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ANNEX B1

ELIGIBILITY QUESTIONS AND RESPONSES

Part 1: Bidder Information

Please answer the following questions in full. Note that every organisation that is being relied on to meet the selection must complete and submit the Part 1 and Part 2 self-declaration. 
	Section 1a - Bidder information

	Question number
	Question
	Response

	1.1(a)
	Full name of the Bidder submitting the information
	

	1.1(b) – (i)
	Registered office address (if applicable)
	

	1.1(b) – (ii)
	Registered website address (if applicable)
	

	1.1(c)
	Trading status 
a) public limited company
b) limited company 
c) limited liability partnership 
d) other partnership 
e) sole trader 
f) third sector
g) other (please specify your trading status)
	

	1.1(d)
	Date of registration in country of origin
	

	1.1(e)
	Company registration number (if applicable)
	

	1.1(f)
	Charity registration number (if applicable)
	

	1.1(g)
	Head office DUNS number (if applicable)
	

	1.1(h)
	Registered VAT number 
	

	1.1(i) - (i)
	If applicable, is your organisation registered with the appropriate professional or trade register(s) in the member state where it is established?
	[bookmark: _30j0zll]Yes ☐
[bookmark: _1fob9te]No ☐
[bookmark: _3znysh7]N/A ☐

	1.1(i) - (ii)
	If you responded yes to 1.1(i) - (i), please provide the relevant details, including the registration number(s).
	

	1.1(j) - (i)
	Is it a legal requirement in the state where you are established for you to possess a particular authorisation, or be a member of a particular organisation in order to provide the services specified in this procurement?
	[bookmark: _2et92p0]Yes ☐
[bookmark: _tyjcwt]No ☐

	1.1(j) - (ii)
	If you responded yes to 1.1(j) - (i), please provide additional details of what is required and confirmation that you have complied with this.
	

	1.1(k)
	Trading name(s) that will be used if successful in this procurement
	

	1.1(l)
	Relevant classifications (state whether you fall within one of these, and if so which one)
a) Voluntary Community Social Enterprise (VCSE)
b) Sheltered Workshop
c) Public service mutual
	

	1.1(m)
	Are you a Small, Medium or Micro Enterprise (SME)[footnoteRef:1]? [1:  See EU definition of SME https://ec.europa.eu/growth/smes/business-friendly-environment/sme-definition_en] 

	[bookmark: _3dy6vkm]Yes ☐
[bookmark: _1t3h5sf]No ☐


	1.1(n)
	Details of Persons of Significant Control (PSC), where appropriate: [footnoteRef:2]  [2:  UK companies, Societates European (SEs) and limited liability partnerships (LLPs) will be required to identify and record the people who own or control their company. Companies, SEs and LLPs will need to keep a PSC register, and must file the PSC information with the central public register at Companies House. See PSC guidance. ] 

- Name; 
- Date of birth; 
- Nationality; 
- Country, state or part of the UK where the PSC usually lives; 
- Service address; 
- The date he or she became a PSC in relation to the company (for existing companies the 6 April 2016 should be used); 
- Which conditions for being a PSC are met; 
 	- Over 25% up to (and including) 50%, 
	- More than 50% and less than 75%, 
	- 75% or more. [footnoteRef:3] [3:  Central Government contracting authorities should use this information to have the PSC information for the preferred Bidder checked before award. ] 


(Please enter N/A if not applicable)
	

	1.1(o)
	Details of immediate parent company:
 
- Full name of the immediate parent company
- Registered office address (if applicable)
- Registration number (if applicable)
- Head office DUNS number (if applicable)
- Head office VAT number (if applicable)

(Please enter N/A if not applicable)
	

	1.1(p)
	Details of ultimate parent company:

- Full name of the ultimate parent company
- Registered office address (if applicable)
- Registration number (if applicable)
- Head office DUNS number (if applicable)
- Head office VAT number (if applicable)

(Please enter N/A if not applicable)
	



Please note: A criminal record check for relevant convictions may be undertaken for the preferred Bidders and the persons of significant in control of them.

Please provide the following information about your approach to this procurement:

	Section 1b - Bidding model

	Question number
	Question
	Response

	1.2(a) - (i)
	Are you bidding as the lead contact for a group of economic operators?
	[bookmark: _4d34og8]Yes ☐
[bookmark: _2s8eyo1]No ☐
 If yes, please provide details listed in questions 1.2(a) (ii), (a) (iii) and to 1.2(b) (i), (b) (ii), 1.3, Section 2 and 3.
If no, and you are a supporting bidder please provide the name of your group at 1.2(a) (ii) for reference purposes, and complete 1.3, Section 2 and 3.

	1.2(a) - (ii)
	Name of group of economic operators (if applicable)
	

	1.2(a) - (iii)
	Proposed legal structure if the group of economic operators intends to form a named single legal entity prior to signing a contract, if awarded. If you do not propose to form a single legal entity, please explain the legal structure.
	

	1.2(b) - (i)
	Are you or, if applicable, the group of economic operators proposing to use sub-contractors?
	Yes ☐
No ☐


	1.2(b) - (ii)
	If you responded yes to 1.2(b)-(i) please provide additional details for each sub-contractor in the following table: we may ask them to complete this form as well.
	Name
	

	
	
	
	

	Registered address
	

	
	
	
	

	Trading status
	
	
	
	
	

	Company registration number
	
	
	
	
	

	Head Office DUNS number (if applicable)
	
	
	
	
	

	Registered VAT number
	
	
	
	
	

	Type of organisation
	
	
	
	
	

	SME (Yes/No)
	
	
	
	
	

	The role each sub-contractor will take in providing the works and /or supplies e.g. key deliverables
	
	
	
	
	

	The approximate % of contractual obligations assigned to each sub-contractor
	
	
	
	
	











Contact details and declaration
I declare that to the best of my knowledge the answers submitted and information contained in this document are correct and accurate. 
I declare that, upon request and without delay I will provide the certificates or documentary evidence referred to in this document. 
I understand that the information will be used in the selection process to assess my organisation’s suitability to be invited to participate further in this procurement. 
I understand that the authority may reject this submission in its entirety if there is a failure to answer all the relevant questions fully, or if false/misleading information or content is provided in any section.
I am aware of the consequences of serious misrepresentation.

	Section 1c - Contact details and declaration

	Question number
	Question
	Response

	1.3(a)
	Contact name
	

	1.3(b)
	Name of organisation
	

	1.3(c)
	Role in organisation
	

	1.3(d)
	Phone number
	

	1.3(e)
	E-mail address 
	

	1.3(f)
	Postal address
	

	1.3(g)
	Signature (electronic is acceptable)
	

	1.3(h)
	Date
	





Part 2: Exclusion Grounds
Please answer the following questions in full. Note that every organisation that is being relied on to meet the selection must complete and submit the Part 1 and Part 2 self-declaration.
	Section 2 - Grounds for mandatory exclusion

	Question number
	Question
	Response

	2.1(a)
	Regulations 57(1) and (2) 
The detailed grounds for mandatory exclusion of an organisation are set out on this webpage, which should be referred to before completing these questions. 
Please indicate if, within the past five years you, your organisation or any other person who has powers of representation, decision or control in the organisation been convicted anywhere in the world of any of the offences within the summary below and listed on the webpage.

	
	Participation in a criminal organisation. 
	[bookmark: _17dp8vu]Yes ☐
[bookmark: _3rdcrjn]No ☐
If Yes please provide details at 2.1(b)

	
	Corruption. 
	[bookmark: _26in1rg]Yes ☐
[bookmark: _lnxbz9]No ☐
If Yes please provide details at 2.1(b)

	
	Fraud. 
	[bookmark: _35nkun2]Yes ☐
[bookmark: _1ksv4uv]No ☐
If Yes please provide details at 2.1(b)

	
	Terrorist offences or offences linked to terrorist activities
	[bookmark: _44sinio]Yes ☐
[bookmark: _2jxsxqh]No ☐
If Yes please provide details at 2.1(b)

	
	Money laundering or terrorist financing
	[bookmark: _z337ya]Yes ☐
[bookmark: _3j2qqm3]No ☐
If Yes please provide details at 2.1(b)

	
	Child labour and other forms of trafficking in human beings
	[bookmark: _1y810tw]Yes ☐
[bookmark: _4i7ojhp]No ☐
If Yes please provide details at 2.1(b) 

	2.1(b)
	If you have answered yes to question 2.1(a), please provide further details.
Date of conviction, specify which of the grounds listed the conviction was for, and the reasons for conviction,
Identity of who has been convicted
If the relevant documentation is available electronically please provide the web address, issuing authority, precise reference of the documents.
	

	2.2
	If you have answered Yes to any of the points above have measures been taken to demonstrate the reliability of the organisation despite the existence of a relevant ground for exclusion? (Self-Cleaning)
	[bookmark: _2xcytpi]Yes ☐
[bookmark: _1ci93xb]No ☐


	2.3(a)
	Regulation 57(3)
Has it been established, for your organisation by a judicial or administrative decision having final and binding effect in accordance with the legal provisions of any part of the United Kingdom or the legal provisions of the country in which the organisation is established (if outside the UK), that the organisation is in breach of obligations related to the payment of tax or social security contributions?

	[bookmark: _3whwml4]Yes ☐
[bookmark: _2bn6wsx]No ☐


	2.3(b)
	If you have answered yes to question 2.3(a), please provide further details. Please also confirm you have paid, or have entered into a binding arrangement with a view to paying, the outstanding sum including where applicable any accrued interest and/or fines.
	



Please Note: The Trust reserves the right to use its discretion to exclude a potential Bidder where it can demonstrate by any appropriate means that the potential Bidder is in breach of its obligations relating to the non-payment of taxes or social security contributions.




	Section 3 - Grounds for discretionary exclusion 

	Question number
	Question
	Response

	3.1
	Regulation 57 (8)
The detailed grounds for discretionary exclusion of an organisation are set out on this webpage, which should be referred to before completing these questions. 
Please indicate if, within the past three years, anywhere in the world any of the following situations have applied to you, your organisation or any other person who has powers of representation, decision or control in the organisation.

	3.1(a)


	Breach of environmental obligations? 
	[bookmark: _qsh70q]Yes ☐
[bookmark: _3as4poj]No ☐
If yes please provide details at 3.2

	3.1 (b)
	Breach of social obligations? 
	[bookmark: _1pxezwc]Yes ☐
[bookmark: _49x2ik5]No ☐
If yes please provide details at 3.2

	3.1 (c)
	Breach of labour law obligations? 
	[bookmark: _2p2csry]Yes ☐
[bookmark: _147n2zr]No ☐
If yes please provide details at 3.2

	3.1(d)
	Bankrupt or is the subject of insolvency or winding-up proceedings, where the organisation’s assets are being administered by a liquidator or by the court, where it is in an arrangement with creditors, where its business activities are suspended or it is in any analogous situation arising from a similar procedure under the laws and regulations of any State?
	[bookmark: _3o7alnk]Yes ☐
[bookmark: _23ckvvd]No ☐
If yes please provide details at 3.2



	3.1(e)
	Guilty of grave professional misconduct?
	[bookmark: _ihv636]Yes ☐
[bookmark: _32hioqz]No ☐
If yes please provide details at 3.2

	3.1(f)
	Entered into agreements with other economic operators aimed at distorting competition?
	[bookmark: _1hmsyys]Yes ☐
[bookmark: _41mghml]No ☐
If yes please provide details at 3.2

	3.1(g)
	Aware of any conflict of interest within the meaning of regulation 24 due to the participation in the procurement procedure?
	[bookmark: _2grqrue]Yes ☐
[bookmark: _vx1227]No ☐
If yes please provide details at 3.2

	3.1(h)
	Been involved in the preparation of the procurement procedure?
	[bookmark: _3fwokq0]Yes ☐
[bookmark: _1v1yuxt]No ☐
If yes please provide details at 3.2

	3.1(i)
	Shown significant or persistent deficiencies in the performance of a substantive requirement under a prior public contract, a prior contract with a contracting entity, or a prior concession contract, which led to early termination of that prior contract, damages or other comparable sanctions?
	[bookmark: _4f1mdlm]Yes ☐
[bookmark: _2u6wntf]No ☐
If yes please provide details at 3.2

	3.1(j)

3.1(j) - (i)





3.1(j) - (ii)




3.1(j) –(iii)



3.1(j)-(iv)





	Please answer the following statements

The organisation is guilty of serious misrepresentation in supplying the information required for the verification of the absence of grounds for exclusion or the fulfilment of the selection criteria.


The organisation has withheld such information.



 The organisation is not able to submit supporting documents required under regulation 59 of the Public Contracts Regulations 2015.

The organisation has influenced the decision-making process of the Trust to obtain confidential information that may confer upon the organisation undue advantages in the procurement procedure, or to negligently provide misleading information that may have a material influence on decisions concerning exclusion, selection or award.
	
[bookmark: _19c6y18]
Yes ☐
[bookmark: _3tbugp1]No ☐
If Yes please provide details at 3.2


[bookmark: _28h4qwu]Yes ☐
[bookmark: _nmf14n]No ☐
If Yes please provide details at 3.2


Yes ☐
No ☐
If Yes please provide details at 3.2

Yes ☐
No ☐
If Yes please provide details at 3.2





	3.2
	If you have answered Yes to any of the above, explain what measures been taken to demonstrate the reliability of the organisation despite the existence of a relevant ground for exclusion? (Self-Cleaning)
	


[bookmark: _37m2jsg]
[bookmark: _1mrcu09]


[bookmark: _46r0co2]Part 3: Supplier Selection Questions

	Section 4 - Economic and Financial Standing 

	Question number
	Question
	Response

	4.1
	Please provide a copy of your audited accounts for the last three years.
Please attach or embed here:



If no, can you provide one of the following: answer with Y/N in the relevant box.

	Yes ☐
No ☐

	
	(a) A statement of the turnover, Profit and Loss Account/Income Statement, Balance Sheet/Statement of Financial Position and Statement of Cash Flow for the most recent year of trading for this organisation.

	Yes ☐
No ☐

	
	(b) A statement of the cash flow forecast for the current year and a bank letter outlining the current cash and credit position.
	Yes ☐
No ☐

	
	(c) Alternative means of demonstrating financial status if any of the above are not available (e.g. forecast of turnover for the current year and a statement of funding provided by the owners and/or the bank, charity accruals accounts or an alternative means of demonstrating financial status).
	Yes ☐
No ☐

	4.2
	Where we have specified a minimum level of economic and financial standing and/ or a minimum financial threshold within the evaluation criteria for this procurement, please self-certify by answering ‘Yes’ or ‘No’ that you meet the requirements set out.

	Yes ☐
No ☐



	Section 5 – Wider Group – If you have indicated in the Part 1 Section 1b 1.2 that you are part of a wider group, please provide further details below: 

	Name of organisation
	

	Relationship to the Bidder completing these questions
	





	5.1
	Are you able to provide parent company accounts if requested to at a later stage?
	Yes ☐
No ☐

	5.2
	If yes, would the parent company be willing to provide a guarantee if necessary?
	Yes ☐
No ☐

	5.3
	If no, would you be able to obtain a guarantee elsewhere (e.g. from a bank)? 
	Yes ☐
No ☐










	Section 6 - Technical and Professional Ability 
Answering No to any Questions in section 6 will disqualify Bidders
Appendices and attachments will not be evaluated unless clearly requested below:

	6.1
	Please self-certify whether you already have, or can commit to obtain, prior to the commencement of the contract, the levels of insurance cover indicated below: 
Y/N - if No please state reason
Employer’s (Compulsory) Liability Insurance = £5m  
Public Liability Insurance = £5m   
Professional Indemnity Insurance = £5m  
It is a legal requirement that all companies hold Employer’s (Compulsory) Liability Insurance of £5 million as a minimum. Please note this requirement is not applicable to Sole Traders.
	



Yes ☐

No ☐



	Section 7 - Modern Slavery Act 2015: Requirements under Modern Slavery Act 2015

	7.1
	Are you a relevant commercial organisation as defined by section 54 ("Transparency in supply chains etc.") of the Modern Slavery Act 2015 ("the Act")?
	
Yes ☐
N/A ☐

	7.2
	If you have answered yes to question 7.1 are you compliant with the annual reporting requirements contained within Section 54 of the Act 2015?

	Yes ☐ Please provide the relevant url …
No ☐Please provide an explanation

















ANNEX B2
SPECIFICATION
[bookmark: DocXTextRef169]This Specification will be inserted into Schedule 5 of the contract (Specification and Tender Response Document).  
[bookmark: DocXTextRef170][bookmark: DocXTextRef171]Note that references in this Annex B2 to schedules and clauses are to schedules and clauses of the contract. 

















[bookmark: _Toc406150324][bookmark: _Toc412716258][bookmark: _Toc414449246][bookmark: _Toc478553912]ANNEX B3
TENDER RESPONSE DOCUMENT
[bookmark: DocXTextRef265]Note to Bidders:  Your response to this Annex B3 will be included in Schedule 5 (Specification and Tender Response Document) of the contract.  As such, it will form part of your contractual obligations to the Authority if you are awarded a contract.
1. [bookmark: _Ref412019287]TECHNICAL AND QUALITY QUESTIONS AND METHOD STATEMENTS 
Overview
0.1 [bookmark: _Ref405482951][bookmark: _Toc403557263][bookmark: _Toc403557359][bookmark: _Toc403567322][bookmark: _Toc403567452][bookmark: _Toc403573348][bookmark: _Toc403575416][bookmark: _Toc403644311][bookmark: _Toc406150325][bookmark: _Toc412716259][bookmark: _Toc414449247][bookmark: _Toc478553913]Please provide a concise summary highlighting the key aspects of the proposal.  (This response is not evaluated and should be used to contextualise your detailed responses).
RESPONSE QUESTIONS:
	[bookmark: _Toc403575414][bookmark: _Toc403644309][bookmark: _Toc406659026]The Bidder confirms they have read and can meet our General and both of our Specific Specification requirements 
	Yes ☐
No ☐



	Q1 (20%) (max 1000 words)
Describe and explain how your organisation would provide an effective service that meets the requirements set out in the service specification and contract terms and conditions?  (may include: our service specification, CQC rating reviews, SCIE & NICE guidance, Care Act 2014, quality assurance processes, person centred support, dignity & respect, well-being improvements, monitoring & recording, safety, time keeping, 365 days a year, emergency cover, medication etc)

	Response:



	Q2 (10%) (max 500 words)
How will you mobilise the service to provide x 2 carers to deliver 12 hours roaming night service support (1800-0600) 365 nights per year from the start of the contract 1st April 2024? What recruitment is required and where will you aim this in order to not destabilise the current domiciliary care market in Torbay and South Devon?

	Response:


	Q3 (20%) (max 1000 words)
Recognising staff as assets. Describe your organisations strategy towards:
a) recruiting and retaining good quality staff, and 
b) how it supports and facilitates staff to develop and deliver high quality safe and effective services
(may include: maintain service delivery, recruitment strategy, induction training, DBS vetting, retention, continuous Professional development, emotional & supervision support, working conditions, remuneration packages, travel policy for staff absence management and staff survey, zero hours or contracted hours etc)

	Response:



	Q4 (10%) (max 500 words)
Describe how you will work with commissioners and stakeholders to deliver quality, performance and outcome measures as described in the Key Performance Indicators.  (may include: efficiency improvements / travel reduction / improvement to client & reduced care needs as well as the core KPI’s as detailed in the Specification/particulars) 

	Response:



	Q5 (10%) (max 500 words)
How do you know you are delivering the right care and delivering it well? (may include: client & staff satisfaction, Healthwatch, patient choice, person centred support (including family engagement), well-being improvements, care plan reviews & monitoring) 

	Response:




	Q6 (10%) (max 500 words)
The objective of this roaming night service is to minimise unnecessary admissions to hospital. Please describe how your care staff would be prepared and trained to manage any unexpected out of hours situations including a person who has fallen but is uninjured. 

	Response:




	Q7 (10%) (max 500 words)
What do you foresee the challenges to be? How will you resolve them?

	Response:





	Q8 (10%) (max 500 words) Social Value Question eg What initiatives or proactive steps has your organisation taken to ensure that those employed within your supply chain are paid a living wage?


	Response:





[bookmark: _Hlk139036606]

[bookmark: _Toc406659028][bookmark: _Toc413145498]



ANNEX B4

COMMERCIAL SCHEDULE
1. GENERAL INSTRUCTIONS
1.1 Pricing should include all cost necessary over the term of the contract to meet the specification and deliver the solution. You are reminded that the Authority is a healthcare provider with finite resources to improve the health of the public and the cost of the solution will form a significant part of the evaluation. 
1.2 All pricing should be in pound sterling (£GBP).
1.3 Prices should be quoted exclusive of VAT.  Please confirm this in your pricing schedule, and indicate if the project will attract VAT and at what rate.  If your proposal includes costs for sub-contractors these costs must be identified and shown inclusive of any VAT they will charge you.  
1.4 All prices must be firm and not subject to increase for the full term of the contract.  
Additional rows can be added where required.

	Question:
	Response: (all values to be excluding VAT)

	Provide a consolidated hourly rate for the hours between 6pm and 6am
	£0.00 per hour (excluding VAT)





ANNEX B5
CONFIDENTIAL AND COMMERCIALLY SENSITIVE INFORMATION
1. [bookmark: _Ref412019305]INFORMATION SUPPLIED BY THE AUTHORITY
2.1 [bookmark: _Ref412019306][bookmark: DocXTextRef266]All the information that the Authority supplies as part of this contract may be regarded as Confidential Information as defined in Schedule 4 of the NHS Terms and Conditions.  
1. [bookmark: _Ref412019307]INFORMATION THAT THE BIDDER CONSIDERS TO BE EXEMPT FROM DISCLOSURE
3.1 [bookmark: _Ref412019308]The Bidder considers that the type of information listed below is exempt from disclosure under the Freedom of Information Act 2000 ("FOIA") and/or the Environmental Information Regulations 2004 ("EIR") for the reasons given below. 

