate and will state the review date clearly.
The Provider will carry out pre-employment checks to ensure that all GPs, employed or otherwise engaged to work in the UCC, are registered on Performers List in the UK, in accordance with the National Health Service (Performers List) Regulations 2004.
Providers are to have in place people management policies such as Disciplinary, Grievance, Capability, Absence Management, Harassment and Bullying at work to ensure there are mechanisms to address performance, attendance or conduct issues in the workplace.  A recruitment policy must be in place that is in line with the NHS Employment Check Standards.  These standards exist to outline the type and level of checks employers must carry out before recruiting staff into NHS positions.
[bookmark: _Toc486422900]47. Safeguarding

NHS Brent CCG is responsible for ensuring that organisations from which it commissions services provide a safe system that safeguards children and adults. The provider is expected to have safeguarding policies for both adults and children in place


[bookmark: _Toc486422901]47.1 Safeguarding Adults
	
The provider (s) must have arrangements in place to enable full compliance with the legislation governing safeguarding adults (Care Act 2014).  The Provider must ensure that Service Users as well as staff are protected from abuse and improper treatment in accordance with the Law, and must take appropriate action to respond to any allegation of abuse.
This includes:
· Have an established leadership and accountability framework for safeguarding adults within the organisation that meets the statutory requirements for safeguarding adults, Prevent and Mental Capacity Act.  This includes having Board Level leads and named professionals in place to cover these aspects of care.

· Have up to date policies and procedures in place for staff to follow in relation to safeguarding.  Prevent and Mental Capacity Act (MCA)

· Have clear systems in place for ensuring that staff are able to recognise adults at risk and respond appropriately in line with the London Adult Safeguarding Procedures (2016) and Care Act 2014.

· Arrange, deliver and monitor the training of staff in relation to safeguarding. Prevent and MCA in line with the Intercollegiate Competency Framework.

· Compliance with the Local Safeguarding Adult Board in safeguarding enquiries and safeguarding adult reviews and other Multi Agency Safeguarding meetings.

· Provide quarterly reports as per the North West London safeguarding Standards and the NHS Standard service conditions.

[bookmark: _Toc486422902]47.2 Safeguarding Children   

Safeguarding Children

The provider (s) must have arrangements in place to enable full compliance with the legislation governing safeguarding children (Children Act 1989 & 2004) and guided by the principles embodied in Working together to safeguard children (March 2015). The Provider has a duty of care to ensure that children and young people who use the service (s) are protected from harm or neglect, and must take appropriate action to respond to any concerns about their well-being or allegations of abuse.

This includes:

· Have an established leadership and accountability framework for safeguarding children within the organisation that meets the statutory requirements for safeguarding children. This will include having Board level leads and Named Professionals for Safeguarding Children.

· Have up to date policies and procedures in place for staff to follow in relation to safeguarding children. 

· Have clear systems in place for ensuring that staff are able to recognise children and young people at risk of harm and respond appropriately in accordance with the Pan London Safeguarding Children Procedures (2016) and local policies. 

· Have arrangements in place to deliver and monitor the training of all staff in relation to safeguarding children in accordance with the Intercollegiate Competency Framework (2014).

· Compliance with the Local Safeguarding Children Board and assist with any safeguarding children matters and Serious Case Reviews. 

· Provide quarterly reports as per the North West London Safeguarding Standards and the NHS Standard service conditions.






	
[bookmark: _Toc486422903]48. Key Service Outcomes 

To include

· Timely and appropriate access to urgent unplanned care whilst ensuring that the patient’s on-going healthcare needs are met in the most appropriate setting 
· Delivery of an effective 24/7 urgent care service that will run alongside the routine GP Primary Care services enabling a streamlined process of continuity of care for that episode if necessary.
· Consistent and appropriate responses at the patient’s first point of contact
· Patients getting the right care, by the most appropriate person, in the right setting, at the right time
· Initial triage to all patients to the appropriate service within 30 minutes of their arrival
· Seeing, treating and discharging patients within 4 hours of their arrival
· Appropriate positive re-direction of non-urgent cases back to primary care or to another more suitable service, if and when appropriate
· Appropriate positive re-direction of non-urgent cases back to the CATS service, if and when appropriate
· Facilitation of unregistered patients to register with a GP
· Provision of a seamless pathway for patients which may include further assessment within A&E or referral to a hospital specialist
· A reduction in A&E attendances (as the UCC will treat all minor illness and minor injuries)
· Appropriate safeguarding referrals and mental capacity act assessments where required

	[bookmark: _Toc486422904]49. Location of Provider Premises

The Provider’s Premises are located at:

Central Middx Hospital 
Acton Lane
London
NW10 7NS



	











[bookmark: _Toc486422905]50. Developing the Integrated Urgent Care Model
[bookmark: _Toc486422906]50.1 Clinical Advice and Triage Service 

The key purpose of the Clinical Advice and Treatment Service (CATS) is to bring together a wide variety of generalist and specialist clinical experience into an integrated clinical assessment service that can work collaboratively together with NHS 111 and all relevant providers of urgent and community care. 

The provider of the CATS will be responsible for leading on the development of this integrated network. The longer term strategy is to develop a single point of referral for all reactive home and community-based care services that can be accessed by patients (via NHS 111) and primary care clinicians and local health professionals on a 24/7 basis. The objective is to ensure that coordinated, personalised and effective care can be delivered in the community at all times.

This will need to be achieved through a variety of ways including:

· Providing a single clinical telephone assessment 
· Standardising, or improving the interoperability of, telephony and IT systems of providers
· Improving the sharing of information across the CATS network
· Availability of the patient record
· Availability of relevant care plans 
· Reducing duplication and transfers of clinical responsibility and accountability
· Joint-working across the CATS service, including different clinicians and services contributing to a single episode of care
· Developing clear pathways between NHS 111, CATS and all other urgent and community care providers
· Driving efficiencies across the CATS network through the co-location of services and potential sharing of workforce and assets
· Ensuring that there are arrangements in place to support the warm transfer of calls between clinicians operating within the virtual CATS network

Commissioners recognise that the network will be a continual process of development across the life of the contract and that support will be required to make changes as required to contractual relationships.


Commissioners would like to see the following areas developed within this network as a priority:

· Mental Health (including Dementia)
· Intermediate care, non-bedded and step up/down beds
· Palliative / End of Life Care
· Whole Systems Integrated Care



[bookmark: _Toc486422907]51. Mental Health

The Single Points of Access (SPA) is in operation for the 8 CCGs in North West London. In November 2015 the SPA provided by Central and North West London FT went live for the boroughs of; Brent, Harrow, Hillingdon, Central London and West London. In April 2016 the SPA went live provided by West London Mental Health Trust; for Hammersmith and Fulham, Hounslow, and Ealing. 
As a priority, the providers of the integrated urgent care service will be required to work with mental health providers to ensure that patients with a primary mental health condition should be 'warm transferred' to the mental health Single Point of Access. Providers will also be required to improve the identifications of patients who ring NHS 111 with a mental health symptom, ensuring that there is a clear pathway from NHS 111 and the integrated CATS to a mental health clinician.
Care plans that are in place for patients with a known mental health condition must be easily accessible for the NHS 111 and Clinical Advice and Triage Service to access, where the patient’s call is an exacerbation or crisis of their mental health condition the call must be directly transferred to the mental health SPA or according to the instructions of the care plan. Patients with a known mental health condition that call for a requirement that is alternative to their mental health condition should flow through the service generically, however any care plans in place must be available to the appropriate clinicians throughout the care pathway.
Patients in Brent should directly access the SPA when needed, however care plans should be available as above in the event that patients access the integrated urgent care service(s) via NHS 111 or are transferred to CATS. 
[bookmark: _Toc486422908]52. Intermediate Care

There are a number of community intermediate care services in place across North West London. These services include rapid response services which support patients in need of a short-term intervention to mitigate the risk of hospital admission by providing care in the home environment. 

The multidisciplinary Rapid Response team is consultant led and will provide rapid assessment within 2 hours of referral and deliver a clinical package of care in the home environment.  The service operates 7 days a week and currently accepts direct referrals to 6.00pm.  The Integrated Rehabilitation and Reablement service is comprised of two components, assessment and therapy service and community based reablement home care and provides day to day support under the guidance of a lead professional.  The services operates Monday to Friday between 9am – 5pm

As a priority, the providers of the integrated care service will be required to work with community and intermediate care service providers to ensure that patients ringing NHS 111 with an intermediate care need are responded to in the most effective way in line with Intermediate Care pathways

In-hours this will be about ensuring relevant patients are sent to a community intermediate care specialist first time and that if they are transferred from a CATS clinician they are not re-assessed or re-triaged. CCGs currently have pathways in place to step patients down from hospital during the out of hour’s period and to step patients up in to an intermediate care bed and avoid a hospital admission when this is clinically appropriate.  This pathway would need to be sustained by the provider and to work with Step Up patients as the current pilot develops ensuring pathways are followed and maintained.

In addition, during the out of hours period, it will be essential for CATS to develop the clinical skill-mix to ensure that patients requiring short-term intervention can mitigate the risk of hospital admission and are responded to effectively by home-visiting services.

[bookmark: _Toc486422909]53. Discharge from Integrated Urgent Care Service

The provider(s) of the Integrated Urgent Care Service will send details electronically of all consultations (including appropriate clinical information) to the practice where the patient is registered within 6 hours of the completion of the episode of care. 

Where more than one organisation is involved in the provision of services or patient pathway, there must be clearly agreed responsibilities in respect of the transition of patient data. These responsibilities must be clearly aligned to the commissioner’s intention for the Integrated Urgent Care Service, which is that, regardless of how many provider organisations are involved in delivering the service, patient care across the service is treated as a single episode of care, within the Integrated Urgent Care system.

A communication message should be sent to patients on discharge with a summary of any:

· Self-care advice;
· Booked appointments or direct referrals (including time, date and address)
· Any information of services for self-referral
· Other onward referral

The communication should be generic and sent via SMS or email according to the patient’s preference. 
[bookmark: _Toc486422910]54. Supporting Infrastructure  

Commissioners are seeking innovation in the introduction of new technologies and ways of working that may enhance the Service over the term of the contracts for the Integrated Urgent Care Service(s) to enhance patient experience and support the wider urgent care system. 
The provision of this service will be significantly dependent on the use of information management technologies in support of integrating information and business processes in support of care delivery.  This innovation aims to place the patient at the centre by making all relevant information on the patient available by appropriate sharing and fast, safe and efficient ways of communication with all service providers across the local health economy
The Provider will be expected to demonstrate that its core clinical system and business processes meet the requirements below and that an appropriate and robust IT infrastructure is in place to support this.  These should include
· A robust and resilient IT infrastructure
· A fit for purpose core clinical system
· Adequate and secure access to clinical systems
· Full compliance with information governance
· Robust business continuity and disaster recovery plans and processes
[bookmark: _Toc486422911]54.1 Information Technology and Information Governance

The provider(s) of Integrated Urgent Care Service(s) will need to ensure the interoperability of their IT systems and core clinical system across each other and across wider IT systems within the local geography. This is particularly applicable to EMIS as the GP system of choice across Brent Harrow and Hillingdon.
The Provider will need to interface with the application stated following the guidance of the ITK. The Integrated Urgent Care Service(s) should be mindful that under GP system of choice that the GP system landscape can change rapidly and the Integrated Urgent Care Service(s) should be able to integrate with any of the menu of systems as stipulated by HSCIC.
The Provider(s) shall adhere to the national interoperability with locally determined functionalities and standards that are in force at the time of this procurement and future updated standards (National and Local) which may be varied from time to time. It is expected that these standards will be updated after March 2016.
The Provider shall adhere to all NHS standards for Information Governance and be compliant with the Information Governance toolkit, achieving a minimum of level 2.  The Provider shall evidence robust plans for maintaining and improving achievement.
[bookmark: _Toc486422912]54.2 Access Patient Records

The provider(s) of the Integrated Urgent Care Service(s) must ensure that the patient record is shared with clinicians and appropriate support workers across organisational boundaries, where appropriate, to support patient care. The main system used across primary care within Brent, Harrow and Hillingdon is Emis. SystmOne is also used across the wider North West London Collaboration of CCGs.
[bookmark: _Toc486422913]54.3 Clinical Records

The aim across NWL is to ensure that where patients have a care plan in place that they are treated in accordance with the plan. To support this aim all clinicians and appropriate support workers within the Integrated Urgent Care Service(s) should have access to relevant aspects of a patients’ care records, where the Patient has consented to this being available. The provider(s) of Integrated Urgent Care Service(s) will be required to ensure that their system(s) are interoperable with Emis.

The provider(s) will also need to ensure their system(s) have the interfacing capability to view, retrieve in real time, store and remove notes that were not generated in Emis. The number of notes this applies to will change during the life of the contract. Access to these records and databases will require a number of systems or gateways including but not limited to: 
· Adastra
· Cerna
· Summary Care Record
· Medical Interoperability Gateway (MIG)
· Child Protection Information Sharing (CP-IS) system 
· End of life / Co-ordinate my Care (CMC) 
· Pan-London PRM cloud-based solution supporting integrated record sharing. 
· access Special Patients Notes (SPNs) for Out of Area patients as and when they are made available;
· Previous encounters data base
· Mental Health Crisis Plans
· Dementia
· Agreed emergency care / Crisis plans 
The Provider will also be required to ensure that all staff login with Smart cards and that their system(s) connect with the NHS Spine

[bookmark: _Toc486422914]54.4 Functionality in support of Interoperability expected

· A system for Special Patient Notes must be in place for provider(s) and other providers to receive, upload and manage all notes.

· Ability to share and view agreed data sets from all systems listed above e.g. care plans, patient status alerts
· A system for special patient notes must be in place for provider(s) and other providers to receive upload and manage all notes
· Ability to perform e-prescribing
· Ability to book appointments directly into other local systems
· Ability to send/receive defined and agreed tasks including notifications to/from other local systems and clinicians
· Ability to send text messages from within the system
· Ability to electronically pass on referrals to other local clinicians clinical systems
· Ability to integrate and or interface with the Directory of Services.
· Ability to send electronic discharges into the GPs clinical systems

[bookmark: _Toc486422915]54.5 Text Message/Email Summaries

At the end of all relevant calls, callers should receive a short email or message to their mobile phone confirming:
· Any self-care advice
· Any direct referral or booking information including the time of appointment if provided with the address details including post code
· Any information on services for self-referral 
[bookmark: _Toc486422916]54.6 Directory of Services

The Directory of Services (DoS) provides access to service information, which is a critical element of the Integrated Urgent Care Service(s).  

