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Framework for the Provision of Special Allocation Schemes – NHS England London Region - Delegated CCG’s

1. [bookmark: _Toc449618127][bookmark: _Toc491163561]Introduction

Primary Care Commissioners, NHS England and delegated CCG’s, are responsible for commissioning primary care medical services for a number of patients under the Special Allocation Scheme (SAS). The service can be commissioned as a Directed Enhanced Service, Local Enhanced Service or APMS contract and may be offered at an individual CCG level, or CCG’s may opt to offer at scale.

The scheme will provide controlled access to essential and additional services which will include telephone access and where assessed as necessary security escort provision for these patients. 

This framework has been revised in line with the Primary Medical Care Policy and Guidance Manual published by NHS England in November 2017. The purpose of this framework is to provide Commissioners with consistent guidance to support good commissioning of SAS and sets out the background, working with Primary Care Support England (PCSE) and details of the service to be commissioned.

[bookmark: _Toc491163562]Background
The Special Allocation Scheme (SAS) was introduced as The Violent Patient Scheme Directed Enhanced Service in 2004, with the aim of providing a secure environment in which patients who have been violent or aggressive in their GP practice can receive general medical services. 

This scheme allows NHS commissioners to balance the rights of patients to receive services from GPs with the need to ensure that GPs, their staff, patients and other stakeholders deliver and receive those services without the threat or occurrence of violence or who might otherwise have reasonable fears for their safety. 

The regulations covering immediate removal of patients who are violent are contained in The National Health Service (General Medical Services Contracts) Regulations 2015, Schedule 3, Part 2 and The National Health Service (Personal Medical Services Agreements) Regulations 2015 Schedule 2, Part 2.  Removing a patient from a GP practice and then referring them under the terms of this scheme should only be used as a last resort when all other ways of managing the patient’s behaviour have been exhausted.

Since 2004 the SAS has developed and been commissioned under a variety of arrangements with local specifications.  This has led to inconsistencies in services and costs with many services not fit for purpose.

The Primary Medical Care Policy and Guidance Manual published by NHS England in November 2017 under Part B Section, provides Commissioners with consistent national guidance to support good commissioning of SAS. It aims to provide a steer on the implementation of SAS in practice and how to work with Primary Care Support England (PCSE), which is delivered on behalf of NHS England, by Capita Plc

[bookmark: _Toc491163563]Aims
The purpose of this framework and SAS is to ensure that there are sufficient arrangements in place to provide primary medical services for patients who have been subject to immediate removal from a practice’s patient list. Also to provide a stable environment for the patient to receive continuing health care, addressing any underlying causes of aggressive behaviour and providing a safe environment for the individuals involved in delivering that treatment. 

The model does this by:

(i) incentivising providers to retain, on a longer term basis, those patients who are potentially aggressive and who have been removed from a practice’s list because of their violent behaviour. The incentive provides the resources for the provision of essential and additional services, recognises the additional workload created by such patients and should fund specific security investments required by the provider. The intention is to provide a stable environment in which the health needs of the patient can be addressed in a proper and continuing manner

(ii) encouraging providers to work with other primary care practitioners, social services and other agencies to try to identify and treat any clinical and underlying causes of disruptive behaviour to prevent further deterioration

(iii) promoting a continuing understanding of the NHS health and social care system to encourage the patient to use the services in a responsible, appropriate and safe way in the future

(iv) safeguarding the families of patients who have been subject to immediate removal from a practice’s patient list who are, on occasions, themselves subject to removal. Providing a stable environment for treating the patient will, just as importantly, have the effect of providing similar stability for any family members. The medical care needs of the families of patients who have been subject to immediate removal will need to be considered on a case-by-case basis. Often it will be appropriate for them to remain registered with the original practice, which, if necessary, should be protected by an injunction from approaches by the removed person on behalf of family members.




[bookmark: _Toc491163564]Objective
The SAS is for the provision of primary medical services. It should allow for the enhancement of resources for the provider of the service and the provision of services to a specified standard. 

Commissioners must take into account the likely numbers of patients. It is important to ensure that the arrangements which are set up are appropriate for the number of patients likely to be involved.

When patients have been subject to immediate removal from a practice list, the provider must plan and manage treatment of the patient in a way that minimises the risk of violence or disruption to GPs, practice and attached staff and other patients. In managing these problems the delivery of primary medical services may restrict the patient’s access to wider facilities. Additional consideration needs to be given as these patients often have complex and wide-ranging health and social care needs.

The service will be commissioned for a time limited service (via an APMS contract or Enhanced Service SLA) from a single or multiple accountable provider(s) to provide primary medical services, in planned and secure locations where required, to identified patients placed on the SAS. 

The provider of this service will be required to ensure that access to and service provision is managed in a safe and secure manner that could include where required the provision of security escorts to attend an appointment. 

Commissioners will need to develop and agree plans on the most appropriate delivery model for their area. The service can be delivered either at an individual CCG or at scale. 

[bookmark: _Toc491163565]Section A Commissioning the Service

[bookmark: _Toc491163566]A1	Overview
Each individual commissioning CCG needs to assess the number of patients that will need to be in the SAS. It is recommended that each area looks at the number of patients in the schemes over at least the last three years. And also to review how long each patient has been in the scheme. It should be noted that the SAS needs to be reviewing each patient at least once every 6 months to see if they can be referred back into mainstream primary care.

The provider of the SAS will hold a patient list and be required to register each patient referred to the scheme. The provider will then provide primary care medical services to these patients which means there will need to be the associated infrastructure for the provision of the service. 

The infrastructure will be as a minimum –

· Premises that meet minimum standards for the provision of primary medical services in a secure and safe manner.

· Telephone access and call handling

· Approved clinical IT system and on-line facilities

· Adequate and appropriately trained reception and administration staff

· Clinical staffing appropriate for the needs of the “population” being served.

The provider will be expected to develop the infrastructure and staffing to meet changes in the need of the patient list.

Patients placed on this scheme will not have the same rights and choices of the general population. Therefore the commissioner does not have to prioritise geographical distance to access this service when procuring the service; although the travel distance and time should be reasonable. In a highly urban area such as London travelling distance of 10 miles would not be unreasonable. In rural areas this distance may be greater.

Travelling time should also be considered, especially where there are poor public transport links. A reasonable travel time for this service would be no more than an hour.

To note, patients in the SAS need to access services but in a controlled managed manner.  The service is not designed to be a convenient replacement for general primary medical services.
 
A2	Scope of the Service

The key requirements for an SAS are:

· Only patients who fit the criteria should be referred to a SAS and it should not be used for any other purpose.
· There is balance between the right to receive services from GPs with the need to remove a threat or risk of violence to GPs, staff, patients and others in the primary care service environment.
· Referral to a SAS should only be used as a last resort when all other ways of managing the patient’s behaviour have been tried and this is recorded, in accordance with the GP’s contractual requirements.
· Referral should be based on behaviour occurring as part of the delivery of GP services only and not based solely on past historical records.
· Referral can be made without prior warning in cases of physical violence and serious non-physical violence and resulted in the involvement of the police or the recording of the incident with police. Under the SAS, designated GP practices/providers will provide services to patients by prior appointment and at specific locations and times as detailed in individually agreed contracts.
· The SAS will provide essential and where appropriate additional and enhanced services under controlled conditions. 
· A risk assessment of each patient must be completed including where necessary a personal risk assessment by staff providing services to patients on the SAS. 
· Access to these services should be provided in ways that are deemed safe and clinically appropriate. This includes the use of security escorts up to half an hour before and after any face to face consultations.
· The inclusion of a patient on an SAS should be reviewed regularly to determine whether their behaviour has improved to the extent that they can receive services through a local “mainstream” GP service

The SAS should as a minimum provide –

· Call handling should be available in line with GMS core hours, i.e. 8:00am to 6:30pm.
· Appointments for consultations, including but not limited to face to face or telephone, should be offered within a clinically appropriate and responsible amount of time. The expectation is a normal appointment is offered within one week.
· The clinical services provided will be as described under GMS/PMS for essential and additional services.
· Prescriptions will be issued to the patient’s nominated pharmacy and the SAS will ensure that the pharmacy is informed that the patient is going to collect the prescription.
 
The commissioner will need to decide, following consideration of the above points the appropriate commissioning route. This will either be an Enhanced service (SLA) or an APMS contract.

If the commissioner decides that only one or a small numbers of CCGs are covered then an APMS contract may not generate sufficient number of patients to be value for money. This will be due to the fixed infrastructure costs, e.g. premises and clinical staff. The commissioner would then be advised to use the Enhanced Service route that is only available to existing GP practices.

The Enhanced service route may mean that it is difficult to get suitable interest from existing practices due to the nature of the specification.

The APMS route will require sufficient numbers of patients for it to be cost effective. Therefore it is recommended that commissioners give suitable and detailed consideration to procuring the SAS at STP level as a minimum. The need to provide reasonable distances to access the service will also need to be considered and could mean that more than one site is required.

A3	Referral into the SAS
The Regulations regarding the removal of patients who are violent is specific in terminology and the Regulations require that GMS and PMS contracts provide for "Removal from the list of patients who are violent". 
However, within the Regulations it is further specified that the grounds on which a contractor may request that a person be removed from its list of patients with immediate effect are that "the person has committed an act of violence against any of the persons specified in subparagraph (2) or has behaved in such a way that any of those persons has feared for their safety".
The Commissioner should therefore be clear that violence does not have to be physical or actual. It can be perceived, threatened or indeed a perceived threat of violence. A person's fear for their safety can also be actual or perceived.  If a patient's behaviour is such that it warrants removal from the patient list and placing them on a SAS (if they wish to continue receiving primary medical care), then the Regulations require that the incident is reported to the police.
In the case of the patients whose behaviour is disruptive but falling short of the above grounds, Commissioners should discuss with the practice if the patient should instead be removed from the practice on the alternative ground of irrevocable breakdown in the relationship between the person and the contractor see paragraph 24, Schedule 3, Part 2 of the GMS Regulations and paragraph 23, Schedule 2, Part 2 of the PMS Regulations). 
All practices need to be fully aware of and understand the process for immediate removal of a patient. The following guidance is taken directly from the Primary Medical Care Policy and Guidance – 
In summary, where a patient's behaviour is deemed within the scope of this section (i.e. SAS):
The Regulations require that, for a patient to be removed from a practice list, the practice must report the incident to the police.  The following 10 point process is designed to work in all but very exceptional circumstances. Those infrequent and exceptional cases relate solely to commissioner instigated allocations (for example a patient that falls within the remit of a SAS allocation, but with no recent removal from a GP Practice i.e. previously unregistered) and must be discussed and agreed with NHS England in advance.
1. The Practice calls the police to report the incident (which is required under the regulation) and obtain a response (if required) and police incident number. Where possible this should be at the time of reporting but in any case, a police incident number must be included within written report provided by the practice within 7 days (a contractual requirement under ‘reasonable requests for information’).
2. The Practice requests an immediate removal from NHS England's Primary Care Support England ("PCSE") service provided by Capita at. This request can be by phone (visit https://pcse.england.nhs.uk/contact-us/ for contact details) or email pcse.immediateremovals@nhs.net. PCSE will request the police incident number [Note: this is different from a crime reference number, which can only be allocated by the police once it has been established that a crime has been committed. The police will however record an incident number on police systems for all incidents according to Home Office Counting Rules ("HOCR")]. If the Practice does not have a police incident number at this point (which should be in exceptional circumstances only), the Practice will be asked to provide details of the date, time and mechanism (i.e. 999, 111, local number) via which the incident was reported to the police. The absence of an incident number will not delay the immediate removal of a patient. 
3. PCSE removes the patient from the Practice list and informs the appropriate Commissioner.
4. The Regulations require that the Practice notifies the patient in writing that a request for removal has been made, unless to do so would harm the patient's physical or mental health or put other's on the Practice premises at risk.
5. PCSE allocates the patient to a local SAS provider. Commissioners are responsible for commissioning SAS either from GPs or other provider.
6. PCSE notifies the patient in writing (standard letter at Appendix 6) that they have been removed from the Practice list (as per the Regulations (25.7)) and also, allocated to the SAS provider..
7. The Practice provides a follow up report in writing to the Commissioner (sample available at Appendix 2), within 24 hours where possible but before the end of a period of seven days beginning with the date on which notice was given. Where the Practice was unable to provide a police incident number initially; the practice will be asked to include this in the report (under the contractual requirement for reasonable requests for information). 
8. Following 7 days from the incident, the Commissioner and PCSE will liaise to ensure an incident number has been received (either by PCSE or via the written practice report to the Commissioner). In the event an incident number has not been provided, the Commissioner will contact the provider to ensure one has been obtained and provided.
9. The  SAS provider will ensure risk assessment and regular monitoring is in place to enable the patient to be repatriated back in to main stream Primary Care as soon as is feasible.
10. The SAS provider will notify PCSE when choice has been returned to the patient and they have been removed from the SAS. This will ensure the patients records are amended accordingly (i.e. VP flag removed from patient record) allowing them to re-register at their chosen practice. [Note: Commissioners should ensure this is included in any future SAS contracts awarded and where possible, seek to make arrangements for this to be added to existing contracts].

A4	Review and Discharge

Following a referral to the SAS, the provider will undertake an initial assessment of the patient at the first appointment and develop a care plan as required. 

As part of the initial assessment the provider shall complete a thorough risk assessment for each patient to determine the level of security and safety measures required.

The provider will need to ensure that safety measures are in place to protect staff, patients and visitors from untoward incidents with the risk assessment reviewed and updated as required.

Patients should be invited for review at least on a six monthly basis.

A patient on the SAS will usually remain on the scheme for a minimum of 12 months, with the exception of an upheld appeal or the break clause of six months, which is considered by the provider, only when the patient has been reviewed on a minimum of three occasions within the previous six months.

At this point, the patient could be removed from the scheme if there is clear evidence of changed behaviour, with the aim being to try and tackle the underlying causes of their behaviour, and rehabilitate them, as far as possible, through counselling and/or other forms of treatment.

Patients who do not co-operate, or show no signs of change in behaviour, will remain registered with the designated practice for a minimum of 12 months.  This will be the case even if the patient changes address but remains within the commissioning area.  

Where the patient changes address and moves out of the area, the patient will be transferred to a provider of the SAS in the area where they have moved into.    

A5	Costings

The 2004 guidance on the VPS DES gave national benchmark pricing for providing the service. The pricing was for GP practices providing the Enhanced service and after taking into account the cost of living increase since 2004 the approximate costs are as follows –

Retainer fee	 			£2,850 per annum
In-hours consultation fee		£60 to £115 per consultation
Out of hours consultation fee	£70 to £140 per consultation
Infrastructure costs			£3,550 per annum

To reiterate these approximate costings are for a local GP enhanced service and are on top of the normal capitation fee paid to the practice for registering the patient.

Consideration should also be given to start-up costs for any immediate changes required for example to the premises, to provide the service and a training budget.