	Information considered exempt from disclosure (include page/paragraph reference)
	Reason for FOIA/EIR exemption 
	Period exemption is sought 

	



	
	

	



	
	

	



	
	














ANNEX B6
ADMINISTRATIVE INSTRUCTIONS
[bookmark: DocXTextRef267]Note to Bidders:  Please complete this Annex.  If you are awarded a contract, the details you provide here will be copied into Schedule 1 of the contract (Key Provisions).
1. [bookmark: _Ref412019309]CONTRACT MANAGERS 
4.1 [bookmark: _Ref412019310]For the Supplier, the Contract Manager at the commencement of the contract will be as follows (see clause 3):  

	Name
	

	Contact details
	

	Role
	



1. [bookmark: _Ref412019311]NOTICES
5.1 [bookmark: _Ref412019312]Any notices served on the Supplier under the contract are to be delivered to (see clause 4): 

	Name
	

	Address
	

	Role
	



1. [bookmark: _Ref412019313]MANAGEMENT LEVELS FOR DISPUTE RESOLUTION
6.1 [bookmark: _Ref412019314]The management levels at which a dispute will be dealt with are as follows (see clause 5): 

	Level
	Supplier representative

	1
	

	2
	

	3
	





ANNEX B7
FORM OF OFFER
FORM OF TENDER
DECLARATIONS BY THE BIDDER (TO BE SIGNED AND RETURNED BY THE BIDDER)
FORM OF TENDER, NON-COLLUSION, CONFLICTS OF INTEREST AND ANTI-CANVASSING
DECLARATIONS 
TO: Torbay and South Devon NHS Foundation Trust
PROPOSAL TO Invitation to tender for the Provision of Urgent Community Response South Devon Roaming Night Service to Torbay and South Devon NHS Foundation Trust.
 to Torbay and South Devon NHS Foundation Trust
REFERENCE NUMBER:  C232015
Form of Tender 
[bookmark: DocXTextRef271]We have examined the invitation to tender ("ITT") dated 14th December 2023 and all accompanying annexes and schedules.  This Tender is made subject to the terms of the ITT, including but not limited to the instructions to Bidders.
We declare that to the best of our knowledge the answers submitted in response to the Eligibility Questions (including the self-declaration) are correct.  
We tender against the requirements, and offer to enter into a contract with the Authority comprising the following:
the NHS Terms and Conditions (Annex A1 of the ITT);
the Specification (Annex B2 of the ITT);
our responses to the Tender Response Document (Annex B3 of the ITT); and
our response to the Commercial Schedule (Annex B4 of the ITT).
Accordingly, this Tender is a contractual offer capable of acceptance by the Authority.  If the Authority accepts this Tender, we will execute any agreement that the Authority produces to record in one place the offer and acceptance.  
We undertake to keep the Tender open for acceptance by the Authority for a period of ninety (90) days from the deadline for receipt of Tenders.
We understand that you are not bound to accept the lowest priced, or any, Tender.
Non-collusive tendering 
In recognition of the principle that the essence of tendering is that the Authority, shall receive bona fide competitive Tenders from all those tendering, we certify that this Tender is a bona fide Tender that is intended to be competitive. 
We have not fixed or adjusted the amount of this Tender under, or in accordance with, any agreement or arrangement with any other person. 
We have not done, and we undertake that, we will not do at any time before the hour specified for the return of the Tender any of the following acts: 
communicate to a person other than the Authority the amount or approximate amount of the proposed Tender (except where the disclosure, in confidence, of the approximate amount of the Tender was essential to obtain insurance premium quotations required for the preparation of the Tender); 
agree with any person that they shall refrain from tendering or as to the amount of any Tender to be submitted; and 
offer to pay or give any sum of money or valuable consideration directly or indirectly to any person for doing or having done or causing or having caused to be done in relation to any other Tender any act or thing of the sort described above. 
Conflicts of interest
We acknowledge that we are responsible for ensuring that no conflicts of interest exist between us (and our advisers) and the Authority.  
So far as any possible conflict of interest has arisen, we have notified the Authority promptly in writing of that potential conflict of interest and have taken any steps agreed with the Authority to avoid the conflict.  
We acknowledge that if we fail to comply with this requirement, we may be disqualified from the procurement at the discretion of the Authority. 
Anti-canvassing confirmation
We have not canvassed or solicited any member, officer or employee of the Authority, in connection with the proposed contract award and to the best of our knowledge and belief nor has any person employed by us or acting on our behalf done any such act.
We further undertake that we will not in the future canvass or solicit any member, officer or employee of the Authority, in connection with the proposed contract and that no person employed by us or acting on our behalf will do any such act.

Name of person duly authorised to sign tenders:

Date:	.............................................................................

Name:	.............................................................................

in the capacity of: ................................................................
duly authorised to sign tenders for and on behalf of:

............................................................................................

By completing this Form of Tender and submitting your Tender you have agreed that the statements in this Form of Tender are correct and that you have complied, and will continue to comply, with the Authority's policies on non-collusion, conflicts of interest and anti-canvassing.  
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A. Service Specifications

		Service Specification No.

		HO03-2023-11



		Service Name

		Urgent Community Response South Devon Roaming Night Service



		Population and Locality to be served

		Adults aged 18 and over who live in the South Devon Locality



		Provider 

		Name: XXXX

Provider: XXXX

Address: XXXX

Email: XXXX



		Service Location

		Address of service premises



		Contract Term

		01/04/2024 – 31/03/2025 (+ 1 year extension)



		Date of Review

		01/04/2025
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1.1	Introduction



In August 2020, the Government published the Hospital Discharge Service: Policy and Operating Model. This policy, while building on earlier guidance released at the start of the COVID pandemic, marks a significant departure from previous guidance, including that around delayed discharges. The policy embeds the Home First ethos and Discharge to Assess approach and includes provision of additional funding to support implementation of recovery support following hospital discharge. The policy sits within broader ambitions to support people to live at home independently for longer. Torbay and South Devon Foundation Trust (TSDFT) recognise and aim to integrate this policy locally to support improved outcomes for those with health and social care needs.



It has been recognized that in addition to standard night sit there is an identified need for a service which offers a more flexible roaming night support approach. This would be primarily for people who have urgent care need for example on discharge from hospital or placement, or supporting them to remain in the own homes and preventing a hospital admission. Support to include the provision of welfare checks, administering medication, safely turning a patient, supporting transfers or to simply provide vital reassurance which is often critical for people who may be deemed medically fit yet remain unwell.



1.1 Background

Pilot agreed commenced in South Devon in September 2022 for 6 month alongside existing Torbay geographical area service. The South Devon pilot was primarily for those people who require urgent care whereas the Torbay service is focused on long term Social Care service users. This pilot was deemed successful based on evidence and outcomes and is now to be implemented as a standard service for those people in need of short-term support overnight to help avoid admission and support discharge from hospital. 

Hospital Discharge and Community Support Guidance (31 March 2022)

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1066117/Hospital-Discharge-and-Community-Support-Guidance-2022.pdf
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2.1 	NHS Outcomes Framework Domains

		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 	Adult Social Care Outcomes Framework for 2023-2024 (ASCOF)

Developed by the Department of Health and Social Care (DHSC), the Association of Directors of Adult Social Services (ADASS), the Local Government Association (LGA), the Care Quality Commission (CQC) and NHS England (NHSE)

		Objective 1

		Quality of life: people’s quality of life is maximised by the support and services which they access, given their needs and aspirations, while ensuring that public resources are allocated efficiently

		



		Objective 2

		Independence: people are enabled by adult social care to maintain their independence and, where appropriate, regain it

		



		Objective 3

		Empowerment – information and advice: individuals, their families and unpaid carers are empowered by access to good quality information and advice to have choice and control over the care they access

		



		Objective 4

		Safety: people have access to care and support that is safe and which is appropriate to their needs

		



		Objective 5

		Social connections: people are enabled by adult social care to maintain and, where appropriate, regain their connections to their own home, family and community

		



		Objective 6

		Continuity and quality of care: people receive quality care, underpinned by a sustainable and high-quality care market and an adequate supply of appropriately qualified and trained staff

		







2.3 	Key Service Outcomes

The objectives for this service are to provide affordable night time provision for people with low level night needs to help avoid unnecessary admissions and assist with early discharges. This service is part of the Urgent Care Response (UCR) offer. The service primarily includes; pressure area care, psychological support, continence care, personal care, administration of medication, lifting non-injured fallers and helping to reduce carer breakdown (and other tasks which are reasonably in line with the service provision purpose). Any concerns to be fed back to the respective Health and Wellbeing team within 24 hours.

This is a least restrictive option in line with the Care Act for people requiring night support. It does exclude people who are not safe to be left in between roaming night sit visits.

Exclusion criteria include but not limited:  

· high risk of falls in between visits; 

· someone needing continuous monitoring and supervision to maintain personal safety; 

· a person not able to weigh up risk at night with regards to their personal safety;

· a person who could pose a risk to visiting members of staff;

· where an environment, or person’s/pets within the environment pose a danger to visiting members of staff;

· service users who have not consented to the roaming night support.

South Devon Roaming night service will operate 6pm to 6am, 7 days a week.

The roaming night service for South Devon will aim to deliver approximately 8 hours of face to face care each 12-hour shift, allowing for travel time.

The provider will be required to record and share information monthly regarding Roaming night activity as demonstrated in template below to include (but not restricted to): 	Comment by Eleanor Tucker: How often?

· service user details;

· referral info; 

· task/s required; 

· time taken to respond to referrer; 

· frequency and duration of visits;

· Total number of nights service provided for per service user;

· outcome of intervention.
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3.1	Purpose

The provision of night support of a roaming nature is to enable a flexible and responsive approach to those people who have short term night needs living in the community that may result in admission to a residential home or hospital, if need remains unmet. The use of standard 9-hour night sits has been in place for some time but these are able to only support one service user per shift. The roaming model has ability to flex depending on a person’s needs and can see several people in one evening /night within the geographic boundaries of South Devon. This adds an additional support mechanism for teams working with people in the community to help them remain safe at home, avoid hospital admission where safe to do so, and also to support people being discharged from hospital. The service is primarily for people with an urgent need for example those referred into intermediate care or Urgent care response.



The service is available for all South Devon adults who fit criteria and will be a crisis intervention, temporary support. It is anticipated that the roaming night service may be in place for a service user for approximately 7 days but this will vary depending on need. If a long-term need is identified for overnight support an alternative solution will be sought. It will be the responsibility of the allocated Health or Social care worker to assess and source a long-term care solution, following on from the roaming night service.

3.2 Aims and Objectives of the Service

Provide additional support service for people living in the community who have short-term, night time needs: 

· Provide one car with 2 trained carers for 12 hour shift nightly 7 days a week;

· Service provision 6 pm to 6 am, covering the area of South Devon;

· Ability to process referral requests at short notice (respond within 30 mins) during 8am to 6pm Monday to Friday;

· Requirement for provider to be contactable for referrals out of office hours including weekends and bank holidays;

· Ability for flexibility of approach to support in prioritisation of the most urgent service users;

· Excellent communication with referring teams to ensure provision of night service care is optimised, this will include feedback about outcomes of night visits where appropriate;

· Services contribute to keeping people safe and reducing the need for more intensive interventions;

· Information, advice and signposting for support;

· Identifying and proposing the use of assistive technologies and adaptations in conjunction with care managers;

· Ability to respond to/manage unpredictable situations where safe to do so for example someone who has fallen but is not injured.

What success will look like:

· Satisfaction of the Service User and ability for them to remain in their own home;

· A system that is flexible to respond in real time to the Service Users’ needs;

· Increase in number of people who can be managed in the community without requiring residential support or hospital admission;

· More appropriate use of standard 10-hour night sits for those that require it;

· Additional support for those who have low level night needs, that may prevent discharge home from hospital or a care home setting;

· Outcomes focus enabling all Providers to adapt their business model to accommodate a more flexible and responsive service; 

· Collection, collation and interpretation of high-quality data that will drive risk stratification, targeted interventions, support investment and business cases, pooled funding arrangements including those for prevention and early intervention strategies.



3.3 Service Description and Care Pathway



The purpose of the Service is to develop or maintain a Service User’s ability to live independently in their own home by offering short-term night-time support; night support is often the barrier to remaining at home particularly following injury/illness/admission and this service will be able to provide an additional resource to help overcome the night support as a barrier, thus avoiding reliance on statutory services/ residential care and admission to more intensive services.



Referrals will be received by the night service provider from community teams, often at short notice and will require prompt processing of the referral info and confirmation that the night service request can be managed. See referral process and roaming night referral form.
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Majority of referrals will be in office hours but there may be occasion when a response will be required out of hours.



The night service will be delivered over South Devon area (1 car with x 2 carers) for a 12 hour shift 6pm to 6 am, 7 days a week including bank holidays.

To provide relevant support to service users, staff may need to utilise additional specific communications skills or means of communication, for example sign language or picture boards. In particular, staff trained and aware of dementia must be able to recognise the particular nuances of expression and unique features characteristic of dementia and be able to respond appropriately.



The Provider will adopt an enablement approach with Service Users, maximising the potential for greater independence by encouraging and building on existing strengths and abilities and developing new ones such as digital inclusion and the use of assistive technologies. The night service provision is not a long-term option for service users so it is important a reliance is not built on this. The service is for people who have short term needs for example where recovering from illness or injury

The Provider may be required to provide non-personal care and/or personal care. This can encompass any, or all, of the following support for Service Users as specified in their Support Plan.



3.3.1 Personal Care



The Provider must be able to deliver personal care that could include prompting or physical support to carry out tasks which would include but are not exhaustive in the following list: 

· Assisting the Service User to get up and/or go to bed, at times agreed with the Service User or stated in the Support Plan

· Moving and handling with or without a mechanical hoist. (Wherever possible Service Users' preferences must be respected. Responsibility for moving and handling must be undertaken with due regard to Health and Safety legislation)

· Washing, bathing and personal hygiene needs

· Denture and mouth care

· Dressing and undressing

· Assistance with continence including using the toilet, emptying and changing catheter and colostomy bags

· Assistance with eating and drinking

· Fitting surgical aids

· Social and health care issues that require support services day or night in the Service User’s home, providing personal care as specified

· Sitting or sleeping in the Service Users’ home providing personal care as required

· Support the administration of medicines and other appropriate tasks in line with the principles and responsibilities of the Commissioner’s Medicine Administration Record (MAR) in Care Homes and Domiciliary Care guidance.

http://documents.torbayandsouthdevon.nhs.uk/TSDFT/Medicines%20Administration%20Records%20(MAR)%20in%20Care%20Homes%20and%20Dom%20Care.pdf?web=1

Staff assisting Service Users with personal care must have undergone appropriate instruction and trained as competent to do so and where necessary with the appropriate levels of supervision at all times considering the needs of the Service User. 

To support Service Users’ right to respect for private and family life, dignity and autonomy under the Human Rights Act (Article 8 of the European Convention on Human Rights) Providers will ensure that the privacy of Service Users is respected at all times; in particular during bathing, washing and dressing. Providers will make all reasonable efforts to respect Service User’s preferences as to the gender of their care workers.



3.3.2 Moving and Handling

Some tasks may require moving and handling of the Service User. Where this is the case, a risk assessment must be carried out, in the first instance, by the Commissioner’s Occupational Therapists (or another Health professional) and a Moving and Handling Plan put in place, detailing safe practice in the delivery of care whilst handling the Service User and use of appropriate equipment provided by the Commissioner. Any professional handing over care must produce a Moving and Handling Plan for anyone who needs assistance from another person to move. Both the Provider and the Commissioner must have due regard to the health and safety policy and requirements of the Provider’s care staff, however Providers must ensure that they have appropriate policies, training and insurance in place to be able to comply with the Commissioner’s Moving and Handling Plans. Where the Provider’s own risk assessment indicates that two care workers are needed this should be raised immediately with the Commissioner.

3.3.3 Nutrition and Hydration

Service Users must be able to access the nutrition and hydration they need to maintain good health. 

The Provider must ensure that staff are trained in matters of dysphagia, know how to request an assessment by the Speech and Language Team and can follow the outcomes of this assessment.

The Provider should adhere to the Trust’s Food & Nutrition Policy:



 

3.3.4 Non-personal Care and Support

Support provided will be flexible, dynamic, responsive and person centred. It will be delivered to Service Users with a range of needs in order to deliver preventative intervention that supports sustainable life skills and maintains independent living; thereby reducing the need for Service Users to use other acute or more intensive services, and to prevent homelessness. 

Support tasks may include but are not restricted to:

· Maintain safety and security both of the Service User and within the home;

· Maintain, develop or re-gain domestic and/or life skills;

· Encourage service users to develop friendships and relationships, access social activities and/or develop an active role in the community.

3.3.5 Dementia

The Provider must deliver flexible, reliable and consistent services to Service Users with dementia, which is responsive to their personal needs and sensitive to the broader family circumstances.

In providing the Service the Provider must recognize the importance of the following:

· Using staff who have received dementia training and are able to recognise the particular nuances of expression and unique features characteristic of dementia and who are able to respond appropriately; 

· Recognising when someone is developing dementia type behaviours and ensuring they are referred for assessment;

· Consistency in care workers;

· The need for flexibility in the provision of services;

· The value of using life stories and other memory aids;

· How the environment can be changed to improve opportunities for independent living with dementia;

· The ability to identify when specialist care and support is required and alerting the Commissioner to this need;

· The National Dementia Strategy which promotes the aims of good quality early diagnosis and information for people with dementia and their carers and improved support in the community for people with dementia; 

· Be aware of national good practice to inform the system.

Family carers should be supported and signposted to appropriate support networks, including the need for a carer’s assessment. The Provider must notify the Commissioner if there is any indication that informal support is breaking down so that a review can be carried out.

3.3.6 Assistive Technology

Appropriate use if technology to be considered.

3.3.7 Night Sitting

The Service shall include the provision of Staff to remain awake in a Service User’s home or another location at the Commissioner’s request and being readily available to provide care and support for a specified period of the night.

The Commissioner will advise the Provider up to 18:00 on the day with instructions for the roaming night service carers. If the Provider encounters a medical problem, they should contact the out if hours service on 111.

The Provider will also operate an out of hours telephone outside of office hours.

Where appropriate the Provider will provide daily feedback about night visits by 10:00 to the referring teams, via telephone or email. Examples of feedback required:

· any unanticipated issues with the visit;

· Any risks that are of concern;

· Mobility issues or concerns;

· People who are presenting as having a long-term night need.



If the Provider has any issues with contacting or gaining access to the service user or carrying out the full visit, please ensure referrer is contacted as soon as is practical to pass on all information of the visit. 

The Service User will not be responsible for providing food to any member of Staff from the Provider providing Roaming Night service.

3.4 Population covered and Eligibility Criteria

The service is available in the first instance to eligible adults aged over 18 who are resident within the South Devon area who requires urgent short-term care to remain safe at home.

The services should be delivered to anybody who has been determined as having an eligible need for the services. Service users shall be supported regardless of age, gender, disability, sexual orientation, race, religion and belief, gender reassignment, marriage and civil partnership, or pregnancy and maternity. The Service User will be supported in accordance with their views and beliefs which may mean the Provider has to adjust the service delivery to that individual in accordance with the Service user’s wishes.

3.5 Interdependence with Other Services

The nature of this specification and the way that the service will evolve over the life of the contract requires effective and efficient communication between the Commissioner, Provider, and community teams including community nurses, intermediate care, voluntary sector, and the Service Users. 

The Provider and commissioner will have a joint relationship with Service Users and shared responsibility for communications. The provider will have primary responsibility for reviewing the service users need for the roaming night service, maintaining liaison with the Locality teams where a Service user’s circumstances are changing, and reporting exceptions where outcomes are no longer appropriate or cannot be met. 

The Provider is expected to develop and sustain strong working relationships with the Commissioner’s staff and contractors and local community and voluntary sector organisations.
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4.1 Applicable National Standards

The Provider must comply with the legislation listed below. Compliance will be monitored through the life of the contract: 

· The Care Quality Commission’s essential standards, which fall within Part 4 of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2010. The Provider will comply with all current and future legislation with regards to the Health and Social Care Act and future legislation relating to the quality and performance of this service.



· Care Quality Commission (CQC) - Under the Health and Social Care Act 2008 providers of health and adult social care services must, by law, register with CQC if they carry out a regulated activity. If they carry out a regulated activity without being registered, they may be prosecuted and liable to a fine. It is a Service Provider’s responsibility to make sure they are appropriately registered to carry out the services they provide.



· Health and Safety and Health and Safety at Work Act 1974 - The service will have a coordinated approach to assessing and managing security and health and safety risks that potentially affect all Service Users, staff and the wider community. 



· The Accessible Information Standard is a new mandatory standard that all NHS and publicly funded adult social care services must follow. It aims to ensure people have information they understand and the communication support they need. It is about improving the quality of care received and people’s involvement in decision making.

https://www.england.nhs.uk/ourwork/accessibleinfo/

There will be an effective health and safety policy in use which has been reviewed in the last two years and is in accordance with current legislation, this will be reviewed as part of the Quality Assurance process.

· Human Rights Act 1998 – Meeting Human Rights Act (HRA) obligations is a priority for the Commissioner. We expect Providers to promote and protect the human rights of Service Users. For example, it is paramount that intimate personal care is delivered in ways that protect Service Users’ rights to respect for dignity, privacy and autonomy. Providers must also appreciate the need to guarantee freedom from abuse and neglect in line with Article 3 (freedom from torture and inhuman and degrading treatment). 

The Provider is expected to sign up to and comply with the Commissioner’s Human Rights Charter for Care and Support Services 

· Mental Capacity Act 2005 and Deprivation of Liberty Safeguards – Providers will comply with the requirements of the Mental Capacity Act and Deprivation of Liberty Safeguards legislation and follow the guidance within the Code of Practice. Copies of the Code of Practice should be available for staff to reference at all times. The legislation provides a framework to empower and protect people who may lack capacity to make some decisions for themselves. It makes it clear who can take decisions in which situations, and how they should go about this. It also allows people to plan ahead for a time when they may lack capacity Services (see Schedule 5 Part A Documents supplied by Commissioners).



· Data Protection Act 2018 - The Provider will have clear policies and procedures in place to maintain confidentiality and the security of personal data held by them. Where confidentiality needs to be broken in order to protect the Service User or those around them, the Provider will have robust policies and procedures in place to ensure that this is undertaken in an appropriate manner and risk assessments undertaken to determine the need for this to happen. 

Providers must have in place information sharing protocols to cover the information that they pass to other Providers in the course of delivering elements of the Support Plan.

Where the Provider holds information about a Service User’s key safe, they must ensure they have robust procedures in place to keep this information confidential and secure.

· Safeguarding and protection of adults and children from abuse – the Provider and any sub-contractors must have clear policies and procedures in place with regard to safeguarding. This will include adherence to Torbay’s Safeguarding Adults Policy and any requirements set out by the Commissioner. During the course of delivering the service set out in this specification the Provider will ensure that their staff and those of any sub-contractors are aware of their responsibility to report concerns about the treatment of children in accordance with the requirements of the Torbay Safeguarding Children Board.

The Provider must ensure that its’ staff receive Safeguarding training as part of their induction programme and that training is refreshed at regular intervals, in line with the requirements set out by the Commissioner. 

The Provider must have organisational frameworks in place to modify service delivery as a result of a review or following an incident. 

· Equality and diversity - The Provider must have clear policies and procedures in place to ensure compliance with the Equality Act 2010 and subsequent legislation. Providers must demonstrate a commitment to fair access, fair exit, diversity and inclusion, and will ensure Service Users are well-informed about their rights and responsibilities. Fair access, fair exit, diversity and inclusion must be embedded within the culture of the Provider.

· Employment legislation including the Employment Act 2002



4.2 Applicable Local Standards

4.2.1 Hours of operation

The service described in the specification will be delivered between the hours of 18:00 and 06:00, 7 days per week, in accordance with the instructions provided by the Commissioner.

4.2.2 Out of hours arrangements

The Provider must ensure that a local contact point is available at all times when support staff are commissioned to work. Responding staff must be available at all times, not an answer-phone. 