The Provider(s) IT system will need to be able to interrogate the DoS to identify the local services best able to meet the patient’s assessed needs. The DoS returns will clearly indicate the agreed local referral protocols for each service and the message to relay to the patient will indicate the agreed approach to local clinical assessment i.e. whether the local service accepts the type and timescale of the disposition or accepts the type and continues the assessment locally to agree the timescale and setting for any further patient contact (advice, appointment or visit). 

All clinicians involved in supporting the Integrated Urgent Care Service(s) will use the mobile DoS to identify the most appropriate service to refer the patient to.

[bookmark: _Toc486422917]55. Training
[bookmark: _Toc486422918]55.1 All Staff

All staff involved in handling Integrated Urgent Care calls will undertake training that covers the following areas as mandatory:
· Learning from the outcome of the review of complex and primary calls
· Compliance with the licence requirements of the relevant Clinical Decision Support Software (CDSS) (Clinical assessment system and clinical assessment training);
· Safeguarding - An overarching requirement is that all staff must be trained in recognising and dealing with vulnerable adults and children, Providers will have in place approved policies which meet with statutory requirements;
· How to interact with urgent care services;
· The role of Directory of Services;
· NHS values - General NHS 111 principles, culture and values;
· Delivering excellent customer service;

Use of core clinical systems including SCR, SPN, EPaCCs and shared care
· records;
· Consent to access and share patient records; and,
· Local formalisation and partnership working training.

Staff will also receive mandatory training in an agreed range of areas including health and safety, risk management and fire safety as agreed with the North West London CCGs and in line with LNWHT procedures. 
Moving and Handling
Health, Safety and Welfare
Infection, Prevention and Control
Equality, Diversity and Human Rights
Fire Safety
Prevent Awareness
Safeguarding Children and Young People
Safeguarding Adults
Display Screen Equipment training
Information Governance Refresher training

Additionally staff will be required to undertake training in a variety of specialised areas, including but not limited to:
· Mental Health, 
· Learning Disabilities, 
· Dementia, 
· Others

[bookmark: _Toc486422919]55.2 Training of Doctors and Other Healthcare Professionals

The provider will work with Health Education England to become an approved training location for doctors and other healthcare professionals. This will include providing training opportunities for GP Registrars, subject to agreement with Health Education England. 
[bookmark: _Toc486422920]56. Medicines and Poisons Training

The National Poisons Information Service (NPIS) is commissioned by Public Health England to support the handling of accidental poisoning and overdose calls in urgent care (http://www.npis.org/index.html). Toxbase is a web based resource provided by NPIS for health care professionals to support clinicians handling suspected incidents of toxic ingestion. It is anticipated that the CATS will also become high users of the NPIS, and thus it is expected clinicians will be registered users of Toxbase.

Feedback from NPIS and the Toxbase service indicates that training of clinicians working in urgent care contact centres is essential to support safe decision making and managing patients who can be advised to stay at home or need to attend Emergency Departments for clinical assessment. The Provider(s) shall ensure that clinicians in the Service have undertaken the NPIS Toxbase training and are able to use the tools provided by the NPIS. The eToxbase learning module is a minimum requirement of training for all clinicians supported by additional medicines and Electronic British National Formulary (eBNF) training in the context of therapeutic overdose. Further Information can be found at https://www.toxbase.org/
[bookmark: _Toc486422921]57. Service Resilience and Responsiveness
[bookmark: _Toc486422922]57.1 Business Continuity

Provider(s) of the Integrated Urgent Care Service(s) are expected to have arrangements in place so that in the event of fluctuations in demand, technical failure or staff shortages they can invoke contingency and continue to provide an acceptable level[footnoteRef:1] of service to the population.  [1: 
] 

The Provider(s) will need to be a part of local resilience plans for times of pressure; they will need to be responsive and agile to deal with healthcare pressure which could be local or national.
[bookmark: _Toc486422923]57.2 Risk Management

Prior to commencement of the Integrated Urgent Care Service the Provider(s) will be required to submit documentation describing how clinical and business risk assessment of the Service will be undertaken, detailing interface standards with other services and providers. 

The Provider(s) shall ensure that risk analysis systems and processes include:
· A communications strategy;
· IM&T/ICT System failure scenarios and assessments;
· Identification of any single points of failure within the IM&T/ICT Service, Services and processes for managing the risks arising  including any named 3rd party suppliers;
· Identification of risks arising from the interaction of the IM&T Service with the Services, any services provided by the Commissioners or external parties;
· Estimates of frequency of occurrence; and
· Business impact analysis (impact on staff and business procedures).

· The Provider(s) shall develop, deliver and monitor robust systems for managing clinical performance and clinical risk, including:
· Systems to enable clinical leaders to identify, report and manage poor clinical performance including taking appropriate action. The Commissioners shall be notified of any issues relating to the poor performance of any registered health care professional;
· Systems to enable clinical leaders and staff to identify, review and learn from complaints, critical incidents and ‘near misses’;
· Systems approved by the Commissioners for the identifying and reporting of Serious Incidents that are approved by the Commissioners; and
· Maintain and manage a comprehensive risk register methodology agreed with Commissioners and reported regularly both internally and to commissioners.

[bookmark: _Toc486422924]57.3 Response in a Major Incident 

The Integrated Urgent Care Service(s) has a number of possible roles in response to a major incident. The Provider(s) must be engaged in planning and preparedness for these roles and shall take part in the response if required to do so by NHS England, Public Health England (PHE) or a multiagency gold command structure.

In certain major incident situations, such as a major chemical explosion, individuals may contact the Integrated Urgent Care Service(s) with concerns or symptoms. The Provider(s) will have mechanisms to identify this type of situation and will link with the appropriate commissioner and provider organisations to ensure appropriate business and service continuity arrangements are put into action.

The Provider(s) shall have mechanisms in place to be informed of a major incident by the NHS and other agencies and to give out the appropriate public health advice as directed by PHE or the gold command arrangements which may be in place.

If a major outbreak of a serious infectious disease occurs then Provider(s) will be an essential component of the response and may experience very high levels of demand.  It is likely that Provider(s) will be part of the NHS command arrangements and will be expected to respond as directed by NHS England.

Therefore, the Provider(s) shall have:

· Staff trained to respond to a major incident at strategic level
· Major incident plans in place
· A programme of exercising and testing plans
· A plan for implementation of changes to systems to immediately meet the needs of the incident

The Provider(s) shall include, as part of its Major Incident Plan and Business Continuity Plan, mechanisms, procedures and policies on how they will identify any external forces that may affect services and how they plan to handle the matter.  These external forces may include, but are not limited to, ambulance service strikes, acute hospital declarations of “black” status, resilience groups deciding issues that may affect service and other issues.

Any notification made to Provider(s) must immediately be notified to the Commissioners within 24 hours along with the plan to tackle these issues
The Provider(s) shall be fully conversant with the Commissioners’ emergency planning arrangements for major incidents and emergencies and to participate and respond as necessary and appropriate. In addition, the Provider will be expected to appropriately liaise with and assist other local providers with capacity management issues as part of the area escalation procedure

[image: cid:image001.png@01D03CAD.95FB2F60]



Furthermore all NHS funded organisations must recognise their EPRR responsibilities as detailed within section 46 & 47 of the Health and Social Care Act 2012

All NHS funded organisations need to be able to plan for and respond to a wide range of incidents and emergencies that could affect health or patient care. These could be anything from extreme weather conditions to an infectious disease outbreak or a major transport accident or a terrorist act. This is underpinned by legislation contained in the Civil Contingencies Act 2004 and the NHS Act 2006 (as amended). 

This work is referred to in the health service as ‘emergency preparedness, resilience and response’ (EPRR).

In addition to meeting legislative duties, Provider Organisations are required to comply with guidance and framework documents, including but not limited to:

NHS England Business Continuity Management Framework NHS England Core Standards for Emergency Preparedness Resilience and Response (EPRR) NHS England EPRR Framework (2015) NHS England Operating Framework – Response to Pandemic Influenza ISO 22301 – Societal Security – Business Continuity Management Systems - Requirements; PAS 2015:2010 Framework for Health Services Resilience. 

In accordance with the guidance and framework as outlined in the NHS England EPRR Framework 2015, provider organisations have a responsibility to: 

· Support CCGs and NHS England, within their health economies, in discharging their EPRR functions and duties, locally and regionally, under the CCA 2004 
· Have robust and effective structures in place to adequately plan, prepare and exercise the tactical and operational response arrangements both internally and with their local healthcare partners 
· Ensure business continuity plans mitigate the impact of any emergency, so far as is reasonably practicable 
· Ensure robust 24/7 communication “cascade and escalation” policies and procedures are in place, to inform CCGs and healthcare partners, as appropriate, of any incident impacting on service delivery 
· Ensure that recovery planning is an integral part of its EPRR function 
· Provide assurance that organisations are delivering their contractual obligations with respect to EPRR 
· Ensure organisational planning and preparedness is based on current risk registers 
· Provide appropriate director level representation at LHRP(s) and appropriate tactical and/or operational representation at local health economy planning groups in support of EPRR requirements 


Furthermore the minimum requirements which NHS funded organisations must meet are set out in the Core Standards. These standards are in accordance with the CCA 2004, the NHS Act 2006 (as amended) and the Cabinet Office Expectations and Indicators of Good Practice set for Category 1 and 2 Responders. The latest version of the Core Standards can be found at http://www.england.nhs.uk/ourwork/eprr/gf/#core.
[bookmark: _Toc486422925]58. Clinical Governance

In accordance with National Guidance the UCC should demonstrate integrated clinical governance arrangements with clear lines of accountability to the commissioner, and are in place joining all facilities eg Emergency Dept, UCC and other Urgent Care Services. 
The Provider(s) shall have in place a robust internal clinical governance structure with an identified senior clinical lead for each organisation. The clinical lead(s) will be responsible for assuring the clinical quality of the service(s) and that this is supported by a suite of robust policies and procedures.  The policies and procedures (and any subsequent amendments to them) shall be submitted to the CCGs Clinical Group during mobilisation and afterwards via the Clinical Quality Review Group (CQRG) for review and approval.   A range of metrics will be agreed to monitor service quality and these shall be reported to commissioners formally at CQRG and upon request by the Commissioner.  The provider is expected to comply with the NWL core requirements and local quality indicators developed with the CCG.


The Provider(s) shall: 
· Ensure a named Medical Director/Clinical Lead is appointed to the Service(s) to provide clinical leadership and that a substantial part of their role is spent at the Service(s) providing Clinical leadership to staff;
· Ensure the Clinical Lead is an experienced senior medical doctor who has the authority and responsibility to make decisions relating to the clinical direction of the Service; 
· Ensure the Clinical Lead has had sufficient time and capacity to effectively undertake their duties. Part of the role of the Clinical Lead will be to link with local Primary Care, community based services and local urgent care providers across Brent, Harrow and Hillingdon CCGs in addition to the other inner London CCGs in NWL to promote and maintain a whole system integrated response; and
· The Clinical lead, as part of their role, will be required to engage with /participate in work that develops on-going understanding of the health needs of the local population and of local health care services. 
· The Clinical lead should develop a policy for providing urgent care and clear pathways of care for all common conditions, in line with the UCC specification and ratified by the service providers board, with reference to the SaHF pathways, (See Appendix)


The Provider(s) shall ensure that:
· There is a named Governance Lead with a clinical governance supporting structure; and 
· There is a clinical governance audit programme and processes to monitor clinical standards. This will be linked to the Royal College GP audit toolkit[footnoteRef:2]so there is systemic approach to measuring outcomes across NWL [2: ] 


The Provider shall ensure that all Serious Incidents (SIs) are notified to the CCG Clinical Lead and Commissioner via BHH SI team no later than the next working day after they incident occurred. Provider(s) shall report SIs via Serious Incident Management System (STEIS) where the incident meets SI criteria as defined in the current version of NHS England’s Serious Incident Framework or meets criteria for Never Event (NHS England Revised Never Events Policy and Framework).

The Clinical Lead(s) of the provider(s) delivering the Integrated Urgent Care Service(s) will need to participate in the development of shared governance structures with other urgent care providers in NWL and to move towards the implementation of system wide metrics to fully understand the performance of each component of the urgent care system. This is required to assure quality and ensure there is high quality and seamless integrated care for patients. This will require the Clinical Lead to work with the CCG, primary care networks and other services to achieve this outcome.

To support this, commissioners are requiring that a Joint Clinical Governance Group across all providers engaged in delivering the Integrated Urgent Care Service(s) is set up to foster joint working and drive continuous improvement. Membership will include clinicians from the appropriate providers and appropriate CCGs. 

[bookmark: _Toc486422926]59. Engagement with Healthcare Professionals and Professional Feedback

Feedback from healthcare professionals is imperative in respect of the governance, safety and quality of the Integrated Urgent Care Service(s) and to enhance patient experience. 
In addition to the formal processes for reporting an incident or making a complaint where there is significant cause for concern, systems to gain feedback from clinicians must be developed including end to end calls audit reviews.   Existing policies and processes that provide evidence and facilitate raised awareness of issues should be used to inform improved systems for the collection and collation of information that will identify potential gaps, service conflicts, complaints and concerns. 
Systems must include: 
· Robust data capture in relation to incidents, complaints and concerns to enable full investigation;
· Provision of feedback mechanisms to allow healthcare professionals to comment on the quality and safety of Integrated Urgent Care Service(s); 
· Implementation of actions to improve the quality of  Integrated Urgent Care Service(s) to the commissioner and relevant healthcare professionals and,
· Dissemination of learning and sharing of best practice as a result of HCP feedback
In addition the provider will support attendance at clinical governance meetings.
[bookmark: _Toc486422927]60. Applicable National Standards (e.g.NICE)
Integrated Urgent Care Service(s) across Brent Harrow and Hillingdon must meet all national standards of service quality including, but not only, those set out in the following policy documents: 
· NHS Integrated Urgent Care Commissioning Standards, NHS England, October  2015;
· NHS 111 Interoperability Standards 2.3
· The Interoperability Toolkit (ITK) set of national standards
· National Quality Requirements in the Delivery of Out-Of-Hours Services, DH, July 2006, Gateway ref: 6893;
· DH fact sheet 7: commissioning out-of-hours services, December 2005, Gateway ref:5917;
· Recommendations from Dr David Colin-Thomé and Professor Steve Field report on Out of Hours (2010);
· Out of Hours Standards, East of England (2010);
· Health and Social Care Act 2008 (Regulated Activities) Regulations 2014National Service Frameworks (NSFs);
· Department of Health Direction on Confidentiality (DH 2000);
· NHS England Serious Incident Framework 2015;
· Data Protection Act 1998;
· Freedom of Information Act 2000; and,
· Information Governance standards as set out in National Programme for Information Technology 2006 – 2007
· Out-of-Hours Services A Commissioning Hand book
· NHSE (2015) Safeguarding Vulnerable People in the NHS: Accountability and Assurance Framework.
· Care Act 2014

Provider(s) must be compliant to Level 2 for the Information Governance Statement of Complaint (IGSoC) toolkit or above to enable record sharing with other IGSoC compliant organisations without the need for a data/record sharing agreement.