If procuring an APMS contract, similar costings to the above can be used. In addition the following will need to be taken into account –

· Capital costs for premises
· Revenue costs for rent and rates reimbursement 
· Revenue costs for facilities and equipment
· IT capital costs
· IT revenue costs
· Revenue costs fixed for staffing, clinical and admin to ensure minimum access to service and treatment

Premises and infrastructure costs are specific to geography and actual premises and rooms etc. and therefore are very difficult to model generically. However estimates for overall staffing costings (including on-costs) could be as follows. These are indicative only and commissioners must model these using local costings and market forces – 

1 WTE GP				£110,000
1 WTE Practice manager		  £40,000
0.25 WTE Practice Nurse		  £20,000
1.5 WTE reception/admin		  £35,000
0.5 WTE security			  £20,000


Section B SAS Sample Documents

To assist Commissioners develop and commission robust Special Allocation Schemes a number of documents and guidance has been produced. 

It is expected that the SAS will as a minimum meet the criteria and requirements in the following documents: 

Appendix 1 – Commissioning a robust SAS
Appendix 2 – Sample Service Specification
Appendix 3 – Sample Violence reporting Form
Appendix 4 – Sample Risk Assessment Form
Appendix 5 – Sample Good Conduct Form
Appendix 6 – Draft patient letter from PCSE
Appendix 7 – Commissioner (NHS England/CCG) Responsibilities and
  processes for referrals onto SAS
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[bookmark: _Toc483740375]Commissioning a robust SAS



Services to be provided

[bookmark: _Toc483740376]General Provisions



[bookmark: _Toc493831279]Services under a SAS should be provided as follows:

Call Handling and appointments

All appointments for patients on a SAS should be made via a designated call handling provider contracted or otherwise provided by or the SAS provider. If the SAS provider is within a larger general practice, no patient on the scheme should directly contact the provider practice on the normal practice telephone number. Providers of SAS should not give out or confirm any information regarding their normal place of work to the patient.

Call Handling is required for all patients to access the service; this should be a low cost or local call for all patients in England. The call handling service (if provided separately) will liaise with the SAS provider, patient, security escort provider and staff at the location of clinic to arrange the appointment.

Call Handling is required to request a telephone consultation or relay a request for repeat medication to the GP provider if the patient requests this service.

The patient should be able to request a face-to-face consultation with a GP or a telephone consultation, and there should be clinical triage for the final decision.

Face-to-face consultations should be held in appropriate secure rooms. Commissioners should ensure there are sufficient security staff on the premises half an hour before the patient’s appointment and at least half an hour after the patient has left the premises or the GP has left the premises if the appointment is held away from their own site. The security escorts will have access to a risk assessment to inform them of any potential risks.

SAS providers are not routinely expected to deliver home visits but in exceptional circumstances if one is required, then the patient should consult with the Commissioner

Security Escorts are required to attend the venue for a scheduled appointment. Two escorts should arrive 30 minutes before an appointment and liaise with the Matron or equivalent on site. The security escorts will have access to a risk assessment to inform them of any potential risks (3.6. relates).

Opening Hours

Contracts with SAS providers should require patient access to services, in line with core GP contract requirements, access to registered patients during the hours of 8am-6.30pm Monday to Friday excluding bank holidays, or as set out in their contractual terms. This will include face to face and telephone consultations. As innovative and new ways of working within General Practice are encouraged, it would be desirable, but not essential, should the provider have the ability to provide consultations through Skype and/or email under the right governance framework.

NHS England expects that all registered patients requesting an appointment receive one within a clinically appropriate and responsible amount of time. NHS England would expect this usually to take place within a maximum of 1 week from the request.

Prescriptions

If the patient requires a prescription the provider will ask the patient to nominate the pharmacy from which they wish to collect that prescription.  The provider will then call the pharmacist to inform them that the prescription for this patient is to be transferred to them, or that the patient is going to be collecting their prescription from them following the consultation. The provider is also expected to inform the pharmacist of any issues surrounding the patient in order to maintain their safety.

Clinical services

In most cases the SAS will be delivered under an APMS contract, the Commissioners expect that providers will subscribe to the core requirement of the provision of primary care essential services to NHS patients under a GMS/ PMS contract, namely, “the management of” such patients. “Management” of a patient includes:

1.1.1 Offering consultation and, where appropriate, physical examination for the purpose of identifying the need, if any, for treatment or further investigation; and

1.1.2 The making available of such treatment or further investigation as is necessary and appropriate, including the referral of the patient for other services under the GMS/PMS contract and liaison with other health care professionals involved in the patient’s treatment and care

1.1.3 The SAS provider will provide comprehensive and high quality primary medical services within reasonable distance to the patient’s home (where possible), including specifically: active management of long term and chronic conditions: patient referral, engagement and liaison with supplementary services where available routinely within the area, including specialist mental health services, drug and alcohol services and those available through secondary services.

The SAS contract will include the following primary medical services:

Essential Services

Management of patients who are ill or believe themselves to be ill, with conditions from which recovery is generally expected, for the duration of that condition, including relevant health promotion advice and referral as appropriate, reflecting patient choice wherever practical;

General management of patients who are terminally ill; and

Management of chronic disease in the manner determined by the practice, in discussion with the patient.

Additional Services

Cervical screening;

Contraception services;

Vaccination and immunisations; and

Minor Surgery (curettage & cautery).

Enhanced Services

Where commissioned

As it is likely that some of the patients on the SAS will have or have had a history of substance misuse, provider experience in this area is considered should be considered critical, as well as having good working relationships with local specialist teams for onward referral and support to patients for rehabilitation.

The provider should deliver a standard of care equivalent to that required under the Quality Outcomes Framework (QOF).

Administrative services

The provider is required to hold the patient’s notes and associated records as a registered patient.

The provider is expected to take responsibility for encouraging patients to engage with the service.

Following the removal of the patient from the SAS, the provider is expected to ensure that the patient has sufficient medication as appropriate, understands that they have can freely choose a mainstream local practice and how to find and contact a practice via NHS Choices (http://www.nhs.uk/service-search/GP/LocationSearch/4). The provider should also ensure that the patient is aware of any referrals made, or any additional follow up appointments required or medical certificate due to expire, with a view to encouraging the patient to reregister with a local mainstream GP Practice . Once the patient registers with a new practice they will receive the patient’s full medical history and so will be aware of their history on the scheme. Patients are informed that this will happen in the letter (or other communication) that they receive to inform them that they have been removed from the scheme.

Monitoring

The Status of each SAS patient should be reviewed every 6 months. 

The SAS Provider will co-ordinate a report in line with the NHS England template for each SAS patient due to be reviewed at the SAS Patient Review Panel, which is held quarterly. This includes a GP report, call handling report, contacts with Emergency Departments and security report. The provider will co-ordinate reports from other agencies such as the Ambulance Trusts, Local Security Management Service reports from Acute and Community Trusts/Providers.

The SAS Scheme should be reviewed biannually. 

The SAS Provider will attend the quarterly Panel Review meetings at the SAS Scheme Review Meetings held twice a year, in addition to any contract monitoring and performance meetings.

[bookmark: _Toc483740378]Provider Requirements

[bookmark: _Toc483740379]Safeguarding

All staff, clinical, administrative and security should be trained in basic safeguarding for children and vulnerable adults, and all doctors and nurses will have received more advanced training and updates every three years. Please note that doctors are expected to have Level 3 safeguarding.  The provider will work with all agencies to develop locally as required and adhere to all national safeguarding policies and processes and requirements.

[bookmark: _Toc483740380]CQC Registration

The provider must be registered with the CQC in order to provide primary medical services. Registration with the CQC takes a minimum of 12 weeks. Any cost implications will be at the providers’ own cost.

[bookmark: _Toc483740381]Quality Assurance and Clinical Governance

[bookmark: _Toc483740382]The SAS provider will operate an effective, comprehensive System of Clinical Governance with clear channels of accountability, supervision and effective systems to reduce the risk of clinical system failure. This will be an element within an effective and comprehensive System of Integrated Governance. The provider will identify the clinical lead to be clinical governance lead and provide leadership to the team delivering primary medical care services.

Disaster Recovery / Business Continuity

The SAS provider is required to have arrangements for business continuity in the event of an incident or emergency during the life of the contract. This plan should show how the service would be delivered and maintained during an incident or emergency. It must include provision for continuity and prompt restoration of all information management and technology systems (see further section 1.7) Please refer to the latest guidance at: https://www.england.nhs.uk/ourwork/eprr/bc/

[bookmark: _Toc483740383]Workforce

The provider must ensure an adequate number of appropriately qualified and experienced clinicians are in place to deliver the services to the required standard, and to ensure adequate and timely cover for periods of sickness, study and annual or other periods of leave.

Where the provider intends to sub-contract services or provide services through the use of agency, locum or self-employed workers they must evidence how they will ensure that all workers meet all of the criteria and standards required of staff who may be directly employed to provide these services.

All doctors employed to deliver medical services must be registered with the General Medical Council.

All doctors employed to deliver medical services must be on the National Performers list.

[bookmark: _Toc483740384]Participation in Appraisal and Medical Revalidation

All doctors will participate in the appropriate GP Appraisal Scheme for medical revalidation and the provider will support the doctors in developing their portfolio of supporting information, including regular patient surveys to provide feedback for the clinicians and the service, significant event reviews, clinical audits etc.

The provider will ensure that the local clinical service lead will have a role in determining the Personal Development Plans for the clinical staff to ensure that the clinical team have the appropriate skills, training and updates appropriate for the service.

[bookmark: _Toc483740385]Information Governance and Confidentiality

The provider will ensure high standards of information governance for the service and reassure patients of the importance of patient confidentiality. The provider will also maintain high standards in relation to “Information Sharing Protocols” which may exist between agencies to ensure the appropriateness of the information to be shared with other agencies. The provider will complete the NHS IG Toolkit and achieve a minimum of level 2 compliance in all requirements to provide assurance of continued high standards. Note: All staff should be trained in information governance]

The provider will ensure that all sub-contractors are familiar with the principles of information governance and are able to provide assurance to NHS England that they are consistently applied when supporting the SAS service. See further detailed requirements Equipment Requirements.

[bookmark: _Toc483740386]Maximising Technology and Information Flow

The provider will wherever possible use the opportunities that technology provides to improve patient care and experience. Telemedicine, tele-health and tele-care all have important roles in communication, monitoring and reducing the need for travel for a range of conditions and patients. The provider will endeavour to acquire and use the technology reasonably available to it to improve communication and information flows so as to build a wider clinical network to access up to date information to support patient care.

The provider will ensure that all staff, clinicians, non-clinicians and contractors have the appropriate IT skills and training to use the technology and to use appropriate strategies to find relevant information on a topic to support good quality care. Refer to the section on Information Management and Technology).

[bookmark: _Toc483740387]Incident Reporting

The provider will have systems to record and report any serious incidents in line with NHS England’s Information Security Incident Reporting Procedure (SIRI). In addition, all incidents involving patients using this service must be reported within 24 hours to PSCE (delivered via Capita) at pcse.immediateremovals@nhs.net 

[bookmark: _Toc483740388][bookmark: _Toc483740389]Risk Assessment

NHS staff have the right to work in an environment that keeps them safe from violence and aggression, enabling them to deliver the highest quality service and patient care.

All staff are potentially vulnerable to violence and aggression and the employing organisation has a legal obligation to have strategies in place to mitigate the risks. 

Under the Health and Safety at Work Act 1974 and the Management of Health and Safety at Work Regulations 1999 employers have a duty to ensure the health, safety and welfare of their staff.  Where they may be at risk, this must be assessed, documented and staff provided with adequate information, instruction and training. 

It is important that NHS funded providers recognise the need for training staff in violence and aggression.  There is a legal requirement to ensure that those advising and training others in the safe management of violence and aggression have the appropriate skills and knowledge. 

A Training Needs Analysis should be undertaken by the SAS provider to identify the level of training that is required for its staff at the outset of any contract, as part of regular risk assessments and following the introduction of additional control measures.

SAS providers should comply with the risk based / risk assessment approach detailed in Appendix five. 

[bookmark: _Toc483740399]Premises

The SAS provider will be responsible for the state and costs of their own premises and the use of any premises from which they offer primary medical services

The provider shall:

1.1.3.1 Ensure that all reasonable care is taken of the facilities;

1.1.3.2 Ensure that the consultation rooms have all been fully risk assessed by and are safe places to provide care; 

1.1.3.3 Observe all reasonable rules and Regulations and policies that NHS England makes and notifies to the Provider from time to time governing the Provider’s use of the facilities; and 

1.1.3.4 [bookmark: _Toc483740400]Ensure staff attend induction briefings for the building that will address issues such as security & fire safety etc.

Manage the overall facilities requirements for their own premises and work with the owners and tenants of the other premises that they use.

[bookmark: _Toc483740401]Equipment: General Requirements

[bookmark: _Toc483740402]Standards

The SAS provider must ensure that all equipment used in the delivery of the service ("Equipment") is fit for purpose and complies with statutory requirements and the latest relevant British Standard or European equivalent specification. This applies to Equipment supplied directly by the provider ("Provider Equipment) and to Equipment made available to the provider by the NHS England, both fixed and mobile, for the purposes of delivery of the service and operation of the facilities.

The provider must provide, install, operate and maintain all Equipment in accordance with all applicable laws and manufacturers' instructions.

The provider must ensure the Equipment does not cause interference with or damage to equipment used by others.

The provider should have processes for the backup of systems- this may be covered by the Information Governance Statement of Compliance (IGSOC) toolkit.

[bookmark: _Toc483740404]Consumables

Providers must ensure that consumables are stored safely, appropriately and in accordance with all applicable laws, good practice guidelines and suppliers' instructions.

[bookmark: _Toc483740405]Management of Equipment

The proper and adequate control of Equipment is an important aspect in the safe and effective delivery of the Services.  The provider is responsible for making arrangements:

· To establish and manage a planned preventative maintenance programme;

· To make adequate contingency arrangements for emergency remedial maintenance;

· To make arrangements for the provision of substitute equipment to ensure continuity of the services;

· To ensure compliance with statutory requirements, including Health and Safety standards, and appropriate British Standards concerning the inspection, testing, maintenance and repair of equipment; and

· To maintain records open to inspection by the Commissioner of the maintenance, testing and certification of the Equipment.

[bookmark: _Toc483740406]Information Management and Technology

[bookmark: _Toc483740407]Overview 

The provider will need to ensure that the appropriate information management and technology is in place to support the medical services. This includes the call handling and telephony elements of the service.

[bookmark: _Toc483740408]Standards and compliance 

The provider must ensure that appropriate “IM&T Systems” are in place to support the medical services. “IM&T Systems” means all computer hardware, software, networking, training, support and maintenance necessary to support and ensure effective delivery of the Services, management of patient care, contract management and of the primary care medical business processes, which must include:

· Clinical services including ordering and receipt of pathology, radiology and other diagnostic procedure results and reports;

· Prescribing;

· Individual electronic patient health records;

· Inter-communication or integration between clinical and administrative systems for use of patient demographics;

· Access to knowledge bases for healthcare at the point of patient contact; and

· Access to research papers, reviews, guidelines and protocols.

The provider’s IM&T Systems must comply with the following standards as appropriate to the services commissioned from the Provider:

· GP Systems of Choice (GPSoC) programme;

· Referrals and booking;

· NHS Terminology Service, NHS Classifications Service and Healthcare Resource Groupings;

· Alternative Medical Services (APMS) contract; and 

· Information Governance Toolkit. 