In out of hour situations the Provider must be able to access the Commissioner’s Emergency Duty Team who may be able to provide additional support depending on the relevant circumstances and capacity of this team at this time.

The South Devon Emergency Duty Team can be contacted on: 0345 600 0388



4.2.3 Operating Principles

In delivering the Services the Provider shall adhere to the following operating principles:

· Francis Suite

· A culture of compassionate care – the 6 C’s

· Equality, Diversity & Human Rights

· Serious Incidents Requiring Investigation (SIRI) & Patient Safety Incidents

· Safeguarding Adults

· Safeguarding Children and Looked After Children

· Healthcare Associated Infection (HCAI)

· Eliminating Mixed Sex Accommodation

· Nutrition and Hydration
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5.1 Applicable Quality Requirements

The Provider shall provide the Service in accordance with the relevant regulations, its obligations under this Agreement and with all the respect, skill, care and diligence to be expected of a competent provider of services of this type.

5.1.1 Complaints

The Provider must have a complaints policy and procedure which is straightforward and published to Service Users. The Provider must have clear processes in place to monitor and manage complaints and how resulting changes in services are communicated to Service Users.

5.1.2 Quality Assurance

Providers are expected to develop their own quality assurance systems which will enable them to effectively evaluate the quality of the service and ensure it is meeting regulatory and health and safety responsibilities. This should include regular evaluation of how the service is performing from a quality and reliability perspective, assessment of staff performance and satisfaction and importantly the level of customer satisfaction and how well service users’ outcomes are being met.

Providers are required to report against Key Performance Indicators as documented in this service specification and contract document. Providers will be allocated a Contract Manager who will review this information and will periodically schedule and carry out Contract Review Meetings.

The Trust reserves the right to visit the Provider’s Registered Location and our commissioned service users as part of the ongoing monitoring of the service. If a service is judged by the CQC or other regulator e.g. Trading Standards, Environmental Health, Devon and Somerset Fire and Rescue Service, the Border Agency, not to meet its standards or regulations, the Provider will be expected, upon request, to share with the Trust any action plan they have put in place to meet the regulators requirements as part of our regulatory requirements.

The Provider will be required to hold and maintain an up-to-date detailed business continuity plan (BCP). This must describe the arrangements for dealing with service interruptions and ensure that there are no or minimal disruptions, following an event (planned or unplanned) which interrupts the Provider’s normal core business. In the event of a BCP being triggered the Provider must inform the Trust, either via contact with their Contract Manager or the Community Customer Service Centre.

The Provider must, when requested by the Trust, provide evidence of the development and updating of its processes and procedures to reflect changes in applicable local and national legislation and good practice.
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6.1	The Provider must employ sufficient numbers of staff of appropriate ability, skill, knowledge, training and experience on contracted hours to:

· Ensure service is consistent and reliable;

· Supervise the proper provision of the Service, and 

· Meet the needs of Service Users, as detailed in the Service User’s referral request.



6.2.1 Training Requirements

The Provider must ensure that its management and staff teams are informed and kept up to date with best practice guidance and national developments. 

The service must be provided by appropriately trained and skilled staff. Staff must have an enhanced DBS checks and have received induction training and mandatory training before undertaking unsupervised visits to Service Users. In some circumstances new (particularly inexperienced) staff should be shadowed on certain tasks to ensure competency before delivering care on their own. It is expected that groups of staff may have specialist skills or competencies to support particular Service User groups, for example end of life care and dementia. 

It is the aim of the Commissioner and South Devon and Torbay Clinical Commissioning Group to develop more integrated ways of working to reduce delays in discharges from hospital and to support people with long term conditions. 

Staff should receive regular supervisions and be subject to an annual appraisal. Regular spot checks should be undertaken at intervals appropriate to the level of staff skills and the needs of the Service User, to ensure consistency, safety and quality of service delivery. 

Mandatory training should include but not be restricted to the Skills for Care Common Induction Standards. 

Further mandatory training should include:

· Outcomes based person centred support planning;

· Reablement (including the philosophy of reablement, mobility aids and aids to daily living (ADL) equipment and moving and handling/positioning;

· Human Rights Awareness; 

· Mental Health and Learning Disability Awareness; 

· Medication management (up to level 2 of the Administration of Medicines in Domiciliary Care Guidance);

· Safeguarding training appropriate to the level of the staff member’s role must be completed in accordance with the Commissioner’s standards; 

· Skin care/ basic pressure ulcer recognition and appropriate reporting. 

Further specialist training should include any training requirements to meet the needs of the Service User. This could include focusing training for a specialist cohort of staff to support those with the more complex needs and those with continuing healthcare funded needs. Such training could include but is not restricted to:

· Diabetes 

· End of Life Care

· Handling Challenging Behaviour 

· Dealing with Dying, Death and Bereavement

· Drug and alcohol awareness

· Awareness and understanding of Sight Loss 

· Bowel care, continence & catheter care

· Mouth care

· Third party delegation and accountability

In certain situations, it may be necessary to train domiciliary care staff to deliver specific treatments, e.g. eye drops. In these situations, the policy related to the “Delegation of Level 3 tasks to SNRs not employed by Torbay and South Devon NHS Foundation Trust” would need to be adopted, see link:

http://documents.torbayandsouthdevon.nhs.uk/TSDFT/Third%20Party%20Delegation%20of%20Level%203%20tasks%20to%20SNRs%20not%20employed%20by%20TSDHCT.pdf?web=1

Regular refresher training should be provided for specific subjects where policy or practice may change over time. Safeguarding refresher training appropriate to the highest level relevant for the staff member’s role is required after three years from completion of their original safeguarding training. 

In some circumstances the Commissioner may provide or facilitate access to training for the Provider’s staff in relation to the Service. Where courses are provided: 

· The Provider is responsible for covering the cost of any travel and subsistence expenses or any attendance payments made to care workers attending courses;

· An administration fee may be charged for any training provided by the Commissioner;

· A cancellation fee will be charged by the Commissioner for Provider’s staff who fail to attend a booked course;

· Training records may be monitored by the Commissioner. Supervision records and support plans should measure and evidence the impact of any training on practice.

6.3	Acceptable Behaviour

The Trust is fully committed to achieving the values and principles set out in the NHS Constitution (2010). One of the fundamental staff rights, as cited in the Constitution, is the right to healthy and safe working conditions and an environment free from harassment, bullying or violence. Staff are entitled to be treated fairly, equally and without discrimination. This is applicable to staff working directly for the NHS and those carrying out work on behalf of the NHS, for example carers. 

The Trust expects the Provider to have an Acceptable Behaviour Policy in place.

6.4	Training and Development

Providers are expected to have a programme of ongoing training to ensure that their staff have the skills and knowledge appropriate for their role and to enable them to fully meet the needs of the service users they care for at all times.

The Provider must employ staff with a commitment to continual professional development and training. 

Training records will be monitored by The Trust in accordance with the contract monitoring and quality assurance process.

The Provider must be able to evidence that all staff are meeting or working towards the Skills for Care minimum standards 

https://www.skillsforcare.org.uk/Developing-your-workforce/Guide-to-developing-your-staff/Minimum-standards.aspx 

It is important to note that the minimum standards include “The Code of Conduct” which set out the standards expected of all adult social care workers and healthcare support workers in England. It outlines the behaviours, attitudes and professional conduct that people who need care and support should rightly expect.

Providers are required to maintain a list of core and mandatory training. This will need to include a clear training matrix which enables them to monitor the implementation of their training plans and evidence the individual staff members compliance against the training plan. 

The Provider will need to demonstrate they are implementing The Care Certificate standards as a minimum set of standards as part of the induction training of all care workers new to care. Where staff are not new to care, the Provider will need to assure themselves and the Trust that the staff have the equivalent or higher level of experience and qualification.

For all staff whether they have completed the care certificate or attained the equivalent or higher level of qualification and experience, The Trust expects the Provider to adhere to the Skills for Care mandatory training requirements and corresponding refresher periods. 

https://www.skillsforcare.org.uk/Developing-your-workforce/Guide-to-developing-your-staff/Core-and-mandatory-training.aspx 

Please note that The Care Certificate alone does not cover all necessary training requirements set out in the Skills for Care mandatory training requirements. 

The Trust expects all Providers to evidence through their training plans and individual staff training records that staff have undertaken and are competent with all necessary care interventions to meet the needs of the service users they care for. This will include at times the need to procure specialist training and it is the Trust’s expectation that the Provider does not agree to undertake a Package of Care without being able to assure themselves, and the Trust if required, that they have the appropriately trained and competent staff team with which to do so. 

The Provider must maintain accurate and up to date records of all training completed by their staff and each staff member must have the corresponding records held on their individual staff files. Records must include copies of the individual staff training certificates.

All training information will need to be made available upon request to support The Trust’s contract management and quality assurance process. 

There will be at times situations where a care worker needs to be trained by an appropriate health professional for a particular care task or intervention. The Trust expects Providers to support this process of delegation by facilitating their staff to undertake the necessary training and undertake the ongoing delegated tasks where safe and appropriate to do so.

6.5	Staff Supervision

Supervision is an effective way to support staff, evaluate their practice and understand any training or developmental desire or need. In support of the NICE Quality Standard (QS123) (refer to in Section 3.1) The Trust expects the provider to have a robust and reliable mechanism (and accompanying policy) to enable them to supervise staff effectively. It is expected that the provider facilitates supervision at least every 3 months for each staff member and that supervision consists of a combination of confidential one to one meetings along with observational practice based supervisions.

As a guide to the principles of effective supervision the Trust recommends that Providers refer to the Social Care Institute of Excellence website and their Published Guide Number 50 – Effective supervision in a variety of settings.  This can be accessed via https://www.scie.org.uk/publications/guides/guide50/

The Trust expects providers to undertake a staff appraisal process for all staff at least annually. This is to review the effectiveness of the supervision process for each staff member and offer the opportunity to set personal and developmental objectives. 

The appraisal process should include:

· Reviewing staff performance against agreed SMART objectives

· Setting objectives to help the member of staff work to their full potential

· Setting objectives as required in respect of a relevant competency framework 

· Reviewing the behaviour of a member of staff against the organisation’s values

· Agreeing a development plan to meet individual and organisational development needs



6.6 	Disclosure and Barring Service Checks

The Provider must (where this is a statutory requirement) carry out regular checks with the Disclosure and Barring Service on all staff or volunteers engaged to provide or supervise the provision of the Service. Failure to do so may result in termination of this Agreement.

Where the carrying out of checks with the Disclosure and Barring Service is not a statutory requirement, the Provider must take all reasonable measures to ensure that staff and volunteers are suitable for the work they will be undertaking. This must include staff and volunteers being asked to declare previous convictions and to be informed that failure to declare convictions which subsequently come to light may result in dismissal.

The Provider will in the light of any information forthcoming as a result of action undertaken in accordance with the above determine whether the staff member or volunteer may continue to work in the service being provided under this specification.

6.7	Recruitment

Staff employed by the Provider should have been recruited following the NHS guidelines for employment checks: 

http://www.nhsemployers.org/your-workforce/recruit/employment-checks 

Providers must assure themselves that references received for potential workers are genuine and it is advisable that Providers follow up references with a phone call to the previous employer. 

The Provider will have due regard for the Modern Slavery Act 2015.

The Provider will have a Modern Slavery and Human Trafficking Statement that demonstrates awareness of this criminal practice and how the provider works to tackle this issue in their organisation. Please see CQC’s statement on modern slavery and human trafficking:

https://www.cqc.org.uk/about-us/transparency/our-statement-modern-slavery-and-human-trafficking 



[bookmark: _Toc152167574][bookmark: _Toc153361804]7	Communication Between the Trust and the Provider

In the event of the death of a service user the party receiving the first notification must inform the other relevant parties as soon as reasonably possible.

In the event that the service user prevents the Provider from delivering the service, the Provider must inform the Trust within 24 hours.

In the event of the service user being admitted to hospital the Provider shall not deliver any of the services to the service user during such admission without prior agreement.

7.1	NHS Email

The Trust requires Providers to use NHS Mail to facilitate:

· Secure communications, data transfer and storage of information (both paper records and electronic), and

· An electronic contract and invoicing process

The generic NHS Mail account must be monitored regularly and the Provider must ensure that multiple staff have secure access.

The Provider will have to first complete a Data Security and Protection (DSP) Toolkit before an NHS Mail account can be issued. The Trust will support Providers through this process:

https://www.dsptoolkit.nhs.uk/

[bookmark: _Toc152167583][bookmark: _Toc153361805]8	Medicines Management

The Provider must have a ratified medication policy from which to operate. This must be in line with the Trust’s guidance on the Administration of Medicines in a Care Home. 

The Provider shall ensure that a policy for skilled non-registered staff is in place in respect of medicines management. 

The Senior Carer will ensure that a medication administration record (MAR) is kept in line with the Trust’s guidance on Medicine Administration Records in Care Homes and Domiciliary Care:



 

Please see Appendices for document.

The Senior Carer must report all Controlled Drugs errors to the accountable officer for controlled drugs via accountableofficerdcios@nhs.net

The tasks outlined in the following table are grouped into three different levels; which each have different levels of responsibility:

Level 1 tasks are general support tasks where the service user remains responsible for administering their own medicine, and general support is provided by the care worker.

Level 2 tasks are when the care worker would be responsible for administering medication.

Level 3 tasks are when the responsibility remains with the healthcare worker, and can be administered by the care worker if appropriate training is provided. Please note that the training is specific to the service user and the ability to provide that health support cannot be transferred to other service users.

[bookmark: _Toc152167584][bookmark: _Toc153361806]9	Pressure Ulcer Prevention

Pressure ulcers are caused when an area of skin and the tissues below are damaged as a result of being placed under pressure sufficient to impair the blood supply. Pressure ulcers tend to affect people who are confined to lying in a bed or sitting for prolonged periods of time, in particular people over 70 years old are vulnerable to pressure ulcers, as they are more likely to have mobility problems and ageing skin.

The Trust recognises that interventions for the prevention of pressure ulcers need to be a part of community care and would therefore specify that care workers have the knowledge and skills of the risks associated with pressure areas, including:

· Having the knowledge to check for pressure areas in service users with poor mobility

· Being able to look at pressure areas to identify whether skin is damaged to alert clinical staff to the needs of the service user

The Trust expects Providers to adhere to the NICE guidelines:

Pressure ulcers: prevention and management https://www.nice.org.uk/guidance/cg179

Pressure Ulcers Nice Quality Standard https://www.nice.org.uk/guidance/qs89  



[bookmark: _Toc152167585][bookmark: _Toc153361807]10	Safeguarding Vulnerable Groups

10.1	Safeguarding

Provider shall comply with staff employment requirements of the Safeguarding Vulnerable Groups Bill – March 2006 and will have a safeguarding policy in place for adults and children. 

The Provider shall comply with the Trust’s Alerters Process and Safeguarding policy.

Should the Provider become subject to a Safeguarding whole service investigation, referrals will be suspended for the duration of the investigation and may or may not be restored pending the results of that investigation. If a Commissioning Provider of Concern process is instigated then referrals may be suspended until this process has been completed. The suspension of referrals will be communicated to the Provider by the Trust.

10.2	Service users consenting to their care arrangements

Enshrined in the Mental Capacity Act is the principle that people must be assumed to have capacity unless it is established that they do not. It is the responsibility of both the Trust and the Provider staff to abide by this principle.  

This is an important aspect of law that all health and social care providers must implement when proposing to undertake any act in connection with care and treatment that requires consent. 

Where there is doubt that a person is able to consent to their care arrangements the Mental Capacity Act 2005 is implemented

In circumstances where there is an element of doubt about a person’s ability to make a decision due to ‘an impairment of or disturbance in the functioning of the mind or brain’ the Mental Capacity Act must be implemented. An assessment of capacity will be necessary and this should be undertaken by a suitable qualified person who requires the person to make the decision and if appropriate a ‘Best Interest Decision’ about the proposed health or social care intervention will need to be made. This will protect all staff who engage in acts in connection with the care treatment.

10.4	Deprivation of Liberty

If there is a need for any use of restriction or restraint for a person lacking capacity, Deprivation of Liberty Safeguards should be considered. This legal process ensures that where there is a need to restrain or to deprive a person of their liberty the circumstances have been appropriately assessed and sanctioned. These legal processes must be followed to ensure the human rights of the individual are upheld and the staff and management of the Provider are acting lawfully.

[bookmark: _Toc152167586][bookmark: _Toc153361808]11	Hazard and Incident Reporting

The Provider shall ensure compliance with the Trust’s Governance processes and alert the Trust to any significant hazards or incidents as defined by the Trust’s Governance Policies; Incident Reporting and Management Policy including Serious Incidents. 





Please see Appendices for document. 

All incidents, including falls, pertaining to a person placed in the service under this contract should be reported to the Trust preferably on the same day or within one working day, and a copy of the Incident Form provided to the Trust.

The Trust will document the details of the incident on the Trust’s incident reporting system, Datix.

The Provider should have a robust policy and system in place for the reporting of all untoward incidents and near misses and all staff should be aware of the policy and how to report an incident to the Trust.

An incident is defined by the Trust as ‘any event or circumstance that could have or did lead to unintended or unexpected harm, loss or damage. Incidents may or may not be in a clinical context and may involve actual or potential injury, damage, fire, theft, violence, abuse, accidents, ill health, falls and near misses.’

A near miss is ‘an incident that did not lead to harm, loss or damage but had serious potential to do so and where lessons can be learnt from changes in procedures, processes and systems.’

A hazard is ‘something with the potential to cause harm, or a situation/factor that may cause an incident or make it more likely to happen.’

Appropriate action should be taken, including making sure that people are safeguarded immediately after the incident occurs, and the incident appropriately investigated in a timely manner. The Provider should be able to demonstrate that full investigation of the incident has led to organisational learning.

[bookmark: _Toc152167587][bookmark: _Toc153361809]12	Serious Incidents Requiring Investigation (SIRI’s) 

A SIRI is defined as ‘an accident or incident when a service user, member of staff, or member of the public suffers serious injury, major permanent harm or unexpected death (or the risk of death or injury) on premises where care is provided or where the actions of care staff are likely to cause significant concern.’

There are a number of factors which suggest that an incident should be regarded as a SIRI. These include:

· Unexpected/unexplained accidental or suspicious death(s)/serious injury to staff, service user, or visitor during the course of providing care

· Category 3 and 4 Pressure Ulcers developing

· Actual or suspicion of a serious error by a member of staff resulting in harm to a service user or individual

· Repeated serious complaints or concerns regarding poor judgement about a member of staff which could give rise to public concern

· Suicide of any service user receiving care

· Incident which might give rise to serious criminal charges or litigation

· Incidents where a member of staff has to be suspended

· Abuse of vulnerable adults

· Serious breach of confidentiality

· Serious communicable diseases or incidents such as food poisoning, transmission from employee to service user of a communicable disease or any incident involving a care worker infected with HIV or Hepatitis B or C

· Suspicion of large-scale theft or fraud

· Incident that results in the service user requiring hospital admission/treatment e.g. fall resulting in a fractured neck or femur

· Medication error - where harm has been caused or Controlled Drugs are involved



All SIRIs must be reported to the Trust within 12 hours of the incident occurring. 

All SIRIs must be fully investigated by the Provider and a written report and action plan in response to the incident and its root cause factors submitted to the Trust within 14 days of the incident.

The Trust will document the details of the SIRI on the Trust’s incident reporting system, Datix.

It is important that the service user is informed fully of any incident involving their care or treatment. As part of the “Being Open” framework this will include the identification of a key person to liaise with.

With the service user’s consent, consideration must also be given to discussing the events with relatives or carers. Service user consent must be recorded in the service user’s notes. 

In cases where the service user is deceased, the discussion should be held with the named next of kin and recorded in the service user’s notes. 

Under Duty of Candour, for incidents assessed as a Serious Incident Requiring Investigation, a senior clinician will be identified as the key point of contact with the service user/family or to undertake this discussion and ensure that the service user is kept informed. 

During and following an investigation, contact must be maintained with the service user and their relatives, ensuring they are kept informed of progress at all times and that the outcome is discussed with them. They should be informed about the Trust’s Complaints Procedure.

[bookmark: _Toc152167575][bookmark: _Toc153361810]13	Inability to Provide the Service

In the event that the Provider is unable to provide all or any part of the scheduled service due to problems affecting the staffing of the service, The Trust should be notified immediately. The Provider must follow their business continuity plan in conjunction with The Trust. 

The Provider is required to ensure that it has business continuity plans in place to guarantee continued delivery of the service and the safety of service users.

Service failure will be monitored. Continued, regular or persistent failure to provide the Service shall constitute a breach of contract.

[bookmark: _Toc152167576][bookmark: _Toc153361811]14	Cooperation with Other Providers

If more than one Provider is contracted to deliver services to a service user, the Providers are asked to work together to ensure continuity of care, including but not limited to, the providing of information to the other Provider(s). For example, in situations where the service user required double handed care for transfers or when an alternative agency supplies staff.

[bookmark: _Toc152167581][bookmark: _Toc153361812]15	Contract Management Process

Where the performance of the contract drops below the standard detailed in the Service Specification, the Contract Manager will enact Performance Management in three tiers

i. Informal Stage

ii. Contract Performance Rectification Notice 

iii. Contract Default Notice and/or Suspension of Placements Notice

Any issues identified will be discussed with the provider and documented as part of the Contract Review Meeting process. The Contract Manager will keep the issue under review.

A Contract Performance Rectification Notice will be issued to the provider based on continued poor performance or failure to adhere to the contractual specification. A rectification notice will provide specific detail of events and occurrences where performance is not being met as specified.

When the provider receives a rectification notice, they will have 10 working days to acknowledge the notice and 20 working days to provide a rectification plan. The rectification plan will outline the specific actions that the provider will implement to ensure that service delivery is improved to meet the standard laid out in this specification.

If the provider fails to improve the service delivery within three reporting months or fails to acknowledge the rectification notice within the time allocated the Contract Manager will escalate the issue further to a Default Notice.

TSDFT will issue Contract Default Notices, in but not limited to the following situations:

· Following failure of the provider to improve service delivery as detailed above



· CQC non-compliance:

· The Service Provider has been issued by CQC with a draft or published report showing it to be “Inadequate” overall or “Requires Improvement” in all domains. Any Contract Default notice issued as a result of a draft report will be withdrawn if CQC then issue a final report that does not show the Service Provider to be “Inadequate” overall or “Requires Improvement” in all domains. 



· Contract Management and Quality Reviews by TSDFT in relation to Home Care providers: 

· The Service Provider does not submit an action plan where requested within the given timeframe;

· Failure to complete action plan targets set via the contract management process; 

· The Service Provider has not achieved and actioned improvements in the given timeframe to resolve quality standards identified as an outcome from a Quality Review;

· The Service Provider being rated as Requires Improvement in three successive CQC inspections;

· TSDFT has major concerns regarding the financial viability of the Service Provider.



· Safeguarding Concerns:

· The Service Provider is subject to “whole service safeguarding concerns.” Information will be shared with Senior Management of The Trust when the safety of residents cannot be assured.

