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1. [bookmark: _Toc484774022]PURPOSE

[bookmark: _Toc484774023]1.1 National/local context and evidence base

Dermatology is a high volume, high growth specialty, locally and nationally.  In Southwark:

· Dermatology GP referrals to King’s College Hospital NHS Foundation Trust (King’s) and Guy’s & St. Thomas’ NHS Foundation Trust (GSTT) are forecast to have increased by 7% in 2016/17 compared to 2015/16. 
· We have an ageing population with an increasing incidence of eczema and skin cancers. There are also increasing levels of demand from primary care for second opinions on moles due to the increased prevalence of melanoma. 
· Amongst the 41 Southwark GP practices, there is variation in referral behaviour and management of dermatological conditions.

A community dermatology service has been in place in Southwark since 2013 which triaged around 3,500 referrals per year and saw around 2,400 new attendances per year. A dermatology workstream group has been established across Lambeth, Southwark and Bromley CCGs in collaboration with local providers King’s and GSTT. This group has recommended that Southwark procure a community service with the following enhancements to the original specification: 
· Mandate the service as a single point of referral (SPoR) for all dermatology referrals to ensure all patients follow the same pathway and referrals are triaged to the right place, first time. Mandating the SPoR will increase the expected level of activity of the service to the levels highlighted in Section 9. 
· The Service will work closely with local acute providers and carry out regular joint clinics with an overseeing secondary care consultant to see patients on two week cancer pathways and other complex patients. The Service must have a link/agreement in place with the local acute provider skin cancer multidisciplinary team (MDT) to ensure best clinical practice compliance with NICE and NCAT/Cancer Network. The planned treatment of low risk Basal Cell Carcinoma (BCC) shall be restricted to approved GPs with special interest (GPwSI) who have specialist training in skin cancer work[footnoteRef:1] and are a member of the local acute provider MDT. [1:  British Association of Dermatologists. Quality standards for dermatology - providing the right care for people with skin conditions. Available at: http://www.bad.org.uk/library-media/documents/Dermatology%20Standards%20FINAL%20-%20July%202011.pdf. Accessed June 2017.] 

· The Service will work collaboratively with secondary care providers and implement shared care arrangements where appropriate so that the Service can carry out follow-up appointments. Patient choice around shared care arrangements should always be considered.  
· The Service will also work closely with local acute providers to coordinate care on pathways that require complex prescribing in order to improve the quality and cost effectiveness of prescribing.



[bookmark: _Toc484774024]1.2 Aims and objectives

The Community Dermatology Service will play a key role in supporting Southwark CCG in its strategy to optimise the value of referrals and improve patient experience and outcomes. The Service will manage a broad range of dermatological conditions and support the development of sustainable care pathways, which are cost-effective, responsive to local need, clearly articulated between clinical partners and underpinned by a combination of effective referral optimisation and robust educational support. The Community Service will also play a pivotal role in strengthening the dermatology offering in Southwark, by providing a link between primary and secondary care, building capacity and expertise within the community and diverting less complex activity away from the acute trusts, thereby improving access to secondary care for those patients requiring consultant-led treatment.

[bookmark: _Toc484774025]2. SCOPE

[bookmark: _Toc484774026]2.1 Service Description

The Southwark Community Dermatology Service will be available to all patients registered with GP practices within Southwark and will offer:

A) A mandated single point of referral and triage for non-urgent dermatology referrals.
The service will receive all GP-initiated non-urgent dermatology referrals and ensure that each patient is directed to the most appropriate setting.  The triage service will further support referral management by actively encouraging high quality of information from referring GPs, adhering to the SEL Treatment Access Policy and providing feedback to the referrer on the quality, suitability and destination of the referral.  The triage service will actively mitigate against the lowering of referral thresholds, in cases where the GP could reasonably be expected to manage the patient’s condition in primary care.  All referrals will be triaged within three working days.  

The service will collect triage activity data to a level that enables local demand and educational needs to be identified and will actively seek to feed this information into the on-going educational programme (in collaboration with the CCG Training Coordinator) and development of the service (in collaboration with the CCG and acute partners).