[bookmark: _Toc483740409]GP Systems of Choice Programme 

The provider must use clinical systems that comply with the GPSoC programme. The provider must also comply with the standard terms and conditions of the GPSoC programme as may be updated from time to time. 

NHS Digital has issued a specification that sets out the requirements for IM&T systems and infrastructure needed to support clinical applications in use in primary care, now and in the future, including the GPSoC programme.  These applications include:

· E- Referral System: use of the Directly Bookable Service(DBS) for all patient referrals into secondary care; 

· N3: use of the national network for all external system connections to enable communication and facilitate the flow of patient information; 

· Summary Care Record: includes essential health information about any medicines, allergies and adverse reactions derived from their GP record. 

· Electronic Transfer of Prescriptions (ETP): use of the electronic prescribing service for supply, administration and recording of medications prescribed and transmission to the Prescription Pricing Division (PPD); 

· GP2GP: use of GP2GP so that patient records are transferred electronically when a patient registers with a new practice; 

· Patient Demographic Service (PDS): use of the PDS to obtain and verify NHS Numbers for patients and ensure their use in all clinical communications; 

· NHS Mail: use of the NHS Mail email service for all email communications concerning patient-identifiable information or the appropriate local solution; and 

· Calculating Quality Reporting Service (CQRS): use of CQRS to demonstrate performance against QOF and enhanced Service achievement targets to support quality improvements in services provided to patients. 



[bookmark: _Toc483740410]Referrals and Bookings 

The provider’s IM&T Systems must be effective for referrals and bookings including appointment booking, scheduling, tracking, management and the onward referral of patients for further specialised care provided by the NHS, independent sector or social care and must be compliant with Choose and Book requirements including the use of smart cards. Care must be taken to inform those organisations to which the SAS patients are referred that they are on the SAS and those organisations should liaise with their own Local Security Management Service as to how best to manage the patient’s referral and care.

NHS Terminology Service, NHS Classifications Service and 	Healthcare Resource Groupings

The provider must comply with NHS Terminology Service (NHS TS), NHS Classifications Service (NHS CS) and Healthcare Resource Groupings (HRG) including:

· Read Codes and migrate to SNOMED CT (UK Edition) when available; 

· NHS Dictionary of Medicines and Devices; 

· Office of Population Census and Surveys (OPCS) version 4.3; 

· National Intervention Classification Service (NIC); 

· International Classification of Disease (ICD) version 10; and 

· Healthcare Resource Groupings (HRG) version 4. 

[bookmark: _Toc483740411]Provision 

The provider must provide the necessary IM&T Systems and infrastructure to support the delivery of primary medical care services, contract management and business processes. This should be in line with NHS Digital's  GPSoC guidance. It would be preferred if the GP clinical system to be used in the surgery was a hosted, fully ITK2, compliant system.

The provider must have in place appropriate, secure and well managed IM&T Systems which properly support the efficient delivery of the services and comply with specific requirements and the underpinning standards and technical specifications set out in this chapter.

In making their selection, the provider should note that within the GPSoC framework, the provider may choose the IM&T Systems that it implements and uses, providing they support all requirements and adhere to the relevant standards described in any Contract specification.  In the table below responsibilities are shown to demonstrate where responsibility for provision lies.

[bookmark: _Toc483740412]Costs

The data below shows from where the cost of IT is met.



		Description

		GPSoC or Provider



		Hardware

		



		GP Server Solution or Hosted Server solution 

		GPSoC



		Local area network, Hubs and Switches 

		GPSoC



		Wide area networking and N3 

		GPSoC



		Desktop PCs and printers, scanners 

		GPSoC



		Software 



		GPSoC compliant clinical system 

		GPSoC



		Other clinical systems 

		Provider



		Virus protection. 

		GPSoC



		Business applications for finance, HR/payroll, Document Management 

		Provider



		Support and maintenance 



		Helpdesk, desktop, email admin, network, N3 

		GPSoC



		GP Clinical system support 

		GPSoC



		Any support not listed 

		Provider







1.1.4 Training and related support

GP Clinical system			GPSoC

All other training			Provider

[bookmark: _Toc483740413]Testing 

The provider must undertake testing of the IM&T Systems proposed, including those supplied by NHS England, by the provider, by third party suppliers and also of any interfaces and inter-working arrangements between parties or systems, so as to guarantee compliance with all appropriate standards and to prove operational effectiveness.

[bookmark: _Toc483740414]Reporting 

The provider’s IM&T Systems must facilitate information gathering and reporting to meet performance management commitments under any Contract specification and other statutory or other obligations

[bookmark: _Toc483740415]Information Governance and Security

The provider must put in place appropriate governance and security for the IM&T Systems to safeguard patient information. 

The provider must ensure that the IM&T Systems and processes comply with statutory obligations for the management and operation of IM&T within the NHS, including, but not exclusively: 

· Common law duty of confidence; 

· Data Protection Act 1998 and all subsequent applicable data protection laws (Including subject access rights)  

· Access to Health Records Act 1990; 

· Freedom of Information Act 2000; 

· Computer Misuse Act 1990; and 

· Health and Social Care Act 2001, all as amended from time to time. 

There is a statutory obligation to protect patient identifiable data against potential breach of confidence when sharing with other countries. 

The provider must meet prevailing national standards and follow appropriate NHS good practice guidelines for information governance, records management and security, including, but not exclusively: 

· NHS Confidentiality Code of Practice; 

· Information Security Management: NHS Code of Practice

· Registration under ISO/IEC 17799-2005 and ISO 27001-2005 or other appropriate information security standards; 

· Adherence to the Caldicott principles and guidelines; 

· Appointment of a Caldicott Guardian; 

· Appointment of an Information Governance Lead

· Information Governance Alliance Records Management Code of Practice for Health and Social Care 2016; 

· Data quality standards under the former requirements of the IM&T Directly Enhanced Service; 

· Clinical governance in line with the NHS Information Governance Toolkit; 

· Information Governance Statement of Compliance (IGSoC); 

· Good practice guidelines for general practice electronic records and smart cards. 

· Implementation of policies on security and confidentiality of patient information and a risk and incident management system; 

[bookmark: _Toc483740416]Clinical Information 

To ensure the quality and safety of patient care, the IM&T Systems must also support: 

· Management of all clinical services including ordering and receipt of pathology; radiology and other diagnostic procedure results and reports; 

· Prescribing; 

· Maintenance of individual electronic patient health records; 

· Inter-communication or integration between clinical and administrative systems for analysis of patient demographics; 

· Access to knowledge bases for healthcare, such as Map of Medicine, at the point of patient contact; 

· Access to research papers, reviews, guidelines and protocols; 

· Communication with patients, including hard-to-reach groups, to support provision of quality care, including printed materials, telephone, text messaging, website, and email; 

· Regular cleansing of the list of registered patient to ensure that it is up to date avoids ghost patients; 

· The maintenance of detailed records as to diversity and protected characteristics; and

· The maintenance of up to date contact details for patients. 

[bookmark: _Toc483740417]Disaster Recovery 

1.1.5 No failure of NHS Digital, NHS England or any other subcontractor supplying IM&T services or infrastructure will relieve the provider of their responsibility for delivering primary medical care services. Therefore, the provider must have an IM&T Systems disaster recovery plan to ensure service continuity and prompt restoration of all IM&T Systems in the event of major systems disruption or disaster.

[bookmark: _Toc483740419]Equality, Human Rights and Patient Focus 

It is critical that the services are accessible to the whole population and that providers recognise the differing needs of the diverse community. This can include, but is not exclusive to: accessibility to all elements of the service, and all premises; ability to contact the service; communication and language needs; and an understanding of different cultural need.

It should be explicit in the contract specification that, subject to patient consent, the medical primary care provider must gather diversity data on all of their patients, both new and existing, covering all protected characteristics so that they may better understand their individual needs and are able to offer a personal, fair and diverse service to the whole population. The protected characteristics are:

· Age;

· Disability;

· Ethnicity, including race and nationality;

· Gender reassignment;

· Marriage and civil partnership;

· Maternity and pregnancy;

· Religion and belief;

· Sex;

· Sexual Orientation.

Disabled people and people with learning disabilities may also require information to be made available in alternative formats. It is expected that the provider will ensure that when needed patients have access to Makaton and British Sign Language Interpretation and that routine patient information is available in an easy read format. Providers must demonstrate how they intend to ensure that these requirements are met. Public Sector Equality and Human Rights Duties are enshrined in legislation and are as critical for organisations delivering services on behalf of the NHS as they are for the NHS itself.

The SAS provider will complete an Equality Impact Assessment (EIA) annually. The template can be provided by NHS England. The EIA will cover these characteristics: age, disability, gender, gender identity, race, religion or belief, pregnancy and maternity and sexual orientation. The output from the EIA should demonstrate the provider is delivering equitable service.

[bookmark: _Toc483740420]Individual Patient Monitoring 

As part of the contract agreed with the Commissioner  the provider of the SAS will be performance monitored and as per the sample service specification, the provider is required to complete a monitoring form (sample below) ahead of every SAS review meeting and submit this (pseudonymised) directly to the Commissioner.

The type of information that should be collected for each patient accepted on to the SAS is (as a minimum but not limited to):
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[bookmark: _Toc483740421]Contract Monitoring – Key Performance Indicators 

As part of the contract agreed with the Commissioner, the provider of the SAS will be performance monitored and expected to meet the Key Performance Indicators (KPIs) outlined below:

Breach of any of the KPIs below will result in the consequences as outlined in the APMS contract with the SAS provider. These are subject to annual review.



		Requirement

		Monitoring Frequency

		Measurement / Threshold



		The provider will measure its own activity and submit a quarterly pseudonymised activity report to NHS England

		Quarterly

		



		All face-to-face appointments offered to patients on the SAS should take place within 1 week and based on a clinically appropriate basis.

		Quarterly

		85-95% for the first quarter of the first year of the contract. 95% thereafter.



		The provider will collect information on appointment waits, and report this in the quarterly activity report to NHS England.

		Quarterly

		



		All telephone consultations offered to patients on the SAS should take place within 1 week and based on a clinically appropriate basis.

		Quarterly

		85-95% for the first quarter of the first year of the contract. 95% thereafter.



		The provider will collect information on appointment waits, and report this in the quarterly activity report to NHS England.



		Quarterly

		



		The provider will ensure that all the necessary paper work for the reports needed at the quarterly SAS Patient Review Panel is completed. This should include: A GP Report and a call handling report, security report, and/information on what the provider has done to encourage & foster engagement over the last 6 months with the patient.

		Quarterly – completed and sent to commissioner  at least 8 working days prior to SAS Patient Review Panel meeting.

		85-95% for the first quarter of the first year of the contract. 95% thereafter.



		The provider will share with NHS England how many SAS patients are being treated for substance misuse, and how many are receiving shared care support.

		Quarterly

		85-95% for the first quarter of the first year of the contract. 95% thereafter.



		The provider will share with NHS England how many SAS patients are being treated for substance misuse, and how many are receiving shared care support.

		Quarterly

		





[bookmark: _Toc483740422]Sample Service Specification

The sample full service specification, Appendix 2 below is an example of good practice. This could be used by Commissioners and adapted to suit any specific requirements within the commissioning geography.  For example, some Commissioners may be more familiar with various elements of SA schemes and therefore require some but not all of the templates contained either within the below full specification or other templates throughout this guidance document.

Note: If using or modifying this sample service specification, you should ensure that it fully meets with the requirements and any KPIs set out in this overarching SAS chapter.  It is provided as a guide.

[bookmark: _GoBack]
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Data Group Data Item


Name


Date of birth


NHS number


Address


Placed on VPS - Date/Site


Review Date


Previous Review Date & Outcome


Patient History / Summary


No of GP Appointments 


No of Telephone consultation


No of A&E attendances


No of referrals to other organisations and details of those 


referrals 


No telephone Prescription requests 


Last Contact Date & Summary


Completing GP


Do you consider the patient ready to return to general practice


Any underlying medical conditions or known risks


Incidents(Date, Place)


Comments


Incidents(Date, Place)


Comments


Incidents(Date, Place)


Comments


Patient details


Activity in the last 12 months


Provider comments


Security


LSMS Comments/Incidents


SWAST Comments/Incidents





image2.emf
Appendix 2


Appendix 2
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Schedule 1

Service Specification



Part A

General Service Delivery Requirements



The Contractor shall provide GP led primary medical care services as set out in this Schedule 1, Part B to patients registered on the Violent Patient Scheme (VPS), in accordance with the requirements set out in this Schedule 1 -  Part A. 

  

1. Equity of Access



1.1 The Contractor shall: 



1.1.1. not discriminate between Patients on the grounds of medical condition, age, sex, sexuality, ethnicity, disability, or any other non-medical characteristics;



1.1.2. not discriminate as per the requirements set out in the APMS contract clause 78;	



1.1.3. utilise the available professional translation services currently commissioned by the Commissioner (or where this is no longer available, source own professional translation services):

i. as required for all non-English speaking Patients during all consultations;

ii. to provide appropriate translations of materials describing procedures and clinical prognosis, where it is normal procedure to provide such materials in English, for the languages most commonly spoken by Patients who are likely to use the Services; and



1.1.4. take reasonable steps to proactively deliver health promotion and disease prevention activities to all Patients including those from hard-to-reach groups.  The Contractor acknowledges that a hard-to-reach group shall include but not be limited to the following:

i. those who do not understand written or spoken English; 

ii. those who cannot hear or see, or have other disabilities; 

iii. working single parents; 

iv. asylum seekers or refugees; 

v. those who have no permanent address; 

vi. seasonal migrant workers and immigrants;

vii. gypsy travellers;

viii. black or minority ethnic communities; 

ix. adolescents; 

x. elderly; 

xi. those who have mental illnesses; 

xii. those who misuse alcohol or illicit drugs; and

xiii. those who are unemployed.



1.2 The Contractor acknowledges that to improve equity of access for black and minority ethnic (“BME”) Communities, it is important to collect information on ethnicity and first language due to the need to take into account culture and language in providing appropriate care packages and the need to demonstrate non-discrimination and equality of access to service provision.  The Contractor shall therefore be required to record the ethnic origin and first language of all Registered Patients. 



2 Patient Dignity and Respect



2.1 The Contractor shall:



2.1.1 ensure that the provision of the Services and the Practice Premises protect and preserve Patient dignity, privacy and confidentiality at all times;



2.1.2 allow Patients to have their personal clinical details discussed with them by a person of the same gender, where required by the Patient and if reasonably practicable; 



2.1.3 provide a trained chaperone who will work in accordance with the most up-to-date chaperone good practice guidance for intimate examinations (of the same gender where requested and if reasonably practicable) if requested by the patient to preserve Patient dignity and respect cultural preferences; 



2.1.4 ensure that patients are aware of their right to a chaperone and how to request one; and



2.1.5 ensure that the Contractor’s staff and anyone acting on behalf of the Contractor behaves professionally and with discretion towards all Patients and visitors at all times.



3 Informed Consent



3.1 The Contractor shall comply with NHS requirements in relation to obtaining informed consent from each Patient as notified to the Contractor by the Commissioner from time to time prior to commencing treatment, including the Department of Health (DH) Good Practice in Consent Implementation Guide: Consent to Examination or Treatment 2001 or any superseding guidance.



