SCHEDULE 2 – THE SERVICES

A. Service Specifications

Mandatory headings 1 – 4.  Mandatory but detail for local determination and agreement

Optional headings 5-7.  Optional to use, detail for local determination and agreement.

All subheadings for local determination and agreement

	Service Specification No.
	

	Service
	Care Home Medical Service

	Commissioner Lead
	Mr David McBride and Dr Sandeep Prakash

	Provider Lead
	N/A

	Period
	April 2017 – March 2022

	Date of Review
	April 2020


	1.
Population Needs


	A survey of GPs conducted by Pulse in 2010 found that: 

· 61% believed that medical care of patients in Care Homes were not satisfactory; 

· 68% said that Care Home work was a major source of stress to the GP; 

· 67% did not carry out a medication review on each resident every six months; and 

· 37% said that new residents would have a medical and nursing care plan within one month, but 26% said no and 37% did not know whether or not it was done. 

The Department of Health in England survey (Care Homes Use of Medicines Study - CHUMS) found that residents were prescribed an average of 7.2 medicines. It noted that seven out of ten Care Home residents were exposed to at least one medication error, although most were likely not to be harmful. Other studies of prescribing in UK Care Homes suggest inappropriate prescribing occurs in 50 - 90% of patients. Medication errors are also common in other care settings such as acute hospitals. In both settings, the most frail are the most vulnerable to drug related adverse events (BGS, 2011). 

The key clinical reasons for improving medical input to Care Homes can be summarised as follows: 

· To reduce inappropriate visits to A&E and avoidable admissions by, for instance, reducing the risk of falls or implementing the NICE guidelines for nutritional care;

· To improve healthcare support that reduces or prevents potential ill health proactively through improved coverage of influenza and pneumococcal vaccination, and a reduction in possible adverse reactions from poly-pharmacy;

· To cut costs associated with medicines waste, errors in administration of medicines, and admissions to hospital;

· To improve end of life care, allowing people to die where they choose, and respecting their wishes; and

· To build more effective communication links between primary healthcare teams, nursing and residential care staff. 

Desired outcomes such as reduced unplanned admissions and reduction in health and social care costs may take time to achieve and are unlikely to be seen immediately following a service or structural change. Making investment decisions based on unrealistic short-term outcome expectations is at best unwise and, at worst, an inappropriate use of public resources (BGS, 2015). 

Local context and evidence base

We expect our local population (in line with national trends) to live longer and this increase in life expectancy is forecast to continue, impacting on population size particularly in the over 65 population. Over the period of the five year plan it is forecast  to increase 1.9% year on year, in comparison with a 0.5% growth year on year in the under 18 and a 0.1% growth in adults of a working age. 

As the population ages, the demand on Health Services within the area will increase disproportionately. For example those people over 65 make up 17% of the present population within the region, whilst the latest 12 month full period for non-elective admissions to hospital shows that patients over 65 account for 38% of those admissions.
22% of all AED attendances across Central Lancashire were for patients aged 65 and over and 62% of these were 75+. This is expected to place further pressure on the Care Home sector and on the general practices providing medical support to them. The conversion rate for attendance to admission for all patients was 19%, for those aged 65 and over it was 41.3% and those 75+ was 46.1%. The proportion of attendances by those patients that are 75 and over is not significantly high, but the conversion to admission is the highest for that age group. 
The gold standard for the management of frailty in older people is the process of care known as Comprehensive Geriatric Assessment (CGA). It involves a holistic, multidimensional, interdisciplinary assessment of an individual by a number of specialists of many disciplines in older people’s health and has been demonstrated to be associated with improved outcomes in a variety of settings (BGS, 2015). A significant proportion of frail older patients with complex needs are triaged on admission to acute settings to short stay units or specialty based wards. They often do not receive a specialist comprehensive geriatric assessment (CGA). Furthermore, there is currently no process for developing or monitoring CGAs within primary care.

Greater Preston and Chorley South Ribble CCG’s are commissioning a Care Home Medical Service, delivered at scale, to reduce the risk to Care Home residents, and to improve the quality of care in line with current evidence. This aims to improve the quality of life through improved care in community settings with fewer and shorter stays in acute hospital settings.
There are approximately 2,700 patients resident in Care Home settings across the two CCGs. It is expected that approximately 2/3 of these patients to transfer their general practice registration to the new service during the course of the first two years on the service through a patient choice model.
The principle rationale for developing the new service is outlined below:

Inequity in clinical outcomes
· High variability in the quality of care delivered, resulting in inequities in outcomes for patients

· National concern over the sustainability of the Care Home sector 

· Current and ongoing local quality issues in the Care Home sector.

Inequity in patient registrations/workload
· Current inequity in nursing home allocations and ongoing disputes over closed lists, placing a disproportionate burden on a number of practices

· Inequity in allocations persists as practices deemed to deliver good care build relationships with Care Homes and thus attract more patients.
Inequity in finance
· Acknowledged, historic under-resourcing of Care Home patients through the Carr-Hill formula

· The ongoing Personal Medical Services (PMS) contract review recommended a review of the inequities in nursing home medical provision

· Evidence from other health economies suggests that investments deliver real savings in the longer term e.g. Salford, Sheffield and Airedale.

Momentum for change
· Included in CCG primary care strategy, and endorsed with strong support from the CCG membership and other health economy stakeholders
· Identified as a key element of the Our Health, Our Care transformation programme

· Linked to the Care Home Collaborative work with good support and engagement with from LCFT, LTH and other providers
· Represents a core element of the CCGs’ strategy to improve outcomes for older people living with frailty and has been prioritized for development by the System Resilience Group
· Scheme is closely linked to and interdependent with the Frailty Assessment Service.

	2.
Outcomes

	2.1
NHS Outcomes Framework Domains & Indicators
Domain 1

Preventing people from dying prematurely

Domain 2

Enhancing quality of life for people with long-term conditions

Domain 3

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

Domain 4

Ensuring people have a positive experience of care

Domain 5

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

2.2
Locally defined outcomes

· Reduction in acute admissions from Care Homes; 
· Reduction in the length of stay in acute care for residents admitted from Care Homes; 

· Reduction in the number of delayed transfers of care following admission;
· Reduction in prescribing costs;
· Reduction in the number of medication errors;
· Reduction in the number of Care Home residents dying in hospital; and
· Improvement in patient and family reported experiences of care.



	3.
Scope


	4. Children and Vulnerable Adults 
4.1. 
The Contractor shall: 

4.1.1. 
provide the Services to children and vulnerable adults who attend the premises in accordance with the standards contained within The Children Act (1989.2004), Working Together (2015), the Care Act (2014) MCA(2005)for adults and protocols notified to the Contractor by the Commissioner, as amended from time to time; 

4.1.2. 
ensure that all staff medical and frontline and anyone working on behalf of the contractor are appropriately trained to the required level for their role and function are familiar with and receive regular training in, local child and adult safeguarding policies as directed by the Commissioner and as amended from time to time; and
4.1.3. 
be compliant with the CCGs safeguarding commissioning policy and the embedded standards for GP Services.
5. Clinical Safety & Medical Emergencies 
5.1.     The Contractor shall: 

5.1.1. 
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; 

5.1.2. 
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 when the surgery is open; 

5.1.3. 
possess the equipment and in-date emergency drugs to treat presenting life-threatening conditions that may present in Primary Care and that Resuscitation equipment is kept in a secure central location where named individuals have responsibility for checking and readiness on a daily basis; 

5.1.4. 
pass all life threatening conditions to the ambulance service as soon as practicable by dialling 999 and requesting the ambulance service; and 

5.1.5. 
adhere to any national or local guidelines relating to clinical safety and medical emergencies in primary care as amended from time to time. 

6. Good Clinical Practice 
6.1. 
The Contractor shall perform the Services in accordance with the following requirements as amended from time to time: 

6.1.1. 
Care Quality Commission Essential Standards in force during the term of this Contract; 

6.1.2. 
the “excellent GP” according to Good Medical Practice for General Practitioners (RCGP 2008); 

6.1.3. 
any relevant MHRA guidance, technical standards, and alert notices;
6.1.4.
the highest level of clinical standards that can be derived from the standards and regulations referred to in this paragraph 7.1 of Part A of Schedule 2; and 

6.1.5. 
the General Medical Council guidance on Good Medical Practice (2013). 

6.2. 
The Contractor shall ensure that regular clinical meetings are convened for all clinicians working in the practice. 

7. Equipment 
7.1. 
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. 

7.2. 
The Contractor shall establish and maintain a planned maintenance programme for the equipment referred to in paragraph 7.1 above in line with the manufacturer’s guidance and make adequate contingency arrangements for emergency replacement or remedial maintenance. 

8. Infection Control & Prevention 
8.1. 
The Contractor shall have in place arrangements that meet the standards outlined in the NICE guidelines on infection control “Prevention of healthcare associated infections in primary and community care (June 2003)”, to maintain a safe, hygienic and pleasant environment at the Practice Premises, and the NHS England Standard Operating Procedure Infection Prevention & Control Audit requirements, and shall: 

8.1.1. 
use only disposable medical devices; 

8.1.2. 
make arrangements for the ordering, recording, handling, safe keeping, safe administration and disposal of medicines used in relation to the Services; 

8.1.3. 
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); 

8.1.4. 
Follow appropriate guidelines for the management of hospital acquired infections (HCAI) and participate in investigating HCAI for registered patients when requested by the CCG; and 

8.1.5. 
Ensure staff are aware of standard precautions to prevent and control infection. 

8.2. 
The CCG reviews all cases of non-acute acquired CDiff and deem them to be avoidable (lapse in care) or unavoidable. As part of this process the Contractor is required to complete a Post Infection Review in order to aid the decision making process. If a Post Infection Review is not completed cases are classed as avoidable as the information is not there to prove otherwise.

9. Referrals 
9.1. 
The Contractor shall:
9.1.1. 

record all referrals in the patient record using the appropriate Read Codes; 

9.1.2. 
co-operate with service contractors carrying out Out of Hours Services to ensure safe and seamless care for Patients, including providing information on, as a minimum, a weekly basis and, where relevant, daily to such contractors carrying out Out of Hours Services on Patients that may require their services or who have special clinical requirements; 

9.1.3. 
provide complete and comprehensive information to support any referral made and comply with, where appropriate, any directions provided by the relevant CCG 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; 

9.1.4. 
use robust clinical pathways for referral, where these are agreed with other local healthcare Contractors and/or issued by the relevant CCG; 

9.1.5. 
implement national referral advice including Referral Guidelines for Suspected Cancer and NICE guidance; 

9.1.6. 
ensure urgent suspected cancer referrals are faxed or sent electronically and received by the relevant trust within twenty-four (24) hours; 

9.1.7. 
develop and implement policies in relation to nurse and nurse specialist referrals where nurses have an extended role in the treatment and investigation of Patients with specified diseases; and 

9.1.8. 
implement and operate Choose and Book at the point of referral for services, and provide a booking facility, unless this is managed by a third party under contract with the CCG (in accordance with the NHS Choice agenda). 

10. Co-operation with Other NHS Contractors 
10.1. 
The Contractor will operate within 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, health visitors, district nurses, social services, mental health services, the 111 Service, acute trusts and acute trust laboratories, community health Contractors, other GP practices and healthcare Contractors and local voluntary and third sector organizations) on the same basis as the majority of other GP practices in the CCG area. This will include participating in any local collaborative models of working. 

10.2. 
The Contractor shall, together with the Commissioner: 
10.2.1. 
establish good information flows to/from pathology and diagnostic Contractors and NHS and non-NHS healthcare Contractors; 

10.2.2. 
foster good working relationships and gain mutual understanding of systems, policies and procedures with key local stakeholders; 

10.2.3. 
establish a directory of information regarding local resources and foster a good understanding of the local Patient care pathways to promote effective referrals; and 

10.2.4. 
utilise specialist services (for example drug misuse, minor surgery, dermatology, NHS dentistry) from central primary care locations and other services at local locations to avoid duplication of services, promote economies of scale, and bring practices together to plan and implement common aims for the benefit of those practices and their patients. 

10.3. 
The Contractor shall collaborate with the Commissioner in the following areas: 

10.3.1. 
structures - to ensure that links are maintained with key individuals, departments, forums, groups and organisations within the Commissioner and local health economy, particularly with forums dealing with Patient and Public Involvement (an NHS defined term) which is an initiative to involve Patients and the public in the planning of services; and 

10.3.2. 
process – to ensure that similar policies and protocols are implemented by all Contractors and the Commissioner (e.g. clinical policies, workforce planning including training opportunities and structured secondment programmes subject to agreement by the Commissioner and Department of Health). 

10.4. 
The Contractor shall: 

10.4.1. 
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; and 

10.4.2. 
sign up to multi-agency information sharing agreements as agreed with the Commissioner. 

11. Clinical Governance and Quality Assurance 
11.1. 
The Contractor shall: 

11.1.1. 
show a commitment continuously improving quality; 

11.1.2. 
show a commitment and undertake best endeavours to achieve the highest banding across the range of indicators on the NHS England General Practice Outcome Standards and High Level Indicators and/or any future quality scorecard as specified by the Commissioner by preparing and implementing suitable action plans until the standard is achieved; 

11.1.3. 
comply with any Quality Standards that may be introduced during the term of the contract, subject to negotiation; 

11.1.4. 
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 in accordance with paragraph 50 of the national APMS contract; 

11.1.5. 
continuously monitor and report on clinical performance and evaluate Serious Incidents, near misses and complaints arising from any activity including ‘learning the lessons’ and provide the Commissioner with the records of such to assist the Commissioner in assessing whether standards are being met; 

11.1.6. 
use appropriate formal methods such as root cause analysis for Serious Incidents, near misses and complaints; 

11.1.7. 
have in place a system for collecting data on Serious Incidents, 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; 

11.1.8. 
operate robust auditing of clinical care against clinical standards and in line with CQC essential standards; 

11.1.9. 
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; 

11.1.10. 
where appropriate, fully implement any recommendations following Commissioner clinical governance inspections within three (3) months of notification by the Commissioner of the recommendations; and 

11.1.11. 
Participate in all quality and clinical governance initiatives agreed between the Commissioner and other GP practices. 

12. Practitioner Skill Mix/Continuity 
12.1. 
The Contractor shall: 
12.1.1. 
notify the Commissioner about any planned material changes to the skill mix of Clinical Staff at the GP Practice as submitted through a workforce dashboard; and 
12.1.2. 
take all reasonable steps to keep the use of locum GPs or nurses to a minimum. 
13. Risk Management 
13.1. 
The Contractor shall: 

13.1.1. 
Operate mechanisms for assessing & managing clinical and general business risk including the maintenance of a suitable risk register that is reviewed, as a minimum by the business owners on a monthly basis; 

13.1.2. 
keep the Commissioner fully informed about any significant risks that have been identified that could impact on the performance of the contract; and 

13.1.3. 
notify the Commissioner of the person responsible for risk management within the contractor’s organisation. 

14. Patient Records 
14.1. 
The Contractor shall at its own cost retain and maintain all the clinical records in accordance with Good Practice Guidelines.

14.2. 
The Contractor shall at its own cost retain and maintain all the paper based clinical records in chronological order and in a form that is capable of audit. 

15. Contractor Records 
15.1. 
The Contractor shall during the term of this Contract and for a period of six (6) years thereafter, maintain at its own cost such records relating to the provision of the Services, the calculation of the Charges and/or the performance by the Contractor of its obligations under this Contract as the Commissioner may reasonably require in any form (the “Records”), including information relating to:
15.1.1. 
contract management reporting; and 
15.1.2. 
national / data set reporting.
15.2. 
The Contractor shall, subject always to the provisions of relevant legislation and Directions:
15.2.1. 
on request produce the Records for inspection by the Commissioner or, on receipt of reasonable notice, allow or procure for the Commissioner and/or its authorised representatives access to any premises where any Records are stored for the purposes of inspecting and/or taking copies of and extracts from Records free of charge and for the purposes of carrying out an audit of the Contractor’s compliance with this Contract, including all activities of the Contractor, the Charges and the performance, and the security and integrity of the Contractor in providing the Services under this Contract; 

15.2.2. 
preserve the integrity of the Records in the possession or control of the Contractor and Contractor Staff and all data which is used in, or generated as a result of, providing the Services; 

15.2.3. 
prevent any corruption or loss of the Records, including keeping a back-up copy; and 

15.2.4. 
provide any assistance reasonably requested by the Commissioner in order to interpret or understand any Records. 