B) Diagnostic support, advice and guidance.
The Service will work with the CCG to develop resources that support GPs to make an accurate diagnosis and implement a first line management plan for appropriate conditions.  These resources will include clinical guidance/ checklists, accessible signposting to existing resources such as the Primary Care Dermatology Society and a directory of local educational opportunities (see section below for more detail on education). The Service will work with the CCG to ensure that use of these resources becomes embedded within the referral optimisation process.  As a second line option, the Service will offer a specialist advice and guidance service for GPs within the community.  The provision of management plans will be an important part of the wider educational role of the Service, aiming to build confidence and capacity within primary care.  

C) Management support and/ or treatment for a broad range of dermatological conditions.
The Service will provide consultation and treatment, delivered in more than one primary/community care setting, for dermatology patients whose treatment is outside the scope of what can be offered in primary care, and who would otherwise have been referred to hospital.  The service will provide annual capacity for triaging around 5,800 referrals, offering advice and guidance and management plans to GPs for an estimated 800 patients, conducting 2,700 first consultations across all sites (plus capacity for an estimated 600 minor surgical procedures or other procedures). The provider will use a flexible approach to providing appointment capacity across all sites so that this sufficiently matches the demand for these services and supports patient choice. Depending on the level of demand, commissioners anticipate dedicated weekly clinics at at least two premises across Southwark (preferably one in the north and one in the south of the borough) that provide good accessibility for patients and facilitate patient choice. 

The community clinicians will work closely with local acute partners to ensure robust clinical governance and to continuously develop the scope and quality of care provided within the community. The provider will work with the commissioner and other professionals and practitioners to determine and develop the optimum model of care, which reflects national best practice guidance and local commissioning intentions.  

A list of conditions that would be expected to be managed within the Service is included at Appendix 1.  This list is not exhaustive and commissioners recognise the difficulties in identifying discrete conditions which are suitable for an intermediate tier service, particularly given the variability in primary care capacity across the borough and the various levels of complexity within dermatological disorders.  Therefore, over time the full service offering of the community clinics will need to be responsive to local need, flexible in relation to the growing expertise within primary care, and open to further scoping and development in collaboration with commissioners and local acute partners.  

Where gaps in primary care expertise are identified, however, the Service will be required to work developmentally with GP practices to raise the standard of primary dermatology care, with the aim that all patients will be seen in the most appropriate setting for their condition.   It will be necessary to gather clinical activity data and maintain an active dialogue with local partners to ensure that the suitability of the case mix can be kept under review and the nature of local need and demand can be properly understood. 

Management of new demand will remain critical to ensure that thresholds for referral do not lower and the service remains appropriate and viable.  The Service will achieve this via a robust and comprehensive triage process that provides proactive advice and guidance, encourages good quality information from referring GPs and adheres to local referral guidance.

The Service will provide minor surgery within the guidelines of the South East London Treatment Access Policy, where the same minor surgical procedure is not available within General Practice and a hospital attendance is not required.  The Service will deliver best practice, evidence based services based on NICE and British Association of Dermatologists (BAD) guidance.
The Service will have direct access to diagnostic testing (mycology, histology, bloods) at acute providers to enable diagnosis and subsequent management within the community without the need for a hospital attendance.
D) An enhanced educational programme in dermatology for primary care clinicians.
The Service clinicians will work closely with the CCG’s Training Coordinator, contributing to the development and delivery of Southwark-wide education programmes.  Educational interventions will be directly linked to local need, which will be identified and evaluated through clinical information collected by the Service.    

The Service clinicians will be expected to support specific GP practices to optimise their dermatology referrals by contributing to referral peer review sessions.  
[bookmark: _Toc484774027]2.2 Exclusion Criteria
Patients requiring an urgent hospital referral, including those with suspected cancer, are not suitable for the Community Dermatology Service and should bypass community triage to access secondary care directly.  