4. Safeguarding Adults at Risk and Safeguarding Children and Looked After Children



4.1 The Contractor shall:



4.1.1 Ensure they have a named professional that takes a lead and is appropriately trained in relation to adults at risk and children safeguarding as set out in Safeguarding Vulnerable People in the NHS: Accountability and Assurance Framework 2015, and in line with Working Together (2015), Care Act (2015), Children Act (1989) and Children Act (2004); 

4.1.2 Have policies and procedures in place that meet the requirements set out in current guidance and legislation pertaining to Adults at Risk, Safeguarding Children and Looked After Children (LAC) as well as specific and local arrangements as prescribed by the X Local Safeguarding Adult Boards (LSABs) and the Local Safeguarding Children Boards (LSCBs) of [Name of LAs]. The policies must include domestic violence, honour-based abuse, PREVENT, Modern Slavery, managing allegations against staff and the chaperoning of children, young people and adults at risk. Policies must comply with legislation that underpins safeguarding adults at risk, e.g. Mental Capacity Act (MCA) 2005, Deprivation of Liberty (DoLS);



4.1.3 Contribute to serious case reviews (SCRs), Safeguarding Adult Reviews (SARs), domestic homicide reviews (DHRs) and multi-agency case reviews as requested by the SET LSABs and SET LSCBs and Child Death Review Process, including provision of information to the Child Death Overview Panel (CDOP) and the rapid response team when a child dies unexpectedly. The Contractor is expected to have a safeguarding lead within the organisation. The Contractor will actively seek and accept support from the named professional leads for safeguarding within the CCG;



4.1.4 Ensure that records are retained of incidents relating to allegations made against staff working with children, young people and adults at risk. This will include details of referrals/discussions with the Local Authority Designated Officer (LADO) and outcome of the allegation;



4.1.5 Use appropriate SET LSAB/SET LSCB/local authority endorsed systems to make safeguarding referrals and ensure that such information is appropriately flagged within the health care record; and



4.1.6 Ensure that all staff have access to training and development in relation to all aspects of safeguarding children (including Looked After Children) and adults at risk, including PREVENT, MCA and DoLS and will ensure that in-house training packages/resources used are in line with professional body recommendations, requirements of the SET LSABs, additionally for children as per Working Together to Safeguard Children 2015 and the Intercollegiate Document (Safeguarding Children: Roles and Competences for Health Care Staff 2014; Looked After Children, knowledge, skills and competencies of healthcare staff 2015).



5 Prescribing



5.1 Without prejudice to Clause 29 of this Contract (which shall prevail in case of conflict or ambiguity with this Section 5), the Contractor shall prescribe the most clinically safe and cost effective medicines in accordance with national and local guidance from time to time including:



5.1.1 National Institute for Health and Care Excellence (NICE) guidance and DH directives relating to prescribing;

5.1.2 Good Prescribing Practice as defined by the latest edition of the British National Formulary (BNF); 

5.1.3 Shared care protocols agreed between the Commissioner and other secondary care NHS Contractors; 

5.1.4 Patient Group Directions, such as emergency contraception and antibiotics; and

5.1.5 Meet all requirements of the prescribing or medicines optimisation work plan agreed with the CCG.



6 Clinical Safety and Medical Emergencies



6.1 The Contractor shall:



6.1.1 ensure that all Contractor Staff have and maintain basic life support certification with competence in defibrillation and ensure that all the Contractor’s staff comply with the UK Resuscitation Council guidelines on Basic Life Support and the Use of Automated External Defibrillators;



6.1.2 ensure the availability of sufficient numbers of the Contractor’s staff with appropriate skill, training and competency and who are able and available to recognise, diagnose, treat and manage Patients with urgent conditions at all times Core Hours and Additional Hours (where applicable);



6.1.3 possess the equipment (which is routinely assessed) and in-date emergency drugs including oxygen to treat life-threatening conditions such as anaphylaxis, meningococcal disease, suspected myocardial infarction, status asthmaticus and status epilepticus;



6.1.4 pass all life threatening conditions to the ambulance service as soon as practicable by dialling 999 and requesting the ambulance service; and



6.1.5 adhere to any national or local guidelines relating to clinical safety and medical emergencies in primary care as amended from time to time.



7 Good Clinical Practice



7.1 Without prejudice to Clause 50 of this Contract, the Contractor shall perform the Services in accordance with the following requirements as amended from time to time:



7.1.1 Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 and Care Quality Commission (Registration) Regulations 2009 (Part 4) including the Care Quality Commission’s Fundamental  Standards;



7.1.2 the “excellent GP” according to Good Medical Practice for General Practitioners (RCGP 2008); 



7.1.3 any relevant MHRA guidance, technical standards, and alert notices; 



7.1.4 the highest level of clinical standards that can be derived from the standards and regulations referred to in this Section 7.1 of Part A of this Schedule 1; and



7.1.5 the General Medical Council guidance on Good Medical Practice (2013).



7.2 The Contractor shall ensure that clinical meetings are convened for all clinicians working in the Practice a minimum of once each calendar month.



8 Equipment



8.1 The Contractor shall provide all medical and surgical equipment, medical supplies including medicines, drugs, instruments, Appliances, and materials necessary for the delivery of services under this Agreement; which shall be adequate, functional and effective.  



8.2 The Contractor shall establish and maintain a planned maintenance programme for the equipment referred to in paragraph 8.1 above in line with the manufacturer’s guidance, and make adequate contingency arrangements for emergency replacement or remedial maintenance. 



9 Infection Control and Prevention 



9.1 [bookmark: _Ref130007952]Without prejudice to clause 12 of this Contract, the Contractor shall have in place arrangements that meet criterions within the Health and Social Care Act  (2008), Code of practice for the control and prevention of infection and associated guidance and the standards outlined in the NICE guidelines on infection control “Prevention of healthcare associated infections in primary and community care (March 2012)”, to maintain a safe, hygienic and pleasant environment at the Practice Premises, and the NHS England Standard Operating Procedure Infection Prevention and Control Audit requirements (or any new/revised requirements/legislation), and shall:



9.1.1 use only disposable medical supplies including instruments and materials;



9.1.2 ensure adequate provision is made for hand washing and disinfection in all clinical areas and that appropriate guidance is clearly displayed;



9.1.3 make arrangements for the ordering, recording, handling, safe keeping, safe administration and disposal of medicines and equipment used in relation to the Services; 



9.1.4 make arrangements to minimise the risk of infection and toxic conditions and the spread of infection between Patients and staff (including any clinical practitioners which the Contractor has asked to carry out clinical activity);



9.1.5 follow appropriate guidelines to the management of hospital; acquired infections; 



9.1.6 conduct regular (annual as a minimum) infection control audits where appropriate; and



9.1.7 ensure an Infection Control Policy is in place, available to all staff and annually reviewed.



9.1.8 ensure that a named Infection Control Lead is identified.



10 Referrals



10.1 The Contractor shall:



10.1.1 ensure that all staff act in the patient’s best interests when making referrals;



10.1.2 ensure that, whenever possible, referrals are made via the NHS e-Referrals Service;



10.1.3 record all referrals in the patient record using the appropriate SNOMED clinical terms;



10.1.4 ensure that any healthcare professional to whom Clinical Staff refer a Patient is accountable to a statutory regulatory body or is employed within a managed environment, and where this is not the case the transfer of care is to be regarded as a delegation (and not a referral) and the Contractor shall remain responsible for the overall management of the Patient and shall be accountable for the decision to delegate;



10.1.5 monitor secondary care activity relating to registered patients and minimise inappropriate referrals, A&E attendances and hospital admissions in line with the relevant CCG(s) annually agreed priorities and Practice specific work plan;





10.1.6 co-operate with service contractors carrying out Out of Hours Services to ensure safe and seamless care for Patients;



10.1.7 provide complete and comprehensive information to support any Referral made and comply with, where appropriate, any directions provided by the relevant CCG(s) concerning the format or composition of Referrals including, where relevant, instruction to direct Referrals to a third party for clinic booking and/or clinical triage;



10.1.8 use robust clinical pathways for referral, where these are agreed with other local healthcare Contractors and/or issued by the relevant CCG;





10.1.9 implement local and national referral advice including Referral Guidelines for Suspected Cancer and NICE guidance;



10.1.10 ensure urgent suspected cancer Referrals are sent electronically and received by the relevant trust within twenty-four (24) hours; and



10.1.11 review access and care for patients who are using out of hours services rather than core services.







11 Co-operation with Other NHS Contractors



11.1 The Contractor will provide an integrated and fully supported primary health care team to work in partnership with all other NHS and non-NHS healthcare contractors and stakeholders (including, but not limited to, CCGs, health visitors, district nurses, social services, mental health services, acute trusts and acute trust laboratories, community health Contractors, other GP practices and healthcare Contractors and local voluntary and third sector organisations).  This will include participating in any local collaborative models of working.



11.2 The Contractor shall:

 

11.2.1 discuss and develop policies and procedures with local CCGs  to ensure there is compatibility with local policies and procedures, including clinical and non-clinical issues;



11.2.2 sign up to multi-agency information sharing agreements as agreed with the Commissioner; and



11.2.3 have a policy in place for information sharing relating to safeguarding.



12 Clinical Governance and Quality Assurance



12.1 The Contractor shall:



12.1.1 have medical leadership in place in order to operate an effective, comprehensive, system of Clinical Governance with clear channels of accountability, supervision and reporting, and effective systems to reduce the risk of clinical system failure; 



12.1.2 continuously monitor and report on clinical performance and evaluate Serious Incidents, significant events, near misses and complaints. The Contractor must ensure that records and reports are available to the Commissioner on request;



12.1.3 use appropriate formal methods such as root cause analysis for Serious Incidents, significant events, near misses and complaints;



12.1.4 have in place a system for collecting data on Serious Incidents, significant events, near misses and complaints in a systematic and detailed manner to ascertain any lessons learnt about the quality of care and to indicate changes that might lead to future improvements.  Furthermore, the Contractor shall have in place a system for adopting such changes into practice and processes going forward; 



12.1.5 receive and respond to relevant CAS (central alert system) Patient Safety Alerts and messages. The central alert system is a web-based cascading system for issuing alerts, important public health messages and other safety critical information and guidance to the NHS and other organisations;



12.1.6 ensure contractual compliance against the Information Governance Toolkit and any future returns requested by the Commissioner, implementing suitable action plans until all standards are achieved;



12.1.7 operate robust auditing of clinical care against clinical standards and in line with CQC Fundamental standards;



12.1.8 comply with the Commissioner’s governance requirements and inspections and make available, on reasonable notice to the Commissioner, any and all Contractor records (including permitting the Commissioner to take copies) relating to Contractor clinical governance to enable the Commissioner to audit and verify the clinical governance standards of the Contractor; 



12.1.9 where appropriate, fully implement any recommendations following Commissioner inspections within three (3) months of notification by the Commissioner of the recommendations; 



12.1.10 provide the Commissioner with a service improvement plan where appropriate; and



12.1.11 participate in all quality and clinical governance initiatives agreed with the Commissioner and the CCG where appropriate.





13 Contractor Workforce: Recruitment and Competence



13.1 The Contractor must have a comprehensive, robust plan for recruitment, selection and employment procedures in place that are compliant with employment legislation and European directives.



13.2   The principle objectives of the Contractor must:



13.1.1 Reflect the local community and range of languages spoken to support access to services;



13.2.2 Meet the essential day-to-day staff leadership, management and supervisory 

needs of the contract during its lifetime, including during mobilisation and, if appropriate, contract termination;



13.2.3 Support the provision of safe, high quality clinical services;



13.2.3 Aim to provide continuity of care for patients and minimise use of locum staff;



13.2.4 Ensure that every member of the staff has a job description and appropriate 

contracts of employment setting out their terms and conditions, and roles and obligations as well as their rights;



Ensure that, where appropriate any transference of employees to its employment must comply with TUPE regulations;



13.3 The Contractor must specify arrangements to ensure that all mandatory pre-employment checks are implemented for all staff working in the organisation, including ensuring compliance with Disclosure and Barring Service (DBS) requirements for all staff before they start employment.



13.4 The Contractor shall not employ or engage a health care professional to perform services under this contract unless: 

i. a minimum of two written clinical references have been received relating to two recent posts, covering a minimum of three years

ii. the received references have been checked, validated and are satisfactory



13.5 Where the employment or engagement of a medical or health care professional is urgently needed and it is not possible to obtain and check the references in accordance with clause 13.4 before employing or engaging the person, the person may be employed or engaged on a temporary basis for a single period of up to 14 days whilst  references are checked and considered, and for an additional single period of a further 7 days if the Contractor believes the person supplying those references is ill, on holiday or otherwise temporarily unavailable. 



13.6 Where the Contractor employs or engages the same person on more than one occasion within a period of three months, they may rely on the references provided on the first occasion, provided that those references are not more than twelve months old.



13.7 If a Contractor uses a third party to assist with recruitment and recruitment checks, the Contractor is responsible for ensuring the relevant checks have been undertaken and documentary evidence of this is available on request by the Commissioner.



13.8 Ensure, through appropriate audit, training and continuous professional development, that all staff involved in treating patients are and remain qualified and competent to do so.



13.9 Support the implementation of all relevant statutory and non-statutory NHS standards, regulations, guidelines and codes of practice.



13.10 Ensure there are systems in place to monitor that clinicians do not work excessive shifts or hours to the detriment of patient safety and their own welfare.



13.11 The Contractor should provide details of their staffing structure highlighting the persons that are to have responsibility for the operation of the contract.   



13.12 The Contractor should provide details of the management structure and the escalation procedures for resolving problems.  Also how during periods of annual leave, sickness, industrial dispute or any other absence the service will be delivered. 

13.13 The Contractor must ensure: 

13.13.1 All Clinical Staff are registered with all appropriate regulatory bodies;



All medical provider staff performing specialist procedures, are suitably qualified, competent and experienced and are registered in the GMC Specialist Register in respect of the specialty in which they perform specialist procedures.



13.13.2 All GPs:

i. Are registered with the GMC and on the GMC GP register.

ii. Hold appropriate certificates confirming their eligibility to work in                                                               general practice in the UK including current membership on the  Medical Performers List; 

iii. Are fully licensed to practice; and

iv. Have undergone a revalidation process as appropriate.



13.13.3 All Nursing Staff are:

i. Registered on the Nursing and Midwifery Council and, if they are to prescribe drugs and/or medicine, that the corresponding entry in the register indictes that they hold a prescribing qualification; and

ii. Subject to robust procedures for re-registering and monitoring subsequent re-registration for Health Care Professionals as appropriate.

iii. Subject to revalidation.



14 Risk Management



14.1 The Contractor shall:



14.1.1 Operate mechanisms for assessing and managing clinical and general business risk including the maintenance of a suitable risk register that is reviewed, as a minimum by the Contractor on a monthly basis;



14.1.2 Prepare disaster recovery, contingency and business continuity plans that should be available for inspection by the Commissioner at any time; 



14.1.3 Keep the Commissioner fully informed about any significant risks that have been identified that could impact on the performance of the contract;



14.1.4 Notify the Commissioner of the person responsible for risk management within the Contractor’s organisation.


Part B

Services

1. Scope of Services



1.1 The Contractor shall deliver primary medical services (Essential and Additional) to Patients who have been removed from general practice due to exhibiting violent or aggressive behaviour and are registered with the SAS.