The Integrated Urgent Care Service(s) must be aware that this specification may be subject to change in the light of changes in the National OOH Quality Requirements, and any other amendments or additions to the relevant legislation. The Integrated Urgent Care Service provider(s) will recognise the possible changes to the ‘in’ and ‘out' of hours times and have mechanisms in place that adjust resources and costs appropriately
[bookmark: _Toc486422928]61. KPIs and Metrics

A Schedule of meetings will be in place and Provider (s) must ensure an attendance by a representative is in place for each meeting

Provider(s) should ensure the data required to populate the Integrated Urgent Care Minimum Data Set (MDS) is supplied.  This data should comply with current metrics in line with the MDS Provider Specification

The Current data collection is derived from the existing Out-of-Hours National Quality Requirements (NQRs) and the NHS 111 Minimum Data Set (MDS), however NHS England are working to establish a new suite of metrics for Integrated Urgent care.

This will result in the creation of a revised set of data items for the Integrated Urgent Care Model aligned to the quality framework categories of efficiency, safety and patient experience, the new MDS will be grouped under the integrated delivery elements of access, assessment, advice and treatment.

The Provider(s) must comply with these metrics once agreed.

A suite of KPIS for local submission will be issued (to follow).  These will be included within the local quality schedule in addition to the NWL core requirements.

Provider Remedial Plans will be requested by the Commissioner in the event of continuous failure in any KPI or Metrics.
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SaHF pathways.pptx
Output Pathways
 Urgent Care Centre at Central Middlesex Hospital  Post Closure Emergency Services at CMH-
September 2014

Written & agreed in partnership with North West London NHS Trust, Care UK, London Ambulance Service and Central and North West London NHS Foundation Trust .
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In the event of telecommunications failure please refer to the Trust Business Continuity Plans

Site Practitioner is to be first point of contact for all internal incident





Paediatric in Care UK requiring resuscitation

Dial 2222 

Crash Team *

Dial 999

Child transferred to an appropriate unit







Paediatric patients
Care UK

Paediatric in Care UK requiring specialist opinion



Contact paediatrician at NPH

Child transferred to NPH   

Transport as appropriate to condition



and

Final September 2014

*Crash team may not be dual adult/ paeds trained

Acutely unwell 

child



Dial 999



Child transferred to an appropriate unit







2



Adult Resuscitation
Care UK Pathway

Adult requiring emergency care / resuscitation team attendance e.g. obstetric cardiac arrest



Dial 2222 crash Team 

Dial 999



Patient transferred  to appropriate unit

and
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Deceased patient pathway 





CMH UCC MENTAL HEALTH PATHWAY
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Medical Clearance Algorithm for acute psychiatric presentations
This algorithm is meant to be used as guidance only and cannot replace clinical judgement. Particularly in elderly patients referral for further investigations to rule out organic illness may be advisable.

T <38

HR 50 – 119

RR<25

Diastolic BP <120

Sats >94%

Prior psychiatric History

OR

 <30 years

Oriented to  Time / Place / Person / Situation

Further investigations for organic illness not indicated – refer to HTT

No visual Hallucinations

No Evidence of Acute Medical Problem

YES

YES

YES

YES

YES



NO

NO

NO

NO

NO

Further investigations for organic illness indicated– transfer to ED NPH
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Patient and carer responsibility

Liaison psychiatry service responsibility

UCC responsibility

Yes. Has mental capacity to maintain their own safety while awaiting assessment

Patient asked to manage their own safety and remain in UCC 

No. Lacks mental capacity to maintain their own safety while awaiting assessment

Is the patient accompanied by a carer who can help them stay safe while awaiting assessment?

Yes. Carer is asked to stay with the patient in the UCC while awaiting assessment

No. There is no carer/ the carer is not able to help the patient stay safe.

‘Decision maker’ believes it is in the patient’s best interests to stay in the UCC and complete the mental health assessment, even if this would restrict their liberty

Log urgent DOLS application with Local Authority if the right to liberty will be breached

Proportionate deprivation of liberty to keep the patient safe, such as:

Observation

De-escalation

Prevent wandering

Liaison psychiatry service complete assessment

Detained under the Mental Health Act, (convey under section 6) 

London Ambulance Service/ suitable alternative transport arranged to inpatient unit

Patient leaves UCC

 with supervision

Liaison psychiatry team attend UCC within 1 hour and begin assessment

Plan agreed for patient to manage in the community 

Patient leaves UCC independently

Patient medically cleared. Refer to liaison psychiatry service for assessment

Does the patient have the mental capacity to manage their own safety while awaiting assessment?

Yes. Patient has mental capacity to consent to treatment

ASSESSMENT OUTCOME

Any UCC DOLS application expires

Deprivation of Liberty Safeguarding (DOLS)

Mental Capacity Act

Mental Health Act

Considers:

Use of Mental Health Act 

Community treatment options

Inpatient treatment options

Voluntary inpatient admission

Patient leaves UCC independently

Does the patient have the

 mental capacity

 to consent to treatment?

No. Lacks mental capacity to consent to treatment.

Log urgent DOLS application with Local Authority if the right to liberty will be breached

Refuses treatment

Patient leaves UCC independently

Existing Community Treatment Order

‘Decision maker’ believes it is in the patient’s best interests to have informal treatment

Mental Capacity Act

Informal inpatient admission and transport arranged 

Patient leaves UCC

 with supervision

Deprivation of Liberty Safeguarding (DOLS)
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Brent UCC Mental Health pathway


 UCC GP will refer a patient requiring mental health assessment to HTT/liaison 

HTT/Liaison team will respond and commence assessment of the patient's mental health within an hour of referral. 

UCC will have clinical responsibility up to the point HTT / Liaison staff arrive. 

HTT/Liaison will formulate the outcome of the assessment and decide on follow up arrangements based on the needs of the patient. 

In a small number of cases, patients may need to remain in the assessment room either for a mental health act assessment or waiting for arrangements for transfer to other mental health providers being made. 

HTT/Liaison will need to determine the level of observation / supervision required for the patient based on their risk assessment whilst the patient is waiting for a mental health assessment

In the event that the HTT/Liaison assessor has no other competing demands, they will stay and provide mental health support for the patient. 

In the event that the HTT/Liaison assessor is not able to stay with the patient due to competing demands, they will need to request for security to observe the patient giving a clear management plan for the patient including the frequency of mental health review and support for the patient

HTT/Liaison will have clinical responsibility in relation to the patients mental health needs in particular the patient’s safety or that of others from the moment the assessment has been commenced. 

In the event that the patient's physical health deteriorates, HTT/Liaison will discuss case with the UCC GP and agree on the appropriate UCC pathway for the patient. 

HTT/Liaison can escalate difficulties through the CNWL senior nurse on call and UCC staff through the UCC manager on call.
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General Surgery

Patient transferred to an appropriate unit (secondary care)

Surgical condition requiring opinion



Telephone referral to SpR on call at NPH via on call mobile 07789935664-



Surgical condition requiring urgent review



Dial 999 



If agreed with SpR patient transferred  to Surgical assessment Unit at NPH.

Transport as appropriate to condition
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General Medicine
Patients presenting with any medical condition beyond the scope of the Care UK service

Patient transferred to an appropriate unit (secondary care)

Medical condition requiring opinion



08.30-19.00 Mon-Fri Telephone referral to ANP at NPH on 07775 778343



19.00-08.30 & Weekends

Telephone referral to Medical SPR on call at NPH via switchboard - 020 8864 3232 bleep 003





Medical condition requiring urgent review



Dial 999 



If agreed with ANP or SPR patient transferred  for  assessment at NPH.

Transport as appropriate to condition



Final September 2014





ENT/ Max Fax

Max Fax condition requiring opinion



Telephone referral to on call team at NPH Bleep 900 Monday to Sunday 08.00-20.00

Out of hours contact site practitioner NPH via Switchboard



Out patient appointment given or

Patient transferred to NPH –ED or Surgical assessment Unit

Transport as appropriate to condition



ENT condition requiring opinion



Telephone referral to on call team at NPH Bleep 205

Monday to Sunday 08.00-20.00

Out of hours contact site practitioner NPH via Switchboard





Out patient  appointment given or

Patient transferred to NPH ED or Surgical Assessment Unit

Transport as appropriate to condition
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A&E Northwick Park

Transport as appropriate to condition





Any condition meeting the UCC exclusion criteria, but not the criteria for  specialty referral

Refer to ED Northwick Park
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Stridor / Airway Compromise

Final September 2014





Patient with Stridor / Significant Airway Compromise





Call 999 for urgent Transfer to NPH ED 





Call Crash Team for assistance with airway management





LAS to transfer patient to NPH ED

























Urology



Telephone referral to on call team at NPH

07956 129694 available 08:00 – 20:00 hrs; 

Monday - Sunday 



Known Urological condition requiring opinion

Patient transferred to NPH –SAU/ED

Transport as appropriate to condition



Revert to General Surgery on-call from 20:00 – 08:00 hrs every day on 07789 935664
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RENAL COLIC



 Referral  to ED 



PATIENTS WITH SUSPECTED RENAL COLIC

Patient transferred to NPH ED. Transport as appropriate to condition



Final September 2014





Suspected Cardiac Chest Pain Pathway 
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No ST elevation





ST elevation





999

Patient transferred to an appropriate unit (tertiary unit)





Start treatment immediately – Record 12 Lead ECG as soon as possible.





Suspected ACS





999

Patient transferred to an appropriate unit







































Breast



Telephone referral to bleep 400 available 08:00 –17.000 hrs; 

Monday - Friday 



Breast abscess requiring opinion

Patient transferred to NPH –SAU

Transport as appropriate to condition



Revert to General Surgery on-call from17.00– 08:00 hrs every day on 07789 935664
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Vascular





Patients presenting with Vascular emergency e.g. ischaemic leg

Patient transferred  to an appropriate unit (secondary care)



Telephone referral to on call team at NPH

07500 127111 available 08:00 – 20:00 hrs; Monday - Sunday





Vascular condition requiring opinion

Patient transferred to NPH 

Transport as appropriate to condition



Dial 999 

Revert to General Surgery on-call from 20:00 – 08:00 hrs every day on 07789 935664
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Trauma and Orthopaedics-
Adult & Paediatrics

    Trauma emergency

Condition beyond scope of UCC, but deemed manageable in ED (i.e. Colles fracture, dislocated shoulder 



Dial 999  and call 2222 for crash team if appropriate



Patient transferred  to an appropriate unit (secondary care)

Telephone referral to on call ortho team at NPH bleep  Reg 309/SHO 024



 Patient transferred to NPH SAU. Transport as appropriate to condition

 

Decision making will be according to the London Trauma Matrix 





Referral to ED

Patient transferred  to NPH ED. Transport appropriate to condition

Condition requiring same day orthopaedic review as per “fracture management guidelines”



Post operative orthopaedic sepsis patient requiring review.
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EARLY PREGNANCY/GYNAECOLOGY 

Assess and if stable fax referral to GDR

Fax No:  0208 869 2061 or call 0208 869 2058







Patient presenting at the UCC

Patient discharged home

GDR-Gynae Direct referrals open Monday to Saturday  9am-9pm)
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Obstetrics / Gynaecology
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Patient presenting with acute gynaecological emergency





Not pregnant or <20 weeks 





Call  999 – stabilise patient – offer analgesia





Call 999  – offer analgesia – assess stage of labour





Pregnant  > 20 weeks





Transfer to NPH ED and inform Gynae SpR on bleep 546





Birth imminent





Birth not imminent





Call Crash Team - LAS paramedics will assist delivery in UCC





LAS will convey patient to booked unit, if practicable. 





Obstetric Emergency





LAS will convey to nearest obstetric unit with pre-alert.











































































Stroke

Patient with symptoms under FAST

Dial 999 

Patient transferred  to an appropriate unit (HASU)
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Head Injuries
Decision making in accordance with NICE recommendations

Patient with significant head injury

Dial 999 

Patient transferred  to an appropriate unit (Trauma)
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Infectious Diseases

Patients presenting with an suspected or proven infectious disease e.g. malaria





Patient transferred to  IDAR service for assessment

Transport as appropriate to condition



Telephone referral to ID team at NPH Service hours Monday to Friday 9-5 Bleep 506







Out of hours if urgent refer to medical team on call
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Patient transferred to NPH

Transport as appropriate to condition







Haematology











Day

Telephone referral to specific  REFERRAL REGISTRAR TEAM at NPH

WBC: Bleep -071

RBC: Bleep-241

Unwell patients presenting  with known haematological condition

Patient transferred to NPH

 Transport as appropriate to condition

 

Night

Telephone referral via switchboard-Bleep ON-CALL Haematology registrar
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 Opthalmology



Monday-Friday  9.00-16.00 refer to doctors at CMH Opthalmology Department 0208-963 8896/ 02089637195



Out of hours Monday to Friday & Weekends/Bank holidays refer to the Western Eye Hospital

Final September 2014





GI Bleeds

Acutely unwell patient

Patient with upper GI bleeds

Dial 999 

Patient transferred  to an appropriate unit (secondary care)









Telephone referral to Medical Reg

Patient moved to NPH– ED or Ambulatory care

Transport as appropriate to condition

Patient with lower GI bleeds





Patient moved to NPH ED or SAU Transport as appropriate to condition



Telephone referral to Surgical Reg 
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Mental health condition can be managed safely in Primary Care








UCC staff discharge patient to Primary care





Police to consider S136 and patient taken to S136 suite at PRCMH. If patient requires further medical investigation, patient will be transferred to A&E





HTT to respond within 1 hour


HTT to arrange MHA if required


HTT to make community follow up arrangements or admission


Refer to HTT for mental health assessment if no organic cause


Refer to A&E if there are organic concerns for organic cause


Patient assessed using physical health algorithm to rule out organic cause for presentation


Patient with a disorder indicative of an acute mental illness


UCC staff call security or police as appropriate.