TSDFT has the right to suspend the Contract with immediate effect if the service is subject to “whole service safeguarding concerns.” 

TSDFT has the right to terminate the Contract on 28 days’ notice if:

· The Provider cannot demonstrate that it is achieving the improvements set out in the agreed action plan following the issue of a default notice;

· The Provider cannot demonstrate its own financial viability to ensure that the Service Provider will remain financially sustainable.



TSDFT has the right to terminate the Contract immediately if it has reasonable grounds to believe that risks to the Service users are immediate and unacceptable.



Further information regarding situations whereby the contract can be terminated can be found in the NHS Standard Contract General Conditions GC17.

[bookmark: _Toc152167582][bookmark: _Toc153361813]16	Performance and Quality Indicators and Service Level Agreements

Providers must adhere to the quality requirements within the overarching contract.

The Trust reserves the right to suspend or limit the service for a set period of time if concerns are raised regarding the ability of the Provider to fulfil its obligations as covered in this service specification.  The Trust will work with the Provider to develop remedial action plan(s) to address issues.

The below table outlines the Key Performance Indicators which will need to be reported quarterly to the Trust:



		

		Quality / performance indicator

		Green

		Red



		1

		Number of staff fully mandatory trained

		Score of 85% or above – No Action

		Score of 84% or below – Reasons will need to be submitted and a target set to improve by the next reporting period



		2

		Number of new formal complaints

		Score of 3% or below – No action

		Score of 4% or above - Reasons will need to be submitted and a target set to improve by the next reporting period



		3

		Number of Serious Incidents opened

		Score of 1% or below – No action

		Score of 2% or above - Reasons will need to be submitted and a target set to improve by the next reporting period



		4

		Number of new Safeguarding Incidents reported

		Score of 1% or below – No action

		Score of 2% or above - Reasons will need to be submitted and a target set to improve by the next reporting period



		5

		Number of medication errors (missed meds, incorrect meds, Mar chart staff errors)

		Score of 3% or below – No action

		Score of 4% or above - Reasons will need to be submitted and a target set to improve by the next reporting period



		6

		Number of service user satisfaction surveys sent in previous 6 months

		Score of 100%

		Score of 99% or below - Reasons will need to be submitted and a target set to improve by the next reporting period



		7

		Number of service users satisfied/very satisfied with the service

		Score of 90% or above

		Score of 89% or below - Reasons will need to be submitted and a target set to improve by the next reporting period



		8

		Number of staff satisfaction surveys sent in previous 6 months

		Score of 100%

		Score of 99% or below - Reasons will need to be submitted and a target set to improve by the next reporting period



		9

		Number of staff satisfied/very satisfied with the role

		Score of 90% or above

		Score of 89% or below - Reasons will need to be submitted and a target set to improve by the next reporting period











The below table outlines the Service Level Agreements which will be monitored within the Trust:



		

		Quality / performance indicator

		Green

		Red



		1

		Response time within 30 minutes of referral between 8am and 6pm Monday to Friday

		Score of 85% or above – No Action

		Score of 84% or below – Reasons will need to be submitted and a target set to improve.



		2

		Face to face time.

 This metric will not be used if utilisation drops below 67% due to lack of referrals from the Trust.

		8 hours face to face time per 12 hour shift (67%)

		If face to face time drops below 67% the reasons will be investigated and actions taken if appropriate.



		3

		2 x carers available every night between 6pm and 6am

		100%

		Exceptions will be investigated and actions taken if appropriate.



		4

		Provider to be contactable for referrals out of hours including bank holidays and weekends

		100%

		Exceptions will be investigated and actions taken if appropriate.







If providers score red in a number of areas or consistently over a period of time, a Quality Officer or a Contract Manager will contact the provider and will instigate an action plan. Breaches of the quality standards in this specification can lead to a default notice, suspension of the contract or ultimately termination of the contract.
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Provider Roaming Night Service Data sheet template.xlsx

Sheet1


			Patients Surname			NHS number			Patients Location (nearest town)			Source of Referral			Time of Referral			Task request			Double or single handed care needed?			Referral Accepted or Declined			Time referral was Accepted/Declined			Requested period of Intervention (how many nights)			Actual period of Intervention (how many nights)			Requested Frequency of Visits (how many times a night)			Actual Frequency of Visits at end of intervention (AVERAGE)			Length of visits (AVERAGE)			Additional Comments			Active or Ended


			Dawson			000 000 0000			Teignmouth			IC			12.35			Welfare call			Single handed			Accepted			12.45			2			7			2			3			15-30 minutes			Everything seems to work			Active																		Accepted			Welfare call			Single handed			1												Active			Community Nurses			1			1			1


																																																																		Declined			Medication			Double handed			2									Abbotskerswell			Ended			IC			2			2			2


																																																																					Continence Management						3									Ashburton						Voluntary sector			3			3			3


																																																																					Skin check						4									Bishopsteignton						Primary care			4						3+


																																																																					Food/Fluid						5									Bovey Tracey						Social Care			5


																																																																					Repositioning						6									Buckfastleigh 									6						0-15 minutes


																																																																					EOL						7									Chudleigh/Chudleigh Knighton									7						15-30 minutes


																																																																					Mobility/Transfers															Dartmouth									Other-how many						30-45 minutes


																																																																					Other - add in comments															Dawlish															45-60 minutes


																																																																																				Denbury															60+ Minutes 


																																																																																				Ipplepen


																																																																																				Kingskerswell


																																																																																				Kingsteignton


																																																																																				Newton Abbot


																																																																																				Shaldon


																																																																																				Teignmouth


																																																																																				Totnes


																																																																																				Ogwell
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SOUTH DEVON ROAMING NIGHTS SITS REFERRAL PROCESS





YES


NO


Seek alternative support/ agree new plan


Provider to feedback re: visit outcomes as required


Availability?


Co-ordinator completes the referral form














Await call back from provider to confirm availability. 


Follow up with phone call xxxxxx if not heard within hour (less if late in day)


Co-ordinator emails referral form to xxxx@xxxxxxx


For a referral between 0800-2200


Service hours are 1800-0600





For referrals between 10pm and 8am please call mobile xxxxxxx to discuss referral info and availability for visit
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CLIENT NAME: 



D.O.B: 



NHS/CF6/PARIS NUMBER: 











Roaming Night Service Referral







				PATIENT DETAILS - Please complete all sections as full information is required to progress referrals appropriately







				Patient name



				



				Title



				







				



				



				Gender



				







				Date of Birth



				



				CF6/Paris ID



				



				Ethnicity



				







				



				



				NHS Number



				



				Religion



				







				Address



				







				Current Telephone Number



				







				



				



				Lives With



				







				Property Access Details



				







				Is patient aware of and consenting  to referral



				



				Any issues around capacity (If yes, please specify)



				







				EMERGENCY CONTACT DETAILS







				Name and Number



				







				Name and Number



				







				GP DETAILS







				GP Practice



				







				REASON FOR REFERRAL 







				



Medical history: 







Allergies: 







TEP status: 







Home situation: 







Reason for referral:   







On-going plan if known: 
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CLIENT NAME: 



D.O.B: 



NHS/CF6/PARIS NUMBER: 











Roaming Night Service Referral







				PATIENT DETAILS - Please complete all sections as full information is required to progress referrals appropriately







				Patient name



				



				Title



				







				



				



				Gender



				







				Date of Birth



				



				CF6/Paris ID



				



				Ethnicity



				







				



				



				NHS Number



				



				Religion



				







				Address



				







				Current Telephone Number



				







				



				



				Lives With



				







				Property Access Details



				







				Is patient aware of and consenting  to referral



				



				Any issues around capacity (If yes, please specify)



				







				EMERGENCY CONTACT DETAILS







				Name and Number



				







				Name and Number



				







				GP DETAILS







				GP Practice



				







				REASON FOR REFERRAL 







				



Medical history: 







Allergies: 







TEP status: 







Home situation: 







Reason for referral:   







On-going plan if known: 
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Service hours are 1800 - 0600     For referrals between 10pm and 8am please call mobile  xxxxxxx   to discuss referral  info and availability for visit  



For a referral between 0800 - 2200  



Provider   to feedback re: visit  outcomes as required  



Await call back from  provider   to confirm availability.    Follow up with phone call  xxxxxx   if not heard within hour (less  if late in day)  



Co - ordinator emails referral form to  xxxx@xxxxxxx  



Co - ordinator completes the referral  form  
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Seek alternative support/ agree  new plan  



Availability?  
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CLIENT NAME: 


D.O.B: 


NHS/CF6/PARIS NUMBER: 








Roaming Night Service Referral





			PATIENT DETAILS - Please complete all sections as full information is required to progress referrals appropriately





			Patient name


			


			Title


			





			


			


			Gender


			





			Date of Birth


			


			CF6/Paris ID


			


			Ethnicity


			





			


			


			NHS Number


			


			Religion


			





			Address


			





			Current Telephone Number


			





			


			


			Lives With


			





			Property Access Details


			





			Is patient aware of and consenting  to referral


			


			Any issues around capacity (If yes, please specify)


			





			EMERGENCY CONTACT DETAILS





			Name and Number


			





			Name and Number


			





			GP DETAILS





			GP Practice


			





			REASON FOR REFERRAL 





			


Medical history: 





Allergies: 





TEP status: 





Home situation: 





Reason for referral:   





On-going plan if known: 
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1 Purpose



The aim of this policy is to ensure that all patients receiving care by Torbay and South Devon
NHS Foundation Trust receive appropriate nutrition and hydration to reduce the risks and
complications associated with malnutrition and dehydration.



People must have their nutritional needs assessed and food must be provided to meet those
needs. This includes where people are prescribed nutritional supplements, enteral and
parenteral nutrition. People's preferences, religious and cultural backgrounds must be taken into
account when providing food and drink.



2 Introduction



Provision of Food and Drink is part of the Care Quality Commission (CQC) requirements:
Health and Social Care Act 2008 Regulation 14: Meeting Nutrition and Hydration Needs. The
intention of this regulation is to make sure that people who use services have adequate
nutrition and hydration to sustain life and good health. This reduces the risks of malnutrition
and dehydration while they receive care and treatment. Available from:
http://www.cqc.org.uk/content/regulation-14-meeting-nutritional-and-hydration-
needs#guidance-links (Last accessed 02/10/18)



Document Type: Guideline
Reference
Number : 1802



Version
Number: 4



Next
Review Date: 21 April 2025



Title: Food and Nutrition Policy



Document Author: Community Clinical Dietitian and Team Lead & Specialist Dietitian and
Inpatient Team Lead



Applicability: All nursing and medical staff





http://www.cqc.org.uk/content/regulation-14-meeting-nutritional-and-hydration-needs#guidance-links


http://www.cqc.org.uk/content/regulation-14-meeting-nutritional-and-hydration-needs#guidance-links
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To meet this regulation, where it is part of their role, providers must make sure that people have
enough to eat and drink to meet their nutrition and hydration needs and receive the support they
need to do so.



Optimal hydration and nutrition is fundamental to health. The provision of food and fluids is a
basic human right which can often be forgotten or neglected in a busy healthcare environment.



People are admitted to hospital for a variety of reasons. They should expect to receive adequate
and appropriate nutrition and fluids depending on their specific medical condition, religious and
cultural backgrounds, preferences and individual needs.



Consequences of malnutrition include:



 Delayed wound healing
 Reduced muscle strength
 Impaired immune function
 Impaired gastro-intestinal function
 Impaired mood
 Increased length of hospital stay
 Increased likelihood of admission to care homes
 Increased healthcare costs
 Prolonged recovery time post discharge
 Increased morbidity and mortality either in hospital or in the six months after discharge



3 Roles and Responsibilities



Fluids and Nutrition are one of the set standards within the Care Certificate.  It is the responsibility
of all staff who have patient contact to highlight concerns about hydration, nutrition and
malnutrition.



This policy applies to all ward staff including pre- and post- registration nurses including
community nurses and midwives, medical staff, catering staff, healthcare assistants, hotel
services staff, dietitians and other allied health professionals.



The Nutrition Steering Group at Torbay Hospital meets quarterly to discuss nutritional issues
including the strategic direction for nutrition policy.  Assimilation of information from
organisations including National Institute for Clinical Excellence (NICE), British Association
of Parenteral and Enteral Nutrition (BAPEN), Department of Health, National Patient Safety
Agency (NPSA) and CQC is used to guide the group.  The Nutrition Steering Group is
accountable to the Trust Board.



Senior staff from Catering and the Department of Nutrition and Dietetics meet every two months
to discuss and problem solve any operational issues relating to the provision of meals in Torbay
and Community Hospitals.  A summary of discussions, outcomes and actions from these
meetings are fed back into the Nutrition Steering Group as a regular agenda item.
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4.1 Screening for malnutrition and risk of malnutrition:



Adults
Torbay and South Devon NHS Foundation Trust use MUST (Malnutrition Universal Screening
Tool) and the management guidelines have been adapted for our Trust.  The Nutrition Risk
Screening Policy Ref 0526) is available from
https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G0526.pdf
(Last accessed 16/10/2018)



Paediatrics
Provision of food and hydration to children and young adults is included in this policy.  STAMP
(Screening Tool for the Assessment of malnutrition in Paediatrics) is a validated nutrition
screening tool for children in the UK and has been adopted by Torbay and South Devon NHS
Foundation Trust.



4.2 Hospital food provision



All patients in hospital will be able to receive appropriate nutrition:



 The food service arrangements will allow for all patients to receive appropriate nutrition.
This will include patients with normal requirements and those requiring therapeutic diets.
It will also include those patients where food choices are determined by cultural, religious
or ethical beliefs.



 Food provided will meet nutritional requirements.



 Healthy food choices will be available as an integral part of the hospital menus.



 Appropriate equipment will be available to aid independent eating.



 When possible an appropriate place to eat should be available.



 Patients and their food should be positioned appropriately.



 Patients and their carers/relatives will be informed about the importance of good nutrition.
Information about overcoming a poor appetite will be available to patients and carers when
requested from the Department of Nutrition and Dietetics based at Torbay Hospital (Tel
01803 654380).



 Patients and Carers/relatives will be informed about appropriate food items to bring into
hospital if appropriate.



 There is a voluntary mealtime companion scheme within Torbay Hospital and Community
Hospitals.



 Food choices specific to the needs and preferences of children will be available.





https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G0526.pdf
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 The catering department will provide dietary information and menu choices for specific
therapeutic diets and food allergies.



 All wards undertake protected mealtimes.  The Protected Mealtimes Policy Ref 1702 is
available from
https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G17
02.pdf (Last accessed 16/10/2018)



 Cognitively impaired patients are identified by nursing staff at ward level and are offered
the use of a selection of yellow delph and melamine crockery to improve their oral
nutritional intake.  Adaptive cutlery is also available if thought to benefit the patient.
Finger foods and a picture menu are also available for patients on request from catering



 Patients can access food between meals and a variety of snacks are available from
catering.



4.3 Swallowing Problems and Dysphagia



People with a swallowing disorder, (dysphagia) usually will have their swallowing ability
assessed by a Speech and Language Therapist.  They will recommend suitable diet
modification and suitable safe fluid consistencies utilising thickening agents where needed.
Speech and Language Therapists will also offer advice on compensatory techniques, level of
support required and assist in decision making with the wider multidisciplinary team for people
where other methods of feeding may need to be considered.



Food and drink should be offered to individuals in a way that is accessible for then and with the
appropriate level of support. Choices around meal and drink options and longer term feeding
plans should be undertaken in such a way that individuals can be involved in the decision
making process and these decisions are clearly documented in medical notes.  Best interest
meetings involving the wider multidisciplinary team will be organised as appropriate when
making complex feeding decisions.



4.4 Food Hygiene



Good food hygiene is essential for the success of any catering operation.  In a hospital, the
need for the highest standards in food hygiene is paramount as patients are particularly
vulnerable to the effect of food poisoning, and may have less resistance to infection from
contaminated food.



Under the Food Safety Act 1990, and European Commission Food Hygiene Regulations
852/2004, it is a requirement to have a permanent procedure in place based on the principles of
hazard analysis and critical control points (HACCP), which is implemented, updated as
necessary, and monitored.





https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G1702.pdf


https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G1702.pdf
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The Food Safety policy identifies the activities which are critical to food safety and identifies
ways of controlling them. The policy also details the training requirements for Trust staff in
relation to food safety;



• Nutritional and ingredient content, including allergens of all recipes and of bought in food
products will be made available to patients, carers or staff on request from catering.



• Information regarding allergen content of foods available at Torbay and South Devon
NHS Foundation Trust can be accessed from catering.



4.5  Meeting Nutritional Requirements



Patients unable to meet their nutritional requirements using the hospital menu may need
nutritional supplementation. Oral nutritional supplements and enteral feeds will not be used as a
substitute for adequate provision of hospital food.



Oral nutritional supplements are available in many forms and consistencies. Dietitians can
provide advice on a wide range of oral nutritional supplements depending on clinical need.  The
joint formulary provides guidance on the appropriate use of oral nutritional supplements.
Available from https://southwest.devonformularyguidance.nhs.uk/formulary/chapters/9-blood-
and-nutrition/9-5-2-nutrition-oral/formulary-oral-nutritional-supplements (Last accessed
11/10/2018)



Patients unable to take adequate oral nutrition may need artificial feeding and should be
referred to The Department of Nutrition and Dietetics at Torbay Hospital Tel 01803 654380.



Patients specifically requiring parenteral nutrition at Torbay Hospital should be referred to The
Nutrition Support Team (bleep #6774 or 67-385).



4.6  Ethics of provision of nutrition (BAPEN, 2012)



Ethical and legal considerations should be taken into account and guidance is available from
BAPEN (2012) and the Royal College of Physicians (2010).



Available from http://www.bapen.org.uk/resources-and-education/education-and-
guidance/clinical-guidance/ethical-and-legal-aspects-of-clinical-hydration-and-nutritional-support
(Last accessed 02/10/2018).



Available from https://www.rcplondon.ac.uk/projects/outputs/oral-feeding-difficulties-and-
dilemmas (Last accessed 02/10/2018).



Related policies include:



 End of Life Strategy 2150    Available from
https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectivenes
s/G2150.pdf  (Last accessed 16/10/2018)





http://www.bapen.org.uk/resources-and-education/education-and-guidance/clinical-guidance/ethical-and-legal-aspects-of-clinical-hydration-and-nutritional-support


http://www.bapen.org.uk/resources-and-education/education-and-guidance/clinical-guidance/ethical-and-legal-aspects-of-clinical-hydration-and-nutritional-support


https://www.rcplondon.ac.uk/projects/outputs/oral-feeding-difficulties-and-dilemmas


https://www.rcplondon.ac.uk/projects/outputs/oral-feeding-difficulties-and-dilemmas


https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G2150.pdf


https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G2150.pdf
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 Once Chance to get it Right – Palliative care and End of Life Care 1718.  Available
from
https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectivenes
s/G1718.pdf  (Last accessed 16/10/2018)



 Mental Capacity Act – Practice Guidance 1878   Available from
https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectivenes
s/G1878.pdf  (Last accessed 16/10/2018)



4.7 Following discharge from hospital/transfer of care



If a patient has been assessed as malnourished or at risk of malnutrition communication to the
primary care team should include the following;



 Weight and MUST score



 If oral nutritional supplements started; reason for starting, dose, treatment plan and aim



This should be completed by the medical team or Dietitian (if the patient is known to the Nutrition
and Dietetics team).  Patients will be given a 14 day supply of supplements and/or enteral feeds
and equipment on discharge.  Oral nutritional supplements and enteral feeds are available from
catering and pharmacy (depending on the product required).  Oral nutritional supplements should
be included on the patient discharge summary.



On discharge or transfer of care, the receiving healthcare team will be provided with appropriate
information to ensure continuity of nutritional care.



The patient’s nutritional care plan should be  reviewed by the team to whom care has been
transferred (e.g. GP, Nursing staff in community hospitals, Community nurses, Care homes,
Community Dietitian) and regular MUST screening and documentation of care plan should be
completed.



If patients are discharged with enteral feeding tubes the patient and/or carer will have appropriate
training on how to manage the tube and enteral feeding prior to discharge.



5 Training and Supervision



Malnutrition and MUST training is available.
The Nutrition Risk Policy is available from
https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G0526.pdf
(Last accessed 16/10/2018)



Videos on a range of nutritional topics are available on the Trust intranet as well as the public
website for care homes to access (For example, MUST, finger foods, dementia, fortified milk,
diabetes).
http://www.torbayandsouthdevon.nhs.uk/services/nutrition-dietetics/support-videos/ (Accessed
02/10/2018)





https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G1718.pdf


https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G1718.pdf


https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G1878.pdf


https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G1878.pdf


https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G0526.pdf


http://www.torbayandsouthdevon.nhs.uk/services/nutrition-dietetics/support-videos/
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Details and information of food hygiene training are available from the Torbay Catering Manager
or Deputy Manager.



Training sessions on nutrition for catering staff in care homes are delivered by the Department
of Nutrition and Dietetics (Tel 01803 654380).



Further support and training on specific issues can be arranged on request from the Department
of Nutrition and Dietetics (Tel 01803 654380) and the Department of Speech and Language
Therapy for swallowing issues (Tel 01803 654931).



6. Monitoring and Auditing



Questionnaires are given to patients in all bed based care areas across the ICO to evaluate the
provision of food and mealtime experience.  Results sent by the wards to the catering department
at Torbay Hospital are collated and monitored by the catering department. Results are shared
and reviewed by the Nutrition Steering Group.



Observational mealtime audits for protected mealtimes are undertaken periodically and
results are feedback to the Nutrition Steering Group.  Please refer to the Protected
Mealtimes Policy Ref 1702 for more information (Available from



https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G1702.pdf
Last accessed 16/10/2018)



All related audits and reports are reported to the Nutrition Steering Group which in turn produce
a summary report for the QIG (Quality Improvement Group) following each meeting.



At present ward Matrons are doing a five notes audit on the safety thermometer.  MUST will be
monitored by Nerve Centre in the future.  In Community hospitals all patients within bed base
care are audited each month.  Results are shared at Quality and Performance Reviews.



The Department of Health and NHS Commissioning Board recommend that all hospitals,
hospices and independent treatment centres providing NHS funded care undertake an annual
assessment of the quality of non-clinical services and condition of their buildings.



These assessments are referred to as Patient Led Assessments of the Care Environment
(PLACE) and look at:



• Cleanliness of the environment
• The internal and external condition of the buildings, fixtures and fittings
• How well the building meets the needs of those who use it – for example through  signage



and car parking facilities
• The quality and availability of food and drinks
• How well the environment protects people’s privacy and dignity
• Plus a new scoring element, the Dementia category, on how the Hospital is providing
facilities within a Dementia environment.





https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G1702.pdf
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The PLACE programme is carried out annually and offers a non- technical view of the non-
clinical services and buildings provided by the NHS. It is based upon a visual assessment and
does not rely on the application of any technical or scientific tool.