For example:
· Skin malignancies under the 2 week wait rule: suspicions of squamous cell carcinoma or malignant melanoma (including keratocanthoma and rapidly evolving moles).
· Acute or widespread rashes.
· Acute lesions in children.
· Acute infection, including cellulitis and eczema herpeticum.
· A patient seriously ill with a skin disorder e.g. erythroderma, widespread blistering disorder or rash with severe constitutional upset.
[bookmark: _Toc484774028]2.3 Geographic Coverage/Boundaries

The Service will be for patients registered with a General Practitioner within Southwark. Services will be provided in accessible locations across the borough to ensure equitable access for all Southwark residents.
[bookmark: _Toc484774029]2.4 Whole-system Relationships, Interdependencies and Other Services

The Service will play a pivotal role within a whole-system approach to improve dermatology care in Southwark.  It will therefore be instrumental in, and closely aligned to, developments within:
· Local Acute Dermatology Services, the main providers being Guy’s and St. Thomas’ NHS Foundation Trust and King’s College Hospital NHS Foundation Trust.
· All Southwark GP practices in their role as primary care providers.
· The British Association of Dermatologists
· The National Institute for Health and Care Excellence

The Service will be required to participate in relevant service improvement and development initiatives undertaken by commissioners, and will therefore establish close working relationships with:
· NHS Southwark Clinical Commissioning Group, represented by the Clinical Lead for Planned Care and members of the System Performance Team. 
· Southwark CCG  Medicines Management Team
· The Southwark CCG Training Coordinator.

[bookmark: _Toc484774030]3.  SERVICE MODEL
[bookmark: _Toc484774031]3.1 Mandated Single Point of Referral
· GPs will refer non-urgent patients into the mandated single point of referral using the NHS Electronic Referral System (e-RS). Onward referrals to secondary care should also be made through e-RS.
· Referral forms should be designed to facilitate GPs providing the right level of detail to enable effective triage.
· A clinical specialist in Dermatology will triage all referrals within three working days, in line with agreed protocols, referral guidelines and the Treatment Access Policy.  Referrals that should have gone urgently to hospital will be forwarded within one day.
· Referrals will either be returned to the GP for more information, returned with advice and guidance, triaged into the Community Service or triaged on to hospital.
· The Service will communicate with the referring GP, either to request more information, or to inform them of the outcome of the triage and feedback on the referral.  
[bookmark: _Toc484774032]3.2 Community Diagnosis and Management
· Those patients who are referred into the Community Service will be seen within six weeks of the original referral, by the most appropriate specialist. 
· The Service will offer at least weekly clinics in more than one primary care location and will offer a staff mix which meets the local need for specialist diagnosis and management.  The Service will be GPwSI-led, with specialist nurse input and formal supervision from a secondary care consultant dermatologist[footnoteRef:2]. The Service will have direct access to diagnostic testing (mycology, histology, bloods) at acute providers to enable diagnosis and subsequent management within the community without the need for a hospital attendance. [2:  Department of Health (2011). Revised guidance and competences for the provision of services using GPs with Special Interests (GPwSIs) – Dermatology and Skin Surgery. Available at: https://www.pcc-cic.org.uk/sites/default/files/articles/attachments/revised_guidance_and_competences_for_the_provision_of_services_using_gps_with_special_interests_0.pdf. Accessed June 2017] 

· Once a diagnosis has been made, patients will either be managed within the Community Service, referred on to secondary care or discharged back to their GP with a comprehensive diagnosis and management plan.  Secondary care input may be sought for diagnosis in complex cases.  Similarly, complex cases may be managed with Consultant supervision or referred on to secondary care where necessary.
· The Service will provide minor surgery within the guidelines of the Treatment Access Policy.
· The Service will be expected to operate within a 1:0.5 new to follow-up ratio, with an onward referral rate of less than 10% of all appointments.
· Comprehensive treatment information and/ or on-going management plans will accompany all discharges back to primary care.
[bookmark: _Toc484774033]3.3 Collaboration with Secondary Care
· The Service will work closely with local acute providers and carry out regular (monthly) joint clinics with an overseeing secondary care consultant to see patients on two week cancer pathways and other complex patients. The Service must have a link/agreement in place with the local acute provider skin cancer multidisciplinary team (MDT) to ensure best clinical practice compliance with NICE and NCAT/Cancer Network. The planned treatment of low risk Basal Cell Carcinoma (BCC) shall be restricted to approved GPwSIs who have specialist training in skin cancer work and are a member of the local acute provider MDT[footnoteRef:3]. [3:  Clinical Services Unit. British Association of Dermatologists (2014). Guidance for Commissioning Dermatology Services. Available at: http://www.bad.org.uk/shared/get-file.ashx?itemtype=document&id=1881. Accessed June 2017. ] 