Patient presenting with violent behaviour that might be related to their mental disorder


Patient is seen and assessed by UCC staff


Patient with mental health complaint presents to UCC
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 Core Quality Requirements – NW London 2016/17

Document control sheet


		Original  schedule

		Version control

		Change owner

		Details



		Prepared by Anna Dorothy

		V1

		

		



		

		V2

		Anna Dorothy

		Post review with key leads



		

		V3

		Anna Dorothy

		Post review with Nicola Clarke (AD Pt safety)


Inclusion of new Pt Experience reporting template


Removal of strategic themes following steering group decision



		

		V4

		Anna Dorothy

		CAS Alerts – Reporting source changed to https://www.cas.dh.gov.uk/

NRLS and SI reporting requirements to be sources via STEIS and NRLS website


FFT info to be sources via website


EoL indicators on hold awaiting discussion with Dr Tim Spicer

Dementia on hold awaiting consensus


Timely reporting of SIs. Changed from 2 working days to 2 operational days


Re numbered


Workforce reported added



		

		V5

		Anna Dorothy

		London safety standards (NWL 28) removed as will be applied to work stream specific schedules

21b&c added – patient experience surveys



		

		V6

		Anna Dorothy

		22&23 to remain in pending wider NWL EoL work –numerator/denominator clarified, acknowledging reporting challenge

24 removed (Service User’s pain levels are reduced and comfort optimised) . This was suggested as a new EoL indicator, but will be reviewed as above.


19 proposed changed to outpatient RR. Need to reach consensus as to a threshold between 6% and 10%.


NWL27 (Delivery of a Quality Account) – remover and moved to SC reporting 2.1.8

NWL 12&13 – frequency of reporting added to a range of indicators under method of measurement.

21b & 21c removed following discussion Samira Ben Omar. This are Picker questions which CCGs can access and will be incorporated into patient exp report



		

		V7

		Anna Dorothy

		NWL 6  CP-IS – To go into SDIP therefore removed


NWL 1  - Level 5 SG Childrens training removed


NWL 15 – TV training changed to “clinical staff”


NWL 20&21a changed to monthly


NWL 29 – Vacancy criteria specified and stat/mand training added

GC9 applied to all as consequence of breach


NWL 22 & 23 – note added stating that plan is to revise the requirement in year in line with NWL last phase of life work.


NWL 25&26 – Dementia aligned to 15/16 CQUIN / Unify reporting requirement

NWL 19 – 6% RR for all other services


NW14 – Survey cohort specified


NWL 30&31, DNA added as a core requirement



		

		V8

		Anna Dorothy

		NWL13 – Wording and threshold amended to reflect requirement to upload NRLS notifiable incidents at least every 28 days

NWL15- Frequency quarterly

NWL31 – DNA – threshold removed as for local negotiation dependent on baseline



		

		V9

		Anna Dorothy

		NWL22 – CMC removed as now captured in the revised Service Conditions reporting requirements (SC34)


NWL29 – DBS added to workforce reporting

NWL7- removed as covered within the SG adult reporting template


NWL4 – SG report  templates updated


NWL3 – Prevent – Threshold changed to ensure progress towards full compliance by 2018. Guidance included. Denominator states “all staff” as per NHSE guidance. 


NWL 19 – “all other” removed. RR specified for Maternity , Outpatients, Mental Health and Community





		Reporting source

		Ref

		Quality Requirement




		Threshold

		Method of Measurement 

		Consequence of breach

		Monthly or annual application of consequence

		Local Adjustment/comments



		SAFEGUARDING, MCA, DOLS, PREVENT





		MIR

		NWL1

		Staff shall receive appropriate Children’s safeguarding  - Level 1,2,3 & 4

		≥90%

		Monthly

To report, and be compliant by individual levels 1,2, 3 &4, in line with agreed training matrix 


Numerator: number of staff who are up to date with safeguarding children training requirements (by level)


Denominator: number of staff who require safeguarding children training (by level)

		GC9

		Quarterly

		



		MIR

		NWL2

		Staff shall receive Adults safeguarding training (Basic Awareness; Managing Safeguarding Process; Review Supervision and Strategy)

		≥90%




		Monthly

Numerator: number of staff who are up to date with safeguarding Adult training requirements


Denominator: number of staff who require safeguarding Adult training




		GC9

		Quarterly

		



		MIR



		NWL3

		Staff shall received PREVENT training 

		Q3≥60% 

Q4≥70% 



		Monthly

Training levels (1-5) to be in line with  guidance set out in NHSE document via link below https://www.england.nhs.uk/wp-content/uploads/2015/02/train-competnc-frmwrk.pdf 

Numerator: number of staff who are up to date with Prevent training requirements as set out above.

Denominator: All staff



		GC9

		Quarterly

		



		INFO REQ

		NWL4

		Providers will demonstrate  how it is compliant with safeguarding legislation and statutory requirements through the use of the Outcomes Framework. The organisation will work with the Designated professionals to develop the Outcomes Frameworks.  




		N/A

		Quarterly report as per Adults and Childrens templates below. Red field mandatory.
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		GC9

		Quarterly

		Adults Outcomes framework to be developed during 2016/17. Framework to be used from Q2 with trusts meeting designated leads in q1..



		INFO REQ

		NWL

5

		Provider will respond to Saville, Goddard and any other public enquiries, which arise.

		N/A

		Strategy/actions followed by 6 monthly update

		GC9

		M1&6

		



		INFECTION PREVENTION AND CONTROL





		INFO REQ

		NWL8

		Provider will comply with national and local Infection Prevention and Control requirements

		N/A



		Provide Quarterly Infection Control Report which includes all elements detailed within the embedded template 




[image: image4.emf]Guidance for a Trust  IPC report to CQG.docx






		GC9

		Quarterly




		Applicable to clinical contracts – Proportionate approach to be taken to smaller providers



		PATIENT SAFETY





		INFO REQ

		NWL9

		Learning from medication incidents

		N/A

		Quarterly thematic report which includes the following:


· Number of medication incidents by type and by clinical area/specialty


· Degree of harm resulting from incident


· Themes


· Actions / learning

		GC9

		Quarterly

		



		INFO REQ

		NWL10

		Patient safety reporting culture


Reporting of incidents included in the NHS outcomes framework

		N/A

		Quarterly thematic reviews of learning from all Serious Incidents, including themes in Care and Service Delivery Problems, Contributory Factors and Root Causes, themes and trends in Actions in Action Plans, to provide assurance of effectiveness of Action Plans in prevention of recurrence. 


Themes must be grouped by incident type, adult with further reporting for the over 75’s and children. 

Links between National Campaigns such as Sign up to Safety pledges and learning from Serious Incidents in reports to CQG’s.

		GC9

		Quarterly

		



		STEIS

		NWL11

		Timely reporting of Serious Incidents 

		≥95%

		Monthly

Numerator: number of Serious Incidents reported within 2 operational days of the date the incident occurred.


Denominator: number of Serious Incidents that occurred 

		GC9

		Monthly

		



		NRLS

		NWL12

		Positive reporting culture

		To appear in the top 25% of reporters, within provider category, by Q4

		M7 & M12

Threshold data as reported by NRLS




		GC9

		M7 & M12

		NHS providers only



		NRLS

		NWL13

		Timeliness of National Learning and Reporting (NRLS) uploads

		≥1

		Monthly – captured on 1st of the month


Number of NRLS uploads within the past 28 days

		GC9

		Monthly

		NHS providers only



		MIR 

		NWL14

		Positive culture

		≥70% either agree or strongly agree for each question



		M6&M12


Staff survey which asks staff to consider the following statements:


1) If I make a mistake I can report it to someone without fear of repercussions 


2) I would recommend this as good place to work to friends and family


Answers to be rated as Strongly agree, agree, unsure, disagree, strongly disagree.


Minimum of 10 staff or 50% of the workforce (whichever is the greater) to be surveyed, and to be representative of all clinical areas.

		GC9

		6monthly


To be reported at end of Q2 and end of Q4

		To apply to providers who do not participate in national staff survey



		MIR 



		NWL16

		a)Full compliance with Central Alerting System (CAS) alert




		100%

		Monthly

Numerator: number of applicable CAS alerts responded to 


Denominator: number of applicable CAS alerts


https://www.cas.dh.gov.uk/



		GC9

		Monthly

		



		PATIENT EXPERIENCE REPORTING





		INFO REQ

		NWL17

		Patient experience reporting.

		N/A

		Patient Experience report. This can be submitted by either completing attached template, or by ensuring relevant elements are captured within an internal template 
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		GC9

		Quarterly




		



		FFT website 

		NWL18

		NHS Friends and Family Test - Patients state that they are either likely or extremely likely to recommend the Service to their Friends and Family.




		≥94%

		Patient satisfaction surveys (Monthly, quarterly and accumulative annual reports to the CCG). Standard NHS methodology for Friends and Family Test- http://www.england.nhs.uk/wp-content/uploads/2014/07/fft-imp-guid-14.pdf

With the option of additional questions used 




		GC9

		Monthly

		



		FFT website 

		NWL19

		NHS Friends and Family Test – Response Rate

		1≥20% A&E




		As per FFT guidance above

		GC9

		Monthly for A&E, Inpatients, Outpatients, Maternity



		NHS providers 



		MIR 

		NWL20

		Complaints shall be acknowledged to within 3 working days

		100% 




		Monthly

Numerator: number of complaints acknowledged in 3 working days


Denominator: number of complaint due an acknowledgement 

		GC9

		Quarterly

		



		MIR 

		NWL21a

		Complaints shall be responded to within agreed timeframes

		≥95%

		Monthly

Numerator: number of complaints responded to within agreed timeframe


Denominator: Number of complaint due to be responded to, excluding complex complaints

		GC9

		Quarterly

		



		DEMENTIA & DELIRIUM 





		Local 

		NWL25

		Percentage of patients aged 75 years and over to whom case finding is applied following an episode of emergency, unplanned care to the Urgent Care Centre.

		≥90% 




		Monthly

Numerator: 

Number of patients aged 75 years and over who are and are seen at the Urgent Care Centre, who are identified as having a known diagnosis of dementia or clinical diagnosis of delirium, or who have been identified by the UCC through a mini Cog assessment as having dementia. 

Denominator:

Number of patients aged 75 years and over accepted for unplanned care to the Urgent Care Centre who have been identified as having a known diagnosis of dementia or clinical diagnosis of delirium or have had a mini Cog assessment completed. 

		GC9




		Quarterly

		



		Local 

		NWL26

		Percentage of patients aged 75 years and over who have been identified as having a diagnosis of dementia or delirium and are referred onto the most appropriate clinical pathway. 

		≥90%

		Monthly

Numerator: 

Number of patients with either a known diagnosis of dementia, those that have scored positively to a mini Cog assessment and those that have had a clinical diagnosis of delirium that have been referred to either the memory assessment service or the delirium service. 

Denominator: 

Number of patients aged 75 years and over who have been identified as having a diagnosis of dementia or delirium.  

(as per Unify)




		GC9

		Quarterly

		



		MISCELLANIOUS





		INFO 

		NWL 29

		Monthly integrated workforce analysis report

		N/A

		Monthly 


Report which covers the following: 


Sickness rates


Vacancy rates (vacancies temporality filled with bank or agency should still be reported as a vacancy) 

Bank and agency utilization


Recruitment and retention


Safer staffing levels

Statutory / mandatory training compliance data


DBS check compliance

		GC9

		Monthly
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Thank you very much for filling out this report highlighting the improvements you have made to patient experience and the overall quality of care that is provided locally.


[bookmark: _GoBack]This template has been created to help you complete your Quarterly Patient & Carer Experience reports, as laid out within the CWHHE CCG collaborative Quality Schedule  (In particular Sections 2 and 14). We hope it gives you the opportunity to highlight not only what patient experience data and feedback you have collected, but also a meaningful and easily digestible narrative on what you have chosen to do with that feedback to improve patient experience.


Once complete, please send reports to the CWHHE CCG Collaborative Assistant Director of Patient Experience & Equalities, Samira Ben Omar samira.benomar@nhs.net 


Once received, reports will then begin the following improvement cycle:
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[bookmark: _Toc431394405]OVERVIEW


[bookmark: _Toc431394406]Introduction and Trust Highlights 


1. Any new projects / proposals / examples of good practice that the Trust would like to highlight e.g.  some Trusts  have the following good practice examples


a. Regular 'Patient Story' at Trust Board Meetings


b. Implemented 'Hello My name Is' 


c. Patient services Centre


d. Supporting Carers of people with Dementia Project - Drop in sessions for carers, carers passport etc..


2. Key overarching themes / issues from the Patient Experience data


a. Patient and Carer Experience Evidence strongly suggests that there are 4 key areas for improvement These include:


i. Patient Professional Interaction


· Staff attitude was a primary factor amongst the negative patient experiences.


· the patient’s ability to ‘talk about worries and fears’, with a health care professional 


ii. Involvement in care planning and shared decision-making


· Including contextual assessments (e.g. home environment) in post-discharge care plans 


iii. Quality of Information and Advice Provided


· Particularly in terms of post-operative care, post-discharge care, condition-specific information and information about complaints procedures


iv. Waiting Times


· Linked to long queues on appointment lines, long waits during outpatient appointments and delays in discharge


v. Involvement and Recognition of Carers


· Recognition and support, provision of enough time to express views and concerns


b. Where relevant, would like providers to report on the areas highlighted above and include other themes identified.  More specifically, the report must include actions in terms of 


i. What the provider plans to do? and


ii. How it’s going to benefit patients?


3. Progress in relation to Improving Patient Experience (If possible, please refer to previous quarterly report)


a. What we said we’d do


b. What we did


c. What the data shows


d. What’s going to happen


e. How it’s going to benefit patients


[bookmark: _Toc431394407]APPENDIX


[bookmark: _Toc431394408]PALS


1. Breakdown:


a. Cases resolved promptly


b. Complex cases resolved by PALS


c. Cases escalated to complaints


2. Breakdown by Site / Department


3. PALS activity V overall Trust activity


4. Demographic profile of patients who access PALS V Profile of Patients who use the Trust's services & emerging themes relating to any particular patient demographic


5. Narrative of themes and evidence of embedding learning into practice





[bookmark: _Toc431394409]Complaints 


1. Breakdown:


a. Cases resolved promptly


b. Complex cases resolved by PALS


c. Cases escalated to complaints


2. Breakdown by Site / Department


3. PALS activity V overall Trust activity


4. Demographic profile of patients who access PALS V Profile of Patients who use the Trust's services & emerging themes relating to any particular patient demographic


5. Narrative of themes and evidence of embedding learning into practice





[bookmark: _Toc431394410]Friends & Family Test


1. Breakdown


a. Inpatient / A&E / Maternity


b. Breakdown by Site / Department / Division


c. Demographic Profile of patients who complete FFT Survey Vs Profile of patients who us the Trust's services


d. Emerging themes relating to a particular patient demographic


e. Themed Narrative with evidence of embedding learning into practice





[bookmark: _Toc431394411]Themes & Actions


From other related Patient Experience Data including:


1. Inpatient survey


2. A&E survey


3. Real-time feedback surveys


4. PLACE Survey


5. Cancer Patient Experience Survey


6. Staff FFT Survey


7. NHS Choices


8. Healthwatch 'Dignity Champions' Reports, feedback from patient groups 


9. Other locally developed surveys





[bookmark: _Toc431394412]Comments


[bookmark: _Toc431394413]Comment from <Insert Name of Organisation , Committee etc>. 