7. References
Further reading



 Health and Social Care Act 2008 Regulation 14: Meeting Nutrition and Hydration Needs.
Available from: http://www.cqc.org.uk/content/regulation-14-meeting-nutritional-and-
hydration-needs#guidance-links  (Last accessed 02/10/2018).



 Ethical and Legal Aspects of Clinical Hydration and Nutritional Support, December 2012



http://www.bapen.org.uk/resources-and-education/education-and-guidance/clinical-



guidance/ethical-and-legal-aspects-of-clinical-hydration-and-nutritional-support



Last accessed 02/10/2018.



 Combating Malnutrition: Recommendations for Action.  Report from Advisory Group on



Malnutrition BAPEN (2008)



http://www.bapen.org.uk/pdfs/reports/advisory_group_report.pdf (Last accessed
02/10/2018)



 NICE Guideline Nutrition Support in Adults 2012



https://www.nice.org.uk/guidance/qs24 (Last accessed 02/10/2018)



 Royal College of Physicians, oral feeding difficulties and dilemmas, 2010
https://www.rcplondon.ac.uk/projects/outputs/oral-feeding-difficulties-and-dilemmas
(Last accessed 02/10/2018).



8. Equality and Diversity



This document complies with the South Devon Healthcare Foundation Trust and Torbay
and Southern Devon Health and Care NHS Trust Equality and Diversity statements.



9. Further Information



This policy has links with the following:
 Nutrition Risk Screening Ref 0526 Available from



https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G05
26.pdf (Last accessed 16/10/2018)





http://www.cqc.org.uk/content/regulation-14-meeting-nutritional-and-hydration-needs#guidance-links


http://www.cqc.org.uk/content/regulation-14-meeting-nutritional-and-hydration-needs#guidance-links


http://www.bapen.org.uk/resources-and-education/education-and-guidance/clinical-guidance/ethical-and-legal-aspects-of-clinical-hydration-and-nutritional-support


http://www.bapen.org.uk/resources-and-education/education-and-guidance/clinical-guidance/ethical-and-legal-aspects-of-clinical-hydration-and-nutritional-support


http://www.bapen.org.uk/pdfs/reports/advisory_group_report.pdf


https://www.nice.org.uk/guidance/qs24


https://www.rcplondon.ac.uk/projects/outputs/oral-feeding-difficulties-and-dilemmas


https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G0526.pdf


https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G0526.pdf
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 Protected Mealtimes Ref 1702 Available from
https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G17
02.pdf (Last accessed 16/10/2018)



 Artificial enteral feeding standards of care –Adult Ref 1024 Available from
https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G10
24.pdf (Last accessed 16/10/2018)



 Dietetic Referral Prioritisation for Inpatients Ref 0522  Available from
https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G05
22.pdf (Last accessed 16/10/2018)



 Emergency Short Term Nasogastric/Gastrostomy Feeding Regime Ref 0527 Available
from
https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G05
27.pdf  (Last accessed 16/10/2018)



 Enteral Feeding Guidelines for Safe Practice Ref 0770 Available from
https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G07
70.pdf (Last accessed 16/10/2018)



Naso gastric tube (fine bore) insertion Ref 0241  Available from
https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G0241
.pdf (Last accessed 16/10/2018).



 Naso Jejunal/Jejunostomy/PEG-J Feeding Emergency Short Term Regime Ref 0771
Available from
https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G07
71.pdf  (Last accessed 16/10/2018)



 Nasogastric/Jejunostomy Feeding Ref 0599  Available from
https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G05
99.pdf (Last accessed 16/10/2018)



 Refeeding Syndrome Ref 1119  Available from
https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G11
19.pdf  (Last accessed 16/10/2018)



 End of Life Strategy 2150    Available from
https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G21
50.pdf  (Last accessed 16/10/2018)



 Once Chance to get it Right – Palliative care and End of Life Care 1718  Available from
https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G17
18.pdf  (Last accessed 16/10/2018)



 Mental Capacity Act – Practice Guidance 1878   Available from
https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G18
78.pdf  (Last accessed 16/10/2018)



10. Appendices



For details for MUST please see below.





https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G1702.pdf


https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G1702.pdf
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https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G0527.pdf
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https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G0770.pdf


https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G0241.pdf


https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G0241.pdf
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https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G0771.pdf


https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G0599.pdf


https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G0599.pdf


https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G1119.pdf


https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G1119.pdf


https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G2150.pdf


https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G2150.pdf


https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G1718.pdf


https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G1718.pdf
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Appendix 1
Example of a MUST Record Sheet
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Appendix 2
Malnutrition Universal Screening Tool (MUST)



Care plan for Hospitals



Overall Score 1 – Medium Risk
Please tick as completed:



 Monitor and record MUST score weekly



 Monitor and record weight at least weekly



 Complete a ‘food record chart’ daily



Provide patient with leaflet ‘simple ideas to help improve your food intake’ and any other relevant patient



information sheets below which can be found in the nutrition folder on the ward and the nutrition and dietetics
website



https://icon.torbayandsouthdevon.nhs.uk/areas/nutrition-and-dietetics/Pages/default.aspx



 Soft diet



 Dry mouth



 Sore mouth



 Taste changes



 Diarrhoea
 Constipation



 Nausea and vomiting



 Offer full cream milk and two snacks per day



 Order fortified milk puddings from Torbay hospital menu (request from catering daily)



 Encourage nutritious drinks between meals and fortify full cream milk with dried milk powder



 Offer fortified soups at mealtimes (nourishing, high energy soups) - contact community catering services.



Cooked breakfasts are available at the request of a dietitian (available at Torbay and Community Hospitals,



24 hours notice required).
 Offer Ensure Shake (maximum of 3 daily) if less than ½ a meal eaten.



 If patient in hospital and no improvement in weight or oral intake after one week follow the care plan for the
MUST score of 2 or more “high risk” group



Score 2 or more – High risk
Complete all the above and:



 Doctors to prescribe 2 oral nutritional supplements/day (Ensure Compact milkshake or Ensure Crème®) to
be taken between meals.  Please refer to the ‘Nutritional Information Folder’ and Joint Formulary for
guidance



 If no improvement in weight or oral intake after 1 week, please refer to the department of nutrition and
dietetics ext. 54382 with their weight, MUST score and action already taken



 Please refer immediately to the department of nutrition and dietetics ext. 54382 if patient is being
referred for: major GI surgery, head and neck cancer, wired jaws, new type 1 diabetes (adults), anorexia





https://icon.torbayandsouthdevon.nhs.uk/areas/nutrition-and-dietetics/Pages/default.aspx
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nervosa or bulimia. All other high risk cancer patients including people with an oesophageal stent refer to :
oncology dietitians ext.54385



 Refer immediately to the nutrition support team – bleep #6774 or #6912 if the patient is referred for –
expected intestinal failure lasting more than 5 days, enterocutaneous fistula, severe pancreatitis (Glasgow
score >3) or patients planned for a gastroenterostomy



Nutritional supplements such as Ensure Shake and Ensure Compact are rich in vitamins and minerals.  Please
contact the department of nutrition and dietetics if you are concerned about vitamin and mineral toxicity from a
large volume of nutritional supplements.



Complan contains more phosphate, potassium and calcium than other supplements.  Individuals with CKD3 who do
not have a history of hyperphosphataemia or hyperkalaemia can be provided with Complan first line.  It is
recommended that individuals with CKD 4 or 5 are prescribed Ensure Compact as first line oral nutritional
supplement.  Please contact the patient’s renal team for further advice if needed.



The ‘Malnutrition Universal Screening Tool’ ‘MUST’ is adapted/reproduced here with the kind permission of BAPEN
(British Association for Parenteral and Enteral Nutrition). BAPEN does not necessarily support the use of any
products in particular.  For further information on ‘MUST’ see www.bapen.org.uk
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Appendix 3
MUST Care Plan for Primary Care, Community Nursing and Care Homes



Monitor people having oral nutrition support and/or enteral tube feeding in the community every 3-6 months, or more
frequently if there is any change in their clinical condition.



Score = 0
Low Risk



 Advise about healthy eating.
 Repeat screening:



Care Home – Monthly
Community – On initial assessment for Community Nurses and then monthly or more/less
frequently depending on assessed need and when patient is next due a visit.
Registration at GP surgery and where there is clinical concern. Annually for special groups e.g.
those > 75 years



Score = 1  Medium
Risk*



*Unless detrimental
or no benefit is
expected from



nutritional support
e.g. imminent death.



 Monitor oral intake. Encourage patient / carer to document dietary intake for 3 days. If adequate
and little concern repeat screening every 2-3 months in the community or monthly in a care home.
If inadequate and there is clinical concern:



 Encourage foods/snacks high in energy and protein. Please refer to the Nutrition and Dietetics
website (intranet) for copies of patient leaflets “Making the Most of Your Food” and “Calorie
Boosters and Meal Plan Suggestions”.
http://nww.torbaycaretrust.nhs.uk/Operations/Nutrition_and_Dietetics/Pages/default.aspx



 Encourage the use of Meritene® and Complan® drinks available from larger
supermarkets/pharmacies (max. 3/day).1



 Fortify full cream milk with dried milk powder.  Instructions available from
http://www.torbayandsouthdevon.nhs.uk/services/nutrition-dietetics/support-videos/patients/ (Last
accessed 02/10/2018)  See QR code below.



 Weight loss may be an indication of an underlying condition. Initiate any medical investigations as
appropriate.



 Treat any underlying conditions which may affect oral intake (e.g. nausea, vomiting, constipation,
diarrhoea, low mood).



 Set goal for treatment (e.g. stabilise weight loss, weight gain, improved oral intake, MUST score,
improved wellbeing).



Review within one month and check score.
Is there improvement towards treatment goal?



No




Yes




 Follow high risk guidelines  Continue until goal is reached.
 Repeat risk score monthly in care home or every 2-3 months in the



community.



¹ Unless contraindicated e.g. diabetes, renal disease. Contact dietitian for advice.



Note: Patients with a low or medium MUST score are unlikely to meet ACBS criteria and supplements should not be
prescribed unless they are recommended by a dietitian.



Instructions for making fortified milk:



For high risk see next page.
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Score >2
High Risk*



(likely to be at risk
of disease related



malnutrition)



Follow medium risk guidelines and add in the following care:
 Encourage foods/snacks high in energy and protein.
 Nutritional supplements are prescribable under ACBS criteria for “disease related malnutrition”.



Prescribe 2 oral nutritional supplements daily. Powdered nutritional supplements are
recommended as first line unless contraindicated or an alternative is requested by a
Dietitian. Ensure patient has adequate dexterity to make up the supplement with milk.
Please prescribe a starter pack with initial prescription (contains a shaker and sachet of each
flavour). See Joint Formulary for guidance (chapter 9). Prescriptions should be endorsed
‘ACBS’.



 Set goal for treatment (e.g. stabilise weight loss, weight gain, improved oral intake, MUST score,
improved well-being).



Send an immediate written referral (with patient’s consent) to the Department of Nutrition and
Dietetics if:
 Patient unable to eat at all/has severe dysphagia/supplements are sole source of nutrition
 Grade 3 or 4 pressure sore.
 MUST >3 or BMI <15
 Rapid clinical deterioration anticipated and nutritional intervention may be beneficial
 Full nutritional assessment is required in response to clinical judgement
 Specialist advice is required following diagnosis (e.g. renal disease, coeliac disease)
 Patient requiring PEG assessment or consideration of tube feeding
 Concerns about safeguarding/self-neglect relating to food and nutrition
 Patients with nutritional problems in severe crisis and at very high risk of hospital admissions or



actual harm in the community due to acute changes in swallow, physical or cognitive abilities or
social network issues



 Please contact the Department of Nutrition and Dietetics with any eating disorder referrals.  At
the time of writing there is no specialist Dietetic service available for eating disorders but further
support and signposting is available.



Review in one month and repeat risk score.
Is there progress towards goals?



*Unless detrimental
or no benefit is
expected from



nutritional support
e.g. imminent death.



No




Yes




 Review treatment plans.
 If appropriate (with patient’s consent) send written



referral to Department of Nutrition and Dietetics.



 Re-enforce dietary advice, as required.
 As progress continues, gradually decrease supplement to



1/day and then remove.
 Continue to monitor until goals achieved.



Nutritional supplements are rich in vitamins and minerals. Please contact the department of nutrition and dietetics if you are
concerned about vitamin and mineral toxicity from a large volume of nutritional supplements.



Please contact the Department of Nutrition and Dietetics at Torbay Hospital if you would like further advice or a referral form
Tel 01803 654 380
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Document Control Information



This is a controlled document and should not be altered in any way without the express
permission of the author or their representative.



Please note this document is only valid from the date approved below, and checks should
be made that it is the most up to date version available.



If printed, this document is only valid for the day of printing.



This guidance has been registered with the Trust.  The interpretation and application of
guidance will remain the responsibility of the individual clinician.  If in doubt contact a senior
colleague or expert.  Caution is advised when using clinical guidance after the review date,
or outside of the Trust.



Have you identified any issues on the Rapid (E)quality Impact
Assessment.  If so please detail on Rapid (E)QIA form. Yes ☐



Please select
Yes            No



Does this document have implications regarding the Care Act?
If yes please state: ☐ ☐



Does this document have training implications?
If yes please state: ☐ ☐



Does this document have financial implications?
If yes please state: ☐ ☐



Ref No: 1802
Document title: Food and Nutrition Policy
Purpose of document: Guideline
Date of issue: 21 April 2022 Next review date: 21 April 2025
Version: 4 Last review date:
Author: Community Clinical Dietitian and Team Lead & Specialist



Dietitian and Inpatient Team Lead
Directorate: Community
Equality Impact: The guidance contained in this document is intended to be



inclusive for all patients within the clinical group specified,
regardless of age, disability, gender, gender identity, sexual
orientation, race and ethnicity & religion or belief



Committee(s)
approving the
document:



Care and Clinical Policies Group



Date approved: 17 October 2018
Links or overlaps with
other policies:
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Is this document a direct replacement for another?
If yes please state which documents are being replaced: ☐ ☐



Document Amendment History



Date
Version



no.
Amendment



summary Ratified by:
May 2012 1 New
30 September
2016



2 Revised Care and Clinical Policies Group



21 December
2018



3 Revised Care and Clinical Policies Group



21 April 2022 4 Minor
amendment



Specialist Dietitian and Acute Team
Leader
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The Mental Capacity Act 2005



The Mental Capacity Act 2005  provides a statutory framework for people who lack
capacity to make decisions for themselves, or who have capacity and want to make
preparations for a time when they lack capacity in the future.



It sets out who can take decisions, in which situations, and how they should go about this.
It covers a wide range of decision making from health and welfare decisions to finance and
property decisions.



There is a legal  duty placed upon all  staff  to apply the Mental Capacity Act 2005  in all
circumstances where a person is required to consent to ‘acts in connection with care and
treatment’ and  where there is reason to doubt the person’s mental capacity to do so.



Guidance can be accessed via Pages - Mental Capacity Act (torbayandsouthdevon.nhs.uk)



Infection Control



All staff will have access to Infection Control Policies and comply with the standards within
them in the work place. All staff will attend Infection Control Training annually as part of
their mandatory training programme.





https://icon.torbayandsouthdevon.nhs.uk/areas/mental-capacity-act/Pages/default.aspx
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Rapid (E)quality Impact Assessment (EqIA) (for use when writing policies)



Policy Title (and number) Version and Date
Policy Author
An (e)quality impact assessment is a process designed to ensure that policies do not discriminate or disadvantage people
whilst advancing equality. Consider the nature and extent of the impact, not the number of people affected.
Who may be affected by this document?
Patients/ Service Users ☐ Staff ☐ Other, please state… ☐



Could the policy treat people from protected groups less favourably than the general population?
PLEASE NOTE: Any ‘Yes’ answers may trigger a full EIA and must be referred to the equality leads below
Age Yes ☐ No☐ Gender Reassignment Yes ☐ No☐ Sexual Orientation Yes ☐ No☐
Race Yes ☐ No☐ Disability Yes ☐ No☐ Religion/Belief (non) Yes ☐ No☐
Gender Yes ☐ No☐ Pregnancy/Maternity Yes ☐ No☐ Marriage/ Civil Partnership Yes ☐ No☐
Is it likely that the policy could affect particular ‘Inclusion Health’ groups less favourably than the general
population? (substance misuse; teenage mums; carers1; travellers2; homeless3; convictions; social isolation4;
refugees)



Yes ☐ No☐



Please provide details for each protected group where you have indicated ‘Yes’.



VISION AND VALUES:  Policies must aim to remove unintentional barriers and promote inclusion
Is inclusive language5 used throughout? Yes ☐ No☐  NA ☐



Are the services outlined in the policy fully accessible6? Yes ☐ No☐  NA ☐



Does the policy encourage individualised and person-centred care? Yes ☐ No☐  NA ☐



Could there be an adverse impact on an individual’s independence or autonomy7? Yes ☐ No☐  NA ☐



EXTERNAL FACTORS
Is the policy a result of national legislation which cannot be modified in any way? Yes ☐ No☐
What is the reason for writing this policy? (Is it a result in a change of legislation/ national research?)



Who was consulted when drafting this policy?
Patients/ Service Users ☐ Trade Unions ☐ Protected Groups (including Trust Equality Groups) ☐



Staff ☐ General Public ☐ Other, please state… ☐



What were the recommendations/suggestions?



Does this document require a service redesign or substantial amendments to an existing process? PLEASE
NOTE: ‘Yes’ may trigger a full EIA, please refer to the equality leads below



Yes ☐ No☐



ACTION PLAN: Please list all actions identified to address any impacts
Action Person responsible Completion date



AUTHORISATION:
By signing below, I confirm that the named person responsible above is aware of the actions assigned to them
Name of person completing the form Signature
Validated by (line manager) Signature
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Please contact the Equalities team for guidance:
For Devon CCG, please email d-ccg.equalityanddiversity@nhs.net & d-ccg.QEIA@nhs.net



For Torbay and South Devon NHS Trusts, please call 01803 656676 or email pfd.sdhct@nhs.net
This form should be published with the policy and a signed copy sent to your relevant organisation



Consider any additional needs of carers/ parents/ advocates etc, in addition to the service user
2 Travelers may not be registered with a GP - consider how they may access/ be aware of services available to them
3 Consider any provisions for those with no fixed abode, particularly relating to impact on discharge
4 Consider how someone will be aware of (or access) a service if socially or geographically isolated
5 Language must be relevant and appropriate, for example referring to partners, not husbands or wives
6 Consider both physical access to services and how information/ communication in available in an accessible format
7 Example: a telephone-based service may discriminate against people who are d/Deaf. Whilst someone may be able to act on their
behalf, this does not promote independence or autonomy





mailto:d-ccg.equalityanddiversity@nhs.net


mailto:d-ccg.QEIA@nhs.net


mailto:pfd.sdhct@nhs.net
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Clinical and Non-Clinical Policies – Data Protection



Torbay and South Devon NHS Foundation Trust (TSDFT) has a commitment to ensure
that all policies and procedures developed act in accordance with all relevant data
protection regulations and guidance. This policy has been designed with the EU General
Data Protection Regulation (GDPR) and Data Protection Act 2018 (DPA 18) in mind, and
therefore provides the reader with assurance of effective information governance practice.



The UK data protection regime intends to strengthen and unify data protection for all
persons; consequently, the rights of individuals have changed. It is assured that these
rights have been considered throughout the development of this policy. Furthermore, data
protection legislation requires that the Trust is open and transparent with its personal
identifiable processing activities and this has a considerable effect on the way TSDFT
holds, uses, and shares personal identifiable data.



Does this policy impact on how personal data is used, stored, shared or processed in your
department? Yes ☐   No ☐



If yes has been ticked above it is assured that you must complete a data mapping exercise
and possibly a Data Protection Impact Assessment (DPIA). You can find more information
on our GDPR page on ICON (intranet)



For more information:
 Contact the Data Access and Disclosure Office on dataprotection.tsdft@nhs.net,
 See TSDFT’s Data Protection & Access Policy,
 Visit our Data Protection site on the public internet.





https://icon.torbayandsouthdevon.nhs.uk/areas/gdpr/Pages/default.aspx


mailto:dataprotection.tsdft@nhs.net


https://icon.torbayandsouthdevon.nhs.uk/areas/information-governance/Policies/TSDFT%20Policy%20Data%20Protection%20and%20Access.pdf


https://www.torbayandsouthdevon.nhs.uk/about-us/data-protection/
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1 Introduction
The aim of this policy is to provide guidance to care homes and domiciliary care providers
on the safe use of Medication Administration Records (MAR). A MAR chart is the record
that shows drugs have been administered to a patient. The carer signs each time a drug
or medicine is administered to a patient. Carers administering medication in the care
home or in domiciliary care should be suitably trained and competent.  This should be
documented and recorded by a senior carer or registered provider.



2 Statement/ Objective
2.1 This guidance supports Regulation 12 Safe care and treatment which service providers



must meet under the Health and Social Care Act 2008 (Regulated Activities) Regulations
2014. This includes the requirement that providers must ensure ‘the proper and safe
management of medicines’.  All standards must be applied to all aspects of care including
administration of medication.



2.2 This document gives domiciliary care agencies and care homes a guide to good practice
in how the administration of medication by care workers should be recorded. It covers:
• Why a MAR chart is so important



Document Type: Policy
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• Who can write on MAR charts
• The pros and cons of printed charts produced by a pharmacy.
• What sort of policies and procedures agencies and care homes should have
• What should be looked for in monitoring both by agencies and care homes and others



2.3   This guidance relates to registered domiciliary care agencies and registered care homes
only. It does not apply to care purchased from an unregistered source by individuals using
Direct Payments or any other form of Individual Budget.



2.4 This guidance should be considered together with local policies from social service
departments and health teams when available to care providers and national guidance.



3  Roles & Responsibilities
It remains the responsibility of all care homes and domiciliary care agencies to ratify their
own administration of medicines policy to include MAR charts. This policy provides best
practice guidance for reference when writing or reviewing policies.



4 Medication Administration Records (MARs) chart in Care Homes and Domiciliary
Care



4.1 Regulations



4.1.1 Where equipment or medicines are supplied by the service provider, ensuring that
there are sufficient quantities of these to ensure the safety of service users and to meet
their needs;



4.1.2 The proper and safe management of medicines



4.1.3 As far as the Trust is concerned, our expectation is that agencies and care homes
will meet these regulations and ensure that any reasonable request by officers and staff
of the Trust for records that can evidence compliance and service user safety will be
available.



4.2   Agencies and care homes are required to keep ‘a detailed record of the personal care
provided to the service user’.  These records must be available for inspection and also
kept either at the person’s home in the case of domiciliary care or in the care home. In
the case of domiciliary care therefore, it requires a dual recording system. In the case
where electronic care records and MAR charts are used, these should be made available
on request.



4.3 The Standards require agencies and care homes recording in the following activities:
• Collection of prescriptions from the GP surgery
• Collection of dispensed medicines from a pharmacy or dispensing GP
• Observation of the person taking medication and any assistance given, including



dosage and time of medication. This is a record of administration, and there is no
difference in the case of domiciliary care from the records that a care home must
keep.
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4.4   General guidance for the MAR chart



4.4.1 Care workers who administer medicines must have a MAR chart that details:
• Which medication(s) are prescribed for the patient (this must include medicine



name, strength and quantity )
• When they must be given (frequency of the administration)
• What the dose of the medication is
• The route of administration
• Any special information from the supplementary label, such as giving the



medicines with or after food.