· The Service will work collaboratively with secondary care providers and implement shared care arrangements so that the Service can carry out follow up appointments. 
[bookmark: _Toc484774034]3.4 Education
The Service clinicians will contribute to the development and delivery of a Southwark-wide education programme, based on local need identified through clinical review of the Service.

The Service will provide a combination of the following (developed in collaboration with the CCG’s Training Coordinator):

· Practice-based, locality and Southwark-wide education sessions (e.g. seminars, Q&As, updates, Protected Learning Time events). 
· Education contained within letters back to GPs, with explanation of diagnosis, clinical features, investigations and appropriate patient education in the form of information leaflets and management plans.
· Advice and guidance back to GPs.
· Clinical sessions in which GPs and practice nurses can shadow to further their practical experience.
· Reference materials that are embedded firmly into the referral process, e.g. clinical checklists, advice and guidance, clinic guidance, medicines formulary and patient information.  GPs seeking a diagnostic opinion or advice on a management plan will be strongly encouraged to have checked the available diagnostic and management guidelines before requesting specialist input. 
· Signposting to local and national educational opportunities.
[bookmark: _Toc484774035]3.5 Prescribing
· Patients referred into the Community Service may require urgent medication. This may be prescribed by the service provider on designated coded FP10 prescriptions for 28 days (or a shorter full course) as part of the service.
· The commissioner will issue a specific code to the provider for FP10 prescriptions. All prescribers within the service must be registered at the NHS Business Services Authority (BSA) for this service before issuing prescriptions.
· The provider retains full responsibility for all drugs prescribed within the service and all prescriptions must adhere to legal and good clinical practice in line with The Medicines Act 1968 and associated legislation and regulations.
· All prescribers must prescribe in line with the local dermatology formulary and routine drugs for non-dermatological conditions will not be permitted.
· The Service will also work closely with local acute providers to coordinate care on pathways that require complex prescribing in order to improve the quality and cost effectiveness of prescribing.
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[bookmark: _Toc484774037]5. LOCATION(S) OF SERVICE DELIVERY

Depending on the level of demand, commissioners anticipate dedicated weekly clinics at two premises across Southwark that provide good accessibility and facilitate patient choice.  

Education will be delivered flexibly, according to the needs of the attendees and the style and content of the sessions.  Locations may include GP practices, at Protected Learning Time events, locality meetings, or within the Service’s own clinics.

The Provider will be responsible for the upkeep of premises and equipment during times when they are using the space. The Provider will also be responsible for the supply and safekeeping of all clinical equipment needed to deliver the service.

[bookmark: _Toc484774038]6. DAYS/HOURS OF OPERATION

The Service must be contactable and able to receive and view referrals daily (Monday to Friday) during normal working hours.

The service should be as flexible as possible when delivering GP education, working where possible to meet the requests of practices, localities, and commissioners.

[bookmark: _Toc484774039]7. KEY RESPONSE TIMES

The Service will offer the following response times at key points in the triage and treatment process.  Times are measured from the date a complete referral is received from the GP (and may be delayed if the referral form is incomplete).