15.3. 
The Contractor shall ensure that during any Records inspection the Commissioner and/or its authorised representatives receive all reasonable assistance and access to all relevant Contractor staff, premises, systems, data and other information and records relating to this Contract (whether manual or electronic). 
16. Improving Access and the Use of Technology 

16.1. 
The Contractor shall implement the following Digital Primary Care schemes according to a timetable agreed with the Commissioner: 

16.1.1. 
Online Patient access to records; 

16.1.2. 
Online booking and cancelling of appointments; and 

16.1.3. 
Online ordering of repeat prescriptions. 

16.2. 
The Contractor shall proactively offer registered patients access to the services referred to in paragraph 16.1. above, providing clear information necessary to do so. 

16.3. 
The Contractor shall issue passwords and verify the identity of registered patients wishing to access the services in 16.1. above, as recommended by guidance from the Royal College of General Practitioners (RCGP). 

16.4. 
The Contractor shall ensure that its pages on NHS Choices and other websites are updated regularly, and at all times provide complete and accurate information regarding the practice. 

16.5. 
In addition to improving access through the use of technology, the Contractor is expected to engage with Commissioners to improve inter-operability of clinical information systems in accordance with nationally and locally agreed arrangements. 

17. Immediately Necessary Treatment 
17.1. The Contractor shall provide primary medical care services required in Opening Hours for the immediately necessary treatment of any person falling within the following conditions described below who requests such treatment, for the period specified. 
17.2. A person falls within this paragraph if he is a person: 

17.2.1. whose application for inclusion in the Contractor’s List of Registered Patients has been refused and who is not registered with another contractor of Essential Services (or their equivalent) in the Practice Area; 

17.2.2. whose application for acceptance as a Temporary Resident has been rejected; 

17.2.3. who is present in the Practice Area for less than twenty-four (24) hours. 
17.3. A person falls within this paragraph if he is a person: 

17.3.1. in the case of 17.2.1 above, fourteen (14) days beginning with the date on which that person’s application was refused or until that person has been registered elsewhere for the provision of Essential Services (or their equivalent), whichever occurs first; 
17.3.2. in the case of 17.2.2 above, fourteen (14) days beginning with the date on which that person’s application was rejected or until that person has been subsequently accepted elsewhere as a Temporary Resident, whichever occurs; and

17.3.3. in the case of 17.2.3 above, twenty-four (24) hours or such shorter period as the person is present in the Practice Area. 




Part B services – shown as 13 care bundles, as follows:
1) Diagnostics

	a) Opportunistic Pulse Screening for Atrial Fibrillation

b) Specialist Interpretation / Diagnostic of Electrocardiograph’s (ECG’s) in Primary Care

c) 24 Hour Ambulatory Blood Pressure Monitoring
a) Opportunistic Pulse Screening for Atrial Fibrillation


	Rationale
	Atrial fibrillation increases the risk of a blood clot developing inside the atria (top chambers of the heart) which can lead to an embolic stroke. Each year in the UK, it is estimated that there are around 111,000 first time strokes and AF is responsible for 14% of these. Therefore over 15,500 strokes a year are thought to be attributable to AF. However, with appropriate treatment, the risk of stroke can be substantially reduced.
The aims and objectives of the service:

· To increase the detection rate of patients over the age of 65 with atrial fibrillation through opportunistic screening.

· Reduced risk and prevention of strokes in the over 65s.

· Appropriate treatment of patients identified with atrial fibrillation.

	Delivery / Specification
	Practices are expected to:

· Opportunistic screening of patients aged 65 and over is to be undertaken in practice, through clinics, GP visits or practice nurse visits.

· A code is entered on to the computer system to capture the activity. This READ code is specified below.

· Any suspected cases of AF or any rhythm abnormality should go on to have an ECG performed.

· All known atrial fibrillation patients to be entered onto the database and reviewed using the CHAD2DS2-VASc risk tool and appropriate therapy initiated in line with NICE guidance.


	READ Code
	243  Pulse Rhythm

2431 Pulse Rhythm Irregular

2432 Pulse Rhythm Irregularly Irregular

2433 Pulse Rhythm Regularly Irregular

2434 No Gallop Rhythm

2435 Irregular Pulse

38DE0 CHADS2-Vac Risk Score

G573% Atrial Fibrillation (excluding G5731 Atrial Flutter and G5736 Paroxysaml Atrial Flutter)

	KPI
	No KPI specifically associated with this indicator

	Data Validation
	Not applicable

	Timescale
	Not applicable

	b) Specialist Interpretation / Diagnostic of Electrocardiograph’s (ECG’s) in Primary Care


	Rationale
	Electrocardiographs are important diagnostic investigations which enable primary care clinicians to make decisions regarding the most appropriate care of their patients.

This specification sets out a model for a service for the provision of diagnostic 12 lead electrocardiographs within a primary care setting.

This service was developed in response to the need for improved access for patients requiring a diagnostic 12 lead electrocardiograph.

The CCG aims to provide patient-centred care as close to a patients home as possible. The purpose of this service is to provide diagnostic 12 lead electrocardiographs in a primary care setting in a timely and convenient manner reducing the need for inappropriate referral into secondary care and the associated anxiety this causes patients. 

The aim of this service is to:

· Provide a Specialist ECG diagnostic interpretation service within hours 

· Reduce unnecessary and inappropriate referrals into secondary care 

	Delivery / Specification
	The Contractor is expected to carry out a 12 lead ECG on adult patients (aged over 16) who require this diagnostic.

Included within this are patients requiring a 12 lead ECG for the following:- 

· Hypertension – after initial assessment

· Medication related 

· In accordance with manufacturer’s product license (SPC), local and national guidance e.g. Amiodarone and High dose methadone above 100mg/d.

· Pre-referral

· In accordance with agreed care pathways 

· RACP Clinic

· Potential Arrhythmias and Heart Block 

· Palpitations, 

· Confirmation of AF 

· Investigation of possible cardiac cause for presenting symptoms

· Pre ECHO 

· Chest Pain if assessing clinician feels it is appropriate.
All patients who present in practice and need this diagnostic are to have their diagnostic procedure carried out by the practice.

Practices are to seek specialist interpretation from a company commissioned by the CCG, where required by the practice. 

Practices are provided with a hand held 12 lead ECG. With it the GPs can record ECGs on their patients at the surgery and transmit the ECG via a telephone line to the providers monitoring centre for interpretation. All ECG’s are viewed and commented on within 10 minutes of receipt and a written report emailed to the practice within 75 minutes.
Using the interpretation company is the preferred option however if a clinician in the practice has the appropriate skills to interpret a 12 lead ECG, including determining whether the recording is normal or abnormal and deciding on appropriate further action, they may do so.

	READ Code
	321B 12 Lead ECG

	KPI
	No KPI specifically associated with this indicator

	Data Validation
	Not applicable 

	Timescale
	Not applicable

	c) 24 Hour Ambulatory Blood Pressure Monitoring

	Rationale
	24 hour Ambulatory Blood Pressure Monitoring (ABPM) is an important diagnostic investigation which enables primary care clinicians to make decisions regarding the most appropriate care of their patients. It is not recommended for routine use in primary care but may be helpful in difficult to manage cases.

The purpose of this service is to provide 24 hour ABPM for appropriate patients, in primary care in a timely and convenient manner reducing the need for inappropriate referral into secondary care and the associated anxiety this causes patients.

	Delivery / Specification
	The service will be provided to registered patients requiring a diagnostic 24 hour ABPM in the categories below:

i. to exclude ‘white coat’ hypertension in patients with newly discovered hypertension i.e. patients with high readings in clinic, but with no signs of target organ damage

ii. in patients with symptoms or evidence of borderline or labile hypertension

iii. to assist blood pressure management in patients whose blood pressure is apparently poorly controlled, despite using appropriate anti-hypertensive drug therapy

iv. to assess adequacy of blood pressure control over 24 hours in patients at particularly high risk of cardiovascular events, in whom rigorous control of blood pressure is essential e.g. diabetes, past stroke

v. in deciding on treatment for elderly patients with hypertension

Core service to be provided is the recording and basic interpretation of 24 hour ABPM. 

Day 1 – the patient will be fitted with a 24 hour blood pressure monitoring device. Full instructions will be given to the patient, and details of who to contact in case of difficulties. Patients will also be encouraged to keep a diary for the duration of the test.

Day 2 – the patient returns the device to the practice. The device processes the mean daytime (systolic and diastolic) (at least). This will be recorded on the practice clinical system. When using ambulatory blood pressure monitoring to confirm a diagnosis of hypertension, the provider should ensure that at least 2 measurements per hour are taken during the patient’s usual waking hours (e.g. between 08:00 and 22:00). The average value of at least 14 measurements taken during the patient’s usual waking hours should be used to confirm a diagnosis of hypertension. Within 1 week of the investigation the GP or an appropriately qualified Practice Nurse are to discuss the results of the measurements with the patient as clinically required. Alternative removal arrangements may be agreed separately with the CCG.

The technique of ABPM is specialised, requiring validated and appropriate quality control measures to be used. The interpretation of the APBM profile is expected to include mean daytime, mean night-time and mean 24-hour measurements, as well as consideration of information from patient’s diaries and times of drug treatment. 

The service shall be provided by qualified healthcare professionals, who are appropriately trained in the recording and interpretation of 24 hour ABPM.

If a patient is unable to tolerate a 24 hour blood pressure monitoring clinicians may decide to use an average of blood pressure readings taken over a 24 hour period and use an average of those results, as per NICE Guidance.

	READ Code
	315B
24 Hour ABPM

9N11 Seen in GP surgery

G2 Hypertensive Disease

G20% Essential Hypertension

G24-G2z Secondary Hyper dis NOS (Exc G24z1, G2400, G2410 & G27)

Gyu2 [X] Hypertensive Disease

Gyu20 [X] Other secondary hypertension.

	KPI
	People with suspected hypertension receive ABPM as clinically appropriate to confirm a diagnosis of hypertension, as per NICE quality standard. 

	Data Validation
	To be extracted from GP System

	Timescale
	Quarterly


2) Care Co-ordination and Active Care Planning

	Rationale
	The purpose of this service is to outline the approach and intervention provided by primary healthcare professionals in the proactive identification and management of people with long term conditions and complex needs who are at high / increased risk of admission or readmission to hospital. 

People living with long term conditions are the main driver of cost and activity in the NHS and account for around 70% of overall health and care spend.

· 50% of GP appointments

· 64% of outpatient appointments

· 70% of inpatient bed days

· 58% of A&E attendances

· 59% of practice nurse appointments
The average cost per year of someone without a long term condition is around £1,000, this rises to £3,000 for someone with one long term condition and to £8,000 for people with three or more long term conditions.

These individuals who are most at risk need to be identified and supported proactively within their usual place of residence through combined efforts of their GP and a range of appropriate health and social care professionals best paced to meet their needs. 

The “Avoiding Unplanned Admissions” Direct Enhanced Service (DES) is commissioned by NHS England but this is considered to be an essential component of the Service. The Contractor will be expected to sign up to and operate under the terms of the DES and will receive separate remuneration. The requirement for 2% of patients to be included in the scheme is not appropriate for the Service as the nature of the Care Home population means than many residents will fall into this category. 
Unplanned admissions to hospital are distressing and disruptive for patients, carers and families. Many unplanned admissions are for patients who are elderly, infirm or have complex physical or mental health and care needs which put them at high risk of unplanned admission or re-admission to hospital.

The outcome of care or a treatment is the impact it has on a patient – on their symptoms and on their ability to live the life they want to live. An outcomes-based approach means focusing less on what is done for patients, and more on the results of what is done. It means focusing on how well patients feel after treatment and helping them to stay well, whether suffering from physical or mental ill-health. 

In order to identify patients accurately, practice disease registers must be comprehensive and fully validated in order that patients receive effective care and management of long term conditions. However, the Contractor will not be eligible to receive payments under the Quality Outcomes Framework (QOF).

	Delivery / Specification
	The Contractor is expected to:

· Work with the multidisciplinary team to prevent attendances and/or admissions for those patients who have been identified at high or medium risk of admission to hospital;
· Maintain all disease registers to ensure accuracy;
· It is expected that patients with highest risk of admission or attendance will have an action plan arising from MDT discussion. It is acknowledged that individuals risk level may vary over time;
· Use of risk stratification software e.g. Aristotle may support practices to identify suitable patients;

· Identify how the practice will support patients with the aim of the reducing the likelihood of them attending and/or being admitted into acute care inappropriately;
· Ensure these patients are in receipt of comprehensive care plans, where appropriate, and are discussed with the relevant MDT as and when required;
· High intensity users are to be reviewed, using Aristotle, to understand why these admissions or attendances occurred and whether they could have been avoided or potentially avoided in the future; 

· Complete a Comprehensive Geriatric Assessment for patients over 75 or where circumstances warrant this. Circumstances which warrant a comprehensive assessment include:

· Acute illness associated with significant change in functional ability

· Transfers of care for rehabilitation / re-enablement or continuing care

· A frail patient or experiencing two or more “geriatric syndromes” or falls, delirium, incontinence or immobility;
· The form will be linked to the GP System. All Comprehensive Geriatric Assessment’s should include onward referral and clear care plan; and
· Identify any gaps in services which would support this vulnerable group and make these known to the CCG


	READ Code
	13Zu At risk of emergency hospital admission               

8CV4 Admission avoidance care started            

8CT2 Admission avoidance care ended 

8H2% Emergency hospital admission 

	KPI
	Numbers of attendances and/or admissions for those patients identified at medium or high risk of admission to hospital.

Contractor to complete a review of unplanned admissions to understand why these admissions or attendances occurred and whether they could have been avoided. 
Practice audit to show results of any saved attendances or admissions and how these were achieved.



	Data Validation
	Contractor to complete template quarterly. Attendances and / or admissions data will be collated at practice level; these will be discussed with the Contractor through quarterly reviews. 

	Timescale
	Quarterly 


3) Prevention / Self-Management

	Rationale
	Screening

In 2011 the Government announced its intention to focus the NHS on improving health outcomes for patients with cancer. They committed to achieve outcomes in England which compare with the best in the world. Current evidence provides some good indications of where to focus the resource to achieve this Cancer Research UK (2014) highlights the importance of local screening programmes, which are proven to increase the chances are spotting cancers early, saving thousands of lives every year.

Whilst screening programmes are effective at targeting and inviting the right people, there are still large numbers of patients who decline the opportunity to be screened. The NHS Cancer Screening Programme (NHSCSP) (2014) suggests that more could be done on a local level to improve uptake. Pignone (Cancer Screening in Primary Care, Are We Communicating? Journal of General Intern Medicine Vol 10, p 867 (2001)) suggests that staff in a Primary Care setting, can encourage patients who are faced with screening decisions, to make informed choices, by providing up to date information about the options available.

Health Protection

The Public Health Outcomes Framework highlights health protection as one of 3 main pillars for improving and protecting the nation’s health (PHE 2014).

Annual immunisation programmes are a critical element of the system wide approach for delivering robust and resilient health and care services throughout the year. This can help to reduce unplanned hospital admissions and pressure on Accident & Emergency Departments (A&E) (DH 2014).

Immunisation is also the most important way of protecting people from vaccine preventable diseases (DH 2014).

The best way to improve the prevention and management of influenza (flu) is to increase the uptake of vaccination, especially amongst those in clinical risk groups and health and social care workers with direct patient contact.