Author of Comment: <Name and role> 


Date: 


Comment:











[bookmark: _Toc431394414]Response from Provider <Insert Name of Organisation , Committee etc>. 


Author of Response: <Name and role> 


Date: 


Response:











Trusts submit quarterly patient experience reports, which are presented at CQG meetings








Quarterly reports reviewed and comments added by  CWHHE Quality team








Report with comments is discussed at CCGs quality & PPE Committees








Provider trusts submit the next quarterly reports which considers the actions and recommendations from previous reports








Comments and recommendations for actions are shared back with provider Trusts.
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Safeguarding Children in Health Outcomes Framework





			Year: 2016/17


			Q1


			Q2


			Q3


			Q4 





			Standard 1: Leadership and Workforce


			


			


			


			





			Nominated Officer for Safeguarding Children


			


			


			


			





			Number of incidents of allegations against staff working with children


			


			


			


			





			Number of those allegations reported to the LA Designated Officer


			


			


			


			





			Vacancy in workforce which is having an impact on safeguarding children   Yes/No


(Executive Leadership/Safeguarding Children Team/wider workforce)


If yes please elaborate in the comments box


			


			


			


			





			Comments:





 


			Evidence to demonstrate improved outcomes for safeguarding children in regards to leadership and workforce


			Plans for improvement (incl timescales)





			


			

















			Standard 2: Training


			Q1


			Q2


			Q3


			Q4





			% Eligible Staff up to date with 


                                                 Level 1


                                                 Level 2


                                                 Level 3


                                                 Level 4


                                                 Level 5


			


			


			


			








			


Comments:





Explanation of training as per Intercollegiate Document (2014) including CSE, PREVENT, FGM, MCA


Audit requirement





			Evidence to demonstrate improved outcomes for safeguarding children in regards to training


			Plans for improvement (incl timescales)





			

















			

















			Standard 3: Safeguarding Children Supervision


			Q1


			Q2


			Q3


			Q4





			No of staff eligible for 1:1 safeguarding children supervision


			


			


			


			





			% of staff up to date with safeguarding children supervision


			


			


			


			





			Number of episodes of safeguarding children supervision:





Named Professional leads





Paediatricians





A and E





Paediatrics





Maternity 





Other = Neonatal Unit


(this section will be dependent on your organisational speciality, i.e. Community/Mental Health/111/Acute)


			


			


			


			





			


Comments:





Describe safeguarding supervision and how it is taking place








			Evidence to demonstrate improved outcomes for safeguarding children in regards to safeguarding supervision


			Plans for improvement (incl timescales)





			


			





 














			Standard 4: Partnership Working


			Q1


			Q2


			Q3


			Q4





			Number of referrals to social care (total)                 





			


			


			


			





			Number of CP medicals  (recorded)


			


			


			


			





			Number of children attending to unscheduled care setting with CP Plan, LAC


 


			


			


			


			





			Number of births subject to CP Plan/total number of births


			


			


			


			





			


Comments:





What is the organisations link to the Local Safeguarding Children Board and list LSCB sub groups attended by your organisation.   











			Evidence to demonstrate improved outcomes for safeguarding children in regards to partnership working


			Plans for improvement (incl timescales)





			


			

















			


Standard 5: Wider issues and Vulnerable Groups





			


Q1


			


Q2


			


Q3


			


Q4





			Number of children missing appointments


			


			


			


			





			Number of children attending A&E, UCC, WIC (for acute also record admitted separately)


c/o self/harm/overdose 





c/o bullying or assault


			


			


			


			





			Number of children admitted to paediatric ward with MH issues


			


			


			


			





			How many of those children required 1:1 RMN


			


			


			


			





			Length of stay


			


			


			


			





			How many transferred to Tier 4 hospital


			


			


			


			





			Number of patients  in sexual health services


			


			


			


			





			16-18


			


			


			


			





			Under 16


			


			


			


			





			


Comments:











			Evidence to demonstrate improved outcomes for safeguarding children in regards to wider issues and vulnerable groups


			Plans for improvement (incl timescales)





			


























			





























			Standard 6: Serious Incidents





			Q1


			Q2


			Q3


			Q4





			


Number of Deaths at this organisation


                                               Expected


                                           Unexpected


			


			


			


			





			Number of SIs involving children


			


			


			


			





			No. of active SCRs/IMRs


			


			


			


			





			No. of active DHR’s 


			


			


			


			





			


Comments:











			Evidence to demonstrate improved outcomes for safeguarding children in regards to Serious Incidents


			Plans for improvement (incl timescales)





			


			























			Standard 7: Adult Issues and Early Help


			Q1


			Q2


			Q3


			Q4





			Number of parents attending A&E, WIC, UCC                                    


c/o 


DV


MH


Substance Misuse


			


			


			


			





			No of adults receiving mental health services who have caring responsibility for children or have frequent contact with children


			


			


			


			





			Number of ante-natal appointments missed


Number of late bookings


			


			


			


			





			Disclosure of DV where there is a pregnant woman or child living in the household


% referred to children social care 


			


			


			


			





			Number of disclosures of FGM


			


			


			


			





			Number of mandatory reporting for FGM


			


			


			


			





			Number referred to children social care re FGM


Pregnant woman


Children


			


			


			


			





			


Comments:











			Evidence to demonstrate improved outcomes for safeguarding children in regards to adults issues and early help


			Plans for improvement (incl timescales)
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Safeguarding Adult Health Outcomes Framework


Executive Summary


1. Context





The Care Act 2014 was enforced from April 1st 2015. This set out the legislative   framework to protect adults with care and support needs who are being abused or at risk of abuse.  During 2015/16 various documents for guidance and mandate have been published as commissioners and providers have progressed in reviewing their structures and systems for safeguarding adults. 





NWL CCGs are required to monitor their commissioned services to ensure that the health economy meets its statutory requirements and those set out in the NHSE Accountability and Assurance framework. 





For 2016/17 NWL CCGs would like to develop a consistent reporting framework for    providers to enable a clear picture of safeguarding adults across North West London and one that provides assurance for the CCGs, trust Boards and Safeguarding Adult Boards. 





Within the core requirements of the NHS contract for 2016/17 there are KPIs on safeguarding and Prevent training compliance. However, these do not demonstrate the outcomes for patients, the gaps in the system to protect adults and the innovative work undertaken by providers to improve safeguarding. 


 


‘Process compliance alone leaves out crucial influences on value’ 


(Michael Porter, VBHCD Course 2012, Harvard Business School).








2. Safeguarding Adult Health outcomes Framework





The framework sets out the standards expected of providers and will be developed with the main NHS Trusts across NWL to achieve a formal reporting document for 2017/18. The starting point for this work has been the development of the attached framework by the Designated Adult Safeguarding Nurses across NWL CCGs, led by the Designated for Brent CCG. On 7th March 2016 a workshop was held to consult with the main Trusts and CCG Quality Leads.


      	


3. Gathering evidence to prove attainment of the Safeguarding Standards


3.1 Providers are asked to evidence their progress against the standard. Whilst there is a degree of freedom in regard to the provision of this evidence it needs to demonstrate that people who use services are appropriately safeguarded and supported. 





The framework should be used to formulate a quarterly report for the Clinical Quality Group and should be also sent to the Designated Adult Safeguarding Nurse for the Lead CCG who will coordinate the response from the NWL CCGs’ Adult Safeguarding Leads. A template will be developed for this during 2016/17. It is intended that the response will be informative, highlight areas for improvement linked to the national and local safeguarding agenda, and triangulated with information submitted by the Trust in relation to other areas of work such as patient safety and quality. 


It is recognised that during 2016/17 there will be some elements which are more difficult for the providers to show the evidence. Therefore, the framework highlights the ‘must do’ items (in red)  and then the ‘should do’ (in amber) which the CCGs would like to see within the reports, initially as a narrative, and for the providers to work with the NWL CCGs’ Safeguarding Leads to develop for 2017/18 reporting. If Trusts cannot achieve the red areas then it would be useful to set out how the Board is being assured in relation to this standard to enable an effective debate to take place at the Clinical Quality Group. 


3.2 It is useful for provider organisations to rate their progress against each of the standards, giving evidence for that and explaining their planned developments in order to attain this standard. This will be developed as during the year. 


			Red


			Standard not met, any risks identified 





			Amber


			Standard partially met, risks managed 





			Green


			Standard achieved





			Blue


			Evidence of improved outcomes through audits / survey etc. 











3.3 The CCG Safeguarding Leads will liaise with the Safeguarding Boards within each borough to work towards aligning any report requests and to help organisations to plan their audit and monitoring programmes. 





      4. Safeguarding Reporting Line for Provider Trusts via CQGs


         4.1The reporting line should be as follows:


· Internal governance 


· CQG scrutiny  of internal systems- reports to be sent to Lead CCG Contract Lead and Safeguarding Lead who will coordinate the comments of the Safeguarding Leads across the relevant NWL CCGs


· Lead CCG  oversight of  safeguarding  across providers 


· Lead CCG Safeguarding Lead  provides feedback to the Trust





     4.2 Dates for CQG Safeguarding agenda items:


· Quarter 1: August


· Quarter 2: November


· Quarter 3: February


· Quarter 4: May 


Standard 1- Leadership


Outcome: Good governance in safeguarding will follow where it is seen as an integral part of patient care and all staff take responsibility.  Risks of neglect and abuse will be reduced where there is strong leadership and a shared value base with Trust Board ownership of adult safeguarding.


Standard: The Board can demonstrate it has a strong focus on adult safeguarding which is integral in all aspects of its work with evidence of the safeguarding principles embedded.





Quarterly Narrative 


Suggested focus  


· Provider assurance that there is a named designated executive lead for adult safeguarding and a governance system for safeguarding adults within the organisation


· Board provide assurance that all adult safeguarding concerns are raised as alerts in keeping with the Pan London Safeguarding Procedures.


· Board assurance that all executive and non-executive members have received adult safeguarding training which includes an understanding of MCA, DoLs, Prevent, and  types of abuse such as Domestic Abuse, Modern Slavery and FGM


· Board assurance (by examples) of how the organisation upholds the adult safeguarding principles.


· The Organisation has a range of Board approved policies to support adult safeguarding including (but not limited to) Whistleblowing, Managing Safeguarding Allegations against Staff Members, Informed Consent, MCA and Adult Safeguarding















































Standard 2 – Training


Outcome: The health and wellbeing of adults is supported by the Board ensuring that all staff receive adult safeguarding training relevant to their role and responsibilities in the organisation.


Standard: Training in Adult Safeguarding is competency based and provided at levels as defined in the Training Competency Framework agreed by the LASB or the NHSE Intercollegiate Document for Adult Safeguarding Competencies.


Quarterly narrative to support the performance data required within the quality schedule.


It is recognised that the training competency framework is being developed by NHSE. 


During 2016/17 there will be further definition of:


· levels


· Who will deliver level 3 / 4


· Who needs to receive level 3 MCA training  


· Providers will need to review training materials and agree with their SAB that they will use those competencies rather than the Bournemouth 


			Training Type


			Number of staff who have received training


			Number of staff who still require training (within total workforce)


			Target number and %





			Adult Safeguarding Level 1


Adult safeguarding Level 2


Adult safeguarding Level 3


Adult safeguarding Level 4





Prevent awareness


Prevent HealthWrap





Mental Capacity Act – Awareness


MCA – Level 2


MCA – Level 3





Deprivation of Liberty





FGM – awareness and duty to report





Domestic abuse training for A&E staff


			


			


			








Commentary


			Exceptional reports for when quarterly targets are not reached

















Standard 3 – Adult Safeguarding Supervision


Outcome: The formal process of professional support and learning that enables practitioners to develop knowledge and competencies, assume responsibility for their own practice and enhance patient protection and safety of care.


Standard: All clinical staff whose role brings them into contact with vulnerable adults will have access to Adult Safeguarding Supervision.


· This may be one 2 one 


· Group


· Peer


Quarterly narrative 


The quantitative evidence will be developed during 2016/17 but the provider must show how it is addressing the requirement from the NHSE Accountability and Assurance Framework (2015) 


Suggested areas of focus


· Is safeguarding supervision built in to clinical supervision


· Evidence of ad hoc telephone support


· Adult Safeguarding Supervision Policy in place


· How is Trust Board assured that those staff requiring safeguarding supervision have received it? 


· Number of specialist designated adult safeguarding supervisors in the organisation 


· Number of staff who received an adult safeguarding supervision session in the quarter


















































Standard 4 – Partnership Working


Outcome: Adult Safeguarding is based upon partner agencies working effectively together to minimise harm and abuse.


Standard:  The provider is committed to partnership working with other agencies to keep vulnerable adults safe and minimise the risk of harm or abuse.


Quarterly narrative with suggested focus on: 


· Evidence that a senior designated officer with safeguarding responsibility has engaged with the Local Adult Safeguarding Board and attends relevant Board meetings 


· Evidence that there is a nominated officer with safeguarding responsibility for adult safeguarding who attends LASB sub groups 


· Evidence that the Trust has identified and deliver on national requirements for  key vulnerable service user groups such as people with a learning disability or dementia


· How are safeguarding alerts raised and monitored in relation to people with learning disability or dementia? Is there any learning the Trust has identified in relation to specific groups? 


· How is the Trust engaged with the MARAC? 
























































Standard 5 – Compliance with legislation and National Guidance


Outcome: Adherence to legislation and national guidance will ensure vulnerable adults are safe and protected.


Standard: The organisation will be fully compliant with all relevant legislation and national guidance to related to vulnerable adults 


Quarterly narrative and development of quantitative evidence


Trusts must be able to demonstrate clearly that they adhere to the legislative requirements for Mental Capacity Act (MCA) and Deprivation of Liberty (DOLs). 








 


The CCGs will be looking for evidence about how the Trust Board gains assurance in relation to: 


· Informed consent prior to any invasive procedure or intervention


· Mental Capacity and Best Interest Assessments for those deemed without capacity to provide informed consent


· Applications for a Deprivation of Liberty Safeguards are made within national timescales when a person who is assessed as lacking capacity is to be deprived of their liberty. 