	Function
	Process
	Timescale

	SPoR and Triage
	Urgent and 2 week waits that have been received in error, forwarded to the acute provider
	1 working day from receipt of referral

	
	Additional information requested for incomplete referrals
	3 working days from receipt of referral

	
	Triage decision made on all other referrals
	3 working days from receipt of referral

	
	Referral sent on to the most appropriate setting for treatment.
	3 working days from receipt of referral

	
	GP emailed with triage decision and any other relevant information
	3 working days from receipt of referral

	
	Patient contacted with triage decision (community clinic or hospital referral)
	5 working days from receipt of referral

	Intermediate Tier Clinic
	Community Service appointment booked.
	5 working days from receipt of referral

	
	Patient seen in the Community Service
	6 weeks from receipt of referral

	Education, Advice and Guidance
	Response to e-RS requests for advice and guidance.
	2 working days from receipt of request

	
	Responses to requests  for educational input (other than advice and guidance requests)
	5 working days from receipt of request



[bookmark: _Toc484774040]8. MONITORING AND EVALUATION

The Service will gather activity data to a level which enables:
· The impact of the SPoR and Intermediate Community Clinics to be evaluated.
· The impact of the educational programme to be evaluated.
· Internal and external clinical audit should take place effectively at least once a year. Audits could focus on specific areas, for example infections.
· Identification of local demand and educational needs, which can then be fed into the educational programme and development of the service. 
· Evidence to be submitted in a timely fashion for prompt payment of itemised invoices.
· Performance management of the Service against agreed objectives, within both triage and treatment functions.

Specifically, a standard, searchable management information system should be in place across all sites, which collects key performance indicator (KPI) and case mix data.  The CCG and Provider should work together to develop this.  A report, based on data collected via this system, should be provided to the CCG by the 5th of each calendar month.

In addition, the Service will conduct an annual GP and patient evaluation and demonstrate that they have considered and, where appropriate, act on feedback.
[bookmark: _Toc484774041]8.1 Evaluation of Impact

The following broad measures will be used by Commissioners to evaluate the overall impact of the Service within the health economy: 
1. Utilisation of the SPoR per month, in total and from each GP practice.
2. Referral destinations at triage, as a whole and by GP practice.
3. Impact on total dermatology activity per year for Southwark (community and outpatient; outpatient data from SUS). 
4. Impact on total dermatology spend per year (community and outpatient; outpatient data from SUS).
5. Impact on referral rates into acute trusts.
[bookmark: _Toc484774042]8.2 Key Performance Indicators

Performance management of the Service will be carried out quarterly and will focus on the following KPIs:

	1. 
	Indicator
	Threshold
	Consequences of Breach

	1
	Triage turnaround times per month (urgent onward referrals and all other).
	- 1 working day for urgent/2ww referrals
- 3 working days for triage of all other referrals 
- 5 working days for patients to be contacted and informed of outcome
	Please provide proposals for consequences of breach in your service specification provider response summary (document no. 10)

	2
	Number of new patients seen per month.
	n/a
	n/a

	3
	Number of follow up patients seen per month.
	n/a
	n/a

	4
	New to follow-up ratio per month and per year 
	Average new to follow-up ratio should not exceed 1:1.
	Please provide proposals for consequences of breach in your service specification provider response summary (document no. 10)

	5
	Average waiting times per month, from triage decision to first consultation
	Should not exceed 6 weeks
	Please provide proposals for consequences of breach in your service specification provider response summary (document no. 10)

	6
	% patients waiting under 6 weeks per month, from triage decision to first consultation
	95%
	Please provide proposals for consequences of breach in your service specification provider response summary (document no. 10)

	6
	Destination of patients following the first attendance (discharged, followed-up, minor surgery, onward referral to hospital)
	Onward referrals to hospital should not exceed 10%.
	Please provide proposals for consequences of breach in your service specification provider response summary (document no. 10)

	7
	e-RS utilisation
	100% 
	Please provide proposals for consequences of breach in your service specification provider response summary (document no. 10)

	8
	Monthly DNA rate.
	Should not exceed 10% (average).
	Please provide proposals for consequences of breach in your service specification provider response summary (document no. 10)

	9
	Adherence to the Treatment Access Policy.
	100% (excluding clinical over-rules validated via audit)
	Please provide proposals for consequences of breach in your service specification provider response summary (document no. 10)

	10
	Patient satisfaction in respect of accessibility, waiting times, appointment process, information given and care received.
	90% of patients surveyed report satisfaction with the services they receive.