Those at risk include:

· Older people

· Pregnant Women

· People with underlying disease, particularly chronic respiratory or cardiac disease

· Children with severe neurological disease or learning disability

· People who are immunosuppressed
Pneumococcal disease is caused by the bacterium Streptococcus Pneumoniae (pneumococcus). It is a major cause of disease and death globally and in the UK. It particularly affects:

· The elderly

· People with no spleen or a non-functioning spleen

· People with other causes of impaired immunity and certain chronic medical conditions
There are more than 90 different pneumococcal types (serotypes) that can cause disease in humans. More than 5,000 cases are diagnosed each year in England with the number of cases peaking in December and January (DH 2014).

Shingles is an infection of a nerve and the area of skin around it. It is caused by the herpes varicella-zoster virus which also causes chickenpox. Following the chickenpox infection the virus can lie dormant in the nervous tissue but may reappear following reactivation as shingles. It is possible to have singles more than once.

In March 2012 the Joint Committee on Vaccination and Immunisation recommended that routine shingles (herpes zoster) vaccination should be added to the adult programme for patients aged 70 to 79. Routine shingles vaccinations have been available for specific groups of patients since September 2013. It has been a phased implementation due to both vaccine supply and to ensure a manageable implementation process.

Health Prevention / Self-Management

1.1 Self-management support is the help given to people with long term conditions to enable them to manage their health on a day-to-day basis. All people with long term conditions and their carers make decisions, take actions and manage a broad range of factors that contribute to their health and wellbeing on a day-to-day basis. In fact, the vast majority of the time, it is they who are managing their health and wellbeing and not an individual health professional or service.
Self-management support is when health professionals, teams and services (both within and beyond the NHS) work in ways that ensure that people with long term conditions have the knowledge, skills, confidence and support they need to manage their condition(s) effectively in the context of their everyday life. A system of effective self-management support requires changes at every level from how and what services are commissioned, to how health professionals and people with long term conditions work together in a consultation, to how people are supported in between appointments.
It is widely acknowledged that both informal and family support have an important part to play in an effective health care system. In recent years, the significant contribution of the ‘carer’ role to health and social care services has been highlighted (Carers UK 2014).
Nationally there are 6.5 million unpaid carers, accounting for 1 in 8 adults. Estimates suggest they save the State £119 billion a year (Carers UK 2014). A 2013 Carers Week survey of over 2,000 carers found that that 70% of carers come into contact with health professionals, yet health professionals identify only 10% of these as a carer and GP’s only 7%. (Schonegevel, L (April 2014) Macmillan Briefing on Carers Issues). Healthcare staff are not proactive in signposting carers to relevant support or information and when information is given it comes from charities and support groups (NHS England 2014).

There has been a growing emphasis in recent years on the need to provide more comprehensive support to carers, since they often face greater social deprivation, isolation and ill health. Also, they have fewer opportunities to do the things other people may take for granted, such as access to paid employment, learning opportunities or having quality time to spend on their own, or with friends. In terms of young carers, it can often compromise their education and social life, limiting their life chances (Carers UK, 2014).

There are about 10 million adults who smoke cigarettes in Great Britain. In Great Britain 22% of adult men and 17% of adult women are smokers.  Smoking prevalence is highest in the 25-34 age group (25%) and lowest amongst those aged 60 and over (11%). Every year, around 100,000 smokers in the UK die from smoking related causes. Smoking accounts for over one-third of respiratory deaths, over one-quarter of cancer deaths, and about one-seventh of cardiovascular disease deaths. (Action on Smoking and Health (ASH) November 2015)

Surveys show that about two-thirds of current smokers would like to stop smoking but only about 30%-40% make a quit attempt in a given year.

Stopping smoking reduces the risk of developing many fatal diseases. One year after stopping, the risk of a heart attack falls to about half that of a smoker. Within 15 years the risk falls to a level similar to that of a person who has never smoked. If smokers quit before the age of 30 they can avoid almost all of the risk of lung cancer attributable to smoking. (Action on Smoking and Health (ASH) July 2015).

Being overweight or obese can lead to both chronic and severe medical conditions (Tackling obesities: future choices – project report, Foresight 2007). It is estimated that life expectancy is reduced by an average of 2 to 4 years for those with a BMI of 30 to 35 kg/m2, and 8 to 10 years for those with a BMI of 40 to 50 kg/m2 (Briefing note: obesity and life expectancy, National Obesity Observatory 2010).

Women who are obese are estimated to be around 13 times more likely to develop type 2 diabetes and 4 times more likely to develop hypertension than women who are not obese. Men who are obese are estimated to be around 5 times more likely to develop type 2 diabetes and 2½ times more likely to develop hypertension than men who are not obese (Statistics on obesity, physical activity and diet: England 2011, Health and Social Care Information Centre 2011; Tackling obesity in England, National Audit Office 2001).

A 10% weight reduction has been shown to reverse the progression of type II diabetes in 50% of cases, reduce obesity-related mortality by 40% and reduce or minimise significant morbidities associated with obesity (Scottish Intercollegiate Guidelines Network, 1996)

	Delivery / Specification
	Screening:

Practices are expected to:

· Breast Screening – encourage uptake of screening in the practice target population

· Bowel Screening – encourage uptake of screening in the practice target population

Abdominal Aortic Aneurysm (AAA) Screening – encourage uptake of screening in the practice target population

· Cervical Screening – provide the additional service and encourage uptake of screening in the practice target population

Health Protection

Practices are expected to:

· Influenza (Flu) Vaccinations – provide access to all relevant flu groups and encourage uptake (payments are made separately under the existing Directed Enhanced Service (DES))

· Pneumonia Vaccinations – provide access to pneumococcal vaccination for patients aged over 65 and encourage uptake (payments are made separately under the existing Directed Enhanced Service (DES))

· Shingles – provide access to all eligible patients and encourage uptake (payments are made separately under the existing Directed Enhanced Service (DES))

Health Prevention / Self-Management
Practices are expected to:

· Explore opportunities that arise in the consultation to encourage patients to self-care / self-manage

· Where appropriate, people will be asked about their wellbeing, capacity for improving their own health and their health improvement goals

· Ensure a pro-active approach to health improvement and early detection, specifically NHS Health Checks, those at higher risk of diabetes and alcohol and brief intervention

· Improve health and wellbeing of carers – carers register, carer awareness in practice, flu vaccination, signposting, depression assessment

· Offer advice and support around smoking and promote the smoking cessation service 

· Offer weight management advice and support in accordance with NICE guidance. Where applicable follow local pathways for bariatric surgery


	READ Code
	Cervical Screening

4K22-4K29 C/S result (negative etc)

7E2A2 Cervical Smear Taken

7E2A3 Vaginal Vault Smear

4K2C Sm NAD no endocervical cells

4KA1 Vaginal vault smear negative

4KA3 Vaginal vault smear atrophic

4KA4 Vaginal vault smear abnormal

6856 ca cervix screen-up to date

6859 ca. cervix screen - done

685B ca. cervix screen normal

685C ca. cervix screen abnormal

685D ca. cervix screen + fee claim

685R Liquid based cervical cytol screen

ZV762 [V]Screening for malignant neoplasm of cervix

7E2A0 Examination of female genital tract under anaesthetic and Papanicolau smear 

4K2H Cervical smear epithelial cells absent

4K2F Cervical smear pus cells present

4K2G Cervical smear red blood cells present

4K3E HPV Test negative

4K55 Cervical cytology test

Influenza

Seasonal influenza first dose vaccination

65ED1 Administration of first intranasal seasonal influenza vac

n471. Fluenz Tetra nasal spray suspension 0.2ml

n47E. Influenza Vaccine (Live attenuated) nasal suspension 0.2ml

Seasonal influenza second dose vaccination

65ED3 Administration of second intranasal seasonal influenza vac

n471. Fluenz Tetra nasal spray suspension 0.2ml

n47E. Influenza Vaccine (Live attenuated) nasal suspension 0.2ml

Seasonal influenza – inactivated vaccine

65ED. Seasonal influenza vaccination

n473. Influvac Sub-Unit prefilled syringe 0.5mL

n47d. Fluarix Vaccine prefilled syringe

n47f. Agrippal Vaccine prefilled syringe 0.5mL

n47m. Enzira prefilled syringe 0.5ml

n47o. Imuvac prefilled syringe 0.5mL

n47y. Inact Influenza Vacc (Split Virion) prefilled syringe 0.25ml

n47f. Optaflu suspension for injection prefilled syringe 0.5ml

n47u. Intanza 9micrograms/strain susp for inj pfs 0.1ml

n47p. Intanza 15micrograms/strain susp for inj pfs 0.1ml

n47H. Fluarix Tetra suspension for injection prefill syringe 0.5ml

n47G. Influvac Desu suspension for injection prefill syringe 0.5ml
Seasonal influenza – given by another healthcare provider 

65E21 First intranasal seasonal influenza vaccination given by other healthcare provider

65E22 Second intranasal seasonal influenza vaccination given by other healthcare provider

65E20 Seasonal influenza vaccination given by other healthcare provider

65ED2 Seasonal influenza vaccination given while hospital inpatient

65ED0 Seasonal influenza vaccination given by pharmacist

65E24 1st intramuscular seasonal influenza vac given by other HCP

65E23 2nd intramuscular seasonal influenza vac given by other HCP

Childhood influenza first dose vaccinations

65ED1 Administration of first intranasal seasonal influenza vacc

n47I. Fluenz Tetra nasal spray suspension 0.2ml

n47E. Influenza Vaccine (Live Attenuated) nasal suspension 0.2 ml

Childhood influenza second dose vaccination

65ED3 Administration of second intranasal seasonal influenza vacc

n47I. Fluenz Tetra nasal spray suspension 0.2ml

n47E. Influenza Vaccine (Live Attenuated) nasal suspension 0.2 ml

Seasonal influenza – inactivated vaccine

65ED. Seasonal influenza vaccination

n473. Influvac Sub-Unit prefilled syringe 0.5ml

n47d. Fluarix Vaccine prefilled syringe

n47f. Agrippal Vaccine prefilled syringe 0.5ml

n47m. Enzira prefilled syringe 0.5ml

n47o. Imuvac prefilled syringe 0.5ml

n47y. Inact Influenza Vacc (Split Virion) prefilled syringe 0.25ml

n47F. Optaflu suspension for injection prefilled syringe 0.5ml

n47u. Intanza 9micrograms/strain susp for inj pfs 0.1ml

n47p. Intanza 15micrograms/strain susp for inj pfs 0.1ml

n47H. Fluarix Tetra suspension for injection prefill syringe 0.5ml

Seasonal influenza – given by another healthcare provider

65E21 First intranasal seasonal influenza vaccination given by other healthcare provider

65E22 Second intranasal seasonal influenza vaccination given by other healthcare provider

65E20 Seasonal influenza vaccine given by other healthcare provider

65ED2 Seasonal influenza vaccination given while hospital inpatient

65ED0 Seasonal influenza vaccination given by pharmacist

65E24 1st intramuscular seasonal influenza vacc given by other HCP

65E23 2nd intramuscular seasonal influenza vacc given by other HCP
Pneumococcal 

65720 Pneumococcal vaccination given

6572. Pneumococcal vaccination

8I2E. Pneumococcal vaccination contra-indicated

8I3Q. Pneumococcal vaccination declined

68NX. No consent pneumococcal immunisation
657P. Pneumococcal vaccination given by other healthcare provider

65WB Requires a pneumococcal vaccination (not at risk)

Shingles

65FY. Herpes zoster vaccination

812r. Herpes zoster vaccination contra-indicated

8IEI. Herpes zoster vaccination declined

68Nv. No consent for herpes zoster vaccination

9Nig. Did not attend herpes zoster vaccination
65FYO Herpes zoster vaccination given by other healthcare provider

	KPI
	Achievement of 45-80% of women aged between 25 and 65 who have had a screening test performed in the last 5 years.

Influenza Vaccination – the following targets apply:

Those aged 65 years and over = 75%

Those aged 6 months to 64 years in a clinical at risk group = 75%

Those aged 6 months to 64 years not in a clinical risk group = TBC
Pregnant Women = 75%

Ages two, three or four = 40%-60%

Pneumonia Vaccinations – the following targets apply

Those aged 65 years and over = 90%

Those aged 2 to 64 years and defined as in a clinical risk group = 90%


	Data Validation
	To be extracted from GP System

	Timescale
	Quarterly


4) Administration

	Rationale
	All clinicians working for the Contractor should be registered with the approved national body and have appropriate indemnity insurance.

Safeguarding
The service provider shall devise, implement and maintain a procedure for its staff which ensures compliance with pan-Lancashire procedure for Safeguarding Children and Safeguarding Vulnerable Adults.

Pan-Lancashire safeguarding children policies and procedures can be accessed at: http://panlancashirescb.proceduresonline.com/index.htm
Pan-Lancashire safeguarding adult policies and procedures can be accessed at: http://plcsab.proceduresonline.com/
All staff must be subject to Disclosure and Barring Service (DBS) Checks and Independent Safeguarding Authority (ISA) Checks as applicable to their role and undertake Safeguarding training.

Some of the national documents relating to safeguarding are:

· The 2014 amendment of the Intercollegiate Document Safeguarding Children and Young people: roles and competences for health care staff

· The Children Act 1989 and 2004

· The 2012 Health and Social Care Act

· The Care Act 2014

· The Mental Capacity Act 2005

· Working Together to Safeguard Children 2015

· GMC Protecting Children and Young People 2012

· Care Quality Commission registration requirements of GP surgeries in England from April 2013
Special Notes 

The key purpose of a Special Patient Note (SPN) is to highlight when a call needs to be handled in a different manner than the usual assessment process. They are not for end of life alone; other examples include safeguarding, access instructions etc. 

In the absence of a note (verbal instruction will not be enough); the call will follow the usual process. For end of life or a DNACPR the protocol is to dispatch an ambulance which in turn can cause unnecessary distress to family and carers. 

The first one or two lines of a SPN need to be clear, concise and of relevance to the Call Handler and as such must describe any different approach that is requested for the individual in question. 

Cancer Referrals
In 2011, the Government outlined a framework to focus on improving health outcomes for cancer; recommending that England should achieve comparable outcomes with the best in the world (DH 2011). Whilst recent trends show survival rates are improving, international comparison show that England is worse than many other countries including Canada and Australia (Coleman et al (2010). Cancer survival in Australia, Canada, Denmark, Norway, Sweden, and the UK, 1995–2007 (the International Cancer Benchmarking Partnership): an analysis of population-based cancer registry data The Lancet).

To address improved survival, evidence strongly advocates for earlier diagnosis, and timely access to treatment (King’s Fund, 2011). GPs have been suggested as pivotal in this arena, and survival rates have been highlighted as a key index of the effectiveness of primary care in cancer management locally (Coleman et al, 2010).
GPs are expected to be familiar with typical presenting features of cancers, and also alert to the possibility of cancer, when confronted by unusual symptom patterns. Following a systematic review of a patient’s history and then examination, the National Institute for Health and Care Excellence (NICE), (2007) recommends urgent referral within 2 weeks for a ‘suspected cancer’. Since the introduction of this guidance, survival rates for some cancers have greatly improved (Cancer Research, 2014).
Specific requirements
The Contractor shall set up systems to facilitate communication including receiving and answering calls and emails during the Service Hours.

The Contractor should receive and respond to communications from Patients, Carers, Patient Advocates and those with Power of Attorney and the Care Homes. To be clear any of these parties can request a visit for the patient. 


	Delivery / Specification
	The Contractor is expected to:

· Use the software provided by the CCG (Aristotle), to undertake risk stratification and to interrogate secondary care information
· Have a Business Continuity Plan in place to include loss of premises, staff, utilities etc. These Plans should be reviewed regularly, minimum annually. They should also include buddying up arrangements to support the wider health economy in the event of a major incident.
· Comply with the standards for safeguarding as detailed in the CCG safeguarding policy. Evidence of safeguarding self-assessment may be required on request. 
· Complete a Post Infection Review form if a case of CDiff has been identified in the community 
· Refer to out of hospital services taking into account transport links and geography
· Move towards enabling collaborative working with colleagues, including data sharing agreements where appropriate.
Special Patient Notes (SPN)

· Identify patients who may require a SPN. Guidance is attached to help with wording.