· Referrals to an Independent Mental Capacity Advocate (IMCA) occurs when a person lacks capacity and has no independent person to act of their behalf


Commentary 


			Exceptional reports for when quarterly information is not provided















































Standard 6 – Reducing Restrictive Practice 


Outcome:  Positive and Proactive Care; developing a culture where restrictive practices are only ever used as a last resort.


Standard: The organisation is safe, effective, caring, responsive, well led, and promotes interventions that improve care and aims to reduce the likelihood of restrictive practices being applied.  Patients at risk of receiving restrictive practices have a support plan that is based upon a clear formulation and understanding of the most likely reasons for the behaviour is multi-disciplinary and subject to robust governance.


Quarterly narrative with suggested focus 


· There is a designated executive within the organisation who leads on recovery approaches and reducing restrictive practice 


· How can the Trust demonstrate that episodes of restraint or restrictive practice are documented?


· The Board ensures all staff who work with patients likely to require restrictive interventions or restraint receive specific training provided by a competent approved trainer


· The Board has a Plan/policy to reduce restrictive interventions and this is shared with commissioners 



























































Standard 7 – Serious Incidents and Safeguarding Alerts


Outcome:  Vulnerable adults are protected from harm or abuse or the impact of harm or abuse is reduced.


Standard: All serious incidents are considered for a possible adult safeguarding alert at the point of initial notification to ensure adequate protection plans are implemented immediately as necessary.  The need for an adult safeguarding alert referral is considered at all stages of a RCA and specifically referenced in the report. 


Quarterly narrative with suggested focus on:


· How the Board Executive Lead for Adult Safeguarding can provide assurance that all serious incidents are screened for possible adult safeguarding concerns at initial notification.


· How are serious incidents screened for safeguarding concerns at initial notification?


· What learning has been identified in relation to safeguarding from root cause analysis reports

































































Standard 8 – Safer Recruitment


Outcome:  Vulnerable adults are cared for by a staff workforce in keeping with the Vulnerable Groups Act 2005 and Protection of Freedoms Act 2012.


Standard: All staff whose role brings them into contact with vulnerable adults are subject to safer recruitment practices to ensure that vulnerable adults are protected from harm or abuse. The Trust Board receives assurance that it is meeting the statutory requirements for safer recruitment through policy and procedures that satisfy legislative requirements. The Trust Board is assured that the procedures are followed in a way which has a positive impact on the safety of patients.


Quarterly narrative with recommended evidence: 


New starters


How does the Trust Board gain assurance that there are safe recruitment systems in place? 


· Provide one checked reference if the person works in the NHS


· Provided two checked references prior to commencement in post 


· Had a DBS completed prior to commencement in post 


· Right to work in UK confirmed prior to commencement


Routine monitoring of staff


· How does the Trust Board gain assurance that it has a safe workforce in place?


· How does the Trust review DBS requirements for individuals


e.g those employed for over 3 years, those who change roles, volunteers or celebrities?  
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Provider MCA and DoLS training quality standards checklist 




Version 1.0 




05/02/2016 




1. Purpose 




The purpose of this document is to highlight the quality standards expected of Mental Capacity Act 




(MCA) and Deprivation of Liberty Safeguards (DoLS) training by NHS healthcare providers. 




 




2. Audience 




The audience of this document are members of the MCA Steering Board, MCA commissioners, external 




organisations involved in monitoring healthcare quality, and NHS healthcare providers. 




 




3. Background 




NHS England London Region is working to equip London commissioners with tools and understanding to 




ensure MCA compliance.  An MCA in London NHS Commissioning Steering Board has consequently been 




set up to identify what support MCA commissioning leads require, with three meetings taking place 




between September 2015 and March 2016. 




A number of issues regarding provider MCA training were identified during Steering Board meetings and 




interviews with commissioners and MCA experts.  One of the support requests was for clear definitions 




on what is required for good practice provider MCA training.   




 




4. Training levels overview 




There are three different levels of training for different provider employees: 




 Level 1 training: all provider staff who have contact with service users1 




 Level 2 training: all registered clinicians2 




 Level 3 training: MCA leads, mental health professionals and appropriate senior members of 




staff 




                                                           
1 Administrative staff (ward clerks), ancillary staff (cleaners, caterers) or volunteers working in a healthcare setting 
should have a general understanding of the MCA to inform interactions with service users.  It is also good practice 
to open up e-learning and basic awareness training sessions to family carers. 
2 Staff who are expected to undertake a mental capacity assessment. 
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The Provider MCA and DoLS training quality standards checklist outlines the delivery formats and topics 




to be covered. 




 




5. Delivery formats 




All levels of MCA training should be delivered as follows: 




 Employees are trained in a way that is varied and appropriate for individual professional groups 




 Employees completing level 2 and 3 training should have completed level 1 and 2 training 




respectively3  




 Joint training with the LA is encouraged where appropriate 




Specific levels of MCA training should be delivered as follows: 




 Level 1 training: E-learning modules4 




 Level 2/3 training: Face-to-face sessions 




o MCA training is led by professionals who are experts in the MCA and have a good 




understanding of MCA in practice5 




o Training is largely practical with a focus on how the MCA relates to the individual 




professional group’s everyday role (e.g. role play, walkabouts, case studies) 




Organisations should report numbers trained and quality of training as outlined in their contract. 




 




6. Frequency 




Employees should receive MCA training as outlined below: 




 Mandatory MCA training should take place every three years in line with the organisation’s MCA 




policy and training needs analysis 




 The MCA training package should be updated annually to reflect the changing MCA/DoLS 




landscape and case law 




 To supplement mandatory training, providers should have a mechanism in place to promptly 




update relevant staff on significant changes in the MCA/DoLS landscape/case law6  




 Level 1 MCA training should be given as part of an employee’s induction when they join the 




organisation.   




                                                           
3 Different levels of MCA training could be combined within the same training session as the organisation sees fit. 
4 Suggested e-learning options: http://www.scie.org.uk/mca-directory/trainingcourses.asp. Provide additional face 
to face training where required. 
5 Involving people who use services and family carers as trainers can provide a very powerful training experience. 
6 Employees are responsible for updating themselves on significant case law as it develops. 







http://www.scie.org.uk/mca-directory/trainingcourses.asp
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7. Level 1 training checklist - Awareness of the MCA and DoLS 




Level 1 training covers the following aspects of the MCA and DoLS:  




☐ Importance of the MCA and who it affects 




☐ Five statutory principles of the MCA to include a basic awareness of: 




 




☐ Best interest checklist 




☐ Recording actions (evidence) 




☐ Supported decision making 




☐ IMCAs 




☐ Advocacy 




☐ Disputes 




☐ Definition of the Deprivation of Liberty Safeguards (DoLS) 




 ☐ What is a DoLS (acid test, practical examples of restraints and restrictions) 




☐ Criminal offence - ill treatment or wilful neglect of a person lacking capacity 




☐ Involvement rights of family and close friends 




 




8. Level 2 training checklist – MCA and DoLS in practice 




Level 2 training covers the following aspects of the MCA and DoLS:  




☐ Practical examples how the MCA impacts the role of the professional group being trained 




 




☐ How to assess mental capacity (two stage test, dealing with fluctuating capacity)  




☐ Supporting people to make decisions 




☐ How to make a decision in a person’s best interests and who can make decisions 




☐ Record keeping 




☐ Restraint indicators 




☐ Roles and responsibilities of provider staff and commissioners in informing decisions 




☐ The roles, powers and bodies supporting the MCA 




 




☐ Lasting Powers of Attorney 




☐ Court of Protection and deputies 




☐ The Office of the Public Guardian 




☐ Independent mental capacity advocate 




☐ Advanced decisions/advanced care plans 




☐ Deprivation of Liberty Safeguards (DoLS) 




 ☐ Practical examples of when DoLS cannot be used 
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☐ Authorisation process (DoLS and Judicial DoL) 




☐ Updates – Law commission consultation/report 




☐ The interface between MCA and DoLS (case examples)  




☐ The interface with the Mental Health Act (MHA) and reference to the MHA code of practice7 




☐ The interface with the Safeguarding 




☐ 
End of life guidance (e.g. Do not attempt CPR forms), working with family & friends, use of IMCAs 
in cases where there are conflicting views 




☐ Updates on case law 




☐ Available resources for professional group being trained 




 




 MCA code of practice 




 DoLS code of practice 




 MHA code of practice  




 MCA guidance/tools8 




 Linking MCA principles with the 6 Cs: https://www.england.nhs.uk/6cs/wp-
content/uploads/sites/25/2015/06/mental-capacity-act-6cs.pdf 




 SCIE website - http://www.scie.org.uk/mca-directory/keygovernmentdocuments.asp  




 




9. Level 3 training checklist – Advanced MCA and DoLS training 




Level 3 training covers the following aspects of the MCA and DoLS:  




☐ 
Practical examples showing how the MCA impacts the role of the professional group being 
trained 




 




☐ MCA quality assurance responsibilities 




☐ Leadership role for supporting others with MCA decisions 




☐ Mediation as a tool for resolving disputes in best interests decisions 




☐ Safeguarding Adult Reviews and lessons learnt 




☐ Difficult cases/scenarios and case law updates 




 
☐ Interplay between MCA and DoLS  




☐ Disputed cases (Court of Protection) 




☐ The remit of the Court of Protection 




 ☐ When to use Court of Protection vs. the inherent jurisdiction of the High Court 




                                                           
7 For example, sections on ‘consent to treatment’ and capacity as well as sections 135&136 and role of police. 
8 Clear, modular and easy to hand over (e.g. NHS cue cards that can be clipped on to uniform); recommended MCA 
apps should be encouraged for staff who have access to smart phones (e.g. http://www.nescn.nhs.uk/common-
themes/deciding-right/). 







https://www.england.nhs.uk/6cs/wp-content/uploads/sites/25/2015/06/mental-capacity-act-6cs.pdf



https://www.england.nhs.uk/6cs/wp-content/uploads/sites/25/2015/06/mental-capacity-act-6cs.pdf



http://www.scie.org.uk/mca-directory/keygovernmentdocuments.asp



http://www.nescn.nhs.uk/common-themes/deciding-right/



http://www.nescn.nhs.uk/common-themes/deciding-right/
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☐ The relationship between public law & judicial review 




☐ Inclusion of the MCA in all relevant policies and pathways9 




☐ Research involving those who lack capacity 




 




                                                           
9 For example consent, restraint, transition for young people, dementia, end of life care processes/pathways. 
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Guidance for a Trust’s Quarterly Clinical Quality Group


Infection Prevention and Control Report 





The following suggests what should be included in a Trust’s quarterly infection control report to their CQG from 2015/16. Blue text (page 4) indicates this would be relevant to an acute Trust, but not a community or mental health Trust. 


Please indicate if a section is non applicable rather than leaving it blank, e.g. if there were no external inspections during the quarter, please say “none”. Where Trusts usually report on a programme not included here, it would be useful if this continues, e.g. MRSA wound infection surveillance in community Trusts, MRSA screening compliance, E coli or MSSA surveillance in acute Trusts.





External inspections 


Any CQC, TDA, PLACE or Healthwatch visits during the quarter, whether they raised specific infection control concerns and remedial actions taken or planned.





Hand hygiene compliance


Trusts should have a schedule of hand hygiene audits that is based on a risk assessment. The quarterly return should indicate:


· which (if not all) services were audited


· the return rate, and 


· the compliance scores (should be >90%). 


An action plan will be required if there were insufficient returns or the target for compliance was not met.





Hygiene Code compliance, including policies for invasive device management


It is recommended that Trusts conduct an annual review of their compliance with the Hygiene Code and feed any gaps into their annual infection prevention work programme. A compliance assessment tool can be provided by the CCG Lead Nurse for Infection Prevention. As a minimum, an update should be provided on:


· the level of clinical staff attendance at annual infection control training (should be >90%)


· policies approved or under review during the quarter, including relevant Estates/Facilities policies


· infection control and cleaning audit scores. 


https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/216227/dh_123923.pdf








Implementation of Sepsis Clinical Toolkits


Based on a risk assessment for the Trust, all relevant clinicians must be trained in the use of the sepsis clinical toolkit for their area and must be aware of:


· the clinical indications for undertaking evaluation for sepsis


· how to screen and evaluate patients for Red Flag Sepsis


· the time-critical nature of this condition and the need for immediate interventions that increase survival (implementation of the The Sepsis Six within the first hour).


The quarterly report should include an update on implementation of the action plan, for example: 


· which groups and numbers of staff have been trained


· how the programme has been publicised and is being audited


· any risks or incidents identified. 


http://sepsistrust.org/info-for-professionals/clinical-toolkits/


http://www.england.nhs.uk/wp-content/uploads/2014/09/psa-sepsis.pdf





MRSA blood-stream infections during the quarter1


Any Trust-attributed MRSA BSIs and main findings of Post Infection Review – see example below:


			DCS number


			Whether patient died 


			Reported as SI?


			Findings of Post Infection Review





			XXX123


			No


			No


			Patient MRSA positive on admission in July. Subsequently admitted in December and again was positive. However there was a failure to recognise this at ward level and decolonisation was not commenced. The source of the blood-stream infection was most likely the peripheral cannula. The Trust has identified learning points and implemented an action plan. 











http://www.england.nhs.uk/wp-content/uploads/2014/04/mrsa-pir-guid-april14.pdf





Clostridium difficile cases during the quarter1


Number of toxin positive, Trust-attributed cases in the quarter and outcome of case review in terms of whether any were deemed to be attributable to a lapse in care (subject to discussion and agreement with the coordinating commissioner). For example:








1 Community/mental health Trusts should report on infections arising within their bedded/community services. 


			Total Trust-attributed 


C diff cases in Q1


			Number attributable to a lapse in care


			Findings of Case Review





			2


			1


			Antibiotics not prescribed in line with policy and given for 3 days longer than is recommended. In-service training session was delivered to clinical team.








http://www.england.nhs.uk/ourwork/patientsafety/associated-infections/clostridium-difficile/





Serious Incidents related to infection / outbreaks of infection during the quarter


An update on any SIs reported, or on the findings of any RCAs, where the incident related to infection harm or risk. Examples are given below: 


1. Death where any healthcare associated infection is recorded as the cause (at part 1a, 1b or 1c of the death certificate, but not at part 2).


2. Known or suspected cases of healthcare associated infection, which are deemed a significant outbreak (with presumed transmission in healthcare settings), or involve systems failures, or necessitate ward closures which result in significant restrictions of healthcare activity, or have an NHS-attributable food, water or environmental source.


3. Two or more cases of Clostridium difficile in the same week, and/or a third case within the same month, on the same ward.