100% of patients are offered an opportunity to complete a patient satisfaction survey.

	Please provide proposals for consequences of breach in your service specification provider response summary (document no. 10)

	11
	Patient satisfaction as measured by the Friends and Family Test
	90% of patients surveyed would recommend the service to friends and family.
	Please provide proposals for consequences of breach in your service specification provider response summary (document no. 10)

	12
	GP satisfaction in respect of referral process, waiting times, care given to patients, quality of information received back from the Service.
	90% of GPs surveyed report satisfaction with the services they receive.

100% of GPs are offered an opportunity to complete a patient satisfaction survey.
	Please provide proposals for consequences of breach in your service specification provider response summary (document no. 10)

	13
	Delivery of educational programme.
	TBD. Currently 1 event per locality per quarter
1 annual PLT
Offer of at least 1 additional session per week (shadowing, practice visits)
	Please provide proposals for consequences of breach in your service specification provider response summary (document no. 10)

	14
	Monthly prescribing analysis
	90% adherence to formulary drugs:  eczema, psoriasis, acne, emollients
	Please provide proposals for consequences of breach in your service specification provider response summary (document no. 10)

	15
	Mandatory staff training
	100% compliance
	Please provide proposals for consequences of breach in your service specification provider response summary (document no. 10)




[bookmark: _Toc484774043]8.3 Key Quality and Safety Indicators

	
	Indicator
	Threshold
	Consequences of Breach

	1
	Patient reported outcomes measures (PROMs)[footnoteRef:4] [4:  British Association of Dermatologists. Quality standards for dermatology - providing the right care for people with skin conditions. Available at: http://www.bad.org.uk/library-media/documents/Dermatology%20Standards%20FINAL%20-%20July%202011.pdf. Accessed June 2017] 

	PROMs form is under development  
	Please provide proposals for consequences of breach in your service specification provider response summary (document no. 10)

	2
	Number and severity of complaints
	n/a
	Please provide proposals for consequences of breach in your service specification provider response summary (document no. 10)

	3
	Serious incidents
	0. The service should meet national requirements in reporting any serious incidents to the CCG.
	Please provide proposals for consequences of breach in your service specification provider response summary (document no. 10)



[bookmark: _Toc484774044]8.4 Data Requirements from the Service 
The following data should be compiled in order to measure KPI’s and support further service evaluation:

High level activity

· Number of referrals received from each practice
· Number of advice and guidance requests received from each practice
· Number of education requests received

Number and % of referrals that are: 
· Returned to GP for further information;
· Returned to GP with management plan
· Referred on to secondary care for routine appointment
· Referred on to secondary care for urgent 2 week wait treatment

Referral data

· Number and % of referrals received for each reason for referral
· Number and % of referrals with diagnosis of condition at discharge provided, broken down by conditions in inclusion/exclusion list

Turnaround times

· Number and % of referrals actioned within 3 working days
· Number and % of referrals actioned outside of 3 working days (broken down by days)
· Number and % of advice and guidance requests actioned within 3 working days
· Number and % of advice and guidance requests actioned outside of 3 working days (broken down by days)
· Number and % of education requests actioned within 5 working days
· Number and % of education requests actioned outside of 5 working days (broken down by day)

Prescribing and Education

· Number of prescriptions initiated and % of treatments prescribed long term by GPSWI within the service
· Number of education sessions delivered

Satisfaction

· Number and % of GPs who are satisfied with the service they received
· Number and % of patients who are satisfied with the service

In addition to the KPIs, annual clinical reviews will consider the type and appropriateness of demand on the Community Service, and identify opportunities for education and service development.  Case mix data is necessary to enable this level of evaluation.  

Examples of data which should be collected within or in addition to the patient’s clinical record include:

· Patient identifier
· Date of Birth
· Date of referral
· Primary diagnosis (or whether a diagnosis was requested)
· Date of triage
· Triage decision (including whether the referral was returned for further information, whether the TAP was applied or overridden following an Individual Funding Request)
· Date of consultation/s (news and follow ups)
· DNAs
· Clinic diagnosis (at diagnostic category level)
· Diagnostics used
· Minor surgical procedures carried out
· Onward referral or discharge date

For the educational programme, the Service should collect information on the dates, types and content of interventions delivered, along with the names and practices of participants.