· Consider what further information needs to follow the suggested opening lines to support clinicians managing the patient, for example clinical details, in the usual way.

· Inform Out of Hours Providers of the requirement for a SPN, detailing the wording required 

· Ensure the patient is aware of the SPN (unless inappropriate).

· Ensure you have a process in place to review SPN at appropriate intervals.
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Cancer Referrals

· Undertake the referral by the end of the next working day

· Practice has a system to check for confirmation of receipt

· Practice to ensure the patient referred under this rule is aware of the significance of referral and is able to attend an appointment within the timeframe.



	READ Code
	There are no READ codes associated with this indicator

	KPI
	Complete a safeguarding self-assessment to evidence Contractor arrangements.
Complete a Post Infection Review form or engage in the Panel discussions for 100% of CDIFF community cases identified as practice patients.

	Data Validation
	Evidence for Safeguarding will be obtained from the self-assessment which is attached
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Information collated by CCG Quality Team for Post Infection Review
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	Timescale
	Safeguarding annually

Post infection review quarterly


5) CCG Engagement

	Rationale
	NHS Chorley & South Ribble and Greater Preston CCG’s are membership organisations. Both CCGs have formal constitutions which lay down clear governance structures, demonstrating how the CCG’s will exercise their functions effectively, efficiently, economically and in accordance with accepted, good governance principles.

Each of the member practices has identified a practice representative to sign up to the CCG’s Constitution on behalf of their practice.

The key to successful CCG commissioning is clinical engagement. Increased clinical engagement will ensure GP expertise and involvement in the commissioning and redesign of healthcare services for the benefit of patients. 

	Delivery / Specification
	Membership Council
· The GP lead representative will 

· Attend locality Membership Council meetings of 2 hours duration.

· Attend for 95% of the meeting duration.

· Take part in the discussions. 

· Feedback to their practice team on the discussions and decisions made at the meetings. Any questions or comments should be captured so that these can be fed into Membership Council Meetings

· Support CCG leads in delivering priorities

· Be involved in decision making process

· Minimum of 75% of these meetings should be attended each year. (There are six held per year in Chorley & South Ribble CCG locality and four in Greater Preston CCG locality.)

· Where the assigned GP lead representative is not available, practices can nominate a deputy who will be another GP or other practice based registered healthcare professional to deputise on their behalf

· Practices must make alternative arrangements with the CCG if the assigned GP or another clinician is unable to attend the meeting
Peer Groups
· A clinical representative from each practice will attend Peer Group Meetings of 2 hours duration. They will attend for 95% of the meeting duration and take part in the discussions. 

· A minimum of 75% of these meetings should be attended each year. (There are six held per year within the Chorley & South Ribble locality and eight within the Greater Preston CCG locality).

· The aim of peer groups is to focus on the delivery of improved clinical care

· During the year the CCG will identify key areas for practices to review their activity. 

· The outcomes of these meetings will help to inform the CCG of:

· Local priorities

· Local public health needs

· Local capacity and capabilities of constituent practices

· Skills development areas

· Practices or groups of practices may be required to complete templates/ record summaries for the peer group meetings and submit to the clinical executive group upon request.

Protected Education Sessions (PETS)
· The CCG will arrange three external protected educational sessions per year with workshops for clinical staff to attend. Clinical staff due to work on the day of the PETS are expected to attend these sessions to ensure they are fully aware of new pathways and receive training and information on CCG priorities.

· The CCG will arrange internal protected educational sessions; there will be six in Chorley & South Ribble and seven in Greater Preston per year. The practices should arrange their own content for these education sessions/workshops.

· Out of Hours (OOHs) cover will be provided to enable practices to close during these events

· Attendance / participation for both internal and external education sessions must be confirmed to the CCG prior to the events to enable adequate OOHs cover to be arranged

Practice Visits

· The CCG undertakes practice reviews on an annual basis and the Contractor is expected to participate. These reviews have helped the CCG and practices to gain a better understanding of referral and prescribing practice, and the use of urgent care in order to improve cost effectiveness and quality in these areas.

· The aim of practice visits is as follows:

· To learn from good practice and support general practice in managing effective change, and therefore managing demand for planned and urgent care

· To focus on spend and clinical pathways that allow management in primary care, which will then inform areas where financial savings, as well as improved quality, care closer to home and improved access for patients, can be made.

· To contribute to achievement of the 18 weeks target by supporting practices in identifying alternatives to referral and ensuring referrals are appropriate

· To further clinical education and sharing of knowledge
· To support practices in improving quality and cost effectiveness in prescribing
· The CCG chair/GP Director and/or primary care team will undertake practice visits.
Audits / Surveys

· Participate in surveys and audits which the CCG lead, for example estates audit. There will normally be no more than 5 requested per year.
· Patient Survey – good practice demonstrates that at least once per year the practice carries out a survey with their patients. The practices PPG should be involved in the setting of the questions and reviewing the results.


	READ Code
	There is no READ code associated with this indicator

	KPI
	75% of locality membership council meetings attended by nominated representative in line with the constitution.

75% of peer group meetings attended by nominated representative

Attendance at least 2 out of the 3 external PETS sessions


	Data Validation
	Register of attendance at membership council meetings 

Register of attendance at peer group meetings

Register of attendance at educational session

	Timescale
	Quarterly


6) Dementia Care

	Rationale
	Dementia is recognised by the World Health Organisation as a global public health challenge (World Health Organisation, 2012). With improvements in health care and better standards of life, people are living for longer and the number of people affected by dementia is rising. Globally, the WHO indicates that the number of cases will double by 2030 and triple by 2050. The impact of dementia is significant both on those who have it and for their families and care givers.

Improving diagnosis and care of patient with dementia has been prioritised by the Department of Health through the NHS Mandate and by NHS England through its planning guidance for CCGs. For patients with dementia their carers and families, the benefits of timely diagnosis and referral will enable them to plan their lives better, to provide timely treatment if appropriate, to enable timely access to other forms of support and to enhance quality of life.

The GP-practice is not only an important key-player at the start of the diagnostic process, the practice has an important role in assisting the person with dementia and their carers throughout the different stages of dementia. Signposting the patients and their carers to local support opportunities for their health and well-being and to prevent crisis situations. It is therefore important that all GP practices are well informed about the dementia care services in Greater Preston and Chorley and South Ribble and work together with these services

Dementia is a medical disorder and should be managed like any other serious long-term illness in primary care, including monitoring, conducting regular health checks, supporting carers, ensuring people with dementia attend screening programs, advising on healthy life style and signposting people to existing information, advice and support services in the community. Regular dementia reviews are therefore crucial.

Both CCGs have made a commitment to increase the % of patients diagnosed based on prevalence. The CCGs have identified the following four priorities to support this programme of work:

1.
Closing the diagnosis gap, initiating treatment, training for carers and people with dementia and on-going support post diagnosis.

2.
Improving the infra-structure of care home liaison and reducing the prescribing of anti-psychotics.

3.
Improving crisis response to people with dementia.

4.
Delivering comprehensive hospital liaison services.

	Delivery / Specification
	Practices are expected to:

· Undertake opportunistic dementia screening, using a recognised screening tool, where the attending practitioner considers it clinically appropriate to make such an offer. For the purpose of this care bundle an opportunistic offer means an offer made during a routine consultation with a patient identified as ‘at risk’ and where there is clinical evidence to support making such an offer.

· Follow the local dementia shared care pathway regarding medication monitoring
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· Ensure all diagnoses of dementia received from Memory Assessment Services are accurately coded and added to the practice’s dementia register. Ensuring the dementia register is kept up to date (QoF DEM001).

· Provide signposting of support services to patients and their carers

· Refer to specialist services where appropriate

· To provide a named lead GP and practice nurse who will be responsible for the implementation of this care bundle and who will cascade dementia related information to other colleagues in the practice.
· To conduct a dementia monitoring review as part of the QOF DEM 2 review for all patients on the practice’s dementia register in a 12 month period – this would include a review of acetylcholinesterase inhibitors if prescribed in line with the shared care pathway. The practice will register results of conducted dementia monitoring reviews on their practice system by using a provided list of read codes. 

· To conduct a case finding audit within the practice to identify any potential patients in relation to the perceived practice diagnosis gap for discussion with the in reach MAS team. This would include a trawl of practice data through the Aristotle or practice system to identify; 
· diagnosed patients; 
· patients on acetylcholinesterase inhibitors; 
· patients on anti-psychotics over the age of 55; 
· patients living within care settings; 
· Once identified these patients would be discussed with the MDT to add any further soft practice information around patients perceived to be experiencing memory problems.


	READ Code
	66h.. Enhanced Dementia monitoring (TBA)

6AB.. Dementia annual review (QOF)

8CMZ3 Dementia Care Plan Review Declined

8IAe2 Dementia Advanced Care Plan Review Declined 

Eu00. Dementia in Alzheimer's disease

Eu01. Vascular dementia

Eu025 Lewy body dementia

E02y1 Drug-induced dementia

E012. Alcoholic dementia NOS

Eu023 Dementia in Parkinson's disease

Eu020 Dementia in Pick's disease (Fronto-temporal Dementia)

Eu024 Dementia in human immunodef virus [HIV] disease

Eu02y Dementia in other specified diseases classif elsewhere

Eu02z Unspecified dementia

Eu021 Dementia in Creutzfeldt-Jakob disease

Eu022 Dementia in Huntington's disease

Eu02. Dementia in other diseases classified elsewhere

	KPI
	95% of all diagnoses correctly coded and added to dementia register
100% of all patients on the practice dementia register offered a dementia monitoring review within a 12 month period.

	Data Validation
	To be extracted from the GP System

	Timescale
	Quarterly


7) End of Life

	Rationale
	In July 2008 the Department of Health published the End of Life Care Strategy for England and Wales launching a comprehensive programme to transform the care given to people approaching the end of life, their families and their carers. However, in April 2013 the responsibility for the End of Life Care Strategy moved from the Department of Health to NHS England. 

Ministers have made a commitment to evaluate progress on end of life care to determine whether it is possible to introduce a right to choose to die at home. 

The focus will continue to be on supporting patients to be cared for and to die in their preferred place of care and in providing community-based services to enable this to happen. Integration of services between the statutory, voluntary and private sectors is the key to success. 

On 11 November 2014, NHS England published ‘Actions for End of Life Care: 2014-16’ which sets out NHS England’s commitment to end of life care and is one component of a wider ambition to develop a vision for end of life care beyond 2015. 

In August 2011, the National Institute for Health and Care Excellence (NICE) published the Quality Standard for End of Life Care for Adults (QS13). This standard defines clinical best practice and provides specific, concise quality statements which define high-quality end of life care. This quality standard has since been revised to reflect the gradual phasing out of the Liverpool Care Pathway and ensure the quality standard remains current.

Nationally the number of deaths each year in the United Kingdom is expected to rise by 17 per cent between 2012 and 2030. In addition, the average age at death is predicted to increase, and those dying are likely to have increasingly complex co-morbidities (Gomes and Higginson 2008). These projections indicate that the commissioning and delivery of high-quality, equitable end of life care is likely to pose a considerable challenge in the future. 

The delivery of end of life care has historically suffered from underinvestment. Furthermore, death and dying are seen as ‘the last taboos’, and the reluctance to talk about these issues increases the likelihood of patient preferences not being discussed or met.

The issue of identifying preferences and unnecessary hospital admissions has been one of the main drivers for the development of an end of life strategy locally. Research suggests that two thirds of people would prefer to die at home, while in reality only about one third of individuals actually do (Higginson 2003). This is also reflected locally by our current data. 

Our Joint Strategic Needs Assessment demonstrates that both Greater Preston CCG and Chorley & South Ribble CCG have an increasing ageing population and increased prevalence of long term conditions.

	Delivery / Specification
	Practices are expected to:

· Identify an End of Life (EOL) Clinical Lead GP or Practice Nurse who will who will engage in the Community Transform Education Programme* and share learning as appropriate.

· Hold and maintain a practice Gold Standard Framework (GSF) register. National guidance suggests that on average 1% of a practice’s population should be on the register at any one time. However the Contractor should reasonably expect that for the Care Home population, this figure is likely to be in excess of 30%.
· Hold a GSF MDT meeting at least monthly, which is led by the Clinical Lead. The practice must schedule these meetings in advance and provide the MDT with at least 6 weeks advance notice of the meeting scheduled. 

· Ensure advanced care planning is offered for all patients identified as approaching the end of life. This should include discussions regarding Advance Decision to Refuse Treatment (ADRT) where it is considered to be an appropriate time to discuss. Ensure advanced care plans are revisited when appropriate.
· Use prognostic indicator guides to improve detection of people approaching the end of life, including non-cancer related causes.
· Use of the Electronic Palliative Care Co-ordination System (EPaCCS) – to enable sharing of data.
*Through the Community Transform Education Programme, St Catherine’s Hospice will work with all members of the multi-disciplinary team in Primary and Community Care and support professionals to improve end of life care. Some of the topics covered are advance care planning, DNACPR, communication skills and EPaCCS / EMIS. Practices are encouraged to engage with the programme

	READ Code
	8CM1. On gold standards palliative care framework

	KPI
	Progress towards 1% prevalence on GSF register, subject to list validation and if this is reflective of the practice population


	Data Validation
	To be extracted from the GP System

	Timescale
	Quarterly

	8) Mental Health

	Rationale
	Mental health problems are widespread, at times disabling, yet often hidden. People who would go to their GP with chest pains will suffer depression or anxiety in silence (The Five Year Forward View for Mental Health: Mental Health Taskforce, February 2016). 

Almost one in four British adults and one in ten children experience a diagnosable mental health problem, making mental health problems the largest source of disability in the United Kingdom. However, despite this and availability of effective, evidence based interventions, the majority of the British population do not receive treatment. Reasons for this are as follows: 

· Mental health service provision is variable 

· Services on offer is often fragmented 

· Interventions are not always effective 
Mental health wellbeing is the one of the strongest determinants of an individual’s health; it fundamentally affects behaviour, social cohesion, social inclusion and prosperity. In our areas deprivation is higher than average with a varying demographic population, with higher rate of admissions to hospital with self-harm than the England average. 

The government is introducing new and important access standards for mental health. These form part of a wider ambition to achieve a genuine parity of esteem between mental and physical health by 2020: 
· From April 2016, it is expected that more than 50% of people experiencing a first episode of psychosis will receive treatment within two weeks. 

· Commissioners and providers will need to work together to achieve new waiting time standards for people entering a course of treatment in adult IAPT services. At least 75% of adults should have had their first treatment session within six weeks of referral. 


	Delivery / Specification
	Practices are expected to:

· Facilitate referral, as necessary, at the earliest opportunity to a mental health service which is deemed appropriate at the time to meet the patients’ needs and presenting risks. If the patient requires an IAPT service there are two options available both of which encourage self-referral. This includes the Big White Wall and Lancashire Care NHS Trust IAPT services (Mind matters).
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· Follow up appointments for patients commencing anti-depressants in primary care should be scheduled in an appropriate timeframe to monitor efficacy of treatment.


	READ Code
	E0013 Pre-senile dementia with depression

E0021 Senile dementia with depression

E112% Single major depressive episode

E113% Recurrent major depressive episode

E118 Seasonal affective disorder

E11y2 Atypical depressive disorder

E11z2 Masked depression

E130 Reactive depressive psychosis

E135 Agitated depression

E2003 Anxiety with depression

E291 Prolonged depressive reaction

E2B / E2B1 Depressive disorder NEC

Eu204 [X]Post-schizophrenic depression

Eu251 [X]Schizoaffective disorder, depressive type 

Eu32% Depressive episode exc Eu32A, Eu32B, Eu329 

Eu33% Recurrent depressive disorder

Eu341 [X]Dysthymia

Eu412 [X] Mixed anxiety and depressive disorder

9H91 Depression medication review 

9H92 Depression interim review     

8IH31 Depression screening refused

	KPI
	100% of patients commencing anti-depressants in primary care to be offered a follow up within appropriate timeframe (as per QOF between 10 and 56 days after the date of diagnosis).