4.4.2 Prescribed medication information is included in the NHS FP10 prescription from the
supplying pharmacy or from the patient GP records. The agency or care home must have
a record of medicines currently prescribed for that person.



4.4.3 The care provider must receive an up to date discharge summary including a list
of  all current medication when accepting a patient on discharge from hospital.  If the
discharge summary is not supplied promptly this should be escalated through the care
provider’s normal process for reporting errors.  This should also be reported through the
South Devon and Torbay CCG Yellow Card system:
https://devonccg.nhs.uk/contact-us/pitch-yellow-card



4.4.4 Patients may nominate for their prescriptions to be electronically sent from the GP
surgery to a pharmacy. In this instance, a physical copy of the prescription may not be
generated until it is received at the pharmacy. The GP surgery should be contacted for an
up to date list of medications by the care provider.



4.4.5 The MAR chart should be signed when the patient is administered an individual
dose of medicine by the staff member who administers the medication.



4.4.6 A record should also be made of any prescribed medicines that have not been
administered.  MAR charts should include provision for this and ensure that it is clear what
should be recorded.  Where a person may continually be refusing to take their medication,
for example, additional recording and escalation will be required, separate from the MAR,
and this will be in line with the care home or domiciliary care agency’s individual policies in
place.



4.4.7 The information on the MAR chart should be supplemented by the patient’s care
plan.



4.4.8 The MAR chart can be a very useful tool for the agency or care home to use to keep
track of medicines that are not ordered every month and only taken occasionally. The MAR
chart can be used to record medicines carried over onto a new chart.  If the MAR chart
received from the pharmacy is different to that received in the previous month the
domiciliary care agency or care home should liaise with the pharmacy at that point to
ensure all current medications are listed including those that are not ordered in the current
month.





https://devonccg.nhs.uk/contact-us/pitch-yellow-card
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4.4.9 The MAR chart should be used to record when any non-prescribed medicines are
given, for example a homely remedy.



4.4.10 Administration of controlled drugs should be recorded on the person’s MAR chart
as well as in the controlled drug (CD) record book. The person administering should sign
the record book as well as a witness.



NB: CD registers only apply in care homes, not domiciliary care.



4.4.11 Responsibility for providing suitable and up to date MAR charts rests with the agency
or care home.



4.4.12 A GP does not have to sign any documents produced by an agency or care home
for medicine administration. The NHS contract for general medical services (GMS) does
not require this.



4.5 Printed and handwritten MAR charts



4.5.1 Poor records are a potential cause of preventable drug errors. Printed MAR charts
produced by a pharmacy are not essential but they may be safer than handwritten charts.



4.5.2 Handwritten charts may introduce transcription errors and be less legible than printed
MARs.



4.5.3 If a handwritten MAR is the only available option, there must be a robust system to
check that the MAR is correct before it is used.



4.5.4 Printed MAR charts are usually supplied from the pharmacy when medicines are
packaged in monitored dosage systems such as Manrex, Venalink and Nomad. This is a
service that the pharmacy is paying for. Agencies and care homes cannot insist on having
printed charts.



4.5.5 Printed MAR charts may also be provided when medicines are supplied in their
dispensing containers to assist in safe recording of administration.



4.6   Potential problems with printed MAR chart are as follows;



• The MAR charts are only correct at the time it is printed and supplied. But the dose of
a medicine may change at some point. When this happens, the agency or care home
must keep the chart up to date.



• New prescriptions can be issued at any time in the monthly cycle.  This may result in
the person having several MAR charts in a file, and some may start on different dates.



• Medicines that are prescribed for ‘as required’ use may not be needed every month. If
the MAR chart only has a list of medicines that have been requested, prescribed and
dispensed that month, it may not list the ‘as required’ medicines previously supplied for
that patient.  Please ensure that ‘as required’ or ‘when required’ medication is added
onto the MAR chart or medication carried over.
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• The MAR chart should be supplemented by information that clearly describes the
circumstances when ‘as required’ medicine may safely be given.  There should be clear
and precise documentation in the service user's care plan as to when a particular 'as
required' medicine should or should not be given.



• The MAR chart may include a medicine that has not been supplied. The agency or care
home must check whether the prescriber has stopped the medicine and if so cross it
off, clearly document the reason i.e. stopped, date and sign. If the treatment is to
continue, the agency or care home must check why there is no supply.



4.7   Can anyone write on the printed MAR chart?



4.7.1   Staff who administer medication should receive adequate training and competency
assessment before they are permitted to administer medication and record on a MAR chart.



4.7.2  When a service user’s medication is changed, care staff are responsible for
amending the MAR chart and this may include;
• Cancelling the original entry.
• Writing the new directions legibly and in ink on a new line of the MAR chart
• Recording the name of the prescriber who gave the new instructions.
• Dating the entry and signing (including a witness when this is possible)
• The rare occasion where a verbal instruction is given over the telephone to make a



change to a medication.  In this case, where possible, that instruction should be
repeated to another member of staff in order to avoid any discrepancy, and then
documented.



4.8   What are the unique problems for Domiciliary Care?



4.8.1   Because the agency may not be responsible for organising repeat supplies of
medicines or setting up appointments with the GP, the agency may find it difficult to keep
up to date with changes.



4.8.2   A domiciliary care agency provides care to a range of people who do not necessarily
get their prescribed medicines from the same pharmacy.  A pharmacist may be unwilling
to issue MAR charts for individuals, and especially when the medicines are not in a
monitored dosage or compliance system. There are some exceptions where local
arrangements exist between the Local Authority commissioning care and the NHS Clinical
Commissioning Groups (CCGs).



4.8.3   There are situations where more than one agency provides a service to the same
person. The agencies must agree how medication will be recorded on the record that is
kept in the person’s own home and this arrangement must be included in the care plan.
Clear communication channels must be agreed, to include information sharing with GPs,
community nurses or any other appropriate professional.



4.8.4   All Agency care workers must keep a record of the medicines they give, including
the dose that is dated and signed to meet the regulatory requirements.
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4.9   Checkpoints for monitoring



4.9.1   MAR charts form an essential element in determining whether people who use
social care have been given medicines as the prescriber instructed. Important questions to
follow up include:
• Is the person’s name clearly identified?
• Is the print or handwriting legible and in ink?
• Are handwritten entries cross-referenced to daily notes?
• Does the chart show the date including the year?
• Does the chart look ‘used’, an indication that it was completed at each medication



administration?
• Are there gaps in the records?  If so, do these need to be investigated further?
• Can the reader identify exactly what has been given on specified dates, for example



when the dose is one or two tablets?
• Is there sufficient information to enable care workers to give ‘as required’ medicine



safely?
• Is there a guide to the codes used to explain why medicine has not been given?
• Can you confirm that the records are valid, for example by checking whether the number



of signatures recorded for the administration of an antibiotic such as amoxicillin are
consistent with the quantity supplied.



• In care homes, can you cross reference records for controlled drugs in both MAR chart
and CD register?



4.9.2 The MAR chart may include details of medicine receipt and disposal but if not, these
records must be kept in another format.  Taken together, these records should enable
anyone monitoring to account for every medicine brought into a care home/ service user's
own home.



4.9.3 Any allergies should be clearly identified on the MAR chart for the patient.



4.10 Record Keeping



Once the current monthly cycle has been finished it is a legal requirement for these records
to be kept by the agency or care home, even when the service user has left. It is
recommended they be retained for a minimum of 3 years and should be retrievable, if
needed.



5 Training
Care homes and domiciliary care agencies are responsible for organising training to
support staff in the safe and competent administration of medicines to include recording
on the MAR.  There should be regular updates and records of training kept.



6 Monitoring, Auditing, Reviewing & Evaluation
This policy will be reviewed in March 2024 or sooner as any regulatory or contractual
changes may dictate.
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7 References
7.1   The Health and Social Care Act 2008 (Regulated Activities) Regulations 2014



7.2  NICE guidelines for Managing Medicines in Care Homes (Social Care Guideline) 2014
https://www.nice.org.uk/guidance/sc1



7.3 Nice Guidance: NG67 - Managing medicines for adults receiving social care in the
community
https://www.nice.org.uk/guidance/ng67/chapter/Recommendations



8  Distribution
This policy will be available to staff via The Torbay and South Devon Foundation NHS
Trust Website.





https://www.nice.org.uk/guidance/sc1


https://www.nice.org.uk/guidance/ng67/chapter/Recommendations
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Document Control Information



This is a controlled document and should not be altered in any way without the express
permission of the author or their representative.



Please note this document is only valid from the date approved below, and checks should
be made that it is the most up to date version available.



If printed, this document is only valid for the day of printing.



This guidance has been registered with the Trust.  The interpretation and application of
guidance will remain the responsibility of the individual clinician.  If in doubt contact a senior
colleague or expert.  Caution is advised when using clinical guidance after the review date,
or outside of the Trust.



Have you identified any issues on the Rapid (E)quality Impact
Assessment.  If so please detail on Rapid (E)QIA form. Yes ☐



Please select
   Yes            No



Does this document have implications regarding the Care Act?
If yes please state: ☐ ☐



Does this document have training implications?
If yes please state: ☐ ☐



Does this document have financial implications?
If yes please state: ☐ ☐



Is this document a direct replacement for another? ☐ ☐



Ref No: 1925
Document title: Medicines Administration Records (MAR) in Care Homes
Purpose of document:
Date of issue: 11 March 2022 Next review date: 11 March 2025
Version: 5 Last review date:
Author: Pharmacist
Directorate: Pharmacy
Equality Impact: The guidance contained in this document is intended to be



inclusive for all patients within the clinical group specified,
regardless of age, disability, gender, gender identity, sexual
orientation, race and ethnicity & religion or belief



Committee(s)
approving the
document:



Care and Clinical Policies Group
Clinical Director of Pharmacy



Date approved: 17 July 2018
Links or overlaps with
other policies:
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If yes please state which documents are being replaced:



Document Amendment History



Date
Version



no.
Amendment



summary Ratified by:



8 April 2013
2



Organisation
Name Change



17 February 2016 3 Update following
review and
Organisation
change



20 July 2018 4 Revised Care and Clinical Policies Group
Clinical Director of Pharmacy



11 March 2022 5 Minor amendment
to point 6 and link
amended point
4.4.3



Clinical Director of Pharmacy
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The Mental Capacity Act 2005



The Mental Capacity Act 2005  provides a statutory framework for people who lack
capacity to make decisions for themselves, or who have capacity and want to make
preparations for a time when they lack capacity in the future.



It sets out who can take decisions, in which situations, and how they should go about this.
It covers a wide range of decision making from health and welfare decisions to finance and
property decisions.



There is a legal  duty placed upon all  staff  to apply the Mental Capacity Act 2005  in all
circumstances where a person is required to consent to ‘acts in connection with care and
treatment’ and  where there is reason to doubt the person’s mental capacity to do so.



Guidance can be accessed via Pages - Mental Capacity Act (torbayandsouthdevon.nhs.uk)



Infection Control



All staff will have access to Infection Control Policies and comply with the standards within
them in the work place. All staff will attend Infection Control Training annually as part of
their mandatory training programme.





https://icon.torbayandsouthdevon.nhs.uk/areas/mental-capacity-act/Pages/default.aspx
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Rapid (E)quality Impact Assessment (EqIA) (for use when writing policies)



Policy Title (and number) Version and Date
Policy Author
An (e)quality impact assessment is a process designed to ensure that policies do not discriminate or disadvantage people
whilst advancing equality. Consider the nature and extent of the impact, not the number of people affected.
Who may be affected by this document?
Patients/ Service Users ☐ Staff ☐ Other, please state… ☐



Could the policy treat people from protected groups less favourably than the general population?
PLEASE NOTE: Any ‘Yes’ answers may trigger a full EIA and must be referred to the equality leads below
Age Yes ☐ No☐ Gender Reassignment Yes ☐ No☐ Sexual Orientation Yes ☐ No☐
Race Yes ☐ No☐ Disability Yes ☐ No☐ Religion/Belief (non) Yes ☐ No☐
Gender Yes ☐ No☐ Pregnancy/Maternity Yes ☐ No☐ Marriage/ Civil Partnership Yes ☐ No☐
Is it likely that the policy could affect particular ‘Inclusion Health’ groups less favourably than the general
population? (substance misuse; teenage mums; carers1; travellers2; homeless3; convictions; social isolation4;
refugees)



Yes ☐ No☐



Please provide details for each protected group where you have indicated ‘Yes’.



VISION AND VALUES:  Policies must aim to remove unintentional barriers and promote inclusion
Is inclusive language5 used throughout? Yes ☐ No☐  NA ☐



Are the services outlined in the policy fully accessible6? Yes ☐ No☐  NA ☐



Does the policy encourage individualised and person-centred care? Yes ☐ No☐  NA ☐



Could there be an adverse impact on an individual’s independence or autonomy7? Yes ☐ No☐  NA ☐



EXTERNAL FACTORS
Is the policy a result of national legislation which cannot be modified in any way? Yes ☐ No☐
What is the reason for writing this policy? (Is it a result in a change of legislation/ national research?)



Who was consulted when drafting this policy?
Patients/ Service Users ☐ Trade Unions ☐ Protected Groups (including Trust Equality Groups) ☐



Staff ☐ General Public ☐ Other, please state… ☐



What were the recommendations/suggestions?



Does this document require a service redesign or substantial amendments to an existing process? PLEASE
NOTE: ‘Yes’ may trigger a full EIA, please refer to the equality leads below



Yes ☐ No☐



ACTION PLAN: Please list all actions identified to address any impacts
Action Person responsible Completion date



AUTHORISATION:
By signing below, I confirm that the named person responsible above is aware of the actions assigned to them
Name of person completing the form Signature
Validated by (line manager) Signature
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Please contact the Equalities team for guidance:
For Devon CCG, please email d-ccg.equalityanddiversity@nhs.net & d-ccg.QEIA@nhs.net



For Torbay and South Devon NHS Trusts, please call 01803 656676 or email pfd.sdhct@nhs.net
This form should be published with the policy and a signed copy sent to your relevant organisation



Consider any additional needs of carers/ parents/ advocates etc, in addition to the service user
2 Travelers may not be registered with a GP - consider how they may access/ be aware of services available to them
3 Consider any provisions for those with no fixed abode, particularly relating to impact on discharge
4 Consider how someone will be aware of (or access) a service if socially or geographically isolated
5 Language must be relevant and appropriate, for example referring to partners, not husbands or wives
6 Consider both physical access to services and how information/ communication in available in an accessible format
7 Example: a telephone-based service may discriminate against people who are d/Deaf. Whilst someone may be able to act on their
behalf, this does not promote independence or autonomy





mailto:d-ccg.equalityanddiversity@nhs.net


mailto:d-ccg.QEIA@nhs.net


mailto:pfd.sdhct@nhs.net
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Clinical and Non-Clinical Policies – Data Protection



Torbay and South Devon NHS Foundation Trust (TSDFT) has a commitment to ensure
that all policies and procedures developed act in accordance with all relevant data
protection regulations and guidance. This policy has been designed with the EU General
Data Protection Regulation (GDPR) and Data Protection Act 2018 (DPA 18) in mind, and
therefore provides the reader with assurance of effective information governance practice.



The UK data protection regime intends to strengthen and unify data protection for all
persons; consequently, the rights of individuals have changed. It is assured that these
rights have been considered throughout the development of this policy. Furthermore, data
protection legislation requires that the Trust is open and transparent with its personal
identifiable processing activities and this has a considerable effect on the way TSDFT
holds, uses, and shares personal identifiable data.



Does this policy impact on how personal data is used, stored, shared or processed in your
department? Yes ☐   No ☐



If yes has been ticked above it is assured that you must complete a data mapping exercise
and possibly a Data Protection Impact Assessment (DPIA). You can find more information
on our GDPR page on ICON (intranet)



For more information:
· Contact the Data Access and Disclosure Office on dataprotection.tsdft@nhs.net,
· See TSDFT’s Data Protection & Access Policy,
· Visit our Data Protection site on the public internet.





https://icon.torbayandsouthdevon.nhs.uk/areas/gdpr/Pages/default.aspx


mailto:dataprotection.tsdft@nhs.net


https://icon.torbayandsouthdevon.nhs.uk/areas/information-governance/Policies/TSDFT%20Policy%20Data%20Protection%20and%20Access.pdf


https://www.torbayandsouthdevon.nhs.uk/about-us/data-protection/
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1  Introduction



1.1 This policy covers the management for all clinical and non-clinical incidents or near misses
involving patients (includes services users and clients), visitors, carers, contractors,
members of the public and employees of the Trust.



1.2 Torbay and South Devon NHS Foundation Trust (TSDFT, referred to as “the Trust”)
recognises that although serious incidents in health and social care are relatively
uncommon, from time to time things can and do go wrong. When adverse incidents do occur,
the Trust has a responsibility to ensure that there are systematic measures in place for
safeguarding people, property, Trust resources and reputation.  This includes responsibility
to learn from these incidents in order to minimise the risk of them happening again.



1.3 The reporting and management of incidents is a critical tool in assisting the organisation to
effectively manage risk.  The reporting of incidents and near misses provides valuable data
which can help improve safety, prevent the recurrence of incidents and facilitate wider
organisational and cross-organisational learning.



1.4 This policy for all staff includes the principles of “Being Open” and “Duty of Candour”.  Where
incidents occur, the Trust must evidence openness, honesty and transparency so that early
warning systems are effective in minimising or eliminating harm. Expectations of the Duty of
Candour following the Francis Report (2013) include ensuring that any patient/service user
harmed by the provision of a healthcare service is informed of the fact and an appropriate
remedy offered, regardless of whether a complaint has been made or a question asked
about it.  The Duty of Candour became a contractual obligation in April 2013 and a CQC
registration requirement in October 2014.



1.5 The Trust recognises that incidents may occur because of problems with systems,
processes or individuals.  It is the policy of the Trust to promote a positive approach to
incident reporting throughout the organisation.  Staff are encouraged and will be supported
to be open and honest about events and issues that have or could cause damage to people,
property or the organisation.  The Trust operates an open and fair culture and will accept
vicarious liability for the actions of staff as long as they were carrying out their duties in
accordance with Trust policy, their professional standards, information, instruction, training
and supervision they had received.



2  Aims and Objectives



2.1 The aim of this policy is to ensure that the organisation is compliant with all relevant
regulations and guidelines and to support staff in reporting, investigating and managing
incidents.  This policy follows the Department of Health guidance on national reporting
arrangements to NHS England, National Reporting and Learning System (NRLS), Medicines
and Healthcare Products Regulatory Agency (MHRA), Health and Safety Executive (HSE),
NHS Litigation Authority (NHSLA) and the Counter Fraud and Security Management Service
(CFSMS).
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2.2 The purpose of this policy is to provide a robust framework to ensure a consistent approach
across the whole organisation for the reporting, reviewing and learning from all types of
incidents, and is to be implemented throughout all the services provided.



2.3 The Trust expects all employees to be open and honest, and those who are involved in any
incident, or near miss, will be supported and treated fairly.



2.4 The objectives of the policy are to ensure that the NRLS guidance on the Seven Steps to
Patient Safety (2009) are followed by:



· Promoting a Just Culture of learning through review and reflection of incidents and
near misses



· Ensuring a consistent approach across the organisation in the reporting and
management of incidents



· Enabling the effective reporting and provision of information on incident trends to
ensure that lessons can be learnt and improvements made reducing re-occurrence of
similar incidents



· Improving the safety of service users, staff and visitors



· Minimising the human, organisational and financial impacts of incidents through
effective management



· Enabling the identification and correction/ improvement of weaknesses in practices,
systems or equipment



· Ensuring the onward reporting of serious hazards and incidents to relevant
stakeholders including the NRLS



3  Explanation of Terms



3.1 Incident



An event or circumstance that could have or did lead to unintended or unexpected harm,
loss or damage.  This relates to any physical or mental injury to a patient, employee, visitors,
contractor or members of the public or damage to organisational reputation.



3.2 Incident Affecting Staff



An incident affecting staff is any unplanned or uncontrolled event which could have or did
lead to harm to the individual(s) concerned.
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3.3 Incident Affecting Patient(s)



Any unintended or unexpected incident which could have or did lead to harm for one or more
patients receiving NHS care.



3.4 Incident Affecting Visitor, Contractors or Member of the Public



An incident affecting visitor, contractor or member of the public is any unplanned or
uncontrolled event which could have or did lead to harm to the individual(s) concerned.



3.5 Incident Principally Affecting the Trust



An incident principally affecting the trust is any unplanned or uncontrolled event that has or
could have impacted on service delivery; harmed the Trust reputation; damaged property,
or other financial implications.



3.6 Harm/Severity



Terms used for safety related incidents:



· No harm - This has two sub-categories:
o No harm (Impact prevented) – Any incident that had the potential to cause harm but



was prevented, resulting in no harm to anyone or the Trust.  This may be locally
termed a ‘near miss’



o No harm (impact not prevented) - Any incident that ran to completion but no harm
occurred to anyone or the Trust



· Low - Any incident causing minor injury requiring first aid treatment but no time lost;
minor impact to the Trust e.g. short interruption of services; or, unexpected or
unintended patient incident that required extra observation or minor treatment and
caused minimal harm to one or more persons receiving NHS-funded care



· Moderate – Any incident causing injury requiring referral to A&E or unable to complete
duties for less than 7 consecutive days; interruption of services more than 1 day up to
7 days.  Any unexpected or unintended patient incident that resulted in a moderate
increase in treatment, possible surgical intervention, cancelling of treatment, or transfer
to another area, and which caused significant but not permanent harm, to one or more
persons receiving NHS-funded care



· Severe - Any unexpected or unintended patient incident that appears to have resulted
in permanent / irreversible harm to one or more persons.  Any RIDDOR incident.



· Death - Any unexpected or unintended incident that directly resulted in the death of
one or more persons
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3.7 Hazard



A hazard may be defined as something with the potential to cause harm, including ill health
and injury, damage to property, plant, products or the environment, production losses or
increased liabilities.



3.8 RIDDOR



The Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 1995
(RIDDOR) require a range of incidents to be reported to the HSE, e.g. any injury where an
employee is unable to carry out their normal duties or absence for more than 7 days after
the injury.  Reportable incidents include service users as well as employees e.g. if the
incident results in an increased patient stay of more than 3 days.



3.9 Medicines and Healthcare products Regulatory Agency (MHRA)



All incidents related to medicines and healthcare devices should be reported on the incident
reporting system and then reported in accordance with the Medical Devices Management
to the MHRA via their website at http://www.mhra.gov.uk/ accessed (3rd August 2021).  The
MHRA may look into incidents including the regulation of medicines and medical devices
and equipment used in healthcare and the investigation of harmful incidents.  The MHRA
also is responsible for incidents relating to blood and blood products, working with UK blood
services, healthcare providers, and other relevant organisations to improve blood quality
and safety.