1.2 The Contractor shall provide support for rehabilitation of Registered Patients in order to address the underlying causes of violent or aggressive behaviour and encourage and support facilitation of return to general practice.



2. Access To Services



2.1 Core Hours



2.1.1 The Service shall be contactable by telephone during Core Hours, as defined below (excluding Bank Holidays):



		Monday

		Tuesday

		Wednesday

		Thursday

		Friday



		8am

6.30pm

		8am

6.30pm

		8am

6.30pm

		8am

6.30pm

		8am

6.30pm















2.1.2 The Services may be offered during Core Hours, or Out of Hours if preferred, equating to a minimum of one session per week (three hours).



2.1.3 The Services must be offered flexibly throughout Core Hours, or Out of Hours if preferred.



2.1.4 The Service hours must be determined by and meet Patient need.



2.1.5 The Contractor shall not be required to provide Out of Hours Services. 





2.2 Provision of Reception Services



2.2.1 The Contractor must provide a call handling service throughout Core Hours. Call handling services will include but not be limited to:


i. Answering the telephone by a staff member;

ii. Booking appointments; 

iii. Answering and co-ordinating Patient queries and requests;

iv. Signposting Patients to services, including appropriate third sector organisations; and

v. Prescription services.



2.3 Appointments



2.3.1 The Contractor shall offer a full range of consultation methods according to clinical need and patient preference including, but not limited to, telephone, e-mail, video consultation and face-to-face consultation.


2.3.2 The Contractor shall explore opportunities to improve access to Services through the use of technology, including but not limited to, telephone consultations, video consultations, mobile apps and expanding online booking.



2.3.3 The Contractor shall ensure that it has measures in place to minimise the number of Patients who do not attend booked appointments (DNAs).



2.3.4 Telephone triage must be undertaken by a GP or appropriately qualified Advanced Nurse Practitioner.



2.3 Booking an Appointment



2.3.1 The Contractor shall ensure that upon contacting the Service during Core Hours by telephone;



2.3.1.1 Patients should normally be required to only make one call in order to make an appointment and not be asked to call back;



2.3.1.2 Patients are able to book a routine appointment with a GP within forty-eight  (48) hours of contacting the Service;



2.3.1.3 Patients are able to book a telephone consultation with a GP within twenty-four (24) hours of contacting the Service;



2.3.1.4 Patients are able to book an appointment with the GP or other appropriate Health Care Professional of their choice at the Service Premises up to and including four (4) weeks in advance; 



2.3.1.5 Patients are able to speak with a GP on the same day of contacting the Service if they consider the need is urgent; and will be offered an urgent appointment within 24 hours if clinically justified following triage.



2.3.1.6 The Contractor shall issue passwords and verify the identity of registered patients wishing to access the Contractor’s online services.



2.4 Availability of Appointments



2.4.1 The Contractor shall undertake continuous assessment of its appointment system and access, monitoring demand and supply and taking action to address gaps in provision.



2.5 Length of Appointments



2.5.1 Appointment length shall be tailored to the clinical needs of the patient.  



2.6 Punctuality of Appointments



2.6.1 Consultations shall aim to commence within ten (10) minutes of the scheduled appointment time unless there are exceptional circumstances. This is to reduce anxiety for the patient.



2.6.2 Treatment for patients suffering from immediate and life threatening conditions (as determined by a clinically trained individual acting reasonably) shall commence immediately as necessary.



2.7 Home Visits



2.7.1 The Contractor shall not conduct home visits, unless in exceptional circumstances and in agreement with the Commissioner. 



3. Patient Registration 



3.1 The Contractor shall:

3.1.1 Deliver Services to all patients referred by Practices in X area, including any existing patients; 

3.1.2 Receive and assess patient information from the Referring Practice and be responsible for notifying the Commissioner of any referrals which do not meet GMS Regulations and the referral criteria detailed in Annex 3;

3.1.3 Ensure that the incident has been reported to the police. A police incident number is not mandatory, however the Referring Practice must be able to provide details of the date, time and mechanism (i.e. 999, 111, local number) via which the incident was reported to the police;

3.1.4 Provide all patients with clear information (in a method appropriate to the patient) about the Service, including the limitations and timescales for review (see Annex 6 for a template letter);

3.1.5 Require the patient to complete a registration form, which includes patient consent for data sharing with other appropriate organisations;



3.1.6 Inform relevant local health services including but not limited to 111, Accident and Emergency, and local GP practices of new Patient Registration to the Service; and



3.1.7 Securely hold SAS patient details and notes on a register that is maintained independently of any main Patient register (if the Contractor already holds a GMS/APMS list).

3.2 Patient engagement/ rehabilitation 

3.2.1 The Contractor shall encourage patients to engage with the Services;

 

3.2.2 Undertake an initial assessment of the patient at first appointment and develop a care plan as required; 



3.2.3 Engage with patients to provide a holistic service to address the underlying causes of violent/ aggressive behaviour and return to general practice as soon as is practicable; 



3.2.4 As appropriate, work with or refer to other specialist services, such as substance misuse or mental health services; and



3.2.5 Promote an understanding of the NHS health service to encourage patients to use services in a responsible, safe and appropriate way in the future.

3.2.6 Patients shall be deemed ‘active’ if they attend the Service on one or more occasion in a year.  Patients shall be deemed ‘inactive’ if they do not engage or attend the Service for 1 year or more. 

3.2.7 For registration, performance monitoring and payment purposes these patients must be recorded and remain on the register as ‘inactive’.

3.2.8 The Contractor must attempt to contact the patient on at least three separate occasions using varying communication methods (letter, telephone call, email) per year of registration.

3.3 Prison or long-term hospital stay

3.3.1 Where a patient has been sent to prison or admitted for a long-term hospital stay the Patient must stay on the SAS but have their registration suspended and be recorded as ‘inactive’ (for registration, performance monitoring and payment purposes). 

3.3.2 A flag must be added to the Patient notes to highlight their registration with the Service. 

3.3.3 Once a patient is released from prison or long-term hospital stay the Patient’s registration with the Service shall change from ‘inactive’ to active. 

3.3.4 The Contractor shall invite the Patient for an immediate review to determine if registration is appropriate. 

3.4   Out-of-area referrals 

3.4.1 On an exceptional basis, the Contractor shall accept referrals from other [Name areas] SAS Services on the grounds of patient choice only.

3.4.2 The Contractor must inform the Commissioner if an out-of-area referral has been made from another SAS Service or if the Contractor wishes to refer to another SAS Service.

3.4.3 The reason for the referral must be recorded.

3.4.4 A financial re-numeration will be attached to out-of-area referrals.

4 Safe Delivery of Services

4.1 The Contractor shall: 

4.1.1 Complete a thorough risk assessment for each Registered Patient to determine the level of security and safety measures required; 

4.1.2 Ensure appropriate safety measures are in place to protect staff, patients and visitors from untoward incidents;

4.1.3 Ensure staff undertake specific training in risk assessment, personal safety and dealing with challenging behaviour/ conflict resolution;

4.1.4 When required, employ professional security guards to be present on the premises, be present within the consulting room (not anticipated to be routinely), or escorting the patient on/off the premises;

4.1.5 Ensure patient confidentiality is maintained at all times, particularly in respect to the employment of security guards, who should be subject to a confidentiality agreement;

4.1.6 Give consideration to the layout of the waiting and consultation rooms, access to the premises, and security cameras within the premises. 

5. Prescribing

5.1 On registration to the SAS, the Contractor shall request the Registered Patient to nominate a pharmacy from which they will access pharmaceutical services.

5.2 The Contractor shall advise the Registered Patient that they should only use the agreed pharmacy and have agreed expectations of behaviour.

5.3 When a prescription is issued, the Contractor shall contact the nominated pharmacy to ensure the necessary medication is in stock and processed for when the Registered Patient collects it.

6. Patient Discharge



6.1 The Contractor shall:



6.1.1 Invite patients for review a minimum six monthly basis and complete a discharge form to determine whether they can return to general practice;



6.1.2 Invite patients for interim reviews as deemed necessary and beneficial for the patient;



6.1.2 Be responsible for identifying the need for and actively participating in Exceptional Discharge Panels (EDP) (see Annex 5) to review active patients that have been on the scheme for more than two years. Panel members may include the Commissioner, relevant CCG(s), mental health services, police and social services;



6.1.3 Facilitate patients registering with a new general practice. The Contractor shall work with Primary Care Support England and the Commissioner to ensure patients can be discharged within three months of a positive review;



6.1.4 Provide a comprehensive handover to the receiving Practice, including but not limited to:

6.1.4.1 ensuring patients have sufficient medication as required, normally 3-4 weeks’ supply, but less if appropriate for clinical or risk reasons.

6.1.4.2 ensuring the receiving practice is aware of any referrals in progress or follow up required by the new GP; and



6.1.5 After three months patients who have not registered with another practice should be discharged via a deduction down the link process. The Contractor must ensure a note is placed on the patient’s file to notify any new provider of the patient’s registration with the SAS.



6.2 In exceptional circumstances it may be appropriate to discharge a patient on the grounds of the Service no longer meeting the needs of the patient. The Contractor must notify the Commissioner and the decision to return to general practice will be made by the EDP (see Annex 5).



6.3 If a patient moves out of the area and registers with another GP, the Contractor shall notify the new provider of the patient’s registration with the SAS.



7. Location of Services



7.1 It is the responsibility of the Contractor to secure and fund appropriate and safe location(s) from which to deliver the Services.



7.2 The location shall be;



7.2.1 Suitable for the delivery of primary medical services;



7.2.2 Appropriately registered with the Care Quality Commission (CQC);



7.2.3 Safe for staff, Registered Patients and other patients;



7.1.4 Accessible for Registered Patients within X area; and



7.1.5 A stable environment which actively reduces anxiety for Registered Patients.





8 Essential Services



8.1 The Contractor shall provide Essential Services at such times, within Core Hours, as are appropriate to meet the reasonable needs of Registered Patients.



8.1 The Contractor shall have in place arrangements for Patients to access such services throughout the Core Hours if clinically urgent. 



8.2 The Contractor shall provide:

8.2.4 Essential Services required for the management of Patients who are, or believe themselves to be: 

i. ill with conditions from which recovery is generally expected; 

ii. terminally ill; or 

iii. suffering from a long term condition.



8.2.5 Essential Services that are delivered in the manner determined by the Contractor following discussion with the Registered Patient; and 



8.2.6 Appropriate ongoing treatment and care to all Registered Patients taking account of their specific needs including: 

i. advice in connection with the Registered Patient’s health, including relevant health promotion advice

ii. the referral of the Registered Patient for other services under the Act; and 

iii. primary medical care services required in Core Hours for the immediately necessary treatment of any person to whom the Contractor has been requested to provide treatment owing to an accident or emergency at any place in the Practice Registration Area.



8.3 For the purposes of the above section, “management” includes:



8.3.4 offering a consultation and, where appropriate, physical examination for the purpose of identifying the need, if any, for treatment or further investigation; and 



8.3.5 making available such treatment or further investigation as is necessary and appropriate, including the referral of the Registered Patient for other services under the Act and liaison with other Health Care Professionals involved in the Registered Patient’s treatment and care.





9 Additional Services



9.1 The Contractor shall provide Additional Services as defined in the GMS Contracts Regulations as amended from time to time.



9.2 The Contractor shall provide Additional Services at such times, within Core Hours, as are appropriate to meet the reasonable needs of Registered Patients.



9.3 The Contractor shall provide such facilities and equipment as are necessary to enable it properly to perform each Additional Service that it provides.



9.4 The Additional Services the Contractor shall provide to Registered Patients are: 

i. Vaccinations and Immunisations;

ii. Contraceptive Services;

iii. Maternity Medical Services (excluding intra-partum care); 

iv. Cervical Screening Services; and

v. Minor Surgery





9.5 Vaccinations and Immunisations 



9.5.1 The Contractor shall: 



9.5.1.1 offer to provide to Registered Patients all clinically necessary vaccinations 

and immunisations, in accordance with the national immunisation schedule  and  “Immunisation Against Infectious Disease 2005: "The Green Book" (online, as periodically amended;

  

9.5.1.2 provide appropriate information and advice to Registered Patients and, where appropriate, their Parents about such vaccinations and immunisations; 



9.5.1.3 record in the Registered Patient’s record any refusal of the offer of all clinically necessary vaccinations and immunisations; and



9.5.1.4 record all vaccinations and immunisations given by other healthcare providers in the Registered Patient’s record.



9.5.2  Where the offer referred to above is accepted, the Contractor shall administer the vaccinations and immunisations, and include in the Patient’s record details of: 

i. the Patient’s consent to the vaccination or immunisation or the name of the person who gave consent to the vaccination or immunisation and their relationship to the Patient;

ii. the batch numbers, expiry date and title of the vaccine; 

iii. the date of administration;

iv. in a case where two or more vaccines are administered in close succession, the route of administration and the injection site of each vaccine;

v. any contraindications to the vaccination or immunisation; and 

vi. any adverse reactions to the vaccination or immunisation.



9.5.2 The Contractor shall ensure that all staff involved in administering vaccines have any necessary experience, skills and training with regard to the administration of the vaccine and are trained in the recognition and initial treatment of anaphylaxis and any adverse reactions to the vaccination or immunisation.



9.5.3 The Contractor must provide the Commissioner with such information as it may reasonably request for the purposes of monitoring the Contractor’s performance. The Contractor must;

i. have in place arrangements for an annual review of the service which shall include: an audit of the rates of immunisation, which must also cover any changes to the rates of immunisation; and

ii. an analysis of the possible reasons for any changes to the rates of immunisation.



9.5.4 The Contractor shall ensure that a policy is in place and accessible to all staff members that incorporates the necessary requirements in section 7.5. 



9.6 Contraceptive Services



9.6.1 The Contractor shall make available the following Contraceptive Services to all of its Registered Patients who request such services: 



9.6.1.1 advice about the full range of contraceptive methods;



9.6.1.2 where appropriate, the medical examination of Registered Patients seeking such advice; 



9.6.1.3 the treatment of Registered Patients for contraceptive purposes and the prescribing of contraceptive substances and appliances; 



9.6.1.4 advice about emergency contraception and where appropriate, the supplying or prescribing of emergency hormonal contraception or, where the Contractor has a conscientious objection to emergency contraception, prompt referral to another Contractor of primary medical care services who does not have such conscientious objections; 



9.6.1.5 the provision of advice and referral in cases of unplanned or unwanted pregnancy, including advice about the availability of free pregnancy testing in the Practice Registration Area and, where appropriate, where the Contractor has a conscientious objection to the termination of pregnancy, prompt referral to another Contractor of primary medical care services who does not have such conscientious objections; 



9.6.1.6 initial advice about sexual health promotion and sexually transmitted infections;



9.6.1.7 the referral as necessary for specialist sexual health services, including tests for sexually transmitted infections.



9.6.1.8 in addition to the specific requirements of the GMS Contract Regulations the Contractor shall co-operate with the Commissioner, CCG and/or relevant Local Authority and implement any reasonable initiative that  reduces teenage conceptions. 