	Data Validation
	To be extracted from the GP System

	Timescale
	Quarterly


9) Long Term Conditions: Diabetes / COPD / Heart Failure

	Rationale
	Better management of people with Long Term Conditions requires transformational change, both within the system and to the cultures and behaviours of NHS staff and patients themselves (DH 2010).

In England, more than 15 million people have a long term condition – a health problem that can’t be cured but can be controlled by medication or other therapies. This figure is set to increase over the next 10 years, particularly those people with three or more conditions at once. (DH 2010 to 2015 government policy: long term health conditions, updated May 2015)

Long term conditions can affect many parts of a person’s life, from their ability to work and have relationships to housing and education opportunities. Care of people with long term conditions accounts for 70% of the money we spend on health and social care in England. (DH 2010 to 2015 government policy: long term health conditions, updated May 2015)

Due to an ageing population it is estimated that by 2025 there will be 42% more people in England ages 65 years and over. This will mean that the number of people with at least one long term condition will rise to 18 million (DH 2010).

Management of care for people with long term conditions should be proactive, holistic, preventative and patient centred. There should be an active role for patients with collaborative personalized care planning and shared decision making (The Kings Fund, 2013).

	Delivery / Specification
	Practices are expected to:

Diabetes

· Have a structure in place to ensure that people with diabetes are invited to participate in annual care planning process which leads to documented agreed goals and an action plan (NICE Quality Standard 6, statement 3).

· As a minimum manage adult patients with type 2 diabetes who require oral therapy or are stable on insulin therapy / GLP-1 analogues

N.b. This is a minimum requirement and many practices will choose to manage more complex patients in house. 

· In collaboration with specialists and as clinically appropriate, ensure that patients who have been admitted to hospital with diabetes as the major underlying factor are reviewed and have an appropriate package of care in place.

· Have access to a Practice Nurse who has the appropriate competencies in diabetes management, 
N.b. Practices may choose to share a Practice Nursing resource across a peer group or network. Hence one Practice Nurse with the required skill set may work in more than one practice.

· Enable the Practice Nurse who leads on diabetes care to attend diabetes education network events on an annual basis

· Encourage, signpost, and refer where necessary, patients to the commissioned diabetes education programme e.g. DESMOND 
COPD
· Annual reviews - Have a structure in place to ensure that people with COPD are invited to participate in an annual care planning process which includes review of the person’s individualised comprehensive management plan, including provision of high-quality information and educational material about the condition and its management, relevant to the stage of disease. (NICE Quality Standard 10, -statement 2).

· Pulmonary Rehabilitation – Offer people with COPD, who consider themselves functionally disabled by COPD, (usually MRC grade 3 and above) or who have had a recent hospitalisation for an acute exacerbation a referral to pulmonary rehabilitation.

N.B. NICE CG 101 recommendation 1.2.8.2 highlights that pulmonary rehabilitation is not suitable for those who are unable to walk, have unstable angina or who have had a recent myocardial infarction.
· National COPD Audit
Join the National COPD audit when the primary care element opens

Heart Failure

· Validate your HF register and ensure patients are coded appropriately so that they receive evidence based treatments and are recalled in line with NICE Guidance 

· Annual reviews - Have a structure in place to ensure that people with Heart Failure are invited for an annual review by the practice if they have not been reviewed either in secondary care or by the community team. This should include review of the person’s individualised comprehensive management plan, including provision of high-quality information and educational material about the condition and its management, relevant to the stage of disease. 



	CCG Support
	Diabetes 

Practice Nurse is supported to maintain competencies in diabetes care 
a) Commission Diabetes Training courses for Practice Nurses 

b) Commission the Diabetes Specialist Teams (medical, nursing, dietetic and podiatric) to provide a rolling programme of diabetes education and peer review, which supports Practice Nurses to maintain their competencies in diabetes care. 
National Diabetes Audit

· The CCG will ensure the appropriate macros are loaded onto General Practice systems and will liaise with the National Diabetes Audit team to ensure streamlined process.


	READ Code
	Diabetes

C10 Diabetes mellitus

C109J Insulin treated Type 2 diabetes mellitus

C109K Hyperosmolar non-ketotic state in type 2 DM

C10C Diabetes mellitus autosomal dominant

C10D Diabetes mellitus autosomal dominant type 2

C10E% Type 1 Diabetes Mellitus

C10F% Type 2 Diabetes Mellitus

But NOT C10F8 Reaven's syndrome

C10G% Secondary pancreatic diabetes mellitus

C10H% Diabetes mellitus induced by non-steroid drugs

C10M% Lipoatrophic diabetes mellitus

C10N% Secondary diabetes mellitus

C10P% Diabetes mellitus in remission

C10Q Maturity onset diabetes of the young type 5

PKyP Diab insipidus,diab mell, optic atrophy & deafness

8CS0 Diabetes care plan agreed

8IE2 Diabetes care plan declined

66AS Diabetic annual review

COPD

H3 Chronic Obstructive Pulmonary Disease

H31% Chronic Bronchitis but not: H3101, H31y0, H3122, H3y0, H3y1 

H32% Emphysema

H36%-H3z% Mild COPD Obs Airways dis NOS

H5832 Eosinophilic Bronchitis

Entire Group Exception Reporting 

9h51 Excepted from COPD: Patient Unsuitable

9h52 Excepted from COPD: Informed dissent

2126E COPD Resolved

Review and Breathlessness 

173H - LMRC breathlessness score

66YM COPD annual review

66YB0 COPD 3 monthly review

66YB1 COPD 6 monthly review

Patients with COPD and MRC scale >=3 and an oxygen saturation value in the last 12 months   

44YA0 Oxygen saturation at periphery 

44YA1 Peripheral blood oxygen sats on room air at rest 

44YA3 Peripheral blood oxygen sats supplemental at rest 

44YA5 Baseline SpO2 (oxygen saturation at periphery) 

8H7v Referral to pulmonary rehabilitation

Heart Failure

G58% Heart Failure

G1yz1 Rheumaric left ventricular failure

662f-662i New york Hrt Assoc. class I - IV

585f Echocardiogram shows LVSDF

585g Echocardiogram shows LVDDF

	KPI
	Diabetes

100% of practice patients reviewed for diabetes have an agreed action plan.
COPD 

100% of practice patients with COPD are invited to participate in an annual review. 
Pulmonary Rehabilitation

100% of patients with MRC grade 3 or above to be offered a referral to Pulmonary Rehabilitation if appropriate. 

Heart Failure

100% of patients with LVSD should be included on the practices heart failure register

	Data Validation
	To be extracted from the GP System

	Timescale
	Quarterly


10) Voluntary Sector Support for Patients, Carers and Families

	Rationale
	Receiving support from volunteers is associated with higher self-esteem, improved wellbeing, and lower levels of social exclusion, isolation and loneliness among patients and service users (Casiday et al 2008; Department of Health 2011a; Sevigny et al 2010; Farrell and Bryant 2009; Ryan-Collins et al 2008). There is evidence of improved health behaviours, e.g. improved disease management (Casiday et al 2008; Department of Health 2011a; Kennedy 2010). 

The evidence on improvement in terms of clinical outcomes is less strong, although some research has found some positive effects, such as improved survival times for hospice patients (Casiday et al 2008; Department of Health 2011a; Block et al 2010). 

Volunteering has the potential to deliver a number of benefits to health and social care organisations including creating services that are more responsive to local needs (Paylor 2011); engaging ‘hard-to-reach’ communities more effectively (Kennedy 2010); filling gaps in provision (Hussein 2011; Kennedy et al 2007; Paylor 2011); and facilitating improvements in professional– patient relationships and interactions (Paylor 2011; Jones 2004).

	Delivery / Specification
	The Contractor is expected to:

· Ensure that the Voluntary, Charitable and Faith Sector (VCFS) is fully engaged in the development and operation of the care home medical service. Areas where VCFS organisations can add value to the service might include befriending services, bereavement and counselling services, advocacy and guidance services, patient transportation services, and signposting to other services. 
· Build connections between volunteers and professionals, and between the voluntary and public sectors;

· Specify how volunteers can add value and from this identify what sorts of volunteers need to be recruited, and how they can be recruited, supported and developed; 
· Clearly define the boundaries between volunteer and professional roles and include this in induction processes for both groups;

· Make use of guidance on good practice in management of volunteers, such as those published by the National Council for Voluntary Organisations and National Occupational Standards, and those contained in the Department of Health’s strategic vision for volunteering (DoH, 2011).
· Involve volunteers in organisational governance as well as service delivery; and

· Measure the outcomes from volunteering and assure the quality of the services that volunteers provide.

	READ Code
	There are no READ codes associated with this care bundle.

	KPI
	There is no KPI associated with this care bundle. The Contractor will be asked to include plans for engagement with communities and the VCFS sector, producing an annual report for the Commissioner outlining how VCFS organisations are supporting the Service.



	Data Validation
	Annual report to be produced by the Contractor. 

	Timescale
	Annually


11) Routine Care 
	Rationale
	As per service specification

	Delivery / Specification
	The Contractor is expected to:

· be open during GMS core hours of 08:00 to 18:30 plus additional hours until 20.00 from Monday to Friday;

· be open at weekends and public holidays from 08:00 until 12:00;

· a named GP is to be available for the practice during core hours and to be within a reasonable distance of the practice (i.e. 30 minutes travelling time);
· provide flexible appointment lengths as clinically indicated; and

· ensure a presence at each care home, each week. This presence to be a minimum of 2 hours a week for a Care Home with at least 6 registered patients. This should increase in proportion to the number of residents in the Care Home registered with the service.
· The Contractor shall conduct a face-to-face medical assessment with all new Patients within three (3) days of their admission to a Care Home ("Initial Assessment"). The Initial Assessment shall involve the Patient's carers and/or family as available and appropriate and include, but not be limited to the following:

· if possible, the taking of a full medical history from the Patient, the Patient's family or carer if necessary;

· the carrying out of a cognitive assessment using General Practitioner Assessment of Cognition (GPCOG) Score or Mini Mental State Examination;

· the carrying out of a medication review;

· an assessment of the following:

· frailty;

· pain;

· falls;

· depression;

· mental health issues including dementia;

· sensory loss (hearing, sight and touch);

· clinical observations; and

· vital signs.

· a review of end of life care issues in collaboration with the Care Home;

· an assessment of long term conditions and co-morbidities, for example, COPD, CVD, Diabetes;

· the agreement of a medical care plan for the Patient in collaboration with the patient's family or carers and the Care Home staff;

· the agreement of a medical management plan for future anticipated events, for example, exacerbation of a long term condition or deteriorating health;

· the development of management plans for end of life care; 

· the management of any investigations deemed necessary, for example blood tests; 

· issues relating to wound care; and

· as clinically appropriate. 

· Care Homes providing residential nursing care should take a lead on the assessment of the following:

· tissue viability, skin integrity, including a review of Waterlow score;

· equipment for example, pressure mattresses, that may be required;

· the Patient's mobility;

· the Patient's continence;

· risk, for example, safeguarding issues; 

· nutrition and hydration (including a review of Malnutrition Universal Screening Tool (MUST)); and

· activities of daily living.

New registrations and temporary residents

· The Contractor shall work with Care Homes to set up a system for alerting the Contractor of the arrival of new residents at the Care Home and give the Contractor the opportunity to satisfy itself with the sufficiency of medical information provided. The responsibility for ensuring that sufficient medical information from the previous doctor is available remains the responsibility of the Contractor, however it is envisaged that the Care Home will work in a collaborative way with the Contractor to share any information of mutual interest for the benefit of improved patient care.
· The Patient's medical record will be available to any medical practitioner who may be called to see the Patient on behalf of the Contractor. The Patient’s medical record will be accessible electronically and remotely in the Care Home.
· Stage 0: The resident, carer or family are prompted to register with the Contractor for the provision of the Services. The following steps shall be taken at this stage:
· The Care Homes will provide information to the residents, carers and/or family as appropriate on the options for registration.

· The Care Homes will ensure that “Informed Patient Choice” is maintained.

· The Contractor shall provide Practice Leaflets to the Care Homes to ensure that they have the full information available for residents, carers or families (as appropriate) to make an informed decision. The Practice Leaflets will include information on service delivery, and how to access the service should they need to.

· The Contractor will be responsible for building the local relationships, networks and pathways with the Care Homes and marketing their service to Care Homes and the residents of the Care Home. 

· Stage 1: Where the resident decides to register with the Contractor for the provision of the Services, the Contractor shall support the resident during the registration process.

· Stage 2: Where the resident is registered elsewhere, the Contractor shall work with the Commissioner in ensuring that the resident is de-registered from their previous practice. 
· Stage 3: The Care Homes will provide to the Contractor details of the Patient's previous GP. The Contractor shall register and care for those residents at the Care Homes who elect to register with the Contractor. The Contractor shall:

· register all new Patients using an agreed medical pro-forma, to be agreed with the Commissioner prior to the service commencement; 

· obtain information on the Patient’s medical history from the Care Home, Commissioner or previous GP practice as appropriate. The Contractor may want to develop a working relationship with the Care Homes to collect and share information of mutual concern for good patient care, however, the responsibility for sourcing the information for patient registration remains with the Contractor;

· provide written and verbal information to the Patients, carers or families of those holding relevant Powers of Attorney (as appropriate) on the level of service provision following registration. Such information shall include details of what the Patients can expect in terms of service delivery and how to access the service should they need to. In particular, the Contractor should highlight how to contact the Contractor should they need to and the communications should also take account of Patients who lack capacity.

· Stage 4: The Contractor shall provide the Services to the Patients in accordance with this Agreement. In addition, the Contactor shall:
· report in writing to the Commissioner, the death of any Patient at the Care Home no later than the end of the first Business Day after the date on which the death occurred; 

· de-register and mark as deceased any Patient whose death the Contractor is aware of, or is notified of by another source, within fourteen (14) days of becoming aware of or otherwise being notified of the Patient's death, whichever is earlier; and

· For Temporary Residents the pathway above should be followed with the following amendments: 

· At stage 2 of the pathway, the Temporary Resident will not de-register from their current GP, and the Contractor will establish robust communication plans with the Temporary Resident's current GP to ensure continuity of service.
· At stage 3 of the pathway, the Contractor shall:

register all Temporary Residents for up to three (3) months. For Patients who intend to stay at the Care Home for longer than three (3) months, the Contractor shall consider whether the Patient should be registered as a permanent Registered Patient;

make necessary arrangements to accommodate repeat respite patients and provide them with good quality care; 
· complete a full “New Patient Assessment” for any Temporary Residents staying for more than fourteen (14) days;
· use the same medical pro-forma (subject to the Commissioner's prior approval) to register Temporary Residents as they do for Registered Patients. It is important that as much information as possible is captured on these patients to improve patient care;
· obtain information on the Patient's medical history; and

· provide written and verbal information on the level of service provision to the Patient/ carers/family. The information should include details in respect of the service to be provided by the Contractor and how the Patient/carer/family may access the service if they need to. 

At stage 4 of the pathway, the Contract shall work with the Care Home and the Temporary Resident’s GP to deliver their care plan, unless there is a reported change in their condition which requires a new care plan to be drawn up. In this case, the Contractor shall undergo the same care planning steps as with any other patient registered under this Agreement. The Contractor will establish a written protocol for liaising with the Temporary Resident's GP to ensure consistency in implementing their care plan. 

	READ Code
	There are no READ codes associated with this care bundle.

	KPI
	There are no KPIs associated with this care bundle.

	Data Validation
	Monitoring to be carried out in conjunction with the Contractor.