3.10 Serious Incident (SI)



SI’s are events in health care where the potential for learning is so great, or the
consequences to patients, families and carers, staff or organisations are so significant, that
they warrant using additional resources to mount a comprehensive response. Serious
incidents can extend beyond incidents which affect patients directly and include incidents
which may indirectly impact patient safety or an organisation’s ability to deliver ongoing
healthcare.
The occurrence of a serious incident demonstrates weaknesses in a system or process that
need to be addressed to prevent future incidents leading to avoidable death or serious
harm7 to patients or staff, future incidents of abuse to patients or staff, or future significant
reputational damage to the organisations involved. Serious incidents therefore require
investigation in order to identify the factors that contributed towards the incident occurring
and the fundamental issues (or root causes) that underpinned these.



3.11 Never events



Never Events are patient safety incidents that are wholly preventable where guidance or
safety recommendations that provide strong systemic protective barriers are available at a
national level and have been implemented by healthcare providers. All Never events are
classed as SI’s for the purpose of investigating.





http://www.mhra.gov.uk/
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3.12 Safeguarding Incidents (Adults and Children)



Safeguarding the vulnerable from abuse and harm is everyone’s business and an important
part of everyday healthcare and social care practice.



If reporters have any concerns that any incident has resulted from abuse or neglect, as well
as reporting the incident on the Trust’s incident reporting system, they must also raise their
Safeguarding Concern to the relevant contact. 3.13



3.13 Duty of Candour



The Duty of Candour is a legal duty that requires our organisation to be open and candid if
someone is harmed when in our care. This duty applies when the harm that has been
sustained is classified as being moderate or above or there is thought to be psychological
harm suffered for a sustained period as a result of a patient safety incident. An obligation to
disclose errors that may not be immediately obvious to the patient/service user.  Exercising
candour narrows the gap between what the healthcare professional and the patient/service
user know about an incident. The Trust’s duty of candour / being open (link to be updated)
policy provides more in depth information.



Any patient harmed by the provision of a health or social care service is informed of the fact
and an appropriate remedy offered, regardless of whether a complaint has been made or a
question asked about it.



Being Open/Openness – The process by which the patient/service user, their family, their
carers are informed about a patient safety Incident, complaint, claim involving them.
Enabling concerns and complaints to be raised freely without fear and questions asked to
be answered.



The Care Quality Commission (CQC) govern Being Open/Duty of Candour under the Health
and Social Care Act 2008 (Regulated Activities):
Regulations 2014: Regulation 20 “The intention of this regulation is to ensure that providers
are open and transparent with people who use services and other 'relevant persons' (people
acting lawfully on their behalf) in general in relation to care and treatment. It also sets out
some specific requirements that providers must follow when things go wrong with care and
treatment, including informing people about the incident, providing reasonable support,
providing truthful information and an apology when things go wrong.



The regulation applies to registered persons when they are carrying on a regulated activity.



The CQC can prosecute for a breach of parts 20(2)(a) and 20(3) of this regulation and can
move directly to prosecution without first serving a Warning Notice.” (CQC 2016).



The Trust’s Duty of candour / being open policy (link to be updated) addresses the Trust
response to the ethical responsibility regarding a duty of candour when an event occurs,





http://www.cqc.org.uk/content/regulation-20-duty-candour
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using the 10 principles underpinning in ‘Being Open’ as supported by the National Patient
Safety Agency (NPSA).



3.14 Strategic Executive Information System (STEIS)



STEIS is the system where SI’s are reported and monitored by NHS providers. It is NHS
England’s web-based serious incident management system. STEIS captures all Serious
Incidents (as defined in the Serious Incident Framework) and can include but are not limited
to patient safety incidents.



4 Roles and Responsibilities



4.1 Chief Executive



Overall responsibility for ensuring the organisation has processes that support an appropriate
response to patient safety incidents (including contribution to cross-system/multi-agency
reviews and/or patient safety incident investigations (PSIIs) where required).



• Overall responsibility for ensuring the development of a patient safety reporting, learning
and improvement system.



• Ensures that systems and processes are adequately resourced: funding, management
time, equipment and training.



• Appoints executive lead for supporting and overseeing implementation of the PSIRF.
• Approves publication and ongoing review of the organisation’s patient safety incident



management policy.
• Ensures that the patient safety incident management policy, patient safety incident



reporting data, patient safety incident investigation data, findings, improvement plans and
progress are discussed at the board’s quality subcommittee.



• Ensures that the organisation complies with internal and external reporting/ notification
requirements.



• Acts as spokesperson in complex/high profile cases where the media/public is engaged.



System and Operational Directors



All System and Operational Directors have a responsibility to ensure that the teams within
their sphere of responsibility report and investigate all incidents and near misses according
to this policy



4.1 Chief Nurse



The Chief Nurse has overall corporate accountability and responsibility for the safety of
service users, patient safety incidents and for the risks associated with incident reporting and





https://www.england.nhs.uk/wp-content/uploads/2015/04/serious-incidnt-framwrk-upd.pdf
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subsequent management.  It is their responsibility to ensure implementation of this policy and
monitoring its effectiveness within the Trust for patient safety incidents. They are also
responsible for: -



· Ensureing the organisation has processes that support an appropriate response to
patient safety incidents (including contribution to cross-system/multi-agency
reviews and/or investigation where required).



· Ensures that processes for preparing for and responding to patient safety
incidents are reviewed as part of the overarching governance arrangements.



· Ensures that the executive and non-executive team can access relevant
information about the organisation’s preparation for and response to patient safety
incidents, including the impact of changes following incidents.



· Oversees development and review of the organisation’s patient safety and incident
management policy.



· Agrees sufficient resources to support the delivery of the patient safety framework
(including support for those affected, such as named contacts for staff, patients,
families and carers where required).



· Ensures that the Duty of Candor is upheld.
· Ensures that the organisation complies with the national patient safety standards.
· Establishes procedures for agreeing patient safety investigation reports in line with



the national PSII standards.
· Develops professional development plans to ensure that staff have the training,



skills and experience relevant to their roles in patient safety incident management.
· Provides leadership, advice and support in complex/high profile cases.
· Liaises with external bodies/supports the chief executive as a spokesperson for



the organisation as required



4.2 Medical Director



· Ensure development and coordination of appropriate media / stakeholder
communication strategies for individual or groups of incidents, where appropriate,
in liaison with the Chief Nurse, System Directors and Quality Leads and Legal or
on call Executive Lead



· In conjunction with the Chief Nurse, System Directors and Quality Leads and
Legal, commission serious incident investigations as required following



· scoping.
· In collaboration with the Chief Nurse, System Directors and Quality Leads Legal,



appoint appropriate investigation lead for patient/clinical incidents or senior
manager for corporate incidents



4.3 Caldicott Guardian



The Caldicott Guardian and has responsibility for ensuring personal identifiable data is safe
and secure.  Any incident which involves breaches of confidentiality will be investigated with
appropriate reference to the Trust Caldicott Guardian, Senior Information Risk Officer
(SIRO) and Head of Information Governance
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4.4 Director of Estates and EFM Commercial Development



The Director of Estates and Commercial Development has corporate responsibility for non-
patient safety incident reporting and subsequent management, and for the risks associated
with the working environment.  It is their responsibility to ensure implementation of this policy
and monitoring its effectiveness within the Trust for non-patient incidents.



4.5 Quality / Patient Safety Lead



Leads the Patient Safety and Quality Team and is responsible for:



· Managing Patient Safety and Clinical Risk Systems
· Ensuring procedures for managing patient incidents and SI’s are consistent with



national guidance
· Monitoring the timeliness and progress of investigations
· Timely reporting of SIs via the Strategic Executive Information System (STEIS)
· Developing and overseeing systems for the reporting and management of incidents



and providing regular reports to the Quality Improvement Committee
· Ensuring onward timely reporting of serious hazards and incidents to relevant



stakeholders, providers and external agencies in line with statutory and mandatory
requirements



· Providing reports on medical device related incidents
· Review the standards and quality of SI reports



4.6 Patient Safety and Quality Facilitators / Patient Safety Team - are responsible for:



· Ensures that patient safety investigations are undertaken for all incidents that require this
level of response.



• Develops and maintains local risk management systems and relevant incident reporting
systems (including STEIS and its replacement once introduced) to support the recording
and sharing of patient safety incidents and monitoring of incident response processes.



• Supports the development and review of the organisation’s patient safety policy.
• Ensures the organisation has procedures that support the management of patient safety



incidents in line with the organisation’s PSIRP (including convening review and PSII
teams as required and appointing trained named contacts to support those affected).



• Establishes procedures to monitor/review patient safety processes and the delivery of
improvements.



• Works with the executive lead to address identified weaknesses/areas for improvement in
the organisation’s response to patient safety incidents, including gaps in resource including
skills/training.



• Supports and advises staff involved in the patient safety incident response.
• Reviewing all moderate, severe and death reported incidents daily, excluding weekends
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• Weekly uploading of incidents to the National Reporting and Learning System (NRLS)
• In collaboration with the Trust Education Team providing support, training and advice on



the principles of incident and SI reporting, investigation and management to staff
• Supporting staff, investigators and managers by providing feedback, advice and training



on incident reporting and management
• Promoting a culture of incident reporting across the Trust
• Instigating investigations and supporting departments, zones and teams to take



appropriate remedial action
• Supporting management in the production of reports and trends analysis, including reports



on progress of action plans
• Reviewing the standards and quality of SI reports
• Develops and maintains local risk management systems and relevant incident reporting



systems (including STEIS and its replacement once introduced) to support the recording
and sharing of patient safety incidents and monitoring of incident response processes.



• Supports the development and review of the organisation’s PSIRP.
• Ensures the organisation has procedures that support the management of patient safety



incidents in line with the organisation’s PSIRP (including convening review and PSII
teams as required and appointing trained named contacts to support those affected).



• Establishes procedures to monitor/review patient safety processes and the delivery of
improvements.



• Works with the executive lead to address identified weaknesses/areas for improvement
in the organisation’s response to patient safety incidents, including gaps in resource
including skills/training.



• Supports and advises staff involved in the patient safety incident response.



4.7 Head of Information Governance



The Head of Information Governance will oversee the reporting of information governance
incidents, agree the terms of reference and lead the management, investigation and closure
of all Information Governance SI’s.  They will also be responsible for involving the Caldicott
Guardian and Senior Information Risk Officer (SIRO) where appropriate.



4.8 Health & Safety Manager



The Health and Safety Manager is responsible for the monthly reporting of non-patient
incidents to the Capital and Infrastructure Steering Group and the Health and Safety
Committee. Responsible for ensuring incidents are investigated and where they fall under
the requirements of RIDDOR informing the HSE.



4.9 Trust Resilience Manager/Local Security Management Specialist (LSMS)



Any incident that has implications for the security e.g. any crime, violence and aggression
against a member of staff or loss must be reported to the Trust Resilience Manager.
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4.10 Safety Teams



This consists of the following staff: Patient Safety and Quality Team; Safety, Security and
Emergency Planning team; and relevant specialist Leads.



4.11 Accountable Officer for Controlled Drug



All Controlled Drug related incidents are reported to the Accountable Officer for Controlled
Drugs who, with the Medicines Governance team and other professionals, will investigate
incidents and report to NHS England in a quarterly Occurrence Report.



4.12 Medical Devices Safety Officer (MDSO)



The MDSO will support local medical device incident reporting and learning, act as the main
contact for NHS England and the MHRA and medical device manufacturers and be a
member of the new National Medical Devices Safety Network; and, identify an existing or
new multi-professional group to regularly review medical device incident reports, improve
reporting and learning and take local action to improve the safety of medical devices.



4.13 Medicines Safety Officer (MSO)



The role of the MSO is to regularly review information from the NRLS (National Reporting
and Learning System) and the MHRA (Medicines and Healthcare Products Regulatory
Agency) to support improvements in reporting and learning around medication incidents and
to take local action to improve medication safety.  This is facilitated through the Medicines
Management Committee.



4.14 System Directors



4.15 Associate Directors of Nursing and Professional Practice



Are responsible for the safety of all service users under the care of their Integrated Service
Units (ISUs) and for directly employed staff and others including visitors, volunteers and
contractors, who may be affected by the actions of the team or individuals within the sphere
of their responsibility. They are responsible for ensuring that staff read, understand and
comply with this policy at a local level.  They are also responsible for ensuring that:



· Incidents are reported, investigated and managed in accordance with this policy



· Incidents are reviewed promptly and when no further investigation is required, are final
approved within 28 days from date reported.



· All staff are familiar with this policy and the procedure for incident reporting and
investigation
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· The individual patient/service user involved in an incident is informed of the event and
subsequent actions as soon as possible after the event (Being Open Policy/Duty of
Candour)



· Support is offered to staff reporting or involved in an incident (See Supporting Staff
Policy)



· Instigate and/or complete chronologies and other investigations (including informal)
 together with supporting teams within the ISU to take appropriate remedial action



· At the request of the Safety Leads or deputy, relevant incidents are investigated following
the relevant incident process and reports are completed within the required
timescales (72hrs, 45 working days etc).



· All actions are completed within agreed timescales and managed accordingly together
with being added to the actions section on the relevant Datix.



· All learning and sharing must be taken to the ISU Governance meeting and disseminated
accordingly



· Any learning identified from SI’s is shared with staff and the Serious Adverse Events
(SAE) Group to facilitate wider learning



· Each ISU to report any learning from incidents to the Health and Safety Committee to
facilitate lessons learnt and improvement Trust-wide



· Patients (or their representative) and staff are offered feedback following the completion
of an incident investigation



· Where appropriate risk assessments are carried out to assess the potential of the
incident re-occurring and the local risk register is updated accordingly



· A culture of openness and fairness is encouraged and supported



· Feedback is provided to staff for all incidents (including those that do not require a formal
investigation) that are reported within their area.



· Encourage the reporting of all patient safety incidents and ensure all staff in their
department/division/area are competent in using the reporting systems and have time to
record and share information.



· Ensure that incidents are reported and managed in line with internal and external
requirements.



· Ensure that they and their staff periodically review the PSIRF and the organisation’s
PSIRP to check that expectations are clearly understood.











Collated by Clinical Effectiveness Incident Reporting and Management Policy
Version 15 (April 2022) Page 13 of 23



· Provide protected time for training in patient safety disciplines to support skill
development across the wider staff group.



· Provide protected time for participation in reviews/PSIIs as required.
· Work with the patient safety team and others to ensure those affected by patient safety



incidents have access to the support they need.
· Support development and delivery of actions in response to patient safety reviews/PSIIs



that relate to their area of responsibility (including taking corrective action to achieve the
desired outcomes).



4.16 Matrons, service leads and ward managers



Are responsible for the safety of all service users under the care of their respective areas,
departments, wards and for directly employed staff and others including visitors, volunteers
and contractors, who may be affected by the actions of the team or individuals within the
sphere of their responsibility. They are responsible for ensuring that staff read, understand
and comply with this policy at a local level.  They are also responsible for ensuring that:



· Incidents are reported, investigated and managed in accordance with this policy



· All staff are familiar with this policy and the procedure for incident reporting and
investigation



· Incidents are reviewed promptly and when no further investigation is required, are
final approved within 28 days from date reported.



· The individual patient/service user involved in an incident is informed of the event and
subsequent actions as soon as possible after the event (Being Open Policy/Duty of
Candour)



· Support is offered to staff reporting or involved in an incident (See Supporting Staff
Policy)



· Instigate and/or complete chronologies and other investigations (including informal)
 together with supporting teams within the ISU to take appropriate remedial action



· At the request of the Safety Leads or deputy, relevant incidents are investigated following
the relevant incident process and reports are completed within the required
timescales (72hrs, 45 working days etc).



· All actions are completed within agreed timescales and managed accordingly
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· All learning and sharing must be taken to the ISU Governance meeting and disseminated
accordingly



· Any learning identified from SI’s is shared with staff .



· Patients (or their representative) and staff are offered feedback following the completion
of an incident investigation



· Where appropriate risk assessments are carried out to assess the potential of the
incident re-occurring and the local risk register is updated accordingly



· A culture of openness and fairness is encouraged and supported



· Feedback is provided to staff for all incidents (including those that do not require a formal
investigation) that are reported within their area.



• Encourage the reporting of all patient safety incidents in their areas and ensure all staff
in their department/division/area are competent in using the reporting systems and
have time to record and share information.



• Ensure that incidents are reported and managed in line with internal and external
requirements.



• Provide protected time for training in patient safety disciplines to support skill
development across the wider staff group.



• Provide protected time for participation in reviews and patient safety investigations as
required.



• Work with the ADNs, Clinical Governance Coordinators and patient safety team and
others to ensure those affected by patient safety incidents have access to the support
they need.



• Support development and delivery of actions in response to patient safety reviews and
investigations that relate to their area of responsibility (including taking corrective action
to achieve the desired outcomes).
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4.17 Clinical Governance Coordinators



Clinical Governance Coordinators are responsible for:



· Reviewing all incidents reported in relation to their designated ISU



· Ensuring that the ISU management and Leadership team are made aware of all
incidents in relation to their ISU



· In collaboration with the Trust Education Team providing support, training and advice
on the principles of incident and SI reporting, investigation and management to staff



· Supporting staff, investigators and managers by providing feedback, advice and
training on incident reporting and management



· Promoting a culture of incident reporting across the Trust and ISU



· Support ADNs/managers/matrons/leads etc. to instigate and/or complete chronologies
and other investigations together with supporting teams within the ISU to take
appropriate remedial action



· Support management in the production of reports and trends analysis, including
reports on progress of action plans



· Review the standards and quality of SI reports and chronologies for incidents within
their ISU



· Manage reported incidents involving their ISU to ensure timely closure of incidents
within Trust set time frames.  Support can be sought from higher level management if
required



· To liaise with other ISU’s and external service providers to ensure collaborative
working of managing and investigating incidents



· To assist and provide support with incident investigations involving other ISU’s when
requested



· Maintaining the incident action database



4.18 Role of all employees



All employees (including temporary staff, placement students, sub-contractors, and people
on honorary contracts or volunteers) are responsible for reading and adhering to this policy.
Staff must report incidents, including near-misses, in accordance with this policy and fully
co-operate with any investigations.  If an incident involves a patient/service user they must
be informed of the outcome(s).
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Staff reporting the incidents should include their name as reporter and the area in which they
work.  However, there is scope to report incidents and concerns anonymously although this
may make it more challenging to investigate.  Staff should consult the Whistle Blowing Policy
or contact HR for advice if they feel it is necessary to retain their anonymity.



4.19 The Trust Board



The Trust Board has a statutory responsibility to effectively manage risks relating to actual
or potential incidents, to ensure the most effective use of public money and to monitor the
Trust’s compliance with legislation such as the Health and Safety at Work Act 1974.  This
includes responsibility for:



• Ensure that the patient safety incident response framework (PSIRF) is implemented from
board to ward.



• Ensure that wider strategy development and implementation is aligned with the principles
and requirements of the PSIRF.



• Take responsibility for leading the development of a just, open and learning culture within
the organisation – and for role modelling the behaviors required to achieve this.



4.20 Quality Improvement Group (QIG)



This group is responsible for monitoring the effectiveness of the incident reporting system
via the monthly incident dashboard and any monthly service delivery unit governance report
we receive.



4.21 Serious Adverse Events (SAE) Group



The Learning and Sharing from the SAE Group is responsible for reviewing serious
investigations; monitoring outcomes; reviewing actions, and making recommendations on
all incidents (all major, catastrophic and STEIS reportable incidents within 3 months of the
event).  For further information please also see Terms of Reference for the SAE Group.



4.22 Health and Safety Committee



The Committee will receive regular reports on incidents relating to Health and Safety.  They
are responsible for ensuring that recommendations and action plans from Health and Safety
related incidents are followed up and learning is shared and implemented across the
organisation.



4.23 Medicines Management Committee



The Committee are responsible for analysing trends, monitoring action plans and sharing
learning from all types of medicines related incidents that require investigation including the
report from the CDGG.



4.24 Controlled Drugs Governance Group (CDGG)
Medicines incidents that related to controlled drugs or drugs of diversion are referred to the
Controlled Drugs Governance Group, who will consider the investigation outcomes and
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recommendations to enable shared learning.  This group reports to the Medicines
Management Committee.



4.25 Medical Devices Operational Group



All incidents relating to medical devices and equipment will usually be investigated in the
locality, however reports and recommendations will be made to this group who will monitor
action plans and ensuring learning is shared across the organisation.  All Medical Devices
involved in the incident should be removed from use and sent to the relevant technical
support department for inspection.



4.26 ISU Governance meetings



The learning and sharing from incidents are taken to the ISU Governance meeting for
dissemination to all relevant parties, including the Health and Safety Committee, by the
relevant ISU governance co-ordinators.



4.27 Pressure and Falls Steering Group



These groups will review investigation’s and disseminate learning to all relevant parties.  The
groups will also report back to SAE via the agree report form



5 Response, Communication and Notification



5.1 Immediate response by organisation



In all instances, the first priority for the Trust is to ensure the needs of individuals affected
by the incident are attended to, including any urgent clinical care.



A safe environment should be re-established, all equipment or medication retained and
isolated, and all relevant documentation copied and secured to preserve evidence to
facilitate the investigation and learning.



If there is a suggestion that a criminal offence has been committed, the Trust Resilience
Manager should be contacted.



Demonstrate a “Duty of candour “by informing the patient or their family/carer of the incident
and support given



The ‘Being Open Policy’ (Duty of Candour) should also be referred to regarding
communication with patients, family or carers.
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The needs and involvement of staff in the incident should also be considered.  The Trust’s
Policy for Supporting Staff can assist here.



Incidents suspected of being either a Safeguarding Adult or a Safeguarding Children’s alert
must be reported to the appropriate multiagency team and named child protection
professional as soon as possible.



5.2 Reporting the Incident



Once the safety of the site/service user/patient/staff member has been established, then the
incident must be reported by any member of staff who has been involved or witness to it. It
is important not to assume someone else will report the incident.  This process is detailed
at Appendix 1.



If there are any concerns regarding the impact of the incident then the staff member should
inform the person in charge/manager immediately who may have to contact the on-call
manager (e.g. out of hours).



All employees can report incidents using the Trust Incident Reporting System which can be
found on the Trust intranet, click here.



Incident reporting training is accessible via HIVE. Incident reporting training



The following Standard Operating Procedures (SOPs) and process charts support staff
regarding reporting and reviewing incidents and can be found on the web site ICON:



· Reporting an incident through Incident reporting System



· Reviewing an incident



· SI Investigations including -



o Slips trips falls
o Pressure Ulcers
o Medication incidents



Content of an Incident Record is subject to Freedom of Information (FOI) requests and as
such any free text field should never contain any confidential or personal identifiable
information (such as names, exact places or addresses, emails, etc).  If unsure the Reporter
can contact the Patient Safety and Quality Team for guidance.