9.7 Maternity Medical Services



9.7.1 The Contractor shall: 



9.7.1.1 provide (and or ensure) that Registered Patients who are pregnant, are receiving all necessary Maternity Medical Services throughout the antenatal period; 



9.7.1.2 provide referrals to the Smoking Cessation Service for Registered Patients who are pregnant and who smoke, or any other relevant health promotion programmes; 



9.7.1.3 provide female Registered Patients and their babies with all necessary Maternity Medical Services throughout the postnatal period other than neonatal checks; and 



9.7.1.4 provide all necessary Maternity Medical Services to Registered Patients who are pregnant if their pregnancy has terminated as a result of miscarriage or abortion or, where the Contractor has a conscientious objection to the termination of pregnancy, prompt referral to another Contractor of primary medical care services, who does not have such conscientious objections.



9.7.2  In this section: 

i. “antenatal period” means the period from the start of the pregnancy to the onset of labour;

ii. “Maternity Medical Services” means: 

i. in relation to female Registered Patients (other than babies), all primary medical care services relating to pregnancy, excluding intra partum care; and 

ii. in relation to babies, any primary care medical services necessary in their first fourteen (14) days of life; and

iii. “postnatal period” means the period starting from the conclusion of delivery of the baby or the Registered Patient’s discharge from secondary care services, whichever is the later, and ending on the fourteenth day after the birth.





9.8 Cervical Screening Services



9.8.1 The Contractor shall: 



9.8.1.1 supply any necessary information and advice to assist women identified by the Commissioner as recommended nationally for a cervical screening test in making an informed decision as to participation in the NHS Cervical Screening Programme (the “Programme”); 



9.8.1.2 perform cervical screening tests on women who have agreed to participate in that Programme;



9.8.1.3 arrange for women to be informed of the results of the test;



9.8.1.4 ensure that test samples are sent off promptly and test results are followed up appropriately; 



9.8.1.5 ensure the records referred are an accurate record of the carrying out of a cervical screening test, the result of the test and any clinical follow up requirements;



9.8.1.6 ensure all sample taking staff are appropriately trained; and



9.8.1.7 participate in any audits relating to cervical screening as determined by the Commissioner.



9.9 Minor Surgery



9.9.1	The Contractor shall make available to Registered Patients where appropriate:



9.9.1.1 curettage and cautery and, in relation to warts, verrucae and other skin lesions, cryocautery; and



9.9.1.2 management of minor injuries that do not require hospital assessment and care.



9.9.1.3 The Contractor shall ensure that its record of any treatment provided pursuant to Section 7.11 includes the consent of the Registered Patient to that treatment.



10 Enhanced Services



10.1 The Contractor shall provide all clinically appropriate Enhanced Services and Locally Enhanced Services, as directed by the Commissioner and relevant CCG(s), to all Registered Patients.



10.2 [bookmark: _Ref58807340]The Commissioner shall provide the Contractor, with a list(s) of the Enhanced Services (the “Enhanced Services List”) that the Commissioner wishes the Contractor to provide. The Enhanced Services List shall contain the service specification, service levels, any financial remuneration and limits or targets that must be reached in order to obtain such remuneration.



11 Health Promotion and Disease Prevention



11.1 The Contractor shall:



11.1.1 provide services focusing on health promotion and disease prevention and work with the Commissioner, other commissioning bodies, other local GP practices and other health contractors on initiatives to promote health and prevent disease within the Commissioner’s area;



11.1.2 ensure it has effective strategies for health promotion and disease prevention in place. These shall include but not be limited to

i. alcohol; 

ii. smoking;

iii. obesity;

iv. lack of exercise;

v. dietary habits; 

vi. sexual health; and 

vii. mental health and well being

viii. domestic abuse 



11.1.3 identify and proactively screen and manage Patients at risk of developing physical and mental long term conditions, cancers and sexually transmitted infections as well as those more likely to have unwanted pregnancies;



11.1.4 provide information about, and access to, self-management programmes for Registered Patients with long term conditions where appropriate; 



11.1.5 identify local care pathways for Registered Patients with long term conditions  to reduce inappropriate and unnecessary hospital admissions; 



11.1.6 provide information and advice to Registered Patients on self-monitoring for long-term conditions; 



11.1.7 participate in Expert Patient Programmes; 



11.1.8 use computer-based disease management templates; and



11.1.9 implement appropriate DH, NICE, Medicines and Healthcare products Regulatory Agency (MHRA) and any other relevant guidelines (as amended from time to time) that apply to the provision of primary medical care services for Registered Patients.



11.3 The Contractor shall support relevant stakeholders in the delivery of Public Health services including but not limited to:



i. bowel screening

ii. breast screening

iii. diabetic eye screening

iv. abdominal aortic aneurism (AAA) screening



11.5 The Contractor shall notify the appropriate diabetic eye screening programme of patients newly diagnosed with diabetes and actively participate in routine data validation exercises to ensure the register is valid.





12 Monitoring

12.1 The Contractor shall attend, with appropriate representation, six monthly performance monitoring meetings.

12.2 The Contractor shall provide Service data on a quarterly basis, at the request of the Commissioner. The information to be provided per patient shall include, but is not limited to, the following:

12.2.1 Number of face-to-face consultations

12.2.2 Number of telephones/ internet consultations

12.2.3 Number of telephone prescription requests

12.2.4 Number of DNAs

12.2.5 Number of A& E and Out-of-Hours attendances 

12.2.6 Length of time on SAS

12.2.7 Number of referrals by referring practice



12.3 The Contractor shall inform the Commissioner of the number of new patients, the number reviewed and the number discharged in the reporting quarter.



12.4 The Commissioner shall review referrals on a six monthly basis in order to ensure all referrals meet the referral criteria (Annex 3).
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Schedule 1, Annex 1 – Practice Registration Area



Insert Practice Registration Area
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List of Enhanced Services



1. Pertussis (pregnant women) Vaccination Programme 

2. Seasonal Influenza and Pneumococcal Polysaccharide Vaccination Programme

3. Shingles (catch up) Vaccination Programme































































































Schedule 1, Annex 3

Criteria for SAS placement



Guidance from the BMA (August 2016)



Removal of patients from GP lists

A good patient-doctor relationship, based on mutual respect and trust, is the cornerstone of good patient care. The removal of patients from practice lists should continue to be an exceptional and rare event, and a last resort in an impaired patient-practice relationship. When trust has irretrievably broken down, it is in the patient’s interest, just as much as that of the practice, that they should find a new practice.



Practices have the right to ask for a patient to be removed from their list. These provisions require that a reason should be given to the patient by the practice and that normally a warning should have been given by the practice within the past year.



Primary Care Support England (PCSE) or NHS England must be informed in writing of the request and the removal will not take effect until the eighth day after the request is received by PCSE or NHS England or, if the practice is treating the patient at intervals of less than seven days, eight days after treatment ceases unless the patient is accepted by, allocated or assigned to another practice sooner than this. The patient is always notified by the PCSE or NHS England. There is an exception to this: immediate removal on the grounds of violence e.g. when the police are involved. 



The General Practitioners Committee’s advice 

The General Practitioners Committee (GPC) will defend vigorously the rights of both practices and patients to terminate a relationship that is not working and offers the following advice.



Breakdown of relationship

Normally the sole criterion for removal should be an irretrievable breakdown of all or part of the patient-practice relationship, usually that between patient and doctor. Violence or threatening behaviour by the patient is a special case. It usually implies a total abrogation by the patient of any responsibility towards the doctor or other members of the practice and will normally result in removal from the list. As well as having a right to protect themselves GPs have a duty as employers to protect their staff, and as providers of a public service those with reason to be on their premises. 



Since 1994 it has been possible to request the immediate removal of any patient who has committed an act of violence or caused a doctor to fear for his or her safety. In April 2004 these provisions were extended to make it clear that the provisions extend to anyone else on the premises. The police must have been informed of the patient’s behaviour and the doctor must notify PCSE or NHS England, and, other than in exceptional circumstances, the patient of the removal in writing. In such circumstances, PCSE or NHS England can be initially notified by the practice by any means including telephone and fax; however this needs to be followed up by confirmation in writing within seven days. The removal will take effect from the time the practice phones, sends or delivers notification to PCSE or NHS England.



The GPC believes that practices will use their clinical judgement to determine the appropriate course of action in those rare cases where a patient’s violent behaviour results from their medical condition. It should be noted that if practices do not remove a violent patient under these provisions, and instead use the normal removal process, they may find themselves being asked to justify why they did not do so if a violent patient subsequently registers with another practice, and potentially at risk of action should an untoward incident then take place.

The NHS England Area team, for its part, also has a legal responsibility and a duty of care to ensure that it commissions services to ensure that all patients removed under this regulation can only access NHS primary medical care through appropriately secure arrangements. 



Complaints and removals

The GPC neither supports nor condones the removal of patients solely because they have made a complaint. 



The current NHS complaints procedure requires that all practices have an in-house complaints procedure. Patients should normally raise a complaint with their practice in the first instance. There is public concern that patients may be removed from the list simply for making a complaint. However, complaints made in a reasonable and constructive manner can help practices to improve services to patients. 



It is also perfectly possible to use the practice-based complaints procedure to discuss any instances where a patient is felt to be behaving inappropriately. This gives patients early notification of a possible problem in their relationship with their doctor along with an opportunity to discuss ways of preventing further difficulties. As well as preventing the need for removals, this procedure should reduce the number of incidents where patients appear to have been removed without any prior indication that the relationship with the doctor was less than satisfactory.



The GPC believes, however, that complaints that take the form of a scurrilous personal attack on members of the practice or contain allegations which are clearly unfounded usually indicate a serious breakdown in the patient-doctor relationship.



It is a breakdown of the relationship rather than a complaint per se which must form the basis of any decision to remove a patient from the list; it may then be in the patient’s best interest to seek care at another practice.

•Practices should never remove patients from their list because their treatment is too costly.

 There are never any grounds for removing patients because of cost. Where the costs of treating an individual patient are higher than anticipated, adequate mechanisms exist to enable doctors to seek and be granted an increase in their prescribing budget

•Practices should never remove patients because they are suffering from a particular clinical condition

•Practices should never remove patients on grounds of age. Looking after patients “from the cradle to the grave” is the essence of general practice. Some, but by no means all, elderly patients may have an increased need for medical attention. This is recognised in higher capitation weighting for older patients and normally also in the formula for allocating prescribing budgets.

 Sometimes it is not the patients themselves but carers, particularly staff of private nursing and residential homes, who can generate excessive and inappropriate demand for services from the doctor or practice. In these cases the GPC recommends that the practice attempts to resolve the problems through the in-house procedure or using the help of the LMC and PCSE or NHS England 

•Practices should never remove patients on grounds of race, gender, social class, religion, sexual orientation or appearance. 



What to do if removal appears to be necessary

In cases other than violence and abuse, the GPC recommends that the decision to remove a patient from the list should only be made after careful consideration. Alternatives, short of removal, should be considered such as transferring the patient’s care to a partner (with the consent of both parties) or persuading the patient that it would be better for all concerned for them to go to another practice.



The GPC believes that many patients who are misusing services can alter their behaviour if this is brought to their attention and the regulations normally require a warning to be given within the 12 months prior to removal.



If all else fails the GPC believes that it is not in the best interests of either patient or doctor for an unsatisfactory relationship to continue and it will be necessary to remove the patient from the list.



What constitutes a warning and when is a warning not necessary

A patient must be warned that they are at risk of removal, together with an explanation of the reasons for this, within the period of 12 months before the date of the request to PCSE. Whilst warnings do not have to be in writing it is good practice for them to be so as this allows for carefully considered reasons to be given. 



A permanent record of the warning, including the date and reason for the warning, must be made and retained as PCSE or NHS England may require sight of them. Copies of such records must therefore be retained after the patient has left the list.



However no warning is required if:

•The removal is on the grounds of change of address 

•The practice has reasonable grounds for believing that the issue of such a warning would be harmful to the physical or mental health of the patient 

•The practice has reasonable grounds for believing that the issue of such a warning would put at risk the safety of members of the practice or those entitled to be on the practice premises

•It is, in the opinion of the contractor, not otherwise reasonable or practical for a warning to be given.



If no reason is given an explanation in writing should be made and retained for potential future inspection by PCSE or NHS England. 

 

How to remove a patient from the list if necessary 

Where practices intend to remove a patient because of the irretrievable breakdown of the doctor-patient relationship, they should first consider discussing the problem confidentially with an independent party, such as their LMC secretary.  



Practices should issue a warning, preferably in writing, giving the reasons for the possibility of removal. Warnings are valid for 12 months and a written record must be retained  Practices should send a written notice to PCSE or NHS England, giving the patient’s name, address, date of birth, and NHS number. They should state that they wish to have the patient removed from their list under the terms of their agreement or contract.



If the removal is on grounds of violence or threatened violence the police must have been informed; there is no obligation to ask them to pursue the matter. The practice must notify the patient of the removal with an explanation for the removal. The GPC recommends that this should be in the form of a letter to the patient briefly outlining the reasons. A copy of the letter should be retained. 



 

Removing other members of the household

If the behaviour of one member of a household or family has led to their removal, this does not mean that the removal of other family members should automatically follow. An explicit discussions, whilst protecting the confidentiality of the removed patient, with other family members about the problem and the doctor’s concerns will often obviate the need for any further action.



In rare cases, however, because of the possible need to visit patients at home it may be necessary to terminate responsibility for other members of the family or the entire household. The prospect of visiting patients where a relative who is no longer a patient of the practice by virtue of their unacceptable behaviour resides, or being regularly confronted by the removed patient, may make it too difficult for the practice to look after the whole family. This is particularly likely where the patient has been removed because of violence or threatening behaviour and keeping the other family members as patients could put doctors or their staff at risk. 



Again the GPC would suggest that reasons are given clearly in the case of a removal. The practice should always consider how it would look to outside observers if a family were to be summarily removed from the list in haste and without explanation for a single misdemeanour or disagreement with one family member.



Practice leaflets

It may be helpful if practices set out in their practice leaflets the arrangement for removal of patients from the list, and their policy for dealing with threats or incidents of violent behaviour.



Contractor reviews referral against referral criteria (same day as receiving referral)

Green arrows represent data transfer flows

Contractor confirms referral to PCSE



Ongoing service provision and rehabilitation

Exceptional Discharge Panel review for patients registered for more than 2 years

Patient ready to be discharged

Patient not ready to be discharged



Referral made to Primary Care Support England (PCSE) from Referring GP Practice



Contractor writes to patient to inform them of placement (Annex 6)

and to arrange 1st appointment for initial assessment



Within 1 working day PCSE sends the Contractor referral form

 

 

Review of patient at 6 monthly intervals

Patient supported to find alternative GP practice

PATIENT PATHWAY

 

Patient completes registration and consents to data sharing with other NHS organisations

Relevant organisations informed of registration

Contractor contacts Commissioner if referral considered not appropriate. Commissioner to review and if appropriate confirms referral to Contractor

PSCE confirms Referring GP Practice can deduct patient and Contractor can request patient notes

Contractor contacts referring practice for details of incident

If confirmed not appropriate Commissioner informs Referring GP Practice and Contractor



Schedule 1, Annex 5



Responsibilities of Primary Care Support England (PCSE) and the Commissioner





PCSE Responsibilities:

1. To process the removal notification from the Referring Practice and within one working day place the patient on the SAS.