	Timescale
	Annually


12) Prescribing and Medicines Optimisation
	Rationale
	Detailed in service specification

	Delivery / Specification
	Medicines Optimisation

The Contractor is expected to:

· provide pharmaceutical care for all Patients. For the avoidance of doubt, medication dispensing is outside the scope of the Services. 

· deliver a holistic approach. Pharmaceutical Care medication reviews have been defined as: 'a structured, critical examination of a patient's medicines with the objective of reaching an agreement with the patient about treatment, optimising the impact of medicines, minimising the number of medication-related problems and reducing waste' ("Medication Review"). Resources: http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/Browsable/DH_5354376
· undertake Medication Reviews:
· for all permanent residents of the Care Home who are registered with the Contractor for the provision of the Services, and temporary residents of the Care Home staying longer than fourteen (14) days, who must receive a Medication Review at least once every three (3) months);
· for all permanent residents of the Care Home who are registered with the Contractor for the provision of the Services, and temporary residents of the Care Home staying longer than fourteen (14) days who are discharged from acute hospitals, mental health inpatient units, intermediate care, who must receive a follow-up Medication Review within three (3) days of discharge back to the Care Home; and

· for all Patients initiated on end of life care medication, a follow-up Medication Review within two (2) days of initiation of the end of life care medication.
Medication Reviews should include consideration of:

· Antibiotics 

· Diabetes 

· Falls 

· Residents on long term prophylactic antibiotics reviewed and discontinued where possible. Review need for blood glucose testing strips for type 2 diabetes patients controlled with diet and exercise, or metformin alone or with glitazone, gliptins or GLP-1 analogues. Discontinue where appropriate or document rationale for continuation in patient records. 

· Review type 2 diabetes patients receiving blood glucose testing strips and check frequency of testing and quantities supplied are appropriate and in line with IESCCG diabetes type 2 guidance. 

· Patients receiving sulfonylureas for type 2 diabetes reviewed for hypoglycaemia risk and consideration given to discontinuing sulfonylurea and starting alternative treatment if required. 

Review patients receiving the following combination of drugs which can increase the risk of falls and assess the risk versus benefit (discontinue or decrease dose where appropriate):

· Antihypertensive drugs and drugs for Parkinson‟s disease 

· Antihypertensive drugs and patients who have slipped or fallen. 

· Drugs with anti-cholinergic side effects and patients who have slipped or fallen 

Medication Reviews should also consider: 

· Review patients with a diagnosis of osteoporosis and ensure treatment is in accordance with IESCCG osteoporosis guideline. Usual maximum duration of bisphosphonate treatment is 8 years. 

· Review of any SIP feeds including use of MUST tool and adherence to CCG formulary 

· Continued review of anti-psychotic prescribing for residents diagnosed with dementia 

· Review of dressing usage against the current CCG dressings formulary 

· Ensure homes are complying with the homely remedies protocol for their residents 

· Ensure adherence to Suffolk primary care antibiotic formulary 

· Ensure adherence to the blood glucose testing strips guidance for patients with type 2 diabetes including adherence to formulary meters and strips. 

· Review quantities of ostomy and continence products prescribed using the quick reference guides.
· Have a Medicines Management Co-ordinator employed by the practice. For full details of the scheme please refer to the service specification and job description for the Medicines Management Co-ordinator Role:
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· Nominate a prescribing lead to cascade guidance and best practice to practice colleagues, to be first point of contact for practice team and to take part in consultation on Lancashire Medicines Management Group (LMMG) work

· Ensure attendance at training sessions and one session in-practice annually.

· Majority of GPs and other employed prescribers attend agreed medicines optimisation in-practice training sessions. There should be sharing of information routes for prescribers who don’t attend

· Engage with the CCG:
· Practice has a named GP Prescribing Lead who meets with a representative(s) of the Medicines Optimisation team three times a year.

· Sign off of Medicines Optimisation Team recommendations, within 4 weeks of receipt 

· GP lead (or suitable deputy during period of absence) has regular contact with Practice Medicines Co-ordinator and timely signs off projects within 2 weeks of receipt 

· Medicines Co-ordinator regularly meets monthly savings reports deadlines and regularly engages with CCG training sessions

· Prescribing Lead takes responsibility to disseminate best practice to all prescribers including locums (with evidence)

· Use a Prescribing Decision Support e.g. Scriptswitch
· Agree an annual quality target in the chosen area of prescribing.
Prescribing

The Contractor shall prescribe the most clinically appropriate and cost effective medicines in accordance with national and local guidance (in order to meet Patient needs (Including compliance with local schemes such as QIPP)) including:

· General Medical Council Good Practice Prescribing Guide (Especially relating to the prescribing of specials) http://www.gmc-uk.org/guidance/ethical_guidance/prescriptions_faqs.asp;

· NICE (National Institute of Clinical Excellence) guidance and Department of Health directives relating to prescribing;

· Good Prescribing Practice as defined by BNF (British National Formulary) and the Commissioner;

· CQC Standards, and support compliance through the use of Tools for Reviewing Medicines optimisation compliance with CQC;

· Patient group directions as issued from time to time; and

· Shared care protocols agreed between the Commissioner and other NHS providers.
In addition to the above, the Contractor shall:

· not exceed the Contractor’s prescribing budget as set by the Commissioner each year; 

· have a system that ensures regular medication review for all Patients; 

· ensure the provision of medicines only by a suitably qualified Prescriber; 

· where relevant, levy NHS prescription charges and collect NHS overseas visitors’ charges in accordance with the overseas visitors hospital charging regulations in accordance with guidance contained in Annex A of the Department of Health document “proposals to exclude overseas visitors from eligibility to free NHS primary Medical Services” as amended from time to time; 

· use NHS Prescription Forms (for dispensing in the community);
· comply with guidance relating to safe and secure handling of medicines as detailed in The Safe and Secure Handling of Medicines: a team approach http://www.rpsgb.org.uk/pdfs/safsechandmeds.pdf 

· respond to National Commissioning Board Patient Safety Alerts;

· undertake a review and reconciliation of Patient’s medicines within one (1) week of admission/ discharge from hospital;

· have a system that ensures regular medication review for all Patients on four or more repeat medicines and have documented evidence of review and any actions taken; 

· co-operate with and apply recommendations of the Commissioner's medicines optimisation team;
· have regular minuted meetings with the Care Home staff and any supplying pharmacists around any medicines optimisation issues that arise. The Contractor shall have such meetings at least once every three (3) months;

· ensure the prescribing of benzodiazepines and antipsychotics are kept to a minimum and regularly reviewed and reasons for prescribing these are documented;

· meet the standards for safe repeat prescribing and ensure there is a robust system for re ordering of repeat prescriptions;
· maintain an up to date and comprehensive copy of each Medication Review in the Patient's file in the Care Home;
· bring their prescription pad with them on all visits to the Care Homes;
· monitor the use of repeat prescriptions and ensure that they are clinically appropriate; and
· undertake joint audits of prescribing-dispensing and administration with the Care Homes and where appropriate the dispensing pharmacist.


	READ Code
	There are no READ codes associated with this care bundle.

	KPI
	Maintain an acceptance rate on Script Switch (>10% )

% of medication reviews completed within 14 days of registration with the service (>80%).

% of patient registrations having had a medication review within the last three months (>80%).

% of patients bring prescribed end of life drugs having follow up medication reviews being completed within 2 days of a patient initiating these drugs (>80%).
Quality target to be confirmed on an individual practice basis

	Data Validation
	To be monitored by the Medicines Management Team

	Timescale
	Quarterly


13) Urgent Care

	Rationale
	As per service specification

	Delivery / Specification
	The Parties acknowledge that the Contractor is not an emergency response service. Emergencies should be handled in the usual way through an emergency 999 call to North West Ambulance Service. The Contractor shall provide an enhanced general medical service for Care Homes, Patients and their Carers by providing quick access to primary care for those who require it. This quick access includes requirements for the Contractor to respond to calls quickly and within 15 minutes, and where appropriate to arrange for “a visit” within a maximum of two hours from receipt of the call. 

The Parties acknowledge that it is important that every effort is made to facilitate appropriate access and that inappropriate referrals will place too much demand on the Services and may take away resources from those most in need.

The Contractor shall:

i. provide urgent access to a comprehensive primary care service during the Service Hours which shall comprise the following:

a. the provision of telephone advice, triage and support for the Care Homes and/or Patients and/or their Carers during the Service Hours;

b. where necessary, a “call-out” to the Care Home to provide direct care to the Patient that is the subject of the call; and 

c. visiting Patients that require urgent access to primary care whilst the Contractor is on-site at the Care Homes performing its other duties.

ii. work with the Care Homes to facilitate easy and appropriate access of urgent care;

iii. respond to all urgent enquiries (whether over the telephone or whilst on-site at the Care Homes) within fifteen (15) minutes after receipt of a request;

iv. once an urgent enquiry is received, the Contractor shall triage and prioritise the enquiry and discuss the management plan with the Care Homes;

v. once an urgent enquiry is received by the Contractor, it must be resolved;

vi. a visit to the Patient will be performed by the Contractor within two (2) hours from receipt of an urgent enquiry;

vii. if a request for a visit is received after 7.45pm Monday to Friday and after 11.30am on Saturdays, Sundays and Public Holidays, the Contractor shall make every effort to meet this request. If the volume of urgent enquiries is high and the Contractor cannot make the visit until after 8pm that day, the Contractor must agree an alternative plan with the Care Home. If the Contractor is unable to fulfil an urgent visit request, the Contractor shall, in the next Business Day or within twenty-fours (24) hours (whichever is earlier) inform the Commissioner and explain the reason for not fulfilling the urgent visit request,

viii. supply an exception report to the Commissioner on a quarterly basis for any urgent visits it failed to make and the reasons for each; 

ix. establish robust systems for handover to the out of hours service provider and systems for feedback from the out of hours provider; 

x. establish systems for feedback to the Care Homes, Carers, Families and Patients where issues cannot be resolved;

xi. maintain a profile on the Directory of Services, as used by NHS 111, which has been signed off by the Commissioner;

xii. ensure that it submits the Special Patient Notes for all Patients and in particular for end of life patients. This should support the handover to NHS 111 and out of hours service provider;
xiii. an urgent request is defined as a request that could not have been anticipated in advance, for example, acute exacerbation or an urgent situation not requiring a blue light ambulance or where the patient is assessed to be at risk of conveyance; 

xiv. the Contractor shall agree a protocol with all Care Homes for urgent requests;
xv. ensure a named GP is to be available for the Contractor during core hours and to be within a reasonable distance of the practice (i.e. 30 minutes travelling time);
xvi. provide flexible appointment lengths as clinically indicated;
xvii. to have an open list and accept any application for inclusion in its list of patients made by, or on behalf of, any person if resident in its practice area. This includes patients on the list of other local contractors or providers of primary medical services. The practice shall only refuse an application made if it has reasonable grounds for doing so which do not relate to the applicants race, gender, social class, age, religion, sexual orientation, appearance, disability or medical condition. The practice must keep a written record of refusals made including the reasons for refusal; and
xviii. rapidly clinically assess patients with urgent or emergency needs. Practices should have systems and skilled staff in place to ensure these patients’ needs are effectively identified, and responded to in a clinically appropriate manner.



	READ Code
	There are no READ codes associated with this indicator

	KPI
	Number of urgent requests per home (no target)

% of urgent requests resulting in an urgent visit (no target)

% of urgent requests responded to within 15 minutes of receipt (90%)

% of urgent requests fulfilled the same day (95%)



	Data Validation
	Monitoring to be carried out in conjunction with the Practice

	Timescale
	Quarterly


	4.
Applicable Service Standards

	4.1
Applicable national standards (eg NICE)

To be added from body of text
4.2
Applicable standards set out in Guidance and/or issued by a competent body (eg Royal Colleges) 

To be added from body of text
4.3
Applicable local standards

To be added from body of text


	5.
Applicable quality requirements and CQUIN goals

	5.1 Applicable quality requirements 
To be added from body of text
5.2 Applicable CQUIN goals

The national CQUIN scheme is not applicable to this contract/service specification. The contract value will be inclusive of payments normally made through the scheme.



	6.
Location of Provider Premises

	The Provider’s Premises are located at: To be confirmed by the Contractor following the conclusion of the procurement process.
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		Self-Assessment to monitor Safeguarding Arrangements for Primary Care 

Reference to The RCGP/NSPCC Safeguarding Children Toolkit for General Practice and Protecting children and young people – the responsibilities of all doctors GMC



		GP Practice:

		



		Person completing the self-assessment  (include designation, contact details including email)

		



		Date self-assessment completed

		



		Useful links:

		



		Local Safeguarding Children Board policies/procedures

		http://panlancashirescb.proceduresonline.com/index.htm 



		Local Safeguarding Adult Board policies/procedures

		http://plcsab.proceduresonline.com/index.htm



		RCGP/NSPCC details

		http://www.rcgp.org.uk/       http://www.nspcc.org.uk/ 



		GMC Protecting Children and Young People Feb 2012

		http://www.gmc-uk.org/publications/13683.asp 



		NICE guidance PH50 Feb 2014 Domestic Violence and Abuse

		http://www.nice.org.uk/guidance/PH50 







		RAG rating key:

		

		



		

		Green

		

		Fully compliant (remains subject to continuous quality improvement)



		

		Amber

		

		Partially compliant – plans in place to ensure full compliance and progress is being made within agreed timescales



		

		Red

		

		Non-compliant (standards not met / actions have not been completed with agreed timescales)











		Standard

		Components of standard

		Comments 

		RAG



		1.  Accountability and Leadership



		1.1 The GP Practice has in place a lead and deputy for safeguarding children, adults and MCA implementation. 

		· The safeguarding lead(s) work closely with the CCG named GP for safeguarding. 

· The commissioner is kept informed at all times of the identity of the safeguarding leads

		



		



		1.2 It should be clear who has overall responsibility for GP Practice’s contribution to safeguarding and what the lines of accountability are from each staff member up through to the person with ultimate responsibility 

		   Minimum requirements:

· All staff know who to report concerns about a child/adult at risk to

· Staff at all levels know and understand their responsibilities



		

		



		1.3  The organisation regularly   reviews the arrangements in place for safeguarding and MCA 

		

		

		



		1.4  An adverse incident reporting system is in place which identifies circumstances and /or incidents which have compromised the safety and welfare of patients 

		· GP Practices review significant events Serious Event Analysis (SEA) on a regular basis to share learning throughout the team 

· Complaints are considered in the context of safeguarding 

		

		



		2. Safeguarding policies and procedures 



		2.1  The GP Practice has a clearly defined and understood policy in place for safeguarding children, young people, vulnerable adults and MCA in line with current legislation and guidance

		· Policies and guidance refer to the LSCB/LSAB multi-agency procedures

· Staff are made aware of the policy and its content at time of induction for new staff and then reminded of the policy and their role in safeguarding at regular updates 

· All policies and procedures must be audited and reviewed at a minimum 2 yearly to evaluate their effectiveness and to ensure they are working in practice

		 















		



		3.  Service Development Review



		3.1   In developing local services consideration is given to the need to safeguard and promote the welfare of children, children looked after and vulnerable adults

		· The views of children, families and vulnerable adults are sought and acted upon when developing services and feedback provided



		

		



		4.   Domestic violence including Forced Marriage and Honour Based Violence, Female Genital Mutilation



		4.1  The GP Practice has a Domestic Abuse Policy and Procedures. Action is taken immediately a domestic abuse issue arises and     processes are in place for     ensuring this is followed up in the longer-term (RCGP/NSPCC/NICE PH50).

		· The policy/procedure includes guidance for following up domestic abuse issues in both the short, and longer-term. 

· The policy /procedures are understood and used by all GPs and practice staff. 



		

		



		4.2   Whenever there is a disclosure of a domestic abuse incident this is recorded using appropriate Read codes in the children’s medical records as well as the adults’ medical records. 