[bookmark: _Toc484774045]9. ACTIVITY

The expected annual activity levels are estimated based on the activity of the community service during 2016 and additional activity which will result from mandating the service as a SPoR. As the figures below are estimates, they should only provide a rough estimate of expected annual throughput. 

	Function
	Estimated Annual Throughput

	Triage
	5,800

	New Consultations
	2,700

	Follow-up Consultations
	1,400

	Minor Surgery and Procedures
	600

	Advice and guidance requests
	800



The Service will be required to provide flexible appointment capacity with the appropriate clinical skill mix to meet local need and provide value for money.  Long term, commissioners anticipate that the proportion of less complex activity managed by the community service will reduce, as confidence and expertise within primary care grows.  This will be supported by diagnosis, advice and education provided by the intermediate tier.





[bookmark: _Toc484774046]10. FINANCE

The finance schedule and tariff price/s will be agreed with the provider on award of tender. The proposed model of payment is:
· Payment of an agreed tariff for each new referral received and processed;
· Payment of an agreed tariff for each new patient appointment completed by the community service;
· Payment of an agreed tariff for each follow up appointment completed by the community service;
· Payment of an agreed tariff for each minor surgery procedure completed by the community service;
· Payment of an agreed annual amount for education and training;
· Service credits will be applied for failure to achieve KPIs;
· The provider will submit monthly invoices, one month in arrears, for clinical activity. Invoice must specify activity levels for triage, new and follow up appointments;
· Payment will be made when invoices have been reconciled with activity reports provided by the provider.

[bookmark: _Toc484774047]11. ACCREDITATION

The Provider is responsible for ensuring all clinical staff have the necessary qualifications and continuing professional development required to maintain their qualification. As a minimum this should include:

1. Participating in a minimum of 20 hours of Dermatology CPD per annum of which 10 hours should be accredited dermatology meetings
2. Involvement in monthly consultant led meetings to ensure on going supervision of difficult cases[footnoteRef:5] [5:  Department of Health (2011). Revised guidance and competences for the provision of services using GPs with Special Interests (GPwSIs) – Dermatology and Skin Surgery. Available at: https://www.pcc-cic.org.uk/sites/default/files/articles/attachments/revised_guidance_and_competences_for_the_provision_of_services_using_gps_with_special_interests_0.pdf. Accessed June 2017] 

3. Maintenance of a log book detailing records of meetings and tutorials attended in order to facilitate appraisal and accreditation
4. Membership of the RCGP or qualified to practice as a GP in the UK for any GPs within the service
5. Completion of appropriate training in dermatology validated by a consultant dermatologist
6. Participation in appraisals on an annual basis. Initial appraisal after 6 months with input from a Consultant Dermatologist
7. Maintenance of appropriate Medical Indemnity Insurance
8. GPs with a special interest in performing Minor Surgery in the Service will be expected to have completed a British Society of Dermatological Surgeons (BSDS) course or equivalent (e.g. PCDS – basic or advanced surgical course, University of Hertfordshire dermatological surgery module, local trust minor surgery accreditation). 

In addition, clinical staff must have formal supervision from a Dermatology Consultant from either Guy’s and St Thomas’s NHS Foundation Trust, of King’s College Hospital NHS Foundation Trust to maintain competence and develop strong working relationships with local secondary care providers.