2. To notify the Commissioner of the patient placement.

3. To put an alert on all SAS registered patients’ notes to make all local practices aware (where appropriate).





Commissioner Responsibilities:



Exceptional Discharge Panel 

In exceptional circumstances, at the request of the Contractor, hold an Exceptional Discharge Panel (EDP) meeting to determine the discharge of a patient on the grounds of the Service no longer meeting the needs of the patient.



Members of the EDP may include representatives from the Commissioner (e.g. Medical Directorate, Nursing Directorate and Commissioning), the referring Practice, the Local Medical Committee and any other relevant stakeholders (e.g. social care or mental health services).



EDPs must be convened when an active patient has been registered for two or more years. This is to enable multi-organisation discussions about what is needed to facilitate patient rehabilitation into general practice.



Return to General Practice

In exceptional circumstances the Commissioner will support the Contractor to return a patient to general practice (i.e. where a patient does not register elsewhere and needs to be allocated or where the only practice in the patient catchment is the Referring practice).













































Schedule 1, Annex 6

Template Letter for Patient Registration





Ref:



Date



PRIVATE & CONFIDENTIAL

[Patient Name]

[Patient Address]





Dear (Patient Name)



RE: Removal from GP List of (Practice Name & Address)





At the request of the GP practice named above you have been removed from XXXXX’s registered list because of your recent behaviour towards XXXX on the practice premises. Behaviour that threatens the safety or wellbeing of any National Health Service staff will not be tolerated.



NHS England has an obligation to provide you with the services of a GP and you will still be able to obtain primary care medical services via the Special Allocation Scheme (SAS) service by XXXX.



The aim of this service is to provide you with primary care medical services and rehabilitation support to identify any other problems you might have which may contribute to violent or aggressive behaviour. Your rehabilitation progress will be reviewed on a six monthly basis. 



It is anticipated that after working with the scheme GP, you will ultimately return to mainstream general practice with a clear understanding and demonstration of acceptable behaviour. If you do not engage with the service, we will be unable to review and ultimately discharge you from the scheme.



<Details about how to contact the service, how to make appointments and when the service is available>



Your right to complain is not affected by being referred to this scheme. If you feel that your placement onto the scheme does not meet the referral criteria, you are able to raise a complaint so this matter can be investigated.  All complaints should be raised via the NHS England Contact Centre as follows:



BY POST

Insert commissioner address



BY EMAIL

Insert commissioner email



BY TELEPHONE

Insert commissioner telephone number



Please note GP practices have the right to refer patients onto the scheme if they have been violent or abusive, or have behaved in a threatening way towards their GP or a member of staff and the police have been involved. If your referral meets these criteria, the placement will remain until you have been reviewed and discharged by the scheme.



Due to the nature of your referral, other local healthcare providers will be notified of your placement on the scheme. It will also be recorded in your primary care records that you have been with the scheme. When it has been agreed that you can return to routine general practice, notification of placement on the scheme will be removed from your records. 



We have arranged for your medical records to be transferred. There is no reason for you to contact the practice you have been de-registered from in connection with this or any other matter. 



This service should be your first point of contact if you feel you need medical attention. You should not routinely contact either the local Accident and Emergency Department or the Ambulance Service unless your medical problem is a life-threatening emergency.



If you change your address, telephone number or move out of the area please write to us at the address above.



Please contact us at using the above contact details to make an appointment for an initial assessment.





Yours sincerely
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Sample Violence Reporting Form



Before completing this form, please refer to the Information Sharing Agreement





Please use this form to report all incidents of violence to your Primary Medical Care Commissioner (NHS England or CCG with Delegated Authority).  



Please complete the form IN FULL.



		[bookmark: _Toc509035323][bookmark: _Toc509036268][bookmark: _Toc509036575][bookmark: _Toc473886118]Date of incident

		









[bookmark: _Toc473886119][bookmark: _Toc509035325][bookmark: _Toc509036270][bookmark: _Toc509036577]Practice Details	

		Practice /GP Code		



		



		Practice Name and Address

		







		Practice Telephone Number:



		







[bookmark: _Toc473886120]Details of the person committing the incident

		Name 



		



		DOB 



		

		NHS No.

		



		Address	



		









[bookmark: _Toc509035326][bookmark: _Toc509036271][bookmark: _Toc509036578]

[bookmark: _Toc473886121]Nature of Incident

Please give a general indication of the nature of the incident e.g. Physical Violence against a person, Physical Violence against property, threatening behaviour, verbal abuse

		









A detailed description of the incident should be given overleaf



[bookmark: _Toc509035327][bookmark: _Toc509036272][bookmark: _Toc509036579][bookmark: _Toc473886122]Location of Incident

Please indicate where the incident took place e.g. in the practice, in the persons home

		











Please insert brief details the actions taken by the Police, (including Incident Number / name and collar number of the attending Officer where available)

		











[bookmark: _Toc509035328][bookmark: _Toc509036273][bookmark: _Toc509036580][bookmark: _Toc473886123]
Incident Details 

Please give a full and detailed description of what took place and who was involved, including the events that led up to the incident



		

























































































		



Name: _____________________   Signature: __________________  Date:  ___________

	  Please Print 	








When a patient is registered onto the Violent and Aggressive Patient Scheme this is for the provision of ’Primary Medical Services’ as per the Directed Enhanced Services specifications. 



As these directions do not cover services that are being provided by 3rd party individuals / organisations, e.g. Mental Health Services you need to confirm the following before removal action can be taken



NB All forms are anonymised prior to consultation with the NHS England Violent and Aggressive Patient Liaison Panel



		

Does the Patient have an existing Mental Health Condition?



		

Yes / No





		If Yes, please provide further details:















		Medical Conditions 

		Other Health Care Providers



		Please list any existing Medical Conditions, particularly where these may have an effect on the patients’ behaviour. E.g. Their Mental Health Status, any learning disabilities, Drug or Alcohol abuse























		Please provide the contact details of any other Health Care providers, e.g. Mental Health Team Workers, District Nurses, or Health Visitors and confirm that you will inform them that the patient will be placed on the Violent Patient Scheme subject to approval of the referral request













		Existing Medication

		



		Please list any medication currently being prescribed or any ongoing medication monitoring needs that the patient has e.g. Warfarin or Diabetes monitoring 



























		












		[bookmark: _Toc473886124][bookmark: _Toc509035329][bookmark: _Toc509036274][bookmark: _Toc509036581]

Violence Reporting Declaration

I declare that this is an accurate record of the incident and that the incident has been reported to the police. I have read and understand the policy and associated appendices/annexes 



Please refer to the Information Sharing Agreement at Annex One.







Name: _____________________________   

           (Please print)







Signature:___________________________ 







Date:  ______________________________

	



NB:  This information cannot be accepted unless an authorised signature from the practice signs this form. (Authorised signatory is GP Partner, Practice Manager or Deputy Practice Manager)







Please Provide Practice Stamp:  















When complete, forms should be returned to:



Add Local Commissioner Details
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SAMPLE DOCUMENT



Risk Assessment Form

		Section A: Administration Details

		

		

		

		



		

		

		

		

		

		

		



		Primary Location: 





		

		





		

		

		

		

		

		

		



		Secondary Location: 





		

		





		

		

		

		

		

		

		



		Exact Location within the premises 

		

		



		

		

		

		

		

		

		



		Name of Assessor: 

		

		



		

		

		

		



		Designation:

		

		



		

		

		

		



		Date of initial assessment:  

		

		



		

		

		

		



		Date of review: 

		

		



		

		

		

		



		Name of reviewer: 

		

		



		

		

		

		



		Designation of reviewer:

		

		



		

		

		

		



		Section B: Task or Activity

		

		

		



		

		

		

		



		Description of task or activity which could lead to a risk of violence and aggression:

















		

		

		

		



		Personnel involved (e.g., receptionist, telephone operators, clinicians – nurse- doctor, security staff, contractor, etc.):

















		

















		

		





















		



		

		

		

		



		

		

		

		



		

		

		

		



		Section C: Assessment of Risk

		

		

		



		

		

		

		

		



		

		

		

		

		YES

		NO

		N/A



		

		

		

		

		

		

		



		Is there any historical evidence of verbal or physical aggression to staff?

		

		

		



		

		

		

		

		

		

		



		Verbal abuse (with intent/directed at staff)

		

		

		



		

		

		

		

		

		

		



		Verbal abuse (abusive remarks not directed at staff)

		

		

		



		

		

		

		

		

		

		



		Punch/strike/slap

		

		

		



		

		

		

		

		

		

		



		Wounding

		

		

		



		

		

		

		

		

		

		



		Kicking

		

		

		



		

		

		

		

		

		

		



		Biting

		

		

		



		

		

		

		

		

		

		



		Scratching

		

		

		



		

		

		

		

		

		

		



		Harassment / Stalking 

		

		

		



		

		

		

		

		

		

		



		Victimisation 

		

		

		



		

		

		

		

		

		

		



		Intimidation 

		

		

		



		

		

		

		

		

		

		



		Threat with / use of weapon (e.g., knives, needles, etc.)

		

		

		



		

		

		

		

		

		

		



		Harassment 

		

		

		



		

		

		

		

		

		

		



		Telephone Abuse 

		

		

		



		

		

		

		

		

		

		



		Offensive Messages 

		

		

		



		

		

		

		

		

		

		



		Other please specify: 

		

		

		



		

		

		

		

		

		

		



		Is it perceived that there could be a risk of any of the above points?

		

		

		



		

		

		

		

		

		

		



		Please specify: 

		

		

		



		

		

		

		

		

		

		



		If there is no perceived or known risk of verbal or physical aggression there is no need to continue with this assessment.

		

		

		



		

		

		

		



		How often do violent incidents occur? 



		

		

		



		

		

		

		



		What injuries have occurred because of any recent attacks?



		

		

		



		

		

		

		



		Following attacks or incidents of aggression, has this led to time off work? Hours, Days, Weeks, Months 

		

		

		



		

		

		

		



		What times are violent incidents more likely to occur?



		

		



		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		YES

		NO

		N/A



		

		

		

		



		Which day are violent incidents more likely to occur?



		

		

		



		

		

		

		



		Is the workplace overcrowded? If so, please specify how:  



		

		

		



		

		

		

		



		Is the lighting adequate? If not please specify why: 



		

		

		



		

		

		

		



		Are the following readily available for patients?

		

		

		



		Toilets

		

		

		



		Refreshments 

		

		

		



		Information services 

		

		

		



		Magazines 

		

		

		



		Music 

		

		

		



		Television 

		

		

		



		

		

		

		



		Internal environmental issues

		

		

		



		Are there excessive noises which could cause distraction?

		

		

		



		Are there isolated areas such as treatment rooms, offices?

		

		

		



		Are the room laid out in such a way as to allow staff to exit in an emergency?

		

		

		



		Could the aggressor be situated between the employee and the door?

		

		

		



		Are there designated waiting areas?

		

		

		



		Are these adequately supervised?

		

		

		



		Are there corridors/areas where aggressors could hide/congregate?

		

		

		



		Is there adequate signage displaying the Organisations Zero Tolerance stance?

		

		

		



		Are staff protected by additional security measures where required e.g. screens, security locks, intercoms, internal CCTV?

		

		

		



		Is money/valuables kept in the work area?

		

		

		



		

		

		

		



		Are there potentially dangerous fixtures and fittings?

		

		

		



		Tables

		

		

		



		Waste bin

		

		

		



		Seats

		

		

		



		Sharp corners

		

		

		



		Medical equipment

		

		

		



		Office equipment

		

		

		



		Other

		

		

		



		Please specify:



		

		

		



		

		

		

		



		Is there a room available to speak privately with:

		

		

		



		Patients

		

		

		



		Visitors

		

		

		



		Other members of staff

		

		

		



		

		

		

		



		External environmental issues

		

		

		



		Are there adequate parking spaces?

		

		

		



		Is there adequate lighting?

		

		

		



		Is it distant from the work area?

		

		

		



		Have routes to parking areas/external walkways been surveyed for safety?

		

		

		



		

		

		

		



		

		

		

		



		

		YES

		NO

		N/A



		

		

		

		



		Is there CCTV coverage of routes?

		

		

		



		Are these cameras monitored?

		

		

		



		Is there a security escort service?

		

		

		



		

		

		

		



		Are there any times when tasks are undertaken alone?

		

		

		



		If yes, please specify:



		

		

		



		Are there any procedures in place to help ensure safety?

		

		

		



		If yes, please specify:



		

		

		



		

		

		

		



		Are there alarm systems in place by which you can summon help?

		

		

		



		If yes, please state type of system:



		

		

		



		Are alarms fitted in rooms used for interviewing potentially aggressive/violent individuals?

		

		

		



		Are these alarms accessible to staff?

		

		

		



		Are the alarms easy to activate?

		

		

		



		Are staff trained in their use?

		

		

		



		Do others know how to respond if the alarm is raised?

		

		

		



		Are there documented procedures in place for ensuring this?

		

		

		



		Can the alarm be heard in all areas of the ward/department?

		

		

		



		

		

		

		



		Have members of staff attended the appropriate training?

		

		

		



		Level of training and number of staff identified in Training Needs Analysis as requiring each level of training

		

		

		



		What procedures are in place to ensure that all members of staff has information and access to violence and aggression training?

		

		

		



		

		

		

		



		Is there a contingency plan if violence is threatened or breaks out toward:

		

		

		



		Patients

		

		

		



		Visitors

		

		

		



		Staff

		

		

		



		Please specify arrangements:



		

		

		



		Are staffing levels adequate to ensure that contingency plans can be followed?

		

		

		



		

		

		

		



		Is any information sought highlighting previous/known risks associated with the patient?

		

		

		



		Where joint stakeholder working takes place are there protocols for sharing information regarding known risks of violence and aggression?

		

		

		



		Are individual risk assessments undertaken?

		

		

		



		Are mobile phones provided together with training in their use?

		

		

		



		Are personal safety alarms provided and information given on their use?

		

		

		



		

		

		

		



		Policy/Procedures

		

		

		



		Is the Organisations Policy easily accessible to all staff?

		

		

		



		Is there an Information Leaflet available to all staff?

		

		

		



		Do you have a departmental Policy/Procedure?

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		Section D: Current Risk Control Measures (see Section C)



		Control measures currently in use:



































		



		

		

		



		Section E: Initial Risk Rating Figure





		

Initial Risk Rating Figure (to calculate see Risk Matrix):







Probable Likelihood Rating  	x   Potential Severity Rating   



                                                                        =   Risk Rating Figure













































		



		





















		



		Section F: Additional Risk Control Measures Required



		Additional control measures to be recorded within this box.  The request for these measures should be subjected to a risk priority along with other risks within the location and will form part of a prioritised risk register.



		No. 

		Risk Reduction Measures/Further Action



































































		



If the above control measures are implemented, calculate the New Risk Rating Figure:



Probably Likelihood Rating  	x     Potential Severity Rating







                                                                                =     Risk Rating Figure:          









		

























		

		

		



		Section G: Action Plan Agreed with Manager







………………………………………………………        ……………………………………………………     ……………………………

Manager’s Name                                           Manager’s Signature                             Date







		No.