4. An incident of infection in a patient or healthcare worker, or a failure of screening or infection control systems that necessitates consideration of a look back exercise





New risks identified during the quarter


These may be clinical, environmental or organisational risks, for example:


· Positive results found on legionella monitoring


· IT difficulties in recording staff infection control training attendance


· Vacant posts in the infection control team which make delivery of the work programme a challenge.


Please provide risk rating and actions planned.





Highlights and achievements


Any good news stories, for example: 


· new initiatives launched


· numbers of staff trained on a new programme


· reduced rates of infection


· positive feedback from external inspections. 


ACUTE TRUSTS ONLY


Antimicrobial prescribing


Evidence of regular (at least quarterly) audit of antimicrobial prescribing against policy requirements and action taken to address any lapses where there is no clear clinical indication for deviation from policy.


Results of antimicrobial prescribing audits in the quarter, including performance against any Trust performance indicators, for example monitoring of recording of stop / review dates.





Acute trust toolkit for the early detection, management and control of carbapenemase-producing Enterobacteriaceae


To review and update the required Board level management plan (June 2014) and to provide quarterly updates on implementation of the toolkit, including training and policy development work.


The quarterly report should include a brief update on implementation of the toolkit, for example:


· which groups of staff have been trained


· any audits on management and isolation of positive patients


· any risks or incidents identified.


http://www.hpa.org.uk/webc/HPAwebFile/HPAweb_C/1317140378646





CQUIN: Sepsis (if this was agreed with Trust)


Providers are expected to screen for sepsis all those patients for whom sepsis screening is appropriate, and to rapidly initiate intravenous antibiotics, within 1 hour of presentation, for those patients who have suspected severe sepsis, Red Flag Sepsis or septic shock. 





Two part indicator: 


2a: The total number of patients presenting to emergency departments and other units that directly admit emergencies who met the criteria of the local protocol and were screened for sepsis. 


2b: The number of patients who present to emergency departments and other wards/units that directly admit emergencies with severe sepsis, Red Flag Sepsis or Septic Shock (as identified retrospectively via case note review of patients with clinical codes for sepsis) and who received intravenous antibiotics within one hour of presenting.





For more information, see:


http://www.england.nhs.uk/wp-content/uploads/2015/02/cquin-15-16-guidance.pdf


[bookmark: _GoBack]JB/15/06/15
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SaHF pathways.pptx
Output Pathways
 Urgent Care Centre at Central Middlesex Hospital  Post Closure Emergency Services at CMH-
September 2014

Written & agreed in partnership with North West London NHS Trust, Care UK, London Ambulance Service and Central and North West London NHS Foundation Trust .

Final September 2014



In the event of telecommunications failure please refer to the Trust Business Continuity Plans

Site Practitioner is to be first point of contact for all internal incident





Paediatric in Care UK requiring resuscitation

Dial 2222 

Crash Team *

Dial 999

Child transferred to an appropriate unit







Paediatric patients
Care UK

Paediatric in Care UK requiring specialist opinion



Contact paediatrician at NPH

Child transferred to NPH   

Transport as appropriate to condition



and

Final September 2014

*Crash team may not be dual adult/ paeds trained

Acutely unwell 

child



Dial 999



Child transferred to an appropriate unit
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Adult Resuscitation
Care UK Pathway

Adult requiring emergency care / resuscitation team attendance e.g. obstetric cardiac arrest



Dial 2222 crash Team 

Dial 999



Patient transferred  to appropriate unit

and

Final September 2014



Deceased patient pathway 





CMH UCC MENTAL HEALTH PATHWAY

Final September 2014









Medical Clearance Algorithm for acute psychiatric presentations
This algorithm is meant to be used as guidance only and cannot replace clinical judgement. Particularly in elderly patients referral for further investigations to rule out organic illness may be advisable.

T <38

HR 50 – 119

RR<25

Diastolic BP <120

Sats >94%

Prior psychiatric History

OR

 <30 years

Oriented to  Time / Place / Person / Situation

Further investigations for organic illness not indicated – refer to HTT

No visual Hallucinations

No Evidence of Acute Medical Problem

YES

YES

YES

YES

YES



NO

NO

NO

NO

NO

Further investigations for organic illness indicated– transfer to ED NPH

Final September 2014





Patient and carer responsibility

Liaison psychiatry service responsibility

UCC responsibility

Yes. Has mental capacity to maintain their own safety while awaiting assessment

Patient asked to manage their own safety and remain in UCC 

No. Lacks mental capacity to maintain their own safety while awaiting assessment

Is the patient accompanied by a carer who can help them stay safe while awaiting assessment?

Yes. Carer is asked to stay with the patient in the UCC while awaiting assessment

No. There is no carer/ the carer is not able to help the patient stay safe.

‘Decision maker’ believes it is in the patient’s best interests to stay in the UCC and complete the mental health assessment, even if this would restrict their liberty

Log urgent DOLS application with Local Authority if the right to liberty will be breached

Proportionate deprivation of liberty to keep the patient safe, such as:

Observation

De-escalation

Prevent wandering

Liaison psychiatry service complete assessment

Detained under the Mental Health Act, (convey under section 6) 

London Ambulance Service/ suitable alternative transport arranged to inpatient unit

Patient leaves UCC

 with supervision

Liaison psychiatry team attend UCC within 1 hour and begin assessment

Plan agreed for patient to manage in the community 

Patient leaves UCC independently

Patient medically cleared. Refer to liaison psychiatry service for assessment

Does the patient have the mental capacity to manage their own safety while awaiting assessment?

Yes. Patient has mental capacity to consent to treatment

ASSESSMENT OUTCOME

Any UCC DOLS application expires

Deprivation of Liberty Safeguarding (DOLS)

Mental Capacity Act

Mental Health Act

Considers:

Use of Mental Health Act 

Community treatment options

Inpatient treatment options

Voluntary inpatient admission

Patient leaves UCC independently

Does the patient have the

 mental capacity

 to consent to treatment?

No. Lacks mental capacity to consent to treatment.

Log urgent DOLS application with Local Authority if the right to liberty will be breached

Refuses treatment

Patient leaves UCC independently

Existing Community Treatment Order

‘Decision maker’ believes it is in the patient’s best interests to have informal treatment

Mental Capacity Act

Informal inpatient admission and transport arranged 

Patient leaves UCC

 with supervision

Deprivation of Liberty Safeguarding (DOLS)

Final September 2014





Brent UCC Mental Health pathway


 UCC GP will refer a patient requiring mental health assessment to HTT/liaison 

HTT/Liaison team will respond and commence assessment of the patient's mental health within an hour of referral. 

UCC will have clinical responsibility up to the point HTT / Liaison staff arrive. 

HTT/Liaison will formulate the outcome of the assessment and decide on follow up arrangements based on the needs of the patient. 

In a small number of cases, patients may need to remain in the assessment room either for a mental health act assessment or waiting for arrangements for transfer to other mental health providers being made. 

HTT/Liaison will need to determine the level of observation / supervision required for the patient based on their risk assessment whilst the patient is waiting for a mental health assessment

In the event that the HTT/Liaison assessor has no other competing demands, they will stay and provide mental health support for the patient. 

In the event that the HTT/Liaison assessor is not able to stay with the patient due to competing demands, they will need to request for security to observe the patient giving a clear management plan for the patient including the frequency of mental health review and support for the patient

HTT/Liaison will have clinical responsibility in relation to the patients mental health needs in particular the patient’s safety or that of others from the moment the assessment has been commenced. 

In the event that the patient's physical health deteriorates, HTT/Liaison will discuss case with the UCC GP and agree on the appropriate UCC pathway for the patient. 

HTT/Liaison can escalate difficulties through the CNWL senior nurse on call and UCC staff through the UCC manager on call.





Final September 2014





General Surgery

Patient transferred to an appropriate unit (secondary care)

Surgical condition requiring opinion



Telephone referral to SpR on call at NPH via on call mobile 07789935664-



Surgical condition requiring urgent review



Dial 999 



If agreed with SpR patient transferred  to Surgical assessment Unit at NPH.

Transport as appropriate to condition



Final September 2014





General Medicine
Patients presenting with any medical condition beyond the scope of the Care UK service

Patient transferred to an appropriate unit (secondary care)

Medical condition requiring opinion



08.30-19.00 Mon-Fri Telephone referral to ANP at NPH on 07775 778343



19.00-08.30 & Weekends

Telephone referral to Medical SPR on call at NPH via switchboard - 020 8864 3232 bleep 003





Medical condition requiring urgent review



Dial 999 



If agreed with ANP or SPR patient transferred  for  assessment at NPH.

Transport as appropriate to condition
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ENT/ Max Fax

Max Fax condition requiring opinion



Telephone referral to on call team at NPH Bleep 900 Monday to Sunday 08.00-20.00

Out of hours contact site practitioner NPH via Switchboard



Out patient appointment given or

Patient transferred to NPH –ED or Surgical assessment Unit

Transport as appropriate to condition



ENT condition requiring opinion



Telephone referral to on call team at NPH Bleep 205

Monday to Sunday 08.00-20.00

Out of hours contact site practitioner NPH via Switchboard





Out patient  appointment given or

Patient transferred to NPH ED or Surgical Assessment Unit

Transport as appropriate to condition
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A&E Northwick Park

Transport as appropriate to condition





Any condition meeting the UCC exclusion criteria, but not the criteria for  specialty referral

Refer to ED Northwick Park
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Stridor / Airway Compromise

Final September 2014





Patient with Stridor / Significant Airway Compromise





Call 999 for urgent Transfer to NPH ED 





Call Crash Team for assistance with airway management





LAS to transfer patient to NPH ED

























Urology



Telephone referral to on call team at NPH

07956 129694 available 08:00 – 20:00 hrs; 

Monday - Sunday 



Known Urological condition requiring opinion

Patient transferred to NPH –SAU/ED

Transport as appropriate to condition



Revert to General Surgery on-call from 20:00 – 08:00 hrs every day on 07789 935664
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RENAL COLIC



 Referral  to ED 



PATIENTS WITH SUSPECTED RENAL COLIC

Patient transferred to NPH ED. Transport as appropriate to condition
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Suspected Cardiac Chest Pain Pathway 
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No ST elevation





ST elevation





999

Patient transferred to an appropriate unit (tertiary unit)





Start treatment immediately – Record 12 Lead ECG as soon as possible.





Suspected ACS





999

Patient transferred to an appropriate unit







































Breast



Telephone referral to bleep 400 available 08:00 –17.000 hrs; 

Monday - Friday 



Breast abscess requiring opinion

Patient transferred to NPH –SAU

Transport as appropriate to condition



Revert to General Surgery on-call from17.00– 08:00 hrs every day on 07789 935664
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Vascular





Patients presenting with Vascular emergency e.g. ischaemic leg

Patient transferred  to an appropriate unit (secondary care)



Telephone referral to on call team at NPH

07500 127111 available 08:00 – 20:00 hrs; Monday - Sunday





Vascular condition requiring opinion

Patient transferred to NPH 

Transport as appropriate to condition



Dial 999 

Revert to General Surgery on-call from 20:00 – 08:00 hrs every day on 07789 935664
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Trauma and Orthopaedics-
Adult & Paediatrics

    Trauma emergency

Condition beyond scope of UCC, but deemed manageable in ED (i.e. Colles fracture, dislocated shoulder 



Dial 999  and call 2222 for crash team if appropriate



Patient transferred  to an appropriate unit (secondary care)

Telephone referral to on call ortho team at NPH bleep  Reg 309/SHO 024



 Patient transferred to NPH SAU. Transport as appropriate to condition

 

Decision making will be according to the London Trauma Matrix 





Referral to ED

Patient transferred  to NPH ED. Transport appropriate to condition

Condition requiring same day orthopaedic review as per “fracture management guidelines”



Post operative orthopaedic sepsis patient requiring review.
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EARLY PREGNANCY/GYNAECOLOGY 

Assess and if stable fax referral to GDR

Fax No:  0208 869 2061 or call 0208 869 2058







Patient presenting at the UCC

Patient discharged home

GDR-Gynae Direct referrals open Monday to Saturday  9am-9pm)
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Obstetrics / Gynaecology
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Patient presenting with acute gynaecological emergency





Not pregnant or <20 weeks 





Call  999 – stabilise patient – offer analgesia





Call 999  – offer analgesia – assess stage of labour





Pregnant  > 20 weeks





Transfer to NPH ED and inform Gynae SpR on bleep 546





Birth imminent





Birth not imminent





Call Crash Team - LAS paramedics will assist delivery in UCC





LAS will convey patient to booked unit, if practicable. 





Obstetric Emergency





LAS will convey to nearest obstetric unit with pre-alert.











































































Stroke

Patient with symptoms under FAST

Dial 999 

Patient transferred  to an appropriate unit (HASU)
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Head Injuries
Decision making in accordance with NICE recommendations

Patient with significant head injury

Dial 999 

Patient transferred  to an appropriate unit (Trauma)
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Infectious Diseases

Patients presenting with an suspected or proven infectious disease e.g. malaria





Patient transferred to  IDAR service for assessment

Transport as appropriate to condition



Telephone referral to ID team at NPH Service hours Monday to Friday 9-5 Bleep 506







Out of hours if urgent refer to medical team on call
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Patient transferred to NPH

Transport as appropriate to condition







Haematology











Day

Telephone referral to specific  REFERRAL REGISTRAR TEAM at NPH

WBC: Bleep -071

RBC: Bleep-241

Unwell patients presenting  with known haematological condition

Patient transferred to NPH

 Transport as appropriate to condition

 

Night

Telephone referral via switchboard-Bleep ON-CALL Haematology registrar
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 Opthalmology



Monday-Friday  9.00-16.00 refer to doctors at CMH Opthalmology Department 0208-963 8896/ 02089637195



Out of hours Monday to Friday & Weekends/Bank holidays refer to the Western Eye Hospital
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GI Bleeds

Acutely unwell patient

Patient with upper GI bleeds

Dial 999 

Patient transferred  to an appropriate unit (secondary care)









Telephone referral to Medical Reg

Patient moved to NPH– ED or Ambulatory care

Transport as appropriate to condition

Patient with lower GI bleeds





Patient moved to NPH ED or SAU Transport as appropriate to condition



Telephone referral to Surgical Reg 
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Mental health condition can be managed safely in Primary Care








UCC staff discharge patient to Primary care





Police to consider S136 and patient taken to S136 suite at PRCMH. If patient requires further medical investigation, patient will be transferred to A&E





HTT to respond within 1 hour


HTT to arrange MHA if required


HTT to make community follow up arrangements or admission


Refer to HTT for mental health assessment if no organic cause


Refer to A&E if there are organic concerns for organic cause


Patient assessed using physical health algorithm to rule out organic cause for presentation


Patient with a disorder indicative of an acute mental illness


UCC staff call security or police as appropriate.