Where the incident involves a patient or service user the details of the incident along with
the incident reference number should also be recorded in the medical/ care records or other
relevant patient document e.g. CRIS.  This should include the date, brief summary of the
incident, who treated the patient/service user, the outcome and whether the patient/service
user/family have been informed of incident in line with the ‘Being Open Policy’ - Duty of
Candour.





https://datix-app01/live/index.php


https://thehive.torbayandsouthdevon.nhs.uk/course/view.php?id=1554
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 6.1 Internal Communication



The Incident reporting System will notify the lead/manager or matron to whom the incident
has been allocated to as the reviewer by the incident reporter.  The Incident reporting
System will also automatically notify specialist teams depending on the incident category
and sub-category (for example, the Tissue Viability team is notified of Pressure Ulcers
Category 3 and 4).  When necessary, the Safety teams will manually notify Managers,
Matrons, Service Leads, Department Managers and/or specialist leads or teams of any
internal investigations, externally reported SI’s, as well the Directors, Deputy Directors,
senior managers etc., as required.



6.2  Incident Reporting Structure to Board



Route to Board for the QIG and SAE Group:



Serious Adverse Event
Reviews (SAE Group) &



Quality Improvement
Group (QIG)



Quality Assurance
Committee



Board



ISU Governance reports
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7. External Stakeholder Notification



NHS organisations, including providers of community services, are accountable to
commissioning bodies through contracting and commissioning arrangements.  NHS
organisations are also regulated by the CQC.  These notifications should be monitored by
the relevant Committee or Group.



8. Communication with Staff following an incident



Communication with staff may need to be both pre and post investigation.  Staff personally
involved in the incident itself and other staff within the organisation may need to be involved
in discussions.  The Investigator is responsible for communication linked to the investigation,
however may involve the line manager and/or HR if they feel would be beneficial.
Communications and discussions/ interviews should all be documented within the
investigation report which must be uploaded onto the relevant electronic incident report.
More information is available in the Supporting Staff Involved in an Incident, Complaint or
Claim Policy.



9. A Just Culture Guide



The Just Culture Guide is a new document which builds on and replaces the Incident
Decision Tree. This guide supports a conversation between managers about whether a staff
member involved in a patient safety incident requires specific individual support or
intervention to work safely. Action singling out an individual is rarely appropriate -most
patient safety issues have deeper causes and require wider action.  (See Appendix 4)



10. Media Involvement



Communications are a vital element of supporting and delivering effective management of
serious incidents.  The Trust ensures robust communications and media management
arrangements are in place for both internal and external communication, through its regular
communication channels and agreed out of hours support arrangements with executives.



In many cases serious incidents can lead to a high level of media attention and not only in
the immediate aftermath.  The management, investigation and learning from incidents can
be triggers for media coverage and social media conversations for an extended period after
the incident itself.  The Communications Team should be informed of any incident that may
draw media attention or social media activity, so that they can devise a communication
handling plan that is well co-ordinated, consistent and timely, meets public information
needs and ensures compliance with governance and confidentiality requirements.



The Communications Team will work closely with other organisations as required, including
the CCG and NHS England communications professionals to agree appropriate media
handling strategies, working alongside the relevant colleagues responsible for the wider
management of the incident.  Responsibility for briefing the Department of Health Ministerial
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Briefing Unit or Media Centre rests with NHS England; therefore, they need to be briefed in
a timely manner.



In forensic/criminal cases, the police lead all communications with the media and liaise with
the relevant agencies where they have involvement in the incident.



The Communications Team and the Lead Investigator will detail how the problem will be
understood and how steps being taken to put it right in order to provide reassurance that the
risks of the same thing happening again have been minimised.  This is the key principle that
should inform all public and media contact.  The Investigator, Communications Team and
relevant Executive Director/ Director on Call will use their judgement in deciding when help
lines and counselling are necessary; if, when and how patients are contacted and when to
hold press briefings on and off the record, as well as press conferences.  Decisions will be
taken between the communications professional at the SHA in consultation with the serious
incident team and any other the organisations involved.



Generally, there are three communication categories which will determine how a serious
incident may be handled:



· The serious incident is not yet in the public domain



· The serious incident is not yet in the public domain but the media can help with the
handling of the incident by notifying the general public and/or section of the public of,
for example, the need to come forward for re-testing following a screening programme
incident; or



· The media is aware of an incident before the Trust’s communications team has been
briefed and in this case the commissioning body/provider organisation may have only
learned of a problem because it has been publicised by the media or the handling of
an on-going serious incident has ‘leaked’ into the public domain



10.1 Serious Incident not yet in the public domain



It is essential that a communication plan, including a holding statement for the media is
prepared as soon as possible so that the organisation is prepared.  This will require revision
depending upon what information is in the public domain, and what the Trust is able to
confirm/share.



Some types of incident such as those involving screening programmes can involve
contacting patients for recall or reassurance.  Where this is the case all attempts should be
made to contact patients before the media is alerted as long as it does not compromise
patient safety in any way.  However, contacting patients increases the chances of the
information reaching the public domain and the media.  Prior to making contact with patients
there should ideally be a communication plan, including reactive media handling strategy in
place.  However, there should be no delay in contacting patients whilst such a plan is
developed
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10.2 Media Unaware but Proactive Media Handling Necessary



A proactive media approach should be followed where time and wider public health concerns
can only be addressed through this route, for example, after the loss of personal data
records where the only way a large number of patients can be contacted is by public appeal.



The Communications Team will produce a communications plan to ensure the media is
handled in a timely and robust way and that all stakeholders are briefed in a consistent and
timely manner.



10.3 Media Aware of Serious Incident



Under these circumstances the need to rapidly establish the facts and fully understand the
extent of the problem and its cause is even more essential.  However, those directly involved
in the incident, including the investigation team and head of communications, need time,
space and support to plan the response and recovery. This includes planning for the next
stage, posing solutions and recommended handling to help support investigation and use
the team most effectively.



It is important to share communications with key stakeholders and partner agencies in
advance of releasing information more widely. The communications team will keep the
public and media informed and share communications with partner agencies in advance of
public information release, whilst balancing the needs of those affected people, staff and
patients.  The Major Incident Plan should be referred to for more information.



11. Incident reporting & Hotline Arrangements



Where a serious incident may have implications for a number of service users or necessitate
the activation of the emergency plan the Director on Call must be contacted.  They will then
inform NHS England and hold discussions with the Chief Executive; the Trust should then
consider setting up an Incident Room with Helpline support.  The on-call Director can be
contacted through the Switchboard.  The Major Incident Plan may need to be referred to.



Training will be provided through the Trust’s Corporate Induction Programme to ensure that
all staff have a basic understanding of incident management.  It is the responsibility of
managers to ensure that all staff are trained to report incidents in accordance with this policy.
This must be included in local induction programmes.



The Patient Safety and Quality Team will provide training on the use of the Incident
Reporting System.  Training can also be arranged for chronology writing and conducting
investigations; on an individual basis or for larger groups/teams.



Training is provided in line with the organisations Training Needs Analysis.  All managers
and potential investigators must complete training to gain an in-depth understanding of
incident management.  This training is provided by the Patient Safety and Clinical Risk
Team.  This should include the principles of RCA and the NPSA Being Open Framework
2010.
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Nominated Trust Senior managers/leads have a higher level of investigator training,
providing the Trust with investigators with expert skills in root cause methodologies, report
writing and skills to critically review the quality of investigations.



12. Monitoring Compliance with the Policy



The Clinical Governance teams and PSQT check compliance prior to giving final
approval/uploading to the NRLS. Data integrity reports are run monthly to ensure
compliance with the NRLS reporting standards. The PSQT will carry out a review on every
completed investigation report, looking at quality and compliance with this and related
policies.



The PSQT produce monthly reports detailing the breakdown of reporting. ISU governance
teams also produce reports relevant to their own ISU incidents. This demonstrates
compliance with the policy across the organisation and/or identify areas for improvement.
The reports and any associated action plans will be shared with the ISU Governance
Meeting, Health and Safety Committee, Capital Infrastructure and Environment Group
Quality Assurance Committee and Quality Improvement Group as well as any other relevant
groups.



13.  For incidents which concern a national screening programme – please manage as per this
policy but also follow the document Managing Safety Incidents in NHS Screening
Programmes – as appendix 3



14. References & Further Information



References to this document and further reading can be found on the Incident Reporting
Web Page via ICON.



15. Important Contact Details
The details of important contacts for further support and advice can be found on the Incident
Reporting Web Page via ICON.



16. Appendices
Appendix 1 - Incident Reporting Process



Appendix 2 - Equality Impact Assessment



Appendix 3 – Managing Safety Incidents in NHS Screening Programmes



Appendix 4 – NHS Improvement “A Just Culture Guide”





https://icon.torbayandsouthdevon.nhs.uk/areas/incident-reporting/Pages/default.aspx


https://icon.torbayandsouthdevon.nhs.uk/areas/incident-reporting/Pages/default.aspx
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Appendix 1
Incident Reporting Process



Any member of staff witnessing an incident should ensure the service user/staff/area are safe
and report the incident via Datix



If the incident is of a serious nature or gives any concerns regarding its impact, staff should inform
their line manager immediately and the Safety Teams.  If it should occur ‘out of hours’ contact the on-
call manager



If there are any suspicious circumstances staff should contact the Resilience Manager to ensure area
is safe and secure pending any police investigation



Always consider Safeguarding if you have any concerns that the incident has resulted from abuse or
neglect and inform the appropriate service (see web site for contact details)



Complete an incident form on Incident reporting System for all incidents within 8 hours of occurrence
with as much information as possible including immediate action taken.
Log into the Incident Reporting System via ICON home page and select “Incident reporting”
Ensure all records are accurate and complete



· Once submitted the incident form is directed to the Line Manager to review, and ensure that all
immediate actions were appropriate and escalate as appropriate



· If it is a Serious Incident Requiring Investigation this should be ASAP and for all incidents within
2 working days.



If the incident is potentially a Serious Incident (SI) or if we need further information the safety teams
will request a 72 hr report to be completed within hers of the incident being identified



The ISU ADN&PP will be required to appoint an investigator



Investigator completes investigation (type of investigation dependant on the incident) and an action
plan with the support of the PSQT &/or clinical governance coordinators.



Please remember any written communication regarding incidents should go through the
Incident reporting System ‘communication and feedback’ system. This gives an audit trail and
keeps all relevant information within The Incident reporting System (see ‘Incident Reviewing
Procedure SOP)
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Appendix 2
Equality Impact Assessment



Policy Title (and number) INCIDENT REPORTING AND
MANAGEMENT POLICY



Version and Date V14
August 2021



Policy Author Patient Safety and Quality Facilitator
An equality impact assessment (EIA) is a process designed to ensure that a policy, project or scheme does not discriminate or
disadvantage people. EIAs also improve and promote equality. Consider the nature and extent of the impact, not the number of
people affected.
EQUALITY ANALYSIS: How well do people from protected groups fare in relation to the general population?
PLEASE NOTE: Any ‘Yes’ answers may trigger a full EIA and must be referred to the equality leads below
Is it likely that the policy/procedure could treat people from protected groups less favorably than the general population? (see
below)
Age Yes ☐ No☒ Disability Yes ☐ No☒ Sexual Orientation Yes ☐ No☒
Race Yes ☐ No☒ Gender Yes ☐ No☒ Religion/Belief (non) Yes ☐ No☒
Gender Reassignment Yes ☐ No☒ Pregnancy/ Maternity Yes ☐ No☒ Marriage/ Civil



Partnership
Yes ☐ No☒



Is it likely that the policy/procedure could affect particular ‘Inclusion Health’ groups less favorably than the
general population? (substance misuse; teenage mums; carers1; travellers2; homeless3; convictions; social
isolation4; refugees)



Yes ☐ No☒



Please provide details for each protected group where you have indicated ‘Yes’.
Suitable risk assessment will be completed depending on staff circumstances.
VISION AND VALUES:  Policies must aim to remove unintentional barriers and promote inclusion
Is inclusive language5 used throughout? Yes ☒ No☐
Are the services outlined in the policy/procedure fully accessible6? Yes ☒ No☐
Does the policy/procedure encourage individualized and person-centered care? Yes ☒ No☐
Could there be an adverse impact on an individual’s independence or autonomy7? Yes ☐ No☒
If ‘Yes’, how will you mitigate this risk to ensure fair and equal access? See individual Risk Assessment.
EXTERNAL FACTORS
Is the policy/procedure a result of national legislation which cannot be modified in any way? Yes ☒ No☐
What is the reason for writing this policy? (Is it a result in a change of legislation/ national research?)
The purpose of this Procedure is to set out the Trusts policy for the reporting, reviewing and learning from all types of incidents.  It
provides a robust framework to ensure a consistent approach across the whole organisation and is to be implemented throughout
all the services provided.
Who was consulted when drafting this policy/procedure? What were the recommendations/suggestions?
Health and Safety Committee
Quality Improvement Group
Staffside
ACTION PLAN: Please list all actions identified to address any impacts
Action Person responsible Completion date
none



AUTHORISATION:
By signing below, I confirm that the named person responsible above is aware of the actions assigned to them
Name of person completing the form Patient Safety and Quality Facilitator Signature
Validated by (line manager) System Director Signature
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Appendix 3



Managing Safety Incidents in NHS Screening Programmes





https://www.gov.uk/government/publications/managing-safety-incidents-in-nhs-screening-programmes
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Appendix 4
NHS Improvement – A Just Culture Guide





https://icon.torbayandsouthdevon.nhs.uk/areas/incident-reporting/Documents/NHS_Improvement_A_just_culture_guide.pdf
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Document Control Information



This is a controlled document and should not be altered in any way without the express
permission of the author or their representative.



Please note this document is only valid from the date approved below, and checks should
be made that it is the most up to date version available.



If printed, this document is only valid for the day of printing.



This guidance has been registered with the Trust.  The interpretation and application of
guidance will remain the responsibility of the individual clinician.  If in doubt contact a senior
colleague or expert.  Caution is advised when using clinical guidance after the review date,
or outside of the Trust.
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Wide)
Equality Impact: The guidance contained in this document is intended to be
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Have you identified any issues on the Rapid (E)quality Impact
Assessment.  If so please detail on Rapid (E)QIA form. Yes ☐



Please select
Yes            No



Does this document have implications regarding the Care Act?
If yes please state: ☐ ☐



Does this document have training implications?
If yes please state: ☐ ☐



Does this document have financial implications?
If yes please state: ☐ ☐



Is this document a direct replacement for another?
If yes please state which documents are being replaced: ☐ ☐



Document Amendment History



Date
Version
no.



Amendment
summary Ratified by:



June 2007 1



Both PCTs now
have separate
incident
reporting
procedures. So
review brought
forward.



Clinical Risk Management Facilitator



January 2008 2



Revised -
Internal Audit
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the wording in
the Risk
grading section
was
inappropriate,
now altered to
give greater
clarity



Clinical Risk Management Facilitator
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Updating policy
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trust
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revised SUI
reporting
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Never Event
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Risk Lead



Managing Safety Incidents in NHS Screening Programmes





https://www.gov.uk/government/publications/managing-safety-incidents-in-nhs-screening-programmes








Collated by Clinical Effectiveness Incident Reporting and Management Policy
Version 15 (April 2022) Document Control Information



inclusion of
informing
family in flow
charts



25 October 2010 5



To update
Tables 1,2,&3
to mirror the
Risk &
Assurance
Policy and
Procedure
document



Risk Lead



May 2012 6



To update
Serious
Incidents
section App F
and add App H



Risk Lead



August 2012 6 Maternal
STEIS info Risk Lead



23 October 2012 7
  Revised RCA
form
Amended risk
matrix



Patient Safety Lead



19 September
2014 7 Date extension Governance Lead



6 February 2015 8



STEIS
reporting
updated with
ICP and
Appendix L
removed



Risk Lead



1 February 2016 9
Appendix FC
List of Never
Events
Amended



Chief Nurse
Medical Director



7 April 2017 10
Title change
and revised
document



QIG
Health and Safety Committee



7 July 2017 11



Amendments
to:
Points 3.13;
4.16 (9th Bullet
Point) and 4.21



Patient Safety Lead



18 September
2017 12



Amendments
to points 4.1,
4.3 and 4.20
Section 3.13
“Abuse”
removed



Patient Safety Lead



19 February
2018 12



Review Date
Extended - 2
Years to 3
Years



29 March 2018 13



Point 12 added
and Appendix 3
– Linked to
Managing
Safety  Patient Safety Lead











Collated by Clinical Effectiveness Incident Reporting and Management Policy
Version 15 (April 2022) Document Control Information



Incidents in
NHS Screening
Programmes
added



27 April 2018 14
Point 9 and
Appendix 4 “A
Just Culture
Guide” added



Patient Safety Lead



23 July 2021 14 Review Date
Extendion Care and Clinicals Policies Group



8 April 2022 15
Review and
updates. Role
responsibilities
updated



Care and Clinical Policies Group











Collated by Clinical Effectiveness Incident Reporting and Management Policy
Version 15 (April 2022) The Mental Capacity Act



The Mental Capacity Act 2005



The Mental Capacity Act 2005  provides a statutory framework for people who lack capacity
to make decisions for themselves, or who have capacity and want to make preparations for
a time when they lack capacity in the future.



It sets out who can take decisions, in which situations, and how they should go about this. It
covers a wide range of decision making from health and welfare decisions to finance and
property decisions.



There is a legal  duty placed upon all  staff  to apply the Mental Capacity Act 2005  in all
circumstances where a person is required to consent to ‘acts in connection with care and
treatment’ and  where there is reason to doubt the person’s mental capacity to do so.



Guidance can be accessed via Pages - Mental Capacity Act (torbayandsouthdevon.nhs.uk)



Infection Control



All staff will have access to Infection Control Policies and comply with the standards within
them in the work place. All staff will attend Infection Control Training annually as part of their
mandatory training programme.





https://icon.torbayandsouthdevon.nhs.uk/areas/mental-capacity-act/Pages/default.aspx
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Rapid (E)quality Impact Assessment (EqIA) (for use when writing policies)



Policy Title (and number) Version and Date
Policy Author
An (e)quality impact assessment is a process designed to ensure that policies do not discriminate or disadvantage people whilst
advancing equality. Consider the nature and extent of the impact, not the number of people affected.
Who may be affected by this document?
Patients/ Service Users ☐ Staff ☐ Other, please state… ☐



Could the policy treat people from protected groups less favourably than the general population?
PLEASE NOTE: Any ‘Yes’ answers may trigger a full EIA and must be referred to the equality leads below
Age Yes ☐ No☐ Gender Reassignment Yes ☐ No☐ Sexual Orientation Yes ☐ No☐
Race Yes ☐ No☐ Disability Yes ☐ No☐ Religion/Belief (non) Yes ☐ No☐
Gender Yes ☐ No☐ Pregnancy/Maternity Yes ☐ No☐ Marriage/ Civil Partnership Yes ☐ No☐
Is it likely that the policy could affect particular ‘Inclusion Health’ groups less favourably than the general
population? (substance misuse; teenage mums; carers1; travellers2; homeless3; convictions; social isolation4;
refugees)



Yes ☐ No☐



Please provide details for each protected group where you have indicated ‘Yes’.



VISION AND VALUES:  Policies must aim to remove unintentional barriers and promote inclusion
Is inclusive language5 used throughout? Yes ☐ No☐  NA ☐



Are the services outlined in the policy fully accessible6? Yes ☐ No☐  NA ☐



Does the policy encourage individualised and person-centred care? Yes ☐ No☐  NA ☐



Could there be an adverse impact on an individual’s independence or autonomy7? Yes ☐ No☐  NA ☐



EXTERNAL FACTORS
Is the policy a result of national legislation which cannot be modified in any way? Yes ☐ No☐
What is the reason for writing this policy? (Is it a result in a change of legislation/ national research?)



Who was consulted when drafting this policy?
Patients/ Service Users ☐ Trade Unions ☐ Protected Groups (including Trust Equality Groups) ☐



Staff ☐ General Public ☐ Other, please state… ☐



What were the recommendations/suggestions?



Does this document require a service redesign or substantial amendments to an existing process? PLEASE
NOTE: ‘Yes’ may trigger a full EIA, please refer to the equality leads below



Yes ☐ No☐



ACTION PLAN: Please list all actions identified to address any impacts
Action Person responsible Completion date



AUTHORISATION:
By signing below, I confirm that the named person responsible above is aware of the actions assigned to them
Name of person completing the form Signature
Validated by (line manager) Signature
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Please contact the Equalities team for guidance:
For Devon CCG, please email d-ccg.equalityanddiversity@nhs.net & d-ccg.QEIA@nhs.net
For Torbay and South Devon NHS Trusts, please call 01803 656676 or email pfd.sdhct@nhs.net
This form should be published with the policy and a signed copy sent to your relevant organisation



Consider any additional needs of carers/ parents/ advocates etc., in addition to the service user
2 Travelers may not be registered with a GP - consider how they may access/ be aware of services available to them
3 Consider any provisions for those with no fixed abode, particularly relating to impact on discharge
4 Consider how someone will be aware of (or access) a service if socially or geographically isolated
5 Language must be relevant and appropriate, for example referring to partners, not husbands or wives
6 Consider both physical access to services and how information/ communication in available in an accessible format
7 Example: a telephone-based service may discriminate against people who are d/Deaf. Whilst someone may be able to act on their behalf,
this does not promote independence or autonomy





mailto:d-ccg.equalityanddiversity@nhs.net


mailto:d-ccg.QEIA@nhs.net


mailto:pfd.sdhct@nhs.net
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Clinical and Non-Clinical Policies – Data Protection



Torbay and South Devon NHS Foundation Trust (TSDFT) has a commitment to ensure that
all policies and procedures developed act in accordance with all relevant data protection
regulations and guidance. This policy has been designed with the EU General Data
Protection Regulation (GDPR) and Data Protection Act 2018 (DPA 18) in mind, and therefore
provides the reader with assurance of effective information governance practice.



The UK data protection regime intends to strengthen and unify data protection for all persons;
consequently, the rights of individuals have changed. It is assured that these rights have
been considered throughout the development of this policy. Furthermore, data protection
legislation requires that the Trust is open and transparent with its personal identifiable
processing activities and this has a considerable effect on the way TSDFT holds, uses, and
shares personal identifiable data.



Does this policy impact on how personal data is used, stored, shared or processed in your
department? Yes ☐   No ☐



If yes has been ticked above it is assured that you must complete a data mapping exercise
and possibly a Data Protection Impact Assessment (DPIA). You can find more information
on our GDPR page on ICON (intranet)



For more information:
· Contact the Data Access and Disclosure Office on dataprotection.tsdft@nhs.net,
· See TSDFT’s Data Protection & Access Policy,
· Visit our Data Protection site on the public internet.





https://icon.torbayandsouthdevon.nhs.uk/areas/gdpr/Pages/default.aspx


mailto:dataprotection.tsdft@nhs.net


https://icon.torbayandsouthdevon.nhs.uk/areas/information-governance/Policies/TSDFT%20Policy%20Data%20Protection%20and%20Access.pdf


https://www.torbayandsouthdevon.nhs.uk/about-us/data-protection/
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