		Action Plan

		Responsible Person

		Projected Completion Date

		Date

Completed/

Signature



		





















		



































		

		

		



		

Once the above action plan has been implemented, calculate the Final/Residual Risk Rating Figure:



Probable Likelihood Rating                          x     Potential Severity Rating      







                                                                           =     Risk Rating Figure                  







		Additional Comments
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 Violent Patient Scheme

Good Conduct Guide (SAMPLE)





In order to be provided with Primary Medical Services patients are expected to act in a manner that does not represent a threat to GPs, including their Practice staff, other patients and property.  This guide sets out the type of conduct that is expected of all patients registered with a General Practice.





Patients are expected to behave in the following manner:



· To be polite and respectful towards all individuals and property

· Do not make threatening remarks to staff or patients at the practice

· To book routine appointments in accordance with the practice’s policy

· Request urgent appointments only for genuine urgent conditions

· Attend surgery, when physically able to do so, rather than requesting a home visit

· Attend all appointments on time

· Cancel any booked appointments that are no longer required

· Request repeat prescriptions in good time, ensuring that all items are ordered together rather than in individual lots

· Respect surgery premises and property

· Use the doctors time in an appropriate manner – Do not attend surgery for minor ailments that can be self-treated e.g. coughs, colds and minor aches and pains

· Do not attend the surgery without an appointment

· Do not request a “Note from the doctor” unless absolutely essential

· Patients are free to register with the practice of their choice for the provision of Primary Medical Services as long as the practice list is open for new registrations and the patient resides within the practice boundary area.  Patients not intending to change their GP should not seek treatment from other practices in the city (unless in an emergency) without consulting with their current practice.



In return, patients can expect to access a range of services provided with respect and confidentiality including:



· A single phone number for the booking of appointments

· Immediate attention for very serious illness and life threatening emergencies - only via telephone triage to 999/A&E

· Urgent attention for serious illness or very painful conditions – only via telephone triage to 999/A&E

· Appropriate appointments for non-urgent conditions

· Home visits for people too sick to attend surgery – only when deemed clinically necessary and following any associated/appropriate risk assessment

· Repeat prescriptions available within agreed time limits

· Appropriate disease management e.g. diabetes, asthma and raised blood pressure

· Clean, safe and well equipped surgery premises

· Appropriate investigation of diseases

· Appropriate treatment

· Referral to a specialist when required



If patients commit any act of violence including threatening, abusive or intimidating behaviour towards a GP, Practice staff, other patients (including damaging their property) they will be removed from the practice list and may be re-assigned to the Violent Patient Scheme.









Declaration





I, ................................................... , agree to comply with the above conditions and understand that I should not visit the surgery unless I have booked an appointment and that if I commit any act of violence including threatening, abusive or intimidating behaviour, or fail to keep these conditions in any way I may be transferred / transferred back to the Violent and Aggressive Patient Scheme for the provision of all future GP services.













Signed:  ...............................................................	Date: ...................................
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[bookmark: _GoBack]DRAFT







Name 

Address 1

Address 2

Address 3

Postcode



		

This letter contains important information. Please keep it as it contains the contact details you will need to access GP healthcare.









Dear [Patient Name]

Following the incident that took place at [name of practice] on [date], you have been removed from the practice’s list of patients. A GP practice can ask the NHS to remove a patient from its list following any incident that has been reported to the police. This is to ensure that GPs and other practice staff can care for their patients in a safe environment.

You should not contact or visit [name of practice] as the practice is no longer responsible for your care. As a result of the incident, you will be added to the patient list at an alternative, specific GP practice. Please do not go to another local practice asking to sign on to their list. They will not be able to help you. This letter explains what you need to do now so you can get a GP or nurse appointment when you need it.   NHS England has a responsibility to ensure that all patients can access good quality GP services and that patients are not refused healthcare following incidents that are reported to the police.  It works with the ‘Special Allocation Scheme’ – a scheme which provides patients with GP services in a supported environment. You have been added to the patient list at a practice that is part of the Special Allocation Scheme.



		Insert information about the relevant SAS service including out of hours arrangements















The need for you to be registered with the scheme will be reviewed every 12 months. If there are no further incidents where your behaviour is felt to be threatening or aggressive you will be able to register at a GP practice of your choice. 

The enclosed information sheet provides more information about the Special Allocation Scheme and details of how you can appeal, or complain, about the decision made to remove you from the patient list at [name of practice]. If you have any questions about the arrangements that have been made for your care, please contact us using the number at the top of this letter.

I hope that you will be able to form a good relationship with the GPs and practice staff who are now responsible for your care.  






Special Allocation Scheme – Information for patients

Why has my GP practice been allowed to immediately remove me from their list of patients?

[bookmark: _Ref493858156]It is important that practices can maintain a safe environment for their patients and all staff working in the practice.  NHS Regulations[footnoteRef:1] allow a GP practice to immediately remove a patient from their list following any incident where a GP or member of practice staff has feared for their safety or wellbeing, resulting in the incident being reported to the police.  [1:  The National Health Service (General Medical Services Contracts) Regulations 2015 and the The National Health Service (Personal Medical Services Agreements) Regulations 2015] 


What is a Special Allocation Scheme?

Special Allocation Schemes were created to ensure that patients who have been removed from a practice patient list can continue to access healthcare services at an alternative, specific GP practice. 

I disagree with the decision to remove me from my practice and place me on the scheme. Can I appeal?

The decision to remove you from the patient list at [name of practice] and place you on a Special Allocation Scheme was made in accordance with NHS regulations1. Your registration on the scheme will be reviewed every 12 months.  Until then, you must remain with the specific GP practice on the scheme unless you believe you have been registered by mistake, or the incident on [date] did not occur.  In which case, you may appeal the decision by writing to the Commissioner addressing it to the Special Allocation Liaison Team. Details of how to contact them are below:

		Insert Commissioner Details



















The practice you are asking me to attend is further away than the GP practice I used to go to. How do I get there and will you pay my travel costs?

Special Allocation Schemes often cover a wide geographical area so you may have to travel further than usual to attend an appointment. You are responsible for making your travel own arrangements and paying any fares /costs to get to your appointment.

I am still unhappy about the decision to remove me from my existing practice. How do I complain? 

If you dispute the incident that resulted in your removal from the patient list at your previous GP practice, or you believe that the appeal process has not been followed, you can make a complaint. If you decide to complain it is important to clearly explain why you believe you should have not been removed from the practice patient list or why you think the correct process has not been followed. 

Your complaint will then be referred to your local NHS England complaints team for investigation. Whilst your complaint is being investigated you must remain registered with the scheme.  More information about NHS England’s complaints procedure can be found here https://www.england.nhs.uk/contact-us/complaint/#complain 

You can complain:

By post to:



NHS England
PO Box 16738
Redditch
B97 9PT



By email to: england.contactus@nhs.net

If you are making a complaint please state ‘Complaint’ in the subject line.



By telephone: 0300 311 22 33.  Please note - if you decide to complain by phone, the advisor will not have access to your records or details of the incident that resulted in your removal from the surgery. 
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Commissioner - NHS England/CCG 

Responsibilities and processes for referrals onto SAS



[bookmark: _Toc491163602][bookmark: _GoBack]Responsibilities 



· The CCG Heads of Primary Care have overall responsibility for implementing this policy;

· The NHS England, PCSE is responsible for the processing removals and placing onto the SAS;

· The Commissioner is responsible for reviewing the management of the scheme and making recommendations for change. The Assistant Heads of Primary Care, London Region (lead for the SAS) are responsible for supporting and ensuring the agreed service provision and dealing with challenges (in consultation with others agreed as appropriate);

· The Commissioner is required to convene an Appeals Panel which will be responsible for determination of any provider and service user disputes; 

· The Commissioner is responsible for providing clinical advice as required;

· The London Region Enhanced Services  Group provides an overview of the SAS and receives regular reports on the SAS;

· The Commissioner will need to show that referrals leading to the removal of the patient from the practice list, whether it be through actions, threats or inappropriate behaviour and onto The Special Allocation Scheme must be of sufficient gravity to justify the immediate removal of the patient in accordance with GMS Contracts Regulations 2004, Schedule 6, Part 2, paragraph 21: That (a) the patient has committed an act of violence against any of the persons specified in sub paragraph (2) or behaved in such a way that any such person has feared for his safety; and (b) it has reported the incident to the Police; (thus obtaining a log number for the incident when it occurred).



[bookmark: _Toc491163603]Process to Register the Patient on the Special Allocation Scheme

· A patient placed on the scheme will be made by NHS England, PCSE based on the information supplied by the referring practice;

· The patient will be placed on the scheme nearest to their usual place of residence. The referring practice will be told on which scheme the patient will be placed; the referring practice will write to the patient within 48 hours informing them of the removal and referral to SAS unless exceptionally indicated otherwise;

· NHS England, PCSE will inform the patient in writing, within 48 hours, that they have been placed on the scheme and give them information about how to access medical care under the terms of the scheme; 

· This letter also informs the patient who NHS England will notify that they have been placed on The Special Allocation Scheme; 

· Alternative arrangements will be made to inform patients that they are being placed on the scheme if the patient is blind or visually impaired, has learning difficulties or does not speak English; 

· It is expected that all patients on the scheme should have made contact within 3 months with the SAS provider.  If this has not happened, the provider will contact the Commissioner who will ask the provider to write to the patient to request a review appointment.  Patients are informed that engagement with the scheme will be a condition of their eventual removal from the scheme;

· In some circumstances it may be decided that it is inappropriate to place a patient on the scheme.  These decisions will be made on a case-by-case basis by the Commissioner in consultation with the provider. The situations outlined below will be monitored by NHS England and adjustments will be made to the policy if required. Where a patient is vulnerable for any of the reasons listed below and cannot be included in the SAS, an alternative course of action must be followed to protect both patient and general practice staff. Situations in which this might happen are:



a. The patient is elderly and may require healthcare services that are not currently provided under the terms of the scheme;

b. The patient is pregnant and may require healthcare services that are not currently provided under the terms of the scheme;

c. The patient is the main carer for their partner or other close relative and that person needs the patient to accompany them to GP and other appointments;

d. Where there are safeguarding measures in place to protect the patient;

e. Where clinical opinion indicates that the assault, threatening or inappropriate behaviour likely to cause fear, alarm and distress was unlikely to have been intentional, as the assailant did not know what they had done was wrong either as a result of treatment, a symptom of their condition or a side effect of their medication.



· In these cases where appropriate the patient may be asked to sign an Acceptable Behaviour Contract and possibly attend a meeting with the practice to discuss their future behaviour;  

· Appropriate support will be provided for patients with learning disabilities who may not have the cognitive ability to understand the terms of the Acceptable Behaviour Order;

· Patients who break this contract will be dealt with on a case by case basis and, if it is felt to be appropriate, they could be placed on the SAS.





Letter sent to the patient placing them on the SAS from NHS England (PCSE) appendix two please note: This letter can be adapted to easy read for patients who have learning disabilities.



[bookmark: _Toc491163604]Appeals Process



· Where a patient disputes they should remain on the scheme, they have the right to appeal.  

· Patients are advised that in the first instance they are to contact the Complaints Team within NHS England;  

· All appeals must be in writing and will be considered by the commissioner; and where required an Appeals Panel will be convened within 28 days of receiving the patient’s appeal.  This panel consists of:  



1. Medical Directorate or Nursing and Quality Directorate Representative; 

2. NHS England Commissioning Lead; 

3. CCG Commissioning Lead;  



· The provider will be asked to submit information to the panel to explain why the patient should remain on the scheme.  

· This information should be received by NHS England at least 5 working days prior to the Appeals Panel meeting;

· The Panel will make a decision whether or not the patient’s appeal is upheld based on the evidence presented at the meeting;

· If the patient’s appeal is upheld they will be given a list of practices in their area where they will be able to register without restriction.  This should usually include the practice from which they initially were referred. If a patient is unable to be registered it may be necessary for NHS England to allocate the patient to a practice.  NHS England will provide all practical support to allow a patient to become successfully registered with a practice.



· Where the patient disputes being placed on the SAS in the first place, this will be considered by the SAS Appeal Panel, following the process as above. 

[bookmark: _Toc491163605]

Review and Removal of Patients on the Scheme by the provider



· The expectation is that patients on the scheme are reviewed on a continuous basis and in any case at least twice a year. The patient should be removed (“discharged”) from the scheme following a review where appropriate if it is determined that the patient is no longer a threat.  The patient will be provided with a list of practices where they will be able to register following removal. In exceptional circumstances a patient will be allocated to a practice. All efforts will be made to ensure both the patient and the receiving practice is supported.



· There must be compelling reasons, which must be documented for patients to remain on the scheme for longer than one year, and this is required to be agreed with commissioners at scheme monitoring meetings



· All decisions to return to mainstream arrangements will be made by the Provider of the SAS and the patient.  In the event that such agreement cannot be reached, the patient will continue to receive care under the terms of the scheme, and has the right to appeal as above. 



· Key to the decision making process will be:



a. The patients’ behaviour and compliance; 

b. The nature of the initial incident;

c. The number of presentations under the terms of the scheme, (at least two face to face consultations are required to demonstrate engagement);

d. Additional relevant information



· Following a decision to discharge a patient from the scheme, the patient will be informed of this decision by letter.  This letter will contain information about local practices where the patient will be able to register, expectations for future behaviour and the consequences of failing to meet those expectations.  In exceptional circumstances NHS England may allocate a patient to a practice, this will be done following discussion with both the patient and practice. 



· In most cases it is anticipated that the patient will be able to register with a practice with no restrictions.  However, in some circumstances this will not be advisable or possible.  In these cases NHS England will discuss the terms of the registration with the practice.  NHS England will inform the patient at which practice they will be able to register and the practice will inform the patient of any restrictions that are being put in place for their registration and the length of time that these will last.  This will be dealt with on a case by case basis. 



· In some very exceptional circumstances it may be appropriate to remove a patient from the scheme where it can be shown that the healthcare needs of the patient can no longer be provided for under the terms of the scheme.  



· These patients will be dealt with on a case by case basis and the decision to return them to general practice only made after consultation with all appropriate sources.



· In these situations the patient will be assigned to the practice best able to provide the services the patient.  This practice will be kept fully informed of the process, and NHS England will ensure that the practice has an up to date risk assessment for the patient, so that they can take appropriate measures for the protection of their staff.



[bookmark: _Toc491163606]Violent Patients moving into of the CCG Area



· Where the commissioner is informed that a patient on another SAS, and is trying to register with a practice in its area, the practice should inform commissioners of this so that the patient can be placed onto the local scheme. 



[bookmark: _Toc491163607]Violent Patients who are sent to Prison or admitted to long stay Hospitals



· Where a scheme provider is informed that one of their SAS patients has been sent to prison or admitted to a long term hospital the provider will inform NHS England. The patient’s status on the SAS will remain on the scheme but be suspended until their release, at which point there status on the scheme will be reviewed.



[bookmark: _Toc491163608]Overseeing the Special Allocation Scheme



· The London Region Enhanced Services  Group provides an overview of the SAS London wide and receives regular reports on the SAS;

· This allows the sharing of issues, problems and good practice across all commissioners and providers in London
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