		1. A note should be made for further discussion with the Health Visitor (RCGP/NSPCC/NICE PH50

2. NB Care must be taken with terminology used to record such information in the records of alleged perpetrators, and this should not be recorded as fact unless there is a known conviction for the offence

		

		



		4.3  GPs are mandated under the Health and Social care Act 2012 to record FGM patient data under the FGM Enhanced Dataset

		3. General practice are required to have regard to the FGM Enhanced dataset standard from October 2015

4. All GPs should complete the CAP registration process in preparation for submitting the dataset

5. There is a duty to report all girls under 18 with FGM to the police (brought through the Serious Crime Act 2015)

		

		



		5.   Information sharing



		5.1. Effective information sharing by professionals is central to safeguarding and promoting the welfare of children and adults at risk of harm



		· There are robust single / multi agency protocols and agreements for information sharing in line with national and local guidance

· Evidence that understand their responsibilities and know when to share information

		

		



		5.2  Systems should be in place to monitor information regarding unscheduled care attendances for vulnerable children and adults 



		

		

		



		6.   Prevent  



		6.1  The GP Practice includes Prevent within its safeguarding  policies and procedures, and complies with, the principles contained in Prevent and the Prevent Duty Guidance 2015 and the Prevent competency framework 

		· The GP Practice must nominate a Prevent Lead and must ensure that the Commissioner is kept informed at all times of the identity of the Prevent Lead.

· Staff at all levels know and understand their responsibilities



		



		



		6.2   All staff are trained to recognise where there are signs that an individual could be drawn into terrorism and can locate available support when appropriate.

		· Prevent Basic awareness training/ Channel E learning is completed by all staff, please follow the link below:  

http://course.ncalt.com/Channel_General_Awareness

· All Practice Clinicians work towards completing WRAP 3 



NB It is considered that a phased approach is the most proportionate response to completing WRAP 3 training facilitated by the CCG Safeguarding Team 



		

		



		7.   Inter-agency working



		7.1  To co- operate fully in child protection procedures  



		· The GP Practice has a system in place for dealing with invitations to attend Case Conferences, and for providing reports for Initial and Review Conferences (GMC)

· Administrative staff are able to recognise requests for invites to Conferences as urgent and forward them to the GPs as soon as received

· There is a system in place to record dates of receipt and response. Should it be decided not to respond (for example if it is discovered that the child is not registered with the Practice) Children Social Care (CSC) is immediately informed, with reasons provided and documented

· The GP Practice has a system in place to ensure information requests for Child in Need and children looked after (CLA) are identified and dealt with in a timely and appropriate way when received

· The GP-held clinical record for children looked after is maintained and updated and  health records are transferred quickly if the child registers with a new GP Practice, such as when he or she moves into another CCG area, leaves care or is adopted  

· The GP Practice has systems in place to effectively communicate with health visitors, school nurses (RCGP/NSPCC) 

		

		



		7.2 To co-operate fully with adult safeguarding enquiries 

		

· The GP Practice has a system in place for responding to safeguarding adult concerns and working together with partner agencies aimed at supporting people with care and support needs who may be in vulnerable circumstances and at risk of abuse or neglect. 



		

		



		7.3   Evidence how the GP Practice responds to the learning from local and national Serious Case Reviews, Safeguarding Adults Reviews and Domestic Homicide Reviews



		













		





		



		8.  Safer recruitment practices 



		8.1  Clear policies setting out the  commitment, and approach, to safeguarding including safe recruitment practices and arrangements for dealing with allegations against people who work with children and adults as appropriate (SVP p.21)

		· All recruitment staff are appropriately trained in safe recruitment

· All appropriate staff receive a DBS check in line with national/local guidance

· Legal requirements are understood and in place

· In respect children the role of LADO is understood and procedures are in place which identify a named senior officer for managing allegations against workers (this can be the Safeguarding lead)

· In respect to adults, the GP practice safeguarding lead should consult with the local authority Safeguarding Adults Enquiry Team and the Police where appropriate. Further information can be found on the Lancashire Safeguarding Adults Board website.



		

		



		9.  Supervision and support 



		9.1   Safeguarding supervision should be effective and available to all 

		· All staff working with children and vulnerable adults receive appropriate regular supervision (including reviews of practice) for example within clinical meetings







		

		



		10.  Staff training and continuing professional development



		10.1 Staff should have an understanding of both their roles and responsibilities for safeguarding children, children looked after, adults and MCA implementation and those of other professionals and organisations.







		· All staff have received level 1 safeguarding training for children and adults.  (include % and number) 

· All staff who have contact with children and young people have undertaken LSCB CSE e-learning

· All staff in contact with children and young people have undertaken level 2 safeguarding training (include % and number)

· All Clinicians working with children, young people and/or their parents/carers undertake safeguarding children training at level 3 (include % and number)

		

		



		10.2 All clinicians understand and embed the principles of MCA implementation within practice
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Dementia shared care pathway 			

1. Identification - GP / Carer / Hospital / Other health & social care staff

· People who worry about their memory / relatives raising concerns

· People (including younger people) who are forgetful in last 12 months / confused / present with mood changes or changes in communication skills / having lost confidence 

· Pro-active screening of people from underrepresented or at-risk-groups:	

· people with learning disability / BME groups / people with HIV / patients who do not attend planned health appointments / people with Parkinson’s / people with vascular conditions / people with alcohol & substance misuse problems / those who regularly present with falls or delirium



2. Assessment Primary Care - GP 

· History taking (including relative’s impression)

· Physical assessment; Assess medical and psychiatric co-morbidity 

· Medication review 

· Basic dementia screen: routine haematology, biochemistry tests, thyroid function tests, serum vitamin B12 and folate levels, midstream urine test if delirium is possibility, chest X-ray / ECG as determined by clinical presentation

· Cognitive and mental state examination (attention, concentration, short- and long term memory, praxis, language, executive function, conduct test e.g. 6-CIT, GPCOG (awaiting DH guidance))

· Consider and assess social situation circumstances – carers assessment



3. Further specialist assessment in secondary care - Memory Service Lancashire Care

· Memory assessment

· Diagnosis including diagnosis of subtype

· Post diagnostic information, advice and counselling information

· Health & wellbeing advice; referral to peer support and training



4. & 5. Initiating dementia drugs - Dementia Treatment Clinic Lancashire Care

(for patients diagnosed with Alzheimer’s / some mixed dementias) 

· Initiating dementia medication 

· Monitoring till patient is stable on medication



6. Diagnosis confirmed: disease management in Primary Care - GP

· Add patient to QOF dementia register and carer to QOF carer register

· Give post-diagnostic information, advice and emotional support 

· Signpost person with dementia and carer services

· Prescribing dementia drugs

· Give healthy life style & wellbeing advice

· Set review date for person with dementia and their main carer

· Regular review / Anti-psychotic review (3 monthly)

· Global, mood, cognition, behaviour, function, medication, quality of life, healthy life style, use of support services, advanced decision making, carers’ assessment  

	 Review guidance see: QOF and local guidance 





1. Early dementia identification

2. GP assessment

Diagnosis clear & 

no need for initiation 

on dementia drugs?



6. Disease management in Primary Care 



Regular reviews incl. medication reviews (Alzheimer’s Disease / mixed dementia) 



Advanced care planning



3. Referral for further assessment & diagnosis in Secondary care

Alzheimer’s 

disease?

4. Initiation on dementia drugs

no

yes

no

yes

Patient 

stable?

5. Disease management in secondary care until stable

no

yes

Patient’s 

condition 

deteriorated?

7. (Fast track) referral to specialist memory service / link nurse

yes

no



































































Chorley & South Ribble and Greater Preston CCG Dementia Shared Care Pathway – Dementia Drugs



At present the following acetylcholinesterase inhibitors are licensed: Donepezil (Aricept), Rivistigmine (Exolon) and Galantamine (Reminyl) and Memantine. There is little difference in efficacy or tolerability between them. Issues of tolerability will be addressed by the specialist service and may result in a change of treatment. 



Assessment, initiation and management of treatment



Responsibilities of specialist memory service (Lancashire Care) 

Could be the secondary care clinic or in-reach primary care team



· To assess the patient and establish the diagnosis.



· To signpost patient and carer to local information, advice & support services.



· To determine appropriate treatment and intervention.



· To ensure that patient and carers are fully informed about the treatment including potential side effects and other difficulties relating to treatment, monitoring arrangements and the circumstances under which treatment may be withdrawn.



· To undertake reviews of the patient’s condition following initiation of medication and when clinically stable, discharge the patient to the GP’s care.



· To write to the general practitioner (GP) detailing the diagnosis, the cognitive score, the reason for treatment, the preferred medication and requesting that shared care pathway is followed, including prescribing is commenced forthwith.



· To be available for advice if the patient’s condition changes and to allow for fast-track re-referrals for patients on shared care pathway.



· To monitor and liaise with the GP regarding any adverse drug reactions (ADRs) which occurred during treatment, including the reporting of any serious ADRs to the Medicines and Healthcare products Regulatory Agency (MHRA) via the yellow card system.
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SupportNetwork


•	Fully-moderated anonymous community, 	
	 group and 1:1 peer support•	Trained counsellors online at all times•	Available online 24/7•	Evidence-based online courses – for 	
	 mental and physical health issues including 	
	 anxiety, depression, weight management, 	
	 smoking cessation and other topics•	��Self-care resources•	��Patients requiring step 1 support only can 


self-refer to www.lets-talk.co for to access 
Big White Wall


Online mental health service
FREE for patients in your area


+LiveTherapy


•	NICE Step 3 therapy•	Patient can choose therapist/clinician,  
	 with counselling, IPT and CBT available•	Text, audio and video sessions on a secure 	
	 online platform•	��Date and time to suit from the comfort of 


home including evenings & weekends


SupportNetwork &
GuidedSupport
Yes, on any device 
with internet access


LiveTherapy
Requires broadband internet access and  
a computer, webcam and microphone


58% 80%73% 95%
recovery rate from 
LiveTherapy (above 
national average)


report improved 
self-management


share an issue  
for the first time


of members  
report improved 


wellbeing


Outcomes


Can My Patients Use Big White Wall?


Big White Wall  
helps people  


get support, take 
control and  
feel better


Big White Wall  
helps people  


get support, take 
control and  
feel better


Big White Wall is a multi-award winning digital mental health and wellbeing service. It provides support 24/7  
via mobile, tablet and PC.


 bigwhitewall.comNHS High Impact  
Innovation CQC Registered


+GuidedSupport


•	NICE Step 2 online courses for depression 	
	 and anxiety•	Full MDS scores generated•	��Average reduction 4.8 points in depression/


anxiety scores







What Happens Next?
Patients automatically receive an email inviting them to join Big White Wall. They will need to 
register within two weeks of being referred, or their place will lapse. Once a patient has joined, 
trained counsellors (Wall Guides) are online at all times to help new patients explore the 
SupportNetwork and get started with LiveTherapy or GuidedSupport.


For more information on Big White Wall’s services, go to www.bigwhitewall.com
Please refer patient queries to: theteam@bigwhitewall.com


Refer patients through BWW Professional  
fast, simple and secure


Getting Set Up
Access BWW Pro at  
https://professional.bigwhitewall.com
You can request login details from your  
local administrator (e.g. practice manager)  
or email prosupport@bigwhitewall.com


How to Refer
•	Click on the prescribe tab


•	For LiveTherapy, select 
SupportNetwork+LiveTherapy


•	For GuidedSupport select SupportNetwork + 
GuidedSupport, and then select a course from 
the drop down menu


•	Add your patient’s email address and their 
NHS number as the reference


•	For LiveTherapy, fill in the additional fields that 
appear


•	Click prescribe


24/7 Access    Anonymous    No waiting lists  bigwhitewall.com
 @BigWhiteWall


 @BigWhiteWall1
 BigWhiteWall1
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SECTION B PART 1 - SERVICE SPECIFICATIONS

		Service Specification No. 

		



		Service

		Medicines Management Co-ordinator



		Commissioner Lead

		



		Provider Lead

		



		Period

		



		Date of Review

		





		1.  Population Needs





		1.1 National/local context and evidence base


Medicines management is about helping patients to get the best from their medicines and ensuring that they are the primary focus of care. 


It includes an increasing number of areas of healthcare and involves working with a wide range of people, including care homes, hospitals and community pharmacies.


Local initiatives have made improvements, but practice systems involving medicines need active management to help improve and maintain quality, promote safety and patient satisfaction. 


The appointment of a dedicated Medicines Co-ordinator to support and promote these activities provides the opportunity to develop effective medicines management and improve the experience and health outcomes for patients.







		2. Outcomes





		2.1   NHS Outcomes Framework Domains & Indicators


Domain 1


Preventing people from dying prematurely


(

Domain 2


Enhancing quality of life for people with long-term conditions


(

Domain 3


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


Domain 4


Ensuring people have a positive experience of care


(

Domain 5


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


(

2.2  Local defined outcomes








		3. Scope






		3.1 Aims and objectives of service


Effective medicines management will:


· Improve the health of the population


· Improve patient care and satisfaction


· Make better use of professional skills


· Deliver effective clinical governance


· Maximise the effective and efficient use of resources


This will also reduce waste through:


· the development and implementation of practice policies and procedures


· training and guidance to practice staff


· collaborative working and sharing best practice with other practices


3.2 Service description/care pathway

The Medicines Co-ordinator should be provided with a contract of employment for the number of hours stated in in the finance section (3.7), which is between the practice and the individual Medicines Co-ordinator. 


For the scheme to progress effectively, the practice agrees to:


· Provide the support and facilities to enable the Medicines Co-ordinator to undertake the role for ## hours per week.


· Allow the Medicines Co-ordinator to collect and provide monthly monitoring returns and any other information requested, within the specified time scales, (5th of each month).  


The process for non-submission of monthly monitoring returns and subsequent suspension of funding is included in Appendix 1.

It is recognised that Medicines Co-ordinators will have annual leave or sickness within the duration of the scheme.


It is not acceptable for Medicines Co-ordinators time to be allocated to provide general practice staff cover for annual leave or sickness.  If, due to unforeseen circumstances the practice is temporarily unable to allocate the funded time, the CCG reserve the right to suspend payment to the practice, until the situation is resolved.   


If for any reason the Medicines Co-ordinator wishes to leave the practice to pursue other employment, the practice should inform the Scheme Lead at the earliest opportunity.  Practices hourly allocation will be reviewed at this point and may reduce to bring into line with their ASTRO-PU figures.

The Medicines Co-ordinator must be provided with a satisfactory working environment and have adequate access to IT facilities.


The GPs within the practice must provide support to the Medicines Co-ordinator, to enable them to implement quality and cost effective prescribing.


The Medicines Co-ordinator will work under the guidance and supervision of the Lancashire CSU Medicines Optimisation Team, but overall responsibility will be with the practice. The Medicines Co-ordinator is expected to work at all times, within agreed practice policies.


The practice must be agreeable to the Medicines Co-ordinator Scheme Lead visiting the Medicines Co-ordinator a minimum of once per calendar month within their respective practice.


The practice must be committed to collaborative working and be willing to share information and best practice across the CCG


The practice must ensure that the Medicines Co-ordinator is able to attend the monthly Medicines Co-ordinator training sessions, facilitated by the Medicines Co-ordinator Scheme Lead.  There are only 10 sessions annually. There will be no meetings in August and December due to summer holidays and the Christmas period. Medicines Co-ordinators must attend a minimum 7 out of the 10 sessions for the financial year. 


All training will be held at the Lancashire CSU Headquarters, Jubilee House, Leyland.  Dates will be advised.


The process for non-attendance at training sessions and subsequent suspension of funding is included in Appendix 1.

3.3 Equipment / Premises


The Medicines Co-ordinator must be provided with a satisfactory working environment and have adequate access to IT facilities.


3.4 Minimum Required Activity


3.5 Activity Reporting


The Lancashire CSU Medicines Co-ordinator Scheme Lead will provide a quarterly report on the savings and progress to the CCG Group, based on the monthly measures sheets provided by the Medicines Co-ordinators.