Patient presenting with violent behaviour that might be related to their mental disorder


Patient is seen and assessed by UCC staff


Patient with mental health complaint presents to UCC
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		[bookmark: _GoBack]Adult Exclusion criterion

		Additional information



		Markedly abnormal baseline signs

		· tachycardia > 110 beats per minute 

· bradycardia < 40 beats per minute 

· hypotension < 100 mm Hg systolic (unless known to be normal for that individual)

· respiratory rate <10 or  >=25 breaths per minute (adults)

· oxygen saturation <92% 

· hypoglycaemia



		Chest Pain

		· Nature of the pain is consistent with ischaemia

· Chest pain associated with tachycardia > 110 beats per minute

· Chest pain associated with tachypnoea > 25 respirations per minute

· Central  chest pain or left sided pain with radiation to the neck or arm

· Chest pain associated with nausea, shortness of breath or sweating

· A previous history of heart disease if relevant

· History of Cocaine use within the previous 48 hours



		Complex fractures

		· For example (but not limited to):

· Long bone fracture of legs

· Open fractures

· Spinal injury



		Patients receiving oncological therapy

		· Patients receiving oncological therapy should be transferred to a hospital with an Acute Oncology Service. All Major Acute Hospitals have Acute Oncology services.



		Sickle cell crisis

		· 



		Shortness of Breath

		· "Severe" shortness of breath compared to normal

· Cyanosis

· Increased peripheral oedema

· Impaired consciousness or acute confusion

· Rapid rate of onset

· Associated with tachycardia > 110 beats per minute

· Inability to speak in sentences

· Shortness of breath associated with chest pain

· Shortness of breath associated with pallor and cold sweats

· Respiratory rate greater than 25 per minute

· Oxygen saturation < 95% in a previously healthy individual [E:e]

· History of severe asthma or recent emergency admission or a single ITU admission.

· Shortness of breath associated with chest trauma.



		Adults with signs of severe or life threatening asthma

		· cannot complete sentences 

· pulse  110 beats per minute

· respiration  25 breaths a minute

· peak flow  50% predicted or best

· silent chest

· cyanosis

· bradycardia (heart rate < 40 bpm)

· exhaustion



		Airway compromise



		· stridor

· quinsy

· oedema of tongue

· unable to swallow

· saliva/ drooling



		Acute exacerbation of Heart Failure

		· 



		Burns

		· >5%

· Facial/ eye involvement

· Inhalation injury

· Chemical/ electrical involvement



		New CVA

		· 



		Significant DVT

		· Patients with suspected DVT associated with chest pain/SOB or HR > 110



		Haematemesis / Haemoptysis

		· 



		Overdose / Intoxicated and not able to mobilise

		· Are experiencing acute alcohol withdrawal or delirium tremens 

· Are a danger to themselves or others

· Acute mental health presentation compromised by alcohol/drugs

· Unaccompanied by other responsible adult and need a period of observation

· Have taken any drug overdose



		Significant head injuries

		· Clinical concerns about a Cervical Spine injury:

· Neck pain or midline bony tenderness

· Focal neurological deficit

· Paraesthesia in the extremities

· Any other clinical suspicion of cervical spine injury

· Head injury associated with GCS < 13 at presentation

· GCS < 15 when assessed 2 hours after the injury 

· History of significant Loss of Consciousness

· More than one episode of vomiting

· Persistent headache

· Suspected open or depressed skull fracture

· Sign of basal skull fracture 

· haemotympanum, ‘panda’ eyes, cerebrospinal fluid otorrhoea, Battle’s sign

· Post traumatic seizure

· Focal neurological deficit

· Significant amnesia

· Dangerous Mechanism of injury 

· pedestrian/cyclist stuck by a car, ejection from vehicle, fall from over 1 meter or 5 stairs



		Mental health

		· Overdose

· Other significant self harm (adults). NB. Mental Health Trust advice is that this criterion should be open-ended and subject to clinical judgment. For example, a ‘simple laceration’ would be in-scope for the UCC.

· Any self harm (children)

· Severe withdrawal, delirium tremens and withdrawal seizures (as these are very likely to require medical admission)

· Acute psychosis with disturbed behaviour.

· Acute confused state/ delirium

· Require a secure environment (ie the main Emergency Dept) for assessment including suicide risk using current screening tool











		Children Exclusion criterion

		Additional information



		Markedly abnormal baseline signs

		· tachycardia > 110 beats per minute 

· bradycardia < 40 beats per minute 

· hypotension < 100 mm Hg systolic (unless known to be normal for that individual)

· respiratory rate <10 or  >=25 breaths per minute (adults)

· oxygen saturation <92% 

· hypoglycaemia



		Chest Pain

		· Nature of the pain is consistent with ischaemia

· Chest pain associated with tachycardia > 110 beats per minute

· Chest pain associated with tachypnoea > 25 respirations per minute

· Central  chest pain or left sided pain with radiation to the neck or arm

· Chest pain associated with nausea, shortness of breath or sweating

· A previous history of heart disease if relevant

· History of Cocaine use within the previous 48 hours



		Complex fractures

		· For example (but not limited to):

· Long bone fracture of legs

· Open fractures

· Spinal injury



		Patients receiving oncological therapy

		· Patients receiving oncological therapy should be transferred to a hospital with an Acute Oncology Service. All Major Acute Hospitals have Acute Oncology services.



		Sickle cell crisis

		· 



		Shortness of Breath

		· "Severe" shortness of breath compared to normal

· Cyanosis

· Increased peripheral oedema

· Impaired consciousness or acute confusion

· Rapid rate of onset

· Associated with tachycardia > 110 beats per minute

· Inability to speak in sentences

· Shortness of breath associated with chest pain

· Shortness of breath associated with pallor and cold sweats

· Respiratory rate greater than 25 per minute

· Oxygen saturation < 95% in a previously healthy individual [E:e]

· History of severe asthma or recent emergency admission or a single ITU admission.

· Shortness of breath associated with chest trauma.



		Adults with signs of severe or life threatening asthma

		· cannot complete sentences 

· pulse  110 beats per minute

· respiration  25 breaths a minute

· peak flow  50% predicted or best

· silent chest

· cyanosis

· bradycardia (heart rate < 40 bpm)

· exhaustion



		Airway compromise



		· stridor

· quinsy

· oedema of tongue

· unable to swallow

· saliva/ drooling



		Acute exacerbation of Heart Failure

		· 



		Burns

		· >5%

· Facial/ eye involvement

· Inhalation injury

· Chemical/ electrical involvement



		New CVA

		· 



		Significant DVT

		· Patients with suspected DVT associated with chest pain/SOB or HR > 110



		Haematemesis / Haemoptysis

		· 



		Overdose / Intoxicated and not able to mobilise

		· Are experiencing acute alcohol withdrawal or delirium tremens 

· Are a danger to themselves or others

· Acute mental health presentation compromised by alcohol/drugs

· Unaccompanied by other responsible adult and need a period of observation

· Have taken any drug overdose



		Significant head injuries

		· Clinical concerns about a Cervical Spine injury:

· Neck pain or midline bony tenderness

· Focal neurological deficit

· Paraesthesia in the extremities

· Any other clinical suspicion of cervical spine injury

· Head injury associated with GCS < 13 at presentation

· GCS < 15 when assessed 2 hours after the injury 

· History of significant Loss of Consciousness

· More than one episode of vomiting

· Persistent headache

· Suspected open or depressed skull fracture

· Sign of basal skull fracture 

· haemotympanum, ‘panda’ eyes, cerebrospinal fluid otorrhoea, Battle’s sign

· Post traumatic seizure

· Focal neurological deficit

· Significant amnesia

· Dangerous Mechanism of injury 

· pedestrian/cyclist stuck by a car, ejection from vehicle, fall from over 1 meter or 5 stairs



		Mental health

		· Overdose

· Other significant self harm (adults). NB. Mental Health Trust advice is that this criterion should be open-ended and subject to clinical judgment. For example, a ‘simple laceration’ would be in-scope for the UCC.

· Any self harm (children)

· Severe withdrawal, delirium tremens and withdrawal seizures (as these are very likely to require medical admission)

· Acute psychosis with disturbed behaviour.

· Acute confused state/ delirium

· Require a secure environment (ie the main Emergency Dept) for assessment including suicide risk using current screening tool
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BRENT Urgent Care Centre

Key Performance Indicators and Reporting Requirements 



		Urgent Care Centre Key Performance Indicators 



		KPI

		Description

		Target 

		Baseline

		Consequence

		Reporting Frequency 



		Ambulance Handovers 

		% of non-emergency handovers by LAS taking under 15 mins 

		95%

		90%

		GC9

		Measured monthly 



		Streaming 

		Total and % of patients directed straight to ED.  

Minimum data set for these patients is GP, Patients name, DOB, telephone number, where the patient’s condition is so severe these cannot be captured this is to be completed retrospectively 

		

		

		GC9

		Measured Monthly  



		Adult and over 18’s  Clinical Triage 

		% of adult patients who have their clinical triage and navigation within 30 minutes  

		98%

		90%

		GC9

		Measured monthly 



		Under 18’s Child Clinical Triage 

		% of children ( up to the day of their 18th birthday who have initial brief clinical assessment and navigation within 15 mins 

		98%

		90%

		GC9

		Measured monthly 



		UCC Wait 

		% of urgent patients  treated and discharged from the UCC within 4 hours 

		100%

		98%

		GC9

		Monthly 



		UCC Wait 

		Exception Reporting to be submitted to the CCG lead within 24 hours of  all 4 hour breaches 

		100%

		98%

		GC9

		Monthly



		UCC Routine Appointment times 

		% of routine patients who have waited longer than 30 minutes for a scheduled appointment 

		

		

		GC9

		Monthly



		UCC Routine Appointment times 

		Exception reporting for all routine patients that have waited longer than 30 minutes for a scheduled appointment 

		100% 

		98%

		GC9

		Monthly



		A&E 4 hour wait

		% of patients redirected from UCC to ED with diagnostic test(s) within 2 hours ( impact on A&E performance target)

		98%

		90%

		GC9

		Measured monthly 



		Expected activity 

		Percentage of patients seen treated and discharged or redirected by UCC (includes onward referral into ED speciality)

		=> 60%

		=>50%

		GC9

		Measured monthly 



		GP Information transfer

		% of patients who are registered with a GP who have information regarding their access of the UCC sent to their GP within 6 hours of discharge from the UCC (where the patient consents to this?

		98%

		95%

		GC9

		Measured monthly 



		Unregistered patient assistance to register 

		% of non-registered patients helped to register with a GP.

		> 98%

		90%

		GC9

		Measured monthly 



		Prescribing 

		Adherence to the Brent and Harrow antibiotic guidelines 

		> 80%

		> 70%

		GC9

		Measured monthly 



		Percentage of patients with overall satisfaction of service

		Percentage of patients with overall satisfaction of service, based on a patient questionnaire of design mutually agreed between Provider, commissioner and a PPI representative. Min responses of 100 per quarter in addition to friends and family. Full report to CCG with benchmarking other UCC's.

		80%

		60%

		GC9

		Measured Quarterly  



		Health Visitor/ School nurse transfer 

		Percentage of Health Visitors/ School Nurses who receive information (by electronic transfer) about their patients accessing UCS by 8 a.m. the 2nd working day

		98%

		90%

		Information only 

		Measured monthly 



		Redirection 

		Where a patient who is registered with a Brent GP attends the UCC but it is clinically determined that the patient does not have a requirement for urgent care, then the patient should be positively redirected to a more appropriate setting of care (this excludes transfer to A&E).

		> 6%

		=> 4  

		GC9

		Measured monthly 



		Attendance at Monthly Contract meetings 

		Provider will attend the monthly contract meetings with appropriate members of staff, this is to include a clinical lead. 

		

		

		GC9

		Monthly 



		Unplanned re-attendance rate

		Monthly reporting of the number of patients who have an un-planned re-attendance at UCC within 7 days of their original attendance  and the reasons for the attendance 

		0% 

		2% 

		GC9

		Measured monthly 



		Re-attendance Rate 

		Patients that attend the UCC more than 3 times in a 3 month period are escalated to the patients GP 

		100%

		98%

		GC9

		Monthly 



		Information only KPI’s – Information in this section to be provided by means of a single monthly patient-level data set to allow calculation of these KPIs / percentages by the CCG



		KPI

		Description

		Consequence

		Reporting Frequency



		Adult referrals to ED

		% of adults referred to ED following initial triage 

		Information only 

		Measured monthly



		Child referrals to ED 

		% of Children referred to ED following initial triage 

		Information only 

		Measured monthly



		Adult referrals to UCC

		% of adults triaged and referred to UCC for treatment 

		Information only 

		Measured monthly



		Child referrals to UCC

		% of Children triaged and referred to UCC for treatment 

		Information only 

		Measured monthly



		Diagnostics 

		% of patients requiring diagnostics broken down by 

· X rays

· Bloods

Provider to have in place an SLA with LNWHT that diagnostic tests are returned within 1 hour

		Information only 

		Monthly 



		Speciality Referrals 

		% of patients referred to speciality, this is to be reported by  speciality eg Orthopaedics, Gynaecology, Cardiology, Paediatrics within 2 hours.  

		Information only 

		Monthly 



		Ambulatory Care Referrals 

		% of patients referred to ambulatory care within 2 hours and pathway followed  

		Information only 

		Monthly 



		Routine onward referrals 

		% of patients triaged and identified as routine broken down by adults and children for the following pathways

· Primary Care - Appointments provided within Primary Care at the GP practice 

· Primary Care - Appointment with a clinician at a Primary Care Centre (Currently named Walk in Centres)

· Primary Care - A routine appointment at the Urgent Care Centre 

· Primary Care – Supporting patients to self-care

· Pharmacy – Self-care, pharmacist advice and over the counter medications

· Mental Health  

· Palliative/End of Life 

· Social Care  

· Intermediate Care beds

· Other – CATS 

		Information only 

		Measured monthly

 



		[bookmark: _GoBack]Annual Appraisal

		Compliance with GMC required revalidation for all GPs working in the UCC and keep a record of that documentation on each personnel file.

		Information only 

		Measured monthly

 



		Consultation Audit



		Audit one per cent of all patient consultations notes every three months in accordance with national guidelines.



		Information only 

		Measured monthly

 



		Competency -  Diagnostics

		All practitioners who interpret x-rays in the UCC to attend the Red Dot, or equivalent course

		Information only 

		Measured monthly
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