Specific requirements for Group 3 and skin lesion community cancer clinicians

The additional specific requirements for community cancer clinicians require the GPwSI to[footnoteRef:6]:  [6:  Department of Health (2011). Revised guidance and competences for the provision of services using GPs with Special Interests (GPwSIs) – Dermatology and Skin Surgery. Available at: https://www.pcc-cic.org.uk/sites/default/files/articles/attachments/revised_guidance_and_competences_for_the_provision_of_services_using_gps_with_special_interests_0.pdf. Accessed June 2017] 


1. Be linked to a named local skin cancer MDT and attend four local skin cancer MDT meetings per year (one of which should discuss audit) 
2. Attend an annual joint clinical session with a consultant dermatologist or SAS (Speciality Associate Specialist) doctor that is a core member of the skin cancer MDT 
3. Undertake 15 hours (2 days) of CPD relating to skin cancer. Attendance at MDTs is included in these 15 hours 
4. Provide evidence of an annual review of clinical compared with histological accuracy in the diagnosis of the low-risk BCCs they have managed 
5. Present specific information about the location, histological type and management plan for this group of patients and completeness of excision in relation to low risk BCCs treated by ellipse excision. 

In addition, the service must ensure that clinical staff follow all current NICE guidance.

[bookmark: _Toc484774048]12. CLINICAL GOVERNANCE

The Provider is responsible for all aspects of clinical governance through an effective system of quality and risk management in line with the requirements of Standards for Better Health. The Provider shall nominate a senior manager or clinician who shall have responsibility for ensuring the effective operation of clinical governance. This applies to both the referral management and clinical services.

The Provider must provide an up-to-date document outlining clinical governance arrangements to the CCG prior to service commencement. This will include details of any sub - contract arrangements associated with the Service. All clinical governance documents must outline how the Provider will meet the Standards for Better Health requirements and provide evidence of the Provider’s full CQC registration.

The Provider will provide the CCG with evidence that all practitioners providing the service meet the accreditation requirements appropriate to their role. 

In addition, the provider must ensure that the service meets the following information governance requirements:

1. Maintenance of a satisfactory level of IG Toolkit compliance.
2. Registration with the Information Commissioner’s Office (ICO). 
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[bookmark: _Toc484774049]Appendix 1: Guidance on Care Pathways in Dermatology to inform referral triage

	No referral required (send back to primary care)
	Referrals to come through the Single Point of Referral
	Referrals to go directly to Hospital

	Cases Suitable for Primary Care Management 

· Acne ( not needing Isotretinoin)
· Warts
· Tinea capitis 
· Mild to moderate eczema (when treatment options and compliance have not been explored)
· Mild to moderate psoriasis (when treatment options and compliance have not been explored)
· Rosacea
· Scabies
· Urticaria and Angioedema

	Cases Suitable for Community Management

· Mild to Moderate eczema that hasn’t responded to treatment in the practice 
· Mild to Moderate psoriasis including dithranol applications and dressings
· Itching or Scaly rashes where the patient isn’t unwell 
· Facial rashes 
· Actinic keratoses and Bowen’s disease. 
· Tinea capitis including the management of the whole family 
· Scaly scalps 
· Hair loss 
· Filiform warts and Warts that haven’t responded to 12 weeks treatment as per guidelines (see Treatment Access and Individual Funding Request policies)
· Nail problems 
· Small keloids 
· [bookmark: _GoBack]Small lumps and bumps that have become symptomatic e.g.  Epidermoid/ Pilar cysts, Seborrhoeic keratoses (see Treatment Access and Individual Funding Request policies)
· Where recommended and appropriately administered  treatment has failed in primary care.
	Cases Suitable for Routine Secondary Care Referral
· Severe Eczema that may need systemic or light therapy. 
· Allergic on Contact dermatitis that will need patch tests 
· Moderate/ severe psoriasis that may need systemic therapy or light therapy. 
· Moderate/ severe acne- needing Roaccutane (unless prescribed by consultant within the community service)
· Pyogenic granuloma (consider whether it may be an amelanotic melanoma) , BCC 
· Suspected connective tissue disorders; HIV 
· Scarring hair loss 
· Paediatric naevi and lumps and bumps 
· Destructive nail problems 
· Larger keloids that are too big for injection 
· Larger lesions – consider referral to the plastic surgeons
	URGENT

· Suspicions of a Melanoma, or SCC (including keratoacanthoma and rapidly evolving moles: Fax a 2 week wait form. 
· A patient seriously ill with a skin disorder : ( by telephone to the Duty Dermatology SpR) e.g. Erythroderma, widespread blistering disorder or rash with severe  constitutional upset
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