3.6 Audit


Continuation of the scheme will be determined by an evaluation of its overall cost-effectiveness, based on the outcome criteria and additional evidence and information collated. 

3.7 Finance


If the person in post gives notice, practice involvement and payment will cease until the practice employs a suitable replacement.  Practices hourly allocation will be reviewed at this point and may reduce to bring into line with their ASTRO-PU figures.

The funding available per practice is intended to cover all costs associated with the employment of the Medicines Co-ordinator for that aspect of their role (for example,  inclusive of salary, national insurance, pension contributions, travel and training etc.) and any set-up costs.


The funding is conditional upon implementation of the duties outlined in the job description.


The practice must also ensure that the staff member is salaried at the appropriate level for this post, which was agreed at Agenda for Change (AfC) band 4. 


Sick pay will be paid at the same rate as those agreed in the practice terms and conditions of employment.


Practices will be funded at £19,378 (per wte) as a contribution to the cost of this post. 


The total funding to the practice, including NI and superannuation is £24,403 (per wte)

Payments will be made to the practice on a monthly basis, subject to satisfactory compliance of the above terms and conditions.


3.8 Eligibility / Criteria and Accreditation


Training events will be organised by Lancashire CSU and the costs of running the events i.e. venue and trainer costs will be incurred by Lancashire CSU.


3.9 Any acceptance and exclusion criteria 


3.10 Interdependencies with other services


Clinical Commissioning Groups


Lancashire Commissioning Support Unit

GP Practices


Acute Trusts








		4.  Applicable Service Standards





		4.1 Applicable national standards (e.g. NICE)

Service providers will comply with all relevant documents and policies including those listed below:


· Health and Social Care Act 2008


· The Equality Act 2010


· The NHS Outcomes Framework 2013/2014


· Care Quality Commission – the essential standards


· NICE Guidelines Quality Standards


· The Code – Standards of Conduct, Performance and Ethics for Nurses and Midwives


· Guidance and Requirements on health and safety including: moving and handling, fire and safety, resuscitation and infection control


· NICE Guidance CG139 Infection Control


4.1.1 Infection Prevention


The service provider is required to adhere to all current infection prevention guidance including the Health and Social Care Act 2008 and NICE Guidance CG139 or relevant guidance which supersedes these detailed.


4.1.2 Safeguarding


The service provider shall devise, implement and maintain a procedure for its staff which ensures compliance with pan-Lancashire procedure for Safeguarding Children and Safeguarding Vulnerable Adults, and shall supply a copy of its procedure to the Commissioner before commencement of the service.


Pan-Lancashire safeguarding children policies and procedures can be accessed at:


http://panlancashirescb.proceduresonline.com/index.htm

Pan-Lancashire safeguarding adult policies and procedures can be accessed at:


http://plcsab.proceduresonline.com/

The service provider will comply with the lead commissioners’ standards for safeguarding as detailed in the CCGs safeguarding policy and will provide evidence of their safeguarding arrangements on request, at a minimum this will be annually.


All staff must be subject to Disclosure and Barring Service (DBS) Checks  and Independent Safeguarding Authority (ISA) Checks as applicable to their role and undertake Safeguarding training

4.2 Applicable standards set out in Guidance and/or issued by a competent body


4.3 Applicable local standards







		5. Applicable quality requirements and CQUIN goals





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


5.2 Applicable CQUIN goals (See Schedule 4 Part E)







		6.  Location of Provider Premises





		The Provider’s Premises are located at the GP practice whose address has been supplied previously.  






		7. Individual Service User Placement






		





Appendix 1 


Process for non- submission of monthly measures 


and non-attendance at training sessions
























Appendix 2 – Job Description


Chorley & South Ribble Clinical Commissioning Group


Greater Preston Clinical Commissioning Group


JOB DESCRIPTION – GP Practice Based Staff


Job Title:


Practice Medicines Co-ordinator


Reporting To:


GP Practice Manager 


Accountable To: 


GP Practice Manager


Liaises with:


CCG / CSU Medicines Co-ordinators Scheme Lead





CCG / CSU Medicines Management Team 


Location: 


GP practice


Job Summary 


The post holder will take a central role in reviewing, improving and implementing the practice repeat prescribing policies to ensure all staff are aware of the correct procedures to run a safe, cost effective, efficient, and patient friendly, repeat prescription system. 


The post holder will be responsible for helping the practice and the medicines management team to deliver the agreed changes required to meet the prescribing targets set for the Clinical Commissioning Groups (CCG) and Quality and Outcomes Framework (QOF) prescribing schemes.


The post holder will be the main contact point for non-clinical medication related queries from pharmacies, nursing homes, and other health care professionals, to improve the accuracy of patient medication records.


Type of Supervision Received

Day-to-day supervision will be provided by the Practice Manager.

Work programme will be supervised by the CCG / CSU Practice Medicines Co-ordinators Scheme Lead.


Main Duties and Responsibilities:


General


1. To identify and work closely with all healthcare professionals involved in medicines management in the practice.


2. To reduce waste, minimise risk and improve the repeat prescribing process.


3. To improve prescription security by introducing best practice guidelines


4. To be responsible for ensuring recall systems are in place, and working, for the correct monitoring of amber drugs and those included in the enhanced services of the GMS/PMS contract.


5. To undertake practice based CCG project work under the direction of the Medicines Co-ordinators Scheme Lead to ensure cost savings on the prescribing budget  


6. To undertake proactive “housekeeping” management of the repeat prescribing process in accordance with practice and CCG protocols


7. To deal with non-routine, non-clinical medication queries that requires follow up and problem solving techniques.


8. To help the Medicines Management Team with any searches, data collection and letter production required for prescribing changes.


9. Identify patients who would be suitable for repeat dispensing and pharmacy Medicines Use Reviews (MURs).  


10. To ensure information from pharmacy MURs is acted upon as appropriate.


11. Develop and implement medicines management initiatives through the work of the practice e.g. repeat dispensing.

Communication


1. Act as the first point of contact both within the practices and for outside agencies, including secondary care, community pharmacists, nursing home staff and other healthcare professionals who have queries relating to prescriptions.


2. To work collaboratively with the Medicines Co-ordinators Scheme Lead, the CCG Medicines Management Team and other practices to spread good practice and share experience.


3. Liaise with patients to receive prescription requests, address their queries and provide medicines management advice.

4. Ensure all information regarding medicine management is distributed to all health care professionals within the practice.

Administrative /Clerical


1. To maintain comprehensive and accurate records of work undertaken for the Medicines Management projects and activities.


2. To be able to use MS Office programmes necessary for the role.


3. To be able to use the searching and administrative capabilities of the GP clinical system.


4. To collect and submit monthly audit data to monitor improvements in line with Medicines Management objectives and CCG targets.


5. To manage time effectively to ensure all targets are met.


6. To carry out any other associated tasks required to develop this role in the future as requested by the Medicines Co-ordinators Scheme Lead

Training and Education


1. To supervise and train practice staff undertaking generation of repeat prescriptions and to explain and inform them of any prescribing changes being carried out.


2. To facilitate medicine management meetings within the practice.


3. To attend training events for Medicines Co-ordinators organised by the Medicines Co-ordinators Scheme Lead

4. To attend regular networking meetings with the Medicines Co-ordinators Scheme Lead.


 Research, Development and Audit


1. To organise the data collection and searches required for all audits being carried out for medicines management priorities (any prescribing incentive schemes and CCG projects) and ensure they are submitted on time.


2. Collate and interpret results from audits undertaken via the practice medicines co-ordinators scheme and prepare regular reports on progress to the practice.


Non-attendance at 



monthly training 



sessions











Non-submission of



Monthly Measures







Failure to attend one training session, without prior notification to Scheme Lead











One month’s measures 



not submitted by deadline – without prior notification to Scheme Lead







Scheme Lead to contact



PMC, within 7 days of scheduled session, to discuss reason for



non- attendance











Scheme Lead to email 



reminder to PMC, within 7 days of outstanding deadline, giving 7 days extended deadline for submission







Failure to attend two consecutive training sessions without prior notification to Project Facilitator







Outstanding measures not submitted by extended deadline











Scheme Lead to send letter to PMC, Practice Manager and CCG Lead GP, advising that funding will be suspended







Scheme Lead to send letter to PMC, Practice Manager and CCG Lead GP, advising that funding will be suspended











CCG Funding to be 



suspended – until issues resolved











CCG Funding to be 



suspended – until issues resolved 












		Post Infection Review for Clostridium difficile Infection (CDI)



This document must be completed for every patient with CDI who is Clostridium.difficile toxin positive from a specimen sent from the GP surgery or up to 4 days post admission.





		1. General Practitioner                               

		



		Name of person(s) completing this document:

		



		Designation of person(s):

		



		Signature(s) completing this document:

		



		



		2. Patients Details



		Name	(initials only)

		



		Date of Birth

		



		DCS No

		

		NHS Number

		



		Has patient been a resident in nursing/care/residential/rehab

		Yes

		No



		



		3. Recent Hospital Admissions

Please give history of hospital admissions in the last 6 months; indicating recent diagnosis and key information.



		Hospital Admission Date

		Hospital Discharge Date

		Ward

		Diagnosis

		Key Information from Discharge Letter e.g. Antibiotics, PPI’s, Bowel issues/scopes



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		4. Medical Chronology

Please give a clinical history indicating recent diagnosis, subsequent investigations and treatment of the past 3 months or longer if significant:



		





		



		5. Previous History

Please give history of prior treatment/intervention in the last 6 months or longer if relevant:



		Has the patient received:

		Please Highlight

		Details

If YES, what are the indication



		Proton Pump Inhibitors (PPI)?

		Yes

		No

		



		Chemotherapy?

		Yes

		No

		



		Anti-diarrhoeal medication?

		Yes

		No

		



		Laxatives or Enema?

		Yes

		No

		



		Analgesia?

		Yes

		No
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		6. Antibiotic History

Please give antibiotic history of the last 6 months or longer if relevant:





		Antibiotic/PPI

		Indication

		Date Commenced

		Date Discontinued

		Stop/review

Date Present?

		Clear focus of infection?



		What specimens were sent prior to commencing Antibiotic?

		Did this comply with formulary



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		







		7. Chronological Narrative from LCC Infection Control Nurse



		



		



		8.  Timeline for Specimen



		Date commenced with diarrhoea

		



		Date first specimen sent

		



		



		9. Clinical Summary 

Please complete if the patient is being managed in the community.



		Conclusion of CDI Review Panel

		Please Highlight

		Detail



		Has treatment of CDI commenced in accordance with Clostridium difficile infection:

How to deal with the problem?

http://www.hpa.org.uk/consultations/2008/cdiff.htm

		Yes

		No

		



		Has the patient and carers/relatives been given information regarding CDI?

		Yes

		No

		



		Has the patient been previously confirmed as CDI positive?

		Yes

		No

		



		Is there any suspicion of cross infection?

		Yes

		No

		



		Do you believe that this was an avoidable case?

		Yes

		No

		



		What are the key contributory factors to this case of CDI?

		Yes

		No

		



		Are there any recommendations for Primary Care?

		Yes

		No

		



		Is there any feedback for Provider Organisations, including Care Homes?

		Yes

		No

		








SPECIAL PATIENT NOTES (SPN) RECOMMENDED WORDING



The key purpose of a SPN for NHS 111 (and other initial call handling services) is to highlight when a call needs to be handled in a different manner than the usual assessment process. In the absence of a note the call will follow the usual process. Importantly NHS 111 cannot assume the existence of documentation such as DNACPR instructions based on verbal notification by a caller who is not a registered professional.



Therefore the first one or two lines of a SPN need to be clear, concise and of relevance to the Call Handler (CH) phase of the call and as such must describe any different approach that is requested for the individual in question. The content of the note beyond this point may be more detailed and will be of greater relevance to NHS 111 Clinical Advisors (CA) and other clinicians in downstream services.



To aid this we have compiled some suggested wording for these initial lines for the most common types of SPN. 



Instructions for Use



1. Identify patients that may require a SPN (ideally focusing on end of life patients as a matter of priority).

2. Review the table below and select the relevant type(s) of note needed for the individual in question. Each SPN type is potentially cumulative, so for example a patient may have a SPN relating to End of Life, DNACPR and a Care Plan.

3. Construct the initial lines of the SPN using each type selected. Words between <and> in italics are intended to be replaced with the relevant information described to complete the note.

4. Consider what further information needs to follow these suggested opening lines to support clinicians managing the patient, for example clinical details, in the usual way.

5. Input the note to your local OOH Adastra system (or equivalent) using your agreed local process. State the date the note was created.

6. Ensure the patient is aware of the SPN (unless inappropriate).

7. Ensure you have a process in place to review SPN at appropriate intervals.






		TYPE

		LINE ONE

		LINE TWO

		ACTION FOR CH?



		Care Plan

(includes admission avoidance, dementia, learning disabilities, long-term conditions etc)

		This patient has a care plan for <condition 1>, <condition 2>, <condition 3> and calls for these issues should be directed to <organisation / number>.  Assess as normal if the call does not relate to these condition(s).

		The care plan is held by <organization> and can be accessed through them or <other source>.

		Complete Module 0 assessment then check whether the patient’s reason for calling is covered by their care plan. If so check they understand what steps to take. If not pass to CA.



		End of Life

		This patient is at the end of life. Death from <cause> would be expected and own GP will certify.

		Override ambulance dispositions and warm transfer to CA / OOH.

		Consider and act appropriately.



		DNACPR

		Patient has a Do Not Attempt Cardio-Pulmonary Resuscitation (DNACPR) instruction in place.

		Add a statement describing whether ambulance dispositions to calls should proceed as normal or be over-ridden and the call passed to a clinician.



Just because a DNACPR exists does not necessarily mean an ambulance is an inappropriate response to the presenting problem.



Use either:



Over-ride ambulance dispositions and transfer to a CA.



or



Proceed as normal with dispositions suggested.

		Consider and act appropriately.  Discuss with Clinical Duty Manager or pass to CA if in doubt.



		Medication Instructions 

(e.g. not to prescribe certain items)

		Please do not prescribe <drug> unless clinically required. <Is known to overuse / abuse> / <Is on a reduction plan> / <Other similar statement>.

		Refer back to own practice or out of hours service.

		If call relates to the medication described in the note refer initially to CA rather than passing to service on DoS.



		High Intensity User

		This patient has a high intensity user  (frequent caller) plan in place: do not consider as a repeat caller.

		The care plan is held by <organization> and can be accessed through them or <other source>.

		Do not over-ride dispositions to GP 1h if flagged as a repeat caller.



Consider whether call should be passed to CA.








		Safeguarding Concern

		There is a <child protection> / <vulnerable adult> concern regarding this patient relating to <type of concern>. Consider this whilst assessing the call.

		Make referral and notify downstream service as appropriate.

		Consider safeguarding during assessment process and act appropriately. 



Consider whether call should be passed to CA.



Ensure any service referred to is explicitly made aware of the safeguarding concern, e.g. by a verbal handover.



		Patient Risk

		This patient is at risk of social or domestic emergency <event / outcome> due to <reason>.



or



This patient is a risk to <person / organization> because <reason>.

		<A relevant statement describing action to be taken>.



		Consider whether call needs to be passed to CA and act appropriately.



Ensure any service referred to is explicitly made aware of the risk, e.g. by a verbal handover.



		Communication Needs

		This patient has a communication need relating to <hearing / speech / cognition / language>.

		A relevant statement describing action to be taken, such as:



This patient requires an interpreter who can speak <language>.



or



<Other person> can be relied upon to interpret.



or



Suggest use of British Sign Language video call.

		Put in place the appropriate solution recommended.



Allow time on the call and consider use of other resources to support communication.



		Access Instructions

		Special access instructions for <location> are <instructions>.

		<A relevant statement describing action to be taken>.

		Pass to downstream service as necessary.








